Form MCSA-5875 (Revised: 12/09/2015) OMB No. 2126-0006 Expiration Date: 8/31/2018

Public Burden Statement
A Federal agency may not conduct or sponsor, and a person is not required to respond to, nor shall a person 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 valid OMB Control Number. The OMB Control Number for this information collection is 2126-0006, Public reporting for this collection
of information is estimated to be approximately 25 minutes per response, including the time for reviewing instructions, gathering the data needed, and completing and reviewing the callection of information. All
responses to this collection of information are mandatory. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to:

{ 4

Infarmation Collection Clearance Officer, Federa| Motor Carrier Safety Administration, MC-RRA, 1200 New Jersey Avenue, SE, Washington, D.C. 20590.

U.S. Department of Transportation H 1 H
o Al Medical Examination Report Form
Safety Administration (for Commercial Driver Medical Certification)

PRIVACY ACT STATEMENT: This statement is provided pursuant to the Privacy Act of 1974, 5 USC § 552a.
AUTHORITY: Title 49, United States Code (USC), 49 USC 31133(a)(8) and 31149(c)(1)(E). MEDICAL RECORD #

PURPOSE: To record results of a driver's physical examination, to determine qualification to operate a commercial motor vehicle (CMV), and
to promote driver health in interstate commerce according to the requirements in 49 CFR 391.41-49. Providing this information is mandatory. :
If this information is not provided, the medicz| examiner will not be able to determine qualification to operate a CMV in interstate commerce (or sticker)
according to the requirements in 49 CFR 391.41-49. To record results of a driver's physical examination and to determine qualification to operate
a CMV in intrastate commerce when the driver is required by a State to be examined by a medical examiner listed on the National Registry of Certified Medical Examiners in accordance
with the provisions of 49 CFR 391.41-49 and ary variances from the physical qualification standards adopted by such State.

Medical examiners are required to complete the Medical Examination Report Form for every driver physical examination performed in accordance with 49 CFR 391.41. Each original
(paper or electronic) completed Medical Examination Report Form must be retained on file at the office of the medical examiner for at least 3 years from the date of examination. The
medical examiner must make all records and information in these files available to an authorized representative of FMCSA or an authorized Federal, State, or local enforcement agency
representative, within 48 hours after the request is made [49 CFR 391.43(i)].

ROUTINE USES: The information is used for th= purpose set forth above and may be forwarded to Federal, State, or local law enforcement agencies for their use. Medical Examination
Report Forms collected by FMCSA will be stored in FMCSA's automated National Registry of Certified Medical Examiners System and will be used to monitor the performance of medi-
cal examiners listed on the National Registry.

In addition to those disclosures permitted undar 5 USC 552a(b) of the Privacy Act of 1974, additional disclosures may be made in accordance with the U.S. Department of Transporta-
tion (DOT) Prefatory Statement of General Routine Uses published in the Federal Register on December 29, 2010 (75 FR 82132), under "Prefatory Statement of General Routine

Uses" (available at http://www.dot.gov/privacy/privacyactnotices).

ACKNOWLEDGMENT: | understand the provisions of the Privacy Act of 1974 as related to me through the above-mentioned statement.

Driver's Signature: Date:

SECTION 1. Driver Information (to be illed out by the driver)

PERSONAL INFORMATION 5

Last Name: First Name: Middle Initial: __ Date of Birth: Age:
Street Address: City: State/Province: Zip Code:

Driver's License Number: Issuing State/Province: Phone: Gender: OM OF
E-mail (optional): CLP/CDL Applicant/Holder*: (O Yes (O No

Driver ID Verified By**:
Has your USDOT/FMCSA medical certificate ever been denied or issued for less than 2 years? O Yes O No O Not Sure

*CLP/CDL Applicant/Holder. See instructions for definitions. **Driver ID Verified By: Record what type of photo ID was used to verify the identity of the driver, e.q., DL, driver's license, passport.

DRIVER HEALTH HISTORY |

Have you ever had surgery? If "yes," please list and explain below. OYes ONo O Not Sure

Are you currently taking medications (orescription, over-the-counter, herbal remedies, diet supplements)? OYes ONo O Not Sure
If "yes," please describe below.

(Attach additional sheets if necessary)
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Form MCSA-5875 (Revised: 12/09/2015) OMB No. 2126-0006 Expiration Date: 8/31/2018

Last Name: First Name: Middle Initial: DOB: Exam Date:
DRIVER HEALTH HISTORY {continued)|
Do you have or have you ever had: Yes No Sure Yes No Sure
1. Head/brain injuries or illnesses (e.g, concussion) O O O 16.Dizziness, headaches, numbness, tingling, or memory o0 O
2. Seizures, epilepsy OO0 O loss
3. Eye problems (except glasses or contacts) OO O 17. Unexplained weight loss OO0 O
4. Ear and/or hearing problems OO0 O 18. Stroke, mini-stroke (TIA), paralysis, or weakness O 0O O
5. Heart disease, heart attack, bypass, or other heart C0 O 19. Missing or limited use of arm, hand, finger, leg,foot,tee O O QO
problems 20. Neck or back problems OO0 O
6. Pacemaker, stents, implantable devices, or other heart O O QO 21.Bone, muscle, joint, or nerve problems O O O
procedures 22. Blood clots or bleeding problems O O O
7. High blood pressure O 0 O 23 CAREEE OO0 O
8.High c.holesterol OO0 O 24. Chronic (long-term) infection or other chronicdiseases O O O
9. Ehr:tr;:lc {Iong-;lerm) cough, shortness of breath, orother O O O 45 Sleep disorders, pauses in breathing while asleep, OO0 O
Fedtng;prooiems daytime sleepiness, loud snoring
10. Lung disease (e, asthma) OO0 O 26. Have you ever had a sleep test (e.g, sleep apnea)? OO O
11.E|riinn;?/opr:]roblems, kidney stones, or pain/problems with OO O 27. Have you ever spent a night in the hospital? OO0 O
?
12. Stomach, liver, or digestive problems OO O 28, Havmyrravr g brcken bone 0O O
?
V8RR BN ST G 00 O 29. Have you ever used or do you now use tobacco? OO O
insulin used 00 O 30. Do you currently drink alcohol? O O O
14. Anxiety, depression, nervousness, other mental health O O O 3 5::;3’0” uspaamillogalsubsaniewthinthepsstn O QO ©
problems ’
e ; 32. Have you ever failed a drug test or been dependent on
15. Fainting or passing out 0@ O afi iIIe);aI T g € ©CO0O0
Other health condition(s) not described above: OYes ONo O Not Sure
Did you answer "yes" to any of questions 1-327 If so, please comment further on those health conditions below. OYes ONo O Not Sure

(Attach additional sheets if necessary)

CMV DRIVER'S SIGNATURE

| certify that the above information is accurate and complete. | understand that inaccurate, false or missing information may invalidate the examination
and my Medical Examiner's Certificate, that submission of fraudulent or intentionally false information is a violation of 49 CFR 390.35, and that submission

of fraudulent or intentionally false information may subject me to civil or criminal penalties under 49 CFR 390.37 and 49 CFR 386 Appendices A and B.

Driver's Signature: Date:

SECTION 2. Examination Report (to be filled out by the medical examiner)

Review and discuss pertinent driver answers and any available medical records. Comment on the driver's responses to the "health history" questions that may affect the
driver's safe operation of a commercial mo‘or vehicle (CMV).

(Attach additional sheets if necessary)
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CDL Self-Certification
Classification and
Medical Documentation

P.O. Box 201430 Helena, MT 59620-1430 e Phone (406) 444-3244 e Fax (406) 444-1987 e dojmt.gov/driving/

TO CHANGE YOUR STATUS BACK TO A COMMERCIAL DRIVER:
THIS FORM MUST BE COMPLETED AND RETURNED.

Include a dopy of your Medical Examiner's Certificate (MEC), if applicable.

THIS FORM SERVES TW0Q PURPOSES: allows commercial drivers to (1) self-certify and (2) submit a Medical
Examiner's Certificate (MEC), if required for their type of operation.

Legal Last Name Legal First Name Legal Middle Name Suffix (Jr.,, Sr., 1%, 2, 3¢)
Date of Birth (mm/dd/yyyy) [ Driver License Number Daytime Phone Number
Address on Driver License ] City State [ Zip Code

All commercial driver license (CDL) holders must determine the type of business they operate in and certify to
that type of commercial oparation in order to maintain their CDL.

Based on the type of commercial operation selected, you may be required to submit a copy of your MEC to the
Montana Motor Vehicle Division (MVD).

| certify my commercial driving is (check only one of the following two options):

D Interstate Non-Excepted: Operates in interstate commerce and meets the qualification requirements
under 49 CFR part 391*.
* You must submit  valid Medical Examiner’s Certificate (MEC). In addition, prior to the expiration of
your current MEC, you must renew your MEC and submit a copy to the MVD.

|:| Montana-Only (Intrastate) Non-Excepted: Operates in only Intrastate commerce and meets either the
qualification requirements under 49 CFR part 391* or state qualification requirements.
* You must submit g valid Medical Examiner’s Certificate (MEC) or Montana Medical Certificate. In

addition, prior to the expiration of your current MEC, you must renew your MEC and submit a copy to
the MVD.

You must check at least one box on page 2 to claim the following exception:

|:| Interstate Excepted: Operates in interstate commerce but engages exclusively in transportation or
operation excepted under 49 CFR 390.3(f), 391.2, 391.68, or 398.3*.
* Submission of Medical Examiner’s Certificate (MEC) is not required

IMPORTANT: If you checked the box for Interstate Non-Excepted or Montana-Only Non-Excepted, you
must submit copy of your Medical Examiner’s Certificate (MEC) and any accompanying waivers or
variances along with this self-certification. If you are a non-excepted driver, it is illegal to drive a
commercial motor vehicle in Montana without a valid MEC, and failure to keep your medical certification status

information current with the state may result in the downgrade of your interstate CDL to a base, Class D
license.

Signature of Applicant: ___ Date:

Mail or fax this completed and signed form, with applicable documentation,
to the address or fax number above.

*To reference the Code of Federal Regulations (CFR), visit http://ecfr.gpoaccess.gov
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