StFrancisOccu M ed St Francis OccuMed Clinic
2600 Tower Drive Suite 304

A Comprehensive Occupational Medicine Network Monroe, LA 71201
Phone: 318-966-6320 Fax: 318-966-6321

Monday — Thurday 8AM —5PM

Friday 8AM-4PM

REQUEST FOR SERVICES

PLEASE FAX or EMAIL COMPLETED FORM TO: (318) 966-6321(Taudrea.early@stfran.com) OR HAVE THE EMPLOYEE BRING THIS FORM TO OUR CLINIC AT
THE ADDRESS ABOVE. ALSO PLEASE BRING IN PHOTO I.D. AT THE TIME OF VISIT OR TEST WILL NOT BE PERFORMED.

EMPLOYEE NAME:

EMPLOYEE SSN/ID#:
COMPANY NAME: Diocese of Shreveport
METHOD OF PAYMENT: O Employee Pays @ BillCompany O Bill Third Party Administrator

BILLING ADDRESS: 3500 Fairfield Avenue, Shreveport, Louisiana 71104

PLEASE MARK THE APPROPRIATE SERVICES THAT ARE REQUESTED:

REASON FOR SCREEN/TESTING: DRUG/ALCOHOL SCREEN: PHYSICALS:
O Pre-Employment O Annual O DOT Drug Screen O DOT
O Random O New Certification O NON-DOT Drug Screen O NON-DOT
O Post-Accident O Recertification —5Panel _10Panel _____ Other. O WORK COMP
O RetunToWork O Follow Up 0 DOT Breath Alcohol O ASBESTOS
O Reasonable O Other: 0 NON-DOT Breath Alcohol O CHROMIUM
Suspicion/Cause 7 Instant Drug Screen 00 HAZWOPER
__ 5Panel /10 Panel O RAZMAT
OBSERVED: Yes / No O Hair Drug Screen i
OTHER TESTING:
00 Blood Work: O PFT/Spirometry O Back Assessment/Eval
O Audio O Mask Fit Test O ChestX-ray: __ 1view __ 2view
Portacount Machine
_ O Lumbar X-ra
O EKG __Hood Test w/Bitter solution _ y
O Vision: __ Titmus __ Snellen Wall Chart O Other:

O Respirator Mask Clearance
O TB Skin Test

REPORTING RESULTS:

O Give all paperwork to employee

O Mail all paperwork tothe ____Employer Third Party Administrator
M Fax all paperwork only Fax Number: (318) 868-4609
O Email paperwork only Email:

AUTHORIZED BY: Phone: DATE:
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