 DRUG  SCREEN  AND  ALCOHOL  TEST  AUTHORIZATION  –  SFY  2004   

This authorization form MUST be faxed or e-mailed to a’TEST consultants, inc.

	Send to:
a’TEST consultants, inc.
	Sent From:
Arkansas Department of Human Services,

	
Phone:
(501) 376-9776

Fax:
(501) 376-0560, or (501) 374-1872

E-mail:
mailto:DCFS@aTESTinc.com
	
Division of Children & Family Services

County Office:       


Area:       



Answer these questions:


 YES
  NO


1.
Is the child affected by this case in foster care?
 FORMCHECKBOX 

 FORMCHECKBOX 


2.
If yes, has the child been in foster care for 15 months or less?
 FORMCHECKBOX 

 FORMCHECKBOX 


3.
Has the child been in foster care for more than 15 months?
 FORMCHECKBOX 

 FORMCHECKBOX 
 

4.
Is the child affected by this case on a Protective Service case?
 FORMCHECKBOX 

 FORMCHECKBOX 
 

5.
Is the child affected by this case on a Supportive Service case?
 FORMCHECKBOX 

 FORMCHECKBOX 


6.
Is this drug screen and/or alcohol test court ordered?
 FORMCHECKBOX 

 FORMCHECKBOX 
 

7.
Did the court order DCFS to pay for the test(s)?
 FORMCHECKBOX 

 FORMCHECKBOX 
 
Court Order number or Docket Number:         



 (Do NOT send a copy of the court order.)

       



(List the name of the Judge ordering the test.)

Other:
       


State the reason for the drug screen and/or alcohol test if it is NOT court ordered.)

Test(s) ordered:

 FORMCHECKBOX 

Urine Drug Test (10-drug panel).
Authorized by:       

      


(DCFS County Supervisor Approval Required)
Date

 FORMCHECKBOX 

Alcohol Test (breathalyzer or blood draw).
Authorized by:       

      


(DCFS County Supervisor Approval Required)
Date

 FORMCHECKBOX 

Other*:       



*(Contact a’TEST for instructions.  Requires DCFS Program Manager Approval.)

CASE WORKER INFORMATION:

DCFS CLIENT INFORMATION:

Name:        

Name:        

E-mail:        

Client SS#:        

DCFS County Office:        

Client ID (CHRIS):        

Telephone:        

Appointment Date:        


Fax Number:        

Appointment Time:        


	Mailing Address:
     





City:
      

State:        AR

Zip Code:        


Save document and send e-mail to:  mailto:DCFS@aTESTinc.com
