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2¢ pennsylvania DIABETIC FORM

DEPARTMENT OF TRANSPCOHTATION

Bureau of Diiver Lisensing. PO Bux 835683, Larrlsburg. PA 17106-B888R. (¥17) 737 -0b62

THIS FORNM APPROVED BY THE MEDICAL ADVISORY BOARD 4/13/12
Provider: For more information relating to Medical Reporing. VIBI www.dmv.pa.gox and cfick on the Medlgal Reporting tab under Infermstion Ceomters,

PATIENT INFORMATION (P|ease compiete this form in its entlrety unless otherwlse noted)

CRIVER'S LICENSF NO: P AST MAMELR) e A EfC FiHG-H AN
22352044 COTTER JOSEPH
REIGHT fEY EVE COLOR NATE OF BIRTH TELEPHONF NUMBER
rETe LINALES VELRT DAY YOAT ( ) o -

STAER|T ADDRESS: P.O, Box number may be usad in addition o tha actital agdress. bul cannot bu uesd as e only address

ciTyY STATE ZIP GOVE

1. How long have you besn traating the patient? 5"1(.2— 3 ‘ 20V .

2. Do you treat the patient on 2 regular basls? _ 1 es
3. Has the patlert baen gdlagnosed with diabetes meliitus? \’ﬁb e e e

PLEASE NOTE: IF PATIENT HAS BEEN DIAGNOSED WITH DIABETES, PAGE 2 OF THIS FORM MUST BE COMPLETED
4, Has the patient been diagnosed with unstable digbstes melllius? \'LS_

If y2s, please continue. if no, you may move on to complete page 2.

a. Within the past 6 months, has it led to severe hypoglycamic reaction(s) that required outside intervention or assistance

of others or that produced confusion, lwssof anertionor a (085 of tonseiusRess? .
If yes, date of episode(s).

D, Within the past 6 months, has it led to symptomatic hyperglycemia, which caused a &uss of consciousness or an altered
state of perception, including, but nat limited to, decrea%pd reagction time, impaired vision or hearing, or both, and
confusion? __ Y €S, - Ifyes, dateof opisods(s)-_ _a‘ _' 41007 Iﬁl“’

¢. If yes, did the spisode(s) occur while under & health care provider's supervision? “V"N

d. If ves, did the episode(s) occur during or concurrent with a nonrecurring transient ilness, toxic ingestion ar
metabolic imbalance? ne

e

duiceits mellihs ) nentmptian o 7 Fabmat

e. If yes, was the splsode(s) caused by a temporary oondmon or isolated incident that is not likely to recur?
Caved by  unatn t&
\

5. Is the patient being treated with medication? . \l@

If yes, type:. .. (MS‘*UM _dosage: . HO « H"S, o ﬁ - (YD
8. What were the results of the patient's most recent HbA1C screening? ... .. ‘ - .. _dateoftest; 3 JAC l ’7 ==
HEALTH CARE PROVIDER INFORMATION (Pleass print or type)

HEALTH CARF PF\OVIOFR'S NAME SPLCIALTY - HFAITH CARF PROVIDER'S LICENSF NUMRER

BEUANIE  2as ¢ a0 =AM MED MD Y51 79%

&|REET ADDRESR , cITy STATE 7IF CODE
o0 evenbr e e M3lo (50 E= ML PA | 19342
TELEFHDNI- NUMBER F;:X NLUMRBRER ’

(6t0) 574 3555 Gic) 5§75 3560

I haroby state (hal the 1a0ts aove sel fonh ara g,
madm cuuisat Wothe prialiey Of (O£ -

Date

rzi Page 10f 2
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PatientName . GOTTER _______ ____ Driver's License Number 22352044
NEAULAR DRIVER (CLAST A A, 2 M) TSR
indicate individual | arking th riate box: | R 20/ 268 |
1. Please indicats individual's visual acuity by marking the approp jate box: I 203 T .
- A. Combined vision is 20/40 or better. . . With Corrgction W/O Correctiond B 20/ ),*‘Q
CORRECTED
' B, Combined viaisn iz peorer than 20/40°bUt has bsen corrected to 20/60 orbetter " 2o/ 30
’—_....2_0../___3;: s |
1 C. Combined vision is poorar than 20/60 but hes been corrected to at least 20/70, B 200 30
a) Do you conslider this person vistally capable to drive?. .., Yesld  Noul q Hq l W'7
. D. Combined vision is poorer than 20/70 and net correctabls to 20/70.
2. 1s individual's comblned field of vigion at least 120° In the horizontal meridian, [ CHECKONE: YES NO|
excepting the normal blind spots? .. ... v i e e e -
3. Does Individual have better than 20/100 vision in each eye with correation? .. ... ... v c e tadl ﬂ
4, Must Individual Wear COmettive IonSBaT . . . i e e e e e SRITIRREL @ J
5. Does this | o j i v - 3
. Does thls indlvidual no longer require corrective lenses as a result of corrective surgery? ... ... o
' ! Io lens a X
8. Is correction obtained through telescopic lenses? .. .. ... ... oo oo o0 PR T T T TR RT YRR ;
7. Did this Indlvidual have a dilated 8ye EXAM? .. ..« \ oo .
Date of last dilated eye exam: Ci . ‘1 i ' 7
HEALTH CARE PROVIDER INFORMATION (Please print or type)
MLALTYH CARE FIIOVIDER'® NAME FPECIALIY HILALTH GARL FROVIDER'SG LICENSE NUMBER
& e
BEYANNE  AolSew FAM MED MD U953 7’1%
STHREET ADDRESS CiTY &INTT. ZIP oD

TELEPHONE NUNBER ; FAX NUMBER
‘ bie) 5 G
(9((7 51 ,1 15’53’ (Lie) 574 35
¥ frue Agd o TIECI 0 e best ot my knowndgna, infarmatan ane bel'at, fundersland that lhe statemanta mada hergin are
§4904 ='Msworn falgdicaton 10 aUthontigs), Punishshie by 4 fing up 1o $2.500 and/or impdgnnment us 1o 1 year,

g4

SR LT Dignete Data '
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