SCHOOL DISTRICT OF WAUPACA
SERIES 700 SUPPORT SERVICES CODE: 541.61R1
BUS DRIVER MEDICAL EXAMINATION FORM

See following form.
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MEDICAL EXAMINATION REPORT for Commercial Driver Licensing Endorsements
MV3030B B92

's Li Wisconsin Department of Transportation
Prerstpiis License Numbar Medical/Alcohol Review Section
P.0. Box 7918, Madison, WI 53707-7918
plicant’s Name Date of Birth Areez Code & Phone Number
Street Address City Zip Code Application Held At
Date Driver’s License Examiner Number Application For Special Endorsements
Oe - Passenger [3 s - school Bus

Employer’s Name

Employer’s Street Address k . City State Zip Code Ares Code & Phone Number

Notice to Applicant: Pursuant to Trans 112, Wis. Admin. Rules (copy available upon request), this report is to be completed
prior to consideration for licensing. This report will not be made available to the public without your written authorization
naming the personl(s) you designate to receive this information. Payment for the medical examination and preparation of the
physician's report is your responsibility. Please complete Section A" S

For "S" endorsements only, take this form to your physician for completion of Section "B."

SECTION A: TO BE COMPLETED BY APPLICANT
HEALTH HISTORY: Check No or Yes. Explain all Yes answers on lines below.
YES Have you experienced or been trested for:
. Alcohol or other drug abuse or dependency during the past 2 years?
Heart disease?
Hypertension (high blood pressure)?
Blood vessel disease or disorder other than varicose veins? -
Stroke or brain injury?
Mental/emotional condition within the past 12 months? ] .
Diabetes Mellitus or other metsbolic disease such as thyroid disease, pituitary insufficiency, etc.?
Amputaﬁon or cther physical condition which affects use of arms, hands, legs or feet within the past two years?
Lung disease or bf'eathing problems (asthma, emphysema, pulmonary tuberculosis, etc.)?
. Episode of altered consciousness or loss of bodily control {epilepsy, seizure, convulsion} within the past 5 years?
10a If yes, 'ghen please give date of last episode

iulels elnialnlck:
OooOoogoooo
oL ONeO R WN -

—

11. Describe other illnesses, injuries or disabilities

12. Are you taking any medication?
O No 0O Yes - Provide namels) of medication(s), frequency and reason

I certify that the answers and statements made on this report are true and correct. | authorize the examining physician

release full details of an examination upon request to my employer, the School Board and the Wisconsin Department
Transportation. ‘

{Signature of Applicant) (Date)



SECTION B: TO BE COMPLETED BY PHYSICIAN

Note to Examining Physician: This examination report is required of a person epplying for & commercial driver license. The spplicant must
present this completed form to 2 driver license examiner, Any charges or fees are the responsibility of the applicant. The Secretary of the
Department of Transportation is, by statute, responsible for the decision of driver’s licensing. Your report will be advisory in determining
eligibility. A copy of Trans. 112, Wis. Admin. Code, which details the medical standards for licensing, is avaitable upon request.

This report must be based on an examination conducted within the past 80 days.
Blood Pressure Height Weight

If blood pressure is asbove 150 systolic or 80 diastolic, please provide two (2) additional
readings taken within the past 90 days, and taken at least 24 hours apart.
Any reading over 180/105 disqualifies the driver_for either an S or P _endorsement.

Please answer all of the questions. Explain all Yes answers on lines below.

NO YES To your knowledge, has the applicant experienced or been treated fori

1. Alcohol or other drug abuse or dependency within the past 12 months?

2. Alcohol or other drug abuse or dependency within the past 12-24 months?
2a If Yes to question 2, is applicant's condition controlled by treatment?
Hypertension? ' :

w

5. Mental/emotional disezse or disorder within the past 12 months?

5a Was the applicant invoruhtar'ily'r hospitalized or institutionalized?

5b. Is applicant taking psychotropic medication?

. Diabetes Mellitus or any other metabolic disorder which may affect driving?
6a Is applicant taking medication to control this condition?

7a Is there ongoing treatment for this condition which may impair driving?

tuberculin test and/or chest X—ra.y)?
8. Amputation or loss of use of hands or feet within the past 2 years?
10. Stroke or brain injury? . : :

11. Episode(s) of altered consciousness or loss of bodily control?

11a If yes, please give date of last episode -

0 000 00000000 oooo
0O 000 00000000 ooogo
(o))

Blood Pressure Reading Date’

4, Myoqa?dial .infarction, angina pectoris, coronary Tnsufficiéncy. thrombosis or any other cardiovascular disease or
condition known to be accompanied by syncope, dyspnea, collapse, or congestive cardiac failure?

7. Rheumatic, arthritic, crthopedic, muscular, neuromuscular or vascular disease or disorder?

8. Respiratory disease or disorder (must be free from tuberculosis in a communicable form as determined by a

12. Is this person taking any medication {see other side) that would interfere with safe operation of 2 school bus?

Without With Temporal
RX RX Field of Vision

NO YES
O O Are corrective lenses required while driving? Vi |
1sua
Color Acuity
[ O Does client have progressive eye disesse or cataracts? Right
< ig
If yes, [ One Eye [ Both Eyes [0 Normat Eye
Describe
Left
[J Deficient Eye

I certify that | have examined this applicant and that

I'am licensed to practice in Wisconsin.

Name of Physician (Please Print)

Medical License Number

Signature of Reporting Physician Date of Examination

X

Area Code & Office Phone #
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