Haxmute 3gechb, 4to66l HAYATD nnu OYUNCTUTb. 3atem HaxmuTe knaBuwy TAB OTnpaB.ekTe OTYeT Mo dhakcy unm
1o MoYyTe Mo agpecy:
L WASHINGTON STATE DEPARTMENT OF Restricted Licensing
d‘ LICENSING OTtyer 0 MeaAUMLMHCKOM OCMOTpe Department of Licensing
. . PO Box 9030
Ecnu AaHHbIU 3anoJIHeHHbLIN OnaHK He Gy,qu oTnpaBrneH Ao Olympia, WA 98507
B Department of Licensing (DOL), npaBo Ha ynpaBrneHue TpaHCNOPTHbLIM CPeACTBOM Homep dakca: (360) 570-7893
MOXeT ObITb NPUOCTAHOBIIEHO. ABPEC ANEKTPOHHOM NOuTHI:
MedicalCerts@dol.wa.gov

MHdcdopmaumna o sogutene/naumeHTe

MonHoe nmsa (ghamunusi, umsi, omyecmeo)

[ata poxaeHus (Kog paitoHa) Homep TernedhoHa At 3BOHKOB B AHEBHOE Bpemsi | Homep BoAUTENbCKOro yOA0CTOBEPEHMS!

Pa3speLueHre Ha Bbligavy uHgopmaumm

A daro paspeweHue ykazaHHoMy Huxe MD (Medicinae Doctor, nuuyeH3uposaHHbil epady), DO (Doctor of Osteopathic Medicine, spay-
ocmeonam), spady-Hamyponamy, RN (Registered Nurse, dunnomuposaHHbit meduyuHckuli nepcoHarn), ARNP (Advance Practice Registered
Nurse, cpedruti meduyuHckuli pabomHuk), PA (Physician Assistant, gpensOwep), PAC (Physician Assistant, Certified, cepmugbuyupogaHHbiIl
enbOwep), ncuxuampy Unu rcuxoroay, ykazaHHoMy HUxe, npedocmasnsims UHGOPMayU 0 COCMOSIHUU MOe20 300p08bS1 10 pe3yribmamam
ocMompa, npolideHHOo20 8 meyeHue nocsiedHux -3x mecsiyes. 5 noHumaro, Yymo Department of Licensing 6ydem ucronb308ameb 0aHHYH
UHopmayuto Orisi IPUHSMUS peweHus o Moeli criocobHocmu 6e30nacHo yrpaensimbs mpaHCropMmMHbIM cpedCmMeoM.

x Mo 3aBeplieHuum, nox(anyﬁCTa, pacneanaﬁTe un nognuuinTecChb 3gecChb. x Mo 3aBepLueHuu, I10)Ka]1yI7ICT8, pacneanaﬁTe n noanuuunTecChb 3aechb.

MNoanuck BoauTens Hata Mognuck poguTtens (ecnv BoaMTENb HECOBEPLUEHHONETHNMI)  [OaTta

Medical provider — MD, DO, Naturopath, RN, ARNP, PA, PAC, DPM, Psychiatrist, or Psychologist ONLY

DOL has reason to believe the driver named above may have a condition that could affect the safe operation of a motor vehicle.

Your knowledge of this person’s condition is of great value in assisting us determine a proper licensing decision. DOL has sole
responsibility for any decision regarding driving qualifications and licensure. Answer ALL questions and return to DOL.

How long has this person been your patient? Date of examination (within last 3 months)

Answer the following
1. To your knowledge, has this person lost consciousness inthe past6 months? . ....................... [1Yes [LINo
2. Based on this examination, did you find a medical condition that may affect this person’s ability to drive? ... [1Yes [L1No
If “Yes” to either question 1 or 2, answer the following:
a. Medical condition: (select all that apply)
[ Loss of consciousness or control/seizure — Month and year of most recent occurrence:
(] Sleep apnea, narcolepsy, sleep disorder — Month and year of most recent occurrence:

[ ] Dementia or cognitive impairment — Have you noticed a decline over the past 12 months? .......... [LlYes [INo
[] Loss of muscular control/mobility — Have you noticed a decline over the past 12 months? .......... [1Yes [INo
(] Other

b. This person’s condition:
[ 1s controlled/stable [ Is controlled by medication that may affect their ability to drive [ May interfere with driving

c. In your professional opinion, is this person able to safely operate a motor vehicle? ......... [JYes [LINo [JUnsure
If “No”, have you advised this person nottodrive? . ... ... ... . .. [1Yes [1No
d. Should DOL monitor this driver’s condition with periodic Physical Examination Reports? .. ............ [1Yes [LINo
IfYes”, hOW OftEN? . . . ..o e [J6 months [] 1 year [ ]2 years

Comments/Other conditions that may affect this person’s driving

Medical provider name Professional license number

Address (Street address, City, State, ZIP code)

(Area code) Telephone number (Area code) Fax number Email

| certify under penalty of perjury under the laws of the state of Washington that the information | have provided is true and correct.

x When you have completed this form, please print it out and sign here.
Date Place (city or county) signed Medical provider signature (MD, DO, Naturopath, RN, ARNP, PA, PAC, DPM, Psychiatrist, Psychologist ONLY)

RCW 46.20.041; 46.20.305
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