THIS FORM MUST BE COMPLETED BY YOUR REGISTERED GP OR VIA
D4ADRIVERS: https://d4drivers.uk/taxi-medical/

Licensing

Public Service Plaza
H aV a n t ﬁg/\l/(; r%‘[entre Road
BOROUGH COUNCIL POO DAY

MEDICAL PRACTITIONER DETAILS
To be completed by the medical practitioner carrying out the medical examination.

Full Name Surgery Stamp
Address

Post Code
Email address

MEDICAL DECLARATION

Applicant / Driver Name:

The above named person is registered with this surgery as a Yes No
patient.
I have seen a summary of the above named person’s medical Yes No
records.
| consider that the above named person meets the Group 2 Yes No

medical standards of fithess to drive, as set out in the latest
editions of the DVLA publication for Medical Practitioners ‘At a
Glance Guidance for Current Medical Standards of Fitness to
Drive’ and The Medical Commission’s Accident Prevention
publication ‘Medical Aspects of Fitness to Drive.’

Signature of Medical

Practitioner

Date

May 2026



Medical examination report

Driver & Vehicle for a Group 2 (bus or lorry) licence

Licensmg For advice on how to fill in this form, read the leaflet INFAD available
Agency at www.gov.uk. Please use black ink when you fill in this report.

Important information for doctors carrying
Important: This report is only valid for out examinations.

Before you fill in this report, you must check the applicant’s

identity and decide if you are able to fill in the Vision

assessment on page 2. If you are unable to do this, you

must inform the applicant that they will need to ask an

optician or optometrist to fill in the Vision assessment.

Has a company employed you or booked

you to carry out this examination? Yes No
Postcode If yes, you must give the company’s details below.
c b ional If no, you must give your practice address details below.
ontact number (optional) (Refer to section C of INF4D.)

If you do not want to receive survey invitations by email from
DVLA, please tick box

Your doctor’s details (only fill in if different

| can confirm that | have checked the applicant’s
documents to prove their identity.

Signature of examining doctor
Postcode

Contact number

Applicant’s weight (kg) Applicant’s height (cm)

Do you have access to the
applicant’s full medical record? Yes No

Important: Signatures must be provided at the end of this report
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Driver & Vehicl "
Loensing . Medical assessment
Agency Must be filled in by a doctor

1 Neurological disorders 2 Diabetes mellitus

Please tick v the appropriate boxes

Does the applicant have a history or evidence e No
of any neurological disorder (see conditions in
questions 1 to 11 below)?
If no, go to section 2, Diabetes mellitus
If yes, please answer all questions below.
Yes No

i

10.

11.

Has the applicant had any form of seizure?

(@ Has the applicant had more than
one seizure episode?

(b) Please give date of first and last episode.
First episode

Last episode

(c) Is the applicant currently on
anti-seizure medication?

(d) If no longer treated, when
did treatment end?

(e) Has the applicant had a brain scan?
If yes, please give details in section 9, page 6.

Yes No

Has the applicant experienced any
dissociative/functional seizures?

(@) If yes, please give date of
most recent episode.

(b) If yes, have any of these episode(s)
occurred or are they considered likely
to occur whilst driving?

Yes No
Stroke or TIA?

If yes, give date.

(@ Has there been a full recovery?
(b) Has a carotid ultrasound been undertaken?

(c) If yes, was the carotid artery stenosis
>50% in either carotid artery?

(d) Is there a history of multiple strokes/TIAs?

Sudden and disabling dizziness or vertigo
within the last year with a liability to recur?

Subarachnoid haemorrhage (non-traumatic)?

Significant head injury within the
last 10 years?

Any form of brain tumour?

Other intracranial pathology?
Chronic neurological disorder(s)?
Parkinson’s disease?

Blackout, impaired consciousness or loss
of awareness within the last 5 years?

Applicant’s full name

Medical examination report

Yes No

Does the applicant have diabetes mellitus?
If no, go to section 3, Cardiac
If yes, please answer all questions below.

1.

Is the diabetes treated by:
(@) Insulin?
If no, go to 1c
If yes, please give date
started on insulin.
(b) Are there at least 4 continuous weeks of glucose readings
stored on a memory meter or meters?
If no, please give details in section 9, page 6.
c) Other injectable treatments?

Yes No

d) A Sulphonylurea or a Glinide?
e) Oral hypoglycaemic agents and diet?

(

(

(

(f) Diet only?

(@) Does the applicant monitor their glucose
level using continuous glucose monitoring
(CGM)?

(b) If yes, is the continuous glucose monitoring (CGM)
device approved for non-adjunctive use?

(c) Does the applicant carry a finger prick
monitoring device?

(d) Does the applicant test glucose at least
twice every day?

(e) Does the applicant test glucose at times relevant to
driving? (Within 2 hours of starting their first journey
of the day and continuing to check at least every
2 hours during their journey. There must be no more
than 2 hours between glucose checks at
any time during their journey).

(f) Does the applicant keep fast-acting
carbohydrate within easy reach
whilst driving?

(g9) Does the applicant have a clear
understanding of diabetes and the
necessary precautions for safe driving?

Yes No

(a) Has the applicant ever had Yes No

a hypoglycaemic episode?
(b) Is there full awareness of hypoglycaemia?

Is there a history of hypoglycaemia
in the last 12 months requiring the
assistance of another person?

If yes, please give details and dates below.

Yes No

Has there been laser treatment or Yes No
intra-vitreal treatment for retinopathy?
If yes, please give most

recent date of treatment.

Date of birth


















