For Office Use Only
Texas MedCli’jic® A1+ Account Number

WRI:
[For Uie's Lidile Emengendes”

WRI New Account Set-Up

Company Name:

Physical Address:

City: State: Zip Code:
Company Contact: Phone Number:
After Hours Contact: Phone Number:
E-mail Address: Fax:
Doesyour company offer Healthcare: o Yes: o No
Billing: Worker’s CompIns. O Yes O Yes, but send the billsto my company O No
Workers Comp. I nsurance:
Areyou in their network? O FirstHedth O Carvel O Southwest Medical Provider
Billing Address:
City: State: Zip Code:
Phone Number: Fax Number:
Services and Contacts
Post Accident Drug Testing Post Accident Breath Alcohol
O Required O Only when requested O Required O Only when requested
Typeof Drug Test: O DOT
O 5Pand
O 10 Pane
O Rapid (5 Panel)
Please Check which results contacts are authorized to receive
Company Contact: Phone Number:
E-Mail: : Fax :

O DrugTest Results 0O Breath Alcohol Results O Work StatusReports 0O Physical Results 0O  Other

Company Contact: Phone Number:

E-Mail: : Fax :

O DrugTest Results O Breath Alcohol Results O Work StatusReports O Physical Results O  Other



