
Company Account Profile

Company Name: ______________________________________________________________________________

Mailing Address: ______________________________________________________________________________

______________________________________________________________________________

# of Employees: ____________ Type of Business _________________________________________________

PHYSICALS: ______________________________________________________________________________
Contact Person Phone # FAX # Email

WORKERS’ COMP: ______________________________________________________________________________
Contact Person Phone # FAX # Email

DRUG SCREENING: ______________________________________________________________________________
Contact Person Phone # FAX # Email

Work Injury Drug Screen Program: _______ yes (Please complete page 2)

_______ no

ACCOUNTS ______________________________________________________________________________
PAYABLE: Contact Person Phone # FAX #

Workers’ Compensation Insurance Information

Carrier: ______________________________________________________________________________

Mailing Address: ______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
Telephone # FAX #

______________________________________________________________________________
Policy # Effective Date

Additional services requested: (i.e.-audio programs) (Please complete page 2)

Please indicate any special instructions that you want to be noted in your company profile. (Examples: Drug
screen all WC injuries; Mail physical results to Mrs. Jones @ Company X; Call Mrs. Smith @ Company Y with
drug screening results; Mrs. Brown is the only company representative to authorize treatment, etc.)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Name of company representative completing this form Phone # Date
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Treatment Authorization 

DRUG OR ALCOHOL SCREEN (Photo ID Required):

DRUG DOT 5 Panel ALCOHOL DOT
Non-DOT 9 Panel Non-DOT

10 Panel

Urine Post-offer Breath Post-offer
Hair Post Accident/Initial Injury Post Accident/Initial Injury
Rapid Urine (Non-DOT only) Random Test Random Test
eScreen (Non-DOT only) Suspicion/Cause Suspicion/Cause

Other ____________________ Other _________________

PHYSICAL EVALUATION: POST-OFFER or ANNUAL
Physical Exam DOT Exam Independent Medical Exam (IME) Return to work / Fit for duty 
Respiratory Clearance Other, please specify _____________________________________________________________

SPECIFY ADDITIONAL TEST REQUIRED:
Audiogram

Pulmonary Function Test

Lab Work, please specify ____________________________________________________________________________________

Fit for Duty by Therapist

Functional Capacity Evaluation (FCE)

Immunizations: Hep A Hep B PPD Other ________________________________________________________

Respiratory Fit Test (Please call WorkHEALTH in advance to schedule)

Other Test (specify) _________________________________________________________________________________________

PLEASE FAX THIS FORM TO US AT 314-622-6455. THANK YOU
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