

REASONABLE SUSPICION

INDIVIDUAL TEST SUMMARY

TO BE COMPLETED BY SUPERVISOR





Employee Name:


Safety Sensitive Position:


Observation Date:

Time:


Circumstances of Observation:



(Attach additional sheets as necessary)






Objective Facts Identified  (Attach additional sheets as necessary)



Behavior:





Appearance:





Speech:





Odor:





Other:






Safety-Sensitive Function Performed:






Notification Date:

Time:







Drug Test Date:

Time:







Alcohol Test Date:

Time:







Type of Test Conducted:





Drug

Alcohol





Supervisor Name:







Supervisor’s Signature:







Did the alcohol test occur more than two hours from the time of the reasonable suspicion 


observation?

Yes

No

If yes, explain:










TO BE COMPLETED BY SUPERVISOR











If no alcohol test occurred because more than eight hours elapsed from the time of the

reasonable suspicion observation, please explain:












If no drug test was performed because more than 32 hours had passed since the time of the 

reasonable suspicion observation, please explain:












Return the Form to your Department Program Coordinator within 24 hours.









TO BE COMPLETED BY THE SAPM







Date of Supervisor Training:







Test Results:
Drug:

Positive

Negative

Canceled


Alcohol:

Positive

Negative

0.02 - 0.039








Comment:








Attachments:
(  Test Result Summary Form (F4)
(  Order to Test (F22)
(  Other


(  Chain of Custody
(  Alcohol Test Form


To be completed within 24 hours of observation.
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