\f

Form MCSA-5875 (Revised: 12/09/2015) OMB No.2126-0006 Expiration Date: 8/31/2018

Fa r 3
Last Name: gy | na iy First Name: \<. 80\ A Middle Initial - 00B: |8 /7€ ExamDate: (o] |3 [2%
il b A

=
Please complete only one of the following (Federal or State) Medical Examiner Determination sections:

MEDICAL EXAMINER DETERMINATION (Federal)

"4

Use this section for examinations performed in accordance with the Federal Motor Carrier Safety Requlations (49 CFR 391.41-391.49):
() Does not meet standards (specify reason): '

eets standards in 49 CFR 391.41; qualifies for 2-year certificate
O Meets standards, but periodic monitoring required (specify reason):
Driver qualified for: () 3months () 6 months (O 1year () other (specify):
[ ] Wearing corrective lenses  [_] Wearing hearing aid [] Accompanied by a waiver/exemption (specify type):
[ ] Accompanied by a Skill Performance Evaluation (SPE) Certificate [] Qualified by operation of 49 CFR 391.64 (Federal)

() Determination pending (specify reason):

[ ] Return to medical exam office for follow-up on (must be 45 days or less):

] Medical Examination Report amended (specify reason):

(if amended) Medical Exarminer's Signature: Date;

(O Incomplete examination (specify reason):

[llfthe driver ﬁeeh the standa?d; outlined in 49 CFR 391.41, then complete a Met_iical Examiner's Certificate as 'statg@ 49 CFR 391.43(h), as a;)propriatg.;l

I have performed this evaluation for certification. | have personally reviewed all available records and recorded information pertaining to this evaluation,
and attest that to the best of my knowledge, | believe ig to be true and correct.

Medical Examiner's Signature: =)

Medical Examiner's Name (please print or typeD—ri—Of\f\

Medical Examiner's Address:\ﬂm DQQMHWT\MY\M City:(_)_,uv\_szj f\_}-@ﬂs Statel Zip Code: ’H 117
Medical Examiner's Telephone Number: “HO Go 77 (o  Date Certificate s?énéd; lp ! A ‘i U’7

Medical Examiner's State License, Certificate, or Registration Number: RAE 1289 Issuing State:¥—A-1")
D []DO [_]Physician Assistant ] Chiropractor [[] Advanced Practice Nurse

[] Other Practitioner (specify): : 1 o
National Registry Number: D ILNA”ALNS lMedlcaI Examiner's Certificate Expiration Date: | |
- L4 - S S—
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Last Name: First Name: Middle Initial: DOB: Exam Date:

MEDICAL EXAMINER DETERMINATION (State)

Use this section for examinations performed in accordance with the Federal Motor Carrier Safety Requlations (49 CFR 391.41-391.49) with any applicable State
variances (which will only be valid for intrastate operations):

(O Does not meet standards in 49 CFR 391.41 with any applicable State variances (specify reason):
() Meets standards in 49 CFR 391.41 with any applicable State variances
() Meets standards, but periodic monitoring required (specify reason):
Driver qualified for: () 3months (O 6months (O 1year (O other (specify):
[ ] wearing corrective lenses [] Wearing hearing aid [] Accompanied by a waiver/exemption (specify type):
[] Accompanied by a Skill Performance Evaluation (SPE) Certificate [ Grandfathered from State requirements (State)

Uf__th_e driver meets&he standards outlined m 49 CFR 391.41, with applicable State variancéﬁ, then complete a Medical Examiner's Certificate, as appropriate.

| have performed this evaluation for certification. | have personally reviewed all available records and recorded information pertaining to this evaluation,
and attest that to the best of my knowledge, | believe it to be true and correct.

Medical Examiner's Signature:
Medical Examiner's Name (please print or type):

Medical Examiner's Address: City: State: Zip Code:
Medical Examiner's Telephone Number: Date Certificate Signed:

Medical Examiner's State License, Certificate, or Registration Number:

[ ImMp [Jpo []Physician Assistant [] Chiropractor [ ] Advanced Practice Nurse

[[] other Practitioner Gspecify: 0 T e e T e ST e
National Registry Number: Medical Examiner's Certificate Expiration Date: ___

Issuing State:
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DRIVER HEALTH HISTORY (continued)
Not Not
Do you have or have you ever had: Yes No Sure Yes No Sure
1. Head/brain injuries or illnesses (e.g, concussion) @, @/ (O 16. Dizziness, headaches, numbness, tingling, or memory O & O
2. Seizures, epilepsy O & O loss _ _ -
3. Eye problems (except glasses or contacts) & @/ ® 17 Unexplalr'ae‘d weight loss - @) e
4. Ear and/or hearing problems o e 18. StToIfe, m:m—stlroke (TIA), paralysis, orﬁweakness D) 2
5. Heart disease, heart attack, bypass, or other heart O d 0 19. Missing or limited use of arm, hand, finger, leg, foot, toe O ®8
problems 20. Neck or back problems O @ O
6. Pacemaker, stents, implantable devices, or other heart O @& O 21.Bone, muscle, joint, or nerve problems Q@ 0
procedures 22. Blood clots or bleeding problems O ¢ O
7. High blood pressure @ L 53 Eanrer O &0
8. High cholesterol O @0 24. Chronic (long-term) infection or other chronic diseases O & O
9, ChroniF (long-term) cough, shortness of breath, or other O @/ @) 25. Sleep disorders, pauses in breathing while asleep, O @ O
breathing problems daytime sleepiness, loud snoring
10. Lung disease (e.g, asthma) O ®/ O 26. Have you ever had a sleep test (e.g, sleep apnea)? @) ®/ @)
11.Kidney problems, kidney stones, or pain/problems with O @/ ®, 27. Have you ever spent a night in the hospital? @) @/ O
urination
. N ®/ 28. Have you ever had a broken bone? O & O
12. Stomach, liver, or digestive problems ) ©
. 29. Have you ever used or do you now use tobacco? O & O
13. Diabetes or blood sugar problems O @/ D) g
. 30. Do you currently drink alcohol? @O O
Insulin used @ @/ O E A
. , 31. Have you used an illegal substance within the pasttwo O & O
14. Anxiety, depression, nervousness, other mental health o) & O years?
problems ) @/
- ; ®/ 32. Have you ever failed a drug test or been dependent on O O
15. Fainting or passing out G &) an illegal substance?
Other health condition(s) not described above: O Yes @’ﬁo (O Not Sure
[
Did you answer "yes" to any of questions 1-32? If so, please comment further on those health conditions below. @-\’es ONo O Not Sure

i [ dnnK Pen w/ceil
|_

(Attach additional sheets if necessary)

CMV DRIVER'S SIGNATURE

| certify that the abgVe infdrmation is accurate and complete. | understand that inaccurate, false or missing information may invalidate the examination
éAminer' Certificate, that submission of fraudulent or intentionally false information is a violation of 49 CFR 390.35, and that submission
y : Is mformatlon may subject me to civil or criminal penalties under 49 CFR 390.37 and 49 CFR 386 Appendices A and B.

Date: {! )3 [7

SECTION 2. Examination Report (o 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's responses to the "health history" questions that may affect the
driver's safe operation of a commercial motor vehicle (CMV).

OCc. TATH

L OHSUE (ﬁ C

(Attach additional sheets if necessary)
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Maryland Motor

Vehicle Administration
6E01 Ritchie Highway, N.E.
Glen Burnie, Maryland 21062

‘Motor Vehicle Administration
410-768-7000

1-800-850-1MVA
CUSTOMER SERVICE CENTER

1-800-482-4575
Y

waww, MVA Maryland.
WEB SITE s ggy

CDL Medical Certificate Receipt

Nam(‘P) 0}// Sa/m 0Y_ Soundex S-455" 7444 L7357

: @U/pdated Medical Certification Card (DOT) '
Date issued: 3//7 Date Expires: / C?
gélf-Certification Form ;
Date signed: gg—! (p7]"] Date Expires: é// /q

Today’s documents have been received by: /P) % in the@iﬁ&_@%ﬁ)]i

office.

This receipt is to reflect the business conducted on fQ [’b(l ‘ 2 with the MVA in reference to
your Commercial Driver’s License. Keep this receipt for your records. If you have any
questions, please feel free to contact the CDL Unit at 410-424-3777.

Both the Medical Certification Card (DOT) and Self-Certification Form can be faxed to (410) 787-
7959 or email the documents to: cdlmedcert@mva.maryland.gov :

Larry Hogan - Govemor ~ Boyd K. Rutherford - Lt Govemor



