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 AGREEMENT TO SUBMIT TO AN ALCOHOL AND/OR DRUG TEST  
AND AUTHORIZATION FOR THE RELEASE OF TEST RESULTS 

I have been requested by   LSUHSC to submit to an alcohol and/or drug test.  
                                                                 (Referring Source) 
I have been informed and I understand that my agreement to submit to the requested alcohol and/or drug test is completely voluntary 
on my part and that I have the right to refuse to submit to the test(s).  I am aware and have been told that my refusal to submit to the 
tests will make me ineligible to be considered for employment and I will be disqualified from employment to an LSUHSC facility for 
up to one year or may be grounds for disciplinary action against me up to and including termination/expulsion. I am aware that if I 
refuse to submit to drug screening or if my test is positive, I will be disqualified for employment or appointment. Additionally, a 
prospective employee who intentionally tampers with the sample, the chain of custody (COC), identification procedures, or test results 
may be disqualified from employment for a period of three years. 
I understand that if the Medical Review Officer (MRO) (and/or the MRO agent and/or staff) or Drug Testing Coordinator (DTC) calls 
me about my drug test results I should call them back immediately.  I understand that if I do not contact and talk with the MRO 
(and/or the MRO agent and/or staff) then I have turned down the opportunity to discuss the results and the MRO (and/or the 
MRO agent and/or staff) will report my drug test as a positive. 
I have been informed and am aware that the results of the alcohol and/or drug test(s) are protected by confidentiality requirements for 
alcohol and drug patient records under Federal laws and regulations.  Therefore, I voluntarily agree to the below stated release of the 
test results. 
I, _____________________________________(please print), authorize the MRO (and/or the MRO agent and/or staff)  and the DTC 
who will receive the results of my alcohol and/or drug test to disclose the results of the test(s) to the appropriate Human Resource 
Director, my supervisor (as appropriate for employees, students, non-employees, or job applicants), the Administrative Body over me, 
and/or their designee for the purpose of determining the appropriateness of my eligibility for continued employment/enrollment.  I 
authorize the above individuals and/or their designee to disclose those results to other Human Resource Directors, divisions, hospitals, 
facilities or their designees within the LSUHSC, and to other state and federal agencies, including the Department of State Civil 
Service, and LSU Health Care Network if appropriate, and /or to the above mentioned referring source. 
I understand that the MRO (and/or the MRO staff) may inform the Human Resource Director, my supervisor (as appropriate for 
employees, students, non-employees, or job applicants), the Administrative Body over me, their designee and/or above referring source 
of any legally obtained prescription medication I may be taking if it is felt that the usage of this medication(s) can or has compromised 
my fitness for duty in my capacity as an employee, student, or non-employee. 
I also understand that withdrawal of this permission prior to, or any time after, the release of the results of the alcohol and/or drug test 
to the above named individuals is grounds for terminating my employment/enrollment. 
 
Daytime Phone # _____________________________   Evening Phone # ______________________________ 
Date of Birth _________________________________   Social Security #(last 5 digits only)________________  
Street Address   _________________________________________________________________________________ 
City ______________________________ State _______________ Zip Code ________________________________ 
Email ________________________________ Printed Name ________________________________________ 
 
Signature: ____________________________________________________ Date: ____________________   
Witness Signature: _____________________________________________ Date: ____________________ 
    * * * * * * * * * * TO BE COMPLETED BY LSUHSC-NO DESIGNATED AUTHORITY ONLY ** * * * * * * * *        
Collection Deadline:       
Dept:          Peoplesoft # _____________________________________  
Designated Administrative Body         
Email Address for Results                

“This consent form is subject to revocation at anytime except to the extent that the program which is to make the disclosure has already taken action in reliance on it. If not previously revoked this consent will terminate upon conclusion of any proceedings, administrative, judicial or internal, as to which the test results are sought to be used.” NOTE: To the Party receiving this information: This information has been disclosed to you from the records whose confidentiality is protected by federal law.  Federal regulations (42 CFR Part 2.31(a)(2)) prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.  A general authorization for the release of medical or other information is not for this purpose. 
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