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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 collection 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: 
Information Collection Clearance O!cer, Federal Motor Carrier Safety Administration, MC-RRA, 1200 New Jersey Avenue, SE, Washington, D.C. 20590.

Medical Examination Report Form 
(for Commercial Driver Medical Certi!cation)

Middle Initial:Last Name:

Street Address:

Driver’s License Number:

E-Mail (optional): CLP/CDL Applicant/Holder*:

Has your USDOT/FMCSA medical certi"cate ever been denied or issued for less than 2 years?

Have you ever had surgery? If “yes,” please list and explain below.

Are you currently taking medications (prescription, over-the-counter, herbal remedies, diet supplements)? 
If “yes,” please describe below.

First Name:

City: State/Province:

Issuing State/Province:

Zip Code:

Phone:

Driver ID Veri"ed By**:

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

Date of Birth: Age:

Yes

Yes

Yes

Yes

No

No

No

No

Not Sure

Not Sure

Not Sure

**This document contains sensitive information and is for o!cial use only. Improper handling of this information could negatively a#ect individuals. Handle and secure this 
information appropriately to prevent inadvertent disclosure by keeping the documents under the control of authorized persons. Properly dispose of this document when 
no longer required to be maintained by regulatory requirements.**

MEDICAL RECORD #

(or sticker)

PERSONAL INFORMATION

DRIVER HEALTH HISTORY

*CLP/CDL Applicant/Holder: See instructions for de!nitions. **Driver ID Veri!ed By: Record what type of photo ID was used to verify the identity of the driver, e.g., CDL, driver’s license, passport. 

(Attach additional sheets if necessary)
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Last Name: First Name: DOB: Exam Date:

DRIVER HEALTH HISTORY (continued)

CMV DRIVER’S SIGNATURE

DRIVER HEALTH HISTORY REVIEW

Do you have or have you ever had: Yes YesNo No
Not 
Sure

Not 
Sure

1. Head/brain injuries or illnesses (e.g., concussion) 16.  Dizziness, headaches, numbness, tingling, or memory 
loss

17. Unexplained weight loss
18. Stroke, mini-stroke (TIA), paralysis, or weakness
19. Missing or limited use of arm, hand, "nger, leg, foot, toe
20. Neck or back problems
21. Bone, muscle, joint, or nerve problems
22. Blood clots or bleeding problems
23. Cancer
24. Chronic (long-term) infection or other chronic diseases
25.  Sleep disorders, pauses in breathing while asleep, 

daytime sleepiness, loud snoring
26. Have you ever had a sleep test (e.g., sleep apnea)?
27. Have you ever spent a night in the hospital?
28. Have you ever had a broken bone?
29. Have you ever used or do you now use tobacco?
30. Do you currently drink alcohol?
31.  Have you used an illegal substance within the past 

two years?
32.  Have you ever failed a drug test or been dependent 

on an illegal substance?

2. Seizures/epilepsy
3. Eye problems (except glasses or contacts)
4. Ear and/or hearing problems
5.  Heart disease, heart attack, bypass, or other heart 

problems
6.  Pacemaker, stents, implantable devices, or other heart 

procedures
7. High blood pressure
8. High cholesterol
9.  Chronic (long-term) cough, shortness of breath, or 

other breathing problems
10. Lung disease (e.g., asthma)
11.  Kidney problems, kidney stones, or pain/problems 

with urination
12. Stomach, liver, or digestive problems
13. Diabetes or blood sugar problems

Insulin used
14.  Anxiety, depression, nervousness, other mental health 

problems
15. Fainting or passing out

Other health condition(s) not described above:

Did you answer “yes” to any of questions 1-32? If so, please comment further on those health conditions below:

Yes

Yes

No

No

Not Sure

Not Sure

I certify that the above information is accurate and complete. I understand that inaccurate, false or missing information may invalidate the examination 
and my Medical Examiner’s Certi"cate, 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.

Review and discuss pertinent driver answers and any available medical records. Comment on the driver’s responses to the “health history” questions that may a"ect the 
driver’s safe operation of a commercial motor vehicle (CMV).

Driver’s Signature: Date:

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

(Attach additional sheets if necessary)

(Attach additional sheets if necessary)



 
2880 W. Oakland Park Blvd. #114 Oakland Park, FL 33311 

 
Dr. Ashley Dixon, DC Phone: 954-372-7795 Fax: 866-372-7734 

 
Today’s Date: __________________           D.O.I:______________________ 

Doctor:_________________________________                                                                Date:_____________ 
 

Revised 08/2021 

Dr. Ashley Dixon, DC 

Consent to treat: I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various 
modes of physical therapy, acupuncture, diagnostic x-rays, herbal medicine, and any supportive therapies on me ( or on the patient named below, 
for whom I am legally responsible) by the doctor of chiropractic indicated below and/or other licensed doctors of chiropractic and support staff who 
now or in the future treat me while employed, working, or associated with or serving as back-up for the doctor of chiropractic named below, 
including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not. 

The nature of chiropractic treatment: The doctor will use his/her hands or a mechanical device in order to move your joints. You may feel a "click" 
or "pop", such as the noise when a knuckle is "cracked", and you may feel movement of the joint. Acupuncture involves inserting tiny, flexible, 
sterile needles through the skin and into muscles and connective tissues in order to relieve symptoms, resolve pain and muscle tension, increase 
movement, and promote healing. Various ancillary procedures, such as hot or cold packs, electric muscle stimulation, therapeutic ultrasound or dry 
hydrotherapy may also be used. I also understand I may be recommended herbal treatment that I choose to take at my own risk and the herbs in 
no way make claims of curing any ailments and are merely suggestions. I also understand that Dr. Ashley Dixon accepts no responsibility for the 
effects of said advice. 

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with other office or clinic personnel the nature and 
purpose of chiropractic adjustments and procedures.  

RISKS: I understand and am informed that, as in the practice of medicine and like all other health modalities, results are not guaranteed, and there 
is no promise of cure. I further understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks 
to treatment, including, but not limited to, fractures, disc injuries, nerves, or spinal cord, strokes, dislocations, and sprains. Cerebrovascular injury 
or stroke could occur upon severe injury to arteries of the neck. A minority of patients may notice stiffness or soreness after the first few days of 
treatment. The ancillary procedures could produce skin irritation, burns or minor complications. The risks of complications due to chiropractic 
treatment have been described as "rare", about as often as complications are seen from the taking of a single aspirin tablet. The risk of 
cerebrovascular injury or stroke, has been estimated at one in one million to one in twenty million, and can be even further reduced by screening 
procedures. The probability of adverse reaction due to ancillary procedures is also considered "rare". The most serious risk with acupuncture is 
accidental puncture of a lung (pneumothorax).  If this were to occur, it may likely require a chest x-ray and no further treatment.  This is a rare 
complication. Other risks include injury to a blood vessel causing a bruise, infection, nerve injury. and/or vasodepressor syncope (feeling faint.)   If 
heat or moxa therapy is used, there is the risk of a burn and scaring.  Bruising and temporary pain (12-24 hours) at needle sites are common 
occurrences and should not be a concern. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to 
rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known, 
and are in my best interests. 

Other treatment options which could be considered may include the following: 

 Over-the-counter analgesics: The risks of these medications include irritation to stomach, liver and kidneys, and other side effects in a 
significant number of cases. 

 Medical care, typically anti-inflammatory drugs, tranquilizers, and analgesics. Risks of these drugs include a multitude of undesirable side 
effects and patient dependence in a significant number of cases. 

 Hospitalization in conjunction with medical care adds risk of exposure to virulent communicable disease in a significant number of cases. 
 Surgery in conjunction with medical care adds the risks of adverse reaction to anesthesia, as well as an extended convalescent period in a 

significant number of cases. 
 Recommendation of herbal supplements or herbs in which these are recommendations and are consumed at your own risk. 

I understand that no guarantee or assurance has been made as to the results of this procedure and that it may not cure my condition.  My 
healthcare provider has also discussed with me the probability of success of this procedure(s), as well as the probability of serious side effects.    
Multiple treatment sessions may be required, thus this consent will cover this treatment as well as consecutive treatments by this provider and this 
facility.  I have read and fully understand this consent form and understand that I should not sign this form until all items, including my questions, 
have been explained or answered to my satisfaction.  With my signature, I hereby consent to the performance of this procedure.  I also consent to 
any measures necessary to correct complications which may result. 

Doctor of Chiropractic: Dr. Ashley Dixon, DC 

Patient Signature: ____________________________________________________________ Date:__________________________________ 



NEVER FORGET YOUR NEXT 
DOT MEDICAL EXAM 

 

 

We can send a complimentary reminder of your next  

DOT appointment so you won’t be late during renewal time.  
 

 

Name: ______________________________________________________ 

 

Phone Number: _______________________________________________ 

 

Email Address: _________________________________________________ 

 

 

 


