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EMPLOYER PROFILE SHEET

Occupational Medicine / Industrial Work Service

Date: ________________
Company Name: _________________________________________________________

Contact Name/ Title: ______________________________________________________
Phone: _______________ Fax: _______________Email: _________________________

Physical Address: _________________________________________________________

City, State, Zip: __________________________________________________________

HR Director:  _________________________________ Phone: ____________________
Plant Nurse:  _________________________________ Phone:  _____________________

Drug Screen Results:  
Contact Name/Title: _______________________________________________________

Phone: _______________ Fax: _______________Email: _________________________

Preferred Method of Notification: Phone____ Fax____ Email____ Mail____ Other_____

Additional Notes on Contact/Notification Procedure:  ____________________________

________________________________________________________________________

Workers Compensation Information:
Workers Comp Insurance Carrier: ____________________________________________
Policy # _____________________________ Dedicated Case Manager?  Yes___ No ___

If yes, provide name: ______________________________________________________

Billing Address: __________________________________________________________

Billing City, State, Zip: ____________________________________________________

Phone: ______________________________ Fax: _______________________________

Workers Compensation Billed to: Insurance _____ OR Company _____

Drug Screen WITH Injury Billed to: Insurance _____ OR Company _____

Drug Screen WITHOUT Injury Billed to: Insurance _____ OR Company _____

Number of Employees (at THIS location): Full time_________ Part time __________

Drug Screens: Yes_____ No _____   Breath Alcohol: Yes ______ No ______

Type(s): NIDA _____Non-NIDA ____PPE _____ Random _____ Post Accident ____
Reasonable Cause/Suspicion _________ Return to Duty _________

Preferred Lab? Yes____ No____ Name: _______________________________________

Rapid ______  5 Panel _______  7 Panel _______  9 Panel ________

Do you require faxed work status forms?  Yes _____ No _____

Are there Return to Work programs available?  Yes_____ No _____

If Yes, please list: _________________________________________________________

Other Provider Information (for Referral):
Occupational Medicine: 

Name of Provider: ________________________________________________________

Orthopedics: 

Name of Provider: ________________________________________________________

Primary MD: 

Name of Provider: ________________________________________________________

Hospital: 

Name of Provider: ________________________________________________________

Who directs medical care?  Employer _____ Case Manager ______ Other ________

(If Other, please explain)___________________________________________________

Additional Notes/Information: _______________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please fax completed form to Graham Urgent Care at (336)228-9674
217 East Elm Street

Graham, NC 27253

Phone (336)228-9671

Fax (336)228-9674
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