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Application for Voluntary Drug-Free Workplace Program

Applica tion Typ e:  �Initial/first time application     �Renewal (App roval no._______)     �Termination of  Participation

Company Information

1) Company name: 2)Address:

3) City: 4) State 5) Zip:

6) FEIN: 7) SIC: 8) Effective date of drug-testing program:

9) Com pany co ntact:  10) Telephone no.: (          )

11) Title: 12) e-M ail:

13) W orkers’ co mpen sation insu rance (W CI) status:  �Self-insured     �Purchase (WC I)

14) Insurance carrier or third party administrator (TPA):

15) Average num ber of employees during the m ost recent calendar year: 15a) Full-time: 15b) Part-time:

16) Average num ber of leased or temporary emp loyees during the most recent calendar year:  

17) List leasing companies or temporary agen cies used (use a separate sheet if necessary):

       1.___________________________________________     2. ____________________________________________________

 

Drug Testing Program 

Collection site: 18) Name:

19) Add ress:

20) City: 21) State: 22) Zip: 23) Telephone no. 24) Certification type: 25) Ce rtification no .:

Testing  Lab:  26) Name:

27) Add ress:

28) City  29) State: 30) Zip: 31) Telephone no.: (        )

Certificatio n nos.:  32) SAMSHA 33) CAP-FUDTAP 34) Other (specify):

DTRO: 35) Name: 36) Add ress:

37) City: 38) State: 39) Zip: 40) Telephone no.: (        )

41) M RO ce rtification no .: 42) Oth er qualify ing certificatio n (please a ttach exp lanation d escribing  how th is meets

the Rule 36 requirements for a DT RO):
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Summary Statistics

Please provide the following information for the most recently completed calendar year.

Job

Applicant

Reaso nable

Suspicion

Post Accident Follow-Up Routine

Fitness for

Duty

Other (plea se

specify)

43) Total no. of

drug tests

44) Total no. of

alcohol tes ts

Summ ary of positive tests (give the to tal num ber of con firmed ver ified positive tes ts for each d rug and  each typ e of test)

45) Marijuana

46) Opiates

47) PCP

48) Amphetamines

49) Cocaine

50) Alcohol

51) Other

52) Total no. of

verified positive

tests (including

alcohol tests)

Employer Certification (complete for all ap plications)

I certify the above in forma tion is, to my  best kno wledge , true and a ccurate.  I further certify that I understand submitting false information

on this applicatio n may  constitute w orkers’ co mpen sation frau d (Ark. C ode An n. §11-9-106).  I certify that at each of the above

mentioned locations a drug-free workplace program has been put in place which is in full compliance with the requirements of AWCC

Rule 36 . 

(53)__________________________________________________________________________ ____________________________

     Signatur e of Ow ner/Offic er and T itle Date

(54)_________________________________________________________________________ ____________________________

Notary/Date and State of Commission Date

The completed and notarized application should be sent to:

Voluntary Drug-Free Workplace Program

Health and Safety Division

Arkansas Workers’ Compensation Commission

P.O. Box 950

Little Rock, AR 72203-0950
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