
 

 11595 Kenai Spur Hwy 
Kenai, AK 99611 

Phone: 907-313-5363 
Fax: 907-313-4939 

 OccHealth@odysseyfp.com 
 

 
Company Registration 

 
Company Name: ________________________ 
Address: ______________________________ 
                ______________________________ 
Main Phone: ___________________________ 
 

 
Primary Contact(s):______________________ 
Phone:________________________________ 
Fax:__________________________________ 
Email:_________________________________ 
 

Designated Employee Representative (for problems, specific questions, or positive results) 
Name/Title:________________________________ 
Phone: _______________ Fax: ________________ 
Address: __________________________________ 
_________________________________________ 
Email: ___________________________________ 

Alternate: ________________________________ 
Title: ____________________________________ 
Phone: _____________ Fax: _________________ 
Email: ___________________________________ 

 
Billing Information  
Billing Contact:_____________________________ 
Phone: ___________ Fax: ____________________ 
Email: ____________________________________ 

Address: _____________________________ 
_____________________________________ 
Billing method: __fax __mail ___email ___ phone

 
How would you like completed exams and results sent to your company, and who should receive them? 
 
__ fax __ mail __ email __ phone      Recipient: __ DER __ Primary Contact __ Other ____________________ 
 
What services do you anticipate your company needing from Odyssey Occupational Health (please check all 
that apply)? 
 

1. __Gen Employment PE 
2. __ DOT PE 
3. __ USCG PE 
4. __ Crane-op PE 
5. __Baseline Silica 
6. __HAZWOPER PE 
7. __Functional Capacity 
8. __Respirator Clearance 

9. __Respirator Fit 
10. __Audiogram 
11. __Visual Acuity 
12.__DOT/Non Urine Drug 
13.__DOT/Non BAT 
14.__Hair Follicle Drug 
15.__Oral swab drug  
16.__ Vaccinations 

17.__Blood Testing 
18.__ PPD TB testing 

      19.__ QuantiFERON TB 
      20.__ On-site testing 
      21. __Post-accident on-call  
      22. __24/7 on-call 
      23.__ Other:____________ 
      ______________________ 

 
 
________________________  ________________  _____________________________   ________________ 
       Company Representative Name                            Title                                           Signature                                                           Date 
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