
Dear CDL Candidate:

Thank you for partnering with Franciscan Health for your CDL Physical.  It’s 
important to understand how to prepare for your physical – in advance – for the best 
experience.

Please consider the following action items before you come for your exam: 

Gather any test results and letters from your doctor related to your CDL Physical.
Use the enclosed form(s) for your convenience.  Forms are required for:

Blood pressure conditions
Diabetes
Sleep apnea – Use the enclosed Obstructive Sleep Apnea Questionnaire
to see if you are at risk for Sleep Apnea.  If you score 3 or above, contact
your doctor for further directions.  You may need a sleep study in order to
obtain a “long term” CDL (1-2 year) license.
Heart conditions
Respiratory conditions
Vision / Hearing conditions

On the day of your exam, bring the following:
Driver’s license / picture identification for any learner’s permit
Glasses or contact lenses (If you have them, bring them!)
Hearing aids (If you have them, bring them!)
List of medications (Use the reverse side of the DOT Tip Sheet in packet.)
Test results and letters from your doctor(s).

If your company is paying for your physical, bring their Authorization Form.  One
is included in this packet for your convenience.

We want your experience to be successful with the best possible outcome.  
Please contact your Franciscan WorkingWell location with any additional 
questions:

Respectfully,

Franciscan WorkingWel Client Services



Federal law requires that commercial motor vehicle 
drivers (CMVs) have routine physical examinations. 
Franciscan Working Well Department of Transportation 
(DOT) medical examiners are specially trained in 
understanding these regulations and preventing 
drivers from being inappropriately disqualified. 

Follow these tips to facilitate your exam.

PRIOR TO YOUR EXAMINATION 

• List all medications you regularly take (prescription
and over-the-counter). Please use the reverse side
of this flyer to list your medications.

• Gather any test results and/or letters from your
doctor(s) that may be needed during the exam.
(Examples include blood tests, stress test results,
clearance from a cardiologist.)

o Examples of common health conditions
requiring additional documentation:

High blood pressure
o List of medications
o Must be 140/90 or less to qualify for a

valid DOT certificate

Diabetes 
o List of medications
o Recent blood test (hemoglobin AlC)

Sleep apnea 
o Copy of most recent sleep study or CPAP

compliance report

Heart conditions 
o Written clearance from cardiologist
o Results of recent stress test with

ejection fraction

• Continue to take your medications as directed
by your doctor.

• Bring the following:

o Driver's license

o Glasses/contact lenses (if needed)

o Hearing aids (if needed)

o List of medications (documentation sheet on
the reverse side of this flyer)

o Test results and/or letters from your doctors

• The exam will include:

o Health history, medications and test results/
letters review

o Urine test

o Hearing test

o Vision test

o Physical exam

o Others test(s) as needed

• The examiner will determine the expiration date
of your certificate:

o Maximum length is two years from date of exam

o Certain medical conditions may require more
frequent monitoring and/or a shorter duration
of the medical certificate
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Time: Date: 

INTERNAL USE ONLY Verbal Authorization from: 

WW Signature:  

 
 
 
 

 
EMPLOYEE NAME:    SS#   

COMPANY NAME: Skyline Property Group     _____________________________________________________________________ 

 COMPANY PHONE # (317) 865-8818  FAX #    

Company Representative Authorizing Treatment (print name):   

Company Representative Authorizing Treatment (e-mail):    

Company Representative Signature:   Phone #   

The above employee is scheduled on:  Date:    Time:    

Check Appropriate Clinic (See reverse side for clinic maps) 
Franciscan WorkingWell locations: Choose one of these locations for your employee’s occupational health needs. 

CityWay 325 S. Alabama St., Suite 100, Indianapolis, IN 46204, Tel (317) 705-4785, Fax (317) 705-4798 

Greenwood 747 E. County Line Rd., Greenwood, IN 46143, Tel (317) 528-8009, Toll Free (877) 516-5777, Fax (317) 528-8012 

Mooresville 1215 Hadley Rd., Suite 205 Mooresville, IN 46158, Tel (317) 834-5220, Fax (317) 834-5229 

Carmel 10767 Illinois St., Suite 1300, Carmel, IN 46032, Tel (317) 528-2777, Fax (317) 528-2778 

Crawfordsville 1704 Lafayette Rd., Suite 2, Crawfordsville, IN 47933, Tel (765) 362-6374 

Lafayette 3218 Daugherty Drive, Suite 140, Lafayette, IN 47909 Tel (765) 502-4190 

Franciscan ExpressCare locations: Choose one of these when the WorkingWell locations are closed and on weekends. 

Stones Crossing 1703 W. Stones Crossing, Greenwood, IN 46143, Tel (317) 528-2141 

Greenwood 1001 N. Madison Ave., Greenwood, IN 46142, Tel (317) 528-7500 

Indianapolis 5210 E. Thompson Rd., Indianapolis, IN 46237, Tel (317) 782-7500 

CityWay 325 S. Alabama Street, Suite 100, Indianapolis, IN 46204, Tel (317) 705-4785 

Carmel 10767 Illinois St., Suite 1300, Carmel, IN 46032, Tel (317) 528-2777, Fax (317) 528-2778 
 

Check Services Needed 
Diagnosis & Treatment 

Physical Examination 

Injury Treatment 

DOT Non-DOT 

 

Pre-placement 

 

Other:  

Check Type of Drug Testing Needed 

Non-DOT Urine Drug Screen (Chain of Custody) 

DOT Urine Drug Screen (Chain of Custody) 

Instant Urine Drug Screen (5-panel E-Cup) 

 
 
 

 
Instant Urine Drug Screen (10-panel) Other:  

Collection Only Urine Drug Screen 

Breath Alcohol Non-DOT 

Non-DOT 

DOT 

DOT Laboratory:  

Hair Analysis Other:  
 
 

Check Reason For Drug Test Reasonable Suspicion / Cause (Select one of the following: Post Accident, Injury or Other) 

Pre-Placement Random Post-Accident Post-Injury Other:  
 

 

 

Check Any Additional Services Needed (Note: Call for availability.) 
Respirator Questionnaire 

Respirator Fit Testing 

Spirometry Testing 

Audiometric Exams 

Wellness Screenings 

Vaccinations 

Lift Evaluations 

Other:  
 

AUTHORIZATION FOR TREATMENT 



RECORD RELEASE REQUEST

I am applying for a Department of Transportation (DOT) medical certificate.  In order for me to pass my 
physical and to continue my employment or to qualify for employment, I need a letter from you 
regarding my medical condition(s) (listed below) and a statement of compliance with treatment including 
the degree of control and documentation of any pertinent laboratory tests for the conditions listed below.

Please, at your earliest convenience review and verify, via signing below, that I am under your care for the 
stated condition(s), that I am maintaining appropriate follow-up resulting in the condition being adequately 
controlled, and that I am deemed safe to drive according to the standards set forth by the Federal Motor 
Carrier Safety Administration (FMCSA).  See link below with page number reference next to Medical 
Condition listed below.

https://www.fmcsa.dot.gov/sites/fmcsa.dot.gov/files/docs/mission/advisory-committees/mrb/83401/
fmcsamedicalexaminerhandbook.pdf

Please fax this information to Franciscan WorkingWell at:   at your earliest convenience.

Thank you for your time.  I do appreciate your help.

1704 Lafayette Road, Suite 1 Crawfordsville, IN  479 (765) 362-6374 / Fax:  (765) 362-6375



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

I. Step-By-Step Instructions

Driver:

Privacy Act Statement - Please read, sign and date the Statement acknowledging that you understand the 
provisions of the Privacy Act of 1974 as written.

Section 1: Driver information 

Personal Information: 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, gender, driver's license number and issuing state.

o CLP/CDL Applicant/Holder: Check "yes" if you are a commercial learner's permit (CLP) or com-
mercial 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
com-mercial motor vehicle (CMV). A CMV that requires a CDL is one that: (1) has a gross
combina-tion 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 trans-
port 16 or more passengers, including the driver; or (4) is used to transport either hazardous materi-
als requiring hazardous materials placards on the vehicle or any quantity of a select agent or toxin.

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

o Question: Has your USDOT/FMCSA medical 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:

o Have you ever 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.)

o Are you currently taking medications (prescription, over-the-counter, herbal remedies, diet
supplements): Please check “yes” if you are taking any diet supplements, herbal remedies, or
prescrip-tion or over the counter medications. In the box below the question, indicate the name of the
medication and the dosage.

o #1-32: 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.

o Other Health Conditions not described above: If 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).

o Any yes answers to questions #1-32 above: If 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
ques-tion. 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. If you checked “yes” to ques-
tion #23 regarding cancer, indicate the type of cancer. Please add any information that will be helpful
to the Medical Examiner.

CMV Driver Signature and Date: Please read the certification statement, sign and date it, indicating
that the information you provided in Section 1 is accurate and complete.
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