
 
 

Suspected On-Duty Impairment Medical Examination Request 
 
 

(This request must be completed by the employee’s supervisor or manager) 
The authorization for the exam is 5 CFR, Subpart A 792.101 or Subpart A 339.301 

 
 
 

Supervisor Statement 
 
 

 
I am the immediate supervisor or manager of ________________________________. 

                           (Name of person to be examined) 
  

This employee was found on _____________ to be unable to perform his/her  
                   (Date)            

assigned duties in a satisfactory manner.  I have reason to suspect that the employee  
 

may be unable to perform his/her assigned duty because of suspected impairment. 
  

I therefore request that this employee be medically examined IAW requirements set  
  

forth in 5 CFR, Subpart A 339.301 and Subpart A 792.101 as prescribed by Army  
 
Regulation 600-85 and Fort Hood Regulation 690-23. 

 
 
 
 
      _____________________________________   
      Supervisor’s Signature and Date 
 

__________________________________________________ 
      Supervisor’s typed or printed name 
 
      __________________________________________________ 
      Unit/Section/Branch/Activity 
 
      __________________________________________________ 
      Telephone number 
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Must be completed by attending Healthcare Provider 
 

The employee identified above was examined by me; my findings are shown below: 
 
1.  The employee submitted/declined to submit (choose one) to the requested examination. 

 
2. General Appearance 

 
a.  Clothing   (    )  neat    (    )  appropriate    (    )  rumpled 

 
b.  Breath:    (    )  normal odor   (    )  odor of alcohol 
 
c.  Speech:   (    )  normal   (    )    slurred  
 
d.  Gait:        (    )  normal   (    )    staggering   (    )    unable to walk 
 
e.   Pupils:    (    )  normal and reactive  (    )    constricted   (     )    dilated 
 
f.   Orientation:  (     )    oriented    (      )    confused    (      )    disoriented 
 
g.  Level of consciousness: (    )    hyperactive   (    )    normal, alert   (    )    dull 
 (     )    drowsy     (      )    semi-comatose    (     )    comatose, reactive to painful stimulus  
 (     )    comatose, unresponsive 
 
h.   Demeanor:  (     )    normal   (    )    confrontational        (    )    closed 
 

3.  Vital signs:    ______________       _________________     _____________________ 
      pulse rate  blood pressure  respiration rate 
 

4.  The employee submitted/declined to submit (choose one) to the requested laboratory tests. 
 
5.  Laboratory tests ordered:  (results will be hand carried or sent to Occupational Health Physician) 

 
(    ) Blood alcohol concentration    (    ) Drug urinalysis     (    ) General toxicology   
(Coordination with the Employee Assistance Program is required for alcohol and/or drug urinalysis testing at 287-6702/286-6216) 
(    )  Others (specify): __________________________________________________________________ 

 
6.  Based on my clinical findings and with/without (choose one) the benefit of laboratory test results, it is my 
professional opinion that the employee was/was not (choose one). 

 
Under the influence of (choose one): 

  
 Prescription medication (list)_____________________________ 
                 
 Illicit drugs (list)_____________________________ 
                
  An intoxicating beverage (list)_____________________________                    

 
7.  General Notes:_______________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
____________________________________         _____________________________________________   
Printed/typed name of physician or practioner      Physician signature/date 
 

Notice 
 

This completed form should be included in the employee’s health record.  Results of the examination will not be provided directly 
to the employee, his/her supervisor, or other officials until reviewed and released by the Occupational Health Physician. 

 
FHT Form 690-X49, January 2007 (DHR) – page 2 


