DriveAbility
4 Alumni Drive 
Exeter, NH  03833
(603) 580-7927	
Fax # (603) 580-7931
driveability@ehr.org



Dear Dr. ______________,

Your patient, ________________________________, DOB: ___________ was referred to DriveAbility, by ____________________________________, for a comprehensive driving evaluation. This evaluation will include a clinical assessment and a behind the wheel evaluation to determine the client’s ability or potential to appropriately drive a motor vehicle. An assessment to determine the appropriate vehicle and equipment needs of the client will also be completed if needed.

In order for your patient to participate in this evaluation, we need you to complete the following medical history form and to sign that you medically clear them to participate in the driving evaluation and any recommended training.  Please also include a copy of their medications and last examination report.

Please call (603) 580-7927 if you have questions or need further assistance. Once the form is completed, please fax it to (603) 580-7931.  When the driving evaluation is completed, a copy of the report with the recommendations will be mailed to you, the funding source and if needed the NH Department of Motor Vehicles.

Thank you for your timely attention to this referral.

Sincerely,

DriveAbility

Office: 603-580-7927











Physician Medical Report


Patient Name: ______________________________		DOB___________________
Physician Name: ____________________________             Phone #:________________
Physician Address: ________________________________________________________
Date of last MD visit :_________________________( should have been within the last year) 

Primary Diagnosis____________________________     Date of Onset_______________

Significant Medical History: ______________________________________________________
______________________________________________________________________________

History of Seizures? ___________ If yes, last known date: ________________

Please list any medications that might interfere with safe operation of a motor vehicle? ______________________________________________________________________________
______________________________________________________________________________

Please describe any physical, cognitive or visual deficits observed which might interfere with the patient being able to safely drive ______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Other Comments/Concerns: _______________________________________________________
____________________________________________________________________________________________________________________________________________________________

MUST CHECK ONE BELOW:

     Patient is medically cleared to participate in a driving evaluation 
and any recommended training. I understand that a copy of the evaluation results and recommendations will be sent to me.

    Patient is NOT medically cleared to participate in a driving evaluation 


______________________________ 	_________________		 PHYSICIAN SIGNATURE			DATE

PLEASE FAX BACK TO (603)580-7931
ADD location/date and any other required data

