(TRANSIT SYSTEM NAME)
MEDICAL AUTHORIZATION FOR 

PRESCRIPTION AND OVER THE COUNTER MEDICATIONS

I. EMPLOYEE SECTION

Employee Name:  ___________________________
Date: __________________

SSN:  _________________________________

Job Title:  ______________________________

Safety-sensitive job duties performed:  

______
Operator (e.g. 15-passenger van, 27-passenger transit vehicle; indicate 

type and size of vehicle)


______
Dispatcher (indicate type of service:  fixed route, demand responsive, 




specialty)


______
Maintenance (public transit vehicles)


______
Carry a firearm for security purposes


______
other, specify ________________________________________________


MEDICATIONS I AM CURRENTLY TAKING:


NAME OF DRUG
DATE PRESCRIBED
MEDICAL PRACTITIONER


________________
___________________
__________________________


________________
___________________
__________________________


________________
___________________
__________________________


________________
___________________
__________________________


This information is true and correct to the best of my knowledge.  I understand and comply with the prescribed use of these medications and their restrictions while working.  Furthermore, I authorize ______________________________ transit system to obtain information from my physician about this medical authorization.  I understand that it is my obligation to inform my employer of any medication I intend to take for review and determination of my fitness for duty.


Signature:  ___________________________________   Date:_____________________


Printed Name: ___________________________________________________________

II. PHYSICIAN SECTION

Please complete this form regarding the patient named above.  By signing below, you are acknowledging that you are aware of this employee’s job requirements and day-to-day responsibilities, and that the newly prescribed medication(s) in conjunction with medication(s) currently being taken will not impair performance or endanger the safety of this individual, coworker, transit system rider, or the public.  Please indicate below what, if any, restrictions/limitations should be placed on the individual throughout the duration of this treatment.


Medication being prescribed:







Date

Name of


    # of pills/
Approval
Restriction/

Drug


Dosage    Refills
Expires
Limitation

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

This individual is currently under my medical supervision and was last seen on __________________________.

I have reviewed the above named transit system employee’s medical records and am familiar with the employee’s job duties.  In my opinion, this patient’s condition and the medication(s) listed above __________ (will/will not) interfere with his/her ability to safely perform those job duties.

__________________________________
Printed Name: ________________________________

Signed

__________________________________
Address:  ____________________________________

Date







____________________________________________







Phone number: _______________________________

Comments: 
____________________________________________________________________



____________________________________________________________________



____________________________________________________________________

