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Substance Abuse  
 

Supervisory/ Management Referral – Release of Information 
 
Name of Company (Please Print):__________________________________________________ 

 
Company Address: _____________________________________________________________ 
 
I, _________________________________________, understand that I am being referred to                
              (Name of Employee) 
 
EAP Preferred due to ___________________________________________________________  
 
____________________________________________________________________________  

 
I understand that I must contact EAP Preferred at 602-264-4600, press 2, within _____ hours to 
schedule an appointment for an assessment. 
 
I authorize the release of the following information below to: 

_____________________________________________________________________________ 
Name of Referring Supervisor or Personnel Liaison            (Please Print) 
 
____________________________________________________________________________  

Phone Number(s)   (Supervisor/Manager/Personnel Liaison) 
 
1.   Scheduled appointments and attendance                            
2.   Assessment and treatment recommendation 
3.   Attendance at the recommended course of treatment by the EAP  
          (including dates of attendance) 
4. U.A. results within Inpatient or Outpatient program 
5. Compliant with treatment recommendation 
6. Progress reports 
7. Termination of the treatment plan 

I further understand that my return to work depends on successful completion of the 
recommended treatment plan by EAP Preferred and I shall comply with all other requirements of  
my company’s policy and procedures.  I understand that my signature provides my consent to 
release information regarding my treatment process to the person(s) listed above. 
 
_____________________________________________________________________________ 
Signature (Employee)                                                                    (Print Name also) 
 
______________________________ 
Date Signed by Employee  
 
_____________________________________________________________________________ 
Signature of Supervisor (Employer)                          (Print Name also) 
 
______________________________  
Date Signed by Employer 

 
Copy is faxed to EAP Preferred PRIOR TO FIRST VISIT at 602 264-7325,  

Attn:  Roseanne Boyle or Maggie Winter. 
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