FTA Drug and Alcohol Testing Program
_________________ Employee Certification of Receipt of Policy
________________________ TRANSPORTATION AUTHORITY 
DRUG AND ALCOHOL POLICY 
VERIFICATION OF EMPLOYEE NOTICE 
I have received a copy of the August 1, 2001 ________________ Transportation Authority Drug and Alcohol Policy which outlines the rights, duties, and responsibilities of the _____________Transportation Authority and all employees of the _______________________ Transportation Authority. 
____________________ __________________________________ 
Employee Number Area Department 
_______________________ ________________________________________ 
Class Number Class Title 
_______________________________________ 
Name 
_____________________________________________________________________ 
Employee Signature Date 
____________________________________________________________________ 
XYZ Transit Witness Signature Date 
FTA Drug and Alcohol Testing Program

Log of Covered Employees who Complete Substance Abuse Training
DRUG AND ALCOHOL TRAINING FOR COVERED EMPLOYEES
I certify that I have received 60 minutes of training on the effects and consequences of alcohol misuse and prohibited drug use on health, safety, personal life, and the work environment, and on the signs and symptoms which may indicate such use in accordance with Title 49 CFR § 655.14 (b) (1). 
	NAME
	DEPARTMENT
	DATE


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


____________________________



___________________

INSTRUCTOR 





DATE 

FTA Drug and Alcohol Testing Program
Log of Employees who Complete Reasonable Suspicion Training3
REASONABLE SUSPICION TRAINING FOR SUPERVISORY EMPLOYEES
I certify that I have received 60 minutes of training describing the physical, behavioral, speech and performance indicators of alcohol misuse and 60 minutes of training on the performance indicators of probable drug use constituting the grounds for a reasonable suspicion test in with Title 49 CFR § 655.14 (b) (2). 
	NAME
	DEPARTMENT
	DATE

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	
	


____________________________


___________________ 

INSTRUCTOR 




DATE 

FTA Drug and Alcohol Testing Program
Supervisor Log for Drug and Alcohol Testing

SUPERVISOR LOG – DRUG & ALCOHOL TESTING

DATE__________________ 

EMPLOYEE NAME_____________________________________________________




SSN / ID# OF EMPLOYEE_______________________________________________




EMPLOYEE WORK SITE________________________________________________

TYPE OF TEST

(  DRUG
(  ALCOHOL

(  BOTH DRUG & ALCOHOL 

REASON FOR TESTING 

(  RANDOM


(  REASONABLE SUSPICION 

(  POST-ACCIDENT

(  FOLLOW-UP (per return-to-work agreement)  
TESTING FACILITY 
(  MEDWORK (SR-84)

 (  ON-SITE (employee’s work location) 

(  FAMILY HEALTH CENTER 
      OTHER_______________________
(am/pm) 


        SEQUENCE OF EVENTS

_____ Time when testing facility was called/notified to coordinate testing of a Mass Transit 

         Division employee. 

_____ Time when employee was first notified of the testing requirement. 

_____ Time when union/other employee representative was contacted (person               


          notified)__________). 

_____ Departure time from employee’s work site to the testing facility, if applicable. 

_____ Arrival time at the testing facility, or time the mobile testing team arrives at the testing       

          location. 

_____ Arrival time of union representative, if applicable. 

_____ Time testing started. 

_____ Time testing concluded. 

_____ Time of return to work location, or time employee is released to return to duty or is secured from duty. 

OTHER NOTIFICATION 
(post-accident, reasonable suspicion testing, or as otherwise required) 
_____ Time when Superintendent/Assistant Superintendent was notified. 

_____ Time when Program Manager for Drug & Alcohol Testing was called/alerted. 

_____ Time when Director/Assistant Director was notified, if applicable. 

_____ Other__________________________________________________________________________

FTA Drug and Alcohol Testing Program
Supervisor Log for Drug and Alcohol Testing (Back) 

POST-ACCIDENT TESTING
(Complete this section only if post-accident testing criteria applies.)
____________________
 ______________________________ 

(    BODILY INJURY 

(Date/Time of Accident)
 (Location of Accident) 
· DISABLING DAMAGE 

(      NO-TEST DECISION (WAIVED PER _______________________________________________________) 

________________________________________________________________________________________________

REASONABLE SUSPICION TESTING
(Complete this section to describe when, where, and what specific, observed behavior, speech, appearance, or other characteristic results in a reasonable suspicion testing determination. Be specific. Use amplifying comments or separate sheet of paper if more space is needed.) 

________________________ 
_____________________________ 
(     ODOR OF ALCOHOL 

(Date/Time of Observation) 

(Location of Observation) 
______________________________________________________________________________________ 
AMPLIFYING COMMENTS
(Complete this section to note any problem or unusual circumstance associated with the testing process, any delay in testing beyond two hours of notifying employee of a testing requirement, or to provide additional information, if needed. Use continuation sheet if more space is needed.) 
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________ 

________________________________________________________________________________________________






________________________________________________________ 






(Signature of Supervisor) 

	Note. Post-Accident and Reasonable Suspicion testing must be substantiated by completing the appropriate section above. Return this form within 24 hours of testing to the Program Manager for Drug and Alcohol Testing, Broward County Transit, 3201 West Copans Road, Pompano Beach, Florida 33069. Contact the Program Manager at 357-830., After regular business hours call 497-8327 (24-hour pager) if there is question concerning this form or assistance is needed in determining whether a particular situation requires testing for the use of prohibited drugs or misuse of alcohol. 


FTA Drug and Alcohol Testing Program
Notification of Testing
______________ TRANSPORTATION
DRUG & ALCOHOL TESTING
NOTIFICATION FORM
	Employee Identification

	Employee Name:

	Employee ID No: (ss#)

	Department:

	Supervisor:

	TYPE OF TEST                      DRUG ____________     ALCOHOL_____________

RANDOM                                 DOT                                  NON-DOT

POST ACCIDENT

REASONABLE SUSPICION

RETURN TO DUTY

FOLLOW UP



	Selection, Notification, and Testing


	    For XYZ Transit Use

This side to be filled out by collection site staff

Date Selected

Date Tested:

Date Notified

Time Tested: am/pm

Time Notified: am/pm

Location:




______________________________________ 
______________________ 

Employer Signature 




Date 
______________________________________ 
______________________ 

Collection Person Signature 


Date 
FTA Drug and Alcohol Testing Program
Notice of Positive Drug Test
NOTICE OF POSITIVE DRUG TEST
CONFIDENTIAL 
DATE: 

June 5, 2002 
TO: 

____, Manager, _____ 

FROM: 

______ Drug and Alcohol Program Coordinator 

SUBJ: 

____, Badge #___ 
____, Badge #___, had a drug test on ____, 2001 at ____ Medical Clinic. The test results for both were verified positive for Marijuana (THC) on ____, 2001. A copy of the Medical Review Officer’s (MRO) Status Report is attached. 
To assist you with preparing for disciplinary action, the following checklist of mandatory actions is included: 
(
Remove the employee from duty. 

Date of removal from duty: _________ 
(
Notify the employee of the test result. 
(

Refer employee to Employee Assistance Program (EAP) for assessment by a Substance Abuse 
Professional (SAP) and treatment resource information (Initial referral), this must be done 
regardless of disciplinary action to be taken, in order to be in compliance with DOT/FTA 
regulations and the _______ Alcohol-and Drug-Free Work Environment Policy.) 

(
Schedule a disciplinary hearing. 

Date of hearing: ______________________ 

(

Ask if employee requested the Split Sample test. (As this test can only be performed at the 
employee’s written request, this serves only as a reminder.) Have employee sign the 
Authorization to Release Drug Test Result to Union, (required by some unions in order to pay 
for the Split Sample test.) 

(

Contact _____ to schedule a meeting with the Discipline Committee, as soon as the hearing date is 
set. 

A copy of this completed form and of the final disciplinary action taken must be sent to this office, as soon as a decision has been made and all parties notified. 
Thanks for your cooperation. If you have any questions regarding this matter, please call me at _____. 

Attachments 

FTA Drug and Alcohol Testing Program
Notice of Positive Drug Test
NOTICE OF POSITIVE ALCOHOL TEST

CONFIDENTIAL 
DATE: 

June 5, 2002 
TO: 

____, Manager, _____ 

FROM: 

______ Drug and Alcohol Program Coordinator 

SUBJ: 

____, Badge #___ 
____, Badge #___, had a drug test on ____, 2001 at ____ Medical Clinic. The initial test result had an alcohol concentration of 0.0 and was confirmed positive by a second test at 0.0. A copy of the test results is attached. We are still awaiting drug test results and they will be reported to you, as soon as they are available.

To assist you with preparing for disciplinary action, the following checklist of mandatory actions is included: 
(
Remove the employee from duty. 

Date of removal from duty: _________ 
(
Notify the employee of the test result. 
(

Refer employee to Employee Assistance Program (EAP) for assessment by a Substance Abuse 
Professional (SAP) and treatment resource information (Initial referral), this must be done 
regardless of disciplinary action to be taken, in order to be in compliance with DOT/FTA 
regulations and the _____ Alcohol-and Drug-Free Work Environment Policy.) 

(
Schedule a disciplinary hearing. 

Date of hearing: ______________________ 

(

Contact _____ to schedule a meeting with the Discipline Committee, as soon as the hearing date is 
set. 

A copy of this completed form and of the final disciplinary action taken must be sent to this office, as soon as a decision has been made and all parties notified. 
Thanks for your cooperation. If you have any questions regarding this matter, please call me at _____. 

Attachments 

FTA Drug and Alcohol Testing Program
Pre-Employment Documentation Summary Sheet
PRE-EMPLOYMENT DOCUMENTATION
SUMMARY SHEET
Applicant Name:



_________________________________________________________________


Address:



_________________________________________________________________

    City/State/Zip:



_________________________________________________________________

          Telephone:




_________________________________________________________________

Date of Application:



_________________________________________________________________

Position Applied For:



________  CDL, Specify
____________________________________________


________  Transit




________  Operator




________  Dispatcher




________  Mechanic




________  Other, Specify
____________________________________



________  Other, Specify
___________________________________________

	For Transit Only:

Safety-Sensitive Job Function:

________  Operate a revenue service vehicle

________  CDL for non-revenue service vehicle

________  Maintenance of revenue service vehicle

________  Controlling movement of revenue service vehicle




Date of Applicant Notification:

____________________________________________

Date of Test:
__________________________________________________________________

Date Reported to Department:
____________________________________________________

Date of Hire:
__________________________________________________________________

Test Result:

Positive _______

Negative _______
Cancelled _______

Attachments
( Notification


( Chain of Custody



( Test Result Summary Form
( Order to Test

PRE-EMPLOYMENT TEST

TRACKING LOG
	Name of Applicant
	Notification

Of Test
	Date of Test
	Consent Form
	COC Form
	Test Result
	Date Result Reported
	Hire Date
	Comment

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


FTA Drug and Alcohol Testing Program

Applicant Notification of Positive Test Result

Applicant Notification of a Positive Drug/Alcohol Screen
Applicant Name:_______________________________________________ 

Applicant Identification Number: _____________________ 





(Social Security #) 

Attached is a copy of your positive drug and/or alcohol screen. This information (not the actual test result) is being forwarded to the Human Resources Department for appropriate action. 

Human Resources Representative __________________________________________ 

Telephone # ______________________ 

Notice of Availability of Substance Abuse Professional Evaluation 

A Substance Abuse Professional evaluation is available for you. Please contact the ___________ Employee Assistance Program (EAP) to schedule an appointment. (317) 222-2222. The_______ EAP is located at 120 Mystreet, 6th Floor, Columbus, IN. In the case of an emergency contact the 24-hour pager (317) 222-2222. 

___________________________________ 
______________ 
________________ 
Applicant Signature 



Date 


Time 
__________________________________    __________________________________ 
Print Applicant Name 


Witness 

FTA Drug and Alcohol Testing Program
Reasonable Suspicion Process and Documentation
_____________________ Transportation Services
REASONABLE SUSPICION DOCUMENTATION FORM
	EMPLOYEE NAME
	DATE OF OBSERVATION (MONTH, DAY, YEAR)

	LOCATION
	TIME OF OBSERVATION 

FROM                        AM                        AM

                                   PM          TO         PM  



	Observed personal Behavior (Check All Appropriate Items)

	BREATH

(Odor of alcoholic beverage)
	( Strong
( None
	( Faint
	( Moderate

	EYES:
	( Bloodshot
( Clear

(Dilated Pupils
	( Glassy
( Heavy eyelids
	( Normal
( Fixed Pupils

	SPEECH:
	( Confused
( Accent

( Slurred

( Not

( Understandable
	( Stuttered
( Mumbled

( Good

( Cotton Mouthed


	( Thick Tongued
( Fair

( Mush Mouthed

( Other

	ATTITUDE:
	( Excited
( Indifferent

( Care Free

( Cooperative
	( Combative
( Talkative

( Cocky

( Profane
	( Hilarious
( Insulting

( Sleepy

( Polite

	OTHER UNUSUAL ACTION:
	( Hiccoughing
( Fighting

( Other
	( Belching 
( Crying
	( Vomiting
( Laughing

	BALANCE:
	( Falling 
( Swaying
	( Needs Support
( Other:
	( Wobbling

	WALKING:
	( Falling
( Swaying
	( Staggering
( Other
	( Stumbling

	TURNING:
	( Falling
( Swaying
	( Staggering
( Hesitant
	( Stumbling
( Other

	ANY OTHER UNUSUAL ACTIONS OR STATEMENTS:




	Signs or complaints of illness or injury:



	


	SUPERVISOR’S OPINION

	EFFECTS OF ALCOHOL/DRUG INTOXICATION:
	( None                          ( Slight                              ( Obvious

( Extreme

	OPERATION OF EQUIPMENT
	( Yes
( No
	Comments:

	ADDITIONAL COMMENTS:


	

	SUPERVISOR

	SIGNATURE
	DATE
	TIME

	WITNESS

	WITNESS
	WITNESS


REASONABLE SUSPICION TEST

TRACKING LOG
	Employee Name


	Observation
	Notification
	Test
	Notify

SAPM
	Supervisor
	Type of Test
	Test Result
	Alcohol Test Result (BAT)

	
	Time
	Date
	Time 
	Date
	Time
	Date
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


*Type of Test: D – Drug; A – Alcohol
**Test Result: P – Positive; N – Negative; C – Cancelled
FTA Drug and Alcohol Testing Program
Reasonable Suspicion Short-Term Indicators
REASONABLE SUSPICION SHORT-TERM INDICATORS 

Manager/Supervisor: This form is to be used to substantiate and document the objective facts and circumstances leading to a reasonable suspicion determination. After careful observation of the employee’s behavior, please check all of the short-term indicators that denote a possible link to the employee’s use of prohibited alcohol or drugs. 

Employee Name________________________ Badge _______Job Title __________Dept._____ 

Supervisor Name________________________ Badge _______Telephone __________________

Second Supervisor_________________________(if applicable) Badge_______ 

	A. 
	Incident/Cause for Suspicion 
	D. 
	Body Movements 

	(
	Apparent drug or alcohol intoxication 
	(
	Unsteady walk, poor coordination 

	(
	Abnormal or erratic behavior 
	(
	Shaking hands/body, tremors, twitches 

	(
	Observed/reported possession, dispensation 

or use of a prohibited substance 
	(
	Breathing irregularly, or with difficulty 

Loss of physical control 

	(
	Arrest or conviction for drug-related offense(s) 
	E. 
	Eyes 

	B. 
	Body Behavior 
	(
	Bloodshot or watery 

	(
	Nausea or vomiting 
	(
	Dilated or constricted pupils 

	(
	Extreme fatigue/sleeping on job 
	F. 
	Speech 

	(
	Dizziness or fainting 
	(
	Slurred or incoherent speech 

	(
	Highly excited or nervous 
	(
	Repetitious, rambles 

	(
	Odor of alcohol 
	G. 
	Behavioral Indicators Noted 

	C. 
	Body Appearance 
	(
	Verbal abusiveness 

	(
	Either very flushed or very pale 
	(
	Physical abusiveness 

	(

(
	Excessive sweating or skin clamminess 

Dry mouth, frequent swallowing, wetting lips frequently 
	(
(
	Extreme aggressiveness or unresponsiveness 

Inappropriate response to questioning or instructions 

	(
	Disheveled appearance/out of uniform 
	(
	Erratic/inappropriate behavior, 

hallucinations, disorientation, confusion, 

talkativeness, euphoric - (Circle all that apply) 


Written summary including any pertinent information not noted above________________________

______________________________________________________________________________________

______________________________________________________________________________________

Reasonable Suspicion Test Performed Yes ( No (  Date ___/___/___ Time _______________ 

Clinic__________________________________ 

Reasonable Suspicion Test Refused Yes ( No ( Date ___/___/___ Time _________________ 
Signature of Supervisor ___________________________ Date ___/___/___ Time ___________

FTA Drug and Alcohol Testing Program 
Post-Accident Testing Decision Report32
POST ACCIDENT TESTING DECISION REPORT 
Note: Accident does not necessarily mean collision. If an individual falls on a vehicle and needs to be taken to the hospital, an accident has occurred, and a post-accident test is required unless the driver can be discounted as a contributing factor. (Spring 1996, FTA D & A Updates, p. 5) 

System Name:______________________________________________________________________ 
Date of accident: ____________________________Time of accident:___________________________________ 
Location of accident:___________________________________________________________________________ 
Driver of Vehicle: __________________________________Driver ID No._______________________________ 
Uniform Traffic Crash Report Attached 

( Yes 

( No 

1. Was there loss of life as a result of the accident?  

( Yes (Requires Testing –No exceptions) ( No 

2. Did an individual suffer a bodily injury and immediately receive medical treatment away from the scene of the accident? 
( Yes (Requires Testing unless question 4 applies.) 
(  No (Requires no testing under FTA authority.) 

3. Was there disabling damage to any of the vehicles involved? Disabling damage means damage which precludes the departure of any vehicle from leaving the scene of the occurrence in its usual manner in daylight after simple repairs; or damage to any vehicle that could have been operated but which would have further damaged the vehicle if so operated. Disabling damage does not include damage that could be remedied temporarily at the scene of the occurrence without special tools or parts; tire disablement even if no spare tire is available; or damage to headlights, tail-lights, turn signals, horn, or windshield wipers that makes them inoperative. 
( Yes (Requires Testing unless question 4 applies.) 
( No (Requires no testing under FTA Authority. 

4. Can the driver or any other covered employee on the vehicle be completely discounted as a contributing factor to the accident? Note: If you discount the driver as a contributing factor, it should be well documented. 
( Yes 
( No Even if you answer No, under FTA regulations you must also meet the criteria questions 1, 2, and/or 3 to require testing. 
5. If drug and alcohol testing is required, can the performance of any other safety sensitive employees (e.g., maintenance personnel, dispatcher, etc.), whose performance may have contributed to the accident (as determined by the transit agency at the time of the accident), be completely discounted as contributing to the accident? 
( Yes 
(No Even if you answer No, under FTA regulations you must also meet the criteria questions 1, 2, and/or 3 to require testing. List other employees tested on back of form. 
6. Did you perform a drug and/or alcohol test?  ( Yes   ( No  If No, complete #6 and sign and submit a report. 
Name of Supervisor making this determination_____________________________________________________ 
Time Employee was informed of this determination_________________________________________________ 
7. Decision to Test: 
FTA Authority ( 

Company Authority ( 
8. Was an alcohol test performed within 2 hours?
 ( Yes 

Date & Time:____________________ 

ٱ( No 

Why, Not?______________________________________________________________________
9. If no alcohol test was performed and more than eight hours elapsed from the time of the accident, please explain.______________________________________________________________________________________ 
10. Was a drug test performed within 32 hours?
 ( Yes 

Date & Time:____________________ 

( No 

Why, Not?______________________________________________________________________
11. Did the driver leave the scene of the accident without just cause? 
(Yes
 ( No 

If Yes, please explain____________________________________________________________________________ 

Report Submitted By: 
___________________________________________________________ ______________________________ 
Signature & Title 






Date 
For your files, attach test results summary, order to test, chain of custody (USDOT), and alcohol test form (USDOT) 
POST-ACCIDENT TEST

TRACKING LOG
	Employee Name


	Accident
	Notification
	Drug Test
	Drug Test Result
	Alcohol Test
	Alcohol Test Result (BAT)
	Reason If No Test

	
	Time
	Date
	Time 
	Date
	Time
	Date
	
	Time
	Date
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


FTA Drug and Alcohol Testing Program
	Random Selection Instructions

	Random Selections


	1. Risk Management – Random Selector - Maintains random pools through ____________ testing companies random selector– (FTA). When put in payroll system Program Coordinator (PC) indicates who is “safety-sensitive” by job code or SSN#. 



	2. Quarterly, the Random Selector will determine the number of tests to be drawn from the pool. The numbers will be drawn and reported to the PC. The report will also include the type of tests to be conducted. 




3. The PC will research the work schedule of each employee drawn and schedule the tests over the quarterly testing period. The PC will be careful to distribute the tests throughout the day, day of the week, and testing period. The PC will keep the list confidential and will not provide any advance notice to the employee. On the day before the test the PC will notify the appropriate personnel to schedule the test. If the employee is not working on that day, the PC will select another time within the testing period. The employee will not be notified of the test until he/she is instructed to immediately proceed to the collection site. 
4. The Program Coordinator person will ensure that the employee is tested at the scheduled date and time. 
5. The PC will record the date and time the test was scheduled, if the test was completed or cancelled, and the explanation if no test was performed. The PC will notify ____________ testing company of any test not performed.
	6. The Random Selector notes the number of completed tests and will adjust the number of tests to be conducted during the next testing period to account for any missed tests. 


	7. The PC will complete a, “Random Individual Test Summary Sheet”, for each random test; will attach appropriate documentation, and will file in the PC’s file. 


Individual Random Test Summary
RANDOM TESTING INDIVIDUAL 
TEST SUMMARY SHEET
Employee Name: ___________________________________________________________________

Employee Number: ________________________

Testing Period: _____________________


Selection Date: _____________________

Selector: ________________________

Test Type:
_____________ Drug

_______________ Alcohol
Notification: 
Date: _____________

Time: ________________

Test:

Date: _____________

Time: ________________

Shift Placement:  ___________ Begin
____________ Middle
___________ End
Drug Test Result: ___________Negative
____________Positive
___________Cancelled

Alcohol Test Result: ___________ Below .02
____________.02-.039
___________.04 or greater
Consequences:
_____ Removal from
_____ Referral
_____ Second 
_____ Termination



           SS Duty

            to SAP
           Chance

Attachments:

(  Test Result Summary Form




(  Consent Form




(  Chain of Custody




(  Alcohol Test Form




(  Test Result Documentation




(  SAP Referral Form




(  Other: _____________________________________________________

DRUG AND ALCOHOL TESTING PROGRAM
RANDOM TESTING SELECTION DOCUMENTATION

	Driver Name or I.D Number
	Type  Test

D/A/B
	Collection Date
	Time of Collection
	Test Completion*
	If No Test Explanation

	
	
	
	
	Drug
	Alcohol
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Total Drug 
__________




*Y = Yes; N = No; C = Cancelled 

Total Alcohol
__________

FTA Drug and Alcohol Testing

Random Testing Schedule

Draw


Division



Division Notification

Date:  __________
Contact: __________


           Date: __________

	Draw

#
	Employee Name
	Scheduled
	Notified
	Tested
	Comments

	
	
	Test Date
	Test Time
	Date
	Time
	Date
	Time
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RANDOM TEST

TRACKING LOG
	Name of Employee
	Employee Number
	Testing Period
	Drug
	Alcohol
	Date  Notification
	Time of Notification
	Date of Test
	Time of Test
	Shift Placement
	Reason No Test Conducted
	Result
	Comments

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	


