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DOT CDL DRIVER FITNESS
DETERMINATION CHECKLIST FORM
(VALID FOR NOT MORE THAN TWO YEARS FROM DATE OF EXAM)
Must be completed by a Health Care Provider
	Health Care 
Provider Initials
	       DOT CDL Physical Examination Requirements 
       (name of driver) _____________________________________ 

	
	1)
	Health History reviewed and all positive findings are documented (Section 2)



	
	2)
	Vision is recorded and is 20/40 or better in each eye  (Section 3)

	
	3)
	Horizontal vision is recorded and is at least 70 degrees in each eye (Section 3)


	
	4)


	Color vision checked and recorded (Section 3)

	
	5)
	Monocular vision checked and recorded (Section 3)

	
	6)
	Forced whisper perceived at  ≥  5 ft and recorded (Section 4)

	
	7)
	Blood Pressure  ≤ 140/90 and recorded. If Blood Pressure ≥ 140/90; recorded and temporary certification noted (Section 5).


	
	8)
	Pulse Rate recorded (Section 5)



	
	9)
	Urinalysis results negative and recorded (Section 6)

	
	10)
	All physical examination body systems have been reviewed and are documented.  All positive responses include comments and do not disqualify the driver (Section 7)



	
	11)
	Certification status is noted and has been signed by medical examiner (Section 7)


	
	12)
	Medical Examiner’s Certificate is completed and the driver is qualified according to 49 CFR 391.41 ( 391.49.  The Medical Certificate Expiration date is noted.



Health Care Provider Signature _____________________________ Date ________
�








