Date

Prescribing Provider Name

Address

City State Zip

Re:  ___________, DOT Commercial Motor Vehicle Driver Medical Exam 

Dear Dr. _______,

The above driver came to our clinic for a DOT medical certificate to drive a commercial motor vehicle. For certain classes of medications, the DOT medical guidelines require the assistance of the prescribing provider to verify that the listed medication has in fact been prescribed for treatment of the listed condition. We must also verify that the treatment has been effective while not causing adverse effects that might preclude the driver from driving a commercial motor vehicle. 
The driver relates having a prescription for____________ used for treatment of ADD/ADHD.

Although we must obtain and consider the opinions of the treating physician, it is our responsibility to make the final driving status determination.  

By signing below, you are acknowledging that the driver is taking the aforementioned medication for treatment of the aforementioned condition. You also acknowledge that the driver’s condition is stable, treatment is effective, and not causing any adverse effects that might pose a risk to safely operating a commercial motor vehicle. 
__________________________________________      _______________

Signature                                                                                  Date

Thank you for your assistance.
