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SECIION l. D ver tnformation ato be

'tlP/(Dl ApllkrnvtblC!,: See inriudio6 turdetirir,oh5.

kThiJ doaument contains s€nsitive information
information approp ateiy to prevent
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forofiicialuse only. Improper handling ofthiS information aould negatkely affect individlals. Handleandselosure by keephg the documenB under the €ontrol of authorieed peisois. i,iopJy alspose ot tlis Oocumentrequirements.*no longer required to be maintained by
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Other health condition(s) not described

Did you answer "yes- to anyofquestions I

SECflON 2. Examinalion noport (to be
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OMBNo. 212&0006 ExpiralonDate:

DOB: Exam Datel

Not
I{o Sure

Q Q 16. Dizziness, headaches, numbness, tingling, or memory

O O loss

O O 17. Unexplained weight los5

O O 18. StIoke, mini-stroke (TlA), paralysis, or weakness

O O 19. Missing or llmited useofarm, hand, finger, leg, foot, toe

20. Neckor back problemr

O O 21. Bone, muscle, joint, or nerve problems

22. Blood clots or bleeding problems

23. Cancer

24. chronic (long-term) infectlon or other chronic diseates

25. Sl€ep disordert pauses in breathing while asleep,
daytime sieepiness, loud snoring

26. Have you ever ha d a sleep test (e.9., sleep opneo)?

27. Have you ever spent a night inthe hospital?

28. Have you ever had a broken bone?

29. Have you ever used or do you now use tobacco?

30. Do you currently drink alcohol?

31. Have you used an illegal substance within the past two
years?

32. Have you ever failed a drug test or been dependent on
an illegal substance?
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Do you have or have you €ver had:

1. Head/brain injuries or illnesses fe.g.,

2.seizures, epilepsy

3. Eye problems (except q/arses or

4. Earand/or hearing problems

5. Heart disease, heart attack, bypass, or
problems

6. Pacemaker, stents, implantable
procedures

7- High blood pressure

8. High cholesterol

9. Chronic (long-term) cough, shortness
breathing problems

10. Lung disease /e9., oithma)

1t. Kidney problems, kidney stones, or
urination

'12. Stomach,liver, or digestive problems
'13. Dlabetes or blood sugar problems

lnsulin used

1 4. Anxiety, depression, nervousness,
problems

15. Fainting or passing out

O Yer ONo O Not

lf so, please commentfurther on those health conditions below Oyes O Irto O Wot

lcerti&that the above information ls

and my MedicalExaminer's Certiftcate, that
of fraudulent or intentionally false

and complete. I understand that ina€curate, false or missing informatioh may invalidate the examination
offraudulent or intentionally false information is a violation of49I-itt 190.35, and that

may subject me to civilor criminal penalties under49 qilj-.19Q.37 and {9-eFL386 Appendices A and 8.

by the medicol examinet)

Review and discuss pettinent divet answe$ and
drivels safe opention ofa commercial

availqble medicol rccords. Comment on the drivefs rcsponses to the'heokh history' questions thot may offect
(CMV).

(Attach odditionol sheets if



Form llrCSA-sar5 OMB No. 2126.0006 Expirdtion Oate:

DOB: Exam Date:

Other testing if indicated

Virion
Stondord is ot hast 20/40 acuirl (Snellen) in
least 70'field ofvision in horizonzl
rcctive lenses shauld be narcd on the

A<ulty Uncorrected Cor

Right Eye: 2O/_ 2O/.

Left Eye 20/ 2A/

Both Eyes: 20/_ 20/

Applicant can recognize and distinguish
signal5 and devices showing red, greeo

Monocular vision

Referred to ophthalmologist or

Received documentation from

O ves O t'to Height:_ Feet _ircheJ Welght _pounds

Urinalysis 5p. Gr. lProtein I Blood

Urinalysis i5 required.
Numerlcal readings
must be recorded.

Prctein, bload, ar sug in the uine moy be on indication for further
rule aut ony underlying medical prablem.

He&rin9
eye with or without corection. At Stondard: Must lirst perceive whispued wice ot not less than 5 feet OR

in eocheye.fheuse ofcor heoring loss ofless than orequalto40dB, in better eat (with orwithaut

Horizontal Field ofMston Check if hearing aid used for test: I Rigtrt Ear ELeft Ear n Nei

. Whispcrlert nesults Right Ear
Right Eye: _ degrees ^ , _. ^Record distance (ln feetl from drlver at which a forced
Left Eye: _degrees whispered voice can first be heard

Yes No On

trafficcomrol O O Audiomotrlc Tast R.suh3

O O soouz 100oHz 2oo0 Hz 50oHz rooonz 2000oo
or oDtometrist? .) .)

- Average (riqht):

The presence ofa certain condition may
is readily amenable to treatment, Even if
Also, the driver should be advised to take
result in a more serious illness that might
Che(k the body systems for

Body System
1. General

2. Skln

3. Eyes

4. Ears

5. Mouth/throat

6- Cardiovascular

7- Lungs/chest

Discuss any obnomol answers in detoil in
Entetopplicoble item numbet befote each

necessarily disqualify a driver, particularly if the condition is controlled adequately, is not likely to
rndition does not disqualify a driver, the Medical Examiner may consider deferring the driver temF

necessary steps to (onect the condition as soon as possible, particularly if neglecting the condition

Normal Abnormal Body Sy$tem

O O 8. Abdomen

O O 9. Genito-urinary system including hernias

O O 10. Back/Spine

O O 11. Extremities/ioints

O O 12. Neurological system including reflexes

O O '13. Gait

O O 14. Vascular system

belaw and indicatewhether itwould affect the d rivef s obility to operate a CMU

Normal

o
o
O
o
o
o
o

(Aftoch odditionol sheets if



Formllr(SA-5ar!

olecse aomprefG 0rrry one s{ the (Federul $ state) Mediaol €xafi iner Detcr,,,l'i atipn see.iont:

OMB No.2126-0006 Expiration Dat€: l

Usethis sectioi for examinaiions

O Does not meet sta ndads (specify

O Meets standards in 4t{!lt 391_4}

O Meets standardt but periodic

Driver qualified fon Q 3months

flWearing corrective lenses n
n Accompanied by a Skill Performance

n Driving within an exempt intracity

n Determination pendir.g (specily

tl Return to medical exam office for

n Medlcal Examination Report

n lncomplete examinatior, lspecify

I have performed this evaluation for
and attestthat to the best ofmy

Medi(al Examiner's Signature:

lvledical Examiner's Name {pleose print or

Medical Examiner,s A66r"rr. 122 East

Medlcal Examiner's Telephone Number:

Medical Examiner's State License,

I tr,1O IOO E Physician Assistant

Other Practitioner (ipecitl;

National Registry Number: 4041591

in accor<lonce with the FederciMotot Csui$ Safety Regulationt (49 CFR 391.41-3911!g:

Q omonths Q tyear O othet (specify):

hearing aid f] Accompanied by a waiver/exemption (i pecily type):

(sPE) Certificate I Qualified by operation of 49.qR 191.64 ,'ae(4'<74

o (must be 45 days or less)l

lfthed ver meet3 the standards in 49 ([8-391,4L ther $mpl.te a edi(al [xamine/r C.rtm(ate ar stat€d ir {8.!f{f9!431$, as approprhtc,

I have personally reviewed all available records and recorded information pertaining to this
I believe it to betrue and corect,

Dr. Ross Ramsey, D.C, CME

State: h Zip Code: 7

318-335-1000 Date certificate signed:

Chiropractor X Advanced Practice Nurse

, Medical Examiner'sCertificate Expiration Date:

DoB,-First Name:


