
MEDICAL EMERGENCY REPORT 

Please print or type 

Patient’s Name 

Address 

Date of Birth Eye Color Sex 

Driver License Number 

History 

Date of onset 

Frequency during past year 

Date of last occurrence 

Was an EEG Performed? ☐ Yes ☐ No

Date  Place 

Results 

Read by 

Resulting classification 

☐ Gran mal ☐ Focal

☐ Petit mal ☐ Psychomotor

☐ Convulsions (other)

☐ Unconsciousness (other)

Remarks 

Reported by Date 

Signature Specialty 

Phone Number 

MR-4 (R06/22)

first m.i. last 

street city state zip code 

month, day, year 

institution location 

Mail to:    Medical Fitness Review Unit
P.O. Box 173

Trenton, New Jersey 08666-0173
Email to: MVCMedicalReview@mvc.nj.gov
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