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3 to 6 months 6 to 12 monthsLess than 3 months Greater than 12 months

Please check      all applicable answers to the best of your knowledge.

1. What is the patient�s primary mental illness?

 None Anxiety Disorder

Behavioural / Learning Disability Situation Stress / Crisis

ADHD  Schizophrenia or other Psychotic Disorder

Depression / Dysthymia Personality Disorder

Major Depressive Disorder Pseudoseizures / Somatoform Disorder

Bipolar Disorder Substance Use

Other. If checked     , specify the diagnosed condition and any relevant details in Part 5.

2. When was the onset of patient�s most recent illness episode?

3. What is the current status of the patient�s condition?

a. Stable � symptoms resolved

b. Stable with on-going symptoms. If checked     , are the symptoms? . . . . . . . . . . . . . . . . .

If option a or b checked above, how long has the condition remained stable/unchanged for?

c. Improving with on-going symptoms. If checked     , are the symptoms? . . . . . . . . . . . . .

d. Deteriorating

Driver�s Licence Number (if available) Class of Licence

Part 1 � Patient Information (to be completed by patient)

Last Name

Street Number Street Name or Lot, Concession and Township

City/Town

First Name

Province

Middle Name/Initial

Postal Code

MTO Case Number

Unit Number

Telephone NumberDate of Birth 
 Y  Y  Y  Y  M   M  D   D

This form must be completed by a physician or nurse practitioner and based on information that has been obtained 
within the last three months. The cost for the completion of this form by your health care provider is the patient�s 
responsibility and not a beneÞ t of the Ontario Health Insurance Plan (OHIP) or the Ministry of Transportation.

Fax completed assessments to: 416-235-3400 or 1-800-304-7889 or mail completed assessments to:
Ministry of Transportation, Driver Medical Review Offi  ce, 77 Wellesley Street West, Box 589, Toronto ON  M7A 1N3

Please note, you may want to keep a copy of this form for your records.

Mental Health DisorderMinistry of 
Transportation

Severe

Severe

Moderate

Moderate

Mild

Mild

Part 2 � Patient Medical History and Present Condition

3 to 6 months 6 to 12 monthsLess than 3 months Greater than 12 months
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4. What are the patient�s current symptoms?

 None Command Hallucinations

Anxiety Symptoms Delusions

Depressive Symptoms Emotional Control

Agitation Psychomotor Slowing

Aggressive, Hostile or Violent Behaviour Euphoric Mood

Impulsive or Reckless Behaviour Suicidal Ideation / Thoughts of Self Harm

Hallucinations Suicide Attempt (within the last year)

Other. If checked     , specify the diagnosed condition and any relevant details in Part 5.

5. Does the patient have any diffi  culties in cognition, attention or memory?

 If Yes checked     , indicate the degree of impairment below . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

No Impairment

Mild Cognitive Impairment or Mild Dementia

Moderate Cognitive Impairment or Moderate Dementia 

(CMA � Determining medical Þ tness to operate a motor vehicle 7th Edition, 

deÞ ned as �the inability to independently perform two (2) or more instrumental 

activities of daily living (including medication management, banking, shopping, 

telephone use, cooking) or any basic activity (eating, dressing, bathing, 

toileting, transferring))�

Severe Cognitive Impairment or Severe Dementia

6. To the best of your knowledge, does the patient have any diffi  culties with judgement? . . . . . . . . . . . . . . . . . . . . . . . . .

7. How many times has the patient been admitted to the hospital in the last 12 months

due to their psychiatric illness?

8. To the best of your knowledge, has the patient had an active substance use disorder

(not including tobacco) within the last 12 months? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

1 time 2 or more timesNone

Please check      all applicable answers to the best of your knowledge.

1. Has the patient been prescribed any medication / treatment (for any condition)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 If Yes checked     , answer question below.

In your opinion, does the current medication regimen result in any of the side eff ects

listed below, to an extent that may impair the patient�s ability to safely operate a

motor vehicle? If Yes checked     , select any below that apply . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

 Sedation or Psychomotor slowing

 Impairment of Concentration / Attention

 Impairment of Judgement

 Blurred or Double Vision

2. Does the patient report adherence to the recommended treatment regimen

(e.g., medication, appointments, physiotherapy)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

3. Does the patient demonstrate any pattern of non-adherence, such as a pattern

of misuse of medication or missed appointments? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Part 3 � Medication, Treatment
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4. Is the patient under medical supervision from a regulated health practitioner? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 If Yes checked     , answer question below.

  What is the recommended frequency?

5. In your opinion, does the patient have appropriate insight / suffi  cient understanding of 

 his/her medical condition and the impacts on their functional ability to drive? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Yes No

Yes No

Monthly Every 2 to 3 months Every 4 to 6 months Every 7 to 12 monthsNone

1. Does the patient require an independent functional assessment? . . . . . . . . . . . . . . . . . . . . . . . .

 If Yes checked     , has the patient been referred for and completed the assessment? . . . .

  If Yes checked     , answer question a, b and c below.

    a. Was the assessment completed within the last 6 months? . . . . . . . . . . . . . . . . . . . . .

    b. Was the result of the assessment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

    c. Did the occupational therapist recommend the use 

    of adaptive equipment (e.g., hand controls, 

    steering wheel spinner knob)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

     If Yes checked     , please attach a copy of the functional assessment.

Part 4 � Results of Functional Assessment Which May Include an In-Clinic Assessment and/or 
 an On- Road Driving Evaluation

Yes No

FailPass Lessons recommended

Yes No

Yes No

Yes No

Part 5 � Comments

Part 6 � Practitioner�s Information

1. I am this patient�s:  

2. I have provided my patient or their legal representative with a copy of this report. . . . . . . . . . . . . . . . . . . . . . . . . . .

3. I approve of the ministry releasing this report to the patient or their legal representative if requested. . . . . . . . .

4. I wish to be notiÞ ed if my patient requests a copy of this report from the ministry, as releasing this 

 report may threaten the health or safety of the patient or another individual. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Physician

Yes No

Yes No

Yes No

Nurse Practitioner Specialist (specify)
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Personal information on this form is collected under the authority of Ontario Regulation 340/94, Drivers� Licences, made under the 

Highway Traffi  c Act, and is used for the purpose of evaluating Þ tness to operate a motor vehicle. If you have any questions about

the personal information collected on this form, please contact a Medical Review representative, Ministry of Transportation, Driver 

Medical Review Offi  ce by phone at 416-235-1773 or 1-800-268-1481 or by mail at 77 Wellesley Street West, Box 589, Toronto ON

M7A 1N3 or email us at DriverMedicalReview@ontario.ca, or visit us at www.ontario.ca/driverimprovement.

Ce formulaire est disponible en français. Pour l�obtenir, veuillez communiquer avec le bureau de l�étude des dossiers 

médicaux des conducteurs au : 416-235-1773 ou 1-800-268-1481.

Last Name First Name

Unit Number Street Number Street Name

Lot, Concession and Township

City/Town

Province Postal Code

Signature

Telephone Number

or Stamp

   Y     Y     Y   Y  M  M  D  D

Date of Report 
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