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CDL Employee Prescription
Medications Form

	This information is required to comply with The Omnibus Transportation Employee Testing Act of 1991. 

Instructions: 
· Employee completes Section 1 prior to giving form to treating physician. 

· Treating physician completes Section 2, signs and dates, and returns completed form to employee. 

· Employee submits completed form to supervisor, who immediately sends it to agency human resource office. Employee may also submit completed form directly to agency human resource office.


	Section 1: Employee Information:  

	Employee Name
	Employee Number
	Name of Treating Physician
	Today’s Date

	     

	     
	     
	     

	Section 2: Medication Information

The above-named patient currently is taking the following prescription medication(s) which will impair his/her ability to operate Commercial Drivers License motorized vehicles/equipment.


	Dates employee will be taking medication
	Name of Medications


	Dosage
	Will medication impair patient’s ability to operate motorized vehicles or equipment? (yes/no)
	If yes, how will it impair the patient? (e.g., dizziness, fatigue, sleepiness, nausea, etc.)

	From
	To
	
	
	
	

	
	
	

	
	     
	

	
	
	

	
	     
	

	
	
	

	
	     
	

	
	
	

	
	     
	

	
	
	

	
	     
	

	
	
	

	
	     
	

	
	
	

	
	     
	

	Physician Comments:     
     
     

	Physician signature ______________________________________       Date _______________________

Physician address _____________________________________          Telephone  __________________
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