EXPERCARE

Occupational Medicine

Company Name: Employee Name:
Company Contact: Date Auth Expires:
Contact Phone #: Reason for service:

If the above is not completely filled out, the clinic will decline to provide services.

Please select all services that you would like performed:

EXAMS: Drug Screenings (NON-DOT):
O MNon-DOT physical O Instant 5 Panel (confirmation testing included)
O DOT Physical O Instant 12 Panel (confirmation testing included)
O Send Out 5 Panelusing E CARE COC
O Peace Officer Physical CRE I 2 b ehE Nsine e
O Send Out 10 Panelusing ExperCARE COC
LI NFPA O Collection Only (provide your own COC with instructions)
O DOE (School Bus Driver) Physical O Breath Alcohol NON-DOT
Drug Screenings (DOT): MISC:
- O TB(PPD) skin test
O DOT Drug Screen (ExperCARE COC) O PFT
LI DOT Drug Screen (Use your own COC) O RFT (MUST provide your own mask)
T Breath Alcohol DOT O VWaccines & Titers (please email for more information)
O EKG
**Notate the agency and reason for testing O CXR

below in the soecial instructions**

Worker's Compensation

O  Initial Evaluation & Treat
O Follow-Up Visit
O Select here if being billed to WC Carrier O ViaFax:

Results should be sent:

O Select here if being billed to Employer directly

Required information for Worker's Comp visit: O Via Email:

Date of Injury:

Clairm Number: EXPERCARE STAFF:
Worker's Comp Carrier Mame: Signature:
Carrier Address: Date accepted;

Special Notes and instructions:

This form will serve as your authorization to perform the selected procedures and tests on your employee. Please
sign and date below. Please contact us if you have additional requests not shown on this list or if you have further
guestions or instructions. It is our pleasure to serve your occupational medicine needs.

(Signoture of Company Representative) {Printed name) {Date)



