
Medical DOT Clearance Form

Patient Information : ( Please Print )
Last Name: First: Middle:

Date of Birth:        /        /

The above patient has presented for their DOT medical exam and either noted a history of                                           
                                      or it was identified during our testing, requiring further evaluation and management.  

Please provide the following information so the medical examiner may complete the DOT medical examination.  
By signing below, you are only attesting to the patient’s defined medical condition. 

Diagnosis:

Medication (Including Dosage):

Additional Notes: 

Lab Studies / Testing :
Testing Performed (Please include a copy of the results):

Date:      /       /   

FOR DOT STOP MED STAFF USE ONLY :

Medical Examiner: Signature:

Treating Medical Provider :
Given your knowledge of the patient’s medical condition, do you feel they can safely operate a commercial 

motor vehicle?  Check one:

Date:      /       /

Treating Medical Provider Recommendation

US 30 Plymouth 
2915 Gary Dr. Plymouth, IN 46563 
T: 866.368.7867 
F: 574.231.7397 
info@dotstopmed.com 
https://www.dotstopmed.com

Please use this form to provide additional information related to the medical condition defined below.  This 
information is necessary for our assessment of a driver's ability to safely operate a commercial motor vehicle.

Supplemental Medical Information :

Date:      /       /

YES NO

Thank you for providing the requested information.  Please email or fax the completed form to our office.

Date of Exam:        /        /

Date:      /       /   

Date:      /       /   Date:      /       /   

Date:      /       /   Date:      /       /   

Signature:Provider:

Urgent Care   Occ Med


