
 
 
 
 
 

Authorization for: 
 
Treatment of work injury/illness______ WC Insurance__________________ 
 
Pre-placement Physical______ 
 
Annual Physical______ 
 
Hazmat Physical______ 
 
DMV Physical______ 
 
Hep B Vaccine Series______ 
 
TB Testing______ 
 
CXR______ 
 
Return to Work Evaluation______ 
 
Drug Testing: NIDA______ Non NIDA______ BAT______ 
 
Other:___________________________________________________________ 
 
 
 
Date:____________________________________________________________ 
 
 
Patient Name:_____________________________________________________ 
 
 
Authorized by:____________________________________________________ 

GO Gonzales Occupational Medicine Center 
Board Certified Occupational Medicine 
301 E. Cook St, Suite C, Santa Maria, CA 93454 
Ph 805-345-3030    FAX 805-345-3033    Email info@go-occmed.com  
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