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290 N. 10th St. #100 
Colton, CA 92324 
(909) 264-2500 office 
(909) 264-2510 fax 
www.HealthpointeMD.net 

Date _________ Time __________ AM 0 PM 0 

Patient Name ______________________ _ 

SERVICES REQUESTED 
D W JC Injury/Illness Date of Injury: _____ Body Part: ______ _ 

D Physical Exam Type: __________________ _ 

D T.B. Test D Chest X-Ray D Other: ___________ _ 

Drug/Alcohol Test. Please Specify Below: 

TYPE 

D Non-DOT Drug Test 

D DOT Drug Test 

D Rapid Drug Test 

D DOT Breath Alcohol Test 

D Non-DOT Breath Alcohol Test 

D Drug Screen Collection 

PURPOSE 

D Pre-Placement D Random 

D Reasonable Suspicion D Post Accident 

D Other: _____ _ 

PICTURE ID REQUIRED 

Employer: ___________ Telephone: __________ _ 

W/C Insurance Name: _____________________ _ 

W/C Policy#: __________ Claim#: ___________ _ 

Authorized by: 

Print: _________________ Title: ________ _ 

Signature : _~-------------------- overbal 




