
PRE-EMPLOYMENT PHYSICAL INFORMATION 
The following facility is approved for pre-placement medical examinations. 

SORRENTO MESA OFFI 

San Diego, CA  92121 

Phone: (858) 455-0200 
Fax: (858) 455-0044 

Centrally located on 

Physical Examinations: 
Monday - Friday 
8:00am - 5:00pm 

11232 El Camino Real, San Diego, CA  92130 – Ph: (858) 755-9301- Fax: (858) 523-6114 
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Applicant / Donor Information
Please present this information sheet to the clinic 
listed below for drug screen collection services:

,

Follow-up

Pre-employment

Reasonable suspicion/cause

Post-accident

Return-to-duty

Transfer

Random

Periodic Medical

Promotion

Clinic Information
This is to introduce __________________________ from Del Mar 
Union School District for an eScreen drug screen collection.
Please scan the above barcode to pull up the correct client 
account.  Specific Account information for this donor is as follows: Del Mar Union School District

eScreen Account #: 107854-19
11232 El Camino Real

Instructions

Please use standard lab-based collection procedures using the chain of custody form presented by the donor.
If you have any problems performing a standard collection please contact eScreen at (800) 881-0722, opt 5.

eScreen, Inc.

PO Box 25902
Overland Park, KS  66225-5902

Attention: Accounts Payable

(800) 881-0722

Other

Services to be performed:

Clinic Phone : 

ePassport
*CID2817842*

CID2817842

San Diego , CA 92130

US Healthworks-Sorrento Mesa 
5897 Oberlin Dr., STE 100 
San Diego, CA 92121

Fax: 858-455-0044
858-455-0200

X

eCup
DON'T FORGET! 
- Take ePassport and Photo ID 
- All other documents provided by employer 
- Call clinic to confirm their hours of service



EMPLOYER SERVICES 
INTAKE INFORMATION 

 
 

 
PATIENT NAME (Nombre del Paciente):                 AGE (Edad):      

ADDRESS (Dirección):                           

CITY (Ciudad):             STATE (Estado):        ZIP:     

SOCIAL SECURITY (SS#):         DATE OF BIRTH (Fecha de Nacimiento):      SEX(o):  M   F   

TEL. CELL (Celular):  (               )           TEL. HOME (Casa): (               )          

EMAIL ADDRESS ( Dirección de Correo Electrónico):                     

EMPLOYER NAME (Empleador):            JOB POSITION (Posición) :        

VISIT FOR (Visita para):    Pre-Placement Exam (Exámen de Trabajo)     DRUG TEST (Exámen de Drogas)   OTHER (Otro):      
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FOR OFFICE USE ONLY 

SERVICES:   
  PHYSICAL EXAM                

   MEDICAL SURVEILLANCE EXAM   
 VISION:    Snellen    Titmus 
 URINALYSIS:    Dipstick    Lab  

  AUDIOGRAM    PFT    EKG  
  BACK EVALUATION    FCE/ PAT  
  LAB TESTS:            
  X-RAYS:             

  
DRUG SCREEN:  DOT    Non-DOT        Instant: Panel:   
ALCOHOL TEST: Breath:    DOT    Non-DOT    Saliva  
REPORTING INSTRUCTIONS: 
  Return paperwork w/ employee 
  Return paperwork by mail 
  Fax report to:   Attention:         
     Secure Number:       
  Other:             

OTHER SERVICES: 

 

ADDITIONAL COMMENTS/ INSTRUCTIONS: 
 
 
 
 
 
 
 

CLOCK IN 
ARRIVAL 

CLOCK IN 
COMPLETION FORMS

CLOCK OUT 
DISCHARGE 

CLOCK IN 
FOR MA 

Plate:  Black
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PATIENT CONSENT 
AND ACKNOWLEDGEMENT 

 
CONSENT FOR EVALUATION AND TREATMENT 
I hereby consent to and authorize U.S. HealthWorks Medical Group, its affiliates, physicians, employees (USHW) to 
perform a physical examination and/or medical treatment deemed necessary. Treatment may include, without 
limitation, any required examination, medical, diagnostic or laboratory tests and medical procedures ordered by the 
physician(s) to be performed by the designated USHW staff. I understand I may refuse treatment at any time. If I am 
presenting to USHW for non-regulated substance abuse testing, I voluntarily consent to and authorize USHW to 
obtain a specimen of my urine, blood, saliva, breath, hair and/or other specimen, to determine the presence of drugs 
and/or alcohol. I understand that certain special medical exams such as physical exams (e.g. fitness for duty, school 
or sports) and other services are not intended to diagnose medical conditions, determine treatment needs, or replace 
the medical care of my personal physician.  
CONSENT TO USE AND DISCLOSE INFORMATION / RECEIPT OF NOTICE OF PRIVACY PRACTICES 
I understand that USHW desires that I be fully informed about how my protected health information will be used and 
disclosed. I acknowledge that I have reviewed or have been given an opportunity to review the USHW Notice of 
Privacy Practices. I may ask for a copy of the notice or can view it electronically at http://www.ushealthworks.com. I 
acknowledge that I understand how my information will be used and disclosed, and give my voluntary consent to 
USHW to use and disclose my protected health information for reasons as allowed or required as explained in the 
Notice.     
ASSIGNMENT OF BENEFITS / FINANCIAL RESPONSIBILITY AGREEMENT     
• If applicable, where I have insurance coverage to pay for services rendered, I hereby authorize and assign to 

USHW any and all payments under the terms of my applicable insurance policies, and hereby obligate each 
payer to make payment directly to USHW for services rendered. If applicable, where I am treated on a private pay 
basis I understand I am responsible for payment of services in full. I have a right to ask for the charge amounts 
before electing treatment. 

• If applicable, where I am treated for a workers’ compensation injury or illness USHW will seek payment from the 
responsible payer, which is typically the employer or the employer’s workers’ compensation insurance carrier, in 
accordance with State or Federal workers’ compensation laws.  

• If applicable, for employer directed or required services (e.g. drug testing, physicals, medical surveillance) USHW 
will seek payment from the employer. Individual patients may be responsible for payment only as allowed by 
State or Federal law.  

• Where applicable, I understand that I am responsible to pay for deductibles, copayments and other charges in 
accordance with my benefit plan and determinations made by health insurance carriers, or charges determined 
by State or Federal workers’ compensation programs, or your employer as allowed by law. Should my account be 
referred for collection, I understand that I may have to pay collection expenses incurred by USHW, without 
limitation, court costs and attorney’s fees as allowed by law. 

 
By signing this form I acknowledge that I have read and/or had the notice explained to me and I fully understand its 
contents. I have been given ample opportunity to ask questions, and any questions have been answered 
satisfactorily. 
SIGNATURE 
Patient Signature:                  Date:         

Patient Name:                 Date of Birth:         

Plate:  Black
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AUTHORIZATION FOR USE  
AND DISCLOSURE OF PROTECTED  

HEALTH INFORMATION 
 
EMPLOYER DIRECTED TESTING AND EVALUATIONS  
By signing below, I authorize U.S. HealthWorks Medical Group (“USHW”) to disclose my protected health 
information in accordance with the following terms and conditions: 
1. USHW may disclose my protected health information to my employer or prospective employer, and/or to 

any other entity designated for the purpose of evaluating my suitability for initial and/or continued 
employment; or other activity required by my employer, or law imposed upon my employer.  

2. Name of current or prospective employer / designated entity):                        
3. My protected health information shall include the results of test(s) and/or evaluation(s), including 

diagnoses and medical history relevant to the test(s) and evaluation(s) performed that my employer or 
prospective employer has ordered or requires. This includes, but is not limited to drug or alcohol 
screens, physical examinations, mental or physical fitness-for-duty examinations, or other tests and 
evaluations required.  

4. I understand that my health information may not be protected from further disclosure by any entity 
receiving my information under this authorization if they are not subject to the Health Insurance 
Portability and Accountability Act (“HIPAA”) Privacy Rule or other State/Federal medical confidentiality 
laws, and that USHW has no control over subsequent disclosures. 

MY RIGHTS IN CONNECTION WITH THIS AUTHORIZATION 
• This authorization will expire on/or upon the later of; (a) one (1) year from the date of my signature below 

(b) the date upon which my medical case has been closed and USHW has received full and final 
payment for services, or (c) when I am no longer employed by the above named employer. 

• I may review or obtain a copy of the health information that will be disclosed pursuant to this 
authorization. A processing and/or copying charge may apply as permitted by law. 

• My treatment may not be conditioned on my signing of this authorization unless the sole purpose of my 
visit(s) to USHW is for my employer, prospective employer or their designated third-party to obtain health 
information about me.  

• I may revoke this authorization at any time, but I must do so in writing and submit the revocation to the 
clinic where I receive services. My revocation will take effect upon receipt, but shall not apply to 
disclosures that have already occurred based upon this authorization. Revocation of this authorization 
may carry consequences related to your employment or prospective employment. Contact your employer 
for details.  

• I have a right to not sign this authorization and/or to limit the information I authorize to be disclosed. 
However, refusal to grant this authorization or not permit the release of information that your employer 
requires may violate a condition of employment or prospective employment. Contact your employer for 
details. 

• I have a right to receive a copy of this authorization. 
SIGNATURE 
Patient Signature:                  Date:         
Patient Name:                 Date of Birth:         

Plate:  Black
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