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Questionnaire to assess vour patient’s medical fitness to drive

Please indicate diagnosis (tick ¢ relevant box):
a) Cognitive Impairment: stable impairment eg Post Head Injury, Post CVA I 2 ’,
b} Dementia: for example Alzheimer's disease. Vascular dementia [ ; ,.}
Otber please j-\va dmgnosm "L '
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Scann (J No $ «5th\a.u C"wuje, ~vew '= "’ Y“"\-"Y
Date of onset of your patient’s symproms. :ﬁ | IZO{"/
Please give the date you last saw your patient for this condition. F / | 2; _J2ei2 1
Please give the name date and dosages ot current medication:
frvac"" S L .y T T T S AR U e g
P » . Name of medlc'mon o8 1 Indication I -
Wﬁ?‘:_h e o 5¢\C7 N PRI Ce7n1};v€] pvuam
£ — B ) jl
_— H H {
| J
- . ‘et .. ! o H :-
Does your patient currently experience side-effects  N/A | ! YES | l NO | ~/,r‘
from their medication which zre likely to impair safe driving?
Is the mental state and/or behaviour so unstable and/or so severe  YES | INO [ oA~
as to make driving dangerous?
- f R
Does your patient lack insight and/or judgement to 2 degree that  YES [__ ] NO ;_:_-{]’
would make driving dangerous?
Is your patient experiencing continuing hallucinations/delusions  YES | | NO ] 6/—],
likely 10 distract atention from driving?
Does your patient’s condimon cause significant impairment in YES| |NO | {]
their ability w0 perform the activities of daily living?
If YES, please give details. 2 PR k3
In the last 12 months, has your patient démonstrared persisteni misuse

of either drugs or alcohol {including recurrent binge drinking)? YES 1—- d NO [‘L)/

It YES. please supply details (including acwal drugs.blood test/urine results (if available)
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11.  Please givc dates of any detoxification treatment for either drugs or aicohol in
the last 3 years:

12, Are vou aware of any other medical condition that may “ YES | 1NO ! /
affect safe driving?

YES. please specify

e . " N e TP Er
122 Do you have any information regarding your patient’s driving? YES | ‘/_]/\10 Bl 7l

I1 please supply the details R
Zc’/{k‘zf 1(’ he.  lhas vw{’ L‘-&A ﬂwj__ P~?(z)}e0-m,[_~_o(v‘wl
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13 Plcass supp'x the name(s)/address of any mhcr - doctor(s)/specialisi(s) involved in your vl

fo ‘I"% :
SR AT A LV 1) <By _ang. -ell LN
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Is there an Invoice o follow? < ) No |__ | Istherea VAT lnvoice w follow?  Yes [_Ino V/

Signature: R N ' ADDRESS STAMP

Name {in capitals)
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