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As a health professional I have become concerned with the following client’s/ patient’s ability to be able to drive safely
	Full name:
	Date of Birth

	Address:
	Home tel.: 

	
	Driver Number: (if known):

	
	E-mail address:

	
	


Diagnosis: 





Date of Diagnosis:

1. Physical effects of the condition:

	


2. Cognitive effects of the condition/ Mental Health Issues:

	


3. These are the findings my concern is based on:  
	(Please mention test and their results if applicable)


Client Consent (section to be witnessed by client )
I understand this information will be sent to the DVLA Medical Branch to inform them of my medical condition and assist them with their enquiries into my fitness to drive.  I am aware that the DVLA can advise me to surrender my driving licence if safe driving cannot be achieved.
I agree/ disagree with the concerns specified by my occupational therapist in the report.

Signed: The client

                                   Date: 

Occupational Therapist’s details 

	Full name:

	Address:

	

	

	

	Tel:                                                                      Mobile:

	E-mail address:


Signed: OT


                                Date:

A copy of this report has been sent to those named below for their records: 



. 
to be sent to: 
Drivers Medical Group




DVLA




Swansea




SA99 1DF



Name of organisation:





Consultant :


Address





GP:


Address








Appendix: Fitness to Drive Briefing

