
Covenant Occupational Health & Wellness
Authorization Form

Employee Name (Please Print) ________________________________________________________________________________________

Company _____________________________________________________________________________________________________

Injury Care

Type of Injury  __________________________________________________________________   Injury Date ______/______/______

• Picture I.D. required.  • If you wear glasses, please bring them.

SubStanCe abuSe teStIng

 DOT Drug Screen  Non DOT Drug Screen   Breath Alcohol

 Collection  E-Screen  Other ________________________________________________

reaSon for SubStanCe abuSe teSt

 Preplacement  Reasonable Cause  Post Accident

 Random   Return to Duty  Follow-up

Special Instructions (Please Print) _____________________________________________________________________________________

_____________________________________________________________________________________________________________

Authorized By (Print Name) __________________________________________  (Signature) _________________________________________

Phone ( _______ )______________________________________

APPOINTMENT

Date ______/______/______  Time ______________  am   pm

PhySICal exam

 Preplacement  Annual   Other

Dot PhySICal exam

 Preplacement   Recertification   Other

SPeCIal examS

 Asbestos   Consultation   Respirator   Independent Medical Exam  X-Ray

 Executive Physical   Respiratory Questionnaire  Audiogram  Pulmonary Function Test  TB Test

 Return to Work   Lab Draw

 Other __________________________________________________________________

See back for a listing and map of our five convenient  
Covenant Occupational Health & Wellness locations.

©2016 Covenant HealthCare. All rights reserved. Bus. Dev. (AQ/RF) Rev. 6/16    PF02211



BAY CITY
Covenant HealthCare Wilder
2919 East Wilder • Suite 130 
Bay City, MI 48706 
989.671.5720 Tel • 989.671.5728 Fax
Monday – Friday • 8:00 am – 5:00 pm

MedExpress –  
after hours injury care and drug testing
989.671.5700 Tel
Monday – Friday • 5:00 pm – 8:00 pm 
Saturday • 8:00 am – 8:00 pm 
Sunday • 9:00 am – 6:00 pm

MIDLAND
Covenant HealthCare Washington
1549 Washington • Midland, MI 48640 
989.837.2647 Tel • 989.837.6625 Fax  
Monday – Friday • 8:00 am – 4:00 pm
Physicals by appointment only

SAGINAW
Covenant HealthCare Irving
600 Irving • Saginaw, MI 48602 
989.583.6130 Tel • 989.583.6003 Fax
Monday – Friday • 8:00 am – 5:00 pm

Covenant MedExpress
5570 State • Saginaw, MI 48603 
989.583.0100 Tel • 989.583.0108 Fax 
Monday – Saturday • 8:00 am – 8:00 pm 
Sunday • 9:00 am – 6:00 pm
No drug screen testing available

Covenant Emergency Care Center
700 Cooper • Use 900 Cooper entrance 
Saginaw, MI 48602 
989.583.6121  Tel
After hours and weekends 
After hours injury care and drug testing
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Covenant Occupational Health & Wellness
5 Convenient Locations
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