Quarterly Drug and Alcohol Audit Review of Third Party Contractor

Date:___________________

1. Review of testing site 1 audit:

a. Testing site:_______________________________________________
b. Date of audit:______________________

c. Audit of testing site completed in past 12 months  ____ No
____Yes

d. Testing site passed audit   _____ No ____ Yes
e. Reviewed appendix T, Clinic Check Up Audit form  ____ No  ____ Yes

f. Signed copy of Appendix S, Letter of Intent  ____ No  ____ Yes

g. If no list reasons for failure:

h. Date of follow up test completed: ___________________

i. Testing site passed audit  ______ No  ____ Yes

2. Review of testing site 2 audit:

a. Testing site:________________________________________________
b. Date of audit:______________________

c. Audit of testing site completed in past 12 months  ____ No
____Yes

d. Testing site passed audit   _____ No ____ Yes

e. Reviewed appendix T, Clinic Check Up Audit form  ____ No  ____ Yes

f. Signed copy of Appendix S, Letter of Intent  ____ No  ____ Yes

g. If no list reasons for failure:

h. Date of follow up test completed: ___________________

i. Testing site passed audit  ______ No  ____ Yes
3. Review of notification log (Performed a random sampling)
a. Notification log is complete and accurate   _____ No  _____ Yes

b. Testing is done on a random basis  _____ No  ______ Yes

i. Sample 1 results

1. Testing performed in sufficient time after notification  ___ No ___ Yes

2. Signed notification from testing site is on file ____ No ____ Yes

3. Test results on file ____ No  ____ Yes

ii. Sample 2 results

1. Testing performed in sufficient time after notification  ___ No ___ Yes

2. Signed notification from testing site is on file ____ No ____ Yes

3. Test results on file ____ No  ____ Yes

iii. Sample 3 results

1. Testing performed in sufficient time after notification  ___ No ___ Yes

2. Signed notification from testing site is on file ____ No ____ Yes

3. Test results on file ____ No  ____ Yes

4. Review of positive tests

a. Policy was followed with regards to all positive test results ___ No ___ Yes

5. Review of post accident testing
a. No post accident testing performed this quarter: _____, if checked skip remainder of section 5.

b. Policy for post accident testing was followed  ___ No  ____ Yes

c. Review of decision maker form ____ No  ____ Yes

d. Person was put in service after receiving test results  ____ No  ____ Yes

i. Date of post accident drug test:_____________________

ii. Date testing results received: ______________________

iii. Date put into service after accident:__________________

_______________________________________________________________
Contractor Representative



Title

_______________________________________________________________
District Representative



Title

