82 CAMERON

MEMORIAL COMMUNITY HOSPITAL Med ical Authorization Form

Please send completed form with employee or fax the form to 260-667-5630 .
Employer: Patient Name: DOB:

Employer Address: City: State: ZIP:

PRE-HIRE / POST OFFER j=islel) QNon-DOT Q Follow Company Protocol

U Urine Drug Screen Q Physical QVision Exam  Specify:
4 5 Panel Daycare
U 5 PanelLab Based QTiter: O Respiratory Physical/OSHA Clearance
4 10 Panel Rapid : O Lift Test
U4 10 PanelLab Based _
U4 Urine Collection Only O Audiogram
O Breath Alcohol Test U TB Mantoux

DER: Phone:
[\NIO '@ =N 0I3\'h] Q Follow Company Protocol

Q Initial Injury Care

U Urine Drug Screen: U5 Panel Daycare O 10Panel Rapid U Breath Alcohol Test
U 5 PanellLab Based U 10 PanelLab Based

DER: Phone:
O N o o] S\ N[O RINNINI S gl adii0ld SR @i\ 1VaXe]y) QDOT  ONon-DOT O Follow Company Protocol
4 Urine Drug Screen: 05 Panel Daycare Q 10Panel Rapid Q Breath Alcohol Test
U 5 PanelLab Based 4 10 PanelLab Based
DER: Phone:
REASONABLE SUSPICION / PROBABLE CAUSE g=lsea} ONon-DOT Q Follow Company Protocol
4 Urine Drug Screen: U5 Panel Daycare Q 10Panel Rapid Q Breath Alcohol Test
U 5 PanelLab Based 4 10 PanelLab Based
DER: Phone:
RANDOM SERVICESgm=Ivexy QNon-DOT Q Follow Company Protocol
U Urine Drug Screen: U5 Panel Daycare O 10Panel Rapid U Breath Alcohol Test
4 5 PanelLab Based U 10 Panel Lab Based
DER: Phone:
ALYV S 4VA (o SR RSId 4 S| M[e] 1 Follow Company Protocol
aTB UFlu 4 Audiogra U Respiratory Physical/lOSHA Clearance
QVision Exam Specify: QTiter:
CUHAV GO EOR (03 i@ =34V [6d 5] O Follow Company Protocol
UWork Ability Exam U LiftTest Must be accompanied by job description
(o)1 8 Please list:
Services will be delivered per boxes checked above.
Authorized By:
(print first/last name) (signature) (date)

Authorization Expires On: (date)

Phone Number: After Hours Phone Number:




	Medical Authorization Form



