South Oxfordshire
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TAXI DRIVER MEDICAL EXAMINATION REPORT

APPLICANT: PLEASE NOTE THIS MUST BE COMPLETED BY A GP AT YOUR OWN
PRACTICE, OR COMPLETED BY A REGISTERED DOCTOR WITH ACCESS TO YOUR FULL
MEDICAL RECORDS (NOT SUMMARY RECORDS)

Name of Applicant

Date of Birth

Address of Applicant

EXAMINING DOCTOR:

Please ensure that the medical form and the following statements are completed in full.

1) Does the applicant in your opinion meet the standard of medical | *YES NO
fitness required for a Group 2 driver, as set out in the current
edition of “Medical Aspects of Fitness to Drive” and DVLA’s “At

a Glance”?

2) | confirm that | have seen original photographic identification of | *YES NO
this person.

3) | confirm that the information provided is a true and accurate *YES NO

account of the applicant’s health as known to me and that the
applicant is registered at this medical practice, or | have had
sight of their full medical records when completing this form.

* Circle as appropriate

Surgery Stamp Signature of Medical Practitioner

Date




NOTE FOR MEDICAL PRACTITIONER

NOTES FOR THE COMPLETING DOCTOR - PLEASE READ THESE NOTES BEFORE
UNDERTAKING THE EXAMINATION

1. The completed and signed form should then be given to the applicant who will forward this
to the Licensing Authority.

2. The medical fithess standard adopted by the Licensing Authority for such licence holders
reflects the fitness standard for Group 2 DVLA drivers. This is a higher standard than that
required by ordinary car drivers. Guidance as to the required standard can be obtained in
the DVLA ‘At A Glance’ publication or on the DVLA website at
http://www.dvla.gov.uk/medical.aspx

3. Where appropriate then please provide as much detail as possible with relevant questions.
In addition where specific medical investigations have taken place (e.g. exercise cardiac
testing, echocardiography, EEG) or where relevant specialist reports (e.g. outpatient or
discharge reports) are available then copies of these should accompany the application
form. Failure to do so may delay the application process.

Taxi & Private Hire Licensing

The House of Commons Transport Select Committee on taxis and private hire vehicles
recommended in February 1995 that taxi licence applicants should pass a medical examination
before a licence could be granted.

Responsibility for determining the standards, including medical requirements, to be applied to
taxi drivers, over and above the driver licensing requirements, rests with the public carriage
office in the metropolitan area and the local authority in all other areas.

Current best practice advice is contained in the booklet “Fitness to Drive: A Guide for Health
Professionals” published on behalf of the Department by The Royal Society of Medicine
Press Limited (RSM) in 2006. This recommended that the group 2 medical standards applied
by DVLA in relation to bus and lorry drivers should also be applied by local authorities to taxi
drivers.

NOTE FOR THE APPLICANT

The applicant must pay the medical practitioner’s fee, unless other arrangements have been
made. The Licensing Authority accepts no liability to pay it.

If you have any questions or queries please do not hesitate to contact the licensing team on
the below detalils:

Licensing Team, South Oxfordshire District Council or Vale of White Horse District Council
Abbey House, Abbey Close, Abingdon, OX14 3JE

Telephone: 01235 422556

Email: licensing@southoxon.gov.uk or licensing.unit@whitehorsedc.gov.uk



http://www.dvla.gov.uk/medical.aspx
mailto:licensing@southoxon.gov.uk
mailto:licensing.unit@whitehorsedc.gov.uk

Lo Medical examination report
for a Group 2 (bus or lorry) licence

For advice on how to fill in this form, read the leaflet INFAD available

a1 whanagov. Uk reapp by-driving
Fleese use black ink when you fill in this repaor.

Driver & \ehicle
Licensing
Agency

Applicants: you must fill in all grey sections of this
report. This includes the section below, your full name

and date of birth at the end of each page and the
declaration on page 8.

Important: This report is only valid for
4 months from date of examination.
Mame

Date of birth

Date first licensed to drive a bus or lomy
|

If you do ol want te racaiv survey imvitations by email from
DWLA, please tick bax

Your doctor's details (only fill in if different

from examining doctor's details)

GPs nams

Practice address
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Hicence-medical-condition

Medical professionals must fill in all green sections on

this report.

Important information for doctors carrying
out examinations.

Before you fill in this report, you must check the applicant’s
identity and decide if you are able to fill in the Vision
assassment on page 2. if you are unabde to do this, you
must inform the applicant that they will need to sak an
cptician or optometrist to fil in the Vision sssesement.
Examining medical professional

Mame

Has a company employed you or booked
you to camy out this examination? Yoz Mo

If es, you must give the company’s details below.

If ‘Mo, you must give your practice address details below.
(Refer to saction C of INF4D.)

Company or practice address

Postcode
Company of practice contact numbes

Company or practice emall address

GMC registration mumber

I can confirm that | have checked the applicant's

documents to prove their identity.
Signature of examining doctor

Applicant’s weight {ka) Applicant's height (cm)

Mumber of alcohol units consumed sach wesk

Units par wesk
Does the applicant smoka? Yoz Mo
Do you have access to the
applicant’s full medical record? Yea | | Mo

Irnpnrtant Sugnatures must be provided at the end of this report
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@ Medical examination report

Driver & Vehicle T
Licensing Vision assessment
Agency To be filled in by an optician, optometrist or doctor
1. Pleass confirm () the scale you are using to express 5 Dwoes the applicant report sympioms of Ves Mo
the applicant’s visual acultiea. any of the following that impairs their
Snelen | Snellen expressed as adecimal | LogMAR ability to drive?
Fleass indicate below and give full details
2. The visual acuity standard for Group 2 driving in OF below.
is at least 675 in one eye and at least &80 {a) Imtolerance to glare jcausing incapacity
in the other. rather than discomfort} and/or
(a) Please provide uncomrected viswal acuities b} Impaired contrast sensitivity and/or
for each eye. Snellen readings with a plus (+) (c) Impaired twilight vision
of minus (-) are not accaptable. If 6/7.5, &G0
standard is not met, the applicant may nead
further assesament by an optician. 6. [oes the applicant have any other
ophthalmic condition affecting their Yes Mo
R L Yoz Mo visual acuity or visual fisld?
(b) Are comective lenses worn for driving? If Yes, pleass give full details in OF below.
i Mo, go to Q3.
if Yes, please provide the visual acuities using 7. Dietails or additional information

the correction worn for driving. Snellen readings
with & plus {+) or minus {-) are not acceptabla.

If 6/7.5, 6/60 standard is not met, the applicant
may nead further assesement by an optician.

R L

[c) What kind of comective lenses are warn
fo meet this standard?

Gilasses Contact lenses Both together
(d) ¥ glesses are worn fior driving, is the Mame of examining doctor or opticlan undertaking

corfective power greater than plus (8 Yes Mo vizlon assessment
dioptres im any meridian of either lens?

(&) If comection is wom for driving, Yes No
i it well tolerated?
if Mo, pleass give full detsils in OF_ | confirm that this t was filled in by me at
examination and the applicant’s history has been
3. |s thers a history of any medical condition ver  MNo taken into consideration.
that may affect the applicant's binocular Signature of examining doctor or optician

field of wision (cantral andior peripheral)?
If Yea, pleass give full details below.

Date of signature

- Please provide your GOC or GMC number
If formal wiswal field testing is considered necessary,

DAYLA will cormmission this at a later date.
Doctor, optometrist or optician's stamp

4. s there diplopla? Yes Mo
(@) Is it controlled?
Please indicate below and give full details in QF.
Patch or Glasses Crthier
glasses with withswithout (if other please
frosted glass prism provide details)
Applicant's full name ‘ ‘ | \ ‘ | Date of birth | ]

Please do not detach this page
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Driver & Viehicl .
deensng  Medical assessment
Agency Must be filled in by a doctor

Medical examination report

1 MNeurological disorders 2 Diabetes mellitus

Please tick « the appropriate boxes vz No Yea Mo
Is there a history or evidence of any neurdlogical Does the applicant have diabetes mellitus?
disonder {see conditions in questions 1 fo 11 below)? If Mo, go to section 3, Cardiac
I Mo, go to section 2, Diabstes meallitus It fea, plesse answer all questions below.
if all bedow and enclose relevant 1
‘I'EB.FEH':;EHM questions 1. ls the disbetes managed by: vea Mo
¥ {8 Insulin?
Yeg Mo if Mo, go to 1c
Has the applicant had any form of seizure? If s, please give date
{8) Has the applicant had more than started on insulin.
one seizure episode? (b)) Are there at least 3 continuous months
{bj If ¥es, please give date of first and last episode. of blood glucose readings stored
Firat anisod mamamymelerurmﬁlltam?
If Mo, pleass give details in section 8, page 7.
Laat episode

e
"

{c) s the applicant currently on
anti-epileptic medication?
If Yea, please fill in the medication ssction &, page 6.

{d) If no longer
treated, when did

treatment end?
{g) Has the applicant had a brain scan?

If Yes, plaase give detals in saction 9, page 7.
{fi Has the applicant had an EEG?

If you have answered Yes io any of above,

you must supply medical reports.
Has the applicant experienced ez Mo
dizacciative" non-epilaptic® seizurea?

{g) If Yes, please give
date of most recent episoda.

(b} If ¥es, have any of these episodeds)
occurred or are they considered likely
to occur whilst driving?

Stroke or TIA? Yes  No

If Yea, give date.

{g) Has there been a full recovery?

(b} Has & carodd ulirasound been undertaken?

{c) If Yea, was the carolid artery sienosis
=50% in either carotid artery?

{d} = there & history of multiple strokesTlAS?

Sudden and disabling dizziness or vertigo

within the last year with a liability to recur?

Subarachnoid haemomhage (non-traumatic)?

Significant head injury within the

lamt 10 years?

Ay form of brain tumour?

8. Other intracranial pathology?

1.
11.

Chronic neurological disorder(s)?
Parkinmon's diseass?

Blackout, impaired consciousness or loss
of awareness within the last 10 years?

Applicant's full name !

{c} Other injectable treatments?
{dl A Sulphomdursa or a Glinide?

(g} Oral hypoglycaemic agents and diet?
if ¥es to any of (a) to (2), plesse fill in
the medication section 8, page &.

{f) Diet only?

(a) Does the applicant test blood glucossa Yezs Mo
at least twice every day?

(b} Dwoes the applicant test &t times relevant
to driving (no more than 2 hours before
the start of the first journey and every
2 howrs while driving)?

{c} Does the applicant kesp fast-acting
carbohydrate within essy reach
when driving?

(d) Dwpes the applicant have a clear
understanding of disbetes and the
necessary precautions for safe driving?

{8} Has the applicant ever had
a hypoghraemic episode?

(b I ¥es, is there full awarensss
of hypoglycasmia?

I= there a history of hypoglycasmia Yea Mo
in the last 12 months requiring the
assistance of another person?

If Yes, please give details and dates below.

Iz thers evidence of: ez Mo
{8} Loss of visual field?
(o) Severs peripheral neuropathy, sufficient
to impair limb function for safe driving?
If Yes, please give detalls in section 9, page 7.

Has thans been Izser treatment or Yes Mo
intra-vitreal treatment for retinopathy?

If Yes, pleasse give
miost recent date
of treatment.

l‘mmmum' [alialy Tyl



3 Cardiac ¢ Peripheral arterial disease

(excluding Buerger's disease)
aortic aneurysm/dissection

a Coronary artery disease
Is there a history or evidence of Yoz Mo s there a history or evidence of peripheral Yaz Mo

arterial disease (excluding Busrger's diseass],

aortic aneuryam or dissection?

It Ho, go to section 3d, Vahular/congenital heart disease
If Wes, please answer all guestions below and

coronary artery diseasa?

if Mo, go to section 3b, Cardiac arrhythimla
If Yes, please answer all guestions below
and encloss relevant hospital notes.

encioss relevant hoapital notes.

1. Has the applicant ever had an episode ez Mo

of angina? 1. Peripheral arterial disease? Yes Mo

If Yes, please give the date [excluding Busrger's diseass)

of the last known attack. Yes Mo
2. Acute coronary syndrome including Yes MNo 2. Does the applicant have claudication?

ryocardial infarction?

If “es, would the applicant be able to undertake 5

If Yes, pleass give date. ! of he —ys P | ETT?
3. Coronary angioplasty (PCI)? L -

If Yes, pleass gi

date u{p:mul r;-::rrt 3. Aoriic aneurysm?

intensention. If Yies:

Yea Mo {a) Site of ansurysm: Thoracic
4. Coronary artery bypass graft sungeny? Abdominal
(b} Has it been repaired succassfully?
If s, pleass give date. (¢} Please provide latest transverse aortic
diameter measurement and date obtained

5. If Yes to any of the above, ane thare any fea Mo

physical health problems or disabilities i Mt L i

(e.g. mobility, artheitis or COPDY) that would rmake em

the applcant unable to undertakes 8 minutes of the
standard Bruce Protocol ETT? Pleass give details below.
4. Dissection of the aocria repaired successfully?  Yes Mo

If ¥es, please provide copies of all repors
including those dealing with any surgical treatment.

’ X 5. |a there a history of Marfans disease? Yes Mo
b Cardiac arrhythmia If Yes, please provide relevant hoapital notea.
Is there a history or evidence of Yoz Mo ) i
cardiac arrhythmia? d WValvular/congenital heart disease

If No, go to section 3c, Peripheral arterial disease n < nistory or = - w—
If Yes, please answer all guestions below and encloss thare _E"‘ﬁ‘—'"'-'-E
relevant hospital notes. valvular or congenital heart diseasse?

If Mo, go to section 3e, Cardiac other

1. Has there been a significant disturbancs if Yea, answer all questions below and provide
of cardiac rhythm? 2.9 sinoatrial disease, relevant hospital notes.
significant atric-ventricular conduction defect, Yes Mo
atrial flutter or fibrillation, narrow or broad Yes Mo
complex tachycardia) in the last 5 years? 1. |z thess a history of congenital heart disease?
2. Has the anhythmia been controlied Yes Mo e
satistactorily for at least 3 months? 2. |s there a history of heart valve disease?
3. Has an ICD (implanted Cardisc Defibrillatar)
or biventricular pacemaker with defibrillator’ 3 Is there a history of aortic stenosis? Yes Mo
cardiac resynchronisation therapy defibrillator Yes No If Yes, please provide relevant reports
(CAT-D type} been implanted? including echocandiogram).
% Cami rypctraation ey pcameier . ¥es No Yes Mo
[CRT-P type) been implantad? 4. |z thers history of embolic stroke?
I e 5. Does the applicant tly have Yes Mo
Pleas 28 cumently
(=) of km EIIgh'a::‘t.e significant symptoms?
(&) ks the applicant free of the symptoms that
caused the device to be fitted? 6. Has there been any progression (either Yes Mo
ic) Does the applicant attend a pacemaker clinically or On ECans etc) sinca the last
clinic requilarty? licence application?

Appicante fullname | | | | [ ] nutaul'hlrﬂ'l: | |



Hote: i Yes to questions 2 to 6, please give dates in the boxes

e Cardiac other provided, give details in section 9, page 7 and provide relevant reports.
Is there a history or evidence of heart fallure? ~ Yes Mo = [TPEFTEE'“ B3 beem underighon L
If Mo, go to section 3, Cardiac channelopathies )
if es, please answer all guestions and enclose
relevant hospital notes. 3. Has an echocardicgram been undertaken Yoz Mo
1. Please provide the NYHA class, [or planned)?

if boruonwen.
5 Established cardi hy? ves Mo (a) If undertaken, is or was the left gjection
E' SRS fraction greater than or equal to 40%7
If Yes. please give details in section 9, page 7. =ran e “
4. Has a coronary angiogram been undertaken ez Mo
3. Has a left ventricular assist device (LVADjor B2 MO (or planned)?

ather candiac assist device besn implanted?
Yes Mo 5. Hasa a 24 hour ECG tape been undartaken Yas Mo

4. A heart or heartf/lung transplant? jor planned)?
Yes Mo
5. Untreated atrial rmyxoma? 6. Has a koop recorder been implanted Yes Mo
[or planned)?

f Cardiac channelopathies

3 3 T. Has a myocardial perfusion scan, siress Yes Mo
SRl e e L acho study or cardiac MRI been undsrtaken
following conditions? jor planned)?

i Mo, go to section 3g, Blood pressure

Yes Mo
1. Brugada syndrome? 4 Psychiatric illness

2 Long OT syndrome? Yes NO i ihere & histony or evidence of psychistric Yes Mo
If "es to either, pleass give detalls in section 9, ilnesa within the laat 3 years?
page T and enclose relevant hospital notes. if Mo, go to section 5, Substance misuse
If ¥es, please answer all questions below.
g Blood pressure 1. Significant peychiatric dizorder within the Yes Mo

& mantha? |f Yes, please confim condition.
All guestions must be answerad. post

if resting blood presswre iz 180 mm'Hg systolic or mone

andfor 100mm/Hg diastolic or more, plesse take a further 2. Psychosis or hypomania‘mania within the Yas Mo

2 readings at least 5 minutes apart and record the best 12 manths, including peychotic depression?

of the 3 readings in the box providad. past i

1. Please record today's best / 3. (a) Dementia or cognitive impairmmeant ¥ Yes Mo
reating blood pressure reading. (£} Are there concerns which have resulted

2. s the applicant on anti-hypertensive reatment? 85 MO L m|ﬁarﬁ|;;mgﬂ-:m for such

If es, please provide three previous readings

ith dates if available. -
W = ; 5 Substance misuse

s there & history of drug/alcohol misuss Yz Mo
/ or dependence’?
If Mo, go to section &, Sleep disorders
/ If Yes, please answer all questions below.
3. Is there a history of malignant hypertension? ~ Yes Mo 1. |= there a history of alcohol dependence Yes Mo
If Yes, please give details in section 9, in the past & years?
page 7 (including date of disgnosais and any treatment eic). (&) I it controlled?
. S Hmthe-appimntuﬂergﬂne alzohal
h Cardiac investigations k) detoxification programma? = e
Hawe any cardiac investigations been Yes Mo If Yes, give date startec:
undertaken or planned? Yes Mo
If Yes, please answer questions 1 to 7. g Is it controlled?
1. Has a resting ECG been undertaken? o 3. Use of ilagal drugs or other substances, or misss Yes o
If Yes, does it show: of prescripsion medication in the last & years?
(g} pathological O waves? (@) If Yes, the type of substance misused?
() left bundie branch block?
(c} right bundie branch block? it} Is it controlled?
If *¥es to {g), (b or (c), please provide & copy of (c) Has the applicant underiaken an opiats
the relevant ECG report or comment in section 9, page 7. treatment prograrmme?

If "as, give date started

Applicants full name | | l | B [ ' T Date of birth |



6 Sleep disorders 6. Does the applicant have a history Yes Mo
of liver disease of any origin?

1. |s there a history or evidence of Obsiructive Was Mo If Yea, iz this the rasult
Slesp Apnoea Syndrome or any other medical of alcohol misuss?
If Ho, go to section 7, Other medical conditions.
If Yes, please give diagnosis and answer all questions 7. Is there a history of renal failure? Yes Mo
e~ If Yes, pleass give details in ssction 9,
page 7.
i I’.'M:mzme.tl‘reuE|:|;::i|:ali'|thmllElEJ.IEIFEIa?.-_.'nq:l'ﬂ:lnlﬂﬂEl'clr.:1"':EB Mo
g W Obstructive Sleep Apnoea Syndrome, please respiratory disease causing chronic hypoxia? | | | |
indicate the severity:
Mild (AHI <15 8. Does any medication currently taken cause Yes Mo
Moderate (AHI 15 - 25 the applicant side effects that could affect .
Severs (AHI =28) safe driving?
Mot kmown | | If Yea, pleass fill in section &, Medication
Iif another measuwrement other than AHI is used, it and give sympioms in section 9, page 7.

must be one that is recognised in clinical practice
as equivalent to AHL DVLA does not prescribe
different measurements as this i3 a clinical issue.

10. Droes the applicant have any other medical Yes Mo
condition that could affect safe driving?

Pleasa give details in section 9 page 7, Further details. If ¥ae. pleass provide details in section 9, page 7.

bl Please answer questions (i} to (vi) for all sleep

R
i Date of degnosk: Yes Mo

Please provide details of all curent medication i
eye drope (continue on a separate sheet if necessary).

M

Yea Mo FReason for taking:
Apﬂmjmamdalamdﬂikrmm}:| | |

{i} ks it controlled succesafully?
fiiy M Yes, please state treatment.

(i} b= applicant compliant with treatmant?
(¥} Please state period of control:

.1_,laar= . months
() Date of last roview. | | ] ] [ T ] }
o - Reason for taking:

7 Other medical conditions Approximate date started (if know):

Yes Mo

1. 1 thre a istry o vicance o arcoepey e

2, |z there currently any functional impaimment  Yes MNo Reason for taking:
that i likely to affect control of the vehicle? on Tor BHng-

o Approximate date started (if known):

3. |z thers a history of bronchogenic carcinoma yeg Mo
or other malignant tumour with a significant

lability to metastasise cerebrally? M

i, Iaﬂ'namaminamﬂmnﬂym&nignrfmm Mo Reason for taking:
fatigue or cachexia that affects safe driving?

5. Is the applicant profoundly deat? Yes No

- Appmxjmatedalaatutedljiknum}:| | |
Ve i the pplcant it commamicate. M
in the event of an emergency by spesch

or by using a device. e.g. a textphona? FAeason for taking:
Approximate date started (if known):

g |

.lppll:uﬂ'kl'lﬂnama.
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9 Further details 10 Consultants’ details

Please send us copies of relevant hospital notes. Do not Please provide details of type of specialista or consultants,
send any notes not related to fitness to drive. Usa the including address.
space below to provide any additional information. [ ~onsultant in

Reason for attendance
Marme

Address.

Date of last appointrment: [ ’ - |
. Consultant in
. FReason for attendance

Marme

Address

Date of last appointrment: = [ l |
If more consultants seen give details on a separate sheat.

11 Examining doctor's signature

and stamp

To be filled in by the doctor camying out the examination.

Please make sure all sections of the form have been filled in.
The form will be retumed to you if you do not do this.

| confimm that this repornt was filed in by me at examination
and | have taken the applicant’s history info account. | also
confinm that | am currenthy GMG registered and licenmad
to practise in the UK or | am a doctor who is medically
registered within the EU. if the report was filled in outside
the LIK.

Signature of examining doctor

Date of signature EED

Doctor's stamp

smersammn | [T 1T T 1) owem [T 111
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The applicant must fill in
this page

Applicant’s declaration

You must fill in this =action and must not alter
it in any way.
Please read the following important

information carefully then sign to confirm the
statements below.

Important information about
fitness to drive

As part of the investigation into your fitness
to drive, we [DVLA) may reguire you to have
a medical examination or some form of
practical azsessment. If we do, the people
involved will need your medical details to
carry out an appropriate assessment. These
may include doctors, orthoptists at eye clinics
or paramedical staff at a driving assessment
centre. We will only releazs information relevant
to the medical assessment of your fitness to
drive. Alzo, where the circumstances of your
case appear exceptional, the relevant medical
information would need to be considered by
one or more members of the Secretary of
State's Honorary Medical Advisory Panels.
Panel members must adhere strictly to the
principle of confidentiality.

Declaration

I authorize my doctor and specialist to release
reports and information about my condition
which is relevant to my fitness to drive, to the
Secretary of State’s medical adviser.

| understand that the Secretary of State may
disclose relevant medical information that is
necessary to investigate my fitness to drive, to
doctors, paramedical staff and panel members.
I declare that | have checked the details | have
given on the enclosed questionnaire and that,
to the best of my knowledge and balief, they
are cormact.

| understand that it is a criminal offence if | make
a false declaration to obtain a driving licence
and can lead to prosecution.

MName

Signature

| authorise the Secretary of State to:
Yes No

L1 L
L1 L

Contact me about my application by:
Yes No

email |:| |:|
SMS (text message)

(Please note: DVLA will continue
to contact you by post if you do not
wish to be contacted by email or text.)

inform my doctors about
the outcome of my case

release reports
to my doctor(s)

Checklist Yes
* Have you signed and dated

the declaration? |:|
* Have you checked that the Yes

optician or doctor has filled

in all parts of the report and

all relevant hospital notes have

been enclosed? |:|

Important

This report is valid for 4 months from
the date the doctor, optician or
optometrist signs it.

Please return it together with your
application form.



