Haxmute 3aecb, 4yto66l HAYATb unu OYUCTUTD. 3ateM HaxmuTe knaBuwy TAB

WASHINGTON STATE DEPARTMENT OF OTtueTt 0 npoeepke 3peHusA
C!!. LICENSING (Visual Examination Report)

Enu paHHbIN 3anonHeHHbIN GnaHkK He OyaeT
otnpasneH B Department of Licensing (DOL) no
npaBo Ha ynpaBneHue TPaHCNOPTHbLIM CPeaCTBOM MOXET ObITb NPUOCTAHOBIEHO.

OTnpaBbTe OTYET NO MOYTE UMK
chakcy no agpecy:
Restricted Licensing
Department of Licensing
PO Box 9030
Olympia, WA 98507
Homep ¢akca: (360) 570-7893
Aapec 3neKTPOHHOM NOYThI:

MedicalCerts@dol.wa.gov

NHdopmauua o sogutene/naumeHTe

lNonHoe ums (chamurnusi, uMsi, om4ecmao)

[ara poxageHus (Ko paiioHa) Homep TenedoHa Ans 3BOHKOB B AHEBHOE BPEMS! Homep BoaMTENLCKOTO YA0CTOBEPEHNS

PaspelueHue Ha Bbigavy nHdopmMaumm

5 aro paspelwieHue HUXeykasaHHOMYy oghmarbmorogy/onmomempucmy npedocmasume 06bsICHEHUE Uu UHGhOpMayur O COCMOSTHUU
MOee0 3peHUs, OCHOBaHHYIO Ha pe3yJsibimamax fnpoeepKu, NpoeedeHHOU 8 meyeHue 3mo2o 200a. 5 MoHUMaro, 4mo Ha OCHosaHuUU
amou uHgpopmayuu Department of Licensing npumem peweHue omHocumerbHO Moeli criocobHocmu 6e3onacHo yrnpasnisime

mpaHCcropmHbIM cpedcmeom.
Bopgutenb: PacneuyaraiTte 3anonHeHHyto copmy,
x a 3aTeM NocTaBbLTe 3A€Ch NOANUCH 1 AaTy x Pogutens: Mo 3anonHeHnn ¢opMbl, NocTaBbTe 3AeCb NOANUCH U AaTy

Moanuck BoguTens Oata Moanuck poanTens (ecnv BoAUTENb HECOBEPLLIEHHONETHWI) Oata

Ophthalmologist/Optometrist

DOL has reason to believe the driver named above may have a condition that could affect the safe operation of a motor
vehicle. Self-disclosed medical condition

Your knowledge of this person’s condition is of great value in assisting us determine a proper licensing decision. DOL has sole
responsibility for any decision regarding driving qualifications and licensure. Answer ALL questions and return to DOL.

Date of examination (within past year) Without correction With correction

Right Left Both Right Left Both

Answer the following 20/ 20/ 20/ 20/ 20/ 20/

1. This individual’s best attainable visual acuityis........................
Vision that is not at least 20/70 Snellen range with correction, is deemed unqualified to drive at night.

2. Was testing done with a visual acuity correction device: bioptic/telescopiclens?....................... LlYes L1No
3. Field of vision: Is this individual’s total visual field less than 110 degrees in horizontal meridian
With @ test ODJECE? . . .. .. o LlYes [LINo
If “Yes”, visual fieldis: ........................... Lefttemporal ______degrees Righttemporal _____ degrees
If “Yes”, have you noticed a decline in the field of vision in the last 12 months? . .. ...................... [1Yes [I1No
4. Does this individual have subjective diplopia and was tested forit? .. ......... .. ... ... ... .. ... ... .... [JYes [LINo
If “Yes”, how is the compensation achieved?
5. Should DOL monitor this driver’s condition with periodic Visual Examination Reports? .. ................ [JYes [LINo
If“Yes”, how OFteN? . .. .. ... (16 months [] 1 year [ 12 years

Comments/Other conditions that may affect this person’s driving

Ophthalmologist/Optometrist name Professional license number

Address (Street address, City, State, ZIP code)

(Area code) Telephone number (Area code) Fax number Email

| certify under penalty of perjury under the laws of the state of Washington that the information | have provided is true and correct.

x Ophthalmologist/Optometrist, sign here when completed.
Date Place (city or county) signed Ophthalmologist/Optometrist signature

RCW 46.20.041; 46.20.305
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