                                          ( Your Company Name )

                                          ( Your Company Address )

                                          ( Phone ) (Fax)

     DOT ALCOHOL * CONTROLLED SUBSTANCE VERIFICATION

____________________________________                   ________________________

Driver Name  (Print)                                                            SSN or CDL number

Name, Address & Telephone Number                   _____________________________

Of Drivers Testing Program (49 CFR                    _____________________________

Part 40 §382)                                                          _____________________________

Required Questions:

1. Is the Diver an active Participant?                                ___Yes       ___No

1b. Dates the Driver Participated?   _______________

2. Does program conform to 49 CFR Part 40 (§382)?      ___Yes       ___No

3. Is the Driver Qualified per Testing Rules?                   ___Yes       ___No

4. Has the Driver Refused to be Drug or Alcohol tested?  ___Yes       ___No

5. Date Driver was last Tested   _____________________

6. Has the Driver tested Positive for any Drug or Alcohol test ?  ___Yes       ___No

Name & Title of Person providing Information   _________________________

                                                                              _________________________

Driver Authorization

I Authorize the Motor Carrier or Controlled Substance Testing Program named above to release the 

Information requested prior to Safety Sensitive Duties as required by 49 CFT, 382.301 (d )

Drivers Signature  & Date

                PLEASE FILL OUT, SIGN & FAX BACK TO (Your Company Fax )

