Asure Test, Inc.
Consortium Application
Please type or print clearly.
Please answer all questions, leaving a question blank can cause significant delays in processing your application, or could result in your
application being rejected.
Regulatory Agency (Select Only One):

 FMCSA  FAA  FRA  FTA  PHMSA  USCG  Not Regulated/Non-DOT

Contact Information
Full, Legal Company Name:
Primary Contact:
The primary contact’s name will appear on the contract, this name should be the name of an officer or the owner of the business.

Designated Employee Representative:
Billing Contact:
Additional Contacts (Please list in order of contact):
If any of the above contacts are, or will be, subject to random drug testing, please list them here:
Phone Number: (

)

Fax Number:

)

(

 This is a secure fax number

DER Email Address:
How should test results be transmitted to your DER?  DER’s Email Address
 Alternate Email Address:
 Secure Fax Above
Mailing Address:

Unless specified below, invoices will be emailed to the DER’s email.
 Alternative Email:
 US Mail (optional)

Physical/Ship To Address:

Billing Address:

Operating Authority
If your regulatory agency has issued you an operating authority, please provide the authority number. This is usually your USDOT
number. (If you have a state and federal number, please indicate the federal number instead of the state number):
DOT Number:
MC#:

Issued By:  USDOT (Interstate)
 State of:

(Intrastate)

Form ID: CONS_APL_4

Random Testing Model Setup
If your regulatory agency requires that you participate in a random drug and alcohol testing program, you must complete this section. If
you are not a regulated company, but you wish to enroll in a random testing program, please complete this section.
If you are required to participate in a random drug and alcohol testing program under the rules of the Office of Drug and Alcohol Policy
and Compliance (ODAPC), you are required to test at a minimum testing rate but you are permitted to test over that minimum rate. If
you wish to test over your minimum rates, please indicate the percentage rate you wish to test over the minimum. (For example, if you
are required to perform drug testing at 25% but wish to test at 50%, you would indicate 25% in the space below):
 I wish to test at the minimum rate for drugs.
 I wish to test at the minimum rate for alcohol.
 Adjust my rates to the following:
Controlled Substances (Drugs):
[Minimum Rate] + __________%
Alcohol:
[Minimum Rate] + __________%
There are multiple variations of random models, which model would you prefer?
 Pool – Your participant’s names will be mixed with participants from other companies and a selection is made from the combined lists.
 Individual – Selections are made only from your company’s list. Your participant’s names are not combined with any other lists.
As of today, approximately how many employees will be covered by your random testing program:
Service Options
All companies that utilize email will be automatically enrolled in our online web portal called MyAccount. MyAccount is free and
allows you to view and manage your account details and random testing program online 24 hours a day 7 days a week. If you do not
wish to use this service, please check below?
 No, I do not wish to enroll in MyAccount at this time, please mail all correspondence.
Do you have a clinic, hospital or specific location that you wish to use for collections in your area? If so, please provide as much
information as possible about the location, including the name of the location and a phone number if it is known. A name, city and state
are required at a minimum. If you do not have a clinic you wish to use, we will assign you one and you can skip this question.
Clinic Information:
Asure Test offers policy writing and DOT required supervisor training education for a onetime fee. If you are interested in purchasing
these services, please indicate the service(s) you are interested in:
 Policy Writing
 Supervisor Education
Referral and Questions
How did you hear about us?
Do you have any questions, comments or clarifications that you would like to submit with your application?

Signature of Company Representative

Date of Application

Please return this form to Asure Test for processing. You may fax it to (636) 916-5471 or mail it to 2101 Collier Corporate Parkway, Saint Charles, MO 63303.
For questions or help completing this application please call (636) 916-0050.
Form ID: CONS_APL_4

