
  Appendix A 

 

               

           REASONABLE SUSPICION TESTING CHECKLIST     

………… 

Employee Name: ___________________________________ Employee Job Title: _______________________ 

Facility:  _____________________________________          Location of Event: _________________________ 

Observation Date: ________________ Time: ___________ a.m. / p.m.      

Was employee performing a safety-sensitive duty?      Yes   ____     No ____       

 

The following observations were made of the employee identified above: 

Check ALL specific and contemporaneous observations and document the following: 

BEHAVIOR           APPEARANCE  SPEECH 

 Unsteady gait, stumbling   flushed complexion   slurred, thick 

 Drowsy, sleepy, lethargic   cold, clammy sweats   incoherent 

 Agitated, anxious, restless   bloodshot eyes   exaggerated enunciation 

 Hostile, belligerent    tearing, watery eyes   loud, boisterous 

 Irritable, moody    dilated (large) pupils   rapid, pressured 

 Depressed, withdrawn   constricted (pinpoint) pupils  excessively talkative   

 Unfocused, blank stare   nonsensical, silly 

 Unresponsive, distracted   cursing, inappropriate speech  

 Clumsy, uncoordinated   disheveled clothing  

 Tremors, shakes    unkempt appearance   

 Flu-like illness complaints     

 Suspicious, paranoid   

 Hyperactive, fidgety       BODY ODORS 

 Inappropriate, uninhibited behavior      alcohol 

 Frequent use of mints, mouthwash, breath sprays, eye drops   marijuana 

 

Other observations: ____________________________________________________________________ 

 

____________________________________________________________________________________ 

 

____________________________ __________________________  __________________ 

Supervisor Name (print or type) Supervisors Signature     Date 
 

 

Additional witnesses (optional) 

 

_________________________  ___________________________ ___________________ 

Witness Name (print or type)  Witness Signature    Date 
 

TEST DETERMINATION 

 DOT  NON-DOT      NO Test Conducted 

 Reasonable Suspicion Alcohol Test     8 hours elapsed for alcohol test 

 Reasonable Suspicion Drug Test     32 hours elapsed for drug test 

 No Test Required       Employee transported for medical care 

 Employee Refused Test      Other (explain): __________________ 

 

Employee transported to collection site by:  ___________________________________________________ 

Time of Transport:  _______________ a.m. / p.m. Collection Facility: _____________________________ 

 

National Toxicology Specialists - 1425 Elm Hill Pike, Nashville TN 37210 - Phone: 615-353-1888 - Fax: 615-356-1890 



  Appendix B 
 

State of Tennessee 
Drug Collection / BAT Request Form 

 
Supervisor must send completed copy of this form and send an Alere Drug Testing Custody  

Control form with donor to collection facility 
 

Employee’s Name: _______________________ Employee #: ____________ Date: ___________ 
State Dept/Region/Location: ______________________________________________________ 
Address: TN Dept of Transportation; Human Resources, Ste. 400,  

      James K Polk Building; 505 Deaderick Street, Nashville, TN 37243-0327 
Contact: Amy Earheart or Heather Stanford at 615-741-3461 

 
Check all services to be performed and mark the reason for the testing here: 
 
Services to Perform:    Reason for Test: 
   
Drug Collection   DOT___             ____   Pre-Employment 
Drug Collection   Non-DOT___       ____   Random    
           ____   Reasonable Suspicion 
Breath Alcohol    DOT___    ____   Post -Accident  
Breath Alcohol    Non-DOT___   ____    Return to Duty (Direct Observation Required) 
       ____    Follow-Up (Direct Observation Required) 
       ____   Other 
  
COLLECTOR, BAT & BILLING INSTRUCTIONS: 
 
 If Donor shows up without an Alere Custody form, please call NTS at 615-353-1888 immediately! 
 Fax MRO copy of custody form to 615-356-1890 on the same day as collection takes place 
 Please scan & e-mail (.pdf) Employer Copies of Drug Testing and/or Breath Testing forms to: 

 Amy.Earheart@tn.gov and Heather.Stanford@tn.gov  
 Please call Positive Breath Alcohol Results, notification of shy bladder, shy lung, refusal to test or  

any special situations to: Amy Earheart at 615-741-3461 
     

 Please contact NTS Staff or Dr. Elam at 615-353-1888 with any questions or problems regarding a drug collection 
 Or Breath Alcohol Test. 
 
BILLING FOR DRUG COLLECTIONS AND BREATH ALCOHOL TESTING SHOULD GO TO: 
 

NATIONAL TOXICOLOGY SPECIALISTS ATTN: TIM SHOAF, ACCTS PAYABLE 
1425 ELM HILL PIKE    PHONE:  615-353-1888 
NASHVILLE, TN 37210    FAX:  615-356-1890 

 
          After 5:00 P.M. CST please call 615-353-1888 (press 1 for immediate assistance) 
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Appendix C 
 

 
TDOT MEDICATION APPROVAL FORM 

 
EMPLOYEE COMPLETES THIS SECTION:  
 
EMPLOYEE NAME______________________________________________________________DATE___________________  

EMPLOYEE ID #____________________JOB TITLE________________________________________________________  

JOB DESCRIPTION_______________________________________________________________________________________  

REGION_______________ WORK PHONE NUMBER: ____________________ OTHER NUMBER_____________________  

Name of Drug                     Date Prescribed          Date Approval Expires       Restrictions/Instructions  
___________________        _____________            ___________________       ______________________________ 
___________________        _____________            ___________________        ______________________________ 
 ___________________        _____________           ___________________        ______________________________ 
___________________        _____________            ___________________        ______________________________ 
 
The information provided in this Medication Approval Form is true and correct to the best of my knowledge. I understand 
and will comply with the prescribed use of these medications and their restrictions while working. 
 
 
 
___________________________________________________________________________________________        _______________________________ 

Employee Signature  /  Employee ID # / Phone Number           Date  
 
EMPLOYEE’S HEALTH CARE PRACTITIONER COMPLETES THIS SECTION:  
 
Please complete this form so that your patient can work in his/her Tennessee Department of Transportation safety 
sensitive job. By signing below, you are acknowledging that you are aware of this employee’s job duty requirements 
and that the prescribed medication(s) currently being taken will not adversely impair performance or endanger the 
safety of this individual, co-worker, or the public. Please indicate below what, if any, restrictions should be placed 
upon the time between when the medication is taken and the time the individual can safely perform his/her job 
duties.  
 
Medication Employee is Currently Taking:  
 
Name of Drug   Date Prescribed      Date Approval Expires          Restrictions/Instructions  
___________________       ______________       ______________________         _______________________________ 
___________________       ______________       ______________________         _______________________________  
___________________       ______________       ______________________         _______________________________ 
___________________       ______________       ______________________          _______________________________ 
 
____________________________________________________________________________          _________________________________________ 

Signed          Date  
 

Please Print Name, Address and Phone Number Below:  
_______________________________________________ 

_______________________________________________ 

_______________________________________________ 



  Appendix D 
 

 
 

 
 

 
AWARENESS STATEMENT REGARDING VOLUNTARILY OBTAINING A COMMERCIAL 

DRIVER’S LICENSE  
 
 
I________________________, an employee of the Tennessee Department of Transportation, 

understanding my current position does not require me to obtain a Commercial Driver’s License (CDL), 

have voluntarily obtained a CDL in order to assist the Department with job responsibilities that require a 

CDL during periods when additional assistance may be needed.   

CDL requirements have been explained to me as follows: 

1. Positions requiring a commercial driver’s license (CDL) – All TDOT Operations Technician, 
TDOT Operations Technician Senior, TDOT Operations Technician Supervisor, TDOT 
Technician, TDOT Technician Senior, TDOT Technician Supervisor, Equipment Mechanic, 
Equipment Mechanic Supervisor 1, and Automotive Master Mechanic titles for which a CDL is 
required. 

 
2. All CDL license holders will be required to obtain a Class B license at age 18 and all subsequent 

licenses building toward the Class A as allowed by State Law as shown in Section 1.4 of the 
current Tennessee Department of Safety and Homeland Security Commercial Driver License 
Manual.  At age 21, a Class A license with an N Endorsement will be required (a 57 Restriction is 
allowable).  The Department currently assists employees in obtaining these licenses, but does not 
cover any related cost. 
 

3. All employees who perform job responsibilities requiring a CDL, including employees who have 
voluntarily obtained a CDL in order to assist the Department with such job responsibilities, are 
governed by Policy Number 230-18, CDL and Safety-Sensitive Employees Alcohol and Drug 
Testing. 
 

 
I understand that in volunteering to obtain a CDL so as to assist the Department with job responsibilities 

requiring a CDL that are outside my current job responsibilities, I will be subject to Policy Number 230-

18, CDL and Safety-Sensitive Employees Alcohol and Drug Testing, including alcohol and drug testing 

as provided in this Policy.  I further realize that disciplinary actions, up to and including dismissal from 

State service, may be taken against in me if I fail to comply with the Policy. 

 

Employee Signature      Date _____________ 




