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-‘ ONAL AR A

1 Middte lnltlal:_& Date of Birth: 23“- E“‘é Z Age D
Street Addresswg / } City: Mayy, o State/Provinece: Aﬂ:_ Zip Code:m

Driver's License Number: © 5 » ¥ G Issuing State/Province: _A_H._ Phone;&m Gender: m p

I
E-mail foptional): MWSXM%W:LW CLP/CDL ApplicantHoldert: @65 O :
Y Ml

Driver [D Verified By**;

' 7
Has your USDOT/FMCSA medical certificate ever been denled or issued for less than 2 years? O Yas (D-N'E"{S Not Sure /

Last Name:

“ELPADL Applicant/Helder: See instuctlons fot definitions.

t “Hrver D Veritied By: Recard what type of phota D was used va sy the |dentity of the driver, £, COL, Sihver's Heense, phitport.

Have you ever had surgery? If “yes; please list and axplain belew, O Yes @4(: ) Not Sure

ND

Are you currently taking medicatlons (orescription, over-the-counter, herbol remedies, diet supplernentsft
I "yes,” please describe below,

Ko - '-

{OYes G'I(oo Not Sure

{(Attach additional sheets if necessary)

*¥Thls document contalns sensitive information and is for offlclal uie anly. Improper handling of this informatlon could negatively affect individuals, Handle and secure this
information apprapristely to pravent inadvertent disclasure by keeping the documents under the contrel of authorized persons. Properly disease af this dnriment whan
nn Innngr racuited to bo mujmtaimad by 1L Yulaln y wgulivowones,

Fage 1
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i b MESA-57 5~ OME No. I126-6505  Expiration Dare: 11/30/202]

Last Name: _k')’_xhhﬂ.% First Nama: jb-]u,%r.,\) DOB: _i:?_—-_é_?__ Exam D“‘*’m/éZAi@-
F i
DRNERHERTHHISTONY o A B
Not Not
Do you have or have you sver had: - Yes No Sure Yes No Sure
1. Head/Braln tnjuries or linesses (e.g, concussion) O (O 18.Dizziness, headaches, nu mbness, tingling, or memaory O 0
2. Seizures, epilepsy O @ ] loss . [2(
3. Eye problems (except glasses or contacts) O @ O 17 -Unexplained weight loss O O
4, Ear and/or hearing problems O O/ o) 18. Stroke, mink-stroke (TIA), paralysis, or weakness O d O
8. Heatt disease, heart atlack, bypass, of other heart O o (O 19 Mizsing or limited use of arm, hand, finger, leg, foot, toe (O O/ O
prohlems 20. Neck or back problems O d O
&, Pacemaker, stents, implantablo devices, or other heart O Cf (O 21. Bone, muscle, jolnt, or nerve problems O d O
proceduras . 22. Blood clots or bleeding problems O Q{ O
7. High blood pressura O ®/ O 23 Coneer O Q/ O
8. High cholesteral O Qf, O 24.chronic fong-term? Infertinn nr nthar chronic dicosss. O @ 0
0. Civmnin (Iamy enrm) 25y L, ol ios by ot bigads, or other S < T Sleep disorders, pauses in breathing while asleep, O 6 ]
breathing problems ; .
g p daytime sleepiness, loud sharing
10. Lung disease eg. asthma) O g/ O 26 Have you ever had a steep test (g, sieep aprieaf? O¢ O
1. Kidney prablems, kidney stones, ar pain/problems with () O 27.Have you evar spent a night in the hospital? Od o
urinatioh :
28, H 7
12. Stamach, liver, or digestive problams O @’ Q Have you ever had 4 bml.ce" bone O (?5 O
, Q{ 29, Have you aver used of do you now use tohacca? 0O C/)( O
13. Diabetes or blood sugar problems O O
nstlin used o & A 30. Do you currently drink alcohol? O 0
31,
14. Anxlety, depression, nervousness, other mental health O (25 O ;l::;?yn v used an illegal substance within the pastwo () é O
problems
32, Have you ever falled a drug test or been dependent on
15, Falnting or passing out O Q{ O an il!e)g-;l substance? 9 P O d O
Oyther health condition(s) not deserlbed above: . O Yeg, M No O Not Sure
Did you answer "yes” to any of questions 1-321 If so, please comment further e these health rnnditinne bolow, O ey D o 6 NOT Sure
,"

(Attach additional sheets if necessary)

OV ORVERE SIGNATUE! 5

| certify that the above information i sccurate and complete, | understand that inageurgie, falie ar missing infarmatlon Wl imun it U caenluanun

and mny Madl ol Encadyis 's s dficows, thas suomiseon or fraudulent e intentlonally false Information s a vielation af 49.CFR 390 35, a0 that culmissian
3

nf frasedutant e intontionally (hles s v oy subs (L1 LU CIVIH OT eriimingl penalties y derj_CER_my and 49 CFR 386 Appendices A ahd B.
Driver's Slgnature: %&Mﬁ) ... Date; /ﬂ I:Jll'z C:ZO

Lad

SECTION 2, Examinatlon Report (to be fitled out by the medical axaminer)
IDHIVER HERLTH RISTORY RE R
Review and discuss pertinent driver answers and any available medical records, Comment on the driver's tesponses to the
driver’s safg operatlon of @ cammerrinl motorvehicls (A

0 &L Medicol

144

*health history" questions that may affecr the

{Attach addittonal sheets if necessary)

Page 2
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' II aFprm M&I-ﬂ'”“ | OMB No. 2126-0006  Expiration Date: 11/30/2031
.l r I‘. 1 rE X ]-
Loseniame:_Procthia o) rscvame Karareh__ oo 3/61 Exam Date ﬂiﬂg,/‘ﬁa_

.4

. ¥l
Pulse rhythm regular: §) Yes O No

Blaod Pressura Systalic Diastolle Urinalysis Sp. Gr Protein Blood Sugar

sittlng L'Z.QP % Urinalysis is required. | 4\ 6@ e a-‘
Second roading Numerical raadings ‘ 02 ‘?

(optional) foust be recarded.
Other testing if indicated Protein, blood, or sugar in the urine may be an indication for further testing to
h} v e gl Ul OUL Ry Undetlying medical problem.
D 3o 01 a8, Nk (S5
Vision Hearlng
Standard Is a1 Jeost 20/40 aculty Snellen] in egch g with arwitheutt corection, 4t Stondasd Myss fest peideive whipered voice ar not iess than $ feel OR average

least 70° field af vision In horizontal merldtian measured In egch eye. The use of cor- hearing loss of fess than or equaf to 40 d8, in better ear {with of without hearing ald)
rective lenses should be noted on the Medical Exarminer's Certificate.

Acuity Uncomrected  Corrected  Horizontal Field of Vision  Check IF hearing aid used for test: FIRight Ear [“JLeft Eardd I Neither
Whi T
Right Eve: W mf ?-g Right Ey:ﬂ_&deguu sper Test Results Right Far  Laft Bar
Record distance (in feer) from driver at which a forced
Left Eye: 20/ 20/ 80 Left Eye: mt’:grﬂes whispered volee can first be heard m
Both Eyes: 20/ 2029 Yes No OR
Applicant can recognize and distingulsh among traffle control & (O AudiometricTest Results
sighals and devices shawing red, green, and amber colors Right Ear Left Bar .
Menocular vision : O & 500 Hz 1000Hz 2000 Hz 500 Hz 1000Hz 2000 Hz
Referred to ophthalmelogist or optometrist? SN § '

Recelved documentation from ophthalmalogist or optometrist?

o g Average {tight); Average (left):

BHVSICALERAVINATION it T
The presence of a certain conditlon may not necessarily dlsqualify a driver, particularly If the condition Js controlled adequately, is not likety to worsen, or
is readily amenable to treatment. Even if a condition does not disqualify a driver, the Medical Examiner may <onsider deferring the driver temporarily.

Also, the driver should be advised to take the necessary staps to correct the condition 2 soon a5 possible, particularly if neglecting the condition could
result In a mare serious illness that might affect driving.

Chaclk tha body eystoms for abnarmalitias,

Body Syste : Norpal Abnormal  Bedy System Normal  Abnormal
1. General 'Dn‘gtg L H 8. Abdomen w

2, Skin 9. Genito-urlnary system including hernlas

3. Eyes 10. Back/Spine |

4. Ears 11. Extremities/joints

5. Mouth/throat
6. Cardlavascular 13 Gait
7. Lungs/ehest 14. Vascular system

Discuss any abnormal answers in detail In the space below and indicate whether it would affect the driver's abliity to operate 0 CMV
Enter applicable item turnber before each comment,

12. Neurological system Including reflexes

BB
0000000
CO0000O0

TR B N

G

{Attach additional sheets if necessary) .
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OME No. 2146-0006  Expiration Dare: 1175072021

o .;,'-qurn MESA5075
0 oe — i " " "
T ‘ Kanaelh

Last Nama: Flrat Name: ennpl DOR: Exam Date: /

Please complate anly ene oF the follewing (Fedaral or State) Medical Examinar Determination sections:
(MECICALEXAMINERBETERIINATION (Feasial) Gy
Use this sectlon for exominations performed in accordance with the Federal Motor Carrier Safety Regulations (49 (FR 391,41-39).49):

(O Does not meet standards (specify reason);

ﬁ Meets standards in 49 CFR 391.41; qualifies for 2-yeat certiflcate
(O Meets standards, but parledic moniltoring requived (specify reason):
Driver qualified for: (O 3months () 6months (O 1 year (O other fspecify):
Weaarihg corréctive lenses ] Wearing hearingald ~ [7] Accompanied by a walver/exemption (specify type):
[} Accompanted by a 5kill Parfarmance Evaluation (SPE} Certificate [ Qualified by operatlon of 49 CFR 301.64 (Federal)
[ 1 Driving within an cxempt intracin 7o (e £ CER 304 67) (Fadlanal

[[] Determination pending (specify reason);

[ Return to medical exam office for follow-up on (must be 45 days or lessh:
(L] Medical Examination Report amanded {specify reason):

{F amandnl) Me kot aaudine's SMynawre; Date:
[(Nincomplata axamination fooasif) seasan),

‘ Hthe driver meets the standards outlined in 49 CFR 397.41, then complete a Medical Examiner's Certificate as stated in 49 CFR 399.43(n), as appropriate.
Ihave performed this evaluation for certification. | have personally teviewed all available records and recorded Infarmation pertaining to this avaluation,

and attest that to the bast of my knowledge, Lielieve it to be true and corroet,
Medlcal Examiner's Signature:

Medical Examiner's Name {please print or type); Racolesha Danson, NP-C

Medical Examiner's Address: 1777 Ellis Ave City: Jacksen State: M5 Zipcoder 39204
Medical Examiner's Telephone Number: (601) 371-0400 Date Cartificate Slgned: 10 l 2]
L]
|
Medical Exarninet's State License, Certificate, or Registration Number: 901779 ssuing State: MS

LIMD [ 100 [] Physician Assistant [] Chiropractor [ Advanced Practice Nurse
[] Other Practitioner {specify):

- =
L YL

g82e1£20c80 I Medical Examiner's Certificate Explration Date; W

Matlans Ragistry Numbe,  B3€1E286 -

Page 4



. m:m.EE_nu.m;Bum_:mm;n PauEew ag o pauinbay jafuo) ou UL RITEN 5i Li=sl
4 ; MIGP S 10 3sodsp Apadougy suosmd JRZpoLang LD 3L s3pLan
WavBspel wassd o3 Apaepdoidde UCLRBULOMI SI) 3an3es pe HPUEH s{ERpIMpY Dage dpanebeu ppcy oL 2 g0 Bulipuey sadadi A asn _Bu_.uoﬂ_owwcm humhhewﬁ___wzwcww H__Hﬂm:ﬂuawuhhﬂ_% u_.._.“_m
— -
om 53 : . -
‘ O &a:_\mmm_ 2pod diy m FIUACIGRYG > PLQ.QE ely! m MWN. \xaﬂm’nw o nw issapoy 138
FRoHRueRddy 1go5a0 SS2UpPY s @A
Y Ay G Xey
s e)s Bunssy BNy ssus s reatig aameuBics san g
56556257953 tddssissy 6LLTI06
Jaguiny AgsiBay jeuorey 23035 Bujnss BN uop2ysiSay Jo Sy BsuLdN Symc e =TT
{Heds) rauonnesy pyo D) ioiesdonyy () oqa ) L5020 7Y Bus3|odey
._ _ SN MR PIUBADY (3)  JuRSISSY uepisiyd O aw O {364} 40 3upd aspard) aurey S eumurexy Esipey
O& iz .h 0 w DGt £-T09 )\,m_
Padkss ayesyIay meg Bquiny stoydaga s supeexg 1e3payy

aimeubis s ooy Spay

(77 LZ] O] ]

a1eq UoReiihaq syedyn ) s Jetnnexg [epaly

{1035} swuaIsanba 2335 oy FRisgeypuen [
{243024) YT I6E Y37 67 Jo uostesado Aq payyent) i
{0/2p37) (ETTBE U7 65} 2uoz Apeu 3dwaxa ue Ui Bugaug 7]

‘s2lirep Buaup 2 Jo ahpapmouy Yym pue ‘[suonesydo aleisenu oy priea #q Auo g yagm) Saouelles alelg agesdde
O (4ddp 102 0 17243} uaum Ajue “siqeandde ) ‘pue ‘payrent S1Gosiad s puy | s2unp Buiaup sy jo aBpapa oy

SIRIYILIDT (345) UOLLN|RAT URULIOIA IS € g pRiuediuoIy [
uolcwanafiaaem

YO AL L Y Uo 5] pue Hsauod pue Aataidwio sBupan AL SHDOQUED SPUULIERR U2 yitm LRI
oy Loday uoneuneg [EHP3ly rajducs v -spgduwios pue ang s comE_Eﬂmﬁu.ﬁh

ud st Butpuesar peapiasud DABY | USGRLUIOU] A

pre Guiiesy Buueay, [

€ o patueduioaay [ sesuarannosues Bupreag,

idde o ozl us g Aluo =|qex)jdde i 'pue payent s; uosiad St puy |
Aue yaim BT TEE T+ ToE 5D %) suone|nbay Aajes 13tne] Jorow jRaspay g ()

LRl ‘PUR (BFTEE TV L+E 430 BF) SUDBRIND2Y A13505 J21uey 1030 {izpay E.ﬂ

“(RU0 Ao I3 350300} Ylm 3ouepoIse Ul % b. Qﬂ.\

FWEN 1527 paulUENS SARY | 1oy (s ¢

streN s Nk

ELME/ L SR Uonenday  9000-07 L2 U BN

LTI HOL 0Z0Z/LEZ/071

b A

at0/c00@



@oeos/010

10/27/202Z0 TUE 11:55 Fax

MEA Medical Clinics

. Do you have a history of the following:

m{E;g-. LN L0 yOU wear contacts or glasses (o drive (IF-YES, you must have contacts/glasses during physical) The slandard is
20/40 acuity In each eye with/without correction, or you wilt be disqualified.

[YES lggg/@’md Pressure problems:

OYES Curmently taking any Blood Pressure medications. ' If Blood Pressure is above 140 190,
- you will be disqualified

If yes, list medications + strength: .
If yes, list name of prescribing Doctor and address:

CIYES GINGT Heart Problems
CYES SN0 Myocardial Infarction/M!
CIYES BT Stent Placement
MYES [EN&- Coronary Artery Bypass Craft Surgery {(CABG)
CIYES (&SN Murmur
CYES @G Angina

If YES to any question in this section, you must

bring a Clearance Letfer from your Cardiologist
every year. Clearance letter dated within 30 days of

Physical.
Every 2 years, you need an exercise tolerance test. i

COYES €INO®  Neurological problems , | ,
- LIVES &NG- Eplepsy * fYES to any question in this sertion,
you must bring a Clearance Letter from

[OYES [N Curenlly leking Anfi-Seizure medications
| If yes, list medications + strength; your Neurologist, Clearance lefter dated
COOYES [3NE Seizures within 30 days of Physical,
COYES ONE Stoke
If Blood Glucose is greater than 200 or
L Urinalysis is positive for sugar, you can pay
CIVES [GNE™ Diabetic for us{o perfgrm a lab test gr you c¢an bring

a Clearance letfer from your Doctor that
shows your A1C is less than 10 and

if yes list medications + strength;

YES BRU  Hemoglobin A1C (HBA1C) is less than 10
. : ‘ performed within 30 days. (§30 MEA COST)
CIYES {RO™ Sleep Apnea ' If YES to any question In this section, you must bring a Clearance
CIYES €INO Currently using a CPAP machine Letter from your Pulmonologist. Need proof of compliance with
; CPAP from Pulmonologist dated within 30 days of Physical.

[IYES N0 Curenly talking Coumadin (INR 2-3 within 30 days)
CIYES RO~ Currently taking any Narcotic medications {Clearance Letter required from your presctibing MD dated

within 30 days of Physical)
OYES B0 Currently taking any Hablt-Forming medications (Clearance Letter required from your prescribing MD dated

within 30 days of Physical)
FINO Currently taking any Psyholropic medications {Clearance Lefter required from your prescribing M0 dated

OIYES
within 30 days of Physical)
OYes mﬂentry taking any other medications you have not listed

If YES, list medications + strength
“atient signature: x M /ﬂ-/é(\ﬁ Date: % [Q@ éb

.. If.you start.your physical.and are. DISQUALIFIED,
you or your employer will still be responsible for payment.

{
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EPWORTH SLEEPINESS SCORE
How likely are you to dose off or foll asléep in the following situations?
Please use the following scale to answer the phrases below.
Rate each situation and add your responses.

0 Would never doze
Slight chance of dozing
Moderate change of dozing
High chance of dozing

Sitting and reading

8

Watching television

Sitting inactive in a public place

Fill )
vut
every _x

line

Lying down to rest in the afternoon when
Circumstances permit

Sitting and talking to someone

Sitting qu.iétly after a lunch without alcohol

In a car, while stopped in Lalfic for a few minutes

1
2
3
B
\-@\_
T
\& While a passenger in a car without a breék'
N
. -"\-EQ‘
NG
A

\ _:.L : Total Epworth Score

@oes/ 014
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MEA Medical Clinics

Berlin Questionnaire
SLEEP EVALUATION

CATEGORY 1

deoring Guestiong:

1

Complete the following:
haight age .
wealght male!femala

‘Do you spore?

i yes
o

T . dont know

If you snore:

3

Your snoting is?
i alightly lsidar than broathing
{1 as loud as talking
N louder than talking
" very Joud. Can be heand
In adjacent rooms.

How often do you snore?
N} nearly every day

0 3~4 timas aweek -
I 4-2 times a weelk

0 1.2 tirnés & month
& never or nearly never

Has your snoring ever bothered other
people?
1 yas

tL~""no

Has anyone noticed that you qult

. bréathing during your sleop?

llUﬂI.,’ ‘JI’UIII ddﬂy
3.4 times a weck
1-2 times a weak

&

K

a

0 1-2 times a month
8" never or nearly never

Name {ﬁ,nn
nrfrfmﬂ_gﬂ_‘_‘l

CATEGORY 2

- CATEGORY 3

Any answer wlihin bus uulline bs o pusltive respunme,

@o10/019

b=

Jr‘p r‘&.)
A0

Y 13 /1
L

How often do you fael tired or fatigued
after your sleep?

O nearly evary day

3l 3-4 times a week

O 1-2 fimas & week

0 1-2 timas a month

RL— never of nearly never

During your wake tima, do you feed tired,

fatigued or not wake up o par?
K nearly every day

{1 34 times a weask

fl 1-2 limes # weaeak

0 1-2 times a month
BL—"naver or naarly never

"Have ‘you aver nodded off or fallen

asleap while driving a vehicle?
o yes

\],—-n&

If yes, how often does It ocour?
0 nearly every day
| 2-4 times & week

IZI 1-2 times a waek
1-2 times a month
tB/’/never or niearly never

Do you have high bload pressure?

il yas

A" no

N} don't know
BMl= %

Scorlng Categorigs: Category 1 15 positive with 2 or more positive responses o questions 2-6
Calegory 2 I posiive with 2 of more pogliive regponses 10 questions 7-9
Categary 3 Is posilive with 1 or more positive respanses sndfor B BME=30

Final Results:

2 or mora posltive celegoties indicates a high likallhood of slesp disordered brasthitg,
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MEA

Primary Care Plus
asevos of 81, Dominic’s

OCCUPATIONAL/INDUSTRIAL
AUTHORIZATION AND CONSENT FOR
RELEASE OF MEDICAL INFORMATION

NYeunedh b Haldd

(Name of person being treated/examined)

(Authorizing Company)

I authorize this clinic and any medical group or their agents, employees and
others working with them or in privity with them, involved with my medical
treatment and or physical examination on this day, to release any and all
information or results related to this treatment/examination to the Authorizing
Company and/or persnns designated hy the rompany.

I do hereby affirmatively waive on behalf of myself and any persons who may

have an interest fi thiy walien all provisivns of law refating to the disciosure of

information acquired through the medical treatment of physical examination
process,including, but not limited to, all written reports and other documentation
of my individual medical treatment or physical examination results,

I certify that 1 have read and understand the matters contained in this
Authorization and Consent for Release of Medical information and I further
certify that I have executed this Authorization of my own free will and accord.

Zo0z2/010

Date W Signatywe of person beling treated/examined
Date l / Witness
MEA-41 D5/180 Mhﬂlmm
S e e ]
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HATHORN, KENNETH - Authorization For Service

CMS Order# A292393 Expires 10/27/2020 11:59 PM
Test Information Collection Site
Name HATHORN, KENNETH MEA Primary Care Plus - South
Ip LA009068527 1777 Ellis Avenue
J ackson, M5 39204
Company Dart Transit phone; 601-371-0400 fax: 801-371-1533
pER Besse, Randy

Walk-In
Reason
Services

Namiiasks
VT W T L

Donor
Instructions

Clinlc
Instructions

phone: 651-6233-1606

Tuesday October 27, 2020
Recertification

> DOT Physlcal
- Cantact CGMB immadiataly if a Crrtifiad

Madlcal Examiner will not ba avallabla

Bring ID and plan to arrive at collection site at least 3 hours prior to closing
Please call to confirm hours of operation of: M-F 9:00am-5:00pm / PE W1 by 4:00pm

Ifthere are any issues with the testing such as refusal to test or contact the company DER
and CMS immediately.

After Service [s Complete

To ensure prompt payment: Clinic Is responsible for obtaining all required releases and sending docurmentation
to email: Docs@ C orporateMedicals ervicas.com or fax: (423) 870-78R0

Inveicing Instructions;

Invaice CMS at the following address for all requested services ---->

EXCEPTION: All Quest Preferred sites and eS cheduled orders
sheould be billed to the contracted party

Corporate Medical Sarvices, Inc.

5420 Dayton Blvd.

Chattanooga, TH. 37415
Blling@CorporataMadicslSarvices.com

3490 DAYTON B
CHATTANOBEA

CORPORATE
MEDICAL
BERVICES

Zoa1/019



