Claim Number:

Patient: Brice, Kenyon J.
SSN: XXXXX6056
Address: 234 Crocker Dr
BELAIR, MD 21014
Home: (410) 831-5378

Concentra Medical Centers (MD)

8101 Pulaski Hwy Suite H Baltimore, MD 21237
Phone: (410) 687-6462 Fax: (410) 687-2261

Non-Injury Work Status Report

Employer Location: Roy Salmon Trucking
Address: 9737 Eustice Rd
Randallstown, MD 2113325

Role:

Service Date: 10/26/2022

Contact:Roy Salmon

Primary Contact

'Phone: (443) 629-4648 Ext.:

Work: Ext.: Auth. by: Fax: (443) 299-6806
This Visit:
Time In: 01:20 pm Time Out: 02:04 pm Visit Type: New

Reg UDS & BAT PreP/
Breath Alcohol Test PrePlacement
Regulated UDS PrePlacement 65304

Result Status:

Job description was provided by employer and reviewed by examining provider
May work without limitations/restrictions

Remarks:

Status - Non-Injury

© 1996 - 2022 Concentra Health Services, Inc, All Rights Reserved.

AA/

rEO Employer Revision Date: 12/15/2011
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' Alcohol Testing Form

(The instructions for completing this form are on the back of Copy 3) .

P -

STEP 1: TO BE COMPLETED BY ALCO CHNICIAN

A: Employee Name \Q)ﬂ\ iD V\
(Pnnl] ML Last)

B: SSN or Empioyee ID No. . : QD L" DS i qu. OOQ
C: Employer Name \.l SG/{ Mmon l PLA(‘_;L(J A9

Stret A=z Euntice Rol - Y

City, State, ZIP =
DER Name and
Telephone No.

DER (Area Code & Phone Number)
D: Reason for Test: [] Random [] Reasonable Susp. [7]Post-Accident []Return to Duty [] Follnw-upIPre-emplojment

STEP 2: TO BE COMPLETED BY EMPLOYEE

I certify that I am about to submit to alcohol testing required by U.S. Department of Transportation
regulations and that the identifying information provided on the form is true and correct.

K Z_ Xjo g ~r

Signaturof Employee / i Date Month / Day / Year

STEP 3: TO BE COMPLETED BY ALCOHOL TECHNICIAN

(if the techmician conducting the screening test is not the same technician who will be conducting the
confirmation test, each technician must complete their own form.) I certify that I have conducted
alcohol testing on the above named individual in accordance with the procedures established in the US.
Department of Transportation regulations, 49 CFR Part 40, that I am qualified to operate the testing
device(s) identified, and that the resulfs are as recorded.

TECHNICIAN :ﬂBA’I‘ LISTT DEVICE: [ SALIVA [XBREATH*  15-Minute Wait: [1Yes [JNo
SCREENING TEST: (For BREATH DEVICE* write in the space below only if the testing device is not designed to print.)

Test # Testing Device Name  Device Serial # OR Lot # & Exp.Date Activation Time Reading Time Result

CONFIRMATION TEST: Results MUST be affixed to each copy of this form or printed directly onto the Sform.

REMARKS:
8101 Pulask
Alcohol Techuidnlﬁﬂa-rnr' /i ( m Company Street Address p o
(PRINT) Alcohol Technician’s Name (First, M.1., Last) Company City, State, Zip I
Phone Number (Area Code & Npup
) ‘
Signature of A.Icohol Teclmlclan Date M ay / Year

K |
STEP 4: TO BE COMPLETED BY EMPLOYEE IF TEST RESULT IS 0.02 OR' HIGHER
I certify that [ have submitted to the alcohol test, the results of which are accurately rded on this form.
1 understand that I must not drive, perform safety-sensitive duties, or operate heavy equipment because the
results are 0.02 or greater.

Signature of Employee Date Month / Day / Year

Form DOT F 1380 (Rev. 5/2008) OMB No. 2105-0529

oo - O o R R R R e R R R 4 o

WP e " - ]

AP P -~

- | TAMPER

I'nt &ximet-ers. ASV\*L

Test Number : 5732
Serial Number : 10641
Test Date: 10/26/2022
Test Tlme 14:00: 18

Test Temperature: 24.3"¢C

[.f\ VPN

e ny e
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Test Type: Screenling
eason for Test .
Pre~Employment

| Type 8/210L Ti
BLNK 0.000 14:08:828 i

SuBJ 0.000 14:00:47 -

Test Status: Success
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FEDERAL DRUG TESTING CUUSTODY AND CONTROL FORM

AN (@) Quest _

8310 -0£60 ONEWO

SPECIMEN 10 NO. 7922075070 Diagnostics
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE 600-877-7484
|A. Emptoyer Name, Address, I.D. No. Lab Acct# 650183890 MRO Name, Address, Phone and Fax No.
Concentra Downtown BALTIMORE Michelle Alexander, M.D.
Roy Saimon Trucking - 2818-22740 8140 Ward Parkway
9737 Eustice Rd Kansas City, MO 64114
Randalistown. MD 21133 ; Phone: 888-382-2281
Phone; 443-620-4848 Fax. 447-209-6806 g Fax: 913-469-4028
C.Dear €N, nile-eell , or SCL St ieiniNg _?“‘_1‘154 :
ID. Sract_ Tes a9 W orork: [ 403 [J: ke Specify DOT Agency: ]]JFMCSA Clraa [Fra [JFra [lpHmsa  [Jusce

Reason for Test [1/] Pm-Emolnyrnsm [(_]Random [ Reasonable SuspicioniCause [_| Past Accident [ retum to Duty [ ] Fotiow Uo [CJoter specity)
. Drup Tests to be Performea: [v] THC, COC, PCP, OPI, AMP ] THC & COC Onyy Ddliher (Specify)

, Collection Site Address: ! | Collector Contact Info: Ph 410-752-3010
Concentra Downtown BALTIMORE - 2622 2822-MD151 P ——
100 S CHARLES ST STE 150
: BALTIMORE.MD 21201 Clinic 10 .
, STEP 2: COMPLETED 3Y COLLEC TOR (make ramarks when appropriate). : [VJURINE O FLUID
; Collert o 7 Spit ISn-nFIa | Nor.e |- cv.ded, Enter Remark !
: URINE: Collector reads ur.ne temperature within 4 mi k[ 90" and 100" F? v]iYes DNO. Enter Remark DOblmu Enter Remark
ORALFLUID: _Spi iyce Dbeh i [ Jconcurrent Eiswum | Each Davice Within Expication Date? [ |ves [ [No | [ ]volime Indicators) Observed
REMARKS ‘

STEP 3: Collector affixes seal(s) to bottle{s)tube(s). Collector datcs seal(’ Donor initials seal(s). Donor completes STEP § on Copy 2 (MRO Conv)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TEST FACILITY

lcnmy#nrm:pudﬂwcfvwrﬂmbumudomrmwmﬂumnonudmm 2 of this form wps collected, labeled, sealed and .
decislofiliar Ry sl o Copy SPEGIMEN BOTTLE(SVTUBE(S) RELEASED TO:
P oY
4 - Y
X Vi o
o Signature of Gollector ) []AM
Xavier Davie 09 / 20 / 2022 — PM FEDEX
{PRINT) Catlactor's Name (First, Mi. Last) Data (Mo./Day/Yr.) Time of Collection Name of Delivery Service

STEP 5: COMPLETED BY DONCR

rm!ylﬂau rovided my spechn21 (o the collector, thet | have nol adulierated it in any maniwr. each spacimen botlie used was sealed with 8 lamper-evident seal in my p ; and that the provided
or ths 'armard 1k !a affixac 0 thick spsmren boltle is correc! i

{ - f -{

X L . j EOckEhone w / 20 /202
¥ Signatura ¢f Dono: INT)iDohofl Narne (First. M, Last) Date (Mo./Day/Yr.}

Email Day Phone (25 Evening Phone {__ ) Not Provided Date of Birth 01 / 21 / 1964
Date (Mo./Day/Yr.)

have taken. Therefore, you may went to make a list of those medications for your own records. THIS LIST IS NOT NECESSARY. If you ch, to make a list, do 50 either on a separate piece of
paper or on the back of your copy 1(opy 5). - DO NOT PROVIDE THIS INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN ! [V]URINE ORAL FLUID
Tn accordance with applicable Foderal requi ements, my ventication 1s.

[INegative [Jrasitive for :

T Dilute ;
DRelusaI to Test because - check reason(s) below: ; [C]JTEST CANCELLED

{_JADULTERATED (adu tzrantfreason)’
T ]SUSSTITUTED
MOTHER:

After the Medical Review Officer receives the test results for the specimen kientified oy this form, hi/she may contact you to ask about umn%n and over-the-counler medications you may

ReMARKS.

X £ i
Sigretue of Merlizal Review Officar (PRINT) Madical Review Officar’'s Name (First, M|, Last) Date (Mo./Dayl/Yr )

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN
In accordance win appiicable Faderal requirements, my verification for the split speclmqn (if tested) is:

[[JRECONFIRMED for: [C]TEST CANCELLED
[CIFAILED TO RECONFIRM for:

REMARKS:

X [/

__E!ran:m o Mentcal Revew Oficer (PRINT) Rewiew Officer's Name (First, M!, Last) Date (Mo./Day/¥YT.)

¢CCF ® generated in eScreen123® software
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