Form MCSA-5876

OMB No. 2126-0006 Expiration Date: 11/30/2021

Q)

US. Department of Transportation
Federal Motor Carrier
Safety Administration

Medical Examiner's Certificate
(for Commercial Driver Medical Certification)

I certify that | have examined Last Name: LMQL hon First Name:

@ the Federal Motor Carrier Safety Regula

(O the Federal Motor Carrier Safety Regulations (49 CFR391.41-397 4

The information | have
MCSA-5875, with any attachments embodies my findings completely and correctly,

tions (49 CFR 391.4 1-397.49) and, with knowledge of the driving duties, I find this person is qualified, and,
9) with any applicable State variances (which will only be valid for intrastate Operations),

Ifind this person is qualified, and, if applicable, only when (check all that apply);
] Wearing corrective lenses [] Accompanied bya waiver/exemption 'l Driving within an exempt intracity zone (49 CER 39 1.62) (Federal)
N
D Wearing hearing aid [] Accompanied by a Skill Performance Evaluation (SPE) Certificate [J Qualified by operation of 49 CFR 391.64 (Federal)

true and complete. A complete Medical Examination
and is on file in my office,

NGM inaccordance with (please check onfy one);

if applicable, only when (check all that apply) OR
and, with knowledge of the driving duties,

[} Grandfathered from State requirements (State)

Medical Examiner's Certificate Expiration Date

— T

o 3 ]

Report Form,

Medical Examiner's Name (plegse print or type)

Melissa Denham

Medical Examiner's state License, Certificate, or Registration Number

D0061289 :

—

Medical Examiner's Telephone Number

4109026776
T e L e

MD Physician Assistant O Advanced Practice Nurse
y
Opbo O Chiropractor O Other Practitioner (specify)

Issuing State

Datg Certificate Signed

National Registry Number

Maryland E 2711999109
I R, | — 5

Driver's Address
Street Address: &M uu ~ m mw ..\: W mmw City:

Rtrop AL T

Driver's License Number

S4s557 Y 735/

Issuing State/Province

My - N

CLP/CDL Applicant/Holder
State/Province: NNN“ v E Zip noamnNm\ m 3 (Pes O No




Form MCSA-5875 OMB Mo. 2126-0006  Fxpiration Date: 11/30/2021

Public Burden Statement

A Federal agency may not conduct or sponcor. and a persan is not required 1o respond to, nor shall o percon be subject to a penalty for failure to comply with a collection of information subject to the requirements of
the Paperwork Reduction Act unless that collection of information displays a current salid OMB Contiol Number The OMR Control Nurnber for this information collection s 2 126-0006. Public reporting for this collection
of information is estimatec te be approximately 25 minutas perresponse, including the time for revie: ving instructions gathering the data needed, and completing and reviewing the collection of information. All
. responses to this collection of information are mandatory Send comments regarding this hureen s timate ar any other aspect of thic collection of information including suggestions for reducing this burden to:

Information Collection Clearancs Officer. Fedaral Mator (arriet Safely Admunistration. MCRRA. 1200 Maw 1 rsey Avenue, SE, Washington D 20590
U.5. Department of Transpartation H i 1
e el Medical Examination Report Form
Safety Administration {far Commercial Driver Medical Cer tification)

! MEDICAL RECORD #
18G50 |
|
[

SECTION 1. Driver Information (fc /' /il ot b 1o, i) for sticker)

PERSONAL INFORMATION

Last Name: me@, . FirstName: 7 ) Middle Initial: ﬁ Date of Birth: &75 ’ i?ﬁ ' Zg f‘\ge:iﬂr
Street Address: ﬂjj s Eb{yfﬂ,g _ ﬂ? ity ﬂﬁﬂ)ﬂu{ﬂ/wﬁd __ State/Province: mp_ Zip Code: 71 | /33
Driver's License Number: Sq__(gf-l,_’tqj’@vg i Issuing State/Province: n’p _ Phone: LG _@ﬁ’_q&%nder: tﬁ{(:) F

E-mail (optional: gﬁhﬂ?{ﬂg’jﬂﬁ MAN & hﬂ(_r cCOm N CLP/CDL Applicant/Holder*: %s () No
Driver 1D Verified By**: - dﬁyi(;.s _l’_N_C’KV}-_%G

Has your USDOT/FMCSA medical certificate ever been denied or issued for less thar 2 years? () Yes Wﬁf_l Not Sure

“CLP/CDL Applicant/Holder: See instructions for definitinns

“Driver 11 Venified By Record what type of phota 1D was usedt to veiify the identity of the driver, e.q., CDIL, driver's license, passport.

DRIVER HEALTH HISTORY

) Yes (¥lo ) Not Sure

Have you ever had surgery? If"yes," please list and explain below,

Are you currently taking medications ooescripion, over e o herbalremedies diet supplement<)? () Yes (y _) Not Sure
If "yes," please describe below.

Attae b additional “heets if nece 51

**This document contains sensitive information and is for official use only. Impraper handling of this information rould negatively affect individuals, Handle and secure this
information appropriately to prevent inadvertent disclosure by keeping the documents under the contiol of autharized persons, Properly dispose of this document when

no longer required ta he maintained by requlatory requirements **
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Form MCSA-5875 OMB Mo. 2126-0006  Expiration Date: 11/30/2021

lLast Name: __,S U-j\/h{w’}" - First Name: _QO DOB: Q S of t’g}g_ Exam Date: _ Ol -O__g' i’l_-}:l

DRIVER HEALTH HISTORY (continted)

Do you have or have you ever had: Yes No S“ll:::: Yes No Sp::::

1. Head/brain injuries or illnesses i 1 1y e ! VK: 116 Dizziness, headaches, numbness, tingling, or memary ) @( Q

2. Seizures, epilepsy ) V0 loss

3. Eye problems (cxcept ahasses or conracrs) (7 oy T Unexplained weight loss O & )

4. Ear and/or hearing problems O QPO 18. 5troke, mini-stroke (TIA), paralysis, or weakness O & 0O

5. Heart disease, heart attack, bypass, or other heart N V/’ y 19 Missing or limited use of arm, hand, finger, leg, foot, toe @) @/(’_‘n
problems 20 Meck or back problems O & O

6. Pacemaker, stents, implantable devices, or other heart Cx
procedures

C) )

2

-Bone, muscle, joint, or nerve problems O &0
Blood clots or bleeding problems CJ @/ O

) = ,
: 23. Cancer O @/ O

) i} ) : . L e g
24. Chronic (long-term) infection or ather chronic diseases O fi)/ O

9.Chron‘rc(long-tﬁrm)r_ouqh,sllurmess of breath, ar other () (" ) =

Ple]
7. High blood pressure ()

]

8. High cholesterol )

. 25.5leep disorders, pauses in breathing while a ) @ C
breathing problems s S reathing while asleep, LW O
daytime sleepiness, loud snoring

10. Lung disease (.., asthma 'V )6 Have you ever had a sleep test e . steep apnenl? O @O0
1 5:?nna‘i¥o?1r0biems’ HARIONRE S AR ema Wit i U 27. Have you ever spent a night in the hospital? O ,@f O
. . ) 28 Have you ever had a hraken bone? O ¥ o
12. Stomach, liver, or digestive problems @) :/, ) y v O C
X 29, Have you ever used or do you now use tobacco? O b
13. Diabetes or blood sugar problems ) ,/ ) ’ Y - @ C
) 0. Do you currently drink alcohol? @, tE/ &)
Insulin used T 2 f
. ) 31 Have you used an illegal substance within the past two O @ O
14. Anxiety, depression, nervousness, other mental health O A0 years? + B o
problems o B — 5 @
o p 37 Have you ever failed a drug test or heen dependent on O @O
15. Fainting or passing oul O ¥ O anillegal substance?
Other health condition(s) not described above: ) Yes m ) Not Sure

Did you answer "yes” to any of questions 1-327 If so, please comment further on those health conditions below. () Yas Em () Not Sure

L andditional sihicets if necessary)

rmation is accurate and complete. | understand that inaccurate, false or missing information may invalidate the examination
and my MedicalExaminens Certificall, that submission of fraudlulent or intentionally false information is a violation of 19011 1015 and that submission
: [nfprmation may subject me to civil o criminal penalties under 1 1 {1 300 3 and 19 FLan Appendices A and B,

e 0§ Y

SECTION 2. Examination Report i i ille ont 10 (e 1o it et

Review and discuss pettinent Adviver ane 3 et mimenton the ariver's tesponess (o the “health Ristory” questions that mav affect the

driver's safe operation of acommerc il m

|

oee G0N i haares fovo

Atteie b aadiional sheets it necesseans) j
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Form MCSA-5875 OMB No. 2126-0006  Fxpiration Date: 11/30/2021

DOB: DS Oﬁﬁ{l’g__ Exam Date: _?‘9'03"'9'.\

Last Name: __Synmm _ First Name: ﬂ»‘)\—l

Pulserate:  (y{y_ Pulse thythm reqular: @ves () No Height: @ fecr 10 in e Weight: LAY Moma

Blood Pressure Systolic [iastolic Urinalysis Sp. Gr. Protein | Blood | Sugar
Sitting | 3§ gl Urinalysis is recuirec, o
Second reading Numerical readings f 0 ; A A & ¢
{optional) must be recorded, .
Othertestingifingii_qatid o preeny pdoecd o stder o the anee e be an mdication for further testing te
S o ' | redde ot v undervina pmedi 7l peohlem

Vision Hoarving
Standare is at least 2040 acuty (nellent i e, frevewith ovwathont comrection, At taniand Ast Birst e whspered vowce at nor fess than 5 feet OR aver e
least 70° field of vision i horizontal meridion mecasired i eccb rve e ntoor heaning lass of fess than e caual to 40 a8, in better ear (with o without hearing ard),
tective lenses should be poted on the Medieal Fvarmer s © ety ate
Acuity Uncorrected  Contected  Horizontal Field of Vision  Check if hearing aid used for test: I_IRight Ear [ ]Left Far either

-~ P ot 1 . o

) 3 (8 Whisper Test Results Right Ear  Left Ear

Right Eye: Zuf-ﬁ ) 20/ Right Fye: 'j/ degrees i ) ] v

o o ‘ e Record distance (1171} from driver at which a forced
Left Eye: 200 S 0/ LeftEye: 555 degrees  whispered voice can first be heard
Both Eyes: 00 5 w0 Yes No 17
Applicant can recognize and distinguish among traffic control @ ' Audiometric Test Results
signals and devices showing red, green, and amber colors Right Ear Left Eap

Monocular vision ) R 500Hz 1000 Hz 2000 Hz 500 Hz 1000 Hz 2000 Hz
Referred to aphthalmolagist or optometrist? O \9 w0 | {o! Lo e )
@

Received documentation from ophthalmologist or optometrist? ) =
¥ 9 ' Average (right): 3 L& Average (lefy): B 30

PHYSICAL EXAMINATION

The presence of a certain condition may not necessarily disqualify a driver, particularly if the condition is controlled adequately, is not likely to worsen, or
is readily amenable to treatment. Even if a condition does not disqualify a driver. the Medical Examine! may consider deferring the driver temporarily.
Also, the driver should be advised to take the necessary steps to correct the condition as soon as possible, particularly if neglecting the condition could
result in a more serious illness that might affect driving.

Check the body systems for abnormalities.

Body System Normal - Abnormal  Body System Normal  Abnormal
1. General O ) 4. Ahdomen @ @)

2. Skin 0 &) 9. Genito-urinary system including hernias @ ]

3. Eyes ‘0 i 10. Back/Spine 0 )

4, Ears ﬂ ] I'1. Extremities/joints ﬁ 3

5. Mouth/throat @ () I 2. Neurological system including reflexes @ O

6. Cardiovascular @ € 13. Gait © O

7. Lungs/chest o ' 14. Vascular system @ )
Discuss any abnommal answers in detail i the cpace beloes mid tevhether itvoudd aftect the doves's abilay to operate a CMV,

Enter applicable itern nmiber before coe b conmeni

Attach additional sheets if necessany)
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Form MCSA-5875 OMB No, 2126-0006 Fxplraunn Date: 11/30/2021

rEstName: _Swdmon _ FirstName: Qi,v{ pos: 5 .0% - f(f”rY  Exam Date:_Ob. Ogﬂ

Please complete only ane of the following (Federal or Siate) Medical Fxaminer [1eter mination sectione:

MEDICAL EXAMINER DETERMINATION (Federal)

Use this section for examinations performed in aceordanee with the Fedesal A loton @ arvier Safetyv Begulations (49 ¢ FR 207,41 3107 q0).

() Does not meet standarcls (< ifyiecison s

@ Meets standards in 19 CI'R 391 41; qualifies for 2- vear certificate

() Meets standards, but perindic monitoring recquired 15 e it e o

Driver qualified for: 1 3 months D 6months () Tyear () other jtoeeifin |

—_— |

[ ] Wearing corrective lenses | Wearing hearing aid |~ | Accompanied hyH\NE\WGT/exe]nptlt)l“\l specify tvpe):

[l Accompanied by a Skill PPrformanm Evaluation (SPE) Certificate | ] Qualified by operation of 1 [ 301 64 -
O] Driving within an exempt inty, acity zone (sce I

(] Determination pending (s weif, o ic - o

[ ] Return to medical exam office for follow-up on st (e 14 oy < or fpees

[] Medical Examination Report amended (speci 1caseni:

it amencdeci) Medical Examiner's Signature: ) . Date

[l incomplete examination (s i1 n):

: If the driver maets the standards outlined in 19 (11 191 .4 I, then complate a Medical Examiner's Certificate as stated AT 1.43(h), as appropriate. {

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 y knowledge, | believe it to be true and corect

Medical Examiner's Signature:

Medical Examiner's Name (7/eise i o7 (el (Y\D»?—"\L\ng\ LMD 7
Medical Examiner's AJ(IMQ_Q—{JOH ’LO‘:‘—D_M)x/’ c IWDLQ N.&; F \Etate L,_@ zip code: M L /
Medical Examiner's Telephone Numéuf:} D{? o o7 \F ___ Date Certificate Signed: L‘g T( 2

Medical Examiner's State License, Certificate, or Registration Number: [ YOO e | 3’§ B l _ issuing StateN L)

D [Ipo ] Physician Assistant | | Chiropractor | | Advanced Praclice Nurse

[_] Other Practitioner (spe 11y 1

' |
National Registry Number: gj \\ &4 G] C‘} lC)(j Medical Examiner's Certificate Expiration Date.(p ) gf/g—éi
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Form MCSA-5875 OMB Mo. 2126-0006  Expiration Date: 11/30/2021

S - b ; "
Last Name: _*,_.\Sﬁk{\:m\’)’\, ) First Name: (-— 0\1 _ Dbom: DSJKJ“ jSﬁ Exam Date: 7_0_‘-" L .

MEDICAL EXAMINER DETERMINATION (State)

Use this section for exarminations perfonned ity ace ordane with the Federal Moter ¢ arrier Sefe (v Regudations (19« LR 107 41 107 10 with anv applicable State
varianices (which will only be valicl for intrastat aperatinns)

() Does not meet standards in 49 CFR 391 41 with any applicable State variancas (o iy aeoni-

() Meets standards in 49 11 10 L4 with any applicable State variances

O Meets standarcs, but periodic manitoring required (e it e

Driver qualified for: () 3months 1 6months () Tyear ) othersoecit 1

] Wearing corrective lenses [ | Wearing hearing aid [ ] Accompanied by a waiver/exemption <ot -

I Accompanied by a Skill Performance Evaluation (5PE) Certificate | _| Grandfathered from State reciuirements | e

!Ifthe driver meets the standards outlined in 19 (111 191 .1 I, with applicahle State variances, then complete a Medical Examiner's Certificate, as appropriate,

I'have performed this evaluation for certification. | have personally reviewed all available recorels and recorded information pertaining to this evaluation,
and attest that to the best of ny knowledge, | believe it to be true and corre{

Medical Examiner's Sianature:

Medical Examiner's Name /e cse ring o7 fopets

Medical Examiner's Acldress: - City: o . Stater  Zip Code: .
Medical Examiner's Telephone Number: o - Date Certificate Signed: R e
Medical Examiner's State Licanse, Certificate, or Registration Number: ) B Issuing State:

[IMD []1DO [ Physician Assistant | | Chiropractor | | Advanced Practice Nurse
[_] Other Practitioner (spe: /i, ):

National Registry Number: | Mediical Examiner's Certificate Expiration Date: e
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