
 

COMMERCIAL DRIVER LICENSE (CDL) APPLICATION PACKET 

The following documents must be submitted to the NTU Admissions Office to be considered for 

enrollment to Navajo Technical University. 

All documents must be official and original and will be kept on file. 

    (  )  Completed Admissions Application (Online application is also available on the website) 

    (  )  Official High School Transcript or Official GED Test Scores.  (In a sealed envelope) 

    (  )  Official Tribal Enrollment Document.  (CIB) 

    (  ) * A Valid New Mexico Driver License 

    (  )  Department of Transportation’s physical exam completed (form is attached) 

    (  )  *A copy of a driving record from Department of Motor Vehicle Division 

    (  )  *Copy of Birth Certificate 

    (  )  *Copy of Covid 19 Vaccination Card 

    (  )  *Two (2) documents that show proof of physical residence in New Mexico (i.e. rental agreement, utility bill, tax                                                         

             form that has physical address stated) 

*Required by the New Mexico Department of Motor Vehicle Division 

When all required documents have been received and completed you will receive an Official Letter of Acceptance. 

Admissions Office:  Thelma Johnson, Admissions Officer (505) 387-7365 or email: t.johnson@navajotech.edu 

Registrar’s Office:  Kelly Chiquito, Registrar (505) 387-7442 or email:  kchiquito@navajotech.edu 

Financial Aid Office:  Gary Segay, Financial Aide Manager (505) 387-7428 or email:  gsegay@navajotech.edu 

NTU Residential:  (505) 387-7476 or 7486 

Please visit our website at www.navajotech.edu for more information on admissions. 

Navajo Technical University 

Admissions/Registrar’s Office 

PO Box 849 

 Crownpoint, NM 87313  

mailto:t.johnson@navajotech.edu
http://www.navajotech.edu/


 

APPLICATION FOR COMMERICAL DRIVER LICENSE 
NAVAJO TECHNICAL UNIVERSITY 

Crownpoint,NM/Chinle, AZ 
 

 
(505) 786-4100 

What campus/site will you be attending: ( )Chinle ( ) Crownpoint 

What Semester and year do you plan to enroll/register: Fall 20 Spring 20   

ID Number:    
(For Office Use) 

1. Personal Information  
 

Full Name:     
Last First Middle 

Mailing Address: City: State: Zip:    
 

Email Address:  Phone Number:     
 

Social Security Number: - -  Date of Birth: / /    
 

Gender: ( ) Female ( ) Male U.S Citizenship: ( ) Yes ( ) No Citizen of:    
 

Marital Status: ( ) Married ( ) Single ( ) Divorced ( ) Separated Are you a Veteran: ( )Yes ( ) No 

Branch:     

First Generation Student: ( ) Yes (  ) No 
State of Residence:    

Do you require special accommodations? ( ) Yes ( ) No 

(Students with disabilities contact the Special Needs Counselor at (505) 786-4138)County:    

2. Ethnicity Information  
Predominant Ethnic Background 

(Federal law requests this information for statistical reporting purposes. Your response is voluntary.) 

 
What is your ethnicity? Yes ( ) Hispanic/Latino No ( ) Non-Hispanic/Latino 

 
If you selected not Hispanic please check all that apply: 
( ) American Indian / Alaskan Native  ( ) Native Hawaiian or other Pacific Islander 
( ) Asian ( ) White ( ) Black or African American 

 

Are you an enrolled member of a federally recognized tribe? ( ) Yes ( ) No 
 

If so Tribe: Census/Enrollment #:    
 

Chapter Affiliation:    
Tribal Agency: ( ) Eastern ( ) Western ( ) Ft. Defiance ( ) Chinle ( ) Shiprock 

 
How well do you speak your tribal language? ( ) None ( ) Basic ( ) Intermediate ( ) Fluent 

3. High School/GED Information  

Did you graduate from High School? ( ) Yes ( ) No Graduation Date:     

Did you earn a GED? ( ) Yes ( ) No GED Test Date:    

High School or GED Test Center Name: City:  

State: Zip:   



4. Other Questions  
How Did you hear about us? 

( ) Radio ( ) Newspaper ( ) College/Career Fair ( ) Tribal Fair (  ) Internet ( ) Referral 

( ) Campus Tour ( ) Walk In ( ) HS Fair/Presentation ( ) Other:     

 

5. Signature Verification, Drug Free Affidavit and Photo Release  
Photo Release (Optional) 

I hereby grant permission to Navajo Technical University the right to use, publish, display, and or 
produce any video recorded or photographs for promotional publication, alumni publication and or on 

the Navajo Technical University Web site or Facebook Page. 

Student Signature:    

Drug Free Affidavit (Required Signature) 
Navajo Technical College is a Drug Free Campus. In Compliance with the Drug-Free School and 

Campuses Act, commonly known as Part 86 of EDGAR (34 CFR Part 86), as a condition to receive 
funds or any other form of financial assistance under federal program. The unlawful use, possession, 

manufacture, or distribution of alcoholic beverages, illegal drugs, and the possession of drug 
paraphernalia are strictly prohibited by Navajo Technical University policy and procedures, The Navajo 
Nation Code, State and Federal Laws. Under no circumstances will the use of any drugs and/or alcohol 
be allowed anywhere on campus. The use of drugs and/or alcohol is prohibited at all times on campus 
or at any school sponsored activity, including educational trips. Violation of the Drug Free Policy will 

result in the appropriate disciplinary action(s) as outlined in the Student Handbook and Employee 
Handbook. 

I CERTIFY THAT I HAVE READ THE ABOVE STATEMENT AND UNDERSTAND THE CONDITIONS OF 
THE DRUG FREE CAMPUS POLICY. 

 
Student Signature: Date:    

Please sign and date your application, without a signature and date your application will not be processed. 
I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY 

KNOWLEDGE. 
 

 

APPLICANT’S SIGNATURE DATE 
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Medical Examination Beport Form
(for Ommdd Diver Medic.l GrtifiGthn)

U5. Dlpanm€nt of Tr.nspon.tlon

satuty Ad.nlnhllatlon

SECT|O l. Drly.r fnlot.n.llon fta be n ed out by the dtivel

MEDICAL RECORD #

(or sticker)

Driver lOVerified Bf:
Hasyour USDOT/FMCSA medical certificate ever been denied or issued for lesr than 2 years? O Yes

First Name:

ONo O Not Sure

Last Name: Age: _

lssuing State/ProvinceiDriver! License Numberl

E-Mail (optionol).

State/Province: _ Zip Code: _
Phone:

CLP/CDL ApplicanvHoldea: O Yer ONo

PCRSONAL INFORMATION

'(tPl(!tlpdk nvHoldft !e. jr6lixtronrtud.frnitio . "Ddnr D kdird lI Red wh.t tp. olptob D w.t urd to vs0 dx lnlltiv orlh. ddvli .9., CoL d,iv.R lklrs€, prsrpot

Have you ever had surgeryT lf "yes,"please list and explain below. Q Yes Q ro O Notsure

Are you currently taking medications (preJcription, overthe-counter, hetbol rcmedies, diet supplements)?
lf "yer,' please describe below.

O vcr Oro Q orsurc

DRIVER HEALTI{ HISTORY

(Aftoch odditionol sheets if necessory)

*This do(ument coniains sensitive infiomation and is fur ofcial use onty. lmpoper handling ofthis information could negatively afect individuals. Handl€ and secure lhis
inbrmation approprlatelyto prevent inadvertent discloiure byke€pingthe do<ument5 under the cont.ol of authorized p€rrons Paopedy dispore ofthis document when
no longer required to be maintained byregulatory requirements.*

Rev 3/29/2022 Page l

Form MCSA-5E75

hh{< krd.n Srrt dnr

Middle lnitial: Date ofBirth:

Street Address: City:



Formii(5l-5875 O B io.:2r24-lxro6 Erphtlon D.t :oa/tr/2021

Last Name: First Name DOB:

Do you haYC or havr you eYer hldl

1. Head/brain injuries ot illnesses (e-g-, concussion)

2. Seizures/epilepsy

3. Eye problems fex.ept glossesor contocts)

4. Earand/or hearing problems

5. Heart direase, hean aftach bypass, or other heart
problems

6. Pacemaker, stentt implantable devices, orother heart
procedures

7. High blood pressure

8. High cholesterol

9. Chronic (long-term) cough, shortness ofbreath, or
other breathing problems

10. Lung disease fe.g" a5thmo)

I t. Kidney problems, kidney stones, or pain/problems
with udnation

l2.Stomach, liver, ordigestiveproblems

13. Diabetes or blood rugar problems

lnrulin used

14. Anxiety, depression, neryousness, other mental health
problems

'15. Fainting or passing out

16. Dizziness. head.ches, numbness. tingling, o. memory
lort

17. Unexplained w€ight loss

18. Stroke, mini-stroke (tlA), paralysis, or weakness

19. Missing orlimited use of arm, hand,finger,leg, fooi toe

20. Ne(k or back problems

21. Bone, muscle,joint, or nerve problems

22. Blood clots or bleeding problems

23. Cancer

24, Chronic (long-term) inklon or otherchronic diseases

25. Sleep disorders, pauses in breathing while asleep,
daytime sleepiness, loud snoring

26. Have you ever had a sleeptesl (e.9., sleep opneo)?

27. Haveyou ever spent a night in the hospital?

28. Have you ever had a broken bone?

29. Have you ever used or doyou now use tobacco?

30. Do you cu(entt drink alcohol?

31. Have you used an illegal substance within the past
two years?

32. Have you everfailed a drug test or been dependent
on an illegal substance?

l{ot
Y.r No Surc

Not
Yes l{o Sur!

oooooooooooooooooo
ooo

ooooooooooooooooooooooooooo
ooooooooo
oooooo
oooooooooooo
ooo

Other health condition(s) not described above: Q ves Q tto Q Notsure

Did ),ou answer "yes'to any of questions 1-32? lfso. please comment further on those health conditions below: O Yes O to O Notsurc

(Aftoch additionol sheett if necessory)

I certify that the above information i5 accurate and complete. I understand that inaccurate, false or mi5sing information may invalidate the examination
and my Medical Examiner! Certificate. thatsubmilsion offraudulentor intentionally false information isa violation of ,and thatsubmission
offraudulent or intentionally false information may subject me to civil or criminal penalties under and Appendices A and B.

Driver! Signature: Date:

CMV DRIVER'S SIGNATURE

SECTIOT{ 2. Exrmlnrtlon naport fto beflled out by the medrcolexominer)

Review ond discuss perlinent diver onswes and ony ovoiloble medicol recotds. Camment oo the diver's responses to the'health history' questions that may offecl the
drivet\ sofe operction of o commerciol motot vehicle (CMV).

(Attoch odditionol sheets if necessory)

Page 2

Exam Date:

DRIVER HEALTH HISTORY (onrnued)

oooooooooooooooooo
ooo

DRIVER HEALTH HISTORY REVIEW



Form CSA-5475 OfB Lo.:2l26{006 Erplr.tloh D.t :0111/2025

Last Name: First Name: DOB: Exam Date:

Blood Pressure

Sitting

Second reading
(optionol)

Other testing if indicated

5ystolic Diastolic Urlnalysls Sp. Gr Protein Blood Sugar

Urinaly5is is required.
Numerical readings
must be recorded.

Potein, blood, ot sugot in the uine moy be on indicotion fot furthet testing to
rule out any underlying medicol problem.

Pulse Rate: Pulse rhythm regular: O Yes Otto Height _ feet _,in ches Weight. _pounds

Vlslon
Stondod is ot leost 20/40 acuity (Snellen) in eoch eye with ot without cotrection.
At leosl 70'field of vision in harizontal meidian meosured in eoch e/e. The use of
corcctive lenses should be noted on the MedicqlExominer\ Certificote.

Aculty Uncorrected Corected Ho zontalField ofMsion

Right Eye: 2O/_ 2O/_ Right Eye: _ degrees

Left Eye: 2o/- 2o/- Left Eye: 

- 

degrees

Both Eye5: 2o/_ 2o/_ ye,

Applicant can recognize and distinguish among traffc control O
signals and devices showing red, green, and amber colors

Monocularvision O
R€ferred to ophthalmologist or optometrist? O
Received documentation from ophthalmologist or optometrist? O

He.rlng
Stondard: Mu5t first perceive whispeted vaice ot not less thon 5 feet OR overuge
heoing loss of lest thon ot equol to 40 d8, in beftel eot (with or without heoring oid).

Check if hearing aid used for test E Righr Ear E Left Ear E Neither

Whlsper Test ReJuhs RightEar Lett Ear

Record distance (m feet) from driver atwhich a forced
whispered voice can first be heard

OR

Audlomctrlc T.* Results
Right Ear: Left Ear:

5(x) Hz 1000ltz 2000 Hz 500 Hz 1000 Hz 2000 Hz

Average Gight): Average (left):

No

o
o
o
o

TESTING

The presence ofa certain condition may not necessarily disqualify a driver, particularly if the condition is controlled adequatel, is not likely to
worsen, or is readily amenable to treatment. Even if a condition does not disqualify a drivet the Medical Examiner may consider deferring the driver
temporarily. Also, the driver should be advised to takethe necessarysteps to correct the condition as soon as possible, particularly ifneglecting the
condition could result in a more serious illness that might affect driving.
Check the body systems for abnormalities.

Body SFtcm
L General
2. Skin
3. Eyes

4. Ears

5. Mouth/throat
6. Cardiovascular
7. Lungvchest

Norma

o
o
o
o
o
o
o

lAbnormal Body systcm

8, Abdomen
9. Genito-urinary system including hemias

'10. Bacldspine
1 1. Extremities/joints
12. Neurological system including reflexes
l3.Gait
14. Vascular system

Normal Abnormal

o
o
o
o
o
o
o

o
o
o
o
o
o
o

o
o
o
o
o
o
o

Discuss ony obnormol ontwets in detoil in the spoce below ond indicote whethet it would offect the driver3 ability to opercte o CMV.
Enter opplicdble item numbet before eoch comment.

(Aftoch odditianol sheets if necessory)

PHYSICAL EXAMINATION

Page 3



Fom M(54-5175 Omlt{o;212@006 Explr.tlon D.t.:0t/3lllo25

Last Name: First Name: DOB: Exam Date:

Pleote compt.t. only on. ol th. following (Fedarul ot Staae) ,l.dkal Examlncr D.termlnaalon scctions:

Use this section fot examinotions pedomed in accodonce with the Federul Motot Caniet Sdfety Regulotions Uge[f.3gL j1:391/9

Q Does not meet standatdt (specitreoson);

O Meets stand.rds in 49 CFR 39 ] 4l; qualifies for 2-year certifcate

O Meets standards, but perlodlc monitoring te{,uited (specify rcason)

Driver qualified for: O3months Q6months Otyear O other (specr6,l:

I Wearing conective lenses E Wearing hearing aid E Accompanied by a waiver/exemption (speci, We)i

E Accompanled bya Skill Performance Evaluation (SPE) Certificate E Qualified by opetarion of 49 CFR 391.64 (Fede@t)

E Oriving withln an exempt lntr.city zone (ree49CFR 391.62 (Federcl)

O Determination pen ding (specify rcoson)l

O lncomplete examinatio (specity reoson)i

It the ddv€r meeB the 5tand.rdt outlined in , then complete a lrledi(al Eranine.l Certificte ar itated in , ar ippropriate.

I have performed this evaluation for certification. I have personally reviewed all available records and recorded information pertaining to this
evaluation, and attest that, to the best ofmy knowledge, I believe it to be true and correct,

Medical Examiner! Signature:

Medical Examinert Name (pleose print or type)l

Medical Examiner! Address: City: State: _ Zip Code: _
Medical Examiner! Telephone Number:

ls5uing Statei _
E MD E DO E Physician Assistant E Chiropractor E Advanced practice Nurse

E Other Practitioner (ipeclt)r

Medical ExaminerS Certificate Expiration Date

Page 4

MEDICAL EXAMItIER DETERiiINATION (Fede.aU

E Return to medical exam office for follow-up on (mustbe45 doyt ot less): _
E Medical Examination Report amended /speciy reosory:

(if omended) Medical Examiner's Signature: _ Date:

Date Certifi cate Signed:

Medical Examiner's State License, Certificate, o. Registration Number:

National Regirtry Number: _



fo.m MCSA-567' O l No.:212@006 arpl..tlon O.i.: ol/ll/202s

Last Namei First Name: DOB:

Use this section fol exominotions petformed in occordance with the Federul Motot Cor et Sofety Regulotions gLef!]21_!!J:-19L49 with ony opplicoble Stote
voriances (which willonly be volid for intrustote operotions):

O Does not meet standards in 49 CFR 391 .41 wlth any applicable Sta te val/ancfs (trycify rcoson)i

O Meets standards in 49 CFR 391 .41 with any appllcable State varlances

Q Meets standards, but periodic monitorin g rcqvied (specify ,€oton)l

Driver qualified for: O3months O6months O I year O other (ipec,t)r

I Wearing corrective lenses E Wearing hearing aid ! Accompanied by a waiver/exemption (specifytype)l

f] Accompanied bya Skill Performance Evaluation (sPE) certificate E Grandfathered from State requirements fsrorel

lf tfie driyer me€ti the ttandatds outlined in , with appli(able 5tate yarian(6, then (onplete a ltedi(al [ramine]'s Certifi(ate, as appropri.te.

I have performed this evaluation for certification. I have personally reviewed all available records and recorded information pe.taining to this
evaluation, and attest that. to the best of my knowledge, I believe it to be true and corred.

Medical b(aminer! Signature:

Medical Examiner! Name (pleose print ot tyry)l

Medical Examinerl Address: City: State: _ Zip Code: _
Medical Examiner!Telephone Number: Date Certificate Signed

Medical Examiner! State Licensg Certificate, or Registration Number: lssuing State: _
E MD E DO E Physician tusistant ! Chiropractor E Advanced practice Nurre

E Other Practitioner (rpecl&l

Medical Examinert Certificate Expiration Date

MEDICAL EXAMINER DETERMII{ATION (State)

Page 5

Exam Date:

National Registry Number: _



lnstructions for Completing the Medical Examination Report Form (MCSA-5875)

l. Step-By-Steplnstructions

Driver:

Section l: Driver lnformation

Personal lnformation: Please complete this section using your name as written on your driver's license,
your current address and phone number, your date of birth, age, drivert license number and issuing state.

. CLP/CDL ApplicanUHolder: Check "yes" if you are a commercial learner's permit (CLP) or commercial
driver's license (CDL) holder, or are applying for a CLP or CDL. CDL means a license issued by a State
or the District of Columbia which authorizes the individual to operate a class of a commercial motor
vehicle (CMV). A CMV that requires a CDL is one that: (1) has a gross combination weight rating or
gross combination weight of 26,001 pounds or more inclusive of a towed unit with a gross vehicle
weight rating (GVWR) or gross vehicle weight (GVW) of more than 10,000 pounds; or (2) has a GVWR
or GVW of 26,001 pounds or more; or (3) is designed to transport 16 or more passengers, including
the driver; or (4) is used to transport either hazardous materials requiring hazardous materials
placards on the vehicle or any quantity of a select agent or toxin.

. Driver lD Verified By: The Medical ExaminerAtaff completes this item and notes the type of photo lD
used to verify the driver's identity such as, commercial driver's license, driver's license, or passport, etc.

. Has your USDOT/FMCSA m€dica! certificate ever been denied or issued for less than two years?
Please check the correct box "yes" or"no" and if you aren't sure check the "not sure" box.

Driver Health History:

. Have you eyer had surgery: Please check'yes" if you have ever had surgery and provide a written
explanation of the details (type of surgery, date of surgery etc.)

. Are you currently taking medications (prescription, oyer-the-counter, herbal remedies, diet
supplements): Please check'yes" if you are taking any diet supplements, herbal remedies, or
prescription or over the counter medications. ln the box below the question, indicate the name of
the medication and the dosage.

" #l-32: Please complete this section by checking the "yes" box to indicate that you have, or have ever
had, the health condition listed or the'No" box if you have not. Check the "not sure" box if you are
unsure.

' Other Health Conditions not described above: lf you have, or have had, any other health condi-
tions not listed in the section above, check"Yes"and in the box provided and list those condition(s).

. Any yes answers to questions #1-32 above: lf you have answered "yes" to any of the questions in
the Driver Health History section above, please explain your answers further in the box below the
question. For example. if you answered "yes"to question #5 regarding heart disease, heart attack,
bypass, or other heart problem, indicate which type of heart condition. lf you checked "yes,,to
question #23 regarding cancer, indicate the type ofcancer. Please add any information that will be
helpful to the Medical Examiner.

CMV Driver Signature and Dat.3 Please read the certification statement, sign and date it, indicating
that the information you provided in Section I is accurate and complete.

lnnrudlonr IICSA-5475

Page 6



Medical Examiner:

Section 2: Examination Report

. Driver Health History Review: Review answers provided by the driver in the driver health history section
and discuss any"yes"and"not sure" responses. ln addition, be sure to compare the medication list to the
health history responses ensuring that the medication list matches the medical conditions noted. Explore
with the driver any answers that seem unclear. Record any information that the driver omitted. As the
Medical Examiner conducting the driver's physical examination you are required to complete the entire
medical examination even if you detect a medical condition that you consider disqualifoing, such as
deafness. Medical Examiners are expected to determine the drivert physical qualification for operating
a commercial vehicle safely. Thus. if you find a disqualirying condition for which a driver may receive a

Federal Motor Carrier Safety Administration medical exemption, please record that on the driver! Medical
Examinert Certificate, Form MCSA-5876, as well as on the Medical Examination Report Form, MCSA-5875.

. Testing:

. Pulse rate and rhythm, height, and weight: record these as indicated on the form.

. Blood Pressure: record the blood pressure (systolic and diastolic) ofthe driver being examined. A
second reading is optional and should be recorded if found to be necessary.

. Urlnalysis: record the numerical readings for the specific gravity, protein, blood and sugar.

" Vision: The current vision standard is provided on the form. When other than the Snellen chart is
used, give test results in Snellen-comparable values. When recording distance vision, use 20 feet
as normal. Record the vision acuity results and indicate if the driver can recognize and distinguish
among traffic control signals and devices showing red, green, and amber colors; has monocular
vision; has been referred to an ophthalmologist or optometrisU and if documentation has been
received from an ophthalmologist or optometrist.

. Hearing: The current hearing standard is provided on the form. Hearing can be tested using either a
whisper test or audiometric test. Record the test results in the corresponding section for the test used.

. Physica! Examination: Check the body systems for abnormalities and indicate normal or abnormal
for each body system listed. Discuss any abnormal answers in detail In the space provided and indicate
whether it would affect the driver's ability to safely operate a commercial motor vehicle.

ln this next section, you will be completing either the Federol or stote detemination, not both,

. Medical Examiner Determination (Federal): Use this section for examinations performed in
accordance with the FMCSRs (49 eFt 19l-41..-3 91-49f . Complete the medical examiner determination
section completely. When determining a driverl physical qualification, please note that English language
proficiency (49!E&:ar.t 39].U: General qualifications of drivers) is not factored into that determinrtio;.

' Does not meet standards: Select this option when a driver is determined to be not qualified and
provide an explanation of why the driver does not meet the standards in 49 CF R 3 91 .{1.

' Meets standards in 49 e E&391 .4ll; qualifes for 2-year certification: Select this option when a
driver is determined to be qualified and will be issued a 2-year Medical Examiner's Certificate.

Page 7
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lnnru.tionr MC5A-5a75

. Meets standards, but periodic monitoring is required: Select this option when a driver is
determined to be qualified but needs periodic monitoring and provide an explanation of why
periodic monitoring is required. Select the corresponding time frame that the driver is qualified for,
and if selecting "other" speciry the time frame.

- Octermination that driver meets standardr: Select all categories that apply to the driver!
certification (e.9., wearing corrective lenses, accompanied by a waiver/exemption, driving within
an exempt intracity zone, etc.).

. Determination pending: Select this option when more information is needed to make a qualification
decision and specify a date, on or before the 45 day expiration date, for the driver to return to the
medical exam off ce for follow-up, This will allow for a delay of the qualification decision for as many
as 45 days. lf the disposition ofthe pending examination is not updated via the National Registry on or
before the 45 day explration date, FMCSA will notify the examining medical examiner and the driver in
writing that the examination is no longer valid and that the driver is required to be re-examined.

- MER amended: A Medical Examination Report Form (MER), MCSA-5875, may only be amended
while in determination pending status for situations where new information (e.9., test results,
etc.) has been received or there has been a change in the driver! medical status since the initial
examination, but prior to a final qualification determination. Select this option when a Medical
Examination Report Form, MCSA-5875, is being amended; provide the reason for the amendment,
sign and date. ln addition, initial and date any changes made on the Medical Examination Report
Form, MCSA-5875. A Medical Examination Report Form, MCSA-5875, cannot be amended after
an examination has been in determination pending status for more than 45 days or after a final
qualification determination has been made. The driver is required to obtain a new physical
examination and a new Medical Examination Report Form, MCSA-5875, should be completed.

. lncomplete examination: Select this when the physical examination is not completed for any
reason (e.9., driver decides they do not want to continue with the examination and leaves) other than
situations outlined under determination pending.

. Medical Examiner information, signature and date: Provide your name, address, phone number,
occupation, license, certificate, or registration number and issuing state, national registry number,
signature and date.

. Medical Examiner's Certificate Expiration Dat.: Enter the date the driver's Medical Examinert
Certifi cate (MEC) expires.

Medical Examiner Determination (State): Use this section for examinations performed in accordance
with the FMcsRs 49 1 .41-391.49 with any applicable State variances (which will only be valid forF

intrastate operations). Complete the medical examiner determination section completely.

. Does not meet standards in !I9 !eE&39'1f11with any applicable State variances: Select this
option when a driver is determined to be not qualified and provide an explanation of why the driver
does not meet the standards in 49, e F_8191-41 with any applicable State variances.

. Meets standatdi in 49 CFR 391 .41 with any applicable State variances: Select this option when a
driver is determined to be qualified and will be issued a 2-year Medical Examiner's Certificate.

Page 8



ln3trudlont MCsA-5E75

Meets standards, but periodic monitoring is required: Select this option when a driver is deter-
mined to be qualified but needs periodic monitoring and provide an explanation of why periodic
monitoring is required. Select the corresponding time frame that the driver is qualified for, and if
selecting "other" specify the time frame.

- Determination that driver meets standards: Select all categories that apply to the drivert
certification (e.9., wearing corrective lenses, accompanied by a waiver/exemption, etc.).

Medical Examiner information, signature and date: Provide your name, address, phone number,
occupation, license, certificate, or registration number and issuing state, national registry number,
signature and date.

Medical Examine/s Certificate Expiration Date: Enter the date the drivert Medical Examiner!
Certifi cate (MEC) expires.

ll. lf updating an existing exam, you must resubmit the new exam results, via the Medical Examination
Results Form, MCSA-5850, to the National Registry, and the most recent dated exam will take precedence.

lll. To obtain additional information regarding this form go to the Medical Program's page on the Federal
Motor Carrier Safety Administrationl website at
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fdm MCSA'5!76 OMg No.: 212fi006 Erplration D.t.:0381/2025

?ubll< Bud6 Sirbn nr

EI
U5' O!p.rtn..n otTnnlport ron
f!d.r.l Moto, C-.rri.r
s.bty ldmlnl5tradon

Mediol Examiner's (ertifi ote
(for (ommerdal Diver Medi(al GrtifGtion)

lcertify that I have examined Lsrt N.me: FiEt Name:

ffnd this person is qualified, and, ifapplicable,only when (check oltthot opply):

I Wearing corrective lenses E Accompanied by a waiver/exemption El Driving within an exempt intracityzone (49 CFR 391.62) (Federo,

E Wearing hearing aid El Accompanied by a Skill performance Evaluation (SpE) Cenilicate D Qualified by operation ol 4s cFR 391 .64 (Feded)

E Grandfathercd from State requirements (stcte)

The information I have p.ovided regarding this physical examination is true and complete. A complete Medical Eramination Report Form,
MCSA-5875, with anyattachments, embodies myfndings completely and correctl, and is on file in my office.

Medi<.| Examiner'! Certificate Expiration Drt.

MsdlGrl Ex.mlnlrt Slgnatutr

,{adl(.| Examln€r'i N.me (pleose ptint or type) OUO O Physician Assistant

O Do Qchiropractor

lssqlng St tc

O Advanced Practice Nurse

O Other Practitloner (Jpeci,

M.dic.l EraDiner's State Licenrg Certif<.te, or Rcgirtr.tion Numb€l .tional Regiitry t{umbel

Drlver'r Slgnatur. Driver'3 Llcense Number lsrulng Stite/Provln(e

Drlvc.! Addreri

Street Address: City: State/Province:

CLP/CDL Appll(anUHolder

zip Code: 

- 

Qve' Qlo

Rev 3/29/22

in accordance with (p/eoJ e check only one)i

M.dl<.|Ellmlner't Tcl.phon. Numb.. Drt C.rtifiotc Sign.d
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