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DATE OF SERVICE

EMPLOYEE NAME SSN

COMPANY NAME GCSC MEMBER ID# PO#

1 ANNUAL [O PRE-EMPLOYMENT [] RANDOM [0 POSTINCIDENT [ OTHER:

0 BREATH ALCOHOL O DOT BREATH ALCOHOL
O INSTANT 10-PANEL URINE <

J 10 PANEL URINE LAB ¢® 0 DOT URINE LAB Rt
0 ORAL FLUID LAB <®
0 HAIR LAB MUST REGISTER THROUGH PSYCHEMEDICS

J DISA SERVICES MUST REGISTER THROUGH DISA
AUTHORIZATION #:

PORTACOUNT

O FIT TEST seLecT mask seLow [0 RESPIRATOR CLEARANCE
O 3M 6000 FF [0 SCOTT AV 3000 FF O OTHER1/2:
O 3M60001/2 O MSAADV4201/2
0 3M65001/2 O MSAADV2001/2 O OTHER FF:
O 3M6700FF O N95
O 3M 7800 FF
O PULMONARY FUNCTION TEST O AUDIOMETRIC SCREENING O VISION SCREENING
AUTHORIZED BY PHONE# EMAIL

ST ROSE: 170 James Drive East ¢ St. Rose, LA 70087 ¢ Phone: 504.469.7787 « Fax: 504.469.7588
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