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____ I verify;

____ I do not verify; 

That (name): 							 is physically capable of operating a personal automobile for the purpose of providing volunteer transportation for individuals eligible for this service.

In addition, I have reviewed all prescription and/or over-the-counter medications currently being taken by the above individual.  I have no concerns regarding their use while he/she is operating a motorized vehicle.

Physician’s Name: 											

Address: 							 Town: 		 State: ___ Zip: 	
Phone: 						 Fax: 																			
Physician Signature: 								         Date: 	   	

Please return this form directly to: 

(Sponsoring Organization): 										 										
Address: 							 Town: 		 State: ___ Zip: 

Phone: 						 Fax: 																			
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