DRIVING FORMS 

(ANY PATIENT 16 YEARS AND OLDER)  
Patient’s Name: ___________________________________________

Date of Birth:   ____________________

1) Does the patient have any medical problems?

2) Does the patient take any medications? If so please list

Do you currently have or have a history of: 
Neuropsychiatric disorder:   YES OR NO – IF YES, EXPLAIN ___________________
History of Seizures: YES OR NO – IF YES, EXPLAIN ________________
If you have seizure disorder, date of last seizure______  
Alcohol and Drug Abuse: YES OR NO – IF YES, EXPLAIN ________________
I ____________________  state that I do not abuse any substances or 
     (PRINT YOUR NAME)

have any health issues that would impair my judgment and prevent me from safely operating a motor vehicle. 
If the above patient has a change in their medical status after this form is signed, I understand I must notify the doctor because that could adversely affect the patient’s ability to perform in the capacity for which the doctor has cleared them.
X ______________________________________          X ____________________________                      

    Patient’s Signature                                       Parent’s Signature (if under 18 years)            
. 
Date Form Completed: _________________
Home phone #_____________________  
Cell phone #_______________________

OFFICE USE ONLY

Front desk:                                       
   If last PE was 0 - 6 months ago, give verbal reminder to parent of need for yearly PE.      
   If last PE was > 6 months ago, they must schedule the appropriate PE before we will sign.
Date of last PE ___________                                
 Next Scheduled PE _____________

               NEED FORMS BY: ___________________               

Staff initials _______
Physicians: 

                       Cleared      /      Schedule PE before signing     

Doctor Initial________

ROOM #








