‘ OFFICE USE ONLY:

é ‘ CA ROLINA TESTING® O New Patient O Existing Patient

DRUGS | ALCOHOL | DNA | CLINICAL .
O Scan ID O Scan Phys O Email

DOT —CDL PHYSICAL INTAKE FORM
Date: / / Date of Birth: [/

First Name: Last Name:

Current Street Address:

City: State: Zip Code:
Mobile Phone: ( ) - Email:

Company Name: Company Contact Name:
Company Phone: ( ) - Company Email:

How did you hear about us? 0 Google O Employer 0O Billboard O Road Sign 0O Other:

1. Do you have or are you applying for a Commercial Drivers License or Permit? O Yes ONo
2. Do you own and operate your own trucking company subject to DOT regulations? O Yes O No
3. Would you like us to report your new medical certificate to your employer? O Yes O No

If you answer yes to this question, please provide company contact information above.

PROVIDING INACCURATE MEDICAL HISTORY OR OMMITTING MEDICAL HISTORY ON A FEDERAL MEDICAL

* EXAMINATION MAY RESULT IN IMMEDIATE DISQUALIFICATION OF YOUR MEDICAL CERTIFICATE AND «
REPORTED TO THE FEDERAL MOTOR CARRIER SAFETY ADMINISTRATION AND DMV.

4. Has your medical certificate ever been denied or issued for less than 2 years? O Yes O No
5. Have you ever had surgery? If yes, please list and explain below. O Yes O No
6. Are you currently taking medications (prescription, over the counter, supplements)? O Yes ONo

If “yes”, please list:

Terms & Conditions:

| authorize Carolina Drug and Alcohol Testing Services, LLC, to release a copy of my completed medical exam and medical examiner's certificate
to my company or their designated service provider. | attest that the information provided on this intake form is factual and true to the best of my
knowledge. | further agree and understand that this certificate and/or status is reported to the FMCSA National Registry and state DMV at the
completion of the exam. | understand that the exam fee, regardless of the examiner’s determination, is not refundable once the examination has
begun.

Signature of Driver Date

OFFICE USE ONLY OFFICE USE ONLY
Medical Certificate Issued?:
O Cash O Credit Card  Last 4#

O YES Expires: [/
O INVOICE: 6.26
0 NO O DQ O DP




® OFFICE USE ONLY:

“ CAROLINA TESTING O New Patient O Existing Patient

A DRUGS | ALCOHOL | DNA | CLINICAL

O Scan ID O Scan Phys O Email

DOT - CDL PHYSICAL TRIAGE INFORMATION

Patient Name:

O Added to FF
HEIGHT, WEIGHT & VISION

Height (in): Weight (Ibs):
- - Applicant can recognize and distinguish among traffic control signals and
Yes No devices showing red, green, and amber colors
" vYes ' No Monocular Vision
Yes ' No Referred to ophthalmologist or optometrist?
" Yes ' No Received documentation from ophthalmologist or optometrist?
Uncorrected Corrected Horizontal Field of Vision
Right Eye 20 / | 207/ Right Eye ____degrees
Left Eye 20/ | 20/ ‘ Left Eye __ degrees
Both Eyes 20/ | 20/ ’
HEARING

Hearing aid used in test? [0 Right Ear O Left Ear O Neither

Record distance for whisper test: Right Ear Left Ear
BP & PULSE
Blood Pressure: 2" Read:
Systolic Diastolic Systolic Diastolic
Pulse Rhythm Regular? O Yes O No Pulse Rate:
LAB
Urinalysis:
Sp. Gravity Protein Blood Sugar Glucose Meter Reading (OPTIONAL)

6.26



