1 Ministry of .
Ontario @ Transportation Cardiovascular Assessment

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 benefit 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 Office, 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.

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

Driver’s Licence Number (if available) Class of Licence MTO Case Number
‘Last Name First Name Middle Name/Initial
Date of Birth Telephone Number

Unit Number | Street Number | Street Name or Lot, Concession and Township

City/Town Province Postal Code

Part 2 — Patient Medical History and Present Condition

Check |y if any of the following conditions are present or have occurred.
|| Coronary Artery Disease. If checked [v], you must complete Section A, then complete Parts 3 to 6.
|| Heart Valve Disease. If checked |¥] , you must complete Section B, then complete Parts 3 to 6.
|| Arrhythmia or Conduction Disturbance. If checked |¥/| , you must complete Section C, then complete Parts 3 to 6.
|| Other Cardiac Conditions. If checked [y], you must complete Section D, then complete Parts 3 to 6.
Section A - Coronary Artery Disease. Check v the applicable answer(s) to the questions below.

1. How many times has the patient suffered a myocardial infarction?

'@ Once '® More than once  [®] Never
2. Date of most recent MI?
[@] Less than 1 month (@ 1 to 3 months ®|3to 12 months @] Greater than 12 months  [@] N/A
3. When did the patient most recently undergo cardiac surgery or percutaneous coronary intervention (PCI)?
‘@] Less than 1 month '®| 1 to 3 months |®] Greater than 3 months '@/ Did not have cardiac surgery or PCI
4. What is the current state of the patient’s angina?
/@] Stable /@] Unstable
5. Does the patient have left main coronary artery disease? ..................................... ®/Yes [®/No (@] Unknown

If Yes checked [y], answer questions a and b below.

a) What is the angiographic demonstration of reduction in the diameter of the left main coronary artery? (Note: This does
not refer to the left anterior descending artery; only the left main coronary artery)

'®] Non-obstructive (Less than 50% blockage) [®]50% to 69% Blockage '®| Greater than 70% Blockage

b) Was the left main coronary artery disease surgically corrected (i.e. stentor PCI)? ......... *]Yes [e]No
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Section B - Heart Valve Disease

1. Does the patient have moderate, severe, or otherwise significant (not trace, trivial,
or MIld) VaIVE dISEASE? ... ...ttt ettt e e [e]Yes [¢]No

If Yes checked[¢/], answer question below.

What valve disease condition does the patient have? Select all that apply.

|| Mitral Regurgitation || Aortic Stenosis or Sclerosis. If checked|v'], answer question i below.

[ Mitral Stenosis i. Is the AVA greater than 1.0 cm?? ....... ‘o] Yes [¢] No

If Yes checked|v], answer question ii below.

S t tic Mitral Valve Prol
[] Symptomatic Mitral Valve Prolapse ii. Was the test conducted within the last

| ] Tricuspid Regurgitation 12mMONthS? ..o '*] Yes '*/No
[ ] Tricuspid Stenosis .| Pulmonic Regurgitation
[ ] Aortic Regurgitation || Pulmonic Stenosis
2. How and when was the condition treated? Greater than  Less than 3t 6 Greater than
6 weeks 3 months months 6 months
®] Surgically @] N (@] 0
/@] Catheter-based D o o o
/@] Medically 0 ry o Y
/®| No treatment required O ‘o L) 0

Section C - Arrhythmia or Conduction Disturbance

1. What type of arrhythmia does the patient have or what type of arrhythmia has the patient had?
Check [v]all applicable answer(s).
|| Atrial Fibrillation and/or Atrial Flutter. If checked [¥], answer question a and b below.

a. Is the patient anticoagulated (may include aspirin)? ..., '*]Yes [¢] No
b. Indicate the patient's CHADS2 score below:
C Congestive heart failure (1 point)

H Hypertension (1 point)
A Age (greater than 75) (1 point)
D Diabetes (1 point)
S Stroke or TIA (2 points)
Total Points:

[ ] Premature Atrial Contractions or Premature Ventricular Contractions
|| Supraventricular Tachycardia, including Wolff Parkinson White Syndrome

[ ] Ventricular Fibrillation. If checked [v¥], answer ¢ and d below.

c. Was the arrhythmia due to a reversible cause (e.g. occurred in the 24 hours

fOlIOWING AN MI)? . e e [¢] Yes [¢]No
d. When did the arrhythmia occur?
(@] Less than 3 months /@] 3 to 6 months [®]6 to 12 months /@] Greater than 12 months
[ ] Cardiac Arrest
|| Ventricular Tachycardia

|| Hemodynamically Unstable Ventricular Tachycardia
Has it been 6 months since the last episode? ........ .. .. . '®]Yes [¢]No

[ ]lsolated First Degree Block or Second Degree AV Block, Mobitz Type 1

|| Isolated Right Bundle Branch Block (RBBB)
| | Second Degree AV Block Mobitz Type Il or Third Degree Acquired AV Block
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] Congenital Third Degree AV Block. If checked [¥], answer e and f below:

e. Does the patient have a QRS duration lessthan 110 msec? ...................oovn.s. (®]Yes */No
f. Has a Holter monitor (within 12 months) confirmed there are no pauses
greater than 3 SECONAS? . . ...t e [¢] Yes [¢]No [e]Not completed

[ ]Isolated Left Anterior Block or Isolated Posterior Fascicular Block

|| Left Bundle Branch Block (LBBB), Bifascicular Block, or Trifascicular Block
__| Alternating Left and Right Bundle Branch Block

|| Symptomatic Sinus Node Dysfunction (sick sinus syndrome)

2. Does the patient have tachyarrhythmias? ...............cooiiieeii e [e] Yes ¢ No
If Yes checked , answer question below
Is the tachyarrhythmia adequately controlled?
®] Yes, medically. If checked [v], indicate for how long?

[@ Less than 4 weeks [@] Greater than 4 weeks [®]Less than 3 months  [@®] 3 to 6 months [@] Greater than 6 months

‘@ Yes, following catheter ablation or surgical correction. If checked [¥], indicate date of ablation or surgery.
‘@] Less than 6 months (@6 to 12 months ®] Greater than 12 months

3. Has the patient undergone a pacemaker implant? ........ ... [®]Yes [¢]No

If Yes checked |¥], answer question a below.
If No checked |v/], answer question b below.

a. Is the pacemaker monitored regularly and functioning normally? ....................... [¢] Yes [¢]No
b. Has a pacemaker implant been recommended? .................cooviiiiiiii .. [e]Yes [¢]No
4. Has the patient undergone an implantable cardioverter defibrillator (ICD) implant?............ [®]Yes [¢]No

If Yes checked |¥], answer question a, b, ¢, d below.
If No checked [, answer question e below.
a. Date of implant:
'@/ Less than 1 week (@] 1to 4 weeks |®| Greater than 4 weeks
/@] Less than 6 months [@]6 to 12 months  [@] Greater than 12 months
b. Date of last shock or device intervention that impaired level of consciousness:
[@] Less than 6 months [@®]6 to 12 months  [®] Greater than 12 months

c. Reason for implantation: @] Primary Prophylaxis [®]Secondary Prophylaxis @ Other

d. Is the annual risk of sudden incapacitation felt to be 1% orless?....................... ®]Yes [®/No [e]Unknown
e. Has an ICD been recommended? ...........ooinmnee e [®] Yes [¢]No
5. Is the patient’s arrhythmia successfully treated or controlled?................... ... . L. (e]Yes [¢INo

If No checked |¥], provide additional details below.
Additional Details:
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Section D - Other Cardiac Conditions

Part 3 — Medication/Treatment

Does your patient have one of the following conditions: check |v] all applicable answers

|| Congestive heart failure. If checked[v], has the patient been hospitalized for the purpose
of receiving intravenous inotropic therapy for their end stage heart failure? ............... [¢] Yes [¢]No

|| Dilated or ischemic cardiomyopathy. If checked [¥], has the patient been hospitalized for
the purpose of receiving intravenous inotropic therapy for their end stage heart failure? ... (®]Yes ¢/ No

|| Hypertrophic cardiomyopathy. If checked [, answer questions a, b, ¢ and d below.

a. Is there a family history of sudden death atayoungage?.............................. (¢]Yes [¢]No [e¢]Unknown
b. Is their LV wall thickness less than 30mm2. ............. .. et ¢]Yes [¢]No [e]Unknown
c. Do investigations show absence of nonsustained VT?.................cooiiiiiin. . (¢]Yes [®]No [®]Unknown
d. Has the patient had surgical treatment for this condition?............................... (¢]Yes [®¢]No [e]Unknown

|| Ventricular assist device (VAD). If checked [¥], Has the patient remained stable for
2 months postimplantation? . ... ... . o] Yes [e]No

__| Congenital Heart Defect

|| Heart Transplant. If checked[v], answer questions a, b, ¢ below.
a. When was the heart transplant? [®]Less than 6 weeks [®] Greater than 6 weeks [®]Less than 6 months
(@] 6 to 12 months |®]| Greater than 1 year

__| Inherited heart rhythm diseases, e.g. Long QT syndrome, ARVC, Brugada syndrome, etc.

|| Hypertension. If checked [v¥], answer question a and b below.

a. Is this condition UNder CONtrol? . ... ..ot e [®]Yes '¢]No
b. For how long has this been stable?
[®] Less than 3 months [®]3to 6 months  [®]6 to 12 months  [e] Greater than 12 months

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

1.

Has the patient been prescribed any medication/treatment (for any condition)? ............... (] Yes e No
If Yes checked [, answer below:

In your opinion, does the current medication regimen result in any of the side effects listed
below, to an extent that may impair the patient’s ability to safely operate a motor vehicle? .... (] Yes [¢]No
If Yes checked [v], select any below that apply

| ] Sedation or Psychomotor slowing

|| Impairment of Concentration/Attention
[ ] Impairment of Judgement

[ ] Blurred or Double Vision

Does the patient report adherence to the recommended treatment regimen
(e.g. medication, appointments,physiotherapy, etc.)? ........ ... '®]Yes [¢] No

Does the patient demonstrate any pattern of non-adherence, such as a pattern of
misuse of medication or missed appointments? .......... ... '®]Yes [¢]No
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Part 4 — Results of Investigations and Medical History

1.

Part 5 - Comments

SR-LC-004E (2021/02)

What is your patient’s functional class (N.Y.H.A)?
[®]1 No limitation of physical activity: no symptoms during daily activities
(@] Il Slight limitation of physical activity: comfortable at rest or during light physical activity

[®] [Il Marked limitation of physical activity: comfortable only at rest

(@] IV Must be at complete rest, confined to bed or chair: any type of physical activity causes discomfort and symptoms can
occur even at rest

What is your patient’s left ventricular ejection fraction?
‘@] Less than 35% ®]35 to 50% '®] Greater than 50%

What is the date of most recent left ventricular ejection fraction assessment?
'®|Less than 3 months [®/3to 6 months  [®]6to 12 months  [®] Greater than 12 months

How was this result of the left ventricular ejection fraction obtained?
'®| Echocardiographic (@] MUGA (@] Other (specify):

Does your patient have the following condition?
|_]Syncope or loss of consciousness (LOC) of any kind. If checked ], answer questions a, b, ¢, d below:
a. Was the syncope or LOC a single episode of typical vasovagal syncope with no
FEOUMTENCE?. . ettt et e et [¢]Yes [¢INo

If No checked [v], specify type of episode below.

b. What was the date of the last episode?

@] Less than 3 months '®] 3 to 6 months ®]6 to 12 months (@] Greater than 12 months
c. What is the number of episodes in past 12 months?
®] 1 episode @] 2 episodes /®] 3 or more episodes
d. Has the underlying cause been treated orresolved? ..............ccoviiiiiiiinnin.. (o] Yes [¢]No
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Part 6 — Practitioner’s Information

1. lam this patient's: (@] Physician ~ ® | Nurse Practitioner  [®] Specialist (specify)

2. | have provided my patient or their legal representative with a copy of thisreport ......................... (@] Yes '®|No
3. | approve of the ministry releasing this report to the patient or their legal representative if requested ........ (®]Yes [®|No
4. | wish to be notified 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 .............................. (®] Yes '®/No
Last Name First Name
Unit Number | Street Number | Street Name or Stamp

Lot, Concession and Township

City/Town

Province Postal Code

Telephone Number

Signature Date of Renort

Personal information on this form is collected under the authority of Ontario Regulation 340/94, Drivers’ Licences, made under the
Highway Traffic Act, and is used for the purpose of evaluating fitness 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 Office 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 frangais. Pour I’obtenir, veuillez communiquer avec le bureau de I’étude des dossiers

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