EMPLOYER’S AUTHORIZATION FORM FOR 

SUBSTANCE ABUSE TESTING
(MUST PRESENT PICTURE ID AT TIME OF SERVICE)

Name: ______________________

Report by time & date: _____________________

SSN: _______________________

Company Name: __________________________

DOB: _______________________

Address: ________________________________

     ________________________________

	Test(s) Requested

___ Drug Screen

___ Breath Alcohol

___ Saliva Alcohol


	Reason for Testing

___ Pre-employment

___ Random

___ Reasonable Suspicion

___ Post Accident

___ Periodic

___ Return to Duty

___ Follow-up


	Type of Testing

___ DOT regulated

___ Non-regulated



	Billing

___ Bill Medtox

___ Bill employer

___ Employee to pay at time

       of service
	Authorized by

Name: __________________

Title:    __________________

Phone:__________________


	Signature: ______________

Date:         ______________

	Collection Site

Name: __________________
	Address: ________________
	Phone: _________________


