DOT PHYSICAL FORMS:

Important information for filling out DOT packet:

* Print out SINGLE SIDED
* Use BLACK INK to fill out the forms
* DO NOT date until at office for appointment

Leave the front page with 4 squares blank--just the 4 squares section; bottom can be completed.
* FILL IN the very tops of pages 2, 3, 4 & 5 {Name, DOB, leave exam date empty unless coming in that day.)
If you have numereous medications and written down, please bring it so we can copy it

Be honest so it's not considered a felony

** Please remember to bring with you or come in 30 minutes earlier than scheduled



Kansas Commercial Driver’s License Holder — Medical Self Certification
Effective: January 30, 2012

Ths Kansas Dlvision of Vehicles Is collecting COL applicanis’ Medical Self Cartification as Part of the CDL as
required by Federal Metor Carrler Safaty Regulations, 48 CFR Part 383, 384, 390 & 391,

Part A

Name of Driver: (Print Clearly) (Last, First, Middle, Suffix) -

Dats of Birth: (Monthj, . . {Day) (*oar)
Kansas Driver's Llcense or Commerclal License Number: R .
Today's Data: {Monlh) SETpe—1 _Maany

Note: Only Class A, B, or C applicants that check the first self-certiflcation box balow must submit a copy of thair
valld medicei certification card, (Kansas does not require the medical cerlification long form), All Commercial Class

A, B, or C applicants must submit this self-certification upon ariginal applicalion, renswal, upgrade or transfar of a
Kansas commercial driver's licanse.

The Dever's Livonse Ageney. s nol rasponsible fur delermining o deyer's self-godilication alessilication: that is the
sale fosponaihitly of the driver, You may submilt your medical card in person to a full service sxam station, you may
also mail, emall or fax in your medical card.

Mall: P.O, Box 2188 Topeka, KS 68601-2188. Email: kdor_maedlcal.certification@kse.gov Fax: 785-206-585%
Part B

| certlfy my commerclal transportation is: {Check anly one of the foliowing cetagories that apply to you).

[—] Category 1. Intarstate, and | am both subject to and meet 49 CFR Part 381, (Copy of DOT medical card

and thls cerification must be submitled to the State Drivar's Licanse Agency) (Complele reverse side of
this form).

l——l Category 2. Inlerstate, but operating exciusively in transportation or operations excepted under 49 CFR

380.3(f), 291.2, 391.68, or 388.3. (Oniy this certification must be submitted o the State Driver's License
Agency).

Calagory 3. Inlrastate, and | am bolh subject o and meet Stats driver medical qualification requirements.
l | (Requlrea driver to carry madical card; hawever, only this certlfication must be submitied o the Stale
" Driver's License Agency). {Requires Intrastate only "K' rastriction on CDL credantial)

— Category 4. intrastate, but operating sxclusively in transpontation or operations excepted from all or part
f } of the Slale driver qualificalion requirements. (Only this certification must be submitied to the State
o Driver's License Agency). (Requires Intrastate only “K" restriction on CDL credentlal)

Oriver's Signature (Required) ) - - ) o "~ Date (mm/ddiyy)

Daytime Phona w/Area Codel

Emall addross:

{CDL MedCent! iss, C1/2017)



CHIROPRACTIC CENTER

2100 Kansas Ave - Great Bend, KS 67530 - (620) 792-1386
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ol Privaey Practices Signatore Page

To obtain more information about your privacy rights or if you have questions about your privacy rights
you may contact the Practice’s Privacy Officer as follows:

Name: ____ Danfel L. Murray Jr., D.C. - Privaey Qfficer e =
Address: 2100 Kansas Ave - Grant Bend K8, 67530 e
Telephone No.: (6203 792-1386 _____ . _ . . .

We encourage your feedback and we will not retaliate against you in aity way for the Gling of a
complidret, The Practice reserves the right to change this Notice and make the revised Notee efTeotive for
all health fformation that we had at (he tinte, and sy information we orente or receive in the future, We
will distribute any revised Netico to you prior to implementation,

T acknowledge receipt of a copy of this Notice, and my understanding and my agreement to its torms.

Patient: _ ___ Date: ___

Copyright 2013 @ American Chiropractic Association | 1701 Clarendon Blvd, Adlington, VA 22209 | 703.276.8800
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CHIROPRACTIC CENTER 520'792"38&;ggg;?g;jégi

MEDICAL AUTHORIZATION

e , hereby authorize _Danlel L, Murray Jr,, D.G. / EMCSA Medica|

—_—— e u

Examiner Replstry if 1493258010 to release a copy of my Medlcal Examination Repart far Commerclal

Oriver Fitness Determination related to 2 DOT physical completed an L tomy

employer, __

By my authorizatlon to release my medical record, | hereby release _Danjel L. Murray Jr., 0.C./

EMCSA Medical Examliner Reglstry #f 1492258010 from any and all liability assoclated with my

requested release of Information, This release of llability only applies to the provision of a copy of my

medical record, herein described, to my employer.

l'understand that | am not obligated to release my Medical Examination Report for Commerelal

Driver Fitness Determination to my employer. | voluntarily choose to do so.

Dated; _

éignature of_E};lployee

08062013 www.murraychiropracticcenter.com * murraychiropracticcenter@yahoo.com



e Y e ® 7 Danny Murray, D.C,
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it 1Y \"_m Great Bend, K5 67530

C H l R QP R A C T | c CE N TER 620-792-1386 * 800-847-3363

Fax: 620-792-8634

DRIVER DISCLOSURE

NQOTICE TO ALL DRIVERS. YOU MUST READ AND SIGN THIS AGREEMENT. IFYOU ARE IN DISAGREEMENT
WITH THIS STATEMENT, WE WILL NOT BE ABLE TO COMPLETE YOUR FMCSA DOT EXAMINATION TODAY.

| understand ! am bound to FULL DISCLOSURE OF MY HEALTH HISTORY TO THE BEST OF MY
KNOWLEDGE, and to comply with all the Rules and Regulations of 43CFR 391,41 under “Qualifications
for Drivers”. If 1 do not fully disclose such information to:

Examiner Name: Daniel L, Mureay Ir, D.C,

Examiner FMCSA Medical Examiner Registry #: 1493258010

[ may be subject to penaltles, fines, and/or imprisonment under the applicahle laws via the
Jurisdiction of the Federal Motor Carrier Safety Administratian.

I UNDERSTAND | MUST DISCLOSE ANY AND ALL OF MY MEDRICAL HISTORY TO THE MEDICAL EXAMINER
FOR CURRENT OR PAST, DIAGNOSED, TREATED OR UNTREATED CONDITIONS.

PLEASE BE AWARE THESE ARE FEDERAL FORMS. IF YOU DO NOT LIST THE NAMES OF ALL YOUR

MEDICATION, IT 1S POSSIBLE THAT YOU WILL BE CHARGED WITH A FELONY IF YOUR PHYSICAL IS
AUDITED.

Driver Signature:

Oriver Name:

Date;

| acknowledge that office staff axplained the content of this form: {Initial)

e Sipnature cf Witness _ _Date

www.murraychiropracticcenter.com + murraychiropracticcenter@yahoo.com



Murray Chiropractic Center Financial Policy

DOT PHYSICALS

DOT Physicals are a cash service and either you or your company are expected to pay
at the time of service unless prior arrangements have been made with your employer, We
have arrangements for billing with many companies for their employee physicals. We do

NOT bill insurance for DOT Physicals.

GROUP OR INDIVIDUAL INSURANCE

Your insurance is an agreement between you and your insurance company, not
between your insurance company and Murray Chiropractic Center. As a courtesy to our
patients, our office will complete and file necessary forms with your primary insurance
carrier to help you collect. You are responsible for letting us know when your Explanation of
Benefits for each visit has come back from your primary insurance carrier if you have a
secondary carrier that you need billed as well.

You understand and agree that services rendered are ultimately your financial
responsibility. You are responsible for deductibles, copays, co-insurance and any amounts
that insurance does not pay for any reason. If you make overpayment, we can refund you or
overages can be kept on your account for up to 90 days for future visits. Items such as
decompression, nutrition, Biofreeze, ice packs and kinesiotape are not covered by insurance
and are expected to be paid for in full at the time of purchase.

If you have a large deductible that has not been met, you will be expected to pay for
all services in full at the time they are performed. Please keep in mind that we cannot
guarantee that your insurance will pay and some policies either have no coverage or very
limited coverage for chiropractic.

Depending on your insurance company, we may be considered “in-network” or “out-of-
network”, We will do our best to keep you apprised of the status, but you are responsible for
anything insurance doesn’t cover whether we are in or out of network. If we are not in-
network with your insurance company, we will bill your insurance company, but you are
expected to pay in full for services at the time they are performed.

PATIENTS WITHOUT INSURANCE

All services are expected to be paid for in full at the time of service. If other temporary
arrangements need to be made, please discuss this with our office manager. All nutrition
and other physical items must be paid for in full at the time of purchase.

1|Financial Policy



ON THE JOB INJURY

We do not accept Worker’'s Compensation cases. If you have been injured at work
and wish to be seen, you will be expected to pay for services as they are rendered and it will
NOT be billed to your personal health insurance.

PERSONAL INJURY OR AUTO ACCIDENT

We accept these types of cases only in current patients on a case-by-case basis. Please
present your auto insurance information immediately. You are personally responsible for
your bill, but we will wait for payment from the auto carrier as long as you are an active
patient. This will NOT be billed to personal health insurance.

MEDICARE

We accept assignment from Medicare, but they will only cover active care adjustments
of the spine. They do NOT cover required exams and re-exams, therapies, extraspinal
adjustments or maintenance care. Once the Medicare deductible is met, Medicare will pay
80% of approved adjustments. The patient is responsible for payment in full on all services
that go towards deductible, for their 20% co-insurance and for all non-covered services.
Payment on non-covered services are due the day they are rendered. If you have a secondary
policy, please let us know. If the secondary policy is an automatic cross-over policy, Medicare

will file for you. If it is not, you are responsible for filing and we can provide the necessatry
forms.

THINGS YOU SHOULD DO TO HELP US FILE YOUR INSURANCE

1. Present your drivet’s license or state L.D., insurance and/or Medicare card to be
copied and kept in your file.

2. Our office policy is that any non-covered service, co-pay or deductible must be paid as
services are rendered. Please be prepared to do so.

3. If you change insurance policies, insurance companies or become eligible for
Medicare, please notify us immediately so that we can update your file to send claims
to the correct place.

4, You are asked to authorize Murray Chiropractic Center to furnish information
regarding your case to your insurance company and to assign all benefits as a result of
this claim. This permits us to follow up if benefits are other than anticipated and to
keep up with any developments with your insurance company.

I agree to abide by the policies stated on this form.

Signature: Date:

2fFinanciat Poliiy



Form MCSA-5875 OMB No.: 2126-0006 Explration Date: 03/31/2025
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MEDICAL RECORD #
SECTION 1. Drivar Information (fo be filled out by the driver) ___.._l.{i@?r)_ - !

IFERSONAUINFEORMATION SR

Last Name:

First Name: Middle Initial: ___ Date of Birth: Age:

Citys State/Province; @ Zip Code:

Issuing State/Province: E‘E] Phone:

Street Address:

Driver's License Number;

E-Mall (optional):

CLP/CDL Applicant/Holder: O Yes Q No

Driver |D Verified By**:

Has your USDOT/FMCSA medical certificate ever been denied or issued for iess than 2yearst O Yes O No (O Not Sure
~((P/COL AppHicani/Hoder: See lastructlons fot definitions,

"*Drivet | Verified By: Aecord what type of pheto |0 wa used 18 verlfy the (dentity of the driver, e.q., CO, driver's Hcenss, passport

(BRIVERHEACTHHISTORY. 0

Have you ever had surgery? If"yes; please llst and explain below, Q Yes ONo Q Notsure

Are you currently taking medicatians (prescription, over-the-counter, herbal semedies, dlet supplements)? O Yes ONe O NotSure
If"yes," please describe helow.

(Attach additional sheets if ne cemry)

*This document contalns sansltive Informatlon and [s for officlal use only, Impraper handling of this Information could negatlvely affeet Individuals, Handle and secure this

information appropriataly to pravent Inadvertent disclosure by keeping the documents under the cantrol of authorized parsans, Properly dispose of this document when
no fonger required ta be malntalned by regulatory requirements.**

Rev /2072022 Page 1



Farm MC5A-5875 OMB Na.i2126-0006 Explrstion Date: 63/31/2025

Last Name: Flrst Name: DOB: Exam Date:
DRIVERHEALTH HISTORVATOUHAA S 35 il
Not Not
Da you have or have you ever had: Yes Na Sure Yes No Sure
1. Head/braln injuries or ilinesses (e.g, concussion) O O O 16.Dizziness headaches, numbness, tingling, ormemory O O O
loss
2, Selzures/eplieps
- 000 17.Unexplained welght loss O Q0 0
3. Eye problems (except glasses or contacts) O O O . " N 00 O
4, Ear and/or hearing problems 00 O 18, Stroke, mmf-sfroke (TIA), paralysis, or wea nesfs o33
5, Heart disease, heart attack, bypass, or other heart O © &5 !°"Misinger limited use of arm, hand, finger, lag, foot, tae
prablems 20, Neck or back problems 0 0 C
6. Pacen:jaker, stents, implantable devices, or otherheart O O Q  21.Bone, muscle, joint, or nerve problems 00 O
procedures
22, Blood clots or bleedl roblem O O
7. High bload pressure O O 0O 00 €lots or blaecing probiems O
8. High chalesterol OO0 O =5 Sl
s e 24, Chronic (long-term) Infection ar other chronic diseases Q O Q
9. Chronlc (long-term) cough, shartness of breath, or O O O
25, Sleep disorders, pauses In breathlhg while asleep, O 0 O
other breathing problems
10. Lung disease feg, asthma) o0 O daytime sleepliness, loud snoring
gl = 26. Have you ever had a sleep test (g, sleep apnea)? O 0O O
11, Kidney problems, kidney stones, or paln/problems O QC O
with urination 27, Have you ever spent a night in the hospital? O 0 O
12, Stomach, liver, or digestive problems O O O 28Haveyoueverhada broken bone? O 0O
13, Diabetas or blood sugar problems O O O 29.Haveyouever used or do you now use tobacco? O 0 O
insulin used O O (O 30.Dayou currently drink alcohol? ORI ORN®)
14, Anxlaty, depression, nervousness, other mentafhealth O (O ¢  31.Have you used an lllagal substance within the past OO0 O
problems two years?
15, Fainting or passing out O O O 32Haveyoueverfalledadrugtestorbeendependent O O O
i on an lllegal substance?
Other health condition{s) not described above: O Yes O No O NotSure
Did yau answer "yes"to any of questlons 1-327 If so, please comment further on those health conditlons below: OvYes ONo O NotSure

{Attach additional sheets if necessary)

e BRIVERGSTGRATURE

| certify that tha abave infarmation Is accurate and ccmplete. | understand that lnaccurate, false or mlsslng Informatlon may Invalldate the examlnatlon
and my Medleal Examiner’s Certificate, that submission of fraudulent or intentlonally false information is a violation of 33 £FR 320.35, and that submission
of fraudulent or Intentfonally false Information may subject me to civil or criminal penaltles under 49-£F% 390.32 and 49 CFR 386 Appendices A and B,

Drlver's Signature: Datas

SECTION 2, Examlnatlnn Report (1o be filled out by the medical exammer)

Rev!ew and dlscuss pemnenrdrfver answers and anyavaﬂabfe med;cal records Comment on the dnver’s responses to rhe health hfsrory" quesrlons thar may affacr the
driver’s safe operation of a commerciol motor vehicle (CMV),

(Attach additional sheets if necessary)

Page 2



Form MCSA-S875 OMB No.2126-0008 Expleatian Date: 03/31/2025

Last Name: First Name; DOB: Exam Date:

S ——
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Pulse Rate: Pulse thythm reqular; O Yes O No Helght: ___feet___Inches Welght: pounds

Blood Pressure Systolle Diastolic Urinalysis Sp. Gr, Proteln Bleod Sugar_

Sitting Urinalysis {s required. '

Second reading Numerlcal readings

{optional) must be recorded.

Qther testing If Indicated Protein, bload, or sugar in the urine may be an indication for further testing to

rule out any underlying medical prablem,

L

Vislon

Standard Is at Jeust 20/40 acuity (Snellen) in each eye with or without correction.
At least 70° feld of viston in horizonto! meridian measured in each eye, The use of
corrective lenses should be noted on the Medical Examiner’s Certificate.

Hearlng

Standard: Must first perceive whispered voice at not less than 5 feet OR average
hearing loss of less than or equal to 40 dB, in better ear fwith or without hearing aid).

Aculty Uncarrected  Corrected  Horizontal Fleld of Vision  Check if hearing ald used for test: [ Right Ear [T] Left Ear [ Neither

Right Eye: 20/ 20/ Right Eye: degrees Whisper Test Results Right Ear Left Ear
Record dlstance (in feet) from driver at which a forced

Left Eye: 20/ 20/ LeftEye degrees  whispered volce can first he heard - em e

Both Eyes: 20/ 20/ Yas No OR

Applicant can recognize and distingulsh among traffic control O ¢ Audiometrlc Test Rasults

signals and davices showing red, green, and ambaer colars Right Ear: Left Bar:

Monocular vislon O O s00Hz 1000Hz 2000 Hz S00 Hz 1000Hz 2000 Hz

Referred to ophthalmologist or optometrist? O 0O

Recelved documentation from ophthalmolagist or optometristt ©Q (O Averaga(right): __ = Averageflefth

Ty 1 T -'-":—‘;E-‘-‘-“ﬂ.'-'-w "‘;_(;—,“lu:;’}i‘ z J TN BRI iI48 IS
B eyt AR =Y

‘: 18 - | A ey b v VT T Y s~ & . LIAFL NS L | il - - r L
may not necessarlly disqualify a driver, particularly If the condition Is controlled adequately, is not likely to
worsen, or Is readlly amenable to treatment, Even If a condition does not disquallfy a driver, the Medical Examiner may consider deferring the drlver
temporafily, Also, the driver should be advised to take the necessary steps to correct the condition as soon as posslble, particularly If neglecting the
rondition cauld resultin a more serious lliness that mlght affect driving.

Check the body systems for abnormalities,

Body System Normal Abnormal  Body System Narmal  Abnormal
1, General B. Abdomen

2. 5kin 9, Genlto-urinary system including hernias

3. Eyes 10, Back/splne

4, Bars

11. Extremitles/joints

12, Neurologlecal system Including reflexes
13, Gait

14, Vascular system

Discuss any obnormal answers [n detall in the space below and indicate whether It would affect the driver's ability to operate a CMV.
Enter applicable item number before each comment,

5. Mouth/throat
6. Cardlovascular
7.Lungs/chest

0000000
0000000
0000000
000000

{Attach additional sheets If necessary)

Page 3



Form MCSA-5475 OMB No.:2126-0006 Explration Date: 03/31/2025

Last Name: First Name: DOB: Exam Date:

Please complete only one of the following (Federal ar Stata) Medical Examiner Determination sections:
EDIEA L ERANINER DEYERTIINATION (Fadaralji e

ey =Y oy . x LC, |
Use this section for examinations performed In accordanca with the Federal Mctor Carrier <afsf,/ Regularlom (49 (,‘Hf 391.4

O Does not meet standards {specify reason);

Q Meets standards In 49 CFR 391.41; qualifies for 2-year certificate

O Meets standards, but perlodic monitoring requirad (specify reason):
Driver qualified for: O 3 months O 6 months O 1year O other (specify):

O Wearing corrective lenses ] Wearlng hearingald ~ [] Accompanied by a walver/exemption (specify type):

[ Accompanied by a Skill Performance Evaluation (SPE) Certificate (7] Qualified by operatlon of 49 CFIY 391,64 (Federal)
[ Oriving within an exempt Intraclty zone see 49 L7 # 22163 (Federal)

Q Determination pending (specify reason):

(3 Return to medical exam office for follow-up on (must be 45 days of less):
(O Medical Examination Report amended (specify reason):

(ifamended) Medlcal Examiner's Signature:

Date:

O Incomplete examination (specify reason):

| [Fthe driver meets the standards outlined in 49 CFR 391,41, then complete a Medical Examiner’s Certificate as stated fn 49 (/11 321.43(1, as approptlate. |

i have performed this evaluation fer certification. | have personally reviewed all available records and recarded Information pertalning to this
evaluation, and attest that, to the best of my knowladge, | believe it to be true and correct.

Madical Examiner’s Slgnature:

Medical Examiner's Name (please printor type): _Daniel L. Murray Jr., DC

Medical Examiner's Address: _ 2100 Kansas Ave City: Great Bend State: ! Zlp Code: _ 67530
Medlcal Examiner’s Telephone Number: (620)-792-1386

Date Certlficate Signed:

MedIcal Examiner’s State License, Certificate, or Registration Number:  Kansas License 01-05318 Issuing State: K9=
COMD [ 00 [OPhysician Assistant [x] Chiropractor [] Advanced Practice Nurse
[ Other Practitioner (speclfy):

ig832580110 Med|(cal Examiner's Certificate Expiration Date: [ J ‘

National Regtstry Number:

Pane 4



Farm MCSA-5875 OMB No.:2126-0008 Expiration Date! 03/31/2025

Last Name: Flrst Name: DOB: Exarn Date:

MEDIEALEXAMINER DETERNIN

Use this section for examinailons performa
variances (which will only be valid for intrastate operotions):

O Does not meet standards in 49 €£R 39141 with any applicable State variances {specify reason):
O Meets standards in 40 CER 391,41 with ahy applicable State varlances
O Meets standards, but perlodic monitoring required (specify reason):

Driver quallfied for: QO 3 months O 6 months O 1year O other (specify):

[ Wearlng corrective lenses  []] Wearlng heating ald (O Accompanied by a walver/exemptlon (specify type:
[J Accompanied by a Skill Performance Evaluation (SPE) Certificate  [] Grandfathered from State requlrements (State)

[_ I€ the driver meets the standards eutlined in 59. CF_wB! Bi,t_;l ,with appiicable State varl;Ee-s',' ﬁh-c&mplei-e “a Medlcal Exaﬁiner’s_&rtlﬁgat_e,_ as a}pmprim. |

I have perfarmed this evaluation for certificatlon. | have personally reviewed all avallable records and recorded information pertalning to this
evaluation, and attest that, to the best of my knowledge, | belleve It to be true and correct,

Medical Examiner’s Signature:

Medical Examiner's Name (please print or type); Daniel L. Murray Jr., DC

. - 67530
Medlcal Examiner's Address: 2100 Kansas Ave City: Great Bend Statet KS[; Zlp Code:

Medical Examiner’s Telephone Number: (620)792-1386

Date Certlficate Signed:

Medical ExamIner's State License, Certificate, or Reglstratlon Number: Kansas License 01-05318 Issulng Stata: @
COMp O00 [ Physlclan Assistant [®] Chiropractor [ Advanced Practice Nurse

{7 other Practitioner (specify):

1493258010 L ASmeen— N W P s
Med|cal Examiner’s Certificate Explration Date; L

National Registry Number:

Page S



