Form MCSA-5875 OMB No.:2126-0006 Expiration Date: 03/31/2028

Public Burden Statement

A Federal agency may not conduct or sponsor, and a person Is not required to respand to, nor shall a person be subject to a penalty for faliure to comply with a collection of information subject to the requitements of
the Paperwork Reduction Act unless that collection of information displays a current valld OMB Control Number, The OMB Contrel Number for this information collection is 2126-0006. Public reporting for this collection
of infarmation le astimated ta ha soneoulmataly 28 minitas ner rsnonea. inchuding the Hma for ssulswing Insonictiane, aaving tha davs naaded, and eomplating and raviewing tha collaction of infarmation. Al
rasponses to this collection of information are mandatory. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden ta:

Q Madieal Prograims Division, Fadaral Motar Carrier Safety Administration, 1200 New Jersey Auenus, SE. Washingten, D.C. 20590.

1
MEDICAL RECORD # |
SECTION 1. Driver Information (io be filled out by the driver) (or sticker) .
PERSONAL [NFORMATION oo i
Last Name: First Name: Middle Initial: ___ Date of Birth: Age: ____
Street Address: City: State/Province: E Zip Code:
Driver's License Number: Issuing State/Province: E Phone:
E-Mail {optional): CLP/CDL Applicant/Holder®: QO Yes QO No
Driver ID Verified By**:
Has your USDOT/FMCSA medical certificate ever been denied or issued for lessthan 2 years? O Yes O No O Not Sure

ACLP/CIN Applicant/Holder: See intructlonsfor definiians. v IDVerdhed y:Recod what type ofputo D wasused o vy thedentty o thedrer, ., DL, driver lense, passport

DRIVER HEALTH HISTORY j

Have you ever had surgery? If “yes/ please list and explain below. O Yes ONo O NotSure

Are you currently taking medications (prescription, over-the-counter, herbal remedies, diet supplements)? OYes Ono O NotSure
if"yes;’ please describa below,

(Attach additional sheets if necessary)

f , Handle and secure this
ive information and is for official use only. Improper handiing of thig information could negatively affect individuals
:nfq:'r]r’ﬁg:co:?:::ocg:m?; ::f;,ﬁvent inadvertent disclosure by keeping the documents under the ntrol of authorized persons. Properly dispose of this document when

no longer required to be maintained by regulatory requirements.™

Rev 3/27/2028
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Form FCSA-5875 OMB No:2126-0006 Expiration Date: 03/31/2028

Last Name: First Name: DOB: Exam Date:
| DRIVER HEALTH HISTORY
Not
Do you have or have you ever had: Yas No Sure Yas No :I:':
1. Head/brain injurles or ilinesses (e.g, concussion) O O O 16.Dizziness, headaches, numbness, tingling,ormemory Q ©Q O
2, Seizures/epilepsy Q0O i
3. Eye problems {except glasses or contacts) O 0 O 12.mcpmec weight ety 00O
PR ——— 00 O 18. Stroke, mini-stroke (TIA), paralysis, or weakness O0O0
5. Heart disease, heart attack, bypass, or other heart 00 O 19. Missing or limited use of arm, hand, finger, leg,foot,tee O O O
problems 20. Neck or back problems OO0 O
6. Pacemaker, stents, Implantable devices,orotherheart QO O ©  21.Bone, muscle, joint, or nerve problems OO0 0
AroaNdines 22. Blood clots or bleeding probl o)
7. High blood pressure QO 0O O o © O
23, Cancer 0O O
8. High cholesterol OO0 O 24, Chronic infecti othe o
9, Chronic (long-term) cough, shortness of breath, or OO0 0O PO fohe Mitactionor rehronicdiseases O O O
other breathing problems 25. Sleep disorders, pauses in breathing while asleep, O O O
10. Lung disease (e.g, asthma) 00 O , :aytxrne Sleenl:ez.t ID:Ud snoring N
11. Kidney problems, kidney stones, or pain/problems 0O o yeni aver had & steap tast (ag, Sespipnest ©oo
with udnation 27. Have you ever spent a night in the hospital? 0O
12. Stomach, liver, or digestive problems O © © 28 Haveyoueverhad a broken bone? QO QO O
13, Diabetes or blood sugar problems O O (O 29 Haveyou everused or do you now use tobacco? OO0 O
Insulin used O O (Q 30.Doyou currently drinkalcohol? OO0 0O
14, Anxiety, depression, nervousness, other mental health @ O (O  31-Haveyou used an illegal substance within the past OO0 O
problems two years?
15. Fainting or passing out O O O 32Haveyouever falled adrug testorbeendependent QO QO O
on an illegal substance?
Other health condition(s) not described above: O Yes O No O NotSure
Did you answer “yes”to any of questions 1-32? If 5o, please comment further on those health conditions below: Q Yes O No QO NotSure

(Attach additional sheets if necessary)

CMV DRIVER'S SIGNATURE

| certify that the above information is accurate and complete. | understand that inaccurate, false or missing information may invalidate the examination
and my Medical Examiner's Certificate, that submission of fraudulent or intentionally false information is a violation of B . and that submission
of fraudulent or intentionally false information may subject me to civil or criminal penalties under - and- - Appendices A and B.

Driver's Signature: Date:

SECTION 2. Examination Report (to be filled out by the medical examiner)

DRIVER HEALTH HISTORY REVIEW

Review and discuss pertinent driver answers and any available medical records. Comment on the driver’ responses to the “health history” questions that may affect the
driver's safe operation of a commercial matar vehicle (CMV).

(Attach additional sheets If necessary)
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Form MICSA-5825

OMBNo22126-0006 Expiration Dute: 03/31/2028

Last Name: First Name:

Exam Date:

] T.Effﬁ‘.’iNG

Pulse thythm regular; Q) Yes O No

DOB:

__Inches Weight: pounds

Pulse Rate: Heights __feer

Blood Pressure _Systolic Dlastallc ___ Urinalysls Sp.Gr.  Proteln Bload Sugar
Sitting Urinalysls Is required.

Second reading Numerical readings

{optional) must be recorded.

Other testing If indicated

Proteln, biood, or sugar in the urine may be an indtcation for further testing to
nisle out any underlying medical problem.

Vision

Standard is at feast 20/40 acuity (Snellen} in each eye with or without correction,
At least 70° field of vision in herizontal meridian measured in each eye. The use of
corrective lenses should be noted on the Medical Examiner’s Certificate,

Aculty Uncorrected  Cotrected  Horizontal Fleld of Vision
Right Eye: 20/ 20/ RightEye: __ .. degrees
Left Eye; 20/ e 20/ leftByes _____degrees
Applicant can recognize and distinguish among traffic cantrol O 0
signals and devices showlng red, green, and amnber colors

Monocular vision O O
Reforrad to ophthalmologist or optometrist? O 0
Recelved documentation from ophthalmologlst oroptometristt O O

Hearing
Standard: Must first percelve whispered vaice at notless than 5 feet GR average
hearing loss of fess than or equal to 40dB, In better ear (with or without hearing aid).

Checkif hearlng aid used fortest: [ Right Bar ] LeftEar [J Nelther

WhisparTast Results RighitEar LefrEar
Record distance {in feet) from driver at which a forced

whispered volce can first be heard

on

Audlometric Test Results

Right Ean Left Ear:

500Hz  1000Hz 2000Hz 500Hz  1000Hz  2000Hz
Avarage (right): Average (left}:

condition could result in 8 more serious ifiness that might affect driving.
Check the body systems for abnormalities.

Enter applicable tern number before each comrnent.

PHYSICAL EXAMINATION ) '
]

The presence of a certain conditlon may not necessarily disqualify a driver, particularly if th
worsen, or Is readily ameneble to treatment. Even if a condition does not disqualify a driver, the Medical Examinar may consider deferring the drivar
temporarily. Alss, the driver should be advised to take the necessary stepsto correct the condition as soon as possihle, particularly if neglecting the

Sody System Normal Abnonmal
1.General Q O
2,5kin O Q
3.Eyas O o
4, Ears Q O
5, Mouth/throat 0 Q
6. Cardlovascular Q Q
7. Lungs/chest O O

Discuss any abnormal answers in detall in the space below and Indicate wh ether it would affect the driver’s abllity to operate a V.

condition is controlied adequately, is not likely to

Body System

8.Abdoman

9, Genlto-urinary system Including hemlas
10.Bacle/spine
11, Extremities/joints
12. Neurological system Including eflexes
13, Gait
14, Vascular system

Normal Abnormal

QO

0000000
00000

N

{Attach additional sheers if nacessary)
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Farm MCSA-SE7S OMBNo:2125-0005 Expiration Date: 03/31/2928

Lo

Last Name: First Name: DQB: / Exam Date:

Please complate only ona of the fellowing (Fedaral or State) Madical Exantinar Hereﬁmiwﬁan gatilgns:
| MEDICAL EXAMINER DETERMINATION (Fuderal)
Use this section for examinations perfomed in accardance with the Federal Motor Carrler Safety Regulations (49 CFR 39141 381.49):
O Does not meet standards (speciiy reasonk:

© Meets standards In 42 £k 3¢ 1.4}; quallfies for 2-year cerilficate

O Meets standards, but periodic monitoring required (specifyreason}:

Driver qualifiecd for O 3months © 6months O 1year O other fspecify: ‘
[ Wearing corrective lenses [ Wearinghearingaid L] Accompanled bya waiver/exemption (specify bypek:

[J Accompanied by a Skill Performanca Evaluation {SPE) Certificate
7] Driving within an exempt intracity zone (ree 29 041 30§ 43 {Federal)

Q) Determination pending (specify reason):

1] Retum to medical exam office for follow-up on (must be 45 days or less}:
L1 Medical Exarnination Report amended {specify reason)k:

{if amended) Medical Exarnlnar’s Signature: . Date:

T © incomplete examination (specify reason):

T

| lfﬂladﬁmmeetsthestnndmdsonﬂ!mdlnj?_ggg_s_&t;,%,ﬁnnmmplmauﬂhlmrqmmﬂﬁmumndlnag_gfmgy_ﬁ:ﬁ;g,nmmpﬂm.

[ have performed this evaluation for certification. | have personally reviewed all avaflable records and recorded information pertaining to this
evaluation, and attest that, to the best of my knowledge, | belleveitto betrue and correct.

Medical Examiner’s Signature:
| Medical Examiner’s Name {pledse print or typel:

Medical Examiner's Addrass: City: State: @ Zip Code:
Medical Examiner’s Telephone Number: Date Certificate Signed:
Medlical Examiner's State Licanse, Certificate, or Registration Number: tssulng State: E
CIMD [C1D0 I3 Physician Assistant [] Chiropractor [ Advanced Practice Nurse ‘
[ Other Practitioner (specify): :
- Nationai Registry Numbar: ' Mediéal Examniner’s Certificate Expiration Date: | 11l
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rermMcaA-daTa OMBNe.:2126-0006  Explration Date:03/31/2048

| __fast Name: First Name: DOB: Exarn Date:

MEDICAL EXAMINER DETERMINATION [State)

variances (which wiflanly be valid for intrastate opzarationsh
O Does not meet standards In 42 CFfz 35 1,21 with any applicable State variances (specify reason):

“Use this sectlon for examr'natfons,pn'unned in accordance with the Federal Motor Carrier Safety Regulations (43 €TR 301.41:32119) with any applicable State ‘

O Meets standards In 4038 391 4) with any applicable State variances
1 O Meets standards; but periodicmonltoring required-(specify reason):

Driver qualified for: © 3months O emenths O 1year O other &pecifyl:
] Wearing correctivelenses  [[] Wearing hearing aid ] Accompanied by a walver/exemption (specify type):

[ Accompanied by a Skifl Performance Evaluation (SPE) Certificate  [J Grandfathered from State requlremants (Stare)

| !fthedﬂmmeebﬁnsmdardsouﬁindhégigﬁ_sﬁgéyimwmmmmawEﬂxﬂhnrktnrtiﬁ:&aﬂppmpﬂm l

1 have performed this evaluation for certification. | have personally reviewed all available racords and racorded Information pertaining to this
‘| -svaluation, and-atiestthat, tothe bestof my knowledge,  belleveitto betnieand corract..

Medical Examiner's Signature:
Medical Examiner’s Name (please print or type): :
Medical Examiner’s Address: City: . State: E Zip Code:
Medical Examiners Telephona Number: Da‘l‘ecrerﬂﬁ:ateﬁgned:
| Medical Examiner’s State License, Certificate, or Registration Number: . lssuing State: E
[Ivo 1o 1Physician Assistant [ Chiropractor [T Advanced Practice Nurse 1
33 Other Practitloner {speclfy): ' !
National Registry Number: Medical Examiner’s Certificate Explration Date: i |
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