
Sample
  The employer in this example is in the Comparable level and selects “Advanced” level for the next program year. Note below where  
  “Advanced” is circled to indicate where information would need to be provided on the next Annual Report.

Drug-Free Safety Program (DFSP) Annual 
Report – Comparable Program Only

Current program level: ___________________________________________________________________________________________________   

This form is the annual self-assessment report of progress due by the last business day of September for the January program year or by the last 
business day of March for the July program year to remain in a comparable drug-free program. Comparable is a category for state construction 
contractors and all levels of subcontractors. Participants receive no bonus from BWC but, if they meet program requirements as set by Section 
153.03 of the Revised Code, are eligible to bid and provide labor services in relationship to State of Ohio public improvement/construction contracts. 
Please fill in the requested information below with the understanding you must submit all required attachments and answer all required questions 
in order to document compliance and retain approved status in the state construction database. If you check the No box in response to any of 
the Yes/No questions, you must provide an explanation since each of these questions involves a requirement to remain in approved status for the 
comparable program. Attach explanations and any other pertinent information on additional sheets as appropriate.

Select the program/level you wish to participate in for the next program year (check one only).
 n n    Advanced                 
nn    Basic  
nn    Comparable (state construction only)  
 n n    I do not wish to participate next program year. I understand that future participation will require timely submission of a new application (U-140).

Our company has had a state public improvement/construction job during this program year.                                                                     Yes  nn        No  nn
If yes, complete the rest of this form. If no, sign, date and submit this form.

If BWC determines you did have a project that required a comparable program, BWC will disqualify you and may consider your company’s certifying 
the accuracy of information on this report to constitute a fraudulent representation, with notification to appropriate authorities. 

1.	 General information  (For purposes of this report, information regarding employee and/or supervisor pertains to only those employees               
         performing state contract work.)

	 Total number of employees including supervisors who worked/supervised on a state project this program year:        ___________

2.	 Written drug-free policy 

	 a.	 Our company has developed or maintained a written policy that complies with the requirements of the comparable drug-free program 
that we are participating in for this program year. 	     			                                                                               Yes  nn        No  nn

	 b.	 I have previously submitted a copy of my written drug-free policy. 			                                                              Yes  nn        No  nn

3.	 Employee education

	 a.	 Number of state construction employees including supervisors who were required to receive one time employee education this program 
year:    ___________

	 b.	 Our company has ensured that each employee and supervisor who works/supervises on state of Ohio public improvement/construction 
projects has received at least one hour of education on substance abuse from a qualified substance professional or through a process 
approved by BWC prior to working on a state construction project.                                                                                                      Yes  nn        No  nn
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Please complete this form and return it with requested information, including required attachments as directed by BWC.

Program information

Comparable 

94




Sigma Manufacturing                                                                         37-1111111           09999999

111 Anywhere Dr., E.                                                 Washington                            OH                   45111



111-000-9999  					          000-999-1111        

manufacturing@sigma.com



William Smith

HR Manager  					                        Company@hotmail.com        

614-555-7285					            614-555-2447       
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	 c.	 If your company was required to provide employee substance abuse education, indicate below the name(s) of the qualified substance 
professional(s) who provided drug-free substance education sessions to your state construction work force (employees AND supervisors) 
for this policy year, credentials and the dates (month/day/year) on which these sessions occurred.

		  Name(s)/credentials of vendors who provided employee education sessions this policy year:  Month/Day/Year held

		    ____________________________________________________________________________________________________________

		    ____________________________________________________________________________________________________________

4.	 Supervisor training

	 a.	 Number of state construction supervisors who were required to receive one time supervisor training this program year:    ___________

	 b.	 Our company has ensured that each supervisor who provides direct supervision on state of Ohio public improvement/construction proj-
ects has received at least one hour of supervisor skill-building training on required substance abuse topics from a qualified substance 
professional or through a process approved by BWC, or our company had at least one state of Ohio public improvement/construction 
project but did not provide direct supervision of our company’s labor force on the state project.                                                Yes  nn        No  nn

	 c.	 If your company was required to provide supervisor skill-building training, indicate below the name(s) of the qualified substance 
professional(s) who provided supervisor training to your state construction work force for this program year, their credentials and the 
dates (month/day/year) on which these sessions occurred. 

			   Name(s)/credentials of vendors who provided supervisory training sessions this policy year:  Month/Day/Year held

		    ____________________________________________________________________________________________________________

		    ____________________________________________________________________________________________________________

5.	 Alcohol and other drug testing

	 a.	 Our company has initiated and is maintaining the full range of substance testing in compliance with comparable program requirements.                         	
	      			                                                                                                                                                                                         Yes  nn        No  nn

	 b.	 Below, record the total number of alcohol or drug tests by type of test (pre-employment, etc.).
			   Then, for each substance (alcohol and each listed drug), record number of positives under each type of test.

	 c.	 If your company had any positive test results, please indicate below by gender and age range the number of tests for each category.

		  Number of positive tests by age ranges and gender

                                                                                                                                                               Male         Female         Total         

            	          i.            Under 21                                                                                                                 _______     _______     _______     

            	          ii.        22-30                                                                                                                    _______     _______     _______ 

            	          iii.    31-40                                                                                                                       _______     _______     _______ 

            	          iv.    41 and over                                                                                                            _______     _______     _______
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	 d.	 Our company has contracted to use services of a collection site, which follows the specimen collection and testing protocols that meet 
federal testing requirements, including analysis of urine specimens by a laboratory certified by the Substance Abuse and Mental Health 
Services Administration (SAMHSA).                                                                                                                                                       Yes  nn        No  nn                                                                                                                             

	 e.	 Complete the information below. (Please do not leave any of these blank.)

	               i.	  Name of collection site or consortium:        _________________________________________________________________________

	               ii.      Name of contact person at collection site or consortium:  ___________________________________________________________

	               iii. Phone number of collection site or consortium:        __________________________________________________________________

	               iv. Name of certified medical review officer used: ___________________________________________________________________

	               v.  SAMHSA-certified laboratory used for urine analysis:       _____________________________________________________________

	 f.	 Our company has ensured at least 5-percent random drug testing occurs for our state construction workers and supervisors while they 
are providing or supervising labor on a State of Ohio construction project.                                                                                     Yes  nn        No  nn

6.	 Employee assistance

		  a.	 Our company has a list of local assistance resources to provide to an employee who tests positive for alcohol or other drugs or who 
comes forward voluntarily to request help.                         				                                        Yes  nn        No  nn

		  b.	 List one company or individual that offers employee assistance services from the list your company has compiled.     

		        i.	_______________________________________________________________________________________________________ .

Certification Statement

Your signature below, as the designated representative for this employer, signifies you have submitted a complete and accurate report. If your 
company fails to submit a fully completed Self-Assessment Progress Report and required attachments by the required deadline or has failed to 
meet all program requirements, BWC will remove your company from its comparable drug-free program. In addition, BWC will remove you from 
the state construction database, which means that you will no longer be eligible to bid or work on state construction projects. BWC may conduct 
an audit of any participating employer’s program. Your signature constitutes acknowledgment of the possibility of BWC auditing you company and 
your willingness to cooperate with such an audit as a condition of program participation.
 
I hereby certify my organization has implemented all components of the comparable program in accordance with, at minimum, specified require-
ments. I understand that my signature constitutes my company’s certification of compliance with BWC’s program requirements and – if this 
Self-Assessment Progress Report and/or any attachments are not accurate – constitutes a fraudulent representation on the part of the em-
ployer and may subject me to civil and criminal penalties. It may also result in the taking back of bonus and removal from current and/or future 
program participation.
 
I hereby certify my organization is applying to implement a DFSP pursuant to Rule 4123-17-58 of the Ohio Administrative Code. I also certify my 
organization is willing to meet, at minimum, the requirements associated with the level of program for which I have applied (Advanced, Basic or 
Comparable). This includes timely submission of a fully completed annual report, which BWC must receive by the deadline date as specified by rule. 
Also, I certify this information is accurate and, if not, may subject the employer and me to civil and criminal penalties.

Printed name of designated employer representative                                                 Title

Signature of designated employer representative                                                       Date of submission

Checklist of required documents for submission to BWC in addition to this report
	  n	  n 	 Copy of written DFSP policy if not previously submitted
 	 nn	 Invoice for employee education
 	 nn 	 Sign-in sheet for employee education
  	 nn	 Invoice for supervisor training
 	 nn 	 Sign-in sheet for supervisor training
	 n		 n	 Invoice for collection/testing
 	 n 	 n 	 Explanation for any “No” responses in completing the Annual Report
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Epic, LLC

Pete Puchien

513-111-0000
Kim Johnson, M.D.

Dyna Lab, Inc.





Hamilton County Recovery Services

Charles Franklin                                                                                3/24/2014




