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Introduction
For many Canadians, driving is an essential part of daily living
and is often a requirement of employment. Diabetes can affect
driving performance because of chronic complications that impair
sensory or motor functions (retinopathy, neuropathy, amputation,
vascular disease) and because of transient cognitive dysfunction or
loss of consciousness resulting from antihyperglycemic medicationinduced hypoglycemia (related primarily to insulin or insulin secretagogues). The presence and extent of these factors vary from
person to person, so the ﬁtness of persons with diabetes to drive
should be assessed on an individual basis.
These recommendations represent an update of the 2003
Canadian Diabetes Association’s guidelines on diabetes and driving
(1). Changes have been made to clarify and expand the older recommendations. A MEDLINE search was performed in October 2014
and did not reveal new compelling evidence that would require
major modiﬁcations. Guidelines from other countries were also
reviewed (2–6). All recommendations are Grade D and represent
the consensus of a national expert panel.
The revised recommendations highlight the active role that
persons with diabetes should play in assessing their ﬁtness to drive.
They identify the important roles for healthcare professionals in educating patients with diabetes in strategies to reduce their risks for
hypoglycemia while driving. Healthcare professionals also play critical roles in identifying and informing individuals with diabetes at
high risk for motor vehicle accidents.
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Currently, 10 Canadian provinces and territories have mandatory reporting systems that oblige legally qualiﬁed medical practitioners to report to the appropriate regulatory body those patients
who have conditions that impair their driving abilities (5) (Table 1).
Federal organizations, such as the Canadian Council of Motor Transportation Administrators, should have consistent, clear and easily
accessible reporting mechanisms for physicians and nurse practitioners; in addition, provincial and territorial ministries of transportations should include information on their websites about
diabetes and driving.

Driving Risks Associated with Diabetes
Case control studies have suggested that drivers with diabetes
pose a modestly increased but acceptable and measurable risk for
motor vehicle accidents compared to drivers without diabetes, but
many studies are limited and of poor quality (7). Older studies may
no longer be relevant due to changes in road conditions, vehicles
and diabetes management (8).
Unrecognized hypoglycemia is the most relevant driving hazard
for drivers with diabetes. A number of studies have examined driving
performance by using driving simulators during induced hypoglycemia in individuals with type 1 diabetes, and they demonstrated
that performance starts to deteriorate at blood glucose levels below
3.8 mmol/L (9,10). Only 1 in 3 drivers self-treated their low blood
glucose levels, and the treatments occurred only when the blood
glucose levels were 2.8 mmol/L or lower. Less than 25% were aware
that their driving performance was impaired (10). Studies have demonstrated that cognitive function may not recover until 45 minutes
or more after restoration of euglycemia (11–13).
Hypoglycemia is not a problem for drivers with diabetes who
are treated by lifestyle and dietary measures alone; nor is it a
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Table 1
Canadian regulations for reporting medically unﬁt drivers (14)
Province/Territory

Reportinga

Alberta
British Columbia

Discretionary
Mandatory (only if the driver has been warned
of the dangers of driving and still continues
to drive)
Mandatory
Mandatory
Mandatory
Mandatory
Discretionary
Mandatory
Mandatory
Mandatory
Discretionary
Mandatory
Mandatory

Manitoba
New Brunswick
Newfoundland and Labrador
Northwest Territories
Nova Scotia
Nunavut
Ontario
Prince Edward Island
Quebec
Saskatchewan
Yukon

a For more information regarding reporting processes in Canada, please see the
Canadian Medical Association Driver’s Guide.

problem for drivers with diabetes treated with most non-insulin
secretagogue medications, when used as monotherapy or in combination with each other. Treatment with insulin secretagogue
antihyperglycemic medication (sulfonylureas, meglitinides) may
provoke higher rates of hypoglycemia when used alone or in combination with other non-insulin antihyperglycemic medications (15).
Studies of rates of motor vehicle accidents in drivers with diabetes have consistently described the highest rates’ occurring in
individuals treated with insulin (16–20).
Factors that have been shown to increase driving risk include
previous episodes of severe hypoglycemia (21,22), with risk greater
in those with lower glycated hemoglobin (A1C) levels (23); previous hypoglycemia while driving (21) and absence of blood glucose
monitoring before driving (16,21). Impaired awareness of hypoglycemia is a recognized risk factor for severe hypoglycemia. This
risk may be mitigated by frequent blood glucose testing (24) or use
of a continuous glucose monitoring device (25). Use of a memory
glucose meter is recommended so that measurements can be
assessed by the healthcare team and by driving authorities, if
indicated.

Recommendations
Private drivers
1. Private drivers treated with nutritional therapy alone or
antihyperglycemic agents with minimal risk of severe
hypoglycemia
a) Fitness of persons with diabetes to drive should be assessed on an individual basis.
b) All drivers with diabetes should undergo a medical examination at least every 2 years by a physician or nurse practitioner competent in managing patients with diabetes. This
should include an assessment of glycemic control; frequency and severity of hypoglycemia; symptomatic awareness of hypoglycemia and the presence of retinopathy,
neuropathy, nephropathy, amputation and/or vascular
disease. A decision should be made on whether any of these
factors could signiﬁcantly increase the risk of a motor
vehicle accident.
c) Persons with diabetes who are well controlled by nutritional therapy alone or by a combination of nutritional
therapy and antihyperglycemic medication that carries a
minimal risk of a severe hypoglycemic episode (Table 2)
may usually drive all types of motor vehicles with

Table 2
Antihyperglycemic agents and risk for hypoglycemia
Antihyperglycemic agents associated with minimal risk for severe hypoglycemia:
Alpha-glucosidase inhibitors
Incretin agents:
• DPP-4 inhibitors
• GLP-1 receptor agonists
Metformin
SGLT2 inhibitors
TZDs
TZD, glitazones.

relative safety provided they remain under regular medical
supervision.
2. Private drivers treated with insulin secretagogues
a) Fitness of persons with diabetes to drive should be
assessed on an individual basis.
b) All drivers with diabetes should undergo a medical examination at least every 2 years by a physician or nurse practitioner competent in managing patients with diabetes. This
should include an assessment of glycemic control; frequency and severity of hypoglycemia; symptomatic awareness of hypoglycemia and the presence of retinopathy,
neuropathy, nephropathy, amputation and/or vascular
disease. A decision should be made on whether any of these
factors could signiﬁcantly increase the risk of a motor
vehicle accident.
c) Persons with diabetes treated with insulin secretagogues
may usually drive private vehicles if they are under regular
medical supervision.
d) Persons with diabetes treated with insulin secretagogues
should take an active role in assessing their ability to drive
safely by maintaining a log of their self-monitored blood
glucose (BG) measurements by using either a memoryequipped BG meter or an electronic record of BG measurement performed at a frequency deemed appropriate by the
person with diabetes and their healthcare team. BG logs
should be veriﬁable on request.
e) Persons with diabetes treated with insulin secretagogues
who experience any episode of severe hypoglycemia while
awake (deﬁned as hypoglycemia of suﬃcient severity to
require corrective intervention by another person or producing loss of consciousness, even if spontaneous recovery occurs) must refrain from driving immediately and
notify their healthcare provider of the event immediately
(no longer than 72 hours).
f) Persons with diabetes should know how to avoid, recognize and treat hypoglycemia.
g) Persons with diabetes treated with insulin secretagogues
should consider measuring their BG level immediately
before and at least every 4 hours while driving or wear a
real-time continuous BG monitoring device.
h) Persons with diabetes treated with insulin secretagogues
should always have BG monitoring equipment and supplies of rapidly absorbable carbohydrate within easy reach
(e.g. attached to the driver’s-side visor or in the centre
console).
i) Persons with diabetes treated with insulin secretagogues
should not drive when their BG level is <4.0 mmol/L. If the
BG level is <4.0 mmol/L, persons should not drive until at
least 45 minutes after ingestion of a carbohydrate and their
BG level is at least 5.0 mmol/L.
j) Persons with diabetes should stop driving, test and treat
themselves as soon as hypoglycemia and/or impaired driving
are suspected. They should not resume driving until at least
45 minutes after ingestion of carbohydrate has increased
their BG levels to at least 5.0 mmol/L.
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k) Healthcare professionals should inform persons with diabetes treated with insulin secretagogues to no longer drive
and should report their concerns about the person’s ﬁtness
to drive to the appropriate driving licensing body if any of
the following occur:
1) Any episode of severe hypoglycemia while driving
2) More than 1 episode of severe hypoglycemia while
awake but not driving.
l) Persons with diabetes should immediately self-report to
their driving licensing body if they experience any episode
of severe hypoglycemia while driving or if they experience more than 1 episode of severe hypoglycemia while
awake but not driving.
m) Persons with diabetes treated with insulin secretagogues
who have had their license suspended due to an episode
of severe hypoglycemia or hypoglycemia unawareness may
be considered for reinstatement of their license if the following criteria are met:
1) No episode of severe hypoglycemia in last 6 months
2) No evidence of hypoglycemia unawareness in last
6 months.
n) Persons with diabetes treated with insulin secretagogues
with severe hypoglycemia that occurs while asleep should
be assessed by their physician or nurse practitioner to determine their ﬁtness to drive based on the circumstances
surrounding the severe hypoglycemic episode and its likelihood to recur while awake and driving.
3. Private drivers treated with insulin
a) Fitness of persons with diabetes to drive must be
assessed on an individual basis.
b) All drivers with diabetes should undergo a medical examinations at least every 2 years by a physician or nurse practitioner competent in managing patients with diabetes. This
should include an assessment of glycemic control; frequency and severity of hypoglycemia; symptomatic awareness of hypoglycemia and the presence of retinopathy,
neuropathy, nephropathy, amputation and/or vascular
disease. A decision should be made on whether the severity of any of these complications could signiﬁcantly increase the risk of a motor vehicle accident.
c) Persons with diabetes treated with insulin may drive
private vehicles if they are under regular medical
supervision.
d) Persons with diabetes treated with insulin should take an
active role in assessing their ability to drive safely by maintaining a log of their self-monitored BG measurement, either
by using a memory-equipped BG meter or electronic record
of BG measurement performed, on average, at least once
a day. BG logs should be veriﬁable on request.
e) Persons with diabetes treated with insulin who experience an episode of severe hypoglycemia (deﬁned as hypoglycemia of suﬃcient severity to require corrective
intervention by another person or producing loss of consciousness, even if spontaneous recovery occurs) must
refrain from driving immediately and notify their healthcare provider of the event immediately (no longer than 72
hours).
f) Persons with diabetes should know how to avoid, recognize and treat hypoglycemia.
g) Persons with diabetes treated with insulin should consider measuring their BG level immediately before and at
least every 4 hours while driving or wear a real-time continuous BG monitoring device.
h) Persons with diabetes treated with insulin with any of the
following risk factors for severe hypoglycemia must measure
their BG levels immediately before and at least every 2 hours

i)

j)

k)

l)

m)

n)

o)
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while driving or wear a real-time continuous BG monitoring device:
1) Recurrent severe hypoglycemia
2) Prior history of severe hypoglycemia or hypoglycemia
unawareness resulting in license suspension and subsequent reinstatement.
Persons with diabetes treated with insulin should always
have BG monitoring equipment and supplies of rapidly
absorbable carbohydrate within easy reach (e.g. attached
to the driver’s-side visor or in the centre console).
Persons with diabetes treated with insulin should not drive
when their BG level is <4.0 mmol/L. If the BG level is
<4.0 mmol/L, persons should not drive until at least
45 minutes after ingestion of carbohydrate and their BG
level is at least 5.0 mmol/L.
Persons with diabetes should stop driving, test and treat
themselves as soon as hypoglycemia and/or impaired driving
are suspected. They should not resume driving until at least
45 minutes after ingestion of carbohydrate has increased
their BG levels to at least 5.0 mmol/L.
Healthcare professionals should inform persons with diabetes treated with insulin to stop driving and report their
concerns about the person’s ﬁtness to drive to the appropriate driving licensing body if any of the following
occur:
1) Any episode of severe hypoglycemia while driving
2) More than 1 episode of severe hypoglycemia while
awake but not driving.
Persons with diabetes should immediately self-report to
their driving licensing body if they experience any episode
of severe hypoglycemia while driving or if they experience more than 1 episode of severe hypoglycemia while
awake but not driving.
Persons with diabetes treated with insulin who have had
their license temporarily suspended due to severe hypoglycemia or hypoglycemia unawareness may be considered for reinstatement of their license if the following
criteria are met:
1) No episodes of severe hypoglycemia in last 6 months
2) No evidence of hypoglycemia unawareness in last
6 months.
Persons with diabetes treated with insulin with severe hypoglycemia that occurs while asleep should be assessed by
their physician or nurse practitioner to determine their
ﬁtness to drive based on the circumstances surrounding the
severe hypoglycemic episode and its likelihood to recur
while awake and driving.

Commercial drivers
1) Commercial drivers treated with nutritional therapy alone or
antihyperglycemic agents with minimal risk of severe
hypoglycemia
a) Initial application for commercial license
1) Fitness of persons with diabetes to drive should be
assessed on an individual basis.
2) All drivers with diabetes should undergo a comprehensive medical examination at the time of application for a commercial license and at least every
2 years thereafter by a physician or nurse practitioner competent in managing patients with diabetes.
This should include an assessment of glycemic control;
frequency and severity of hypoglycemia; symptomatic awareness of hypoglycemia and the presence of
retinopathy, neuropathy, nephropathy, amputation
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and/or vascular disease. A decision should be made
on whether any of these factors could increase the risk
of motor vehicle accident.
3) A full eye examination performed by an ophthalmologist or optometrist should be completed at the time
of application for a commercial license and repeated
every year or at the discretion of the ophthalmologist or optometrist.
4) Persons with diabetes who are well controlled by
nutritional therapy alone or a combination of nutritional therapy and antihyperglycemic medication with
minimal risk of severe hypoglycemia (Table 1) may
usually drive all types of motor vehicles with relative safety provided they remain under regular medical
supervision.
5) The following are exclusion criteria for obtaining or
retaining a commercial license:
a) Visual impairment that does not meet the minimum
standard for visual acuity in the jurisdiction in which
the individual is licensed
b) Peripheral neuropathy, amputation or cardiovascular disease of suﬃcient severity to affect the ability
to drive safely
c) Failure to complete an assessment (as outlined above)
at least every 2 years.
2) Commercial drivers treated with insulin secretagogues
a) Fitness of persons with diabetes to drive should be
assessed on an individual basis.
b) All drivers with diabetes should undergo a comprehensive medical examination at the time of application for
a commercial license and at least every 2 years thereafter by a physician or nurse practitioner competent in
managing patients with diabetes. This should include
an assessment of glycemic control; frequency and severity of hypoglycemia; symptomatic awareness of hypoglycemia and the presence of retinopathy, neuropathy,
nephropathy, amputation and/or vascular disease. A decision should be made on whether any of these factors
could signiﬁcantly increase the risk of a motor vehicle
accident. The assessment should include the completion of a questionnaire that assesses the risk for hypoglycemia, including the nature of the work, type of motor
vehicle, ﬂexibility of scheduling, recognition of symptoms of hypoglycemia and ability to treat hypoglycemia, and documents the frequency of mild and severe
hypoglycemia in the last 12 months.
c) A full eye examination performed by an ophthalmologist or optometrist should be completed at the time of
application for a commercial license and should be repeated every year or at the discretion of the ophthalmologist or optometrist.
d) Commercial drivers with diabetes treated with insulin
secretagogues should take an active role in assessing their
ability to drive safely by maintaining a log of their selfmonitored BG measurements, either by using a memoryequipped BG meter or an electronic record of BG
measurements performed at a frequency deemed appropriate by the person with diabetes and their healthcare team. For initial commercial license application, the
record should include the last 6 months (or since the diagnosis of diabetes if less than 6 months). For annual
renewal of a commercial license, the record should be
complete from the last application. BG logs should be veriﬁable on request.
e) Commercial drivers with diabetes should know how to
avoid, recognize and treat hypoglycemia.

f) Commercial drivers with diabetes treated with insulin
secretagogues who experience any episode of severe hypoglycemia (deﬁned as hypoglycemia of suﬃcient
severity to require corrective intervention by another
person or producing loss of consciousness, even if spontaneous recovery occurs) must refrain from driving immediately and notify their healthcare provider of the
event immediately (no longer than 72 hours).
g) Commercial drivers with diabetes treated with insulin
secretagogues should consider measuring their BG level
immediately before and at least every 4 hours while
driving or wear a real-time continuous BG glucose monitoring device.
h) Commercial drivers with diabetes treated with insulin
secretagogues should always have BG monitoring equipment and supplies of rapidly absorbable carbohydrate
within easy reach (e.g. attached to driver’s-side visor or
in the centre console).
i) Commercial drivers with diabetes treated with insulin
secretagogues should not drive when their BG level is
<4.0 mmol/L. If the BG level is <4.0 mmol/L, commercial drivers should not drive until at least 45 minutes after
ingestion of carbohydrate and their BG level is at least
5.0 mmol/L.
j) Commercial drivers treated with insulin secretagogues
should stop driving, test and treat themselves as soon as
hypoglycemia and/or impaired driving are suspected. They
should not resume driving until at least 45 minutes after
ingestion of carbohydrate has increased their BG level to
at least 5.0 mmol/L.
k) The following are exclusion criteria for obtaining or maintaining a commercial license in a person with diabetes
treated with insulin secretagogues:
1) Any episode of severe hypoglycemia while driving in
the last 12 months
2) More than 1 episode of severe hypoglycemia while
awake but not driving in the last 12 months
3) Any evidence of hypoglycemia unawareness in the last
12 months
4) Visual impairment that does not meet the minimum
standard for visual acuity in the jurisdiction in which
the individual is licensed
5) Peripheral neuropathy, amputation or cardiovascular disease of suﬃcient severity to affect the ability
to drive safely
6) Failure to complete an assessment (as outlined above)
at least every 2 years
7) Inadequate record of self-monitoring of BG (i.e. unreliable or absent capillary BG measurements)
8) Inadequate knowledge of the causes, symptoms and
treatment of hypoglycemic episodes.
3) Commercial drivers with diabetes treated with insulin
secretagogues who have had their commercial license
suspended due to severe hypoglycemia or hypoglycemia
unawareness may be considered for reinstatement
of their commercial license if the following criteria are
met:
a) No episodes of severe hypoglycemia in last 12 months
b) No evidence of hypoglycemia unawareness in last
12 months.
4) Commercial drivers with diabetes treated with insulin
secretagogues with severe hypoglycemia that occurs while
asleep should be assessed by their physician or nurse practitioner to determine their ﬁtness to drive based on the circumstances surrounding the severe hypoglycemic episode and
their likelihood to occur while awake and driving.
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5) Commercial drivers treated with insulin
a) Fitness of persons with diabetes to drive should be
assessed on an individual basis.
b) All drivers with diabetes should undergo a comprehensive medical examination at the time of application for
a commercial license and at least every 2 years thereafter by a physician or nurse practitioner competent in managing patients with diabetes. This should include an
assessment of glycemic control; frequencies and severities of hypoglycemia; symptomatic awareness of hypoglycemia and the presence of retinopathy, neuropathy,
nephropathy, amputation and/or vascular disease. A decision should be made on whether any of these factors
could increase the risk of a motor vehicle accident. The
assessment should include the completion of a questionnaire that assesses the risk of hypoglycemia, including the nature of the work, type of motor vehicle,
ﬂexibility of scheduling, recognition of symptoms of hypoglycemia and ability to treat hypoglycemia, and document the frequency of mild or severe hypoglycemia in
the last 12 months.
c) A full eye examination performed by an ophthalmologist or optometrist should be completed at the time of
application for a commercial license and repeated every
year.
d) Commercial drivers with diabetes treated with insulin
should take an active role in assessing their ability to drive
safely by maintaining a log of their self-monitored BG
measurements by using either a memory-equipped BG
meter or an electronic record of BG measurements performed at a frequency deemed appropriate by the person
with diabetes and their healthcare team. For initial commercial license application, the record should include the
last 6 months (or since the diagnosis of diabetes if less
than 6 months). For annual renewal of a commercial
license, the record should be complete from the last application. BG logs should be veriﬁable on request.
e) Commercial drivers with diabetes should be aware of how
to avoid, recognize and treat hypoglycemia.
f) Commercial drivers with diabetes treated with insulin
who experience any episode of severe hypoglycemia
(deﬁned as hypoglycemia of suﬃcient severity to require
corrective intervention by another person or producing
loss of consciousness, even if spontaneous recovery
occurs) must refrain from driving immediately and notify
their healthcare provider of the event immediately (no
longer than 72 hours).
g) Commercial drivers with diabetes treated with insulin
should consider measuring their BG level immediately
before driving and at least every 4 hours while
driving or wear a real-time continuous BG monitoring
device.
h) Commercial drivers with diabetes treated with insulin
with any of the following risk factors for severe
hypoglycemia must measure their BG level immedi-

i)

j)

k)

l)

m)

n)
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ately before and at least every 2 hours while driving or
wear a real-time continuous blood glucose monitoring
device:
1) Recurrent hypoglycemic reactions
2) Prior history of severe hypoglycemia or hypoglycemia unawareness resulting in license suspension and
subsequent reinstatement.
Commercial drivers with diabetes treated with insulin
should always have BG monitoring equipment and supplies of rapidly absorbable carbohydrate within easy reach
(e.g. attached to the driver’s-side visor or in the centre
console).
Commercial drivers with diabetes treated with insulin
should not drive when their BG level is <4.0 mmol/L. If
the BG level is <4.0 mmol/L, commercial drivers should
not drive until at least 45 minutes after ingestion of carbohydrate and their BG level is at least 5.0 mmol/L.
Commercial drivers treated with insulin should stop
driving and test and treat themselves as soon as hypoglycemia or impaired driving is suspected. They should
not resume driving until at least 45 minutes after ingestion of carbohydrate has increased their BG levels to at
least 5.0 mmol/L.
The following are exclusion criteria for obtaining or maintaining a commercial license in persons with diabetes who
are taking insulin:
1) Any episode of severe hypoglycemia while awake in
the last 12 months
2) Any hypoglycemia unawareness in the last 12 months
3) Visual impairment that does not meet the minimum
standard for visual acuity in the jurisdiction in which
the individual is licensed
4) Peripheral neuropathy, amputation or cardiovascular disease of suﬃcient severity to affect the ability
to drive safely
5) Failure to complete an assessment (as outlined above)
at least every 2 years
6) Inadequate record of self-monitoring of BG (i.e. unreliable or absent capillary BG measurements)
7) Inadequate knowledge of the causes, symptoms and
treatments of hypoglycemic episodes.
Commercial drivers with diabetes treated with insulin
who have had their commercial license suspended due
to severe hypoglycemia or hypoglycemia unawareness
may be considered for reinstatement of their commercial license if the following criteria are met:
1) No episodes of severe hypoglycemia in last 12 months
2) No evidence of hypoglycemia unawareness in last
12 months.
Commercial drivers with diabetes treated with insulin with
severe hypoglycemia that occurs while asleep should be
assessed by their physician or nurse practitioner to determine their ﬁtness to drive based on the circumstances
surrounding the severe hypoglycemic episode and their
likelihood to recur while awake and driving.

352

R.L. Houlden et al. / Can J Diabetes 39 (2015) 347–353

Appendix 1: Sample diabetes and driving assessment form
1. Type and duration of diabetes
□ Type 1
□ Type 2
Duration:
□ <10 years
□ 10 to 20 years
□ >20 years
□ Unclear
2. Diabetes treatment
□ Nutritional therapy/lifestyle alone
□ Insulin
□ Sulfonylurea/meglinitide
□ Other non-insulin antihyperglycemic agent (metformin, alphaglucosidase inhibitors, glitazones (TZDs), GLP-1 analogues, DPP-4
inhibitors, or SGLT2 inhibitors)
3. Most recent A1C levels (within the last 6 months)
□ ≤7.0 %
□ 7.1% to 8 %
□ 8.1% to 11.9 %
□ ≥12 %
4. Blood glucose monitoring
Is the driver with diabetes maintaining a log of their self-monitored
BG measurements with either a memory-equipped blood glucose
metre or electronic record?
□ Yes
□ No
Are A1C levels consistent with blood glucose logs?
□ Yes
□ No
For drivers on insulin or insulin secretagogues, is there
evidence of blood glucose monitoring at least every 4 hours
while driving or wearing of a continuous blood glucose monitoring device?
□ Yes
□ No
5. Hypoglycemia
Does the driver with diabetes have awareness of early symptoms
of hypoglycemia (e.g. palpitations, shakiness, anxiety, sweating,
hunger, tingling)?
□ Yes
□ No

Does the driver with diabetes know how to treat hypoglycemia?
□ Yes
□ No
For drivers with diabetes treated with insulin or insulin secretagogues, is blood glucose monitoring equipment and supplies of
rapidly absorbable carbohydrate within easy reach in the vehicle?
□ Yes
□ No
For private drivers with diabetes, in the last 6 months, have there
been any episodes of severe hypoglycemia . . .
□ while awake? Specify number and date ____________________
□ while driving? Specify number and date ___________________
□ while asleep? Specify number and date ____________________
Has the driver had evidence of hypoglycemia unawareness in the
last 6 months?
□ Yes
□ No
If yes, has there been recovery of hypoglycemia awareness?
□ Yes
□ No
For commercial drivers with diabetes, in the last 12 months, have
there been any episodes of severe hypoglycemia . . .
□ while awake? Specify number and date ____________________
□ while driving? Specify number and date ___________________
□ while asleep? Specify number and date ____________________
Has the driver had evidence of hypoglycemia unawareness in the
last 6 months?
□ Yes
□ No
If yes, has there been recovery of hypoglycemia awareness?
□ Yes
□ No
6. General health
Does the driver have any of the following complications to an extent
that could impair their ability to drive safely?
□ Retinopathy
□ Neuropathy
□ Nephropathy
□ Amputation
□ Vascular disease
□ Other
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