
- Medical examination report
for a Group 2 (bus or lorry) licence Driver & Vehicle 

Licensing 
Agency 

For advice on how to fill in this form, read the leaflet INF4D available 
at www.gov.uk/reapply-driving-licence-medical-condition
Please use black ink when you fill in this report. 

Applicants: you must fill in all grey sections of this 
report. This includes the section below, your full name 
and date of birth at the end of each page and the 
declaration on page 8. 

Important: This report is only valid for 

4 months from date of examination. 

Name 

111111111111111 I 
Date of birth 

I I I I I I I Address 

Postcode I I I I I I I I 
Contact number 

I I I I I I I I I I I I 
Email address 

I 111111111111111 
Date first l icensed to dr ive a bus or lorry 

I I I I I I I 
If you do not want to receive survey invitations by email from 

DVLA, please tick box D 

Your doctor's details (only fill in if different

from examining doctor's details) 

Medical professionals must fill in all green sections 
on this report. 

Important information for doctors carrying 

out examinations. 

Before you fill in this report, you must check the appl icant's 
ident ity and decide if you are able to fill in the Vision 
assessment on page 2. If you are unable to do this, you 
must inform the appl icant that they wi ll need to ask an 
optician or optometr ist to fill in the Vision assessment. 

Examining medical professional 
Name 

111111111111111 I 
Has a company employed you or booked 
you to carry out this examination? Yes D No D 
If Yes, you must g ive the company's detai ls below. 
If 'No', you must give your practice address details below. 
(Refer to sect ion C of INF4D.) 
Company or pract ice address 

Postcode I I I I I I I I 
Company or pract ice contact number 

I I I I I I I I I I I I 
Company or pract ice email address 

GP's name 

I I I I I I I I I I I I I I I II I I I I I I I I I I I I I I I �GMCre�gistrat ion�numbe�r 
�� 

Pract ice address 

Postcode I I I I I I I I 
Contact number 

I I I I I I I I I I I I 
Email address 

I 11 11 11 11 11 11 11 I 

I I I I I I I I I I I 
I can confirm that I have checked the applicant's 

documents to prove their identity. 

S ignature of examining doctor 

Appl icant's weight (kg) Appl icant's height (cm) 

� -�1�1 -�
Number of alcohol units consumed each week 

I Units per week 

�D_o_e _s - th_ e_a-pp- 1- ic- a�n-t -sm-o-ke�? Yes D No D 
Do you have access to the 
appl icant's full medical record? Yes0No0 

... B Important: Signatures must be provided at the end of this report 
ffi �-
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