
Exams:

 DOT Physical

 Physical Exam

 Silicosis Screening Exam*

 19A Physical (DOT provider only/paper only)

Drug & Alcohol Testing:

 Breath Alcohol Testing (BAT)*

 Alcohol Oral Swab Testing

 Urine Drug Screen

1) Reason For Testing (REQUIRED):

 Periodic  Post Accident

  Pre-Employment  Random

 Reasonable Suspicion  Return to Duty

 Follow-Up  Other

2) Type of Collection (REQUIRED):

 Non-Federal Urine Drug Screen:

 UDS Collection Only (Chain of Custody 
must accompany employee)

• Test Code (REQUIRED):_________________

 Use CityMD LabCorp Chain of Custody
 (Non-DOT)

   5 Panel (Profile 1)

   10 Panel (Profile 3)

   10 Panel plus Alcohol (Profile 4)

 Federal Urine Drug Screen:

  UDS Collection Only (Chain of Custody 
  must accompany employee)

 Use CityMD LabCorp Chain of Custody 
 (DOT) 

• Indicate DOT Agency (REQUIRED)

   FMCSA  FAA  FRA
   PHMSA  USCG

Respiratory Evaluation:

 QLT Fit Testing (patient must 
bring in their own respirator)**

 OSHA Respirator Questionnaire

 Pulmonary Function Testing*

TB Testing:

 PPD

 Quantiferon Gold

 Chest X-Ray

Vaccines:

 Hep A  Tetanus

 Hep B  Flu

 MMR  TDAP

Other:

 Vision

 EKG

 Urinalysis

 Audiometry*

Patient’s Name: ____________________________________________________________________________________  DOB: _________/_________/___________

Address: ___________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________

Company Name: __________________________________________________________________________________ Fax#: ________________________________

Supervisor/Contact: _____________________________________________________________________________ Phone#: ______________________________

Comments: ________________________________________________________________________________________________________________________________

OCCUPATIONAL MEDICINE SERVICES

Bloodwork:

 MMRV

 MMR

 Varicella

 Hepatitis A IgM

 Hepatitis A Total

 Hepatitis B Surface AB

 Hepatitis B Surface AG

 Hepatitis C Antibody

General Health Bloodwork:

 CBC

 Metabolic Profile

 Lipid Panel

 Thyroid Panel

Toxicology Testing:

 Lead

 Zinc Protoporphyrin

 Iron 

 Copper

 Benzene Screening

 Zinc

 Nickel

 Mercury

 Arsenic

 Cadmium

Request For Medical Services
Occupational Medicine

Custom Requests:

_________________________________________________

_________________________________________________

_________________________________________________

08289102

*Available only at CityMD Occupational Medicine Advanced Centers.
 For more information, call (866) MY-CITYMD or email occmed@citymd.net.

**Full face masks with a fit factor <100 is eligible for Qualitative Fit Testing.

Month Day YearFirst Last

Street Address Apartment Number

City  State  Zip Code

Callen-Lorde Community Health Center 212-271-7237

212-271-7213

Please email or fax completed Callen-Lorde Health Assessment & Quantiferon (TB) results to information above.

Human Resources Dept email: hr_fax@callen-lorde.org
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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA 

For Occupation Medicine Use Only 

Patient Name Date of Birth Medical Record Number 

Patient Address 

I, or my authorized representative, request that health information regarding my care and treatment as set forth on this form: In accordance 
with applicable state law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA),  I 

understand that: 

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE; MENTAL HEALTH

TREATMENT, except psychotherapy notes; CONFIDENTIAL HIV/AIDS-RELATED INFORMATION; and STD-

RELATED INFORMATION (WA) only if I place my initials on the appropriate line in Item 9(a). In the event the health

information described below includes any of these types of information, and I initial the line on the box in Item 9(a), I specifically

authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV/AIDS-related; STD-related (WA); alcohol or drug treatment; or mental health treatment

information, the recipient is prohibited from redisclosing such information without my authorization unless permitted to do so

under federal or state law. I understand that in NY and NJ I have the right to request a list of the people who may receive or

use my HIV/AIDS-related information without authorization. If I experience discrimination because of the release or

disclosure of HIV/AIDS-related information, I may contact federal and state agencies responsible for protecting my rights.

3. I have the right to revoke this authorization at any time, in writing, to the health care provider listed below. I understand that

I may revoke this authorization except to the extent that action has already been taken based on this authorization.

4. I understand that signing this authorization is voluntary.  My treatment, payment, enrollment in a health plan, or eligibility for

benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this

redisclosure may no longer be protected by federal or state law.

6. Name and address of health provider or entity to release this information: City Practice Group of NY, LLC (“CityMD”) on

behalf of the medical practices for which it is the records custodian, 1345 RXR Plaza, Uniondale, NY 11556

7. Name and address of person(s) or category of person to whom this information will be sent: To the hiring entity, employer or it’s

third-party administrator (“TPA”) listed on the request for medical services form.

8. Check the Practice that applies: CityMD First Med Premier Care STAT Health Franklin (FIMC) 

Summit Medical Group  Other: _________________________________________ 

Specific Information to be released: 

 Medical Record from (insert date) to (insert date) 

 Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies,

films, referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

 Other:  Medical records relating to the occupational health services requested by the hiring entity, employer, or TPA listed

on the Request for Medical Service form.

 Include (indicate by initialing): Alcohol/Drug Treatment Mental Health Information 

HIV/AIDS-related Information STD-related Information (WA) 

9. Reason for release of information:

 At request of individual

 Other:

10. Date or event on which this authorization will expire:

11. If not the patient, name of person signing form: 12. Authority to sign on behalf of patient:

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a 

copy of the form. 

Signature of patient or representative authorized by law: Date: 

NYS: Human Immunodeficiency Virus that causes AIDS. The NYS Public Health Law protects information which reasonably could identify someone as having HIV 

symptoms or infection and information regarding a person’s contacts. 

WA: NOTICE TO RECIPENTS: This information has been disclosed to you from records whose confidentiality is protected by federal and state law. If these records 

contain information about HIV/AIDS, STDs, or alcohol or drug abuse, you may not further disclose the information with specific written authorization from the person 

to whom it pertains or as otherwise permitted by federal or state law. A general authorization for the release of medical records or other information is not sufficient  

for this purpose. 
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