
W/C Injury/Illness Date of Injury: _________________________________ Body Part: ______________________________________________

Physical Exam Type: __________________________________________________________________________________________________________________________

T.B. Test                Chest X-Ray	 Other: ____________________________________________________________________________

1717 E. Lincoln Ave.
Anaheim, CA 92805
(714) 956-0803 office
(714) 635-8547 fax
www.healthpointemd.net

TREATMENT AUTHORIZATION

SERVICES REQUESTED

Drug/Alcohol Test. Please Specify Below:

Non-DOT Drug Test

DOT Drug Test

Rapid Drug Test

DOT Breath Alcohol Test

Non-DOT Breath Alcohol Test

Drug Screen Collection

Pre-Placement

Reasonable Suspicion

Other: ____________________

Random

Post Accident

TYPE PURPOSE

PICTURE ID REQUIRED

clinic hours
(see reverse side)

Date ___________________________________________________________________ Time _______________________________________________________          AM      PM

Patient Name _________________________________________________________________________________________________________________________________________________

1717 E. Lincoln Ave.
Anaheim, CA 92805
(714) 956-0803 office
(714) 635-8547 fax

HOURS:
24 Hours a day
7 Days a week

Physicals:
M-F 8am - 5:30pm

FOR BILLING INSTRUCTIONS, PLEASE CALL OUR OFFICE

www.healthpointemd.net

1717 E. Lincoln Ave. • Anaheim, CA 92805 • (714) 956-0803

1171 Railroad Ave. • Corona, CA 92882 • (951) 272-1400

7052 Orangewood Ave. #6 • Garden Grove, CA 92841 • (714) 903-1100

5345 Irwindale Ave. • Irwindale, CA 91706 • (626) 960-5361

16702 Valley View Ave. • La Mirada, CA 90638 • (562) 921-0341 

5722 Bellflower Blvd. • Lakewood, CA 90713 • (562) 920-8394

754 N. Mountain Ave. • Ontario, CA 91762 • (909) 983-0474

2226 Medical Center Dr., #101 • Perris, CA 92571 • (951) 657-6559 

28991 Old Town Front St., #104 • Temecula, CA 92590 • (951) 699-8563

AFTER HOURS
Weekends & Evenings

24 Hr. Coverage
Direct Physician Access

For All After-Hour Service
PLEASE CALL FIRST!
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HEALTHPOINTE   

Employer: __________________________________  Telephone: __________________________________

W/C Insurance Name: _____________________________________________________________________  

W/C Policy #: ______________________________ Claim #: ______________________________________

Authorized by:

Print: _____________________________________________________ Title: ___________________________

Signature: _____________________________________________________________________        Verbal
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