
 
 

CORPORATE REGISTRATION FORM 
 

Physicals Other Services 
□ □Asbestos Physical  
□

Audiogram 
 □DOT Physical  
□

Breath Alcohol 
 □Pre-Placement Physical  
□

Chest X-Ray 
 □Respiratory Clearance Physical  
□

Lumbar X-Ray 
 □STAT in-house Non DOT D/S  
□

Confirmation Breath Alcohol 
 □Non DOT Physical  

□
DOT Drug Screen (collection only) 

  
□

DOT Drug Screen (MRO) 
  

□
EKG 

  
□

Flu Injection 
  

□
Lead Level Panel 

  
□

Non DOT Drug Screen (collection only) 
  

□
Non DOT Drug Screen (MRO) 

  
□

Pulmonary Function Test 
  X-Ray 

 
Please list any other type of services you might need for you employees:  
__________________________________________________________________________________
__________________________________________________________________________________ 
 

CORPORATE INFORMATION 
 

Name of Firm: ____________________________________________________________________ 

Contact Person: __________________________________________________________________ 

Billing Address: ____________________________________________________________________ 

Phone: __________________________________   Fax: ___________________________________ 

Principal Line of Business: __________________________________________________________ 

Group Health Carrier: ___________________________  # of Employees__________________ 

Worker’s Compensation Carrier: ___________________________________________________ 

Address: __________________________________________________________________________ 

Contact Person: _______________________________  Phone: ___________________________ 

Medical Reports Sent to: __________________________________________________________ 

Policy #: ____________________________   Policy Expiration Date: ______________________ 
 

Form AR-045 


