
Post-Accident Drug Test Report Form

Employee Information:

Employee Name:

Employee ID:

Job Title:

Department:

Date of Accident:

Time of Accident:

Accident Details:

Location of Accident:

Description of Accident:

Witnesses (if any):

Supervisor/Manager Information:

Supervisor/Manager Name:

Date and Time Notified:

Drug Test Details:

Date and Time of Drug Test:

Testing Facility:



Categories of Substance Testing:

Alcohol

Illegal Drugs

Prescription Medications

Employee Statements:

Observations and Notes:



If positive:

Authorization:

I, _____________________________________________, hereby authorize the release of 

the drug test results to the designated personnel within the organization.

Employee Signature: _________________________ Date: ____________

Supervisor/Manager Signature: _____________________ Date: ____________

Test Results:

Negative

Positive

Supervisor/Manager Comments:


	Text6: 
	0: Bentley Barnes
	1: BB123
	2: Warehouse Operator
	3: Logistics
	4: 2024-02-23
	5: 
	0: 14:30
	1: 
	0: 
	0: Sarah Thompson
	1: 2024-02-23, 15:30

	1: 
	0: 2024-02-23, 15:00
	1: ABC Medical Clinic




	Text7: 
	0: Loading Dock
	1: Slip and fall while unloading pallets from a truck.
	2: Jane Smith, Mike Johnson

	Employee StatementsRow1: 	•	I acknowledge that I have been involved in an accident, and I understand the need for a post-accident drug test.
	•	I agree to undergo the required drug test as part of the post-accident protocol.

	Observations and NotesRow1: 	•	The employee appeared cooperative and provided necessary samples without hesitation.
	•	No visible signs of impairment were noted during the test.

	Check Box8: 
	0: Off
	1: 
	0: Yes

	2: 
	0: Off


	undefined: N/A
	SupervisorManager CommentsRow1: The employee was cooperative throughout the process. No concerns were observed during the drug test.

	I: 
	0: Bentley Barnes
	1: 
	0: 
	0: Bentley Barnes
	1: 2024-02-23

	1: 
	0:  Sarah Thompson
	1: 2024-02-23



	Group1: Choice1


