
  

  
 

  
   

    
        

   

  
      

 
  

                       
 

   
 

                        
  

                     
                          

                                              
                                                             

                                                                 
                                                                

                                                  
                                                                       

                                                                 
 

 
 

 

   

    

 

 

__________________________________________________ 
__________________________________________________ 

____________________________________________________________________________________ 

Employees/Student Workers Only 
TODAY’S DATE: _________________________
Name: _________________________________________________   Company Name: CSU, Fullerton 
Job Title: _______________________________________ Dept.: __________________________


Treatment Authorized ________________________ _______________________________________



(Print Name) (Signature) 

Occupational Injury Treatment Routine Medical Services 
Invoicing Instructions: C17-0603 Invoicing Instructions: C17-0628 
Injuries Exams: 
Is this a work-related injury? Physical Exam Fit for Duty Eval 
Yes No Drug Screen Treadmill 
Date of Injury: _______________ Post Offer Audiogram 
Body Part Injured ____________ Chest X-Ray PFT  
Modified Duty: Back Assessment TB Testing  
Yes No Vision Hep B 
Post-Accident Drug Screen Divers ADA Eval 

Other _____________________________________________ 
Post-Accident: 
Post Injury: 

Pre-Placement: 

2/2022 

(allow 20 minutes for doctor to arrive) 

Medical  Authorization Form 

Newport Urgent Care Brea Urgent Care

100 Bristol Street North, Suite 1-B 
Newport Beach, CA 92660

395 W. Central Ave 
Brea, CA 92821

*PLEASE PROVIDE THIS FORM TO BREA URGENT CARE OR NEWPORT URGENT CARE*
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