Authorization for Guests, Visitors, or Minors to Exceed 25 mrem/yr

Personal and Confidential

Last Name:  __________________________     First Name: ______________________

Life/Guest Number:  _________________     Dept/Div:  _________________________

Authorization is requested for the above named individual to exceed the Department ACL of ________ mrem per calendar year.  This individual’s new Administrative Control Level will be _______ mrem for the remainder of this calendar year.  The individual’s year to date dose is now estimated to be ______ mrem.

Signature of person receiving dose extension: _______________________ Date______________

Existing exposure already exceeds ACL?  yes/no

Dose extension requested for the purpose of:

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

RWP no:  ______________________________________________________________________________

Supervisor print/sign:  _____________________/______________________ Date: ___________

Signature of Parent/Guardian:  _____________________________________ Date: ___________

(If individual is a minor)

Reviewed and approved by:

ALARA Committee Chair or ALARA Coordinator:  ____________________Date: ___________

Authorized by Department Chair:  __________________________________ Date: ___________

Signature of FS Representative:  ___________________________________ Date: ___________

Signature of RCD Manager:  ______________________________________ Date: ___________

Copy to:

Personnel Monitoring Group 

Manager, Health Physics Technical Support
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