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DRIVER INFORMATION Driver completes this section

D.O.T.
MEDICAL EXAMINATION REPORT

Cemmercial Driver Fiiness Determination

HEALTH HISTORY Dsiver completes this saction, but medical exami

Driver Name {first, micddle, Tast, suffix) h Age Sex Daj of Exgm
050, B Qnchex  Bamicen o |52 |guae aremae | 812811y
Sireet Add Stale |Zip l
et Dri License Class ate of Issue
3 New Certification X Re-cerfification 3 Follow Up A OB OC OB O Other B

net is encouraged to discuss with driver.

Yes Mo Yes No ¥es Mo
(m] "g@fl Any illness or injury in last 5 years? n Lurg disease, emphysema, asthma, <hronic brorchilis O H  Fainting, dizziness
m) HeadiBrain injurfes, disordars or illresses a Kigney disease, dialysis o H Sleep disordars, pauses in breathir.g while asleep,
a S Eajzures, epilepey a - Liver dissase daytime sleepiness, loud seoring
O sitedicaticn: a Diigssiive prabfems ] Stroke or paraiysis
a Eye dizorders or impaired visian (except cerrective Jenses) [ § Diabetes or slevated blocd sugar controlled by: () ’g Mizsing cr impsired harwd, arm, fool, leg, finger, ice
G g Ear disorders, loss of hearing or balance O Diet O ® Spinalinjury or disease
O B  Heort disease or heart attack; other cardiovasculer condition 0 Pitis O & Chonictow back pain
O redication: 3 Irsulin a g Regular, frequent alcohel use
a0 g Heart surgery {vaive replacerment/bypass, angiopiasty, pacemaker} a Q‘ Hlanwus or psychiairic disorders, e.g., savere deprassion a Harcodic or Fabit forming drug use
A High blocd pressure (3 Medication: 01 nedicaton:
O £ usoular disease O B Less of, craitered canscicusness
O B Sheriness of breath

For any "Yes" answer, indicate onset date, diagnasis, Ireating physician’s name and address,

and any current limitalion. List all medications {including over-the-countar) used regulaily or recertly.

ISar e Umg - HTN:

| certify that the above infonmation is complete and frue.

Oriver Signature

Date

Bl ey

Tk DFive y

| understand that inaccurate, false or missing infonmation may invalidate the examination and my PAedical Examiner Cerificate.

ormments on Health History (The medical examiner must review and discuss wilh driver amy “Yes' answers and potential hazards of medications

including overthe-gounter medication, while driving. This discussion must be documented below.)

@3-24-'15 1@:32 FROM-

TN - losaden.
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T-781 POBE:/0007 F-070

TR O U SR . v i

LB Iyl N L PR
TESTING {Medical Examiner must complete the ramaining \J
sections.) N n gﬂh&h{??" E'.GMH'-E?'
VISION (Numerical readings must be provided.} Standard: At least 20040 acuity {Snellen) in each eve with or without comrection. . At least 70° retipharal in hcnmnra mendian measured in ach eye.

The use of comective lenses should be noted on the Medical Examiner Certificate.

nstructions: When cther than the Snellen chart is used, give test resulis in Snellen-camparable values. In recording distance vision, use 20 feet as narmal. Report wision acuity as a ratio with 20 as
numerator and the smallest type read at 20 feat as denommatcr 1i the applicant wears comective lenses, these should be weormn while visual acuity is being tested. If the driver habftually wears coniact ée'nses.
or inkends to do so while deiving, sufficient evidence of good tolerance and adaptation to their use must be obvious. Monectular drivers are not qualfied.

Acuity Uncorrected | Corrected Horizontal Field OF Vision gYes- O Mo Applicant can recognize and distinguish among traffic control signals and devices showing standa!d
Right Eve |20/ GO 20/ 2.0 Right Eye Yo ° green and amber colars?
LeftEve |20/ SO |20/ 2¥ Left Eve A0 ° | | Appiicant meets visual 2euity requirement only when wearing: /B' Corrective Lenses
Bolh Eves |20! S0 200 1o [eN Idonocular WVision? Oves HWho
Complete next line anly if vision testing is done by an ophthalmologist ar optormetrist.
Examination Date |Ophthalmolagist or Optometrist Name Fhane License Number |Stae Signature
( 1}

HEARING (Numerical readings must be provided.) Standard: a) Must first perceive forced whiscered voice > 5 ft., with ar without hearing and or b) average heanng icss in better ear < 40 4B,
O Check if hearing aid used for tests. O Check f hearing aid raquired to meet standard.

Instruciions: To convert audiometric test results from SO to ANSI, -144B from 1SO for 500 Hz, -10 dB far 1,000 Hz, -8.5 dB for 2,000 Hz. To average, add the readings for 3 frequencies tesied and divide by 3. -

b} If audiometer is used, record hearing loss in decibels {ace. to ANSL 724.5-1851}. | -
Right Ear Lett Ear

a) Recard distance from individual at which forced whispered voice can first be heard.
Right Ear Left Ear

5 fest G

feet

500 Bz

1000 Hz

2000 Hz

500 Hz

1000 Hz

2000 Hz

Average

Average

BLOOD FRESSURE/PULSE RATE {Numserical readings must be recorded.} Medical examiner should tles at least two readings to coniimn BP,

Blood P Systolic Diastolic &
o ressure i 7 ?J -16 Reading Category Expiration Date Receriification
% . n 1 year if =140/90
Draver quaiified if < 140/80. 140-160/50-09 Stage 1 Tyear One-time certificate for 3 months, if 141-158/91-99
Pulse Rate: A Regular O lregutar 160-17911G0-109 Stage 2 One-time cerlificate for 3 months 1 year from date of exam if £140/80
'Record Puise Rate Disqualiﬁed . ;
Pj{; >180r110 Stage 3 & months from date of exam if <140/30 & monihs if S140/20

LABORATORY AND OTHER TEST FINDINGS {Numerical readings must be recorded.)

fehg -

Urinalysis is required. Protein, biood or sugar in the urine may be an indication for further testing to R SIF]- Gr. Protem Blaad Sugar
tule out any underying medical problem, fnevpecimen i | .H A0 h.%r €q "ea
Other Testing {describe and record) J ] J
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@3-24-'15 1@:33 FROM-

Heigiht Driver N

S &8 9 in

Weight

g0

PHYSICAL EXAMIMATION Ibs

0 B - Sonches  Ramicen

Driver Licansa P

The presence of a certain condition may not necessarily disqualify a driver, particulashy if Ihe condition is cenirolied adequately, is not likely o worsen or is readily amenable 1o treatment. Even & a condilion
does not disqualify a driver, the medical examiner may consider deferring the driver temporarily. Also, the driver should be advised to take the necessary steps fo comect the condifion as soon as pessible;

particulariy if the condition, if neglected, could result in mare serfous illness that might affect driving.

Check “Yes” if there are abnomalities. Check "Mo" if body system is ncrmal. Explain any “Yes” answers in the space below,

and indicats whether it would affect the driver's ability to operate a commercial

rnakor venicle safely. Enter itern number before each comment. If organic disease is present, note that it has been compensated for. See “Instructions To The Medical Examiner” for guidance.

Body System Check For Body System Check Far

1. General Appearance 1 ves E!’No Marked ovenveight, fremar, signs of alcoholism, proble 7. Abdomen and Viscera 0 ves™ A o Enlarged liver, enlarged spleen, masses, bruits, hernia,

drinking, ar drug abuse. : significant atdeminal wall imuscle weakness.

2. Eves Pupillary equality, reaction to light, accommodation, &. Vascular systemn . Abnomal pulse and amplitude, carotid ar arterial bruits,

O Yes” @No | ceular smotility, ootlar mussle imbalance, exraocular O Yes* A Mo | yaricose veins,
movement, nystagmus, exophihalmos. Ask about
retinopathy, cataracts, aphakia, glaucoma, macular
i degeneration and refer to specialist if appropriate.
3. Ears Scarring of tympanic membrare, occlusion of external 8. Genito-urinary system Hemias.
3 Yes* A No | canal perforated eardrums. O Yes™ (A No
4. Mouth and Throat i B’ Iremadiable deformities likaly to interfere with breathing | 10. Extremities ~ Limb . Loss or impafment of leg, foct, toe, am, hand, finger
O Yes*BiNa | swallowing. ;:r;raairtllg‘:t:1 Dtgvg; gay O Yes® A MNo Psrclep!ibiellir:g, rﬂafelérr:J1:itt';s},1I a!r?;h;.r. Iixeaﬁgl_eg,t
suDj paralysis, cluoping, ma, Nyeotonia, nsuthicient grasp
certificate if otherwise and prehension in upper limb to maintain steering wheel
quaiified. arip. Insufficient mobility and strength in lower Emb to
- operate cedals properhy.
5. Heart s Murmurs, extra sounds, enlarged hear, pacemaler, 11. Spine, other . Previcus surgery, deformifies. imitation of mation,
0 Yes* i No implantable defibrillator. musculoskeletal 0 Yes* [# No tendemess.

8. Lungs and chest, not . Ef Abnonmal chest wall expansion, abnomal respiratory 12. Meuralogical “ D'{ Impaired equilibrium, coordingtion or speach pattemn;
including breast O Yes" BNo |rate, asnomnal breath sounds including wheezes or D ¥es” DFNo | asymmetric deep tenden reflexes, sensory or cositional
examination. alveolar rales, impaired respiratory function, cyanasis. abnormalities, abnommal pateltar and Babinski’s reflexss,

Abnormal findings on physical exam may reguire further ataxia.
testing such as pulmonary tests andfor x-ray of chest.
“Commenis
fong

MEDICAL EXARINER CERTIFICATE (sse "Instructions To The Medical Exarniner”) for
guidance
O Meets standards in 49 CFR 391.41; qualiffies for 2-year certificate.
0O Does not meet standards
eets standards, but periodic evaluation required.
Dise to
3 3 months 1 year H"m"
3 & months Cther.
O Temperarily disqualified due o {condition or medication):

Retum to medical examiner’s office for foliow up on;

. driver qualified only for:

Wearing comective lenses
YWearing hearing aid

O Accompanied by &

exgmption at tims of certificition.

0 Accompanied by Skill Performance Evaluation (SPE) Cerifficate
O Driving within an exempt intracity zone, (See 49 CFR 381 .62)

0O Quazlified by operation of 43 CFR 391.64

If driver meets standards, complete a IMedical Exariner Certificate according o
49 CFR 391.43{h}. (Driver must carry cerfificate when operaling a commercial vehicle.)

waiverfexemption, Driver must present

tiedical Examiner [irst, migele, Tast, sufhix)
Johin '?mug.- UsT0

nfedical License/Certiticats Number

State

Az

Naticnal Registry Na.

quie (2] 2822

Date of Exam

Phone Numaer

Title
OMD O GO O Chiropractor O Physician's Assistant [ Registerad Nurse Praclitioner

f Medical Examin%

Briver Mame (iirst, middke, last, suffix) Driver License Number

Nove, B SanChez Yaimivez:

Driver Str

7

State ’Driuer Signature
Zip

-
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-

F
Medical Cicanza or Certificabe Number

T-781

40-1304 RO4N4 MEMCAL EXAMINER CERTIFICATE

hel

Motar Carrfer Safety Regulations (49 CFR 391.41-391.4%) and with the
knowledae of the deving duties. | find this person is qualifisd; and, (f
applicable, only when: .

1 Wearing comective knses £3 Wearing a hearing aid

(] Accompanied by & : waivar/exemption
0 Driving within an exempt intracity zone

[ Qualified by operation of 49 CFR 391.64

O Accempanied by a Skill Performance Evaluation Certificata (SPE)

The informalion | providad regardin%r}..qis physical examination is true and
complete, A complate exarmination with any atachmant embodies my
findings complately and correctly, and is an file in iy affice.

Wedical Examine! Nams (prnt This Meﬁn
-

Chiropractort Reglstered Nurse Fractilioner

| certify that | have examined this driver in accordance with the Federal

POBOS/0007 F-B70



SANCHEZ, JOSE ALEJANDRO. - SANJO411 - David Smock - 08/28/2014 5:32 PM

Subjective
Objective
AssessmentcoL [N sTATE [lljooe [l s THisacot
PHYSICAL YES IS THIS INTRASTATE QNLY N '
RE CERTIFICATION
TRUCK DRIVER

MEDS - LOSARTAN 25MG

VISION  20/20 ALL CORREGTED/UNCORRECTED 20/60 ALL 90/90/180
HEARING &/ :

BF 128/75 PULSE 85

UA SPGR  1.030 PROTEIN NEG BLOOCD NEG SUGAR NEG
HEIGHT &'9 WEIGHT 190

PHYSICAL FINDINGS

RESULT PASS EXP DATE 8/28/2015

GLASSES Y HEARING AID N

Plan

Medications

Follow Up



MEDICAL EXAMINER’S CERTIFICATE

I certify that I have examined JOSE ALEJANDRO SANCHEZ RAMIREZ in accordance with the Federal Motor Carrier Safety
Regulations (43 CFR 391.41-391.49) and with knowledge of the driving duties, I find this person is qualified, and, if applicable, only when: '

E wearing corrective lenses 0 driving within an exempt intracity zone (49 CFR 391.62)
O wearing hearing aid O accompanied by a Skill Performance Evaluation Certificate (SPE)
O aceompanied by a waiver/exemption ] qualified by operation of 49 CFR 391.64

The information I have provided regarding this physical examination is true and complete. A complete examination form with any attachment embodies my
findings completely and correctly, and is on file in my office.

SIGNATURE OF MEDICAL EXAMINER TELEPHONE DATE

MEDICAL EXAMINER’S NAME {(PRINT) O MD B Chirapractor
Do O Advanced Practice Nurse

J Dh n P Smock Physician Assistant O Other Practitioner
MEDICAL EXAMINER’S LICENSE OR NATIONAL REGISTRY NO.
CERTIFICATE NOJISSUING STATE
4570 f AZ 9461213823

SIGNATURE OF DRIVER INTRASTATE ONLY CDL DRIVER’S LICENSE NO. STATE
O YES YES :
B o ano L -

ADDRESS OF DRIVER

MEDICAL CERTIFICATION EXPIRATION DATE
08/28/2015

-WoHd ¥E:PT ST .-F2-ED
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