[image: Downtown Urgent Care]Medical Authorization Form
								Complete and bring in or fax 314-436-9301
Patient Name: _________________________________
Company: ____________________________________	Phone: _______________________
Work Address: ______________________________ City: ___________________ State: ____ Zip: _________

Authorized by: ____________________________	________________________ Date: _________
Officer or properly designated person	Signature			Printed Name
By signing this authorization the above referenced company acknowledges and agrees that it is fiscally responsible for all incurred charges, whether work related or non-work related.  Charges may be submitted to the above referenced company’s Workers’ Compensation carrier at the company’s discretion but failure to submit charges to the Workers’ Compensation carrier does not relieve the company of the responsibility for these charges.
Verbal Authorization Given by: _______________________________Verbal taken by: ___________________________
Injury Evaluation &
Treatment			Specify Body Part: __________________________________________________

Drug Screen	⁪ DOT				Alcohol Screen	⁪ DOT
(Photo ID required)	⁪ Non-DOT				(Photo ID required)	⁪ Non-DOT

⁪Pre-employment						⁪Pre-employment
⁪Random							⁪Random
⁪Reasonable suspicion						⁪Reasonable suspicion
⁪Post-accident							⁪Post-accident
⁪Other								⁪Other
Physical							Specify
Examination						Additional
⁪ Post-Offer  or  ⁪ Annual					Testing			
⁪ Physical Exam						⁪ Pulmonary Function Testing
⁪ DOT Exam							⁪ Audiogram
⁪ Return to Work/fit for Duty					⁪ Lab Work, please specify: __________________
								⁪ Other: __________________________________
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