
 SECTION A

 PLEASE COMPLETE THE FOLLOWING QUESTIONS FOR ALL PATIENTS.

 1. What condition(s) does the patient have? _______________________________________________________________

 2. How long have you been treating the patient for this condition(s)? __________________________________________

 3. Has the patient been asymptomatic from the disorder and the medication used to treat the disorder? ❏ Yes ❏ No

 4. What medication does the patient use? ________________________________________________________________

 SECTION B

 PLEASE COMPLETE THIS SECTION IF THE PATIENT HAS ANY OF THE FOLLOWING CONDITIONS:
 A history of coronary artery disease, previous myocardial infarction, congenital heart defects, cardiomyopathy,
 pericarditis, myocarditis, atrial flutter/fibrillation or valvular heart disease, angina pectoris, coronary insufficiency,
 congestive heart failure, paroxysmal supraventricular arrhythmias/tachycardia, peripheral vascular disease and           

individuals who have undergone corrective treatment.

 1. What condition listed above does the patient have? ______________________________________________________
 2. If the patient has atrial flutter/fibrillation, is the patient on anticoagulant therapy with aspirin or coumadin? 

 3. The individual must complete seven (7) METS on a treadmill stress EKG test preferably following the Bruce or Balke 
Protocol and achieve 85% of the predicted maximal heart rate without symptoms, a drop in blood pressure during           
exercise, significant arrhythmias or ST segment depression or elevation greater than one millimeter from baseline. If the 
individual is unable to achieve 85% of the predicted maximal heart rate without symptoms, the resting EKG is abnormal, 
or the individual is on digitalis glycosides, then a radionuclear exercise test should be performed. The result of the           
exercise test should show no evidence of reversible ischemia. (Please note: Use of a Beta Blocker does not exempt the 
individual from achieving a predicted maximal heart rate of 85%.) Also, individuals with certain conditions, including 
but not limited to left bundle branch block (LBBB), pacemaker or various orthopedic conditions that make it difficult 
to exercise shall complete a nuclear or echocardiographic pharmacologic stress test. The results of the stress test 
should show no evidence of reversible ischemia, and the left ventricular ejection fraction is 40% or greater.

   *  What date was the test performed? _________________________________________________________________
   How many METS were completed? __________________________________________________________________
   What percentage of the maximal predicted heart rate was achieved without symptoms? ______________________
   Did the test show evidence of reversible ischemia?   ❏ Yes ❏ No

 4. If the patient is unable to complete the Bruce or Balke Protocol, what Protocol was used? _________________________               
  * What date was the test performed? _________________________________________________________________

   Did the test show evidence of reversible ischemia?   ❏ Yes ❏ No

 5. The individual must have a left ventricular ejection fraction of 40% or greater.

   * What date was the test performed? ________________________________________________________________________   
 What was the left ventricular ejection fraction percentage? ___________________________________________________

         How was the left ventricular ejection fraction percentage measured? __________________________________________    
 Did the test show evidence of reversible ischemia? __________________________________________________________

* Date of test performed may not be more than 12 months old.
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PATIENT NAME_______________________________ DRIVER'S LICENSE NUMBER_________________

 SECTION C

 PLEASE COMPLETE THIS SECTION IF THE PATIENT HAS A PERMANENT PACEMAKER INSERTION.

 1. What date did the patient undergo pacemaker insertion? __________________________________________________

 2. Is the patient undergoing regular pacemaker examinations?   ❏ Yes ❏ No

 SECTION D

 A WAIVER MAY NOT BE GRANTED FOR THE FOLLOWING CONDITIONS:

 (A) Symptomatic coronary artery disease (angina), cardiomyopathy, pericarditis, myocarditis, atrial flutter/fibrillation or 
valvular heart disease, angina pectoris, coronary insufficiency, congestive heart failure, paroxysmal supraventricular 
arrhythmias/tachycardia, or peripheral vascular disease.  

 (B) Within two months of myocardial infarction, open heart surgery or pacemaker insertion.

 (C) Implanted automatic cardioverter/defibrillators or antitachycardic device.

 (D) History of ventricular tachycardia (excluding couplets and triplets), ventricular fibrillation or sudden cardiac death 
with successful resuscitation.

 (E) History of carotid sinus hypersensitivity, sick sinus syndrome, symptomatic bradycardia, second degree heart block 
or third degree heart block unless a pacemaker has been inserted.

 (F) Unexplained sinus tachycardia.

 (G) Severe valvular heart disease.

 (H) Current clinical diagnosis of severe hypertension (Stage III).

  1. What condition listed above does the patient have? _________________________________________________

    ____________________________________________________________________________________________  

    ____________________________________________________________________________________________

    ____________________________________________________________________________________________

    ____________________________________________________________________________________________

    ____________________________________________________________________________________________

    ____________________________________________________________________________________________

    ____________________________________________________________________________________________

    ____________________________________________________________________________________________
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