3 Medical examination report
for a Group 2 (bus or lorry) licence

For advice on completing this form, read the Seafiet INFAD avalable
al www.gov.uk/reapply-driving-licence-medical-condition
Please uze black ink when completing this report,

Medical professionals must complete all green
sections on this report.

Driver & Vehicle
Licensing

Agency

Applicants must complete all groy sections on this

report which includes the section below, applicants full

name and date of birth at the end of each page and
the declaration on page 8,

Important: This report is only valid for
4 months from date of examination.
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It you do not want 1o recalve survay InvEations by emal from
DVLA, plaase tick box

Your doctor's detads (only compiete if different
from examining doctor's details)

e Y —.
+

Postcode | |
Contact number

1L LB

Important information for doctors carrying
out examinations.

Before you fill in this report. you must check the applicant's
dentity and decide i you are abile 1o complets the Vision
assassmant on page 2. 1 you are unable to do this, you
mus! inform the appicant that they will need to ask an
optician or optometrist to complete the Vision assessment.

Examining doctor
Name
!Qi;!;.l.’!.'i
50 O
Has & compeny employed you or booked.

you 1o cary out this examination? Yes! !Noi

If Yes, you must gwve the company's details below.
{Refer to saction C of INF4D.)

Company or practice address

1 I I I I T T A

Postco;lerr; | | | |
Company or practice contact mmb;:

LL LR LT F L
Compe_nylrp@c:ice e}nel_l address ' .

N O O
PLLELEL L L

GMC registration number

EEENENEN
| can confirm that | have checked the applicant's
documents to prove their identity.

Signature of examining doctor

Anplicant's weight (kg Applicant’s height (em)

Number of alcohcl units consumed each week
| |

= IS v S | =1 B0 B = l Units per week
Emall address i— : l .
\ | \ [ | | | | Does the applicant smoka? Yes._INol
‘ [ | \ T | T | Do you have acosss to the
= 55 == SR N2 RIS 220 | 1 | i applicant’s full medical racord? Yes _Nol _
B Important Sngnatures must be provided at the end of this report
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@ Medical examination report

Vision assessment
To be filled in by an optician, optometrist or doctor

Driver & Vehicle
Licensing

Agency

1. Please confirm {/) the scale you ara using to axpress
the applicant’s visual aculties.

Snehnd Snelmeqwesaedasadecmi: Logh‘AFIC

2. The visual aculty standard for Group 2 driving
is af keast /7.5 in one oye and at least 6/60
in the other,

la) Please provide uncomrected visual aculties
far sach sye,

R : L 1
Yes No
{B) Are corractive lenses worn for driving? ™ i_']
i No, go to Q3, el
If Yes, please provide the visual acuities
using the correction worn for driving.

R %L,' ]

(¢} What kind of correclive enses are worm
to meet this standard?

Glasses| | Contact lenses| | Both together |
() If glasses are worn for daving, is the

corrective power greater than pius (+@ Yes N_o
dioptres In any mandan of either lara? | b |
{8} If comection is worn for driving, Yes No
I3 It well tolerated? L1 L]
It No, please glve full datalls in Q7.
3. 15 there a history of any medical candition ves No

that may affect the applicant's binccular e
fizid of vision {central andvr paripheral)? L L]
It Yes, plaase give full cetalls Delow.

If forrnad visual field testing is considered necessary,
DVLA wil commission this at a later date.

4. |s thers diplopia?

Yes No
H .
{a) Is it controlied? L
Please ndicate below and give full details in Q7,

Patch or Glasses Other
glasses with ___ with/without___ (If other please
frosted glass | prism .J provide detals) | ]

5, Does the applicant on guastioning report
gympioms of any of the following that
impsairs their ability to drive? | l W

Blease indicate below and give full datais
In Q7 below.

(@) Intolerance to glare [causing incapacity
rather than discomfort) andior

(b) Imparad contrast sanaitivity and/or
(c] Imparad twilight vision

6. Does the applicant have ary ather g
ophthalmic condition? L [ i
It Yas, pleasa give full details n Q7 below,

7. Deatalls or agditional information

Name of examinng doctor o¢ optician undertiaking

HERNARRNRNNARE

| confirm that this report was completed by me at
oxamination and the applicant’s history has been taken
into consideration.

I —

w. —

Date of signature

Plaasa provide your GOC or GMC number

ANENERREEN

Doctorn, oplometrist or optician's stamp
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m Medical examination report

Driver & Vehicle .
Licensing Medical assessment
Agency Must be filled in by a doctor
1 Neurological disorders 2 Diabetes mellitus
Piaase tick v the appropriate boxes Yes No Yes No
s there a history or evidence of any 1 Does the applicant have diabetes mellitus? |
disorder {see condtions n questions 1 10 11 below)? If No, go to section 3, Cardiac
I No, go to section 2, Diabetes mellitus if Yes, please answer all questions below,
i Yes, please answer all questions balow and enclose relsvant :
hosptat notes. 1. Is the diabetes managad by: Yes No
(@l Insun? [
Yos, ‘No If No, go 1o 1c ‘J '
1. Has the applicant had eny form of selzure? | | | | I You. plsass give a8 —T—T—T—1—T—
(4) Has the applcant had more than coe attack? | | | | started on insulin, I l : l ) I ' |
(b} If Yes, please give date of first and last attack. (b) Are there al least 3 continuous months
Firstattack | | | | ’ | of bicod glucose readings stored —)
" " | | S - — | on a memory meter(s)? L) |
 att I
e | l I l - If No, please give detalls in section 8, page 7.
(c) Is the applicant currently on
anti-epieptic medication? I (€) Other injectabls trestments? ‘ | |
i Yes, please fill in the medication g 1 [~
section 8, page 6. (d) A Sulphonylurea or a Glinide? I
() If no longer - _ _ {e] Cral hypoglycaemic agents and det? [_, -
treated, when did l : [ . | If Yes to any of {a) to (e}, please fill in
freatment end? I the medication section 8, page 6.
(€) Has the applicant had a brain scan? (N Diet only? |
¥ Yes, please give detalls In section 9, page 7. -
(1) Has the applicant had an EEG? - 2. (a] Dees the applicant 1est blood glucose Yes ~°
Il you have answered Yes to any of above, at leas! twice every day? | '
you must supply medical roports, (b} Does the applicant test at times relevant
1o driving (no more than 2 hours befora
2. Has the applicant had an epescdeds) of Yes No the start of the first journey and every
non-epileptic attack qao;?a'g I 2 howrs while driving)? |
(a} W Yos, please give ! | I I {cl Dees the applicant keep fast-acting
dato of mest racent epmode. v carbohy;!fate within sasy reach '
(o) If Yes, have any of these episode(s) { Bl < “"9"‘:'”‘"97 oy \
cccurred or are they considered ke Does the appicant have a clear
to occur whilst driving? Y understanding of diabates and the ,
necessary precautions for safe driving? | |
Yas No
3. Stroke or TIA? Yes No
V=M «I; a1 : 3. s there full awareness ‘
It Yas, give date, ] [ | ’ of hypoglycaemia? [ | |
(a} Has there baen a full recovery? S hisk (N I T
, s thare a history of hypoglycasmia o
() Has a carotid ulra sound been undenaken? | | in tha last 12 manths raquiring the [ |
fc} It Yes, was the carotd anery stenosis ‘ ‘ assistance of another person? -
=50% in either carotid adery? - - If Yes, pleass give detalls and cates below.
(ch ts there a history of multipe strokesTAS? | | ' ‘
4. Sudden and disabling dizziness or vertigo |
within the 2st year with a Fabillly 10 recur?
5§, Subarachnoid haemorhage?
5. |s thers evidance of: Yes No
6, Serlous traumatic Brain injury within the == (@) Loss of visual feld? | -
st 10 years? (by Severs peripheral neuropatty, sufficisnt
7. Any form of brain tumour? ‘ ‘ to impair limb function for safe drving? l
Other brain su or abnormality? If Yas, pleass give details In section 9, page 7.
9, Chronic neurological disarders? 88 6. Has there been laser treatment or Yes No
ntra-vitrea! freatment for retinopathy?
10. Parkinson's diseasa? j f If Yes, pleass give ’ | | J J l CE
11 Biackout of IMpaired CoNSCRUSNess =i most recent date
wdthin the last 10 years? L) | of treatment. :
RN EEER | _
Applicant's full name I | l ‘ I | | | l I | ‘ Date of birth | [ l I l [




3 Cardiac ¢ Peripheral artenial disease
(excluding Buerger’'s disease)
a Coronary artery disease aortic aneurysm/dissection
. : IS there a histary o avidence of paripheral Yes No
| f .
:o'r::':r;::mlzgqlmm 2 et arterial disease (exchuding Buerger's diseass), [ |1
if No, go to section 3b, Cardiac arrhythmia — - sortic ansurysm or dissection?

If Yas, please answer all questions below If No, go to saction 3d, Valvular/congenital heart disease

and enclose relavant hospital notes., Il Yes, please answes gll questions below and
enclose relevant hospital notes,

. 1 Yes No
. H f ? < -

15196500 BOVRCRNE SUSINCRa ROP SN | 1. Paripheral arterial disease? Yes No
i Yes, pieasegivethedate [ [ | | | [ | (excluding Buerger's disease) | By |
of the &ast known attack. ._A_J_L_l__"

Yes No

2. Acute coronary syndrome including Yes No 2. Does the applicant have claudication? [ ]
myocarcial infarction? 5 ==
It Yes, please give date. | | | I _] If Yes, would the applicent be able to undertake | |

— — minutes of the standard Brucs Protooot ETT7

3. Coronary angloptasty (PCN7 Yes No
It Yes, please give P | ] Yes No
date of most recent | | l [ | 3. Aortic aneurysm? [
intervention. sl e Vol oy (B i Yas: - :

Sita of aneuryam: Thoracic
4. Coronary art ass gralt surge Yes No (@) =
oy byp W_ gr-w. _ . =] Abdomnall | .
i (b} Has it been repared successfully? | |
ITYes, please give date, I [ l ' I (¢) Please provide latest transverse aotlic
diamatar measurement and date obtained
i lpthY]es's'ct; :nayamot g:zg'g:v‘se :r:'smeab m::y L 2 wsing measurement and date boxes,

(2.g. mobility, arthritis or COPD) that would maks 1 ’ ! ' ' I | | I l ,
the applicant unable to undertake 9 minutes of the Bl k=t !
standard Bruce Protocol ETT? Plaasa glve detalls below.

| |

4. Dissaction of the acrta repaired successfully?  Yes No

If Yas, pleass provide copies of all reports
Including those dealing with any surgical treatment.

: ;i 5. Is there a history of Marfan's diseass? Yes No
b Cardiac arrhythmia If Yes, please provide relevant hospital notes, | ‘
|s there a history or evidence of Yes No : :
cardiac arrhythmia? T 1 d Valvular/congenital heart disease

I No, go to section 3¢, Peripheral arterial disease
Is theve a history or evidencs of Yes No
If Yes, pleass answer all questions below and encloss Calilar o tal haart Giseasa? =1

relevant hoapital notes. If No, go to section 3¢, Cardiac other

1. Has there been a significant disturbance If Yes, anawer all questicns below and provices
of cardiac rhythm? (e.g, sincalrial disease, relevant hospital notes.
significant atro-ventricular conduction defect, .. ng
atrinl flutter or fibrillation, narrow or broad . Yes No

complex tachycardia) in the st § years? ' |
2. Has the arrhythmia been controlled Yes No

.

. Is thera a history of congenital heart dissase?

: Yes No
AEERChoIY Or & ML ahoniie L 1 2. isthere a histery of hoart vaive discase? = [
3. Has an ICD (implanted Cardiac Defibrillator)
or biventricular pacemaker with defleiliator/ 3. Is thera a history of aortic stenasis? Yos No
cardiac resynchronisation therapy defibriltator _‘5 8 If Yes, please provide relevant reports L 11 |
(CAT-D type) been implanted? LA L] (inchuding echocardogram),
% mmi :a:::s:hg::':'v I'ap:u Iammm ;:;8' { Yes No 4. |s there any history of ambolism? Yes No
(CRT-P typaj beert mplanted? ml (not pulmonary embolism) n |
If Yes: '
p— — 5. Does the applicant currently have Yes No
e | 1] | SRt syTTeta? | O
t licant frée of the sy thad
i ::sau';;pt:ec;‘wc::oobe :"s;drgptonu * . 6. Has thera been any progression since the Yes No
(¢) Does the applicant attend a pacemaker i S Rppiicsn (i reavanid L 11
clinic regularfy?

SEENEEEEEE
Applicant’s full name ‘ Il l |~ ‘ | ]I



Note: If Yes to questions 2 1o 6, please give dates in the

e Cardiac other boxes provided, give detalls In section 8, page 7 and provide
_ . relevant reports,
ks there a history or evidence of heart fadure? Yes No 2. Has an exetcise ECG been undertaken Yes No
If No go to section 31, Cardiac channelopathies | \ for planned)? —y 1 [ 1 10 B
if Yes, please answer all questions end encicee ’ l l Ll S
relevant hospital netes.
1. Please provide the NYHA class, l 3, Hasan echocartbogr"e\m been undenake’n Yes No
NS DY EXN? EEEEE
2. Estabished cardiomyopathy? Yes No‘ {al It undertaken, is or was the left ejecticn tracuon
If Yes, please give detalls in section 9, page 7. | | | | greater than or equal 1o 40%7 []]
other cardlac assist device been Implanted? | | | (or pranned)? pomaie — 1]
Yes No l l l ! \ ! I

4. A heart or heart/lung transplant? py ]

I 5. Has a 24 hour ECG tape been undertaken  Yes No
Yes No (or planned)? ’ ] l [ I ' I i

5. Unlireatad atrigd myxoma? g ‘

{ Cardiac channelopathies 8, Has a myccardial perfusion scan or slress Yes No
e =

Is there a history or evidence of the Yes No | l ‘ | ' [ ]
following conditions? 11 ] ] el bt Ll o U
it No, go to section 3g, Blood pressure - 7. Date last seen by & consultant specialist for any cardiac

Yes No condition declared: ] ‘
1. Brugada syndrome? ‘ l Ll ‘

2. Long QT syndrome? AL 4 Psychiatric iliness
If Yes 10 either, please give details in section @, |

page 7 and enclose relevant haspital notes. — I there a history or evidence of psychiatric Yes No
iness within the kst 3 years? i I ]
I No, go to section 5, Substance misuse
g Blood pressure Il Yos, please answer all guestions below,
All questions must be answered, 1. Signficant psychatne disorder within the Yes No
if resting blood pressure is 180 mmyHg systclic or more past 6 months? If Yes, please confim condition. | [ ]
and/or 100mmHg diastolic or more, plkease taka a further | ‘
2 readings at least & minutés apart and record the bast A 1
of the 3 readings in the box provided. 2. Psychosis or hypomamahnanla within the Yes No
1. Please record today's best " / ] past 12 monihs, including psychotic depression? l L
rasting blood pressure reading. Yes No
2. Is the applicant on anti-hypertansive treatment? Yes N° 3. Damentia or cognitiva impairment? i | |
If Yes, pleass provide theee previous readings l :
with dates it avadiable. , P 5 Substance misuse
/ I ] [ l is there a history of drug/alcohol misuss Yes No
/ | | [ { Gl or dependence? HE
[SARSIRFYIgI] S -3 5 ) If No, go to section 6, Sleep disorders AT
r “ T r If Yes, please answer all questions balow,

3. Is there a history of malignant hypertension? ~ Yes No
if Yos, please give details in section 9, |

1. s thess a history of alcohol dependence Yes No
in the past 6 years? [ i

l

I

page 7 (including date of diagnosis and any treatment efc) @@l Is it controlled?
(b) Has the applicant undargone an akcohol
h Cardiac investigations detoxification programme? T ) L
Have any cardiac investigations been Yes No T YL S o0, “ ! [ ] l I J
undertaken or planned? | Yes No
If No, go to section 4, Psychiatric liiness 2, Persisient alcohol msuse in the past 3 years? l b
I Yes, please answer questions 1o 7, {n) Is it controlled? {+ =
1. Has aresting ECG been undertaken? Yes NO 3 persistent misuse of drugs o other substances Yes No
if Yes, does it show: - _’ In the past 6 years?
(8) pathological Q waves? I | (a] If Yes, the type of substance misused?
(b) lent bundle branch block? | | [
(c) right bundle branch block? ﬁ o} Is 1t controlled? .
if Yes to {a), (b) or (c}, please provide a copy of o (c) Has the appicant undertaken an oplate |

the relevant ECG report or comment in saction 9, page 7, treatment programme? iz binl A
If Yes, gve date started | | l [ l l

|

| | Dateotbith| | | | | | |

b

Applicant's full name




6 Sleep disorders S. Does the appiicant have a histoey b
of Iver disease of any crigin? [ || |

1. s there a history or evidence of Obstructive Yes No it Yes, 15 this the result teerire ]
Sleep Apnoea Syndrome or any cther medical [ - of alcohol misuse? H R
condition causing excessive sleepiness? : if Yes, please give details in saction 8, page 7,

It No, go to section 7, Other medical conditions.
It Yes, pi=ase give diagnosis and answer all questions 6. s Mare a history of renal fallre? Yeg. Nj
below. it Yes, please give details in section 9, ]
‘ page 7.
= 7. Does the applicant have severe symptomatic Yes No
a} If Obstructive Sleep Apnoea Syndrome, pleasa respiratory disease causing chvonic hypoxia? | | ||
indicate the saveriy: .
Mild [AHI <15) - 8. Doss any medication currently taken cause  Yes No
Moderate (AHI 15 - 28) | | the appficant side effects that could affect | | | |
Severe (AHI >29) | safe driving?
Not known =] I Yes, please 1ill in saction B, Medication
If another measurement other than AHI is used, it and give symptoms i section 9, page 7.

must be one that is recognisad In clinical peactice
as equivalent to AHI. OVLA not preaceibe 9. Does the applicant have any other medical Yes No

differant measuraments as this is a cinical lssue, condition that could affect safe driving? ’ ||
Plaase give datails n saction O page 7, Further detais. it Yes, please provide cetalls in section 9, page 7.

b) Please answer guestions (i) to (vi) for all sleep
conditions, L 8 Medication
{i} Date of diagnosis: l | l l i ‘

N BN . Yes No Please i

trirt AT provide detads of all current medication Including
(i) Is it controlled successfuty? . eye drops (continue on a separate sheet il necessary)
(i) If Yes, please state treatment.

e Madication Dosage
Yes No Reason for taking:
() Is applicant compliant with treatment? m
Date started:
(V) Please state period of cantrol:
‘ % ths :
J y = _____J v Medication Dosage

{vi} Date of last review. _[E[LL

Reason for taking:

Yes No ) ‘
2. |5 there a history or evidence of narcolepsy? ] Date stanted: ’

7 Other medical conditions w

1. Is there currently any functionad impairment  Yes  No oS
that is Skely 1o affect control of the vehicle? Raasanfor \aking:

Date started: ‘

2. |Is there a history of bronchogenic Carcinoma vas  No
or other malignant tumour with a significant

bty o metastasse coroaty? I

3. Is there any kness that may cause significant YW No p for Tk
fatigue or cachexia that affects safe driving? N

Date started Iviv]

4. 15 the applicant profoundly deat? Yes No

Medication ! Dosage

It Yes, is the applicant able to communicala

in the avent of an emergency by speech Yes No |
ur by using a device, e.g. a lexiphone? '

Resson for taking.

Date slaned.

ENENEEEENENNNE
Applicant's full name | | ] l]l IIII ~ Date of birth
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9 Further details 10 Consultants' details

Please sand us copies of relavant hospital notes. Do not Pisase provids detalls of type of specialists or consultants,
send any potes not related to titness 1o drive. Use the including address.
spaca balow to provide any additional mformation. '

Consuitant in

Reason for attendance

Name

Address

Date of last appointment. l__l L LL

Consuftant in
Reason for attendanca

Name

Address

Date of lest appointment, I l I l l
If more consultants seen give datails on a separate shest.

11 Examining doctor’s signature

and stamp

To be campleted by the doctor carrying out the examinaticn.

Plaasa make sure all sactions of the form have been completad.
The torm will b2 returned to you If you do not do this.

| confiern that Bis report was completed by me al examination
and | have taken the applicant's hstory inta acoount, | also
confirm that | am currently GMC registered and licensed

to practice in the UK or | am a doctor who is medically
registared within the EU. if the report was completed

outsice the UK,
?ignatun of examining doctor
,!
Date of signature | l | l l l
Pocmm
HNEENENENEENEEN | o
Applicant's full name *I | %lﬂ,.«y[,,,' . | l I | ‘ °"°°’b""‘% [ l I v ] Y]




The applicant must complete
this page

Applicant’s declaration

You must fill in this section and must not alter
it in any way.

Please read the following important
information carefully then sign to confirm the
statements below.

Important information about
fitness to drive

As part of the investigation into your fitness
to drive, we (DVLA) may require you to have
a medical examination or some form of
practical assessment. If we do, the people
involved will need your medical details to
camry out an appropriate assessment. These
may include doctors, orthoptists at eye clinics
or paramedical staff at a driving assessment
centre. We will only release information relevant
to the medical assessment of your fitness to
drive. Also, where the circumstances of your
case appear exceptional, the relevant medical
information would need to be considerad by
one or more members of the Secretary of
State’s Honorary Medical Advisory Panels.
Panel members must adhere strictly to the
principle of confidentiality.

Declaration

I authonse my doctor and specialist to release
reports and information about my condition
which is relevant to my fitness to drive, to the
Secretary of State’s medical adviser

I understand that the Secretary of State may
disclose relevant medical information that is
necessary to investigate my fitness to drive, to
doctors, paramedical staff and panel members,

| declare that | have checked the details | have
given on the enclosed questionnaire and that,
to the best of my knowledge and belief, they
are correct.

| understand that it is a criminal offence if | make
a false declaration 1o obtain a driving licence
and can lead to prosecution.

Name
Signature
Date

| authorise the Secretary of State to:
Yes No

inform my doctors about

the outcome of my case D D
release reports

to my doctor(s) D D

Contact me about my application by:
Yes No

email D D
sms(text message) D D

(Please note: DVLA will continue
to contact you by post if you do not

wish to be contacted by email or text.)

Checklist Yes
* Have you signed and dated

the declaration? D
* Have you checked that the Yes

optician or doctor has filled

in all parts of the report and

all relevant hospital notes have

been enclosed? D

Important

This report is valid for 4 months from
the date the doctor, optician or
optometrist signs it.

Please return it together with your
application form.



