DRUG AND ALCOHOL TEST RESULT RELEASE AUTHORIZATION

[EMPLOYEE FULL NAME]

[EMPLOYEE STREET ADDRESS]

[EMPLOYEE CITY, STATE, ZIP CODE]

[EMPLOYEE DATE OF BIRTH]

[EMPLOYEE IDENTIFICATION NUMBER]

[EMPLOYER COMPANY NAME]

[EMPLOYER STREET ADDRESS]

[EMPLOYER CITY, STATE, ZIP CODE]

[DATE OF AUTHORIZATION]

RE: AUTHORIZATION TO RELEASE DRUG AND ALCOHOL TEST RESULTS

1. AUTHORIZATION AND CONSENT
1.1 I, [EMPLOYEE FULL NAME], hereby voluntarily authorize and consent to the release of my drug and alcohol test results and related records as described in this form.
1.2 This authorization is given in connection with my employment or application for employment with [EMPLOYER COMPANY NAME].
1.3 I understand that this authorization is voluntary and that I may revoke it in writing at any time, except to the extent that action has already been taken in reliance upon it.

2. PARTIES AUTHORIZED TO DISCLOSE INFORMATION
2.1 I authorize the following laboratory, testing facility, or medical review officer to release my drug and alcohol test results:

[TESTING FACILITY OR LABORATORY NAME]

[TESTING FACILITY STREET ADDRESS]

[TESTING FACILITY CITY, STATE, ZIP CODE]

[TESTING FACILITY TELEPHONE NUMBER]

[TESTING FACILITY FAX NUMBER]

[MEDICAL REVIEW OFFICER NAME, IF APPLICABLE]
2.2 I further authorize any prior employer, physician, hospital, clinic, or other health care provider to release drug and alcohol test results and related records to the party named in Section

3.

3. PARTIES AUTHORIZED TO RECEIVE INFORMATION
3.1 I authorize my drug and alcohol test results and related records to be released to:

[RECIPIENT NAME]

[RECIPIENT TITLE OR DEPARTMENT]

[RECIPIENT COMPANY NAME]

[RECIPIENT STREET ADDRESS]

[RECIPIENT CITY, STATE, ZIP CODE]

[RECIPIENT TELEPHONE NUMBER]

[RECIPIENT FAX NUMBER]

4. INFORMATION TO BE RELEASED
4.1 The information authorized for release includes, but is not limited to, the following:

4.1.1 Drug test results, including negative, positive, adulterated, substituted, or invalid results.

4.1.2 Alcohol test results, including breath alcohol concentration or blood alcohol concentration levels.

4.1.3 Chain of custody documentation and custody and control forms.

4.1.4 Medical review officer verification statements and reports.

4.1.5 Laboratory analysis reports and confirmatory test results.

4.1.6 Records of any split specimen testing.

4.1.7 Documentation of any refusal to test.

4.1.8 Any other records related to drug or alcohol testing conducted on [EMPLOYEE FULL NAME].

5. PURPOSE OF DISCLOSURE
5.1 The purpose of this disclosure is to verify my compliance with applicable drug and alcohol testing requirements and to satisfy the requirements of [EMPLOYER COMPANY NAME] and any applicable federal, state, or local regulations.
5.2 This information is requested in connection with my employment, continued employment, or application for employment.

6. EXPIRATION AND REVOCATION
6.1 This authorization shall remain in effect until [EXPIRATION DATE], unless revoked earlier in writing.
6.2 I understand that I may revoke this authorization at any time by providing written notice to [RECIPIENT NAME] and [TESTING FACILITY OR LABORATORY NAME].
6.3 Revocation shall not apply to information already released in reliance on this authorization.

7. CONFIDENTIALITY AND REDISCLOSURE
7.1 I understand that the recipient of this information may not redisclose it without my further written authorization, except as permitted or required by law.
7.2 I understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal or state privacy regulations.

8. RIGHTS OF THE INDIVIDUAL
8.1 I understand that I have the right to receive a copy of this authorization.
8.2 I understand that I have the right to inspect or copy the information to be released.
8.3 I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned upon my signing this authorization, except as permitted by law.
8.4 I understand that I have the right to request a restriction on the use or disclosure of my information, although the recipient is not required to agree to such restriction.

9. METHOD OF DISCLOSURE
9.1 I authorize the release of information by the following method:

[ ] Mail

[ ] Fax

[ ] Secure Electronic Transmission

[ ] Hand Delivery

[ ] Other: [SPECIFY METHOD]

10. SIGNATURE OF EMPLOYEE
10.1 I have read and understand this authorization and I am signing it voluntarily.
10.2 I understand that a photocopy or facsimile of this signed authorization shall be considered as valid as the original.

[EMPLOYEE SIGNATURE]

[EMPLOYEE PRINTED NAME]

[DATE SIGNED]

11. WITNESS
11.1 This authorization was signed in the presence of the undersigned witness.

[WITNESS SIGNATURE]

[WITNESS PRINTED NAME]

[DATE SIGNED]

12. NOTARY ACKNOWLEDGMENT (IF REQUIRED)
12.1 State of [STATE]
12.2 County of [COUNTY]
12.3 On this [DAY] day of [MONTH], [YEAR], before me personally appeared [EMPLOYEE FULL NAME], known to me or proven to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that he/she executed the same in his/her authorized capacity and that by his/her signature on the instrument, the person or entity upon behalf of which the person acted, executed the instrument.

[NOTARY PUBLIC SIGNATURE]

[NOTARY PUBLIC PRINTED NAME]

[NOTARY PUBLIC COMMISSION EXPIRATION DATE]

[NOTARY SEAL]
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