Medical Report for Automobile Insurance

Marne of Applicant Date of Bith lizsurance Agency

T herehy suthorize you te complete this cepoet oo sy physical condidon for Safovay Insurance Campary,

lpp]i-:u*.i; Signature Dhnte
To Be Completed By Physician

Yo Daes vour patiea: have any wncotrectad eve vision problenis that affset hizter abilicy to drive?
s Mo
T{ ves, pleass degeribe:

& e there iy physical disnbilities that might reduce driving ahility {paralysis, ampurzione, wesknesees
azhriciy, ewc.)?

1|'r|:5 e o 3 e h-'l:l____ e —

T v, plepse deserine und indicate kow fong hefshe bas been sriving with this disability:

3. e your patient wable b drive sefely duc 4o impeired mental capacity a2 dunamished alerness?
Yes 0 Wo
I was, plesse deseribe:

4. [ your pareent on any medication that will adversoly affect hizher ability 1o oporate 0 nntor vehicle?
Yes ) Mo
[fyas, plense desoribe:

3. Are you wware of aovthing eles about your patient wadeh could offee? heaher ability to drive snfaly
¢aleahal problems, drog problems, emotional problems, dizbeis, epilepsy, ele)?
Yau B ¢

[£yes, please deacribe: .

T additional space’is needed for any of the questions abave, please use the severse side of this fiorm,

-f’_'!lj.'si'-’:lﬁ-:'l'é Mama (Please Print) . Pl'l}'ﬂil_"i.ﬁr-ll;:"l Rignature

Strert Adress Loore

CicgrBrare/Zip
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120000 18




