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PRINTED ON 

· · · -l'hursday, February 16, 2012 

EMPLOYEE NAME JOHN TIEMAN 

ADDRESS 

PHONE POSITION DRIVER 

EJ APPLICATION 08-30-2011 DATE OF HIRE 01-30-2012 

0 DRIVER'S LIC. COPY ----------- EXPIRES 10-31-2013 

EJ SOCIAL SECURITY CARD----------

0 OTHERID----------------------
0 PHYSICAL CARD 01-10-2012 EXPIRES 01-10-2013 

EJ MEDICAL RECORD ____ 0_1_-1_0_-2_0_12 ___ _ FOLLOW UP NEEDED Y 1@ 
D.O.B. EJ DRUG TEST FORM 02-06-2012 

Notes: 

DRIVER'S ABSTRACT __ 01_-3_0_-2_0_12 __ 

BD OF ED AUTH _CERT (Emergency Hire) 

Cx Hx (NJ Seal) 11-30-2011 Cx Hx Expires 

~~~·__j 
0 ENF POLICY __ 01_-_29_-_20_1_2_ 

~] W/4 __ 01_-_29_-_20_1_2_ 

11-30-2015 E](l-9) _0_1_-2_9_-2_01_2_ 

0 
D 
0 
D 

OTHER RECORD~--=--=---=---=~-=--=---=-"'""': ... _:--__ -:: __ :::::::::: ..... _ ::::: _ _::_:: __ ...., __ ::_~=-·-=·-=-----=--------=--=--=-:::::_:=:::::::::::::::::::::::_, 
Notes: 

----~~~~-J 

EJ EMERGENCY PHONE _______ w_IF_E _ ____.NAME ___ A_R_L_EN_E_T_IE_M_A_N __ 

r--:--- ~-----.. -. ·-·-------.-c--:-. 

NJ STATE DRIVERS 
LICENSE 

-_c__·_· . - - ·_· - :_::___:_--_ _: __ - - -_-_:_c_c__·_:_ -__ -_ _:__-.. - _- __ - - J 

SOCIAL SECURITY 
CARD 



AP;,JICATION FOR EMPLO~~MENT 
fPlW·EMP YMENT QUESTIONNAlttE) (AN EOtJAL OPPORTUNlTY EMPLO\tl~ ' PERsONAL INFORMATION 

DAfE r-1-3 o-;1 

~+i~ (lll. 1 ~ (j_e t. SOCIAL SECURITY • NAME weJI f. /i.J&J NUMBER, TrLAST 
DLE 

PRESENT ADDRESS 
ISlKUET I CITY I STATE ZIP PERMANENT ADDRESS \.4-M~ 
~Titl:ffiT CiTY 

sVJrE 
ZIP PHONE NO ARE YOU 18 YEARS OF AGE OR OLDER? YE NoD 

ARE YOU PREVENTED PROM 1-A WfULL Y BECOMING EMPLO\'llP 
NoM. 

IN nus COUNTRY UacAUSE OF VISA OR IMMIORA TION STATUS? YESD 

EMPLOYMENT DESlRED 

A us DATEYOU ~ SALARY 
J?t+/P 

POSITION OD111ER 'CAN START I JYI/I"'£n,Ail /!L.if DESIRED G()t,AJ6-
l 

IF SOMA Y WE INQUIRE ARE YOU EMPLOYED NOW? /110 - p r:/JR i3.,/') OF YOUR PRESENT EMPLOYER 

EVER APPLIED TO THIS COMPANY BEFORE? tlo WHERE? 

REFERRED BY tJ~ ..w_t; PltA~ll Jl J)[), 

EDUCATION NAME AND LOCATION OF SCHOOL 

GRAMMAR SCHOOL O~tll~t o fuBL'c scJl.,,l 
/)(:I f.:JAJ r '" fl/.":\--, 

ftf/ ScA,.t HIGHSCHOOL ~<., ~~~~eS'/fl£ 
O.J~PSlt~-::. 

COLLEGE !5v,llL, Co. c oU !{ii. 
fJPm k:'P~ ,J AJ:r 

TRADE BUSINBSS OR 11 

CORR:ESPONOBNCli 
SCHOOL . 

GENERAL. 
SUBJECTS OF SPECIAL STUDY OR RESEARCH WORK 

SPECIAL smLS 

US MILITARY OR 
NAVAL SERVICE RANK 

*NOOF 
YEARS 

A TrENDED 

q 

tf 

I 

WHEN? 

*DID YOU 
GRADUATE SUBJECTS STUDffiO 

j£S 

Y£S c c) £?6-(Yi:.- !RiP, 
7 

f'Jf Ar. f .19 r MJ~ 6--

PRESENT MEMBERSIUP IN 
NATIONAL GUARD ORRESERVES 

•THIS FORM HAS BEEN REVISED TO COMPLY WITH nm PROVISIONS OF THE AMIDUCANS WITH DISAaiLlTIES ACT AND :rHE FINAL REGULA TrONS AND INTERPRETIVE OUlDANca PROMULOA TED BY THE lffiOC ON 1UL Y 26, 1991 

(CONTINUED ON O'I1ffiR SIDE) 

'' 

-

-

'1 ..... 
~ 
Cl ... 

~ -t:1 
~ 
tTl 



. '',....----------,·1"", ____ ..,... ________ -:,. j 

F01tM1iiR EMPtOYERS (LIST BECoW LAST THREE EMPLOERS, STARTiNG WITH LASt"16~E FIRST) 

NAME AND ADDRESS OF EMPLOYER SALARY POSITION REASON FOR LEA V 

WHICH OF THESE JOBS DID YOU LIKE BEST? I~ crJ v.l!?ll.f(, ..J G-
WHAT DID YOU LIKE MOST ABOUT THIS JOB? 

REFERENCES: GIVE THE NAMES OF THREE PERSONS NOT RELATED TO YOU, WHOM YOU HAVE KNOW AT LEAST ONE YEAR. 

NAME ADDRESS BUSINESS 
YEARS 

AC UAINTED 

f-R.. 
p;,~co Plfi 

TIIE FOLLOWING STATEMENT APPLIES IN: MARYLAND & MASSACHUSETTS. (Fill in name of state) 
IT IS UNLAWFUL IN THE STATE OF TO REQUIRE OR ADMINISTER A LIE DETECTOR TEST AS A 

CONDITION OF EMPLOYMENT OR CONTINUED EMPLOYMENT. AN EMPLOYER WHO VIOLATES THIS LAW SHALL BE 
SUDJECT TO CRIMINAL PENALTIES AND CIVIL LIABILTIES. 

Signature o{ Applicant 

IN CASE OF 
EMERGENCY NOTIFY /jf< L£.At ~~· 1 /~ fi,./ 

' ADDREss' PHONE NO. 

"I CEltTIFY THAT ALL 111li'INFORMATION.SUBMIITED BY ME ON THIS APPUCATIONIS TR.UB AND COMPLETE, ANDI uNDERSTAND THAT IF ANY FALSE 
TNFORMA TION, OMISSIONS, OR MISREPRESENTATIONS ARE DISCOVBRBD. MY APPLtCAnON MAy BE RBJBCTED AND,IF I AM BMPL0YED, MY EMPLOYMENT I 

BE TERM!NATBD AT ANYTIMB. 
TN CONSIDERATION .OF MY aMI'L:OYMENT, I AGREE to CONFORM to THB COMPANY'S RULBS ANt> REGULATIONS; AND I AG~ TlfAT MY gMPLOYMENT ANI 

COM1'£NSAT!ON CAN B.E ~A:TED, WITH OR WITHOUT CAUSE, AND WitH 01l wrtHdtiT HOTicE, AT ANY TlMii. AT BITHER MY OR TH:B COMPANY'S OPTIC 

ALSO UNO ERST AND AND. AOR:mi 11tA T Tim TSRM.s. AND CONDmONS OF MY BMPLOYMBNT MAY lii.E.CHANGED, WITH OR wmlOUT CA:IJBS. Al'fDWITH OR , 
WITHOUT N011CE, AT ANY~. .8Y :mE COMPANY. I UNDERSTAND ni:At l(O COM!> ANY IU!PRBSBNTAnVE, OnmR THAN IT'S PRBSIDBNT, AND TiffiN ONLY!~ 

Tl'l Y.'RITINO AND StONtlj) B . nm PRESIDENT, HAS ANY AUTHORITY TO EN1'BR lN'ro ANY AOMEMENT FOR;foMPLOYMBNT POR ANY SPECIFIC PERIOD OF TIMl 

TO M.a.KE ANY AOIU!:EMENT,CONTRARY TO THE FOREGOING." ~ 

DATE 1!5- Jet:> ""'!/SIGNATURE . ~ A -.,--------

INTERVIEWED BY 

REMARKS 

NEATNESS ABILITY 

HIRED Yes o No o POSITION DEPT 

SALARY/WAGE DATE REPORTING TO WORK 

APPROVED: 1. 2. 3. 
OEJ'&ML MANAOER 

· Thi~ f\ltlri'ilas·been designed to strictly comply with state anA federal fitir,~p1o)111~ttt practice laws prohibiting emp-loyment dls~rimination. Thi~ applic~tion for 
.~p,foynieittfO!tJ:iis sold for general use throughout the United 'States. Topnsiumes no respottlibillty for the irtclusion in said fonn of any questions whtch, when 1 

bfthc emJ)!oyer of the job applicant, may violate state and/or federal law. 



-



Department of Homeland Security 
U.S. Citizenship and Immigration Services 

OMB No. 1615-0047; Expires 08/31/12 

Form 1-9, Employment 
Eligibility Verification 

Read instructions carefully before completing this form. The instructions must be available during completion of this form. 

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a ,{:uture expiration date may also constitute illegal discrimination. 
Section 1. Employee Information and Verification (To be completed and signed by employee at the time employme"nt begins.) Print Name: Last First Middle Initial Maiden Name Jo w #1. 

Lll)' / 

I am aware that federal law provides for 
imprisonment and/or fines for false statements or 
use of false documents in connection with the 
completion of this form. 

Employee's Signature -

Date of Birth (monthldavlveari 

·~ Social Securitv # 

I attest, under penalty of perjury, that I am (check one of the following): 

~ A citizen of the United States 
0 A noncitizen national of the United States (see instructions) 
0 A lawful permanent resident (Alien #) 

0 

reparer and/or nslator Certification (To be completed ond signed if Section I is prepared by a person other than the employee.) I attest, under penalty of petjury, tho have assisted in the completion of this form and that to the best of my knowledge the information is true and correct. 
Preparer'sffranslator's Signature Print Name 

Address (Street Nome ond Number. City. Srore. Zip Code) Date (month/day/year) 

Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR examine one document from List Band one from List C. as listed on the reverse of this form, and record the title, number, and expiration date, if any, ofthe document(s).} 

List A r ListC 

~ c4J ~LUr /fy Document title: 

Issuing authority: 

Document#: 

Expiration Date (if any): 
I ... -'"'I Document#: 

Expiration Date (if any): 

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on (month/day/year) l - 31- j d- and that to the best of my knowledge the employee is authorized to work in the United States. (State •- I-employment agencies may omit the date the employee began employment.) 
Stil;nature fEmolrurer or Authnri7Plf RPIMIPc.PntMi"oP 

r-. 

Section 3. Updating and Reverification (To be completed and signed by employer.) 
A. New Name (if applicable) B. Date of Rehire (month/day/year) (if applicable) 

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization. 
Document Title: Document#: Expiration Date (ifony): 

I attest, under penalty or perjury, that to the ool or my knowledge, this employee is authorized to work in the United Stales, and ir the employee presented documenl(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Date (month/day/year) 

Form 1-9 (Rev 08/07/09) Y Page 4 



MEDICAL EXAMINER'S CERTIFICATE 

r certify that 1 have examin;:..n'v\{):T\ f MO.() in accordance with the 
Federal Motor Carrier Safety Regulations (49 CFR 391.41-391.49) and with knowledge of the driving duties, I find 
this person is qualified; and, ~applicable, only when: 

~earing corrective lenses D driving within an exempt intracity zone (49 CFR 391.62) 
D wearing hearing aid D accompanied by a Skill Performance Evaluation Certificate (SPE) 
D accompanied by a __ waiver/exemption D qualified by operation of 49 CFR 391.64 

The information I have provided regarding this physical examination is true and complete. A complete examination 
for~ ~llol'hmAnl ~mv firvlinn~ rnm""'tely and correctly, and is on lite in my office. 

TELEPHONE _ _ 

v- ... _"""" --
,\,,...--.......I'"'"-:-.. 

MEDICAL CERTIFICATE EXPIRATION i/io~ 
0 13 

". ·v 

MOTOR CARRIER COPY 

SEPARATE MOTOR CARRIER COPY BEFORE REMOVING UNER FROM LAMINATE 



Page 1 of 1 

PO Box 1970 Rancho Cordova, CA 95741-1970 American Driving Records, Inc. 
NEW JERSEY Driver Record - R3872 Order Date: 01/30/2012 Seq#: 0 

Host Used: Online Bill Code: 
Rec Type: FIVE YEAR Reference: 

License: 

Name: TIEMAN, JOHN M 
Address: 
City, St: 

As of: 

Sex: Weight: DOB: Age: 
Eyes: Height: Iss Date: 
Hair: Exp Date: 10/31/2013 

STATUS: VALID 

Violations/Convictions Failures To Appear Accidents 
TYPE VIOL CONY ACD A VD VIC DESCRIPTION 

VIOL 03/23/2007 F34 VE04 0467 OBSTRUCTING PASSAGE OF OTHER 
VEHICL 

ACCD 03/23/2007 AAOI POLC •• ACCIDENT •• 

Suspensions/Revocations 
***NO ACTIVITY*** 

License and Permit Information 

SPEED 

License: COMMERCIAL Issue: Expire: Status: VALID 

LOCA TIONITICKET 

RIVERSIDE TWP. 

NEW JERSEY 

ACCIDENT PT 

•Ace• 

Class: B VEH>26,000 GVWR WIWOTOWED UNIT<IO,OOI GVWR 
Endorsement: PASSENGERS 
Endorsement: SCHOOL BUS 
Restriction: NO AIR BRAKES 
Restriction: CORRECTIVE LENSES 

Miscellaneous State Data 
VIOL MISC. DATED: 03/23/2007- THE EVENT IS ACTIVE ACC MISC. DATED: 03/23/2007- THE EVENT IS ACTIVE 
OUT OF STATE DRIVER HISTORY: NONE 

END OF REPORT FOR TIEMAN, JOHN M (CONTROL NUMBER: 2JQFR8) 

01-30-2012 



New Jersey Department of Education 

• 

STATE OF NEW jEJ<SFY 

DEPARTMENT OF EDUCATION 

Criminal History Review 

Record Approval Date Status 

· Job Position 

TIEMAN, JOHN M 

: November 30, 2011 

05 

'6138 

i 000 

• 6138 

: SCHOOL BUS DRIVER 

Enter SSN to search for status of Record Approval Date. 

This is a secure website. All SSNs are transmitted using 
1 an encrypted (SSL) connection. The web address for this 

site ought to start with https. 

SSN:I-1-1 
Submit!~ 

Clear Status 1 Criminal History Review 1 Counter: 825462 

NJDOE Home 

Page 1 of 1 

Governor Chris Christie • Lt. Governor Kim Guadagno 

NJ Home 1 Services A to Z I Departments/Agencies I FAQs 

Search: l 3 ~ 

Families Students Educators Community 

Contact Us 1 Privacy Notice 1 Legal Statement & Disdaimers I Accessibility Statement {i) 

Department: Families 1 Students 1 Educators 1 Community 1 Programs & Services 1 Ask DOE 1 Join Our Mailing List 

Statewide: NJ Home I Services A to Z I Departments/Agencies I FAQs 

Copyright© State of New Jersey, 1996- 2010 

NJ Department of Education, PO Box 500, Trenton, NJ 08625-0500, (877)900-6960 

1112/2012 



f 

· ~ M<>rphoTrak 
~· SAPRAN Group 

www.bioapplicant.com/nj 

(10) Ml (11) Last Name 

CJ!t_w 
(13) So al Security 
Number 

(14) Date of Birth (15) Height (16) Weight 

- / :L/..2, 
(17) Malden Name (if manied female) 

(20) Home Address 

Address 
(21) Gender (Sele 
Male (X} 
Female C) 
Both ( ) 

one) · · (:U) Hair Color (tn,lflcafe most 
predominant color, one only) 

(18) Place of Birth (U.S. S.:..!S--for US Otizen; 

Country for an others) J (19) Country of Citizenship 

(23) Eye COlor \:li} KB(/C \;)eleG\ Vllt:/ 

A Asian/ Pacific ls~der ( Includes Asian Indian) 
B Black ite (Includes Hispanic/ Spanish Origi 
U Unknown American Indian f Alaska Native 

(25) Occupation (26) Employer ( arne) G 5 T T r Rr15 po r-\- I C-o 1 fO . 

Schoo( ' 
'"b (.,l S Employer Address \ g q 'l ~ + . 3 ~ 
Dri vu c1t So LA.--1-harYl 1-Dn stateN T lJ 

APPUCANT INFORMATION- READ THIS FORM CAREFULLY AND FOLLOW ALL INSTRUCTIONS TO COMPLETE THE FINGERPRINT 

PROCESS. You MUST presenUhls completed form at your appointment to be FINGERPRINTED. NO EXCEPTIONS ALLOWED. Applicant 

without forms or with Incomplete forms will not be printed. 

IDENTIFICATION IS RtQUIRED- ACCEPTABLE 10 REQUIREMENTS --ID MUST Include Photo, Name, Address (Home/ Employer) 

Pate of Sfrth. Acceptable 10 ~ be Issued by a t=ederal, State, County or Municipal entity for Identification purposes. Example 

accentable IO .. are!.iLY..alid.P..hotolldvM&UNltu:A .nr .. v ... n.LP.hfttn m , ........ ..,._ .. <>oy State DMV or' NJ MVC, 2) Passport. Acceptabl 

1-
« - " ~ 

~ 

a... C) 
N 

('") 
........ ('") 

r-
UJ 

en 
C) 

u . 
u 
:z: N ........ 

UJ > - 0 
C) :z: 
:I: 

0::: CL c 
0::: 0 
C) ::::E 
::::E 

::::E .. 
UJ Q) 

C!:l +-' 
<1: tO 
(/) Cl 

Ql::;E 
E 
tO :z: 

:z: :I: 
C) 

+-'--, 
c 
tO -(.) :z: 
·~ <1: 
....- ::::E 
0. L.L• 
D. 
<t 

c 
0 

+-' 
tO 
(.) 
0 
_l 

0) 
c 

+-' _l 
c _l 
·~ ........ 
I.- :I: 
a. ._ >-
Q) 0::: 

~~ 

~ 
c 
1-

+ 

' " ( 
•r 
~ 

c 
c 

< 

on one (1) 10. Combinations of documents are J 

>-

a... red at the time of scheduling. Payment may be made wi 

+-' :omatically be debited. An $11 fee is charged to cover th 
c 
~ C) business day prior to your scheduled appoi!Wnent (Satu 
0 
E I-< veb without penalty if cancellation requirements are met. 

<1: 0:: 1'--J u 
C) C) 1e Inability to present proper ID, who fall to present this 

+-' C) 

c >-~ 'Qyer, or who are turned away because lnfonnation on tt 
Ql LO (.)C) 

EN c ('") 0::: refunded State and Federal search fees only. 
>- . Ql en 
tO C) 0) -:I 

a... r- <1: :z: I..U 

::::E 
)Urs per day, 7 days per week. For applicants who do r 

Cl 
181 on a first call, first served basis Monday through Fr 

0::: C) leaking operators are available. Hearing impaired 
•• <1: 
-ou I center can make payment by money order at the tingE 
0 1-

.s= 1-
+-' ........ 
Q) Cl (/) 

::::E UJ ~ 
0::: be confirmed by the call center agent or web confirma 

+-' u .s= => 
c +-' ~ 
Q) 0::: ~~ ~low while speaking with the operator. If you appear fo 
E C) <1: ~ u 
>.-:1 ~ be turned away and not fingerprinted. If applicable, y1 
tO <1: u~ 

a... :::::: u~ 

Your PCN number will be recorded when your fingerprinting has been completed. You MUST retain a copy of the form and a copy of the receipt 

provided to you by the Fingerprint Technician for your records. NO RECEIPTS WILL BE PROVIDED AFTER THE DATE OF PRINTING. 

APplicant ID No. PCN. 

1u~o' '" J\ ArT~ u''~T Atnr A' r&:o ~u 11 o,:: no ol=t J.C::I= THt.c; FORM 



CRIMINAL HISTORY REVIEW UNIT (CHRU) ePAYMENT Page 1 of2 

At> ~Jersey ,lfi;J Department of Education CRIMINAL HISTORY REVIEW UN 

AA&C Home 

Your AA&C form has been submitted successfully! 
(Your transaction number: 1320332288041, Your OPC ePayment confirmation number: 143657) 

To check the status of your payment, visit the Official Payments Corporation (OPC) Web site at https://www.officialpayments.com/pc_paym.jsp. Please be prepared to provide your e-mail address and your OPC ePayment confirmation number. 
Official Payments Corporation (OPC) Customer Service Department 1-800-487-4567 

Please click on the MorphoTrak Inc link to schedule a fingerprinting appointment: www .bioappl icant.com 

APPLICANT AUTHORIZATION AND CERTIFICATION {AA&C) 
NEW ADMINISTRATION FEE PAYMENT REQUEST 

Applicant Information: 

Transaction ID: 

OPC Confirm No.: 

Transaction Date: 

Applicant Name: 

Social Security No.: 

Date of Birth: 

Sex: 

Race: 

Street Address : 

City: 

State: 

Zip: 

Job Category: 

Driver's License No.: 

Driver's License Issued State: 

Driver's License Expiration Date: 

Driver's License Type: 

School County: 
Contractor: 
Phone: 
Email: 

Legal Certification: 

Notary Certification? 

Payment Information: 

Credit Card: 
Credit Card Number: 
Name as Appears on Card: 
Expiration Date: 
Total Pay Amount: 

1320332288041 

143657 

2011-11-03 10:58 

John M Tieman 

Male 

White, Non-Hispanic 

NEW JERSEY 

School Bus Driver 

NEW JERSEY 

Initial 

BURLINGTON 
GST TRANSPORT CORP. 
6092673380 

Yes 

American Express 

Jonathan Brunt 
02/2014 

$11.00 ($1 0 + $1 Convenience fee) 



EMERGENCY CONTACTS 

Please give the name and number of at least two people we can call for you in the 
event of an illness or other emergency. 

EMPLOYEE NAME: 

Contacts: 

1. Name: __ Ac...,.LJ('I-).L.:€(\(:L..:: ___ \,_~.:..;:,e=-""':a.;.;;.::c..;.;.;a:......:... ________ _ 

Telephone Number: __ 

Alternate Number: ext 

Relationship: __ V __ ~ -~.:...~=-------------

2. Name: --------------------
Telephone Number: _________ ...;:e~x:.:.t ___ _ 

Alternate Number: ext 
---------~~------

Relationship: -----------------

3. Name: ___________________ _ 

Telephone Number: _________ ...;:e:.::x:.:.t ___ _ 

Alternate Number: ext 

Relationship: -----------------

4. Name: --------------------
Telephone Number: _________ ....:e::::x:.:t ___ _ 

Alternate Number: ext 

Relationship: -----------------

----------------



I have read and understand the Letter of January 1, 2008 (For\ .... ar 2008) concerning LAW 

ENFORCEMENT POLICY and the changes which are effective immediately. 

--=r-J..... 

signature_ __ date._---J/!:..-.-___.,;J._~--=-7~...-......... /:L~ 

::7 



ACKNOWLEDGEMENT 
(This document will be placed in your personnel file) 

I '1\o ~v {?1 ctft fYifM} have received the Employee Handbook and understand that it is not a contract of hire with GST. It is however, a guide to understanding the 
requirements of my employment. It is my responsibility to read the materials within and in accordance to the OPEN DOOR 
POLICY, any questions or ideas I may have regarding this 
handbook, may be directed in writing directly to the 
Management ofGST. 

I understand that any changes regarding this Handbook may be implemented at any time upon written decree and notification from the Company's owners. 

[v-3o-! I-. 
date 

revised 1 0/20 1 0 

lR 



fillS' New Jersey 
~ Motor Vehicle Commission 

BUS APPLICATION UNIT 

INFORMATION FLYER AND DECLARATION 

P.O. Box 127 
Trenton, NJ 08666-0127 

Shawn B. Sheekey 
Acting Chief Administrator 

To obtain a Commercial Driver License (COL) with a passenger endorsement or a passenger/school bus endorsement, an applicant must be 
fingerprinted as part of the background records check. Even if a passenger endorsement is issued, the New Jersey Motor Vehicle Commission (MVC) 
reserves the right to deny the application upon review of your driver history record, the receipt of a criminal background report, or disqualifYing 
medical/physical condition. Please refer to your COL Manual for causes for disqualification or suspension of a passenger or passenger/school bus 
endorsement privilege. 

FINGERPRINTING PROCESS 
To schedule a fingerprint appointment, contact the State's fmgerprint vendor, Sagem Morpho, toll-free at 877-503-5981, Monday through Saturday 
between 9 a.m. and 5 p.m. Hearing impaired scheduling is available by calling 800-673-0353. Web based scheduling is available at 
www.bioapplicant.com/nj. The Sagem Morpho operator will ask each applicant for specific employment information as well as personal information. 
It is important that your name, date of birth, and eye color provided on v.Titten or electronic applications match the information on your driver 
license. In addition, be sure you have all the correct information from your employer concerning the position you are applying for, the Statute 
Number (noted in each applicable section below), and Originating Agency Number (ORl). 

You must bring an acceptable form of photo identification to your scheduled appointment such as a federal, state or municipal ID. driver license or 
passport. Fees are payable by credit card or money order only. 

FOLLOW THE PROCEDURE THAT APPLIES TO YOU 

I. SCHOOL BUS OPERATORS UNDER THE JURISDICTION OF THE DEPT. OF EDUCATION (N.J.S.A. 18A:39-19.1): When an 
appointment for your fingerprinting is made, your employer should provide you with a form containing specific identifYing information that is 
required by Sagem Morpho. Upon application to the MVC Agency for the passenger/school bus endorsement, each applicant must submit a 
copy of the Dept. of Transportation physical examination form and this Declaration with all information completed. If you leave employment as 
a bus driver under the Dept. of Education you will be required to be fingerprinted under N.J.S.A. 39:3-10.1. 

2. SCHOOL BUS DRIVERS FOR PRIVATE/PAROCHIAL SCHOOLS OR DEPT. OF HUMAN SERVICES NOT UNDER THE 
JURISDICTION OF THE DEPT. OF EDUCATION (N.J.S.A. 39:3-10.1): lfyou are following this procedure, .Y!!!!_must be fingerprinted 
pursuant to N.J.S.A. 39:3-10.1. Upon application to the MVC Agency for the passenger/school bus endorsement, each applicant must submit a 
copy of the Dept. of Transportation physical examination form and this Declaration with all information completed. If you leave employment 
with the Dept. of Human Services or the Private/Parochial School and apply for employment with the Dept. of Education, you must be 
fingerprinted under N.J.S.A. 18A:39-19.1. 

3. ALL PUBLIC TRANSPORTATION OPERATORS (BUSES & LIMOUSINES) (N.J.S.A. 39:3-10.1): lfyou are following this procedure, 
you will be fingerprinted under N.J.S.A. 39:3-10.1. Upon application to the MVC Agency for the passenger endorsement, each applicant must 
submit a copy of the Dept. of Transportation physical examination form and this Declaration with all information completed. lf you leave 
employment with public transportation and apply for employment with the Dept .of Education or Human Services, you must be fingerprinted 
in accordance with the laws governing school bus drivers under their jurisdiction. 

,bt DECLARATION 
I wil~ will not D (check one) be transporting school-age children under the jurisdiction of the Department of Education. (If you check "I will", 
you must follow procedure #I. If you check "I will not'', you must follow procedure #2 or #3). I have read the above information and understand that 
should the MVC Bus Application Unit find that I am disqualified as a result of the review of my physical examination form, driver history record 
and/or criminal background check, the passenger endorsement along with the school bus endorsement will be subject to suspension. 

PRINT NAME: To f/t.! -/ 1./ j I t:ft18tv DL#: ;ocJAL SECURITY#*:_ 

EMPLOYER'S NAME & ADDRESS:---------------~-----:---::-:--;-;=,......,..---------
GST Transport 1897 Rt 38 Southampton, NJ OBOE 

Check the one that applies to you: ~OE 
~ . OD~Care 0 Private/Parochial School 0 Public Transportation 

SIGNATURE:____ _ _________ DATE: 
I, the ~wun, \;on.uy Lmumt: l>"tiilt:mt:m~ un tm~ oecmrauon are correct. 

*Submission of your sU Security Number is required by N.J.A.C. 13:21-1.3 and it will be used to prevent errors, 
enforce federal and state laws and assist in the collection of motor vehicle fees 

DR-14 (R8-09) 



OPTIONAL iaOUIPMENl:..-~ - . ~ ; 

Vehicle Axles { <f/' 
Trailer Axles 1 
Air Brakes Y 

3 
2 

NEW JERSEY 
MOTOR VEHICLE COMMISSION 

COMMERCIAL DRIVER LICENSE SKILLS TEST 

FACILITY ___...S=--· _C_"__.}'---
DATE 

J tJ 
7/ E;tl tf tV 

Fluid Leaks 
Lights 
Windshield 
Wipers 

BUS ONLY 
Warning Lights 

CDL-12 (R9/03) 

Release Arm 
,r;t~'"' Fuel Tank Leaks ~ Reflectors 

r/ Exhaust System , Sig/Brake Light 
It 

ff Air/Eiec Cih~ 0 l.al;Kiia~ 

Safetyol!fttetf 0 

Safety Equipment Rims 
Clutch/Gearshift Tires 

1 Passenger entry fJ Passenger exit 

rY' 
!/" 

\~ 
~000 rh ~00 / 

SCORING PRETRIP 

PASSi~Eis 

C.~ 3ax~ ~ 
A4ii&=~ 

TRUCK 3 axles 24 
2 axles 21 

TRACTOR 3 axles 26 

TRAILER: 4axles 30 

An applicant "fails" if the number of points cir
cled in Column C exceeds the number of 

. errors allowed. To determine the number of 

j=::J~~;==::~L~=~~~==::£~~::=~~~~j:'jerrors allowed, count the number of checks in Column B, then refer to the Error Table 
Applicants who exceed the number of errors 

~T-~~~~~~---~~~~{1 

Coast 

Yield 
Brakes 

Sign/Sigl 

Decel Stop/Line Gap 

Accel 

·'Ciaks -/-~f .... -5._-L;e.,._Bus En~eme~t (P.Q.R) _,~-4..-------
, ' Upgrade Y V N L_ License Plate # ----1-...s-.z:......"""".......:.----

al~owed rrr giyen ~ fai~ - - i ' 
'B 0') s 

ERROR TABLE 

Column B 
·',~: 'Checks ,~. 

~~ / 

5 
4 
3 
2 
1 
0 

Immediate Fail: 

SCORE: 

· It Errors 
.AIIo\9ed 

27 
26 
25 
24 
23 
22 

PASS [ ] 
FAIL [ ] 



128784922 
EXAMINATION PERMIT 

..JOHN M TIEMAN 

008: 

CDLp· 

CLASSjA COMMERCIAL 
ENDR: T DBL/TRPL 

'N tANK 
p PASSENGER 
S) SCHOOL BUS 

RESTR:L AIR BRAKES 
EXPIRES: 02/26/2012 

ISSUED: 08/30/2011 
6-02 

125.00 (K) 

EYES: HAZ SEX: M 
HT: ;:--._ __ -·Mc-MH20 1-124J200 · 

~o--____-/ FEE: 

NOT VALID FOR PRACTICE 
DRIVING UNTIL OFFICIALLY 
STAMPED ON REVERSE SIDE 

128784922 
ROAD TEST NO 
ID APPROVAL ~ v-

_ REuECTED C)BY 

~fA!;'\~~~ 
cs t£JZ7 P!. NO '~3'2 f~z ocr 12 ZOH 
LAW 
SIGN. _____ DATE __ 

VISION 
WOG 

~~-
R20 L20 ~ B20 

Rdi~2o/r 3:97 ,{2. 
B y3J DATE..5 [!_/ 

RETURN 

- • <1\",:"Jl., NEVV JERSEY 
~Motor Veh1cle ~":;:._,_ 'ly-Y"Nvj-fl-., ~ • • '= CHIEF ADMINISTRATOR~. ~ COmmiSSion ~~ MOTOR VEHICLE COMMISSION 

CERTIFICATE NOT ISSUED 

MC MH201124200000030 



EXAMINATION PERMIT 

.JOHN M TIEMAN 

DOB: 
ISSUED: 
HT: 
FEE: 

08/30/2011 
6-02 

125.00 (K) 

NOT VALID FOR PRACTICE 
DRIVING UNTIL OFFICIALLY 
STAMPED ON REVERSE SIDE 

128784922 
ROAD TEST NO 
ID APPROVAL 
cs t.;::TLJ PL , NO t 5~3? 
~ ; 

LAW 
SIGN. _____ DATE, __ _ 

VISION 
WOG 
WG/ 
crf~ 

RESTRICT! 

R20 L20 B20 

Rdf7#2o//d ·337 
B ;F3 J DATE _5, 

£ 
COL jJ 

CLASS,A COMMERCIAL 
ENDR: T DBL/TRPL 

N TANK 
P PASSENGER 
S1 SCHOOL BUS 

.,;_;~~~~;~ ,f,;~~~ NE~ JERSEY ,......., . ~ ~'~'~h v~M-1~ 
·~~ ;_ CHIEF ADMINISTRATOR../~ ~ 'COmmiSSIOI1 --J- MOTOR VEHICLE COMMISSION 

CERTIFICATE NOT ISSUED 

MC MH201124200000030 



1 0~7>::.' t19')2 ...... Lvlu'-t C.. 

' EXAMINATION PERMIT 

JOHN M TIEMAN 

DOB: 
ISSUED: 08/30/2011 

6-02 
125.00 (K) 

HT: 
FEE: 

NOT VALID FOR PRACTICE 

COL 

CLASS A COMMERCIAL 
ENDR: T DBL/TRPL 

N TANK 
P PASSENGER 
S SCHOOL BUS 

RESTR:L AIR BRAKES 
EXPIRES: 02/26/2012 
EYES: HAZ SEX: M 
MC MH20112420030 
ADD 

DRIVING UNTIL OFFICIALLY 
STAMPED ON REVERSE SIDE 

128784922 
ROAD TEST NO RE.JECTED eBY 
ID APPROVAL ~ p.;~ \% t-" , 
cs NO 

RETURN 

LAW 
SIGN DATE 

VISION 
WOG R20 L20 B20 
WG R20 L20 B20 
CP BY DATE 

RESTRICTIONS ______ _ 

DRIVING ____ DATE ___ _ 

- -

.JJil!!I!I!!!!IIII.JI_._ u:'eh· le ,;,_"~')1,., NEW JERSEY 
r- llfiUiul '!' • fC ~.~~~ \!y-P"AN\~ 
~ Comm,f-IAft \kh~- CHIEF ADMINISTRATOR V' I~VI I ~ MOTOR VEHJCLE COMMISSlON 

CERTIFICATE NOT ISSUED 

MC MH201124200000030 

KNOWLEDGE TEST: 
AUTO 

'BASIC KNOW 
COMBO VEH 
AIR BRAKES 
DBL/TRPL 
HAZ MAT 
TANKER 

.... PASSENGER 
-SCHOOL BUS 

MOTORCYCLE 

APPOINTMENT FOR DRIVING TEST 
PLACE DATE TIME ACTUAL 

x ________________________________ _ 



02/09/2012 15:09 509914P'"'"'-6 VAW 

Virtua At Work Westampton 

EMPLOYER DRUG TESTING SUMMARY REPORT 
Reported as of 2/09/12 

To: PettrBrunt 
GST Tl"8l''llpOrt Confidential 
1897 Route 38 
Southampton, NJ 08088 

[ Drug Tes·t CoUeetlon Information 

Employee: John M Tieman Identity: 

Address: 

Dept Unit: Job Class: 

Collection Date: 2106/2012 CCF#: 2010868068 
Collection Protoco:t: Federal 
Collector: Merenda., Sandra 
Notified Date: 
Drug Test Profile: DOT Urine Drug Screen 
Laboratory: CRL 

Clinical Refcrnce Laboratory 
8433 Quivira Road 
Shawnee Mission KS 66215 

1 

[ ~~Test Results Information J 
Substance Result 

Drug Test Reason. Pre~Placement 

Amphetamines Negative 
Cocaine Negative 
Marijuana-Cannabinoi•is Negative 
Opiates Negative 
Phcncyclldine~PCP Negative 
Ecstasy Negative 

Evaluation 

FINAL TEST DETE!tMINATION: Negative 
COMMENT: 
MRO: Eskin , Evan1aria MD 

Results Reported By: Eskin, Evamaria MD 

MRO Request Date: 

PAGE 01/03 



02/15/2012 10:38 5099148525 VAW 
02/18/2012 10:09:59 AM -o~-1 

VIRTUA MEMORIAL 
175 MADISON AVE MOUNT HOLLY, NJ 08060 

DEPARTMENT OF RADIOLOGY 

Name: TIEMAN, JOHN M 
Patient Address: 1475 MT HOLLY ROAD APT C8 

BEVERLY, NJ 08010 

Folder Number: 
Admission#: 
Date of Birth: 
Patient Phone: 
Ordered By: 

OC0000487639 
004015807094 

Age:66Y Sex: M 

EVANS, II, NATHANIEL R. M.D. 

..-Final Report-* 

PROCEDURE: ADX 1020 -CHEST ROUllNE 2 VIEW 
ORDERING CLINICIAN: EVANS, II, NATHANIEL R. M.D. 

Med Rec #: 
Admit Date: 
Class: 

· Hosp Service: 

DATE OF EXAM: Feb 6 2012 11 :38AM 
CPT: 71020 

P..IS ORDER NO~ 90001 

HISTORY: Positive PPD. 

TECHNIQUE: Two views of the chest were obtained. 

PAGE 03/03 
PAGJ'...: Z Ut· t:: 

02/00/12 
0 
AAW 

ACC.#: 

FINDINGS: Prior radiographs from Larchmont Imaging Associates including thoracic spine study from 

6/17/2008 and a more recent chest x-ray dated 7/28/11. 

The study is someVuhat limited due to technique. Sternal wires and coronary artery markers are present. The 

lungs are clear. The vasculature is normal. The cardiac silhouette is mildly enlarged. The mediastinum and 

hila are unremarkable. An old right posterior eighth rib fracture is again evident. Degenerative changes are 

present in the thoracic spine. Portions of the anterior lower chest is not fully included on the Latefal view. 

IMPRESSION: The study is somevmat limited due to technique. No active cardiopulmonary disease i$ 

evident. 

Transcriptionist: ET 
Dictated Date: Feb 6 2012 
Transcribe Date/Time: Feb 6 2012 4:34P 
Read By: KEVIN P. BARRY M.D. 
Signed By: KEVIN P. BARRY M.D. 

PROFESSIONAL CODES: 71020 

Tl EI\IIAN, JOHN M 
Date Discharged (If available): 
Date/time this document printed: 2/16/201210;09 AM 

ENID OF REPORT 

PAGE1 



VIRTUA HEALTH 
Employee Health & Safety 

1200 Howard Blvd. 
Mt. Laurel, NJ 08054 
Fax (856) 762-2760 

Phone (856) 761-3862 

TUBERCULOSIS EVALUATION- (Positive Mantoux Test) 

CJ Initial OAnnual CJ Semi-Annual CJ Exposure 

CJ Berlin CJCamden CJ Marlton CJ Memorial CJ Voorhees 0------

PLEASE PRINT: 
.----- /J 

Name: :) 0 11/ /ft. 
'-....-----~ 

/ r?;11!JJV DOB: 

Department: ______________ ___ ID#: ____ _ 

IN THE PAST THREE WEEKS HAVE YOU HAD: 
ONSET DATE ONSET DATE 

( ) Cough ( ) Night Sweats 
( ) Weight Loss ( ) Wheezing 
( ) Fever ( ) Sputum Production 

(Expectoration) 
( ) Shortness of Breath ( ) Loss of Appetite 

(Dyspnea) 
( ) Swollen Glands ( ) Coughing Blood 

( Hemoj)tysis) 
( ) Hoarseness ( ) No Complaint 

( ) Other- Specify 

Date of Last Chest X-Ray: _,_./J~G-'-IZ_...J,_;;;{ _ _....o<="')-'-\)-'-/-'-1 ? { r\ t\ ~ 
Recommendation of follow-up:~ · ·. · V ~ V '"- l ~ ~ '"- , 

0 None. L ---r ~ 
. 0 Referred to Occupational Health for evaluation/follow-up. · ( v-:'S 
~valuated by Occupational Health; given Prescription for Chest X-ray. 

OOher: ---------------------------------------
••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• EMPLOYEE: 
I acknowledge that I have been counseled regarding the signs of possible TB infection. By my signature below, I am 
verifYing my understanding of the counseling and recommendations I have received. J have been instructed to report any 
signs and symptoms of possible TB infection to Occupational Health Services. 

Date 

ProvideFSignature Date 

White- Employee Health Canary • Patient 



~-rtua v .I.HEALTH 

AUTHORIZATION FOR SERVICES 

Please call in advance to schedule an appointment for service. 

Employee Name: ___ ____:J~o:;:.:h::.:n::....;:T~ie:.:m=a=n'--------------

Position being Considered for/Employee's Position: School Bus Driver 

Company Name: G&T T~NSPORT 

Servicesffreatment authorized by: . 
(Authorized Signature) 

Kathleen S. Becker I Manager 
(Printed Name & Title) 

Dateffime of Authorization: Monday, February 6, 2012 

Phone Number: Fax: 
-~--------------- ------------------

*Please provide services as indicated: 

( ) DOT Physical (Please Indicate: _Pre-Employment _Recertification) 
( ) DOT Urine Drug Screen (Please Indicate: _Pre-Employment _Random) 
( ) Breath Alcohol Test 

( ) PPD 

( ) Non-DOT (5-Panel) UDS with COC (Please Indicate: _Pre-Employment _Recertification) 

( ) Workers Compensation (please indicate below if post accident drug/alcohol testing required) 

( ) Post Accident DOT UDS _Non-DOT UDS (with COC) 
( ) Post Accident Breath Alcohol Test 

'><(other Services as Indicated: c b iS±: '(._ - r ~ i J?os + f=' i -f-iv €. p f b 
For Injuries after normal business hours please report to a Virtua Health Emergency Room 
and present this form to the registrar. Operator is to page Virtua at Work On-Call 
Technician if post accident drug/alcohol testing is required 

895 Rancocas Road, 
Suite 1 
Westampton, NJ 08060 
(P) 609-914-8610 
(F) 609-914-8626 

2309 Evesham Road, 
Suite 104 
Voorhee~NJ 08043 
(P) 856-325-5310 
(F) 856-325-5312 

1000 Atlantic Avenue 
Camden, NJ 08104 
(P) 856-246-3542 
(F) 856-246-3528 

239 Hurlfvi/le-Crosskeys Road, 
Suite 160 
Sewell, NJ 08080 
(P) 856-341-8200 
(F) 856-341-8215 



AUTHORIZATION FOR SERVICES 

Please call in advance to schedule an appointment for service. 

Employee Name: ___ ___;J::..o:::..:h::.:n~T;...::i.::;em=a~n:__ ____________ _ 

Position being Considered for/Employee's Position: School Bus Driver 

Company Name: GS:f TR)ANSPORT /) 

Servicesffreatment authorized by: _"""""'!! ___ ........... ___ ___, ______ _ 

(Authorized Signature) 

Kathleen S. Becker I Manager 
(Printed Name & Title) 

Dateffime of Authorization: Monday, February 6, 2012 

Phone Number: -------------------
Fax: ___________ __ 

*Please provide services as indicated: 

( ) DOT Physical (Please Indicate: _ Pr:._E')Ployment _Recertification) 

~OT Urine Drug Screen (Please Indicate: ~-re-Employment _Random) 

( ) Breath Alcohol Test 

~D 
( ) Non-DOT (5-Panel) UDS with COC (Please Indicate: _Pre-Employment _Recertification) 

( ) Workers Compensation (please indicate below if post accident drug/alcohol testing required} 

( ) Post Accident DOT UDS 
( ) Post Accident Breath Alcohol Test 

_Non-DOT UDS (with COC) 

( ) Other Services as Indicated: ----------------------

For Injuries after normal business hours please report to a Virtua Health Emergency Room 
and present this form to the registrar. Operator is to page Virtua at Work On-Call 
Technician if post accident drug/alcohol testing is required 

895 Rancocas Road, 
Suite 1 
Westampton, NJ 08060 
(P) 609-914-8610 
(F) 609-914-8626 

2309 Evesham Road, 
Suite 104 
Voorhees,NJ 08043 
(P) 856-325-5310 
(F) 856-325-5312 

1000 Atlantic Avenue 
Camden, NJ 08104 
(P) 856-246-3542 
(F) 856-246-3528 

'--:\ 
J • 

239 Hurffvi/le-Crosskeys Road, 
Suite 160 
Sewell, NJ 08080 
(P) 856-341-8200 
(F) 856-341-8215 



MEDICAL EXAMINER'S CERTIRCATE 

lcertifythr -eexamin;..n'x\'0:-T\f MQ.Q ir 
Federal M .rrier Safety Regulations (49 CFR 391.41-391.49) and with knowledge of 
this person •~ ~ualified; and, if applicable, only when: 

"lrdance with the 
iing duties, 1 find 

~earing corrective lenses D driving within an exempt intracity zone (49 CFR 391 .62) 
D wearing hearing aid D accompanied by a Skill Performance Evaluation Certificate (SPE) 
D accompanied by a __ waiver/exemption D qualified by operation of 49 CFR 391.64 

The information I have provided regarding this physical examination is true and complete. A complete examination 
lor · • attach men~ my filjlings completely and correctly, and is on file in my office. 

v 

MOTOR CARRIER COPY 

SEPARATE MOTOR CARRIER COPY BEFORE REMOVING LINER FROM LAMINATE 



(-~ 

\~ 

l~ 

Medical Examination Report 
FOR COMMERCIAL DRIVER FITNESS DETERMINATION 

649-F (6045) 

Birthdate I Age Sex 'New Certification 'f!ill I Date of Exam 

'" 
~ Recertification o 

lVI/ U IT OF Follow-up D 
Work Tel: ( ) Driver License No. License Class I State of Issue 

OA DC 
Home Tel: I :as oo I 

0 Other pJ'J 
Driver completes th(s'section, but medical examiner is encouraged to discuss with driver. 

Yes No 

~ D Any illness or injury in the last 5 years? CJ ~ Head/Brain injuries, disorders or illnesses 0 ~ Seizures, epilepsy O medication, ____________ _ 

CJ ~ Eye disorders or impaired vision (except corrective lenses) CJ IRJ Ear disorders, loss of hearing or balance 
f"'Vil 

0- Heart disease or he~tack; other cardiovascular condition ~ ~ medication lf)f't gAL )C f 
~CJ Heart surgery (valve ~~1/bypass, angioplasty, 
CJ~ pacemaker) 0 -0 High blood pressure medication _______ _ 
11 Muscular disease 
l__j Shortness of breath 

Yes No 

~~
Lung disease, emphysema, asthma, chronic bronchitis 
Kidney disease, dialysis 
Liver disease 
Digestive problems 
Diabetes or elevated blood sugar controlled by: 
D diet 
D pills 
D insulin ,..., •&:..D ~ 0 Nervous or psychiatric disorders, ~·· ~ depression ~ 0----niedication CLa,.t 4z. llAf""1 

0 DZJ Loss of. or altered consciousness 

Yes No . 
0 ~Fainting. dizziness 0 Sleep disorders, pauses in breathing 

while asleep, daytime sleepiness, loud 
snoring 

B 
~ 
~

Stroke or paralysis 
Missing or impaired hand, arm, foot.leg. 
finger, toe O Spinal injury or disease 

0 [RJ Chronic low back pain 

~ O Regular, frequent alcohol use D ~ Narcotic or habit forming drug use 

For any YES answer, indicate onset date, diagnosis, treating physician's name and address, and any yurrent limitation. List all medications (including llw~=>r-the-counter medications) used regularly or recently. fJ!l (.Q#}H 7 1J..S '7·1' tJ,A ,firCPf q ~~ 0 <-~ ; v1 ~ "''" -t () 1-f FAlr. .A IJ't-1 JJ"T">• A ..J lh::tt.Jt d 1:. IM.IJ 'I A, fA-ct.-,. A.c, (J 1.3 (:. ~L liY:. _n AA Y' tlf:v 2 Low_ LL1 f;.lC (;, /'1:1! ~71~ -J 

I certify that the above information is complete and true. 
Medical Examiner's Certificate. 

Driver's Signature __ _ 

g information may invalidate the examination and my 

Date___/_-- I U .;_li)... 
Medical Examiner's Comments on Health History (The me~l examiner must review and discuss with the driver any "yes" answers and potential hazards of medications, including over-the-counter medications, while driving. This discussion must be documented below. ) 

7J 1 J c l/~ /1{!o~ /1iV4 2) o/J /1./o/ /70 ~a_tK w / j)£1 V;/LI(; (f1 z.j> ·S: ______ _ 
f.., 



r TESTING (Medical Examiner completes Section 3 through 7) Name: L~em().cr.. First.J"h f\ Middle, l 
I _____ _j-I.., IIJD~i>-C.C Standard: At least 20/40 acuity (Snellen) in each eye with or without correction. At least 70 degrees peripheral in horizontal meridian measured in each eye. The use of corrective lenses should be noted on the Medical Examiner's Certificate. 

INSTRUCTIONS: When other than the Snellen chart is used, give test results in Snellen-comparable values. In recording distance vision, use 20 feet as normal. Report visual acuity as a 
ratio with 2;) as numerator and the smallest type read at 20 feet as denominator. If the applicant wears corrective lenses, these should be worn while visual acuity is being tested. If the driver 
habitually wears contact lenses, or intends to do so while driving, sufficient evidence of good tolerance and adaptation to their use must be obvious. Monocular drivers are not qualified. 
Numerical readings must be provided. 

ACUITY UNCORRECTED CORRECTED HORIZONTAL FIELD OF VISION 
Right Eye 20/ ! 00 201 3o Right Eye I o --o o 
Left Eye 201 /DO 20/ 3o Left Eye jtJD 0 

Both Eyes 20/ -p· 20/ 2.5' ---- l.----· -· -----~-------- ----

Complete next line only if vision testing is done by an opthalmologist or optometrist 

Date of Examination Name of Ophthalmologist or Optometrist (print) Tern a. 

Applicant can recognize and distinguish among traffic control signals and devices showing standard red, green, and amber colors? 

Applicant meets visual acuity requirement only when wearing: ~orrective Lenses 

Monocular Vision: DYes [2' No 

Lrcense-No./ State of Issue Signature 

1Q/Yes 
D No 

1

4
· '"+M'I¥11 Standard: a) Must first perceive forced whispered voice 2: 5 ft., with or without hearing aid, or b) average hearing loss in better ear~ 40 dB 

r..--- ------ D Check if hearing aid used for tests. 0 Check if hearing aid required to meet standard. ~ jNSTRUCTIONS: To convert audiometric test results from ISO to ANSI, -14 dB from ISO for 500Hz, -10dB for 1,000 Hz, -8.5 dB for 2000Hz. To average, add the readings for 3 
\.~/frequencies tested and divide by 3. 

Left Ear I 

Numerical readings must be recorded. 
a) Record distance from individual at which 
forced whispered voice can first be heard. l b) If audiometer is used, record hearing loss in ·• decibels. (ace. to ANSI Z24.5-1951) 

Right Ear 
500Hz 11 000 Hz l2000 Hz 500Hz 11000 Hz 12000 Hz: 
Average: Average: El BLOOD PRESSURE/ PULSE RATE Numerical readings must be recorded. Medical Examiner should take at least two readings to confirm BP. 

' 

------- ,, Blood 
Pressure 

Diastolic 

So 
Driver qualified if ~140/90. 

Reading 

140-159/90-99 

C<:tt~_g_OJY E}(~i_rati9n [)a_te 
Stage 1 1 year 

~~~= Rat~_egular 0 Irregular 

Record Pulse Rate: ·1 & 
160-179/1 00-1 09 Stage 2 One-time certificate for 3 months. 

>180/110 Stage 3 6 months from date of exam if <140/90 

• LABORATORY AND OTHER TEST FINDINGS Numerical readings must be recorded. 
Urinalysis is required. Protein, blood or sugar in the urine may be an indication for further testing to rule out any underlying medical problem. 
Other Testing (Describe and record) 

URINE SPECIMEN 

R~c_E! rtifi_catiQ_n 
1 year if s 140/90. 
One-time certificate for 3 months if 
141-159/91-99. 
1 year from date of exam if .::_140/90 

I 
----1 6 months if~ 140/90 

_j 

BLOOD! SUGAR I 

L4 ~4 _j 



II PHYSICAL EXAMINATION !Height: z;; ";If (in.) Weight: 2/( (lbs.) I Name: Last:J:t:rn.O/J<.- First,~AI7 Middle, 
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 examiner 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 the condition, if neglected, could result in more serious illness that might affect driving. 
Check YE~ if there are any abnormalities. Check NO if the body system is normal. Discuss any YES answers in detail in the space below, and indicate whether it would affect the driver's ability to operate a commercial motor vehicle safely. Enter applicable item 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: YES* NO .,.. BODY SYSTEM CHECK FOR: YES* I 

1. General Appearance Marked overweight, tremor, signs of alcoholism, problem 
/ r-drinking, or drug abuse. 

7. Abdomen and Viscera Enlarged liver, enlarged spleen, masses, bruits, 
hemia, significant abdominal wall muscle 2. Eyes Pupillary equality, reaction to light, accommodation, ocular weakness. motility, ocular muscle imbalance, extraocular movement, / 8. Vascular System 
Abnormal pulse and amplitude, cartoid or I 

nystagmus, exophthalmos. Ask about retinopathy, cataracts, 
arterial bruits, varicose veins. 

aphakia, glaucoma, macular degeneration and refer to a 

I 
/ 

specialist if appropriate. 
9. Genito-urinary System Hernias. 

3. Ears Scarring of tympanic membrane, occlusion of external canal, / 10. Extremities- Limb Loss or impairment of leg, foot, toe, arm, hand, I perforated eardrums. 
impaired. Driver may finger, Perceptible limp, deformities, atrophy, 4. Mouth and Throat 
be subject to SPE weakness, paralysis, clubbing, edema, Irremediable deformities likely to interfere with breathing or / certificate if otherwise hypotonia. lnsufficicent grasp and prehension 

in upper limb to maintain steering wheel grip. 
swallowing. 

qualified. 
Insufficient mobility and strength in lower limb ,...., 
to operate pedals properly. 

5. Heart Murmurs, extra sounds, enlarged heart, pacemaker, 
implantable defrbrillator. 

11. Spine, other Previous surgery, deformities, limitation of I --+ musculoskeletal motion, tenderness. 
~ 
~ · 6. Lungs and chest, Abnormal chest wall expansion, abnormal respiratory rate, !/ 

not including breast abnormal breath sounds including wheezes or alveolar rales, 12. Neurological Impaired equilibrium, coordination or speech 
pattern; asymmetric deep tendon reflexes, 

examination impaired respiratory function, cyanosis. Abnormal findings on 
sensory or positional abnormalities, abnormal 

physical exam may require further testing such as pulmonary 
patellar and Babinki's reflexes, ataxia. tests and/ or xray of chest. 

*COMMENTS: __________________________________________________________________________________________ __ 

Note certification status here. See Instructions to the Medical Examiner for guidance. 

~Meets standards in 49 CFR 391.41; qualifies for 2 year certificate 0 Does not meet standards •/ ,(] /1 r:DMeets standards, but periodic monitoring required due to lfl;lf ·r .J 
Driver qualified only for: 03 months 06 months }'{1 year 0 Other 

Temporarily disqualified due to (condition or medication)~: ________ _ 

Return to medical examiner's office for follow up on -----------

~earing corrective lense 
0 Wearing hearing aid 
0 Accompanied by a aiver/ exemption. Driver must present 

exemption at time of certification. 
0 Skill Performance Evaluation (SPE) ~e __... 0 Driving within an exempt intra~ 
0 Qualified by operation of 49 CFR 

Medical Examiner's signature L . 
Medical Examiner's name ~aJU. E. STEFANtll.J 
Address ----------
Telephone Number -------1 

@meets standards, complete a Medical Examiner's Certificate as stated in 49 CFR 391.43(h). (Driver must carry certificate when operating a commerci< 
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MKE/NJ DMV RESPONSE 

OLN/ 

NAM/TIEMAN, JOHN M 
OLN EXP/10-31-2013 VEH CLASS/B 
DOB/ SEX/MALE EYE/HAZEL HGT/6-01 WGT/201 - 220 SSN/ AGE/ 66 TOTAL POINTS/000 PHOTO/DIGITAL PHOTO LICENSE 

ENDORSEMENTS/RESTRICTIONS: 

NUM OF ENDORSEMENTS FOUND: 02 
P. PASSENGER 
S. SCHOOL BUS 

NUM OF RESTRICTIONS FOUND: 04 
L. EXCEPT VEH W/AIR BRAKES 
N. NO CLASS A OR B PASS VEH 
Q. PASSENGER 15 OR LESS ONLY 
1. CORRECTIVE LENSES REQD 

NAM:TIEMAN, JOHN M DOB: 

STATUS/ACTIVE 
STATUS/ACTIVE 

STATUS/ACTIVE 
STATUS/REMOVED 
STATUS/REMOVED 
STATUS/ACTIVE 
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