[bookmark: _GoBack]Medical Care 1 Urgent Care
Request for Employee Evaluation
Reason for your visit today:
     Injury evaluation      Employment physical      DOT exam       Drug screen      
      Other _______________________________________________________________________________
Social Security Number or Military DBN: _________________________________
Date of Birth (MM/DD/YYYY):_____________
Last Name: __________________________First Name: ________________________________M.I.:____
Address:___________________________________________________________________________________
Home Phone: ______________Work Phone: __________________ Cell Phone: ___________________
Email: ___________________________________
Your Signature that you are made aware of HIPPA Laws: _______________________________
Your Signature consenting for evaluation and treatment: _______________________________
Your Signature consenting for record release to employer: ______________________________
Signatures Date: ______________________________________
The Employer
Company Name:_____________________________________ Location Branch Number:_____
Company Address:___________________________________________________________________
Company Billing Adress
Work supervisor name: __________________________ Contact Phone: __________________
Method of Payment:      cash      credit      Insurance: ______________________________
Supervisor signature consenting for employee evaluation and treatment: 
___________________________________________________________________
Signature Date: _________________________________________________
