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Please fill out this form and send it with your employee to the clinic. 
Remind them that they will need to bring their picture ID for each visit. 
Whenever possible, please call ahead for the shortest wait time possible. 

 
  
Employer:        Date:      
 
Contact:       Phone #:       
 
Employee Name:       Date of Injury:     
 

Work Injury 
 

   Treatment of work-related injury, did the employer file notice of injury?     Yes    No 
 
Is there a claim number?     Yes    No     Claim:       
 
Name of W/C Carrier:            
 
Complete Address:             
 
Describe what happened:            
 

               
 

Services Requested 
 

 
 
 

     Workers’ Compensation 
  Post Accident Drug Screen 

  Blood Alcohol Test  
  Breath Alcohol Test  

 Other:     
 

   Substance Abuse Testing 
 Blood Alcohol   

  Breath Alcohol Testing 
 Hair     
 Other:     

 
     Urine Drug Screen 

 Pre-Employment  
 Post Accident 
 Random  
 Follow-up  
 Reasonable Suspicion 
 Other:     

 

     Physical Exam 
 Respiratory   

  DOT 
 Pre-Employment   
 Annual 
 Fit for Duty  
 Return to Work 
 Other:     

 
   Medical Surveillance 

 Audio 
 Pulmonary Function Testing 
 Fit Test     
 Titmus 
 Other:     

 
   Vaccination:    

 PPD/Tb 
 Titer 

I hereby authorize Lakeside Occupational Medical Centers, Inc. to provide the above services: 
 

_____________________________________________________________________________________________ 
Signature of Authorized Employer Representative 

 
 

Print Name:          Date:     




