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Peterson Occupational Health Services 

2300 W. Peterson Ave.  Chicago, IL 60659 
Tel: 773.910-9514  Alt: 773.508.9300   Fax: 773.761.2112 

Company Profile 
 
Name of Company ________________________________________________________ 
Address ________________________________________________________________ 
City, State, Zip Code ______________________________________________________ 
Contact Person __________________________Title _____________________________ 
Phone Number ________________________Fax  Number ________________________  
Email Address ___________________________________________________________ 
# of Employees ____________________________ 
Hours of Operation _________________________ 
Business Type __________________________________________ 
                                Toxic Or Hazardous Chemicals Used: 
                 _______________________________________________ 
                ________________________________________________ 
 
Requested Services (check all that apply) 
          Injury Care                        ______        Post Offer Physicals_________________                   
          Return to Work Physicals ______        OSHA Compliance Physicals/Exam  ______ 
          DOT Physicals                  ______ 
          Recertification Exam        ______ 
 
         Pre-Employment Drug Test _____ 
                Type of Drug Test:      5 Panel  ______ 
                                                    10 Panel ______ 
                                                     DOT    ______ 
                                                     Collection Only   _______ Other__________________ 
          Contact Person for Drug Test : __________________ Alt.Contact_____________ 
          Phone #: _________________ Secured Fax # : _____________________ 
 
Post Injury/Random/Reasonable Cause 
           Breath Alcohol Test__________ 
           Drug Screen___________ 
           Type of Drug Test:           5 Panel ________ 
                                                     10 Panel _______ 
                                                     DOT     _______ 
                                                     Collection Only  ______ Other___________________  
 
            Contact Person for Drug Test: __________________ Alt. Contact_____________ 
            Phone Number :   _________________Secured Fax # ______________________ 
 
            Available Work Post- Injury 
                          Limited/ Light Duty __________________________________________ 
                         No Limited Duty       __________________________________________ 
                         Call Company for Instructions __________________________________ 
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 Employee Work Status Report 
                         Fax to Company  _____________________________________________ 
                         Mail to Company  ____________________________________________ 
                         Returned via Employee ________________________________________ 
 
Other Miscellaneous Services 
                         Hepatitis B Vaccination   ______________________________________ 
                         Pulmonary Function        _______________________________________ 
                         TB / PPD Test                 _______________________________________ 
                         Other                               _______________________________________ 
 
Billing Information : 
Non-Work Injury Related Services 
 
                       Name of Company ____________________________________________ 
                       Address  ____________________________________________________ 
                       City, State, Zip Code __________________________________________ 
                       Contact Person _______________________Title_____________________ 
                       Phone Number __________________Fax Number ___________________   
                       Email Address ________________________________________________                               
 
Work Injury Related Services 
 
                        Name of Company  ________________________________________ 
                        Address __________________________________________________ 
                        City, State, Zip Code ________________________________________ 
                        Contact Person ___________________ Title _____________________ 
                        Phone Number ____________ Fax Number ______________________  
                        Email Address ______________________________________________ 
 
Personnel authorized to approve treatment: 
  Contact Person ___________________ Title _____________________ 
                        Phone Number ____________ Fax Number ______________________  
                        Email Address ______________________________________________ 
   
  Contact Person ___________________ Title _____________________ 
                        Phone Number ____________ Fax Number ______________________  
                        Email Address ______________________________________________ 
 
  Contact Person ___________________ Title _____________________ 
                        Phone Number ____________ Fax Number ______________________  
                        Email Address ______________________________________________ 
 
  Contact Person ___________________ Title _____________________ 
                        Phone Number ____________ Fax Number ______________________  
                        Email Address ______________________________________________ 
 
_______________________________            ____________________________  
Signature of Authorized Representative           Name of Company 
_______________________________            _____________________________ 
Title                                                                   Date 


