
Important: Signatures must be provided at the end of this report 

Medical examination report 
for a Group 2 (Hackney carriage/private hire driver licence) 
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 the section below and include your 
full name and date of birth at the end of each page. 
You must also complete the declaration on page 8. 

Important: This report is only valid for 3 months from 
date of examination. 
Name: 

Address: 

Postcode: 

Contact number: 

Email address: 

Your doctor's details (only fill in if different from 

examining doctor's details) 
GP’s name: 

Practice address: 

Postcode: 

Contact number: 

Email address: 

Medical professionals must fill in this sections 
before completing the report. 

Important information for doctors carrying 
out examinations. 
Before you fill in this report, you must check the 
applicant's identity and decide if you are able to fill in the 
Vision on assessment on page 2. If you are unable to do 
this, you must inform the applicant that they will need to 
ask an optician or optometrist to fill in the Vision 
assessment. 
Examining medical professional 
Name: 

Has a company employed you or booked you to 
carry out this examination?      

If Yes, you must give the company's details below. 

If 'No', you must give your practice address details 
below. (Refer to section C of INF4D.)  
Company or practice address 

Postcode: 

Company or practice contact number 

GMC number 

I can confirm that I have checked the applicant's 
documents to prove their identity.  
Signature of examining doctor 

Applicant's weight (kg)     Applicant's height (cm) 

Number of units of Alcohol consumed each week 

Does the applicant smoke?      
Do you have access to the 
applicant's full medical record?  

Yes       No   

 DR......................... 

http://www.gov.uk/reapply-driving-licence-medical-condition




• Medical examination report
Driver & Vehicle 
Licensing 
Agency 

Medical assessment 
Must be filled in by a doctor 

1 Neurological disorders 

Please tick ✓ the appropriate boxes 
Does the applicant have a history or evidence 
of any neurological disorder (see conditions in 
questions 1 to 11 below)? 
If no, go to section 2, Diabetes mellitus 

If yes, please answer all questions below. 

Yes No 

□□ 

Yes No 
1. Has the applicant had any form of seizure? D D

(a) Has the applicant had more than
one seizure episode? D D 

(b) Please give date of first and last episode.

::: :::::�: I I I I I I I 
(c) Is the applicant currently on

anti-seizure medication? □□ 
(d) If_ no longer treated, when

I I I I I I Idid treatment end? . _ _ _ _ _ .

(e) Has the applicant had a brain scan? D D 
If yes, please give details in section 9, page 6.

2. Has the applicant experienced any
dissociative/functional seizures? 

Yes No 

□□ 
(a) If yes, please give date of 

I I I I I I I most recent episode. . _ _ _ _ _ . 
(b) If yes, have any of these episode(s)

D D occurred or are they considered likely 
to occur whilst driving? 

3. Stroke or TIA?

If yes, give date. I I I I I I
(a) Has there been a full recovery?
(b) Has a carotid ultrasound been undertaken? 
(c) If yes, was the carotid artery stenosis

>50% in either carotid artery?
(d) Is there a history of multiple strokes/TIAs? 

4. Sudden and disabling dizziness or vertigo
within the last year with a liability to recur? 

5. Subarachnoid haemorrhage (non-traumatic)? 

6. Significant head injury within the
last 1 0 years? 

7. Any form of brain tumour?

8. Other intracranial pathology?

9. Chronic neurological disorder(s)?

10. Parkinson's disease?

11. Blackout, impaired consciousness or loss
of awareness within the last 5 years? 

Yes No 

,
□ □ 

□□ 
□□ 
□□ 
□□ 

□□ 
□□ 

□□ 
□□ 
□□ 
□□ 
□□ 

□□ 

2 Diabetes mellitus 

Does the applicant have diabetes mellitus? 
If no, go to section 3, Cardiac 

If yes, please answer all questions below. 
1. Is the diabetes treated by:

(a) Insulin?
If no, go to 1 c

Yes No 

□□ 

Yes No 
□□ 

If yes, please give date Istarted on insulin. I I I I I I 
(b) Are there at least 6 continuous weeks

of blood glucose readings stored on 
D D a memory meter or meters? 

If no, please give details in section 9, page 6. 
(c) Other injectable treatments? 
(d) A Sulphonylurea or a Glinide? 
(e) Oral hypoglycaemic agents and diet? 
(f) Diet only?

2. (a) Does the applicant test blood glucose
at least twice every day? 

(b) Does the applicant test at times relevant
to driving (no more than 2 hours before 
the start of the first journey and every 
2 hours whilst driving)? 

(c) Does the applicant keep fast-acting
carbohydrate within easy reach 
whilst driving? 

(d) Does the applicant have a clear
understanding of diabetes and the
necessary precautions for safe driving? 

3. (a) Has the applicant ever had
a hypoglycaemic episode? 

(b) Is there full awareness of
hypoglycaemia? 

4. Is there a history of hypoglycaemia
in the last 12 months requiring the 
assistance of another person? 
If yes, please give details and dates below.

I I I I I I 
I I I I I I 
I I I I I I 

5. Has there been laser treatment or
intra-vitreal treatment for retinopathy? 

□□ 
□□ 
□□ 
□□ 

Yes No 
□□ 

□□ 

□□ 

□□ 

Yes No 

□□ 
□□ 

Yes No 

□□ 

Yes No 

□□ 
If yes, please give most 
recent date of treatment. I I I I I I I 

Applicant's full name I I I I I I I I I I I I I I I I I Date of birth
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FIT / UNFIT (delete as appropriate)
to drive with group 2 entitlement.



The applicant must fill in this page 

Applicant's declaration 

You must fill in this section and must not alter 
it in any way. 

Please read the following important 

information carefully then sign to confirm the 

statements below. 

Important information about 
fitness to drive 

As part of the investigation into your fitness to drive, 
we may require you to have a medical examination or 
some form of practical assessment. If we do, the 
people involved will need your medical details to carry 
out an appropriate assessment. These may include 
doctors, orthoptists at eye clinics or paramedical staff 
at a driving assessment centre. We will only release 
information relevant to the medical assessment of 
your fitness to drive. Also, where the circumstances of 
your case appear exceptional, the relevant medical 
information would need to be considered by one or 
more members of the Secretary of State’s Honorary
Medical Advisory Panels. Panel members must adhere 
strictly to the principle of confidentiality.

Declaration 

As part of the investigation into your fitness to drive, 
we may require you to have a medical
examination or some form of practical assessment. If 
we do, the people involved will need your
medical details to carry out an appropriate 
assessment. These may include doctors, orthoptists at
eye clinics or paramedical staff at a driving 
assessment centre. We will only release information
relevant to the medical assessment of your fitness to 
drive. Also, where the circumstances of your
case appear exceptional, the relevant medical 
information would need to be considered by one or
more members of the Secretary of State’s Honorary
Medical Advisory Panels. Panel members must
adhere strictly to the principle of confidentiality.

The Council may be statutorily required to supply any
information you provide, to other bodies exercising 
functions of a public nature or the prevention and 
detection of fraud. For further information see
http://runymede.gov.uk/datamatching.
Data Protection and Privacy  Any data supplied by you 
on this form will be processed in accordance with the 
General Data Protection Regulations, in supplying it
you consent to the Council process is supplied. All
personal information provided will be treated in the 
strictest confidence and will only be used by the 
Council or disclosed to others for a purpose permitted
by law. Data is deleted in accordance with our data 
retention policy.  We are committed to protecting your 
privacy when you use our services, the privacy policy 
explains how we use information about you and how 
we protect your privacy, this is published on our web 
site www.runnymede.gov.uk
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Name 

Signature 

Date 

I authorise Runnymede Borough Council 

to correspond with medical professionals 

via electronic channels (fax and/or email) 

Yes D No □ 

Checklist 

• Have you signed and dated
the declaration?

• Have you checked that the

optician, optometrist or doctor

has filled in all parts of the report

and all relevant hospital notes

have been enclosed?

When complete please return to

the Taxi Licensing Officer at

Runnymede Borough Council.

Important 

This report is valid for 3 months from 

the date the doctor, optician or 

optometrist signs it. 

Yes 

□ 

Yes 

□

Updated March 2025
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