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Instructions
This form must be completed by an optometrist or ophthalmologist with expertise in low vision rehabilitation (including assessment, device fitting, training and dispensing of bioptic telescopes) and must be based on information that has been obtained within the last six months. The cost for the completion of this form by your health care provider is the patient’s responsibility and not a benefit of the Ontario Health Insurance Plan (OHIP) or the Ministry of Transportation.
Please Note:  All questions must be answered in full. Visual field charts must be submitted with this form.  Incomplete information will result in a delay in reviewing your file.
Fax completed assessments to: 416-235-3400 or 1-800-304-7889 or mail completed assessments to: Ministry of Transportation, Driver Medical Review Office, 77 Wellesley St W, Box 589, Toronto ON  M7A 1N3.
Please note, you may want to keep a copy of this form for your records.
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Part 1 - Patient Information (to be completed by patient)
Address
Part 2 - Patient History
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Part 2 - Patient History
Results of Visual Examination
Visual Acuity
Right Eye
Left Eye
Both Eyes
Without Correction
With Correction
With Telescopes
Horizontal Visual Field
Degrees
Right Eye
Please include visual field chart
Left Eye
Please include visual field chart
Binocular Visual Field
Please include visual field chart
Is the patient’s condition congenital?
Is the patient’s condition progressive?
Does the patient have any other visual conditions/anomalies including:
Contrast Sensitivity Values (log CS)
Part 3 - Details of Bioptic Lens
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Part 3 - Details of Bioptic Lens
Date of Dispensing  
Please Note:  The ministry requires the lens be in use for a minimum of three months prior to being considered for licensing privileges.
Lens Information
Fits over which eye
Details of Initial Telescope Training 
Training has been completed in the following:
•         object stationary
•         object moving
•         object stationary
•         object moving
Rating of Prognosis
Part 4 - Practitioner's Information
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Part 4 - Practitioner’s Information
I am this patient’s:
or Stamp
Personal information on this form is collected under the authority of Ontario Regulation 340/94, Drivers’ Licences, made under the Highway Traffic Act, and is used for the purpose of evaluating fitness to operate a motor vehicle. If you have any questions about the personal information collected on this form, please contact a Medical Review representative, Ministry of Transportation, Driver Medical Review Office by telephone at 416-235-1773 or 1-800-268-1481 or by mail at 77 Wellesley St W, Box 589, Toronto ON  M7A 1N3 or email us at DriverMedicalReview@ontario.ca, or visit us at www.ontario.ca/driverimprovement.
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