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PETITION FOR RULEMAKING 

I. PETITION AND EXECUTIVE SUMMARY 

 1. Pursuant to 5 U.S.C. § 553(e) and 14 C.F.R. §§ 11.61 and 11.71, Pilots for HIMS Reform (“P4HR”) petitions 
the Federal Aviation Administration (“FAA”) to initiate comprehensive notice-and-comment rulemaking 
governing special issuance, Human Intervention Motivation Study (“HIMS”) monitoring, substance-related 
and psychiatric aeromedical review, independent medical evaluation, agency decision deadlines, and 
transition to unrestricted medical certification. 

 2. The petition asks the FAA to place essential, practically controlling standards in the Code of Federal 
Regulations rather than leaving them primarily to guidance documents, individual Authorization letters, 
certification aids, internal decisional practices, or uncabined discretion. It further asks the FAA to update Part 
67 to reflect current evidence-based diagnostic approaches, illness severity, individualized treatment and 
continuing care, reliable data collection, and objective completion standards. 

 3. The requested rule would preserve the FAA’s authority to deny, condition, suspend, withdraw, or 
reexamine a medical certificate when current evidence demonstrates a material aviation-safety risk. It would 
not create an entitlement to fly while medically unqualified. It would require, however, that materially 
burdensome restrictions be tied to a disclosed safety rationale, supported by current individualized evidence, 
no more restrictive than reasonably necessary, subject to meaningful review, and terminated when the 
regulatory justification ends. 

 4. This petition is especially timely for five reasons. First, current Part 67 grants the Federal Air Surgeon broad 
special-issuance discretion but contains few corresponding standards governing step-down, intensification, 
maximum duration, or transition to unrestricted certification. Second, FAA HIMS materials contemplate a 
multi-year progression, state that progression is not guaranteed, permit increased testing, and connect time-
in-phase to the issuance or reissuance of Authorization letters. Third, the National Academies of Sciences, 
Engineering, and Medicine recommended that the FAA revise Part 67 to align with current evidence-based 
diagnostic approaches and improve individualization, data, and transparency. Fourth, on March 19, 2026, the 
Department of Transportation Office of Inspector General initiated an audit to assess FAA oversight of HIMS. 
Fifth, during a publicly recorded FAA Aeromedical Forum at EAA AirVenture Oshkosh in July 2026, Federal Air 
Surgeon Dr. Susan Northrup indicated that the unrestricted-certification issue was on her list for potential 
rulemaking, while stating that it was not then among the rulemaking matters underway. P4HR does not 
characterize that statement as agreement with this petition or with P4HR’s proposed reforms. It does, 
however, make prompt filing important so that P4HR’s complete alternative regulatory framework is before 
the agency at the outset of any FAA project addressing the same subject. Under 14 C.F.R. § 11.73(c), if the 
FAA has already begun such a project, the agency considers the petition’s comments and arguments as part 
of that project. 

A. Core relief requested 

 5. P4HR asks the FAA to issue an advance notice of proposed rulemaking or notice of proposed rulemaking 
that, at minimum, would: 

1. Replace the legacy substance-dependence/substance-abuse framework in §§ 67.107, 67.207, and 67.307 
with a modern substance-use-disorder (“SUD”) framework that uses current professionally accepted 
diagnostic methods, identifies clinically relevant severity and remission status, distinguishes diagnosis 
from present aeromedical risk, and prevents a single historical criterion, isolated event, positive test, 
prior treatment, or prior HIMS participation from operating as an automatic or permanent clinical 
diagnosis. 
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2. Amend § 67.401 to require written, evidence-based, reviewable special-issuance decisions and to require 
transition to unrestricted certification when the person meets the applicable standard and no current 
individualized evidence supports continued special issuance. 

3. Use reserved § 67.403 to establish procedural and substantive safeguards for special issuance and 
aeromedical monitoring, including published standards, disclosure, proportionality, monitoring plans, 
objective step-down, maximum-duration rules, evaluator independence, informed consent, testing 
integrity, privacy, and public reporting. 

4. Use reserved § 67.411 to create independent review of adverse aeromedical actions, including refusal to 
step down, materially increased conditions, prolonged delay, refusal to accept a qualified evaluator, or 
refusal to issue unrestricted certification. 

5. Amend § 67.413 to require precision and reasonable necessity in FAA medical-record requests and to 
provide reciprocal, timely access to the decisional record used by the FAA. 

6. Create an FAA-recognized alternative evidence-based monitoring pathway—AEROPath or a functionally 
equivalent pathway—meeting defined safety, independence, choice, transparency, and outcome-
measurement standards. 

7. Adopt mandatory processing deadlines and meaningful consequences for missed deadlines, while 
preserving a narrow emergency-safety exception supported by a contemporaneous written finding. 

8. Publish anonymized data sufficient to evaluate processing times, monitoring duration, outcomes, 
reversals, recurrences, transitions to unrestricted certification, and disparities in implementation. 

9. Require transitional and retrospective review for persons already subject to HIMS, special issuance, or 
comparable monitoring, with full credit for successfully completed monitoring and no restart merely because 
the regulatory framework changes. 

10. Establish a defined evidentiary burden on the FAA when it seeks to continue, intensify, or restart 
restrictions after a person has satisfied published advancement or completion criteria. 

11. Guarantee equal self-sponsored access for general-aviation pilots, independent pilots, small-operator 
pilots, and others who do not have an employer- or union-sponsored HIMS pathway. 

12. Replace the exclusive HIMS-AME gatekeeper model with an open, competency-based aeromedical 
monitoring qualification available to any AME who completes standardized FAA training, while preserving 
access to qualified specialists for complex diagnosis and consultation. 

13. Require recurring education of FAA medical personnel, AMEs, psychiatrists, psychologists, 
neuropsychologists, addiction specialists, treating clinicians, and other professionals whose reports are 
required or materially relied upon, together with publicly accessible guidance, report templates, decision 
aids, and evidence summaries. 

14. Extend equivalent procedural protections to all affected FAA medical-certification populations within the 
agency’s authority, including first-, second-, and third-class airmen, general-aviation pilots, air traffic control 
tower operators subject to Part 67, and FAA air traffic controllers through parallel binding FAA medical-
qualification procedures. 

15. Create formal correction rights, peer-support confidentiality protections, national uniformity 
requirements, laboratory due-process rights, algorithmic-transparency safeguards, periodic scientific 
reevaluation, implementation audits, and limits on overbroad medical releases and repetitive information 
requests. 
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B. Relationship to the P4HR Act of 2026 

6. P4HR has developed a legislative proposal entitled the Pilots for HIMS Reform Act of 2026. The Act seeks 
broader protections than the FAA can necessarily provide by regulation alone, including statutory oversight, 
remedies, and protections affecting non-FAA actors. This petition incorporates, to the fullest extent 
reasonably within existing FAA authority, the Act’s administratively achievable core: due process, scientific 
integrity, diagnostic modernization, monitoring limits, transition relief, independent review, evaluator choice, 
equal self-sponsored access, professional education, elimination of closed-network gatekeeping, religious 
neutrality, laboratory safeguards, medical-data rights, peer-support protections, decisional transparency, 
national consistency, institutional-neutrality safeguards, protection of independent clinical judgment, 
documented case conferences, complaint safeguards, periodic scientific review, implementation auditing, 
protections for general aviation and air traffic control populations, and a modern alternative pathway. 

 7. The FAA should not postpone reforms already within its authority merely because Congress may later 
enact broader legislation. Conversely, if the FAA concludes that any requested protection exceeds current 
authority, P4HR requests a provision-specific explanation identifying the perceived statutory barrier and the 
language Congress would need to enact. P4HR does not represent that any clinician who has communicated 
privately with the organization endorses every provision or numerical parameter proposed here. The petition 
is P4HR’s regulatory proposal. Technical parameters are offered for testing against current evidence through 
the administrative record, and P4HR expressly requests independent participation by addiction-medicine 
physicians, psychiatrists, neuropsychologists, aeromedical specialists, toxicologists, statisticians, treatment 
experts, AMEs, and other qualified professionals in any resulting ANPRM or NPRM. 

II. PETITIONER AND ORGANIZATIONAL INTEREST 

A. Identity and mission 

 8. Pilots for HIMS Reform, Inc. (“P4HR”) is an independent, pilot-led nonprofit advocacy organization 
recognized as tax-exempt under section 501(c)(3) of the Internal Revenue Code. P4HR is dedicated to aviation 
safety, scientific integrity, fair medical certification, and restoration of trust between airmen and the 
aeromedical system. P4HR is not affiliated with the FAA or the official HIMS Program. 

 9. P4HR’s mission includes collecting affected-pilot experiences, educating stakeholders, reviewing FAA 
medical-certification practices, proposing evidence-based reform, engaging oversight bodies, developing a 
transparent alternative pathway known as AEROPath, and advancing the Pilots for HIMS Reform Act of 2026 
as a current legislative proposal. 

 10. P4HR operates nationally from Indiana and conducts policy advocacy, public education, independent 
research and data initiatives, stakeholder engagement, and support-oriented coalition building concerning 
FAA aeromedical certification. Its public leadership for purposes of this filing includes Co-Founders Capt. 
Maurice MacEwen and Capt. Mike Danford. P4HR’s current public materials, legislative proposal, AEROPath 
framework, HIMS Voices initiative, and regulatory advocacy are available at pilotsforhimsreform.org. 

B. Constituency and direct injury 

11. P4HR’s members and constituents include airline transport pilots, commercial pilots, general-aviation 
pilots, former military aviators, student pilots, air traffic control tower operators, air traffic controllers, and 
other aviation professionals affected by substance-related, psychiatric, or comparable FAA medical review. 
They may be required to obtain costly evaluations, disclose extensive medical records, participate in 
treatment or support programs, submit to biological testing, obtain specialized aeromedical reports, permit 
employer or peer reporting, and repeatedly demonstrate medical eligibility. 
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 12. These requirements can determine whether a pilot may exercise certificate privileges or continue 
professional employment. Delay, unexplained escalation, conflicting instructions, and uncertain exit criteria 
therefore produce direct financial, professional, medical, and family consequences. P4HR also expends 
substantial organizational resources assisting individuals who cannot identify the governing standard, obtain 
the decisional record, or determine what evidence will lead to unrestricted certification. 

C. Nature of the petition 

 13. This is a petition for prospective rulemaking. It does not ask the FAA to adjudicate any named pilot’s 
medical application, reverse a pending case, or decide disputed facts about a specific individual. 
Representative case studies will be submitted to establish the need for systemwide standards, not to convert 
this proceeding into collateral review of individual certification decisions. 

III. COMPLIANCE WITH 14 C.F.R. PART 11 

 14. Section 11.71 requires a rulemaking petition to include the petitioner’s name and mailing address, an 
explanation of the proposed action and its purpose, proposed regulatory language, the public-interest basis, 
supporting technical or scientific information, and facts demonstrating the need for the rule. This petition 
addresses each element as follows: 

1. Petitioner information, including the mailing address required by § 11.71(a)(1), appears on the cover and in 
Section II. 

2. The proposed action and purpose are described in Sections I, VII, and VIII. 

3. Proposed amendatory language appears in Appendix A. 

4. The public-interest and aviation-safety bases appear in Sections VI, IX, and X. 

5. The technical and scientific foundation is summarized in Sections V and VI and supported by the National 
Academies consensus report, current FAA materials, and other authorities identified in Appendix F. P4HR 
may supplement the docket with additional peer-reviewed literature, technical analyses, and expert 
submissions as they become available. 

6. The facts demonstrating the need for rulemaking are summarized in Section VI and are supported by 
public FAA materials, current federal oversight, P4HR’s organizational experience, and the supporting-
record categories identified in Appendix C. P4HR may supplement the docket with verified declarations, 
redacted case records, survey data, and cost evidence. 

15. P4HR recognizes that § 11.71(b) permits the FAA, while considering a petition, to request available 
information concerning costs and benefits, small entities, recordkeeping and reporting burdens, and 
environmental effects. Section XII and Appendix C provide a framework for that information. P4HR 
respectfully requests an opportunity to supplement any discrete evidentiary category the FAA considers 
materially incomplete; this request does not suggest that Part 11 independently guarantees supplementation 
or public comment on the petition itself. 

IV. STATUTORY AND REGULATORY AUTHORITY 

A. Right to petition and rulemaking authority 

 16. The Administrative Procedure Act provides that each agency shall give an interested person the right to 
petition for the issuance, amendment, or repeal of a rule. 5 U.S.C. § 553(e). FAA regulations expressly 
authorize petitions to adopt, amend, or repeal a regulation. 14 C.F.R. § 11.61. 
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 17. The FAA possesses broad authority to promote safe flight, prescribe minimum safety standards, 
investigate airman qualifications, issue or deny airman certificates, issue special authorizations, and 
reexamine certificate holders. See, e.g., 49 U.S.C. §§ 40113(a), 44701, 44702, 44703, and 44709. Part 67 
already governs the medical standards and procedures at issue. The requested rule would refine how the FAA 
exercises existing authority; it would not transfer certification authority outside the agency. 

B. Existing delegation within Part 67 

 18. Section 67.407 delegates to the Federal Air Surgeon the Administrator’s authority under 49 U.S.C. § 44703 
to examine applicants and holders, issue and deny medical certificates, and issue, renew, deny, or withdraw 
special-issuance Authorizations. That delegation confirms that the FAA may prescribe the standards and 
procedures governing those decisions. The same section already imposes a 60-day window for certain 
reversals of certificates issued by aviation medical examiners, demonstrating that time limits are compatible 
with aeromedical safety administration. 

C. Authority to regulate designees and required evaluators 

 19. The FAA designates aviation medical examiners and determines the conditions under which their work 
supports certification. To the extent a HIMS AME, evaluator, testing provider, or monitoring entity acts as an 
FAA designee or furnishes an evaluation required for certification, the FAA may establish qualification, 
disclosure, recordkeeping, conflict-of-interest, and procedural standards. The petition does not ask the FAA 
to regulate the entire practice of medicine; it asks the FAA to regulate the evidentiary and procedural use of 
medical services required or relied upon in federal certification. 

D. Severability and authority-sensitive alternatives 

20. The requested reforms are deliberately severable and presented in a hierarchy of relief. P4HR first 
requests adoption of the complete regulatory package to the fullest extent of existing FAA authority. If the FAA 
concludes that a particular remedy exceeds that authority, P4HR requests a functionally equivalent measure 
within existing authority. At an absolute minimum, the FAA should proceed with the independently authorized 
portions—including codified written reasons, decisional-record access, objective step-down and exit criteria, 
evaluator qualification standards, national consistency, medical-record protections, and decision 
deadlines—and identify with specificity any residual provision it believes requires congressional action. A 
jurisdictional objection to one provision should not be treated as a basis to reject unrelated reforms. 

V. EXISTING MEDICAL-CERTIFICATION AND HIMS FRAMEWORK 

A. Substance-related standards 

 21. Sections 67.107(a)(4), 67.207(a)(4), and 67.307(a)(4) contain the same regulatory definition of “substance 
dependence.” The text, adopted in its present basic form in 1996, permits the regulatory condition to be 
evidenced by any one of four features: increased tolerance, withdrawal symptoms, impaired control of use, or 
continued use despite physical-health damage or impairment of social, personal, or occupational 
functioning. The same sections separately retain a binary “substance abuse” category addressing repeated 
physically hazardous use, verified positive DOT testing or refusal, and other misuse found aeromedically 
significant. 

 22. Those provisions give the FAA authority to address real substance-related safety risks, but their 
diagnostic terminology and structure predate the modern unified SUD framework. Contemporary clinical 
standards distinguish a diagnosable disorder from hazardous use or an isolated event, identify severity, and 
recognize remission. The regulatory text does not itself require that distinction, nor does it expressly separate 
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the clinical question—whether a disorder is present—from the aeromedical question—whether the person 
currently presents a level of risk incompatible with the certificate sought. 

B. The regulatory diagnosis should be modernized, not merely monitored differently 

 23. A single-feature regulatory definition creates a substantial risk of collapsing physiologic adaptation, 
historical conduct, diagnosis, and present aviation risk into one label. Tolerance and withdrawal can be 
clinically important, but they are not synonymous with a substance use disorder in every context; nor should 
a single isolated event, positive test, treatment episode, or prior HIMS enrollment automatically establish a 
lifelong clinical status. The FAA should require a qualified clinical diagnosis using current generally accepted 
diagnostic methods and should state the severity and remission status when those concepts are clinically 
applicable. 

 24. Modernization would not weaken safety oversight. The FAA should retain clear authority to defer, 
investigate, temporarily restrict, or condition certification after a verified positive test, refusal, hazardous-use 
event, acute impairment, or other credible safety signal. But such an event should trigger evaluation of the 
facts and present risk; it should not, without a clinically valid basis, become an automatic diagnosis of SUD or 
an indefinite substitute for individualized aeromedical assessment. 

 25. The National Academies’ 2023 consensus study expressly organized its clinical analysis around 
substance use disorders, diagnostic criteria, illness severity, individualized assessment, and evidence-based 
care, and recommended revision of Part 67 to align FAA practice, to the extent reasonable in aviation, with 
current evidence-based diagnostic approaches. Federal health authorities likewise describe the modern 
alcohol-use-disorder framework as a single disorder with graded severity rather than the former 
abuse/dependence binary. P4HR therefore asks the FAA to modernize the regulatory diagnosis itself, not 
merely the procedures imposed after the legacy label has attached. 

C. Special issuance under § 67.401 

 26. Section 67.401 permits the Federal Air Surgeon, in his or her discretion, to issue an Authorization for a 
specified period when the applicant shows that authorized duties can be performed without endangering 
public safety. The Federal Air Surgeon may limit duration and condition a new Authorization on later tests, 
examinations, or evaluations. Withdrawal procedures require a letter stating the reason, allow a review 
request within 60 days, and require a written final decision within 60 days after the request. 

 27. The regulation does not provide equivalent procedures for many actions that can be functionally as 
consequential as formal withdrawal, including refusal to advance, refusal to remove a condition, 
substantially increased testing, repeated additional evaluations, refusal to accept an evaluator, refusal to 
issue unrestricted certification, or prolonged inaction while a pilot remains unable to exercise privileges. 

D. FAA HIMS guidance and step-down materials 

 28. FAA HIMS materials provide important information but also illustrate why codified standards are needed. 
The FAA’s published HIMS Step Down Plan describes a nominal progression from an initial phase through 
early, advanced, and maintenance phases. It states that progression is not guaranteed, depends on 
compliance, HIMS evaluation, and FAA review, and that listed testing frequencies are minimums that may be 
increased at the HIMS AME’s discretion. The plan also states that permanent abstinence from mind- and 
mood-altering substances is required for the duration of the flying career. 

 29. The FAA’s monitoring checklist identifies recurring HIMS AME, psychiatrist, aftercare, peer, and chief-
pilot reporting requirements. It states that relapse or withdrawal of an Authorization resets the time-in-phase 
date to the date of the most recent Authorization letter. Transition materials permit some phase changes only 
after multiple consecutive years and preserve FAA authority to retain a prior phase or modify requirements. 
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 30. These materials are relevant guidance. But when a standard determines the years of monitoring, 
frequency of testing, conditions of certification, or availability of unrestricted certification, the affected 
person should be able to find the governing rule, know the evidence required, and obtain written reasons 
when the expected pathway is denied. 

E. NTSB Safety Recommendation A-07-43 

 31. The FAA states that it extended HIMS follow-up in response to National Transportation Safety Board 
Safety Recommendation A-07-43. The NTSB recommended follow-up under special-issuance guidelines for 
airmen clinically diagnosed with substance dependence and medically recertified, for as long as they hold 
medical certificates. P4HR acknowledges the safety concern underlying that recommendation and does not 
ask the FAA to ignore recurrence risk. 

 32. The petition asks the FAA to reassess whether categorical lifelong special-issuance follow-up remains 
the only reasonable method of addressing that risk in light of later evidence, individualized risk assessment, 
modern treatment, ordinary reporting and self-grounding duties, and the National Academies’ 2023 
recommendations. A rule can retain rapid intervention for recurrence while ending burdensome special-
issuance conditions that no longer respond to a documented current risk. 

F. 2023 National Academies consensus report 

 33. In 2023, the National Academies issued Substance Misuse Programs in Commercial Aviation: Safety 
First. The consensus committee recommended that the FAA revise the Code of Federal Regulations, 
especially Part 67, to align, to the extent reasonable in aviation, with current evidence-based diagnostic 
approaches that consider illness severity and lead to more personalized treatment. It also recommended 
validated screening, removal of barriers to early identification and treatment, individualized treatment and 
continuing care based on severity and individual preferences, clear provider criteria, and improved long-term 
outcome data. 

 34. The report observed that implementation is highly decentralized and that evidence sufficient to support 
broad claims about HIMS effectiveness was limited. Those conclusions do not establish that HIMS lacks 
value. They establish the need for measurable standards, complete data, and evidence-based rulemaking. 

G. Current oversight context 

 35. On March 19, 2026, the Department of Transportation Office of Inspector General announced an audit 
whose objective is to assess FAA oversight of HIMS. An active oversight review is not proof of misconduct. It 
does confirm that program governance, consistency, data, and effectiveness are matters of current federal 
concern and that a public rulemaking record would be useful to the FAA, Congress, affected pilots, and the 
public. 

VI. THE NEED FOR RULEMAKING 

A. Material standards are dispersed outside the CFR 

 36. A regulated person should be able to determine from publicly accessible law and properly identified 
guidance: what is required, why it is required, how long it may continue, what evidence permits advancement, 
who decides, and how the decision may be reviewed. The current framework does not answer those 
questions with sufficient specificity for many HIMS and special-issuance actions. 

 37. Authorization letters can vary by airman and can incorporate recurring requirements that are not stated in 
Part 67. Guidance may change without a conventional rulemaking record. Oral or undisclosed 
communications may materially affect an evaluator’s recommendation. The absence of codified minimum 
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protections makes outcomes more dependent on administrative path, employer program, evaluator, timing, 
and informal practice than a national certification system should permit. 

B. The legacy dependence/abuse binary can misclassify diagnosis and risk 

 38. The present Part 67 formulation is especially consequential because “substance dependence” is not 
merely a descriptive term; it is a regulatory gateway to disqualification, special issuance, and extended HIMS 
follow-up. When the definition can be satisfied by one listed feature, a dispute over a historical symptom can 
determine years of certification consequences even when contemporary clinical assessment would 
characterize the person differently. A safety-sensitive system should demand greater diagnostic precision, 
not less. 

 39. The rule should therefore distinguish: (1) a substance-related event or hazardous pattern warranting 
immediate safety action; (2) a clinically diagnosed SUD, including severity where applicable; (3) early or 
sustained remission where clinically applicable; and (4) the separate determination of present aeromedical 
risk. No one of those findings should be irrebuttably presumed from another. This structure preserves rapid 
safety intervention while preventing a legacy label from becoming a permanent substitute for current medical 
evidence. 

C. Historical status can substitute for present-risk analysis 

 40. A past diagnosis, treatment episode, or HIMS enrollment is relevant medical history. It is not necessarily a 
permanent measure of present aeromedical risk. A rule should require the FAA to consider recency, severity, 
remission, treatment response, functional stability, recurrence history, comorbidity, adherence, operational 
history, and protective factors. Continued special issuance should be justified by what remains necessary 
now, not solely by what once justified entry into the system. 

D. The pathway to unrestricted certification is insufficiently defined 

 41. Current materials describe step-down phases but do not create a uniform enforceable entitlement to a 
decision on unrestricted certification after successful completion. A pilot may comply for years and still be 
unable to identify the exact objective criteria that distinguish maintenance-phase monitoring from 
unrestricted eligibility. A program intended to encourage recovery should make successful completion 
meaningful and predictable. 

E. Administrative timing can extend substantive burdens 

 42. When time-in-phase is tied to an Authorization date rather than documented recovery or commencement 
of FAA-required oversight, agency delay may effectively lengthen monitoring. When withdrawal or 
administrative reissuance resets a phase date without distinguishing clinical recurrence from procedural 
interruption, the clock can cease to measure risk and begin to measure paperwork. The final rule should 
credit reliable evidence of earlier recovery and prohibit resets unrelated to a clinically significant recurrence. 

F. Discretion to intensify monitoring lacks uniform safeguards 

 43. Clinical discretion is necessary. Unbounded discretion is not. A testing increase, additional psychiatric 
evaluation, backward phase movement, or new reporting condition should require a written identification of 
the new evidence, its safety significance, and why a less burdensome response is inadequate. Without those 
requirements, the pilot cannot correct inaccurate information, submit targeted evidence, or obtain 
meaningful review. 
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G. Review rights depend too heavily on the label attached to agency action 

 44. Formal withdrawal under § 67.401(i) receives written reasons and a defined review timeline. Yet refusal to 
renew, refusal to advance, refusal to remove conditions, or indefinite delay can ground a pilot just as 
effectively. Review should turn on practical effect, not solely on whether the FAA calls the action a 
withdrawal, deferral, request, non-advancement, or continuation of existing conditions. 

H. Evaluator roles and financial relationships require transparency 

 45. HIMS can involve FAA personnel, HIMS AMEs, psychiatrists, neuropsychologists, treatment facilities, 
testing vendors, peer monitors, employers, and unions. Many participants serve the safety system 
responsibly. Because continued monitoring may produce recurring fees or institutional influence, the rule 
should require disclosure of roles, reporting duties, material financial relationships, and ex parte 
communications. It should also allow a qualified independent opinion and prevent categorical rejection 
merely because the evaluator is outside a preferred network. 

I. Unclear or coercive choices can deter care 

 46. A program may be described as voluntary even when declining participation predictably results in 
prolonged grounding or denial. The pilot should receive accurate written disclosure of whether a requirement 
is legally mandatory, what alternative evidence may be submitted, what information will be disclosed, the 
anticipated cost and duration, and the certification consequence of declining. Transparency is particularly 
important when treatment, monitoring, evaluation, and enforcement roles overlap. 

J. One-size-fits-all recovery requirements may conflict with modern evidence 

 47. The National Academies recommended individualized treatment and continuing care based on severity 
and preference. A rule should permit evidence-based secular and religious recovery approaches, medication-
assisted treatment when aeromedically supportable, and individualized continuing care. The FAA may define 
safety outcomes; it should not compel a single ideology or support-group model where scientifically 
supportable alternatives exist. 

K. Testing integrity must be explicitly protected 

 48. Biological testing can serve an important safety purpose, but false positives, chain-of-custody errors, 
laboratory error, incidental exposure, prescription medication, and interpretive disputes can occur. A 
contested result should be subject to confirmatory testing, access to laboratory records, qualified medical 
review, and a prompt challenge process. Emergency temporary action may be appropriate where current 
evidence indicates immediate risk, but irreversible long-term consequences should not rest on an 
unconfirmed or inadequately documented result. 

L. Lack of outcome data prevents sound program evaluation 

 49. A safety program should be able to report, in anonymized form, how many persons enter, the basis for 
entry, time to initial decision, duration by phase, cost categories, recurrence rates, return-to-duty outcomes, 
requests for unrestricted certification, grants and denials, independent-review outcomes, and reasons for 
extension. Without complete longitudinal data, neither the FAA nor the public can reliably determine which 
requirements improve safety and which merely persist through institutional habit. 

M. Economic burdens are safety relevant 

 50. Testing, specialist evaluations, HIMS AME visits, treatment, travel, and lost work can impose substantial 
cumulative costs. The petition does not yet assign a national dollar figure because P4HR intends to submit 
verified evidence rather than speculation. But affordability affects access to treatment, ability to comply, and 
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whether pilots self-identify early. Rules should require the least burdensome effective condition and a 
process for proposing equally protective lower-cost alternatives. 

VII. PRINCIPLES THAT SHOULD GOVERN THE RULE 

1. Safety first. No provision should require certification when current reliable evidence establishes that the 
applicant cannot safely perform authorized duties. 

2. Current risk, not permanent status. Historical information may inform risk, but should not become an 
irrebuttable presumption of lifelong incapacity or lifelong intensive monitoring. 

3. Individualization. Severity, recency, treatment response, functioning, recurrence, comorbidities, 
operational history, and protective factors should inform conditions. 

4. Proportionality. Conditions should be no more restrictive, intrusive, or costly than reasonably necessary to 
address the identified risk. 

5. Transparency. The affected person should know the governing standard, material evidence, decision-
maker role, required next step, anticipated duration, and review route. 

6. Reasoned decision-making. A materially adverse action should identify the facts, science, and regulatory 
criteria applied. 

7. Objective completion. Monitoring should have measurable goals, review dates, step-down criteria, and an 
endpoint. 

8. Independent review. A reviewer should not simply ratify the original chain of decision-making and should 
have access to the complete record. 

9. Professional choice and neutrality. Qualified independent evaluators and evidence-based recovery 
options should be available without ideological or religious compulsion. 

10. Data integrity and privacy. The FAA should collect only information reasonably necessary for 
certification, correct material inaccuracies, protect sensitive data, and report outcomes in anonymized 
aggregate form. 

11. Timeliness. Safety can justify prompt temporary action, but administrative delay should not become an 
unreviewable certification condition. 

12. Accountability without retaliation. A pilot should not suffer an adverse certification inference merely for 
requesting records, seeking review, using an independent evaluator, reporting laboratory error, or 
criticizing policy. 

13. Protective, not punitive. Aeromedical certification should protect aviation safety without becoming 
punishment. Restrictions, monitoring, treatment, evaluation, testing, and special issuance should extend no 
further than reasonably necessary to address a current, individualized, scientifically supportable aviation-
safety risk. 

14. Help-seeking is a safety behavior. Voluntary counseling, self-reporting, temporary self-removal from 
safety-sensitive duty, treatment-seeking, good-faith disagreement, and use of procedural rights should not 
themselves be treated as evidence of pathology, dishonesty, relapse risk, or noncompliance. 

15. Human dignity and professional respect. Every covered aviation professional should be treated as a 
participant in a safety process, not as a presumptively dishonest or permanently impaired subject. Dignity is 
implemented through informed participation, privacy, proportionality, choice, timely decisions, accurate 
records, independent review, and a genuine path to completion. 
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VIII. SPECIFIC REGULATORY ACTION REQUESTED 

A. Replace the legacy dependence/abuse binary with a modern SUD and present-risk framework 

 51. The FAA should revise §§ 67.107, 67.207, and 67.307 at the diagnostic level. The rule should replace the 
legacy binary terminology of “substance dependence” and “substance abuse” with a modern framework that 
distinguishes substance-related safety events from clinically diagnosed SUD; uses current generally 
accepted diagnostic methods; identifies severity and remission status when clinically applicable; and 
requires a separate individualized determination of present aeromedical risk. 

 52. The final rule should expressly provide that tolerance, withdrawal, a single hazardous-use event, a 
positive test, a test refusal, prior treatment, or prior monitoring participation does not by itself establish SUD 
unless the full clinical record satisfies current professionally accepted diagnostic criteria. At the same time, 
any such event may support immediate deferral, investigation, temporary restriction, or other proportionate 
safety action when the facts justify it. 

 53. The FAA should also require its written decision to identify separately: the clinical diagnosis, if any; 
severity and remission status where applicable; the evidence supporting each material diagnostic finding; 
and the present aeromedical risk that warrants denial, special issuance, monitoring, or other conditions. A 
historical diagnosis may remain part of the medical record, but it may not operate as an irrebuttable current 
diagnosis or a permanent level of risk. 

B. Amend § 67.401 

 54. Section 67.401 should expressly incorporate the safeguards of new § 67.403, require a written monitoring 
plan when special issuance is conditioned on recurring oversight, and require transition to unrestricted 
certification when the person meets the applicable standard and no current individualized evidence supports 
continued special issuance. The withdrawal review protections in paragraph (i) should be preserved and 
supplemented by the broader review mechanism in new § 67.411. 

C. Adopt new § 67.403 

 55. Reserved § 67.403 should become the principal rule governing adverse aeromedical actions and 
monitoring. Appendix A proposes definitions, written notice, decisional-record access, individualized 
evidence, least-restrictive conditions, published scientific standards, monitoring plans, step-down criteria, 
duration limits, unrestricted-certification review, testing safeguards, evaluator independence, informed 
consent, religious neutrality, privacy, alternative pathways, public reporting, and emergency procedures. 

D. Adopt new § 67.411 

 56. Reserved § 67.411 should provide independent review of decisions that materially affect certification or 
monitoring status. The review should be available not only after a formal denial or withdrawal but also after 
refusal to advance, refusal to remove conditions, substantial escalation, refusal to accept a qualified 
evaluator, failure to decide by deadline, or refusal to issue unrestricted certification. 

E. Amend § 67.413 

 57. Section 67.413 currently authorizes the FAA to require medical history, records, or clinical information 
reasonably necessary to determine qualification. The rule should retain that authority but require requests to 
identify the condition, time period, and certification issue, and should prohibit repeated or blanket requests 
not reasonably related to the decision. It should also require the FAA to provide the applicant the decisional 
record within a defined period. 
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F. Establish maximum-duration rules 

 58. The P4HR Act of 2026 legislative proposal uses a five-year maximum for continuous FAA-imposed 
oversight related to substance use, mental health, or behavioral concerns; a two-year maximum where no 
independent evaluator diagnosed substance dependence or another disqualifying condition; and a one-year 
maximum where there is no prior history, no safety-risk incident, and full compliance. Appendix A translates 
those tiers into a rebuttable regulatory structure, with a narrowly limited extension for a documented 
clinically significant recurrence that creates a material safety concern. 

 59. P4HR recognizes that the final periods must be supported by the filed medical and safety record. P4HR 
therefore requests that the FAA either adopt these limits or propose evidence-supported alternatives. The 
FAA should not reject the principle of maximum duration merely because it recommends different numbers. 

G. Establish a fair monitoring clock 

 60. The monitoring period should begin on the earliest reliably documented date of sustained abstinence or 
recovery activity reasonably related to the condition, or the first written FAA intervention requiring evaluation, 
monitoring, or special issuance. Agency processing time should not extend the substantive burden. A reset 
should require a clinically significant recurrence or intentional material noncompliance bearing on present 
safety—not administrative delay, change of AME, paperwork interruption, or reissuance of an Authorization. 

H. Create a presumption favoring unrestricted certification after completion 

 61. At the end of the applicable monitoring period, a person who meets the ordinary medical standard and 
has no current disqualifying condition should receive unrestricted certification. Where the FAA believes 
additional special issuance remains necessary, it should identify current evidence and satisfy a heightened 
burden because the applicant has completed the prescribed period and demonstrated stability. The rule 
should not require erasure of accurate historical records; it should require a clear completion notation, 
prohibit continued adverse treatment based solely on completed monitoring, and limit further use to 
legitimate safety purposes. 

I. Create enforceable deadlines 

 62. Appendix A proposes 15 days for a completeness determination; 60 days for an initial decision or 
unrestricted-certification request; 30 days after complete supplemental information; 30 days for a routine 
renewal with no new adverse findings; 45 days for a step-down or termination request; 30 days for production 
of the decisional record; 45 days for independent review; and 10 business days for expedited review where 
immediate grounding or employment loss is shown. 

 63. The FAA may toll a deadline only once, through a specific written request for information reasonably 
necessary to decide the identified issue. Repetitive, immaterial, or previously satisfied requests should not 
restart the clock. 

J. Provide meaningful relief for delay 

64. A deadline without consequence can become aspirational. P4HR therefore proposes, as part of the 
requested rulemaking, temporary certification or continuation of the prior lawful status when the FAA misses 
a regulatory deadline and has not made a written finding of current material risk. P4HR does not contend that 
current law already creates automatic interim certification. If the FAA concludes that such a remedy would 
exceed its present authority or conflict with a specific statutory requirement, the minimum rule should 
require automatic supervisory escalation, expedited independent review, preservation of the prior certificate 
or monitoring status where legally permissible, and a firm final decision deadline. 
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K. Protect testing integrity 

 65. The rule should require validated methods and cutoff levels, reliable chain of custody, split-sample or 
equivalent confirmation where feasible, access to laboratory data, qualified medical review, and a prompt 
opportunity to challenge a disputed result. Testing frequency should correspond to individualized risk and 
decline as evidence of stability accumulates unless new evidence supports an increase. 

L. Ensure evaluator independence and access 

 66. The FAA should publish objective qualification criteria and maintain a national registry of accepted 
evaluators. A pilot should be allowed to select any evaluator meeting those criteria. Rejection should be 
written and based on identified qualification or methodological deficiencies. Evaluators should disclose their 
role, reporting obligation, material financial relationships, and communications with FAA, employer, union, 
treatment program, or monitoring vendor that bear on the opinion. 

M. Require informed consent and accurate disclosure 

 67. Before a required evaluation or program, the pilot should receive a written explanation of the purpose, 
scope, expected cost, anticipated duration, recipients of information, evaluator’s role, consequences of 
declining, available alternatives, and complaint or review process. A program should not be described as 
voluntary if declining it will be treated as failure to satisfy certification requirements. 

N. Preserve religious neutrality and treatment choice 

 68. The FAA may require effective treatment and recovery support when medically justified. It should not 
require prayer, profession of faith, belief in a higher power, confession, or participation in a religious exercise. 
A secular evidence-based alternative should always be available. Pilots who voluntarily prefer a faith-based 
program should remain free to choose it. 

O. Protect medical data 

 69. The rule should require data minimization, role-based access, an accounting of material disclosures, 
correction of material inaccuracies, secure electronic transmission, retention schedules tied to lawful need, 
and notification of material breaches. Employer and peer reports used for certification should be limited to 
relevant observations and should be disclosed to the pilot unless a specific legal basis supports withholding. 

P. Establish AEROPath or an equivalent alternative 

 70. P4HR requests an FAA-recognized alternative pathway built around independent evaluation, 
individualized care, transparent criteria, measurable safety outcomes, evaluator choice, testing integrity, 
privacy, objective completion, and independent review. P4HR intends to submit AEROPath as a proposed 
model. The final rule should define performance requirements rather than grant an exclusive franchise to any 
organization. 

Q. Require national data and transparency 

 71. The FAA should publish annual anonymized statistics on applications, completeness determinations, 
processing time, conditions imposed, duration, phase progression, testing intensity, recurrence, reversals, 
requests for unrestricted certification, grants, denials, independent reviews, evaluator acceptance, and 
demographic or programmatic disparities to the extent lawfully measurable without identifying individuals. 

R. Training and oversight 

72. FAA personnel, AMEs, and professionals whose evaluations are required or materially relied upon should 
receive recurring, standardized education on current diagnostic standards, recovery science, remission, 
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present-risk assessment, trauma-informed communication, religious neutrality, laboratory limitations, 
conflict disclosure, procedural requirements, and the distinction between clinical diagnosis and aeromedical 
risk. Core educational materials, report-content standards, decision aids, evidence summaries, and update 
notices should be publicly accessible so treating clinicians and independent evaluators can understand what 
the FAA requires without dependence on a closed professional network. The FAA should audit training 
effectiveness and compliance with the final rule and publish corrective-action summaries. The FAA should 
also publish an annual clinical-governance and workforce-capacity report showing, by professional discipline 
and without naming individual employees, the number of full-time-equivalent clinicians materially supporting 
aeromedical policy and case review, major vacancies, aggregate caseload measures, reliance on contractors 
or consultants, and the independent peer-review process used for new or materially revised clinical 
requirements. 

S. Protect institutional neutrality and prevent undisclosed regulatory-industry conflicts 

 73. The rule should require disclosure and recusal safeguards when FAA aeromedical officials participate in, 
speak at, train with, or materially assist private organizations that provide FAA-dependent evaluation, 
monitoring, treatment, or testing services. The petition does not ask the FAA to isolate its physicians from 
legitimate scientific exchange. It asks the agency to prevent private sponsorship, financial relationships, 
recurring program affiliations, or informal endorsement from becoming an undisclosed source of certification 
policy or preferential access. Any clinical framework used as a practical condition of certification should be 
adopted through transparent FAA criteria rather than through an exclusive industry relationship. 

T. Establish independent clinical peer review and protect medical independence 

 74. The FAA should establish periodic independent peer review of aeromedical decision methods, including 
conformity with current evidence, consistency across cases, and adherence to published ethical standards. 
FAA designees and qualified independent clinicians should not lose designation, eligibility, or practical 
access to the certification process merely because they provide a good-faith evidence-based opinion that 
differs from an FAA-preferred conclusion. Objective quality deficiencies may be addressed; viewpoint-based 
retaliation or informal exclusion should not be. 

74A. P4HR has also received a de-identified statement from a psychiatrist supporting reform who expressed 
concern that the FAA "randomly announce[s] rules here and there without providing an opportunity for public 
input" and makes clinical requirements based on the views of a very small internal staff "not subject to any 
kind of peer review." The psychiatrist further expressed the belief that FAA psychiatric staffing may be 
extremely limited relative to the mental-health and substance-related caseload. P4HR has not independently 
verified the clinician’s estimate of the current number of FAA psychiatrists and does not offer that estimate as 
an established fact. The broader governance concern is independently significant: material clinical standards 
should not depend on an opaque or unusually concentrated internal decision process. The final rule should 
therefore require external peer review, publication and version control of material clinical requirements, 
meaningful public input before new generally applicable substantive requirements take effect except during a 
documented emergency, and annual public reporting of the professional disciplines, staffing capacity, 
caseload, vacancies, and use of outside consultants supporting FAA aeromedical policy. 

U. Provide documented physician case conferences and complaint safeguards 

 75. For materially disputed cases, a covered person or treating physician should be able to request a case 
conference with the responsible FAA medical decision-maker and, where appropriate, an independent 
specialist. Upon request by the affected person or authorized treating/evaluating physician, the conference 
should be audio recorded with notice to all participants, preserved as part of the decisional record, and made 
available to the affected person. In addition, an adverse aeromedical action based substantially on a hotline, 
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employer, peer, or anonymous complaint should require timely notice sufficient to permit rebuttal and 
material corroboration beyond the allegation itself, subject to lawful protections for confidential sources and 
genuine investigative needs. 

V. Apply the new protections to existing cases and credit time already completed 

75A. The final rule should apply to pending and existing HIMS, special-issuance, and comparable monitoring 
cases to the maximum extent permitted by law. Within 180 days after the effective date, the FAA should offer 
or conduct a transition review that credits all reliably documented periods of successful monitoring, 
abstinence, treatment, remission, and compliance already completed. No person should be required to 
restart a monitoring clock solely because the governing rule, AME, employer program, or Authorization 
changes. 

W. Place the burden on the FAA after objective criteria are satisfied 

75B. Once a person has satisfied the FAA’s published criteria for step-down, completion, or unrestricted 
certification, the proposed rule should place on the FAA the burden of justifying any continued or more 
restrictive condition by clear and convincing current individualized medical evidence. This proposed post-
completion burden does not displace the applicant’s ordinary initial burden under Part 67 or § 67.401 to 
establish eligibility for the certificate sought. It governs the separate question whether the agency may 
continue exceptional restrictions after its own objective completion criteria have been met. 

X. Publish anonymized precedent and require national consistency 

75C. The FAA should publish a searchable, anonymized library of representative aeromedical decisions and 
independent-review outcomes sufficient to show how published standards are applied in recurring categories 
of cases. Personally identifiable medical information must be removed. Material departures from published 
criteria or established national practice should require a written explanation. The same governing standards 
should apply regardless of region, employer, union, airline, AME, or reviewing office. 

Y. Create an enforceable right to correct the aeromedical record 

75D. A person should be able to challenge and correct materially inaccurate factual information, outdated 
diagnostic characterizations presented as current, erroneous risk labels, misreported testing information, 
and materially mischaracterized clinician statements in FAA medical-certification records. While a correction 
request is pending, disputed information should be marked as disputed and should not be treated as 
conclusively established. 

Z. Guarantee self-sponsored access and eliminate employer-or-union gatekeeping 

75E. Access to certification, monitoring, step-down, and unrestricted certification should not depend on 
employment by a major carrier, union sponsorship, or participation in an employer-controlled program. The 
FAA should maintain an equivalent self-sponsored pathway for general-aviation pilots, independent pilots, 
small-operator pilots, unemployed pilots, and others, using the same objective medical and safety standards 
and allowing qualified remote components where clinically appropriate. 

AA. Protect bona fide peer-support communications 

75F. The FAA should protect bona fide peer-support communications from routine use as certification 
evidence, subject to narrowly defined exceptions for imminent threats to safety, legally required reporting, or 
independently corroborated material information that cannot reasonably be obtained by less intrusive 
means. The purpose is to preserve early help-seeking while retaining authority to respond to genuine safety 
emergencies. 
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AB. Separate triggering events from clinical diagnosis 

75G. A DUI, positive test, refusal, treatment admission, employer referral, peer report, or other triggering 
event may justify investigation, temporary safeguards, or referral for evaluation, but should not itself 
constitute a clinical diagnosis of SUD or another psychiatric condition. The diagnostic and present-risk 
findings required by the proposed §§ 67.107, 67.207, and 67.307 must remain separate. 

AC. Make review rights follow practical effect, not agency labels 

75H. Every materially adverse aeromedical action should be reviewable when its practical effect is to ground 
a person, materially extend monitoring, materially increase testing or evaluation, deny progression, refuse an 
evaluator, or deny unrestricted certification. The FAA should not avoid review by labeling the action a request 
for information, continuation, non-advancement, deferral, or administrative status. 

AD. Preserve the status quo during nonemergency review 

75I. Except where the FAA documents a current material safety risk requiring immediate action, a timely 
review request should presumptively preserve the person’s previously authorized medical and monitoring 
status until the reviewing body acts. Any departure from that status quo should be supported by a written 
safety finding and expedited review. 

AE. Strengthen protection for independent medical judgment 

75J. FAA may not remove, fail to renew, downgrade, refuse to recognize, or informally disfavor an AME or other 
qualified clinician merely because that professional reaches a good-faith evidence-based conclusion 
different from an FAA employee, HIMS participant, employer program, or prior evaluator. Any adverse 
professional-status action should identify objective competence, ethics, quality, or misconduct grounds and 
provide a fair review process. 

AF. Establish complete laboratory due-process rights 

75K. A person affected by a disputed laboratory result should have timely access to the underlying laboratory 
packet, quantitative result, chain-of-custody documentation, confirmatory methodology, quality-control 
information material to the result, and medical-review analysis where applicable. The final rule should 
provide access rights at least comparable in practical usefulness to the employee-record protections used in 
49 C.F.R. § 40.329, while preserving the legal separation between DOT workplace tests and non-DOT 
medical-qualification tests. Independent retesting, split-specimen testing, or equivalent confirmatory 
procedures should be available when scientifically feasible before long-term adverse action, absent a 
documented emergency. 

AG. Prohibit undisclosed algorithmic or scoring systems 

75L. If the FAA uses an automated risk score, algorithm, proprietary decision-support model, numerical risk 
classification, or machine-assisted system to materially influence medical certification, the material factors, 
validation basis, limitations, and role of human review should be disclosed to the extent consistent with law. 
No person should be subjected to a materially adverse action based solely on an undisclosed automated 
score. 

AH. Require periodic scientific reevaluation of aeromedical standards 

75M. At least every five years, the FAA should review the scientific basis for substance-related and psychiatric 
monitoring standards, including diagnostic terminology, testing frequency, duration, recurrence 
assumptions, remission, and outcome measures. The review should include independent external expertise 
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and public notice of material changes, and should identify standards that remain supported, require 
modification, or should be retired. 

AI. Give remission explicit regulatory significance 

75N. The modernized rule should expressly recognize clinically accepted remission status and require the 
FAA to explain what current aeromedical risk remains after sustained remission. A historical diagnosis may 
remain accurate history, but continued restriction should depend on present evidence rather than the mere 
persistence of a historical label. 

AJ. Limit compelled medical releases to what is reasonably necessary 

75O. FAA medical-information requests and authorizations should be tailored by condition, provider, subject 
matter, and relevant time period. The FAA should not condition certification on an unlimited release of every 
medical record from every provider when narrower information would answer the identified aeromedical 
question. Broader access may be requested only with a written explanation of necessity. 

AK. Prevent perpetual additional-information loops 

75P. A decision deadline should not restart merely because the FAA requests cumulative, immaterial, 
previously supplied, or unrelated information. A request that tolls or extends a deadline should identify the 
unresolved regulatory issue and explain why the requested information is material. Repeated requests 
concerning the same issue should receive supervisory review. 

AL. Require an implementation audit and public outcome review 

75Q. Within three years after the final rule becomes effective, and periodically thereafter, the FAA should 
conduct or commission an implementation audit addressing processing times, geographic consistency, 
evaluator access, monitoring duration, progression, unrestricted-certification outcomes, review reversals, 
testing burden, self-sponsored access, and compliance with written-reason and deadline requirements. The 
FAA should publish a de-identified report and corrective-action plan. 

AM. Modernize professional education and replace the closed HIMS-AME gatekeeper model 

75R. The final rule should end exclusive reliance on a separately designated HIMS AME as the mandatory 
sponsor or gatekeeper for routine monitoring. Instead, any otherwise qualified AME should be eligible to 
conduct routine monitoring after completing a standardized FAA aeromedical-monitoring qualification that is 
reasonably accessible nationwide, recurrent, evidence-based, and substantially transparent to the public. 
Complex diagnosis should remain with appropriately qualified psychiatrists, psychologists, 
neuropsychologists, addiction-medicine physicians, or other specialists; the AME’s role should be 
coordination and certification support, not creation of a closed proprietary pathway. 

75S. The FAA should publish the core training curriculum, competency objectives, report templates, evidence 
summaries, escalation criteria, and update notices used to educate AMEs and other required evaluators. 
Treating clinicians and independent professionals should have free public access to the materials needed to 
prepare FAA-responsive reports. Secure examination items or information whose disclosure would 
compromise testing integrity may remain protected. 

75T. Existing HIMS AMEs may transition into the new competency-based system without loss of status if they 
meet the same published requirements, and may hold an optional advanced qualification for complex cases. 
The rule should preserve expertise while eliminating exclusive sponsorship, closed-network dependency, and 
unequal access. No qualified pilot should be denied a pathway because a particular HIMS AME is 
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unavailable, geographically remote, unwilling to sponsor the case, or embedded in an employer or union 
program. 

AN. Cover general aviation, air traffic control, and all similarly situated FAA medical populations 

75U. The protections should apply across first-, second-, and third-class medical certification and should 
expressly account for general-aviation pilots and others who lack institutional support. For air traffic control 
tower operators who are required by Part 65 to hold a Part 67 medical certificate, the same Part 67 
protections should apply directly. For FAA-employed air traffic controllers whose medical qualification is 
administered under separate FAA employment standards, the FAA should adopt parallel binding procedures 
governing diagnosis, records, deadlines, independent review, evaluator access, monitoring duration, 
confidentiality, and return to unrestricted duty, and should initiate any additional rulemaking needed to make 
those protections durable. 

75V. The FAA should also review the interaction of the final rule with BasicMed, special-issuance 
prerequisites, student and recreational operations, and other FAA medical-eligibility pathways so that 
general-aviation pilots are not left with fewer procedural protections merely because they operate outside a 
large commercial employer structure. Nothing in this petition asks the FAA to impose Part 67 medical 
certification where Congress or existing regulations do not require it; the request is for equivalent fairness and 
scientifically valid decision-making wherever FAA medical eligibility is actually adjudicated. 

AO. Establish an Aeromedical Bill of Rights and a protective-not-punitive governing rule 

75W. The final rule should contain an operative Aeromedical Bill of Rights applicable to every covered aviation 
professional subject to FAA medical review. It should guarantee professional dignity, accurate and respectful 
communication, informed participation, medical privacy, independent clinical judgment, evidence 
disclosure, correction of inaccurate records, timely decisions, meaningful review, freedom from retaliation, 
proportionate conditions, and a genuine pathway to completion. The governing rule should state expressly 
that aeromedical certification is protective rather than punitive and that no restriction may exceed what is 
reasonably necessary to address a current individualized safety risk. 

AP. Prohibit adverse inference from voluntary help-seeking 

75X. Seeking counseling, voluntarily entering treatment, requesting mental-health care, discussing 
symptoms with an AME or clinician, voluntarily ceasing flight or control duties while obtaining care, or 
otherwise seeking early help should not itself support an adverse inference concerning honesty, insight, 
diagnosis, prognosis, or future risk. The FAA may evaluate the underlying condition, but help-seeking itself 
should be treated as a protective safety behavior. 

AQ. Create a safe harbor for early voluntary disclosure, self-removal, and treatment 

75Y. A person who, before a disqualifying operational event or compelled discovery, voluntarily recognizes a 
potential medical or substance-related concern, removes himself or herself from safety-sensitive duty when 
clinically appropriate, promptly obtains qualified evaluation or treatment, and cooperates in good faith 
should receive an expedited, treatment-centered pathway to return. The safe harbor should not excuse 
intentional falsification, concealment of a known disqualifying condition, or conduct creating an immediate 
safety threat, but it should prevent voluntary early intervention from triggering unnecessarily punitive or 
prolonged monitoring. 

AR. Separate clinical care from enforcement and investigative functions 

75Z. The FAA should establish a firewall between bona fide treatment and enforcement. Treatment records 
should be requested only to the extent reasonably necessary for medical certification, and clinical 
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disclosures should not automatically become enforcement evidence. Where the FAA intends to use 
treatment information for an enforcement purpose beyond medical qualification, it should identify the legal 
basis and provide applicable notice and procedural protections, subject to narrowly tailored exceptions for 
intentional falsification, legally mandated reporting, or an immediate safety threat. 

AS. Prohibit compelled confession, compelled labels, and ideological conformity 

75AA. Certification should never depend on a person adopting a particular self-description, confessing to 
disputed conduct, accepting the labels “alcoholic,” “addict,” or another nonregulatory identity, professing 
agreement with an FAA or program narrative, or demonstrating “insight” by surrendering a good-faith clinical 
disagreement. The FAA may require truthful history and objective evidence; it should not require compelled 
agreement as a condition of medical qualification. 

AT. Protect the right to disagree, petition, complain, and advocate without pathologizing dissent 

75AB. Good-faith disagreement with a diagnosis, request for a second opinion, challenge to a test, retention 
of counsel, complaint to the FAA, DOT OIG, Congress, NTSB, an employer, a union, a court, the press, or an 
advocacy organization, participation in a rulemaking, or criticism of HIMS or FAA policy should not itself be 
treated as denial, poor insight, resistance, noncompliance, instability, or evidence of medical risk. 

AU. Establish strong anti-retaliation protections for covered aviation professionals 

75AC. The FAA, its designees, and persons whose reports are required or materially relied upon in 
certification should not take or recommend adverse aeromedical action because a covered aviation 
professional exercised a procedural right, reported misconduct or safety concerns, sought oversight, 
participated in protected advocacy, or provided information to a government body. A person alleging 
retaliation should have access to an independent complaint channel and expedited review, without limiting 
otherwise available statutory remedies. 

AV. Require a meaningful pre-escalation opportunity to respond 

75AD. Except where documented emergency risk requires immediate temporary action, the FAA should 
provide notice and a meaningful opportunity to respond before backward phase movement, material testing 
increases, new costly specialist evaluations, material extension of monitoring, suspension of progression, or 
another significant escalation. The response period should be long enough to obtain and submit responsive 
clinical evidence, and the final decision should address that evidence. 

AW. Make cost proportionality and financial access part of aeromedical reasonableness 

75AE. A federally required pathway is not meaningful if it is economically inaccessible. Required evaluation, 
testing, treatment, monitoring, and travel should be no more costly than reasonably necessary to answer the 
identified safety question. The FAA should accept clinically equivalent lower-cost evidence, disclose 
anticipated categories of recurring cost, permit hardship accommodations that do not reduce safety, and 
prohibit treating inability to pay for an unnecessarily expensive or preferred provider as medical 
noncompliance. 

AX. Protect geographic access, rural pilots, and clinically appropriate telemedicine 

75AF. The FAA should permit telemedicine, remote case conferences, local collection sites, and qualified 
geographically accessible clinicians when clinically appropriate. Repeated long-distance travel to a small 
preferred network should not be required where an equivalently qualified professional or validated testing 
service can provide the necessary information. Any in-person requirement should be tied to a published 
clinical or testing need. 
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AY. Preserve the independence of the treating relationship 

75AG. A treating physician, psychiatrist, psychologist, therapist, or other clinician should remain a treating 
professional rather than an involuntary enforcement agent. The FAA may require an independent certification 
evaluation when justified, but should not condition certification on commandeering the treatment 
relationship, dictating therapy beyond a supported safety need, or requiring a treating clinician to assume 
monitoring or reporting roles that compromise care without informed consent and a specific regulatory basis. 

AZ. Regulate collateral information, anonymous allegations, and third-party reliability 

75AH. When the FAA solicits or relies on information from a spouse, family member, peer monitor, sponsor, 
coworker, employer, union representative, hotline, or anonymous source, the agency should assess 
reliability, distinguish firsthand observation from opinion or hearsay, disclose the material substance to the 
affected person to the extent lawful, and permit rebuttal. Long-term adverse action should not rest on an 
uncorroborated or demonstrably unreliable collateral allegation. 

BA. Require current-relevance findings for stale adverse information 

75AI. Accurate historical information may remain in the record, but its regulatory weight should diminish as 
its clinical relevance diminishes. When the FAA materially relies on an event, diagnosis, statement, treatment 
episode, or adverse fact more than a defined period in the past, it should explain why that information 
remains probative of present risk and identify current corroborating evidence. Old facts should not become 
permanent presumptions merely because they are true. 

BB. End secret ex parte medical adjudication 

75AJ. A material communication between the FAA and an AME, sponsor, psychiatrist, neuropsychologist, 
treatment program, laboratory, employer, union, peer monitor, or other third party concerning an individual 
certification decision should be documented and placed in the decisional record. Oral communications that 
materially influence an outcome should be summarized contemporaneously. No adverse decision should 
rest materially on an off-record communication that the affected person has no meaningful opportunity to 
know and answer, except to the extent disclosure is prohibited by law. 

BC. Prohibit incentives tied to prolonged monitoring or utilization 

75AK. No FAA-required or FAA-relied-upon evaluator, monitor, treatment program, testing vendor, or referral 
arrangement should include a compensation, utilization, referral, quota, or incentive structure that rewards 
longer monitoring, more tests, more treatment visits, delayed step-down, or denial of unrestricted 
certification. Ordinary fee-for-service arrangements are not prohibited, but material incentive structures 
bearing on independence should be disclosed and subject to conflict review. 

BD. Require comprehensive financial, referral, and institutional conflict disclosure 

75AL. In addition to evaluator-specific disclosure, the FAA should require disclosure of material referral, 
ownership, sponsorship, training, consulting, contractual, or financial relationships among persons and 
organizations whose recommendations materially affect certification. The purpose is not to presume 
wrongdoing; it is to make structural incentives visible and permit recusal, alternative evaluation, or 
independent review when a reasonable question of independence exists. 

BE. Provide meaningful regulatory remedies for procedural violations 

75AM. The final rule should identify consequences when the FAA or a required participant materially violates 
the safeguards. Available remedies within FAA authority should include exclusion or reduced weight for 
undisclosed evidence, correction of the decisional record, restoration of the prior monitoring status, tolling or 
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deadline consequences in the person’s favor, automatic supervisory escalation, expedited independent 
review, reconsideration by a new decision-maker, and written findings identifying the procedural error and 
corrective action. Broader damages or fee-shifting remedies remain matters for Congress where new 
statutory authority is required. 

BF. Tighten emergency-power guardrails 

75AN. Emergency authority must remain available for genuine safety threats, but an emergency exception 
should not swallow ordinary due process. Immediate action should require a contemporaneous written 
finding based on specific evidence of an imminent or material safety risk, use the least restrictive temporary 
measure reasonably available, trigger prompt disclosure of the basis, and receive automatic expedited 
review. Continued emergency restrictions beyond the short review period should require the ordinary 
evidentiary protections. 

BG. Establish a genuinely independent aeromedical complaint channel 

75AO. Complaints alleging coercion, retaliation, conflict of interest, evaluator misconduct, record 
manipulation, undisclosed communications, procedural violations, or abuse of monitoring authority should 
be received and initially screened outside the personnel responsible for the underlying certification decision. 
Filing a complaint should not itself delay certification. The complaint process should provide 
acknowledgment, anti-retaliation protection, status information, a written disposition, and referral to OIG, 
professional licensing, enforcement, or other authorities when appropriate. 

BH. Apply full parity to mental-health certification 

75AP. Every due-process, present-risk, evaluator-choice, record-access, deadline, proportionality, 
independent-review, help-seeking, anti-retaliation, privacy, completion, and scientific-review protection 
requested for substance-related cases should apply with equal force to anxiety, depression, trauma-related 
conditions, medication-related psychiatric review, neurocognitive concerns, and other mental-health 
certification matters, subject only to condition-specific clinical evidence. Mental-health care should not be 
treated as a lesser form of aviation professionalism. 

BI. Use a coalition-wide “covered aviation professional” concept where FAA authority differs by 
population 

75AQ. The final rulemaking package should use a functionally inclusive concept of a covered aviation 
professional so that airline, cargo, charter, corporate, general-aviation, student, recreational, and self-
sponsored pilots, Part 65 tower operators, and FAA air traffic controllers receive equivalent core protections 
wherever the FAA adjudicates medical fitness. Where separate statutes, employment authorities, or 
regulations require different implementation vehicles, the FAA should adopt parallel rules or binding 
procedures rather than leave a coalition population behind. 

BJ. Require DOT-grade procedural protections for certification-related drug testing 

75AR. FAA HIMS medical monitoring currently uses testing modalities that may be non-DOT medical-
qualification tests rather than tests governed by 49 C.F.R. Part 40. Section 40.13 requires DOT and non-DOT 
testing to remain separate and provides that a non-DOT medical-qualification test does not acquire Part 40 
consequences merely because it is used for certification. P4HR does not ask the FAA to mislabel HIMS testing 
as DOT testing. Instead, when the FAA relies on a non-DOT drug-test result to impose a materially adverse 
aeromedical action, the FAA should by regulation require procedural protections that meet or exceed the 
relevant integrity safeguards reflected in Part 40 and Part 120—including qualified collection, validated 
laboratory methods, confirmation, medical review where applicable, specimen-challenge procedures, 
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records access, reporting controls, and confidentiality—while continuing to identify the test accurately as 
non-DOT. 

BK. Regulate non-DOT alcohol and abstinence biomarkers separately and transparently 

75AS. EtG/EtS, PEth, mobile alcohol monitoring, and other specialized biomarkers or surveillance tools may 
have legitimate clinical roles, but they are not transformed into DOT tests merely because the FAA requires 
them. The FAA should publish the validated purpose, detection window, cutoff or interpretive threshold, 
known limitations, confirmation protocol, quality requirements, and permissible decisional use for each non-
DOT modality. No isolated non-DOT biomarker result should be treated as a DOT alcohol violation, automatic 
SUD diagnosis, or conclusive relapse finding without the clinical context and confirmatory safeguards 
required by the final rule. 

BL. Harmonize BasicMed and Part 68 with the modernized diagnostic framework 

75AT. BasicMed should not preserve a legacy diagnostic trap after Part 67 is modernized. Section 68.9 
presently incorporates the Part 67 substance-dependence definition for the one-time special-issuance 
gateway. The final rule should make clear that any determination under Part 68 that depends on a substance-
related diagnosis uses the modernized clinical-diagnosis, severity, remission, and present-risk framework 
adopted in Part 67, together with the same record, evaluator, review, and anti-retaliation protections. A 
general-aviation pilot should not face an obsolete dependence standard merely because the pilot seeks to 
operate under BasicMed. 

BM. Prevent unintended Part 61 downstream consequences while aeromedical review is pending 

75AU. The FAA should adopt conforming Part 61 provisions so that a timely good-faith request for 
independent aeromedical review, correction, or reconsideration does not itself create collateral certificate or 
privilege consequences beyond those legally required by the underlying medical status. Interim-status rules 
should be coordinated across Parts 61, 67, and 68 so that procedural review is meaningful rather than 
illusory. 

BN. Preserve a strict firewall between medical-monitoring tests and Part 120 employment testing 

75AV. A certification-related HIMS or successor-program test that is not conducted as a DOT test may not 
automatically be converted into, reported as, or treated as a Part 120 workplace-testing violation. Section 
40.13 expressly separates DOT and non-DOT tests, including non-DOT tests performed for medical 
qualification. The final rule should require separate forms, separate legal characterizations, separate 
consequence analyses, and clear notice when the same underlying event gives rise to distinct aeromedical 
and employment inquiries. 

BO. Define current aeromedical risk with enough precision to prevent perpetual historical-risk 
reasoning 

75AW. Because present risk is the central justification for medical restriction, the final rule should define 
current material aeromedical risk as a presently supportable probability of impairment or unsafe 
performance grounded in individualized evidence, clinically relevant time horizons, severity, remission, 
treatment response, operational history, and other scientifically relevant factors. The mere theoretical 
possibility of recurrence, the existence of a historical diagnosis, or membership in a diagnostic category 
should not by itself satisfy that standard. 
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BP. Define materially adverse aeromedical action by practical effect rather than agency label 

75AX. A materially adverse aeromedical action should include any FAA action or inaction that grounds a 
person, prevents issuance or renewal, materially increases testing or evaluation, extends monitoring, blocks 
progression, rejects an otherwise qualified evaluator, imposes a substantial new cost or burden, withholds 
unrestricted certification, or causes an equivalent practical consequence. The right to reasons and review 
should follow the effect of the decision, not terminology chosen by the agency. 

BQ. Prohibit waiver of regulatory aeromedical rights 

75AY. The FAA should not require, and should not materially rely on any program that requires, a covered 
person to waive rights created by the final rule, release claims for future regulatory violations, indemnify an 
FAA-required provider, surrender access to records, or consent to unlimited disclosure as a condition of 
certification. A narrowly tailored authorization for necessary medical information is different from a waiver of 
procedural rights. The non-waiver principle in 49 C.F.R. § 40.27 provides a useful federal safety-testing 
analogue. 

BR. Establish retention, archival, and deletion rules for sensitive aeromedical data 

75AZ. Monitoring records should not become an unbounded lifetime repository. Consistent with the Federal 
Records Act, NARA-approved schedules, the Privacy Act, and other applicable law, the FAA should publish 
retention periods for laboratory data, peer reports, collateral statements, monitoring logs, case-conference 
records, and clinical materials; segregate stale information from current decisional material; and delete or 
archive information when continued operational access is no longer justified. Any continued reliance on 
archived information should trigger the stale-information relevance standard. 

BS. Require cybersecurity, access logging, breach notice, and limits on onward disclosure 

75BA. When aeromedical data are transmitted through laboratories, testing applications, monitoring portals, 
contractors, designees, employers, or other third parties, the FAA should require reasonable administrative, 
technical, and physical safeguards; role-based access; auditable access logs; secure transmission; prompt 
breach notification as required by law; and contractual limits on onward disclosure. A person should be able 
to learn which categories of outside entities receive certification-related information and for what purpose. 

BT. Make aeromedical-monitoring credentialing transparent and reviewable 

75BB. Qualification standards for the successor competency-based AME system should be public. The FAA 
should publish initial and recurrent training requirements, competency criteria, grounds for suspension or 
removal, complaint procedures, quality-review standards, and reinstatement or appeal procedures. 
Credentialing should not operate through informal reputation, private sponsorship, or closed-network 
approval. 

BU. Create review when FAA rejects or disqualifies a clinician, AME, laboratory, or testing 
administrator 

75BC. If the FAA refuses to accept a professional or testing organization that otherwise appears to meet 
published qualifications, the affected professional and covered person should receive written reasons and an 
opportunity for review. A provider should not be excluded because of good-faith disagreement with FAA 
medical judgment, criticism of policy, participation in reform, or refusal to conform to an unpublished 
practice. 
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BV. Prohibit binding policy by seminar, webinar, conference, checklist, or unpublished presentation 

75BD. Material certification obligations should not arise merely because a requirement was announced at an 
AME seminar, HIMS conference, webinar, closed stakeholder meeting, slide presentation, training deck, 
informal huddle, or similar forum. Such materials may educate and explain, but a requirement that materially 
changes eligibility, monitoring, testing, progression, or completion should be traceable to regulation or 
publicly available guidance adopted through an appropriate lawful process. 

BW. Prevent moving the goalposts after a monitoring plan begins 

75BE. Once a person begins an approved monitoring plan, later policy changes should ordinarily operate 
prospectively. The FAA should not extend duration, increase testing, add a new evaluator, or impose a new 
completion condition mid-course unless the new requirement is more favorable or the FAA provides a written 
individualized safety finding explaining why immediate application is necessary. 

BX. Apply grandfathering and the more favorable standard during transition 

75BF. A person already in monitoring when a new rule or policy takes effect should receive full credit for 
previously completed compliant time and, absent a case-specific safety finding, the benefit of the more 
favorable applicable standard concerning duration, testing frequency, phase advancement, evaluator 
access, or completion. Regulatory modernization should not reset successful recovery. 

BY. Require quantified performance metrics capable of revealing whether reform actually works 

75BG. Public implementation metrics should include median and percentile processing times, time in each 
monitoring phase, average and distribution of test frequency, percentage receiving unrestricted certificates, 
percentage extended beyond presumptive limits, reversal and remand rates, evaluator rejection rates, 
geographic variation, self-sponsored access, costs where measurable, complaint resolution, and differences 
among major occupational pathways. Aggregate reporting should be designed to reveal bottlenecks without 
identifying individuals. 

BZ. Make the FAA accountable for required contractors, designees, and successor entities 

75BH. Regulatory protections should follow the function. The FAA should not evade responsibility by 
delegating monitoring, testing, evaluation, reporting, or data handling to an AME, contractor, laboratory, 
employer program, union-affiliated program, or other third party. If the FAA requires or materially relies on the 
function for certification, the final rule should require the participating entity to comply with the applicable 
safeguards as a condition of FAA recognition or reliance. 

CA. Apply the rule to HIMS successors and substantially equivalent monitoring programs 

75BI. The protections should expressly apply to HIMS and any successor, renamed, restructured, privatized, 
or substantially equivalent aeromedical monitoring program. A change in program name, contractor, 
administrative location, or sponsorship model should not remove rights that attach to the substance of the 
monitoring relationship. 

CB. Add an anti-evasion rule and preserve severability 

75BJ. The FAA should not accomplish indirectly through guidance, authorization letters, individualized 
conditions, contractors, designees, employers, unions, or other required intermediaries what the final 
regulation prohibits it from doing directly. The proposed rules should also be severable so that a court or 
agency determination concerning one provision does not unnecessarily disable unrelated protections. 
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CC. Preserve authority for stronger evidence-based safeguards when new science genuinely supports 
them 

75BK. P4HR does not ask the FAA to freeze science or weaken genuine safety protections. If high-quality new 
evidence demonstrates that a more protective standard is necessary for a defined risk, the FAA should be 
able to adopt it through transparent lawful procedures, with published scientific support, prospective 
application where practicable, and the same individualized due-process protections. The object is 
accountable evidence-based safety, not deregulation. 

CD. Separate random medical-monitoring testing from the clinicians who diagnose, treat, or adjudicate 
the case 

75BL. Certification-related random testing under HIMS or any successor monitoring program should be 
administered by an independent testing administrator structurally separate from the FAA decision-maker, 
monitoring AME, treating clinician, psychiatrist, psychologist, neuropsychologist, treatment program, 
employer, union, peer-monitoring program, and any other entity that diagnoses, treats, evaluates, or 
adjudicates the person. At the start of monitoring, the covered person should select one administrator from 
an open FAA-qualified list; the selection should remain fixed for the monitoring period absent documented 
good cause for a change, preventing provider-shopping while preserving patient choice among qualified 
independent companies. The administrator alone must generate auditable, truly random, unannounced 
selections and direct completion within a defined compliance window. Neither the covered person nor the 
AME or other clinical participant may select dates, cancel selections, manipulate the randomization 
algorithm, order strategic “random” retests, or receive a financial benefit tied to testing volume. Results 
should be released simultaneously to the covered person and the designated monitoring AME, with 
transmission to the FAA only as required by the written monitoring plan and applicable law. This rule 
addresses certification-related medical monitoring and does not displace workplace random testing 
independently required under Part 120 and Part 40. 

IX. LEGAL AND ADMINISTRATIVE-PROCEDURE BASIS 

A. Codification promotes fair notice and uniform administration 

 76. Notice-and-comment rulemaking is the appropriate vehicle when agency standards have binding 
practical consequences across a regulated population. Guidance remains useful for technical detail, but the 
baseline rights, burdens, duration rules, review procedures, and decisional standards should appear in 
regulations. Codification will also permit affected pilots, AMEs, employers, unions, treatment providers, and 
FAA personnel to rely on the same national framework. 

B. Reasoned decisions strengthen—not weaken—safety authority 

 77. Administrative law expects an agency to examine relevant data and articulate a satisfactory explanation 
for consequential action. See Motor Vehicle Manufacturers Association v. State Farm Mutual Automobile 
Insurance Co., 463 U.S. 29, 43 (1983). A written-reason requirement does not force disclosure of protected 
deliberations or require a trial-type hearing. It requires the FAA to identify the material facts, governing 
standard, and safety rationale so that the pilot can respond and a reviewer can evaluate the action. 

C. Prompt notice of denial grounds is consistent with 5 U.S.C. § 555(e) 

 78. The Administrative Procedure Act generally requires prompt notice of the denial of a written application, 
petition, or request, accompanied by a brief statement of the grounds unless the denial is self-explanatory. 5 



PILOTS FOR HIMS REFORM, INC.   |   FAA PART 11 PETITION 

PILOTS FOR HIMS REFORM, INC.   |   PETITION FOR RULEMAKING   |   40 of 76 

U.S.C. § 555(e). The proposed rule adapts that principle to medical-certification actions while allowing 
emergency temporary measures when immediate risk is documented. 

D. The FAA should follow published procedures and avoid de facto rules 

 79. The Supreme Court has long recognized that agencies should adhere to governing procedures, and courts 
distinguish nonbinding guidance from documents that operate as binding norms. See United States ex rel. 
Accardi v. Shaughnessy, 347 U.S. 260 (1954); Morton v. Ruiz, 415 U.S. 199, 232–36 (1974); Appalachian Power 
Co. v. EPA, 208 F.3d 1015, 1020–23 (D.C. Cir. 2000). P4HR does not ask the FAA in this petition to admit that a 
particular document is an unlawful rule. It asks the FAA to eliminate avoidable uncertainty by codifying the 
standards that materially govern certification. 

E. Independent review can remain within FAA authority 

80. The FAA may preserve final statutory certification authority while still providing meaningfully independent 
review. The rule can require a reviewer or panel outside the original decisional chain to conduct a de novo or 
clearly defined independent assessment, permit a qualified clinician selected by the affected person to 
participate in developing the medical record, and require the authorized FAA official issuing final agency 
action to address the independent findings in writing. If the FAA concludes that a fully binding external board 
would require legislation, that conclusion should narrow only the external-binding feature—not the 
independently reviewable record, separation from the original decision-maker, written findings, deadlines, or 
obligation to explain a departure from the independent medical assessment. 

F. The proposal respects emergency authority 

 81. Nothing in the proposed rule prevents immediate temporary action when current information indicates 
that continued exercise of privileges may endanger safety. The rule requires a contemporaneous written 
basis, prompt disclosure to the extent lawful, and expedited post-action review. Emergency power should 
address emergencies; it should not become a substitute for ordinary deadlines and reasoned decisions. 

X. AVIATION-SAFETY AND PUBLIC-INTEREST BENEFITS 

A. Earlier treatment and more candid disclosure 

 82. Pilots are more likely to seek help early when they understand the pathway, can choose qualified 
providers, and know that successful treatment has an objective endpoint. A transparent system reduces the 
perceived career risk of asking for help before symptoms or substance misuse produce an operational event. 

B. Better targeting of resources 

83. Individualized monitoring concentrates testing and specialist resources on periods and persons where 
evidence indicates higher risk. It reduces low-value repetitive requirements for stable individuals and allows 
FAA clinicians, qualified AMEs, and appropriate specialists to focus attention on cases that require 
intervention. 

C. Improved data and program evaluation 

 84. Uniform definitions and reporting will allow the FAA to evaluate recurrence, return-to-duty, duration, cost, 
and unrestricted-certification outcomes. The agency can then revise technical standards based on measured 
performance rather than anecdote or inherited practice. 
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D. More consistent national decisions 

85. Published criteria reduce variation among employers, AMEs, legacy HIMS structures, regions, reviewers, 
and authorization letters. Consistency protects pilots and also protects conscientious AMEs from pressure to 
infer unwritten requirements. 

E. Greater legitimacy and compliance 

 86. People are more likely to comply with burdensome safety requirements when the reason is disclosed, the 
process is neutral, and completion produces a predictable result. Independent review can correct error 
before it becomes protracted litigation or public controversy. 

F. Preservation of experienced aviators 

 87. A fair pathway can return qualified, stable pilots to productive service without sacrificing safety. 
Avoidable delay and indefinite burdens can remove experienced aviators from the workforce even after the 
underlying risk has been successfully addressed. 

XI. RESPONSE TO FORESEEABLE FAA OBJECTIONS 

A. “Medical judgment cannot be reduced to fixed rules.” 

 88. The petition does not demand mechanical outcomes in every case. It proposes presumptions, 
maximums, required factors, written explanations, and a documented exception for current risk. Clinical 
judgment remains available; unexplained or unlimited discretion does not. Many medical regulatory systems 
combine individualized judgment with procedural safeguards and review. 

B. “NTSB A-07-43 supports lifetime follow-up.” 

 89. P4HR respects the safety purpose of A-07-43. But a 2007 recommendation should not preclude a 2026 
rulemaking record examining current diagnostic practice, modern treatment, recurrence evidence, 
monitoring burden, and later National Academies recommendations. The FAA can continue lifelong 
obligations to self-ground, disclose material recurrence, and comply with ordinary medical standards without 
requiring lifelong special-issuance surveillance for every recovered person regardless of current risk. 

C. “Maximum durations could force certification of an unsafe person.” 

 90. They would not. The proposed rule ends condition-based monitoring at the maximum only when the 
person meets the applicable Part 67 standard and no current evidence establishes a disqualifying condition. 
If current evidence shows unsafe impairment or a clinically significant recurrence, the FAA may deny, 
reexamine, or impose a narrowly tailored extension through specified procedures. 

D. “Deadlines are impractical given staffing and case complexity.” 

 91. Deadlines can include a specific, limited tolling mechanism for genuinely necessary information and a 
documented extension for extraordinary complexity. What should end is indefinite delay without a case-
specific explanation. Clear completeness standards, electronic records, standardized decision templates, 
and triage can reduce workload rather than increase it. 

E. “Disclosure could reveal privileged or sensitive material.” 

92. The proposal does not require disclosure of attorney-client communications, attorney work product, 
information protected by statute, another person’s protected medical information, or material lawfully 
withheld under an applicable privilege or disclosure restriction. Nor does it eliminate lawful Privacy Act or 
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FOIA protections. It requires, to the maximum extent lawfully segregable, disclosure of the factual evidence, 
medical opinions, standards, and criteria materially relied upon; identification of material withheld; and 
enough nonprivileged explanation of the basis for action to permit a meaningful response. The agency should 
not be able to rely materially on undisclosed adverse factual or medical information while withholding the 
substance necessary to answer it. 

F. “Independent reviewers may second-guess FAA safety policy.” 

 93. The panel would apply FAA regulations and published safety standards. Independent review improves 
factual accuracy and separates reconsideration from the original decisional chain. Final agency authority can 
remain with an authorized FAA official, subject to written reasons for departing from the independent 
recommendation. 

G. “Evaluator choice could undermine standardization.” 

 94. Objective qualification and report-content standards provide standardization without exclusive networks. 
The FAA may audit evaluator performance, remove evaluators for documented cause, and reject deficient 
reports. Choice reduces conflicts and improves geographic access while preserving quality controls. 

H. “AEROPath is not yet validated.” 

 95. The petition does not request immediate exclusive adoption based on a name. It requests a performance-
based alternative pathway and proposes AEROPath for pilot testing, public evaluation, and comparison 
against defined outcomes. The FAA may establish demonstration criteria, data requirements, independent 
evaluation, and a phased implementation schedule. 

I. “The petition reaches employers, unions, or insurers beyond FAA jurisdiction.” 

 96. The proposed regulatory text is intentionally limited to FAA decisions, FAA designees, required evaluators, 
and certification-related data. Broader employer, union, insurance, damages, and civil-enforcement 
provisions remain in the legislative proposal. The FAA may coordinate with other agencies and recommend 
legislation without exceeding its own authority. 

XII. REGULATORY EVALUATION, COSTS, AND SMALL-ENTITY CONSIDERATIONS 

A. Expected benefits 

 97. Expected benefits include earlier help-seeking, reduced administrative delay, fewer repetitive 
evaluations, better targeting of testing, improved data quality, fewer disputed or duplicative record requests, 
reduced geographic barriers, more predictable return-to-duty pathways, improved retention of qualified 
pilots, and increased confidence in FAA medical oversight. 

B. Expected costs 

 98. The FAA would incur costs to draft and implement the rule, train personnel, build or modify electronic 
systems, establish independent review, maintain an evaluator registry, audit compliance, and publish 
anonymized data. Some designees and monitoring providers would incur costs to update disclosures, 
documentation, and quality systems. These implementation costs should be compared with current costs 
generated by repeated evaluations, prolonged case handling, inconsistent requirements, disputes, and 
unnecessary monitoring. 

C. Cost evidence P4HR will provide 

 99. P4HR will seek verified evidence in the following categories: 
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100. • initial and recurring legacy HIMS AME or successor aeromedical-monitoring fees; 

 101. • psychiatric, psychological, and neuropsychological evaluation fees; 

 102. • biological testing fees and administrative charges; 

 103. • treatment, aftercare, peer-support, and meeting costs; 

 104. • travel, lodging, and time away from work; 

 105. • lost wages or disability impacts during certification delay; 

 106. • employer and union program costs where available; 

 107. • FAA processing and rework costs; 

 108. • costs avoided through earlier treatment and timely return to duty. 

D. Small entities and individual general-aviation pilots 

 109. The rule should account for pilots who are not employed by a major carrier and cannot access an 
employer-sponsored HIMS structure. Independent pilots, small operators, and rural pilots may face higher 
travel and evaluator-access burdens. National evaluator criteria, remote components where clinically 
appropriate, transparent fees, and lower-cost equivalent compliance options would reduce disproportionate 
effects. 

E. Recordkeeping and privacy burden 

 110. Standardized decisional records and monitoring plans will create some documentation burden but 
should reduce duplicative requests and uncertain case handling. Public reporting must be aggregate and de-
identified. Individual records should be collected and retained only as reasonably necessary under applicable 
law and should be protected by role-based access and secure transmission. 

F. Environmental effects 

 111. P4HR anticipates no significant environmental effect from the requested procedural and medical-
certification rule. Greater use of secure electronic submissions and qualified remote evaluation components 
may modestly reduce travel. P4HR will provide additional information if requested under § 11.71. 

XIII. REQUESTED RULEMAKING PROCESS AND INTERIM MEASURES 

A. Requested docket action 

 112. P4HR requests that the FAA: 

1. Grant this petition in whole or in substantial part and assign it a public docket number. 

2. Although 14 C.F.R. § 11.75 states that the FAA generally does not invite public comment on petitions for 
rulemaking, P4HR requests that the FAA exercise any available discretion to solicit public input on this 
petition or, at minimum, solicit comment through an ANPRM, NPRM, public listening session, or other 
lawful rulemaking mechanism. That record should permit affected pilots, medical professionals, 
scientists, AMEs, air traffic controllers, employers, labor organizations, treatment providers, 
laboratories, general-aviation stakeholders, and other interested persons to submit evidence and 
competing views. 

3. Issue an advance notice of proposed rulemaking or notice of proposed rulemaking addressing the 
amendments in Appendix A. 
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4. Convene a balanced public listening session or aviation rulemaking committee that includes affected 
airline and general-aviation pilots, self-sponsored pilots, air traffic controllers and tower operators, 
addiction-medicine experts, psychiatrists, psychologists, neuropsychologists, toxicologists, HIMS-
experienced AMEs, general AMEs, treating clinicians, small-operator representatives, labor and carrier 
representatives, civil-liberties and disability experts, laboratory experts, and program-evaluation 
specialists, with no single legacy program or stakeholder group controlling the committee. 

5. Place relevant nonprivileged FAA HIMS policy materials, data definitions, and program-evaluation 
information in the docket. 

6. Coordinate the rulemaking record with the Department of Transportation Office of Inspector General audit 
without delaying relief already supported by the record. 

7. If the FAA concludes that any requested provision exceeds present statutory authority, identify that 
provision and the asserted limitation with specificity, proceed independently on the severable provisions 
within existing authority, and—where appropriate—transmit or support a legislative recommendation 
rather than denying the petition as an undifferentiated whole. 

B. Requested interim policy pending rulemaking 

 113. Because comprehensive rulemaking will require time, P4HR requests an interim policy—issued without 
prejudging the final rule—that: 

1. requires written reasons for any increase in testing, backward phase movement, new specialist 
evaluation, refusal to advance, or refusal to consider unrestricted certification; 

2. credits reliable evidence of abstinence and recovery predating the initial Authorization when determining 
time in monitoring; 

3. prohibits phase resets based solely on administrative delay, change of AME or HIMS AME, or reissuance of 
paperwork; 

4. provides the applicant, upon request, the material medical reports and standards relied upon, subject to 
lawful redaction; 

5. permits submission of evaluations from any qualified independent clinician and requires a written 
explanation for rejection; 

6. establishes internal targets matching the proposed deadlines and supervisory escalation for overdue 
cases; 

7. ensures a secular evidence-based alternative to any religious or ideologically specific support 
requirement; 

8. requires confirmatory review before long-term adverse action based on a disputed test result, absent a 
documented emergency. 

9. permits routine monitoring through any qualified AME who meets published competency standards and 
does not require exclusive HIMS-AME sponsorship when no case-specific safety reason justifies it; 

10. publishes a clinician-facing guide identifying report requirements, current diagnostic standards, and the 
information necessary for FAA review; 

11. provides an equivalent self-sponsored pathway for applicants without employer or union sponsorship; 

12. credits existing monitoring time and permits transition review for persons already in HIMS or comparable 
special-issuance oversight. 
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13. prohibits adverse inference based solely on voluntary help-seeking, good-faith diagnostic disagreement, 
requests for review, complaints, or lawful advocacy; 

14. requires material case communications and collateral allegations to be documented in the decisional 
record and permits a meaningful response before nonemergency escalation; 

15. instructs decision-makers to use clinically appropriate telemedicine and geographically accessible 
qualified professionals where safety does not require in-person evaluation; 

16. requires certification-related drug testing used for materially adverse action to meet or exceed the 
procedural safeguards of 49 C.F.R. Part 40 and applicable 14 C.F.R. Part 120 standards, while clearly 
distinguishing non-DOT medical biomarkers from DOT test results; and 

17. establishes an independent intake route for complaints involving retaliation, coercion, conflicts, or 
procedural violations, without delaying the underlying medical decision. 

18. applies the modernized Part 67 diagnostic and procedural standards to substance-related determinations 
that affect the BasicMed special-issuance gateway under § 68.9; 

19. prohibits a non-DOT HIMS or medical-monitoring result from being represented as or automatically 
converted into a Part 120 workplace-testing violation; 

20. preserves existing monitoring terms against mid-course increases absent a written individualized safety 
finding and gives current participants credit under the more favorable transition standard; 

21. prohibits binding new aeromedical obligations based solely on unpublished seminar, webinar, checklist, 
slide-deck, conference, or informal stakeholder instructions; 

22. requires required contractors, designees, laboratories, and successor monitoring programs to follow the 
same applicable due-process, privacy, testing, and conflict safeguards as the FAA; 

23. prohibits requiring waiver of the proposed aeromedical rights or unlimited medical releases as a condition 
of certification; 

24. establishes data-minimization, access logging, secure transmission, and retention controls for sensitive 
monitoring information; and 

25. requires certification-related random monitoring to be administered by an independent testing company 
selected by the covered person from an open qualified list, with random selections controlled solely by that 
administrator and simultaneous reporting to the covered person and monitoring AME. 

C. Supplemental submissions 

 114. P4HR requests that the FAA accept timely supplemental submissions while the petition is under 
consideration and, if a rulemaking project is opened or already underway, place those submissions in the 
associated docket to the extent permitted by law. Such material may include verified declarations, redacted 
Authorization letters, step-up and non-advancement decisions, record-request correspondence, peer-
reviewed studies, independent medical and scientific comments, survey results, cost evidence, the 
completed AEROPath technical specification, and the Oshkosh 2026 recording/transcript identified in the 
supporting-record plan. P4HR also requests that the FAA identify any evidentiary category it considers 
necessary for evaluation so the organization and interested professionals can respond efficiently. 

XIV. CONCLUSION AND SIGNATURE 

 115. The FAA medical-certification system must protect the public from present aeromedical risk. It also 
must distinguish present risk from historical status, explain materially adverse action, use current evidence, 
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permit meaningful response and review, and provide a genuine endpoint for successful recovery. Those 
objectives are mutually reinforcing. 

 116. Part 67 currently places substantial discretion in the Federal Air Surgeon while leaving important HIMS 
and special-issuance standards outside the regulatory text. The National Academies has called for revision of 
Part 67 and more individualized, evidence-based practice and better data. FAA guidance itself demonstrates 
that HIMS monitoring may extend through multiple phases over many years. The active DOT OIG audit and the 
Federal Air Surgeon’s 2026 public indication that unrestricted-certification issues may warrant rulemaking 
further underscore the value of placing a complete, rights-protective alternative framework before the FAA 
now, without presuming the substance of any future FAA proposal. 

 117. For these reasons, Pilots for HIMS Reform respectfully requests that the FAA grant this petition and 
commence comprehensive rulemaking substantially consistent with Appendix A. 

 118. Respectfully submitted, 

PILOTS FOR HIMS REFORM, INC. 
By its undersigned Co-Founders 
See Signature Page. 
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APPENDIX A — PROPOSED REGULATORY TEXT 

The following language is P4HR’s specific proposed regulatory text under 14 C.F.R. § 11.71(a)(3). The 
numerical periods and clinical thresholds are proposed standards, not representations of unanimous 
medical consensus; P4HR requests that the FAA test them against current science and stakeholder evidence 
through notice-and-comment rulemaking and adopt evidence-supported alternatives where the record 
justifies different technical parameters. The drafting uses §§ 67.403 and 67.411 because both sections are 
currently reserved. Conforming technical edits may be required by the Office of the Federal Register and FAA 
regulatory counsel without altering the petition’s substantive protections.1 

Proposed amendatory instructions 
For the reasons stated in the petition, the Federal Aviation Administration proposes to amend chapter I of title 14, Code of 

Federal Regulations, as follows: 
PART 67—MEDICAL STANDARDS AND CERTIFICATION 
1. The authority citation for part 67 continues to read as provided in the current Code of Federal Regulations. 
2. Amend §§ 67.107, 67.207, and 67.307 by revising paragraph (a)(4) and paragraph (b) in each section to replace the 

legacy substance-dependence/substance-abuse binary with the common substance-use-disorder and substance-related-
safety-event standards set forth below. 

3. Amend § 67.401 by adding paragraphs (j) through (m). 
4. Add § 67.403 to subpart E. 
5. Add § 67.411 to subpart E. 
6. Revise § 67.413. 

1. Proposed common replacement for §§ 67.107(a)(4) and (b), 67.207(a)(4) and (b), and 67.307(a)(4) 
and (b) 

(4) Substance use disorder and substance-related conditions— 
(i) No current substance use disorder or substance-induced condition that, based on current and individualized qualified 

medical evidence, makes the person unable to safely perform the duties or exercise the privileges of the medical 
certificate applied for or held, or may reasonably be expected during the duration of that certificate to do so. 

(ii) For purposes of this section, “substance use disorder” means a clinically significant pattern of substance use diagnosed 
by a qualified physician or other qualified clinician using current generally accepted diagnostic criteria appropriate to 
the substance and clinical setting. The diagnosis must identify severity and remission status when those classifications 
are clinically applicable. 

(iii) A substance use disorder may not be established solely from one historical sign or criterion, isolated tolerance, isolated 
withdrawal, a single substance-related event, a verified positive test, refusal to test, prior treatment, prior participation 
in HIMS or another monitoring program, or an administrative or employment classification, unless the complete 
clinical record independently satisfies the diagnostic standard in paragraph (a)(4)(ii). 

(iv) Physiologic tolerance or withdrawal associated with appropriately prescribed and medically supervised treatment must 
be evaluated in clinical context and may not, standing alone, establish a substance use disorder. 

(v) In determining aeromedical qualification, the Federal Air Surgeon must distinguish the existence and severity of any 
clinical diagnosis from the separate question of present aviation-safety risk and must consider, as applicable, recency, 
duration and quality of remission, treatment response, functional stability, recurrence history, co-occurring conditions, 
operational history, adherence, protective factors, and other current evidence. 

(vi) A historical diagnosis or prior episode of treatment or monitoring does not, standing alone, establish a current 
disqualifying condition. A person with a history of a substance use disorder may be found qualified without an 
Authorization for Special Issuance when the person demonstrates stable remission and current ability to safely perform 
the authorized duties and no current individualized evidence establishes the need for special-issuance conditions. 

(vii) Any monitoring, testing, evaluation, treatment, reporting, or other certification condition imposed because of a 
substance-related history is subject to §§ 67.401 and 67.403. 

 
15 U.S.C. § 553(e); 14 C.F.R. §§ 11.61, 11.71 (2026). 
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(b) Substance-related safety events and hazardous use. 
(1) A verified positive drug test, alcohol test result at or above an applicable Department of Transportation threshold, 

refusal to submit to required testing, recurrent physically hazardous use, acute impairment, or other credible substance-
related safety event may support deferral, investigation, temporary restriction, special issuance, or other action 
reasonably necessary to determine or protect aviation safety. 

(2) An event described in paragraph (b)(1) does not, by itself, establish a substance use disorder. If the FAA alleges that the 
event establishes or evidences a substance use disorder, the diagnostic requirements of paragraph (a)(4) apply. 

(3) The Federal Air Surgeon may find a substance-related pattern disqualifying when, based on case history and appropriate 
qualified medical judgment, the pattern makes the person unable to safely perform the duties or exercise the privileges 
of the certificate applied for or held, or may reasonably be expected during the duration of that certificate to do so. 

(4) Any adverse action under this paragraph must comply with §§ 67.403 and 67.411, including written reasons, disclosure 
of material evidence, an opportunity to respond, and independent review where applicable. 

2. Proposed additions to § 67.401 
§ 67.401 Special issuance of medical certificates. 
* * * * * 
(j) The Federal Air Surgeon and each authorized official must exercise authority under this section in accordance with §§ 

67.403 and 67.411. 
(k) When an Authorization requires recurring monitoring, testing, evaluation, treatment, or reporting, the Federal Air 

Surgeon must issue a written monitoring plan meeting § 67.403(h). 
(l) An Authorization may not be continued solely because of a historical diagnosis, prior treatment, prior monitoring 

participation, or the expiration and reissuance of an earlier Authorization. When the holder meets the otherwise 
applicable medical standard and no current individualized evidence supports continued special issuance, the Federal Air 
Surgeon must issue or authorize issuance of an unrestricted medical certificate of the appropriate class. 

(m) A person materially affected by an action or inaction under this section may request review under § 67.411. Review 
under § 67.411 supplements and does not reduce the rights provided by paragraph (i) of this section or any right 
provided by statute. 

3. Proposed new § 67.403 
§ 67.403 Procedural and substantive safeguards for special issuance and aeromedical monitoring. 
(a) Applicability. This section applies when the Administrator, Federal Air Surgeon, authorized FAA official, aviation 

medical examiner, or FAA-required or FAA-relied-upon evaluator takes or recommends an adverse aeromedical action 
based in whole or in material part on a mental-health, substance-related, behavioral, neurological, or comparable 
medical concern. 

(b) Definitions. For purposes of this section— 
(1) Adverse aeromedical action means a denial, deferral, withdrawal, refusal to renew, materially conditioned issuance, 

refusal to reduce or terminate a condition, refusal to advance through a published monitoring pathway, backward phase 
movement, material increase in testing or evaluation, refusal to accept a qualified evaluator, refusal to issue unrestricted 
certification, or failure to decide within an applicable deadline. 

(2) Complete submission means an application or request that contains the information expressly required by regulation, 
published disposition criteria, the applicable Authorization, or a specific written FAA request reasonably related to the 
identified certification issue. 

(3) Current individualized evidence means reliable medical, scientific, operational, or testing evidence that addresses the 
person’s present condition and is sufficiently recent and specific to support the action taken. 

(4) Decisional record means the nonprivileged material evidence, reports, risk classifications, factual communications, 
criteria, and professional opinions materially relied upon in taking an adverse aeromedical action, including material 
favorable evidence. 

(5) Clinically significant recurrence means a documented recurrence of symptoms, substance use, impairment, or material 
intentional noncompliance that a qualified clinician determines creates a present material aviation-safety concern. 
Administrative delay, change of evaluator, paperwork interruption, or good-faith dispute does not constitute a clinically 
significant recurrence. 
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(6) Monitoring condition means any recurring testing, evaluation, treatment, support, reporting, employer or peer 
documentation, meeting, abstinence, or other requirement imposed or relied upon as a condition of medical 
certification. 

(7) Qualified independent evaluator means a licensed clinician who meets published FAA qualification and report-content 
standards, has no disqualifying conflict of interest, and did not participate in the challenged decision unless selected by 
the person for an independent opinion. 

(c) Governing standard. An adverse aeromedical action must be reasonably related to a current material aviation-safety risk, 
supported by current individualized evidence, and no more restrictive than reasonably necessary to address the 
identified risk. Historical information may be considered but may not, standing alone, establish permanent current risk. 

(d) Notice before nonemergency action. Before taking a nonemergency adverse aeromedical action, the FAA must provide 
written notice stating— 

(1) The proposed action; 
(2) The material facts and medical issue; 
(3) The applicable regulation and published criteria; 
(4) The material evidence and professional opinions upon which the FAA proposes to rely; 
(5) The reason a less restrictive condition is considered insufficient; 
(6) The information, if any, that would resolve the identified concern; 
(7) The anticipated duration and review date; and 
(8) The time and procedure for response and review. 
(e) Written decision. A final adverse aeromedical action must be in writing and must— 
(1) Identify the action and effective date; 
(2) State the material findings and governing standard; 
(3) Explain the connection between the evidence and the identified aviation-safety risk; 
(4) Address material contrary evidence; 
(5) State the objective conditions for modification, advancement, termination, or unrestricted certification; 
(6) Identify the next review date; and 
(7) State the available review procedure and deadline. 
(f) Decisional-record access. Not later than 30 calendar days after a written request, the FAA must provide the person the 

decisional record in a usable electronic format. The FAA may redact material protected by law but must identify the 
category of material withheld and the legal basis for withholding. The FAA may not materially rely upon undisclosed 
factual or medical evidence unless disclosure is prohibited by law and a reviewing official determines that a fair 
summary will permit a meaningful response. 

(g) Published standards and scientific review. The Federal Air Surgeon must publish and maintain— 
(1) Criteria governing entry into monitoring, testing frequency, required evaluations, phase advancement, intensification, 

extension, discharge, and unrestricted certification; 
(2) The material scientific and safety basis for those criteria; 
(3) Standard definitions and data fields used to evaluate outcomes; and 
(4) A schedule, not longer than five years, for public review of the criteria against current evidence and outcome data. 
(h) Individual monitoring plan. Each person subject to recurring monitoring must receive a written plan stating— 
(1) The condition and current risk addressed; 
(2) Each required activity and its purpose; 
(3) Frequency, duration, and anticipated cost category; 
(4) Objective step-down and completion criteria; 
(5) The monitoring commencement date and the evidence used to establish that date; 
(6) Scheduled review dates; 
(7) The circumstances that may support intensification or extension; and 
(8) The process for proposing a less burdensome equivalent measure. 
(i) Step-down and advancement. A person who satisfies published advancement criteria must advance to the next phase 

unless, within 30 calendar days, the FAA issues a written decision under paragraph (e) identifying current 
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individualized evidence that advancement would create a material aviation-safety risk. Administrative delay does not 
postpone eligibility. 

(j) Increased or restarted monitoring. The FAA may increase, restart, or move a person backward in monitoring only upon 
new current individualized evidence. The written decision must identify the new evidence, distinguish a clinical 
recurrence from an administrative event, and explain why the existing level is insufficient. A change of aviation 
medical examiner, evaluator, employer, union program, or Authorization document does not by itself restart a 
monitoring period. 

(k) Maximum duration and completion— 
(1) Except as provided in paragraph (k)(6), continuous FAA-imposed monitoring related to substance use, mental health, or 

behavioral concerns may not exceed five years. 
(2) Where no qualified independent evaluator has diagnosed a current disqualifying condition, monitoring may not exceed 

two years. 
(3) Where the person has no relevant prior history, no event involving an operational safety risk, and full compliance with 

initial requirements, monitoring may not exceed one year. 
(4) The monitoring period begins on the earliest date reliably established by contemporaneous or corroborated evidence of 

sustained abstinence, treatment, recovery engagement, or other condition-specific stabilization reasonably related to 
anticipated FAA review, or the first written FAA communication indicating that monitoring, evaluation, or special 
issuance would be required. 

(5) Agency processing time, delayed submission of corroborating documentation, administrative interruption, or reissuance 
of an Authorization may not postpone the commencement date if reliable evidence establishes the earlier date. 

(6) The applicable maximum may be extended once, for not more than 12 months, only after a clinically significant 
recurrence creating a material aviation-safety concern. The extension must be supported by clear and convincing 
current evidence and approved through expedited independent review under § 67.411. 

(7) At completion, the FAA must terminate condition-specific monitoring and either authorize unrestricted certification if 
the person meets the applicable standards or issue a written decision based on a separately existing current disqualifying 
condition. The FAA must mark the record to show successful completion and may not continue an adverse certification 
inference solely from the completed monitoring history. 

(l) Unrestricted-certification review. A person may request unrestricted certification at any scheduled review point or upon 
completion of published criteria. The FAA must decide the request within 60 calendar days. Completion of the 
applicable monitoring period and satisfaction of the ordinary medical standard create a rebuttable presumption that 
continued special issuance is unnecessary. The FAA may rebut the presumption only through a written decision 
supported by clear and convincing current individualized evidence. 

(m) Decision deadlines— 
(1) Completeness determination: 15 calendar days after receipt; 
(2) Initial certification or special-issuance decision: 60 calendar days after a complete submission; 
(3) Decision after requested supplemental information: 30 calendar days after receipt; 
(4) Routine renewal with no new adverse finding: 30 calendar days; 
(5) Step-down, reduction, or termination request: 45 calendar days; 
(6) Unrestricted-certification request: 60 calendar days; 
(7) Decisional-record production: 30 calendar days; and 
(8) Any other request materially affecting monitoring status: 60 calendar days. 
(n) Tolling. The FAA may toll a deadline once through a written request that identifies specific information reasonably 

necessary to decide the stated issue. A request for immaterial, previously supplied, or unnecessarily broad information 
does not toll the deadline. The notice must state the new due date. 

(o) Consequence of missed deadline. If the FAA does not act by the applicable deadline and has not issued a written finding 
that current specific evidence demonstrates a material safety risk— 

(1) A previously valid medical certificate or Authorization remains effective to the maximum extent permitted by statute 
until a decision is issued; 

(2) An otherwise qualified applicant is eligible for temporary certification subject to conditions no more restrictive than the 
last medically supported status; or 

(3) If paragraph (o)(1) or (2) is not legally available, the matter must be automatically escalated for expedited review under 
§ 67.411, with a final decision not later than 10 business days after the missed deadline. 
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(p) Testing integrity. Certification-related biological testing must use validated methods, defined cutoff levels, documented 
chain of custody, qualified laboratory and medical review, and confirmation of a nonnegative result by an independent 
analytical method where scientifically available. Before long-term adverse action based on a disputed result, the person 
must receive the underlying laboratory data and an opportunity for prompt review, except for temporary emergency 
action under paragraph (x). 

(q) Testing frequency. Testing frequency must correspond to current individualized risk and ordinarily decline as reliable 
evidence of stability accumulates. An increase requires a decision under paragraphs (e) and (j). The person may propose 
an equally protective, less burdensome testing method or schedule. 

(r) Evaluator qualifications and choice. The FAA must publish objective evaluator qualifications and maintain a national 
registry. A person may select any evaluator who meets those qualifications. The FAA may reject an evaluator or report 
only by written decision identifying an objective qualification, methodology, completeness, or conflict deficiency. 
Disagreement with the FAA, criticism of FAA policy, or lack of affiliation with an employer or union program is not a 
permissible ground for rejection. 

(s) Conflict and role disclosure. Before an evaluation or monitoring relationship begins, each FAA-required or FAA-relied-
upon evaluator must disclose in writing— 

(1) Whether the evaluator is treating, evaluating, monitoring, reporting, or recommending; 
(2) The persons or entities to whom information will be disclosed; 
(3) Material financial, referral, employment, contractual, or institutional relationships bearing on independence; 
(4) The evaluator’s communications with the FAA or third parties that materially bear on the opinion; and 
(5) The fees, recurring charges, and anticipated duration known at the time. 
(t) Informed consent and accurate description. A person must receive a written statement of the purpose, scope, expected 

duration, cost categories, data recipients, alternatives, and certification consequences of declining an evaluation, 
treatment, support, or monitoring program. The FAA and its designees may not describe participation as voluntary 
when declining will be treated as failure to satisfy a certification requirement. 

(u) Religious neutrality. The FAA may not require profession of religious belief, prayer, confession, belief in a higher 
power, or participation in religious exercise. A scientifically supportable secular alternative must be available. Nothing 
in this paragraph prevents voluntary selection of a faith-based program. 

(v) Privacy, accuracy, and data minimization. The FAA and its designees must limit certification-related collection and 
disclosure to information reasonably necessary for the identified safety issue; use secure transmission and role-based 
access; permit correction of material factual inaccuracies; maintain an accounting of material external disclosures; and 
apply published retention schedules consistent with law. 

(w) Alternative evidence-based pathway. The FAA must establish or recognize at least one pathway, including AEROPath 
or a functionally equivalent model, that provides independent evaluation, individualized treatment and continuing care, 
evaluator choice, transparent completion criteria, testing integrity, privacy, independent review, and outcome reporting. 
Recognition must be based on published performance standards and may not grant exclusive status to a private entity. 

(x) Emergency action. The FAA may take immediate temporary action without advance notice only when current specific 
evidence indicates an imminent or material aviation-safety risk. The FAA must use the least restrictive temporary 
measure reasonably available, provide a contemporaneous or prompt written statement identifying the evidence and 
risk, disclose the decisional record to the extent lawful, and provide expedited review under § 67.411 within 10 
business days. Continued emergency restrictions after that review period require a decision satisfying the ordinary 
evidentiary requirements of this section. 

(y) Exercise of rights. The FAA may not draw an adverse certification inference solely because a person requests records, 
seeks independent review, selects a qualified independent evaluator, challenges a disputed test, reports a safety or ethics 
concern, or participates in lawful public policy advocacy. 

(z) Annual reporting. The Federal Air Surgeon must publish anonymized annual statistics sufficient to evaluate application 
volume, processing time, monitoring duration, progression, intensification, recurrence, unrestricted-certification 
requests and outcomes, independent-review outcomes, evaluator access, and compliance with deadlines and maximum 
durations. 

(aa) Institutional neutrality and conflicts. The FAA must maintain and publish conflict, disclosure, and recusal standards for 
personnel materially involved in aeromedical certification who participate in educational, training, advisory, or 
professional activities sponsored or materially supported by entities that provide FAA-dependent evaluation, 
monitoring, treatment, or testing services. Participation in such activity may not create exclusive status, preferential 
evaluator access, or an unpublished certification standard. Material relationships bearing on a particular decision must 
be disclosed in the decisional record and resolved through recusal or documented supervisory review. 
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(ab)(1) Independent clinical peer review. The Federal Air Surgeon must establish periodic independent peer review of 
aeromedical policies and decision methods addressing mental-health, substance-related, behavioral, and comparable 
conditions. Review must assess scientific validity, consistency with published criteria, outcome data, proportionality, 
and material ethical concerns, and must produce a public summary that protects personally identifiable medical 
information. 

(ab)(2) Clinical governance, external review, and workforce transparency. Before a new or materially revised 
generally applicable clinical requirement concerning mental-health, substance-related, behavioral, 
psychiatric, psychological, neuropsychological, or comparable aeromedical certification becomes 
controlling, the Federal Air Surgeon must document the evidence reviewed, obtain independent specialty-
appropriate peer review from clinicians who did not formulate the requirement, publish the proposed 
requirement and supporting rationale for public comment for not less than 30 days when practicable, and 
publish a response or final rationale. A temporary requirement may take immediate effect when a signed 
finding identifies a material and imminent safety need, but must undergo the same review within 90 days. The 
Federal Air Surgeon must also publish an annual de-identified workforce-capacity report stating the number 
of full-time-equivalent clinical personnel by relevant discipline, material vacancies, aggregate aeromedical 
caseload measures, reliance on contractors or consultants, and the peer-review mechanisms used to 
support clinical policy. Nothing in this paragraph requires disclosure of protected personnel information or 
privileged communications. 

(ac) Protection of independent medical judgment. The FAA may not reject, remove, restrict, decline to renew, or informally 
exclude an aviation medical examiner or other qualified evaluator solely because the clinician, in good faith and within 
the scope of professional competence, provides an evidence-based opinion that differs from an FAA employee, another 
evaluator, an employer program, or a legacy monitoring framework. Nothing in this paragraph limits action based on 
documented competence, ethics, misconduct, or quality deficiencies under published standards. 

(ad) Case conference. A person materially affected by a pending or proposed adverse aeromedical action, or a treating or 
evaluating physician authorized by that person, may request a case conference with the FAA physician or authorized 
official responsible for the determination. The FAA must provide the conference within 20 business days when 
reasonably necessary to resolve a material clinical dispute. If requested by the person or authorized physician, the 
conference must be audio recorded with notice to all participants, preserved in the decisional record, and made 
available to the person and participating physicians, subject to lawful protection of information concerning other 
persons. 

(ae) Complaint-based action. When an adverse aeromedical action is based materially on a hotline, employer, peer, 
anonymous, or third-party complaint, the FAA must provide notice sufficient to permit a meaningful response, identify 
the substance of the allegation and material corroborating evidence, and may not impose long-term adverse action 
solely on an uncorroborated allegation. Temporary emergency action remains available under paragraph (x). The FAA 
may protect a source’s identity when required by law or justified by a documented safety, privacy, or investigative 
interest, but must provide a fair summary of material allegations and evidence. 

(af) Transition and existing cases. The safeguards in this section apply to pending and existing monitoring and special-
issuance cases to the maximum extent permitted by law. The FAA must credit reliably documented periods of 
successful monitoring, remission, treatment, abstinence, and compliance completed before the effective date. A person 
may request transition review, which the FAA must decide within 90 calendar days. A regulatory transition, new 
Authorization, change of AME, or change of employer or union program may not by itself restart a monitoring period. 

(ag) Burden after completion criteria are met. When a person has satisfied published criteria for advancement, completion, 
or unrestricted certification, the FAA may continue, intensify, or restart a restriction only upon clear and convincing 
current individualized medical evidence demonstrating why the additional restriction remains reasonably necessary for 
aviation safety. 

(ah) Anonymized decisional library and national consistency. The Federal Air Surgeon must maintain a publicly accessible, 
de-identified collection of representative decisions and review outcomes sufficient to show how recurring standards are 
applied. Material departure from published criteria or established national practice must be explained in writing. 
Standards may not vary solely because of geographic region, employer, union, carrier, AME, or reviewing office. 

(ai) Record correction. A person may request correction of materially inaccurate factual information, outdated diagnostic 
characterization presented as current, erroneous risk labels, testing information, or materially mischaracterized clinician 
statements in FAA aeromedical records. The FAA must decide the request within 45 calendar days and mark disputed 
information while review is pending. 
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(aj) Equal self-sponsored access. FAA-recognized monitoring, evaluation, step-down, and unrestricted-certification 
pathways must be available on equivalent terms to persons without employer or labor-organization sponsorship. The 
FAA may not require participation in a carrier, union, or private monitoring network as the exclusive means of 
satisfying a federal medical-certification requirement. 

(ak) Peer-support confidentiality. Bona fide peer-support communications may not be routinely compelled or used as 
adverse certification evidence. Disclosure or reliance is permitted only when required by law, necessary to address an 
imminent safety threat, or based on independently corroborated material information that cannot reasonably be obtained 
by a less intrusive means. Any reliance must be disclosed in the decisional record to the extent lawful. 

(al) Triggering event distinguished from diagnosis. A DUI, positive test, refusal, treatment admission, employer referral, 
peer report, or other triggering event may support investigation or temporary safeguards but does not itself establish a 
clinical diagnosis. Any diagnosis relied upon must independently satisfy the applicable diagnostic standard. 

(am) Review follows practical effect. Review under § 67.411 is available for any action or inaction meeting the definition 
of adverse aeromedical action, regardless of whether the FAA labels the matter a deferral, continuation, request for 
information, non-advancement, administrative status, or other term. 

(an) Status quo during nonemergency review. A timely review request presumptively preserves the person’s previously 
authorized medical and monitoring status until review is decided, unless the FAA issues a written finding that 
maintaining that status would create a current material aviation-safety risk. Any such departure is subject to expedited 
review. 

(ao) Professional-status protection. The FAA may not remove, fail to renew, downgrade, refuse to recognize, or informally 
disfavor an AME or other qualified evaluator solely because of a good-faith evidence-based professional opinion that 
differs from an FAA employee, another evaluator, an employer program, or a monitoring framework. Adverse 
professional-status action must be based on published competence, ethics, quality, or misconduct standards and must 
provide notice and review. 

(ap) Laboratory record and confirmation rights. Before long-term adverse action based materially on a disputed laboratory 
result, the person must receive, upon request, the underlying laboratory packet, quantitative result, material chain-of-
custody documentation, confirmatory methodology, and medical-review analysis where applicable, and must be 
permitted independent retesting, split-specimen testing, or a scientifically equivalent confirmatory procedure when 
feasible. Emergency action remains available under paragraph (x). 

(aq) Automated decision-support transparency. If the FAA uses an automated risk score, algorithm, proprietary model, 
numerical classification, or machine-assisted system to materially influence an aeromedical decision, the FAA must 
disclose the material factors, validation basis, known limitations, and role of human review to the extent permitted by 
law. No materially adverse action may rest solely on an undisclosed automated output. 

(ar) Periodic scientific reevaluation. At least every five years, the Federal Air Surgeon must conduct a public, evidence-
based review of the diagnostic terminology, recurrence assumptions, monitoring duration, testing frequency, remission 
standards, and outcome measures used for substance-related, psychiatric, behavioral, and comparable conditions. The 
review must include independent external expertise and must identify material standards retained, revised, or retired. 

(as) Remission. When remission terminology is clinically applicable, the FAA must recognize current professionally 
accepted remission classifications and evaluate their aeromedical significance. A historical diagnosis does not itself 
establish a current disqualifying condition or justify continued monitoring after the evidence demonstrates stable 
remission and no current material safety risk. 

(at) Limited medical authorizations and releases. A required medical release or information authorization must be 
reasonably limited by condition, provider, subject matter, and relevant time period. An unlimited release may not be 
required when narrower information will answer the identified aeromedical question. A broader request must include a 
written explanation of necessity. 

(au) Additional-information requests and deadlines. A request for additional information tolls or extends an applicable 
decision deadline only if the FAA identifies the unresolved certification issue and explains why the requested 
information is material and not cumulative or already supplied. Repetitive requests addressing the same issue require 
supervisory approval and may not be used to create an indefinite decision period. 

(av) Implementation audit. Not later than three years after the effective date, and at least every three years thereafter for the 
first nine years, the Federal Air Surgeon must publish a de-identified implementation review addressing processing 
times, national consistency, evaluator access, monitoring duration, progression, unrestricted-certification outcomes, 
independent-review outcomes, testing burden, self-sponsored access, and compliance with the requirements of this 
section. 

(aw) Professional education and public technical materials. The FAA must establish standardized initial and recurrent 
education for AMEs and FAA personnel who administer this section and must publish the core curriculum, competency 
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objectives, report-content standards, decision aids, evidence summaries, and material update notices needed by treating 
and evaluating clinicians. Secure examination items and information whose disclosure would compromise testing 
integrity may be protected. 

(ax) Aeromedical monitoring qualification. Routine monitoring may be performed by any otherwise authorized AME who 
completes an FAA aeromedical-monitoring qualification meeting published competency standards. The FAA may 
establish an optional advanced qualification for complex cases but may not require exclusive sponsorship by a 
separately branded HIMS AME when a qualified AME can perform the required function. Existing HIMS AMEs may 
transition by satisfying the same published requirements. Qualified specialists remain responsible for diagnoses and 
specialty evaluations within their professional scope. 

(ay) Access to educational materials for independent professionals. A treating or evaluating physician, psychiatrist, 
psychologist, neuropsychologist, addiction specialist, or other qualified clinician may access, without private-program 
membership, the publicly releasable FAA criteria and report-preparation materials necessary to submit an evaluation. 
The FAA may reject a report for identified substantive or qualification deficiencies, but not merely because the 
clinician is outside a preferred network. 

(az) Population-wide application and parallel ATC protections. This section applies to each applicant for or holder of a 
first-, second-, or third-class medical certificate and to each person whose Part 65 duties require such a certificate. The 
FAA must provide functionally equivalent procedural protections for FAA air traffic control specialists subject to 
separate FAA medical-qualification standards and must initiate conforming rulemaking or binding agency procedures 
as necessary. The FAA must also review interactions with BasicMed and other lawful medical-eligibility pathways to 
prevent unequal procedural treatment of general-aviation participants, without expanding Part 67 beyond its statutory 
scope. 

(bb) Aeromedical rights and protective purpose. Aeromedical certification under this section is a safety process, not a 
punitive process. Each covered person is entitled to professional respect, informed participation, medical privacy, 
accurate records, independent clinical judgment, timely decisions, evidence disclosure, meaningful review, freedom 
from retaliation, and conditions no more restrictive than reasonably necessary to address a current individualized 
aviation-safety risk. 

(bc) Voluntary help-seeking. The FAA may evaluate the medical condition that causes a person to seek care, but may not 
draw an adverse inference solely because the person voluntarily seeks counseling, mental-health care, substance-related 
treatment, medical advice, or temporarily removes himself or herself from safety-sensitive duty while obtaining care. 

(bd) Early-intervention safe harbor. A person who voluntarily identifies a potential concern, appropriately self-removes 
from safety-sensitive duties when clinically indicated, promptly obtains qualified evaluation or treatment, and 
cooperates in good faith must receive an expedited treatment-centered certification pathway. This paragraph does not 
excuse intentional falsification, concealment of a known disqualifying condition, or conduct presenting an immediate 
safety threat. 

(be) Treatment-enforcement separation. Treatment information obtained for medical certification may be collected and used 
only to the extent reasonably necessary to determine medical qualification. Before using treatment information for a 
separate enforcement purpose, the FAA must identify the legal basis and provide applicable procedural protections, 
except where immediate action is required by law or a documented imminent safety threat. 

(bf) No compelled admission or identity. The FAA may require truthful factual and clinical information but may not 
condition certification on acceptance of a disputed diagnosis, adoption of a nonregulatory identity or label, confession 
to disputed conduct, agreement with a program narrative, or profession of “insight” through surrender of a good-faith 
clinical disagreement. 

(bg) Protected disagreement, petitioning, and advocacy. Good-faith disagreement with a diagnosis, request for a second 
opinion, challenge to a test, retention of counsel, filing of a complaint, communication with a government oversight 
body, participation in rulemaking or litigation, contact with the press, or lawful advocacy may not itself be 
characterized as denial, poor insight, resistance, instability, noncompliance, or evidence of medical risk. 

(bh) Anti-retaliation. The FAA and its designees may not take or recommend adverse aeromedical action because a person 
exercises a right under this section, reports misconduct or safety concerns, seeks oversight, or participates in lawful 
advocacy. An allegation of retaliation is eligible for expedited independent review and referral through the complaint 
process in paragraph (bv). 

(bi) Pre-escalation response. Except under paragraph (x), before materially increasing testing, moving a person backward, 
imposing a new specialist evaluation, extending monitoring, suspending progression, or imposing another significant 
new burden, the FAA must provide the notice required by paragraph (d) and a reasonable opportunity to submit 
responsive evidence. The final decision must address material responsive evidence. 
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(bj) Cost proportionality and financial access. Required evaluation, testing, treatment, monitoring, and travel must be no 
more costly than reasonably necessary to answer the identified aeromedical question. The FAA must consider clinically 
equivalent lower-cost evidence and reasonable financial-access alternatives that preserve safety. Inability to pay for an 
unnecessarily expensive preferred provider or duplicative service may not itself constitute medical noncompliance. 

(bk) Geographic access and telemedicine. The FAA must permit clinically appropriate telemedicine, remote case 
conferences, local specimen collection, and geographically accessible qualified evaluators when equivalent safety 
information can be obtained. A requirement for distant or repeated in-person evaluation must be based on an identified 
clinical or testing need. 

(bl) Treating-clinician independence. The FAA may request clinically necessary information from a treating professional 
and may require an independent certification evaluation when justified, but may not require a treating clinician to 
assume an enforcement, monitoring, or reporting role that materially compromises the treatment relationship without 
informed consent and a specific certification need. 

(bm) Collateral-information safeguards. When the FAA materially relies on information from a family member, peer, 
employer, union, hotline, anonymous source, or other third party, it must assess source reliability, distinguish firsthand 
observation from opinion or hearsay, provide the affected person the material substance to the extent lawful, and permit 
rebuttal. Long-term adverse action may not rest solely on an uncorroborated allegation. 

(bn) Stale-information relevance. When materially relying on historical information whose age substantially exceeds the 
clinically relevant period for the condition at issue, the FAA must explain why the information remains probative of 
current risk and identify any current corroborating evidence. Accurate historical information may remain in the record 
but may not become a permanent presumption of present impairment. 

(bo) Material communications in the decisional record. A material communication concerning an individual case between 
the FAA and an AME, evaluator, treatment provider, laboratory, employer, union, peer monitor, or other third party 
must be documented and included in the decisional record. A material oral communication must be summarized 
contemporaneously. The FAA may not materially rely on an off-record communication that the affected person has no 
meaningful opportunity to answer, except as lawfully protected and fairly summarized under paragraph (f). 

(bp) Prohibited utilization incentives. No FAA-required or FAA-relied-upon evaluator, monitor, treatment program, testing 
vendor, or referral arrangement may use a compensation, quota, referral, or utilization incentive that materially rewards 
prolonging monitoring, increasing tests or treatment visits, delaying advancement, or denying unrestricted certification. 
Ordinary disclosed fee-for-service compensation is not prohibited. 

(bq) Expanded financial and referral disclosure. Material ownership, referral, sponsorship, consulting, training, contractual, 
and financial relationships among persons or organizations whose recommendations materially affect certification must 
be disclosed when reasonably relevant to independence. The FAA must provide recusal, alternative evaluation, or 
independent review when an undisclosed or material conflict could reasonably affect the decision. 

(br) Remedies for material procedural violation. When a material violation of this section may have affected an aeromedical 
decision, the FAA must provide an effective corrective remedy within its authority, which may include exclusion or 
reduced weight of undisclosed evidence, record correction, restoration of the prior monitoring status, deadline relief, 
supervisory escalation, expedited review, reassignment to a new decision-maker, or reconsideration. The corrective 
decision must identify the violation and remedy. 

(bs) Emergency guardrails. Action under paragraph (x) must use the least restrictive temporary measure reasonably 
available to address the documented imminent or material safety risk. A written basis must issue as soon as practicable 
and ordinarily within two business days. Emergency status may not continue beyond the expedited-review period 
without a decision applying the ordinary evidentiary requirements of this section. 

(bt) Mental-health parity. The procedural, evidentiary, help-seeking, privacy, evaluator-access, review, proportionality, 
scientific-review, and completion protections in this section apply equally to mental-health, psychiatric, psychological, 
trauma-related, medication-related, substance-related, behavioral, neurological, and comparable aeromedical concerns, 
subject to condition-specific clinical standards. 

(bu) Covered aviation professional and parallel implementation. The FAA must interpret and implement these protections 
so that functionally equivalent core safeguards are available to all aviation populations whose medical fitness it 
adjudicates, including first-, second-, and third-class applicants and holders, Part 65 tower operators, and FAA air 
traffic control specialists under separate agency medical-qualification authority. Where a separate rule or employment 
authority is required, the FAA must adopt a parallel binding procedure rather than deny the protection solely because of 
occupational category. 

(bv) Independent complaint channel. The FAA must maintain an intake and initial-screening process, organizationally 
separate from the personnel responsible for the underlying medical determination, for complaints alleging coercion, 
retaliation, conflict of interest, evaluator misconduct, record manipulation, undisclosed communications, or material 
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procedural violations. Filing a complaint may not itself delay certification. The process must provide acknowledgment, 
anti-retaliation protection, status information, written disposition, and referral to appropriate oversight or enforcement 
authorities where warranted. 

(bw) DOT-grade drug-testing safeguards and non-DOT biomarker limits. (1) A certification-related drug test whose result 
may materially support denial, grounding, backward movement, intensified monitoring, or another consequence 
comparable to a DOT drug-testing violation must meet or exceed the applicable collection, chain-of-custody, 
laboratory, cutoff, confirmation, Medical Review Officer, specimen-challenge, reporting, confidentiality, and record 
protections established by 49 C.F.R. Part 40 and applicable 14 C.F.R. Part 120 provisions. (2) A medical-qualification 
test that is not a DOT test under 49 C.F.R. § 40.13 must be clearly identified as non-DOT and may not be represented 
as a DOT positive. (3) Specialized alcohol or abstinence biomarkers, including EtG/EtS and PEth, and mobile alcohol-
monitoring technologies may be required only under published scientifically validated standards identifying their 
purpose, detection window, interpretive threshold, limitations, confirmation process, quality controls, and permissible 
decisional use. (4) A non-DOT result may support clinical evaluation or proportionate temporary safeguards, but may 
not, standing alone, be treated as a DOT violation, an automatic SUD diagnosis, or conclusive proof of relapse without 
the clinical context and confirmation required by this section. 

(bx) Severability. If any paragraph or application of this section is held invalid or determined to exceed existing statutory 
authority, the remainder and other applications are not affected. 

(by) BasicMed and Part 68 coordination. Any FAA determination under Part 68 that materially depends on a diagnosis or 
finding governed by §§ 67.107, 67.207, or 67.307 must apply the current diagnostic definitions and the procedural 
protections of this section to the extent consistent with the statute governing BasicMed. A prior label of substance 
dependence may not be given greater diagnostic force under Part 68 than it would receive under the current Part 67 
standard. 

(bz) Part 61 coordination. The FAA must interpret and amend Part 61 as necessary so that exercise of a timely review, 
correction, or reconsideration right under this part does not itself create a collateral certificate or privilege consequence 
beyond that required by the person’s actual medical status and applicable statute. Interim status under §§ 67.401 and 
67.411 must be coordinated with § 61.23 and related provisions. 

(ca) Part 120 firewall. A certification-related medical-monitoring test that is not a DOT test under 49 C.F.R. § 40.13 may 
not be represented as, converted into, or automatically treated as a violation of Part 120. DOT and non-DOT tests, 
forms, records, reports, and consequence determinations must remain legally and administratively separate unless an 
independently sufficient event triggers both systems under their respective rules. 

(cb) Current material aeromedical risk. For purposes of this section, current material aeromedical risk means a presently 
supportable probability of impairment or unsafe performance, evaluated over a clinically relevant time horizon and 
grounded in individualized evidence including, as appropriate, diagnosis, severity, remission, treatment response, 
recurrence history, operational history, testing, and other scientifically relevant factors. Historical diagnosis, theoretical 
possibility of recurrence, or group-level risk alone does not establish current material aeromedical risk. 

(cc) Practical-effect rule. An action is materially adverse when its practical effect is to prevent or materially delay issuance 
or renewal, ground the person, materially increase testing or evaluation, extend monitoring, block progression, reject an 
otherwise qualified evaluator or testing administrator, impose a substantial new cost or burden, refuse unrestricted 
certification, or produce an equivalent certification consequence, regardless of the label assigned by the FAA. 

(cd) Non-waiver. The FAA may not require, and may not condition certification on participation in a required or relied-
upon program that requires, waiver of rights created by this section, waiver of access to records, prospective release or 
indemnification for regulatory violations, or consent to unlimited medical disclosure. Nothing in this paragraph 
prohibits a narrowly tailored authorization for information reasonably necessary to decide the identified aeromedical 
issue. 

(ce) Records retention and archival control. Consistent with the Federal Records Act, NARA-approved records schedules, 
the Privacy Act, and other applicable law, the FAA must publish retention and archival standards for certification-
related laboratory records, monitoring logs, peer or collateral reports, case-conference records, and clinical materials; 
segregate information no longer treated as current decisional evidence; and delete or archive records when authorized 
and continued operational access is no longer reasonably necessary. 

(cf) Cybersecurity and onward disclosure. The FAA must require itself and any required or materially relied-upon designee, 
contractor, monitoring entity, laboratory, or testing administrator to use reasonable administrative, technical, and 
physical safeguards; role-based access; secure transmission; auditable access logging; legally required breach 
notification; and limits on onward disclosure. The covered person must receive notice of the categories of outside 
entities authorized to receive certification-related information and the purpose of disclosure. 
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(cg) Credentialing transparency. The FAA must publish qualification, initial and recurrent training, competency, quality-
review, suspension, removal, reinstatement, complaint, and appeal standards for AMEs and other professionals who 
hold a special aeromedical-monitoring qualification under this section. 

(ch) Provider disqualification review. If the FAA rejects, suspends, or disqualifies an otherwise qualified clinician, AME, 
laboratory, or testing administrator from use in a covered person’s case, the FAA must provide written reasons tied to 
published criteria and a prompt review mechanism. Good-faith disagreement with FAA medical judgment, criticism of 
policy, participation in lawful reform, or refusal to follow an unpublished practice is not sufficient cause. 

(ci) No binding policy by seminar or informal instruction. A materially burdensome certification requirement may not 
become binding solely through a seminar, webinar, conference, checklist, slide presentation, training deck, closed 
stakeholder meeting, informal huddle, oral instruction, or other nonpublic or nonbinding communication. Technical 
educational materials may explain a requirement, but the underlying obligation must be traceable to lawful regulation or 
publicly available guidance within the agency’s authority. 

(cj) Change control and moving-goalpost protection. A person who is performing an approved monitoring plan remains 
subject to the standards in effect when the plan was approved unless a later standard is more favorable or the FAA 
issues a written individualized finding that immediate application of the new requirement is necessary to address 
current material aeromedical risk. Administrative policy change alone does not reset duration, testing, evaluation, or 
completion requirements. 

(ck) Transition and more favorable standard. A person already in HIMS or a substantially equivalent program on the 
effective date receives full credit for compliant monitoring already completed and, absent an individualized safety 
finding, the benefit of the more favorable applicable standard concerning duration, testing frequency, progression, 
evaluator access, or completion. 

(cl) Performance metrics. The implementation reports required by paragraph (av) must include, to the extent data quality 
permits, median and percentile processing times, time in each phase, testing-frequency distributions, unrestricted-
certification outcomes, extensions beyond presumptive limits, reversal and remand rates, evaluator and testing-
administrator rejection rates, geographic variation, self-sponsored access, complaint outcomes, and comparable 
measures sufficient to identify systematic bottlenecks or disparities without identifying individuals. 

(cm) Accountability for required intermediaries. When the FAA requires or materially relies upon a designee, contractor, 
AME, evaluator, monitoring entity, laboratory, testing administrator, employer program, union-affiliated program, or 
other intermediary for medical certification, the protections applicable to that function under this section are conditions 
of FAA recognition or reliance. The FAA may not avoid a requirement by delegating the function. 

(cn) Successor programs. References in this section to HIMS, monitoring, or an aeromedical monitoring program include 
any successor, renamed, restructured, privatized, or substantially equivalent program used by the FAA to impose 
recurring medical-certification monitoring. 

(co) Anti-evasion. The FAA may not accomplish indirectly through guidance, Authorization letters, individualized 
conditions, designees, contractors, employers, unions, or other required intermediaries what this section prohibits it 
from doing directly. 

(cp) Evidence-responsive safety standards. Nothing in this section prevents the FAA from adopting a more protective 
substantive safety standard when high-quality new evidence supports it. Such a standard must be adopted through 
lawful transparent procedures, identify the supporting evidence, apply prospectively where practicable, and remain 
subject to individualized notice, proportionality, and review requirements. 

(cq) Independent administration of certification-related random testing. Random biological testing required solely or 
principally as a condition of FAA medical certification under HIMS or any successor monitoring program must be 
administered by an independent testing administrator that is structurally and financially separate from the FAA case 
decision-maker, designated monitoring AME, treating clinician, evaluating psychiatrist or psychologist, 
neuropsychologist, treatment program, employer, union, peer-monitoring organization, and any other entity that 
diagnoses, treats, evaluates, or adjudicates the covered person. (1) At the outset of monitoring, the covered person may 
select the testing administrator from an open FAA list of organizations meeting published qualification, security, 
geographic-access, randomization, and independence standards. The FAA may reject a selected administrator only for 
written cause under published criteria and review under paragraph (ch). (2) The covered person may choose the 
administrator but may not choose, influence, predict, postpone, cancel, or substitute testing dates. The administrator 
alone must generate random, unannounced selections through a documented auditable process and issue notice directly 
to the covered person requiring completion within a defined compliance window. (3) The monitoring AME, treating 
clinician, evaluator, treatment program, employer, union, or other participating professional or entity may not select 
dates, initiate discretionary random selections, cancel selections, manipulate randomization, direct strategic repeat 
testing, or receive compensation tied to testing volume. A separately justified nonrandom test may be ordered only 
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under a distinct written authority and may not be represented as a random selection. (4) Collection may occur through 
qualified local collection sites or mobile services under the testing administrator’s control. The collector and laboratory 
must satisfy paragraph (bw) and other applicable standards. (5) Final verified results must be released simultaneously to 
the covered person and the designated monitoring AME. Results may be transmitted to the FAA only to the extent 
required by the written monitoring plan or other applicable law, and may not be withheld from the covered person 
pending clinician or agency review except for the minimum time necessary to complete verification. (6) The testing 
administrator must preserve auditable records sufficient to demonstrate randomness, notice, completion, chain of 
custody, result transmission, and any exception or missed test, while protecting the randomization method from 
manipulation. (7) This paragraph governs certification-related medical monitoring and does not alter random workplace 
testing independently required under 14 C.F.R. Part 120 and 49 C.F.R. Part 40. 

4. Proposed new § 67.411 
§ 67.411 Independent review of adverse aeromedical actions. 
(a) Right to review. A person materially affected by an adverse aeromedical action under § 67.403 may request independent 

review not later than 60 calendar days after service of the action or, for agency inaction, after the applicable deadline 
expires. The FAA may accept a later request for good cause. 

(b) Stay or interim status. Except for an emergency safety action supported by a written current-risk finding, a timely 
request for review presumptively preserves the person’s previously authorized medical and monitoring status pending 
review. The reviewing official must act within five business days on any FAA request to alter that status during review 
and must provide written reasons. Emergency action is subject to expedited review under paragraph (g). 

(c) Review structure. Review must be conducted by a panel or functionally equivalent process that includes— 
(1) An FAA aeromedical physician or authorized official who did not participate in the original decision and is outside the 

original supervisory chain; 
(2) A specialist qualified in the condition at issue who has no material conflict and did not participate in the original 

decision; and 
(3) A qualified clinician selected by the person, who may submit an independent opinion and participate in a case 

conference subject to reasonable procedural rules. 
(d) Record. The panel must receive the complete decisional record, the person’s submission, and any material evidence 

obtained during review. No panel member may engage in undisclosed ex parte factual communication concerning the 
merits. 

(e) Standard and scope. The panel must independently evaluate factual and medical issues, compliance with §§ 67.401 and 
67.403, the relationship between the evidence and current aviation-safety risk, and whether the condition imposed is no 
more restrictive than reasonably necessary. 

(f) Decision. The panel must issue a written recommendation or decision within 45 calendar days after a complete review 
request. The writing must address material contrary evidence and may affirm, reverse, modify, remand, order additional 
narrowly defined evaluation, direct production of records, or direct action by a specified deadline. 

(g) Expedited review. Where the action immediately grounds the person, threatens current employment, follows emergency 
action, or concerns a disputed test result, the panel must issue an initial decision within 10 business days. It may issue a 
temporary protective condition pending a final decision. 

(h) Final agency authority. To the extent required by statute, final action remains with the Administrator or an authorized 
FAA official. A departure from the panel’s recommendation must be issued by an official senior to the original 
decision-maker and must provide a specific written explanation supported by the record. 

(i) No retaliation or adverse inference. Seeking review may not itself support delay, intensified monitoring, rejection of an 
evaluator, or another adverse inference. 

(j) Preservation of other rights. This section does not limit review under § 67.401(i), reconsideration under § 67.409, 
reexamination procedures, National Transportation Safety Board review where available, or judicial review provided by 
law. 

5. Proposed revision to § 67.413 
§ 67.413 Medical records and decisional-record access. 
(a) Whenever the Administrator finds that additional medical information or history is reasonably necessary to determine 

whether an applicant for or holder of a medical certificate meets the applicable medical standards, the Administrator 
may request that information in writing. 
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(b) A request under paragraph (a) must identify the medical or certification issue, the categories of information sought, the 
relevant time period, and why the information is reasonably necessary. The request may not require records unrelated to 
the identified issue, require an unlimited release when narrower information will suffice, or duplicate information 
already in the FAA’s possession without explaining the need for duplication. A request that tolls or extends a decision 
deadline must also satisfy § 67.403(au). 

(c) The Administrator may require a clinical report from an appropriate qualified medical specialist. The applicant or holder 
may select any specialist meeting published FAA qualification standards, subject to § 67.403(r). 

(d) Failure to provide reasonably requested information may result in denial, suspension, or other action authorized by law, 
but the FAA must first provide written notice identifying the deficiency and a reasonable opportunity to cure unless 
current evidence requires emergency action. 

(e) Upon written request, the FAA must provide the applicant or holder the decisional record described in § 67.403(f) 
within 30 calendar days, subject to lawful redaction. 

(f) A person may request correction of a material factual inaccuracy in FAA medical-certification records. The FAA must 
decide the request in writing within 45 calendar days and must mark disputed information while review is pending. 

6. Conforming rules for FAA designees and required evaluators 

The final NPRM should include conforming amendments in Part 183 or another appropriate provision to make 
the qualification, education, disclosure, conflict, data-security, record-retention, complaint, and 
professional-independence requirements enforceable against aviation medical examiners and other FAA 
designees. The conforming rules should replace exclusive HIMS-AME sponsorship with the open 
aeromedical-monitoring qualification described in § 67.403(ax), preserve an optional advanced qualification 
for complex cases, and make the core training and report-preparation materials publicly available. At 
minimum, compliance with §§ 67.403 and 67.411 should be a condition of designation or continued 
authorization. 

7. Conforming protections for air traffic control and general aviation 

The FAA should amend Part 65 as necessary to ensure that air traffic control tower operators who must hold a 
Part 67 medical certificate receive the same procedural protections, monitoring limits, evaluator access, 
record rights, and review protections established in Part 67. For FAA-employed air traffic control specialists 
governed by separate FAA medical-qualification standards, the Administrator should adopt parallel binding 
procedures and initiate additional rulemaking if required. The final rulemaking package should also explain 
the interaction of these reforms with BasicMed and other general-aviation medical-eligibility pathways, 
without expanding Part 67 certification requirements beyond existing statutory authority. 
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APPENDIX C — SUPPORTING RECORD AND EXHIBIT PLAN 

The petition should be filed with a disciplined record. Individual narratives alone will not carry the full 
rulemaking burden, and generalized advocacy should not substitute for data. The following exhibit plan pairs 
official sources, verified pilot evidence, expert analysis, and proposed implementation materials. 

Exhibit 1 — Organizational declaration of Pilots for HIMS Reform. Formation, mission, governance, 
activities, constituency, resources diverted, contacts with affected pilots, and basis for representative 
standing. 

Exhibit 2 — Draft Pilots for HIMS Reform Act of 2026. Complete current draft, clearly labeled as proposed 
legislation rather than enacted law. 

Exhibit 3 — AEROPath technical and governance specification. Eligibility, clinical standards, evaluator 
qualifications, testing, privacy, review, data, completion, conflict controls, and implementation plan. 

Exhibit 4 — Current FAA HIMS Step Down Plan. Official FAA document and authenticated filing copy. 

Exhibit 5 — HIMS drug and alcohol monitoring checklist and FAQs. Current requirements, time-in-phase 
provisions, phase authority, recurring documentation, and reset language. 

Exhibit 6 — Step-down transition materials. Eligibility and procedural rules for transitions between phases. 

Exhibit 7 — Relevant current AME Guide provisions. Substance dependence/abuse, HIMS, psychiatric 
evaluation specifications, certification aids, and disposition tables. 

Exhibit 8 — NTSB Safety Recommendation A-07-43 and FAA response history. Full recommendation, 
safety rationale, implementation history, and current status. 

Exhibit 9 — National Academies 2023 consensus report and highlights. Recommendations to revise Part 
67, individualize care, improve provider criteria, and collect outcome data. 

Exhibit 10 — DOT OIG 2026 HIMS audit announcement. Official announcement and, if available by filing, 
any public status or final report. 

Exhibit 11 — Representative pilot declarations—duration and exit barriers. Verified cases involving 
extended monitoring, completed requirements, favorable evaluations, and inability to obtain a reasoned 
unrestricted-certification decision. 

Exhibit 12 — Representative pilot declarations—step-up and resets. Verified cases involving increased 
testing, new evaluations, backward movement, or phase resets; include complete timelines and agency 
documents. 

Exhibit 13 — Representative pilot declarations—delay. Submission dates, completeness, requests, 
responses, certification effect, employment impact, and ultimate disposition. 

Exhibit 14 — Representative pilot declarations—evaluator access and conflicts. Rejected evaluators, 
limited networks, role confusion, fees, communications, or inability to obtain independent review. 

Exhibit 15 — Representative pilot declarations—religious neutrality and treatment choice. Specific 
requirements, availability of secular alternatives, and certification consequences. Avoid conclusions 
unsupported by documents. 

Exhibit 16 — Authorization letters and step-down decisions. Redacted exemplars showing recurring 
conditions, progression criteria, changes, and stated or unstated reasons. 

Exhibit 17 — FAA record requests and decisional-record responses. Examples of broad requests, delayed 
access, undisclosed evidence, or successful transparent practice for comparison. 
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Exhibit 18 — Addiction-medicine expert declaration. Modern SUD diagnostic framework; distinction between 
legacy abuse/dependence terminology and current diagnostic practice; severity and remission; clinical 
significance of tolerance and withdrawal; treatment individualization; recurrence risk; monitoring 
duration; and appropriate aeromedical exceptions. 

Exhibit 19 — Aeromedical expert declaration. Translation of clinical evidence into aviation risk, certification 
classes, safety-sensitive duties, monitoring design, and unrestricted-certification criteria. 

Exhibit 20 — Toxicology and laboratory expert declaration. Testing methods, frequency, cutoffs, detection 
windows, false positives, confirmation, chain of custody, and dispute process. 

Exhibit 21 — Program-evaluation and statistics declaration. Outcome metrics, comparison groups, 
confounding, data completeness, dashboards, and evaluation design. 

Exhibit 22 — Economic-burden study. Verified direct and indirect costs, distribution by carrier access and 
geography, and possible cost savings. 

Exhibit 23 — Comparative regulatory and professional programs. Physician health programs, military or 
foreign aviation frameworks, and other safety-sensitive monitoring systems, with careful attention to 
material differences. 

Exhibit 24 — P4HR HIMS Voices survey report. Instrument, recruitment, denominator, inclusion criteria, 
missing-data treatment, limitations, anonymized results, and source-document verification subset. 

Exhibit 25 — Proposed rule crosswalk and implementation timeline. Current provision, proposed 
provision, agency action, IT need, training need, and effective date. 

Exhibit 26 — Technical and stakeholder comments. Medical societies, aviation groups, civil-liberties 
organizations, affected families, small operators, individual experts, and other interested persons. Such 
comments may support, oppose, refine, or propose alternatives to P4HR’s technical parameters; P4HR 
does not condition filing of this petition on advance public endorsement. 

Exhibit 27 — P4HR Act 2026 safeguards addendum and section-control sheet. A certified internal crosswalk 
confirming that later-added §§ 512–515 and any future amendments are reflected in the petition, proposed 
rule, and legislative package. 

Exhibit 28 — Institutional-conflict and event-participation record. Publicly verifiable sponsorship, training, 
conference, contracting, or program-affiliation materials relevant to FAA aeromedical policy, presented 
neutrally and without inferring misconduct from participation alone. 

Exhibit 29 — Physician and evaluator declarations. Verified accounts addressing evaluator access, FAA 
communications, clinical independence, case-conference practices, and any alleged pressure or exclusion, 
with supporting documents where available. 

Exhibit 30 — Complaint-process exemplars. Redacted, verified cases showing how hotline, employer, peer, 
anonymous, or third-party complaints entered the medical-certification process, what corroboration existed, 
what notice was given, and what action followed. 

Exhibit 31 — FAA Aeromedical Forum, EAA AirVenture Oshkosh 2026. P4HR archived recording and 
transcription of the public exchange addressing unrestricted certification and the Federal Air Surgeon’s 
indication that the issue was on her list for potential rulemaking. The exhibit is offered to establish the public 
statement and timing context, not to attribute agreement with P4HR’s proposed reforms. 

Exhibit 32 — Diagnostic modernization record. Current §§ 67.107, 67.207, and 67.307; historical rulemaking 
materials; National Academies Chapter 3 and recommendations concerning diagnosis and case 
identification; current federal clinical materials describing the unified SUD framework, severity, and 
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remission; and expert analysis addressing the appropriate aeromedical threshold between a clinical 
diagnosis and present flight-safety risk. 

Evidence-quality rules for supplemental submissions 

1. Separate firsthand facts from inference, opinion, and hearsay. 

2. Use complete timelines and attach the underlying letter, report, test, or email whenever available. 

3. Do not present a disputed diagnosis or evaluator statement as established fact without attribution. 

4. De-identify public exhibits consistently, but preserve unredacted originals under secure control for 
verification. 

5. Avoid cherry-picking. Include examples of appropriate FAA action and successful HIMS outcomes where 
they illuminate which safeguards preserve safety. 

6. State survey limitations, recruitment channels, response rates where knowable, and whether respondents 
are representative of the national population. 

7. Use peer-reviewed literature and consensus reports for clinical claims; use individual declarations to 
show implementation and burden. 

8. Update the record for any final DOT OIG report, FAA policy change, National Academies follow-up, or 
regulatory amendment issued before filing. 
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Exhibit 33 — AME Education and Access Record 

Current FAA AME and HIMS-AME training requirements; accessibility of training; public/private educational 
materials; geographic distribution; proposed open competency-based curriculum; treating-clinician report 
guides. 

Exhibit 34 — General Aviation and Self-Sponsored Access Record 

Case studies and cost/access evidence from GA pilots, independent pilots, rural pilots, small operators, and 
persons without carrier or union sponsorship. 

Exhibit 35 — Air Traffic Control Medical-Qualification Record 

FAA and Part 65 medical standards applicable to tower operators and FAA ATCS; case studies; procedural 
comparisons; proposed parallel safeguards. 

Exhibit 36 — Peer-Support Confidentiality Record 

Evidence concerning peer-support utilization, barriers to help-seeking, confidentiality practices, safety 
exceptions, and effects on early intervention. 

Exhibit 37 — Laboratory Due-Process Record 

Chain of custody, split specimen or retest options, confirmatory methodology, MRO practices, false-positive 
and contamination concerns, and model disclosure packet. 

Exhibit 38 — National Consistency and Decisional Transparency Record 

Anonymized decision comparisons, geographic or office variation, evaluator acceptance patterns, proposed 
public decision-library format, and consistency metrics. 

Exhibit 39 — Algorithmic and Risk-Scoring Transparency Record 

Any FAA risk scoring, classification, automation, or decision-support methods identified through public 
records, FOIA, testimony, or discovery; validation and human-review standards. 

Exhibit 40 — Transition and Implementation Audit Plan 

Model transition review, credit-for-time methodology, existing-case inventory, three-year implementation 
metrics, and proposed public audit template. 

Exhibit 41 — Aeromedical Rights, Help-Seeking, and Anti-Retaliation Record 

Pilot/ATC declarations, peer-support evidence, FAA mental-health materials, and policy literature addressing 
voluntary care-seeking, self-removal, retaliation concerns, compelled admissions, and the chilling effect of 
punitive or opaque certification practices. 

Exhibit 42 — Treatment/Enforcement Firewall and Treating-Clinician Independence Record 

Evidence and professional standards addressing confidentiality, treatment-role integrity, independent 
certification evaluation, clinically necessary disclosures, and effects of enforcement entanglement on candid 
care. 

Exhibit 43 — Cost, Geographic Access, and Telemedicine Record 

Verified costs, travel distances, rural access barriers, self-sponsored burdens, telemedicine evidence, and 
examples of clinically equivalent lower-cost or geographically accessible alternatives. 
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Exhibit 44 — Collateral, Stale Information, and Ex Parte Communications Record 

Redacted examples and professional literature addressing source reliability, anonymous complaints, 
family/employer/peer collateral reports, aging historical information, undocumented oral communications, 
and decisional-record completeness. 

Exhibit 45 — Financial Incentive and Conflict-of-Interest Record 

Disclosed or publicly available referral, ownership, sponsorship, consulting, training, vendor, and fee 
arrangements relevant to monitoring duration, testing utilization, evaluator independence, and private-
program influence. 

Exhibit 46 — Remedies, Emergency Action, and Independent Complaint Process Record 

Comparative administrative procedures and case studies addressing effective remedies for process 
violations, emergency safeguards, independent complaint intake, anti-retaliation measures, and supervisory 
escalation. 

Exhibit 47 — Mental-Health Parity and Coalition-Wide Coverage Record 

FAA mental-health pathways and coalition evidence involving psychiatric, psychological, medication-related, 
neurological, general-aviation, self-sponsored, Part 65 tower-operator, and FAA air-traffic-controller 
populations. 

Exhibit 48 — DOT Drug-Testing and Non-DOT Biomarker Standards Record 

49 C.F.R. Part 40, 14 C.F.R. Part 120, FAA Drug Abatement guidance, FAA HIMS monitoring materials, 
toxicology evidence, and expert analysis comparing DOT collection/laboratory/MRO/specimen-challenge 
protections with HIMS medical-monitoring drug tests and non-DOT alcohol biomarkers such as EtG/EtS and 
PEth. 

Exhibit 49 — BasicMed, Part 61, and Part 120 Conforming-Regulation Record 

Current §§ 61.23 and 68.9, statutory BasicMed provisions, Part 120, 49 C.F.R. § 40.13, and expert/legal 
analysis of downstream effects and system separation. 

Exhibit 50 — Aeromedical Data Governance and Cybersecurity Record 

Applicable federal records, privacy, security, breach-response, access-control, retention, audit-log, 
contractor, and onward-disclosure standards; proposed aeromedical data map and retention schedule. 

Exhibit 51 — Credentialing, Provider Review, and No-Policy-by-Seminar Record 

AME/evaluator credentialing materials, training and removal criteria, seminar/webinar/checklist examples, 
provider-acceptance disputes, and proposed public qualification and appeal standards. 

Exhibit 52 — Change Control, Grandfathering, Successor-Program, and Anti-Evasion Record 

Examples of mid-course requirement changes, phase resets, renamed or successor monitoring structures, 
transition impacts, and model grandfathering/anti-evasion language. 

Exhibit 53 — Independent Random-Testing Administration Record 

Current HIMS random-testing administration practices; independent C/TPA and testing-administrator 
models; randomization, notification, collection-window, laboratory, security, conflict, simultaneous-
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reporting, and audit requirements; geographic-access analysis; and model qualification criteria for person-
selected independent testing administrators. 

Exhibit 54 — Expanded Performance Metrics and Accountability Record 

Model public dashboard, denominator definitions, phase-duration measures, testing distributions, 
unrestricted-certification rates, extension rates, reviewer/provider rejection rates, geographic and self-
sponsored access measures, contractor/designee compliance, and audit methodology. 

Exhibit 55 — De-Identified Clinician Governance, Peer-Review, and Workforce-Capacity Record 

De-identified statements from psychiatrists, psychologists, neuropsychologists, AMEs, addiction specialists, 
and other qualified clinicians concerning informal or changing FAA clinical requirements, access to 
controlling materials, internal clinical staffing and caseload capacity, use of consultants, professional 
independence, and the absence or adequacy of external peer review. Any numerical staffing assertion will be 
separately verified before being presented as fact. 

APPENDIX D — DECLARATION AND DATA-COLLECTION PROTOCOL 

A. Recommended pilot declaration structure 

1. Identity and qualifications: certificate class, ratings, employment sector, and relevant operational 
experience; use a pseudonym only if supported by a separate confidential identity key. 

2. Medical and treatment history: precise dates, diagnoses, evaluator identities, treatment, abstinence or 
remission evidence, and current status. Avoid unnecessary unrelated medical information. 

3. FAA timeline: application, deferral, requests, submissions, Authorization dates, monitoring phases, 
testing frequency, evaluations, renewal, requests for advancement, and decisions. 

4. Evidence of compliance and stability: testing history, reports, operational record, evaluator opinions, and 
any material recurrence or noncompliance. 

5. Challenged action: what changed, who communicated it, the stated reason, documents received, and 
what information was unavailable. 

6. Efforts to obtain review or clarification: dates, recipients, responses, and outcome. 

7. Burden: itemized direct costs, travel, time, lost work, insurance or employment effects, and family impact. 
Distinguish documented amounts from estimates. 

8. Requested systemic reform: identify the specific proposed safeguard that would have improved accuracy, 
timeliness, or safety. 

9. Verification: declare under penalty of perjury that the facts are true and correct; identify attached exhibits 
and any redactions. 

B. Core data fields for the P4HR evidence database 

• Unique anonymized case identifier; certificate class; operation type; carrier-HIMS access; geographic 
region; 

• Condition category; diagnosis source; diagnosis severity; safety event, if any; treatment start; 
documented recovery start; 

• First FAA intervention; application date; completeness date; initial decision date; initial Authorization 
date; 
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• Monitoring phase dates; testing frequency by year; required evaluations; support or meeting 
requirements; 

• Phase advancement requests and outcomes; intensification events; stated reasons; new evidence 
identified; 

• Relapse or clinically significant recurrence; administrative withdrawal; phase reset date and basis; 

• Unrestricted-certification request date, evidence, outcome, reason, and review; 

• Direct cost by category; travel; lost work; employer support; insurance reimbursement; 

• Record-access request and response; independent evaluator proposed and accepted or rejected; 

• Current status and final disposition. 

C. Suggested expert questions 

• Which factors best predict present aeromedical recurrence or impairment after treatment and sustained 
remission? 

• How should monitoring intensity change over time as evidence of stability accumulates? 

• What evidence supports or contradicts fixed five-, two-, and one-year maximums? 

• What narrowly defined findings should permit an extension, and for how long? 

• What is the safety value of continued special issuance after a pilot meets ordinary Part 67 standards? 

• How should a regulatory framework distinguish diagnosis, hazardous use, recurrence, administrative 
noncompliance, and laboratory error? 

• Which testing methods, cutoffs, confirmation procedures, and frequencies are scientifically supportable? 

• What evaluator-independence and conflict controls are standard in comparable settings? 

• What outcome data are required to evaluate HIMS and an alternative pathway fairly? 

• Which HIMS or certification-related drug tests currently fall outside 49 C.F.R. Part 40, and which Part 40 
protections can be adopted without compromising legitimate medical-monitoring purposes? 

• For EtG/EtS, PEth, and other non-DOT alcohol or abstinence biomarkers, what detection windows, cutoffs 
or interpretive thresholds, confirmatory methods, confounders, and uncertainty limits should govern 
aeromedical use? 

• What safeguards are necessary to prevent a non-DOT medical-monitoring result from being treated as the 
functional equivalent of a DOT violation without equivalent analytical and procedural protections? 

• What governance structure best preserves true random testing while separating scheduling and 
randomization from the monitoring AME, treating clinicians, evaluators, employers, unions, and treatment 
programs? 

• What qualification, audit, cybersecurity, conflict-of-interest, geographic-access, and simultaneous-
reporting standards should apply to independent testing administrators selected by the covered person? 

• What federal records-retention and privacy controls are appropriate for long-term aeromedical monitoring 
data, and when should stale information be archived or removed from active decisional use? 

• What metrics best reveal whether transition, grandfathering, self-sponsored access, and unrestricted-
certification pathways are functioning as intended? 
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D. Redaction and privacy protocol 

Public declarations should remove names, certificate numbers, exact birth dates, home addresses, personal 
telephone numbers, unrelated medical details, and third-party identifiers unless the declarant knowingly 
elects public attribution. Dates central to the timeline should ordinarily remain unless a narrower date range 
can preserve evidentiary value. P4HR should maintain a secure unredacted source file, a redaction log, and 
written consent describing public use. 
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APPENDIX E — TECHNICAL RECORD, SUPPLEMENTATION, AND EVIDENTIARY 
INTEGRITY 

P4HR submits this petition on the present public and organizational record because the requested regulatory 
architecture is independently ripe for FAA consideration and because FAA leadership has publicly indicated 
that related issues may enter the agency’s rulemaking agenda. P4HR will continue developing the technical 
record and requests that the FAA accept appropriate supplemental submissions while the petition is pending 
and in any resulting rulemaking docket. 

Medical and scientific participation 

P4HR does not attribute endorsement to clinicians who have provided private input and does not require a 
named physician or psychologist to sponsor this petition. The proposed SUD diagnostic modernization, 
monitoring periods, testing safeguards, remission concepts, and clinical definitions are regulatory proposals 
to be examined against current evidence. P4HR invites independent addiction-medicine physicians, 
psychiatrists, neuropsychologists, aerospace-medicine physicians, toxicologists, researchers, and other 
qualified professionals to submit their own comments, data, critiques, or alternative standards directly to the 
FAA docket if and when public comment is available. 

Scientific record development 

P4HR intends to prioritize peer-reviewed literature, federal consensus reports, validated testing standards, 
and transparent outcome data. Where available evidence supports a range rather than a categorical clinical 
threshold, P4HR supports use of a rebuttable presumption or evidence-based performance standard that 
preserves individualized safety determinations. 

Evidentiary verification 

Any individual case study submitted by P4HR should identify the source record, distinguish established fact 
from declarant statement or disputed allegation, disclose material contrary information known to P4HR, and 
redact protected personal information consistently. Public FAA materials and other web-based sources 
should be archived in stable form where practicable. 

Legal and regulatory currency 

P4HR has verified for this filing that §§ 67.403 and 67.411 remain reserved and that Part 11 continues to 
authorize petitions requesting adoption, amendment, or repeal of regulations. If the FAA amends Part 67 or 
opens a related rulemaking after this filing, P4HR requests that the petition be treated and cross-referenced 
in accordance with 14 C.F.R. § 11.73. 

Organizational representation 

This petition is submitted by Pilots for HIMS Reform, Inc. as an organizational petitioner. It speaks for P4HR’s 
proposed policy framework and does not purport to bind or attribute agreement to every coalition participant, 
supporter, clinician, pilot, or other stakeholder who may have communicated with the organization. 

Professional education and population-specific validation 

P4HR requests specific comment and technical evidence on: (1) the competencies needed for any AME to 
perform routine aeromedical monitoring; (2) which complex functions require specialist or advanced 
qualification; (3) how public training materials can guide treating clinicians without compromising secure test 
content; (4) access and cost differences for general-aviation and self-sponsored pilots; (5) the medical-
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qualification framework for FAA air traffic controllers and Part 65 tower operators; and (6) transition rules that 
preserve safety while eliminating closed-network gatekeeping. 

DOT testing and biomarker validation 

P4HR specifically requests technical comment comparing HIMS/certification monitoring with the federal 
DOT/FAA workplace-testing framework. The rulemaking record should distinguish tests legally conducted 
under 49 C.F.R. Part 40 from non-DOT medical-qualification testing under § 40.13(e), identify which Part 40 
protections should be mandatory whenever an aeromedical decision imposes comparable consequences, 
and establish separate validated standards for EtG/EtS, PEth, and other clinical biomarkers that Part 40 does 
not define as DOT test results. 

APPENDIX F — PRINCIPAL AUTHORITIES AND SOURCES 

The following principal authorities and sources were used to prepare this filing. Web-based regulatory and 
policy materials were rechecked against sources available on August 19, 2026. P4HR requests consideration 
of later superseding authorities and reserves the right to submit them as supplemental material. 

Statutes and regulations 
5 U.S.C. § 553(e) — right to petition for issuance, amendment, or repeal of a rule. 

https://uscode.house.gov/view.xhtml?edition=prelim&num=0&req=granuleid:USC-prelim-title5-section553 
5 U.S.C. § 555(e) — prompt notice and brief statement of grounds for denial of a written application, petition, or request. 
49 U.S.C. §§ 40113, 44701, 44702, 44703, and 44709 — FAA rulemaking, safety, certification, and reexamination authority. 

https://uscode.house.gov/view.xhtml?edition=prelim&path=/prelim@title49/subtitle7/partA/subpart3/chapter447 
14 C.F.R. §§ 11.61, 11.63, 11.71, 11.73, and 11.75 — petitions for rulemaking. https://www.ecfr.gov/current/title-14/chapter-

I/subchapter-B/part-11/subpart-A 
14 C.F.R. Part 67, including §§ 67.107, 67.207, 67.307, 67.401, 67.403, 67.407, 67.409, 67.411, and 67.413. 

https://www.ecfr.gov/current/title-14/chapter-I/subchapter-D/part-67 

FAA materials 
Federal Aviation Administration, Guide for Aviation Medical Examiners, current version as of filing. 

https://www.faa.gov/ame_guide 
FAA, Substances of Dependence/Abuse (Drugs and Alcohol). https://www.faa.gov/ame_guide/abuse_dep 
FAA, HIMS Step Down Plan (updated Sept. 29, 2021). https://www.faa.gov/ame_guide/media/HIMSAMEStepDownPlan.pdf 
FAA, HIMS AME Checklist — Drug and Alcohol Monitoring Recertification. 

https://www.faa.gov/ame_guide/media/HIMS_Drug_Alcohol_Monitoring_Checklist.pdf 
FAA, Drugs and Alcohol Monitoring and HIMS FAQs. 

https://www.faa.gov/ame_guide/media/DA_Monitoring_Programs_and_HIMS_FAQs.pdf 
FAA, HIMS AME Step Down Transition Information and Supplement. https://www.faa.gov/ame_guide/media/HIMS-

Step_Down_Transition_Info.pdf 
FAA, Find an Aviation Medical Examiner (AME) — HIMS AME Listing; explaining that HIMS AMEs provide sponsorship and 

monitoring when required for medical certification. https://www.faa.gov/pilots/amelocator 
FAA, Advanced HIMS Aviation Medical Examiner Recurrent Training; describing restricted recurrent training for FAA-designated 

HIMS AMEs. 
https://www.faa.gov/other_visit/aviation_industry/designees_delegations/designee_types/ame/ametraining/hims 

FAA, AME Online Training; describing baseline FAA training requirements for prospective AMEs. 
https://www.faa.gov/node/69286 

FAA, Air Traffic Controller Qualifications — Medical Requirements for Air Traffic Control Specialist Applicants and Employees. 
https://www.faa.gov/air-traffic-controller-qualifications 

14 C.F.R. Part 65, Subpart B — Air Traffic Control Tower Operators, including the second-class medical-certificate requirement 
for covered non-FAA tower operators. https://www.ecfr.gov/current/title-14/chapter-I/subchapter-D/part-65/subpart-B 
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14 C.F.R. § 61.23 — medical certificate and U.S. driver’s-license requirements, including operations conducted under 
BasicMed-related provisions. https://www.ecfr.gov/current/title-14/chapter-I/subchapter-D/part-61/subpart-A/section-
61.23 

FAA, Mental Health and Aviation Medical Clearances Rulemaking Committee materials addressing barriers affecting pilots and 
air traffic controllers. https://www.faa.gov/regulationspolicies/rulemaking/committees/documents/mental-health-and-
aviation-medical-clearances 

49 C.F.R. Part 40 — Procedures for Transportation Workplace Drug and Alcohol Testing Programs, including §§ 40.13, 40.27, 
40.210, 40.307, 40.329, and Subpart Q. https://www.ecfr.gov/current/title-49/subtitle-A/part-40 

14 C.F.R. Part 120 — Drug and Alcohol Testing Program. https://www.ecfr.gov/current/title-14/chapter-I/subchapter-G/part-120 
U.S. Department of Transportation, Office of Drug and Alcohol Policy and Compliance, Procedures for Transportation 

Workplace Drug and Alcohol Testing Programs. https://www.transportation.gov/odapc/part40 
FAA Advisory Circular 120-126A, Guidelines to Establish, Implement, and Maintain a DOT/FAA Drug and Alcohol Testing 

Program (Apr. 8, 2025). 
https://www.faa.gov/regulations_policies/advisory_circulars/index.cfm/go/document.information/documentID/1043757 

FAA, Drug and Alcohol Monitoring Recertification Aid; identifying random unannounced HIMS monitoring and preferred urine 
EtG/EtS, PEth, or mobile alcohol monitoring. 
https://www.faa.gov/ame_guide/media/Drug_Alcohol_Monitoring_Recertification_Aid.pdf 

Independent federal and consensus sources 
National Academies of Sciences, Engineering, and Medicine, Substance Misuse Programs in Commercial Aviation: Safety First 

(2023), doi: 10.17226/27025. https://www.nationalacademies.org/projects/DBASSE-BBCSS-22-01/publication/27025 
National Institute on Alcohol Abuse and Alcoholism, Alcohol Use Disorder: A Comparison Between DSM–IV and DSM–5; 

describing the transition from separate abuse/dependence diagnoses to a unified alcohol use disorder with graded severity. 
https://www.niaaa.nih.gov/publications/brochures-and-fact-sheets/alcohol-use-disorder-comparison-between-dsm 

Substance Abuse and Mental Health Services Administration, National Survey on Drug Use and Health methodological 
materials; using DSM-5 substance-use-disorder criteria and mild, moderate, and severe classifications. 
https://www.samhsa.gov/data/ 

Department of Transportation, Office of Inspector General, Audit Initiated of FAA’s Oversight of the Human Intervention 
Motivation Study (HIMS) Program, Project No. 26A3004A000 (Mar. 19, 2026). https://www.oig.dot.gov/library-item/47225 

National Transportation Safety Board, Safety Recommendation A-07-43 and associated correspondence. 
https://data.ntsb.gov/carol-main-public/sr-details/A-07-043 

Administrative-law authorities 
Motor Vehicle Manufacturers Association v. State Farm Mutual Automobile Insurance Co., 463 U.S. 29 (1983). 
United States ex rel. Accardi v. Shaughnessy, 347 U.S. 260 (1954). 
Morton v. Ruiz, 415 U.S. 199 (1974). 
Appalachian Power Co. v. EPA, 208 F.3d 1015 (D.C. Cir. 2000). 

P4HR source 
Pilots for HIMS Reform, Pilots for HIMS Reform Act of 2026 (current legislative proposal; not enacted law), 

https://pilotsforhimsreform.org/?page=p4hr-act-2026.html; and P4HR archived recording/transcription of the FAA 
Aeromedical Forum, EAA AirVenture Oshkosh 2026, concerning unrestricted certification and potential rulemaking. 

14 C.F.R. Part 68, including § 68.9 — BasicMed special-issuance process and substance-dependence cross-
reference. https://www.ecfr.gov/current/title-14/chapter-I/subchapter-D/part-68 

49 C.F.R. § 40.13 — separation of DOT and non-DOT drug and alcohol tests; non-DOT medical-qualification 
tests do not carry Part 40 consequences. https://www.ecfr.gov/current/title-49/subtitle-A/part-40/section-
40.13 

49 C.F.R. § 40.27 — prohibition on requiring consent, release, waiver of liability, or indemnification in the DOT 
testing process. https://www.ecfr.gov/current/title-49/subtitle-A/part-40/section-40.27 

49 C.F.R. § 40.329 — employee access to drug- and alcohol-testing records and laboratory data packages; 
cited as a procedural benchmark, not as a rule directly governing non-DOT aeromedical tests. 
https://www.ecfr.gov/current/title-49/subtitle-A/part-40/subpart-P/section-40.329 
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49 C.F.R. §§ 40.31–40.35 — collector qualifications and conflict safeguards for DOT drug testing. 
https://www.ecfr.gov/current/title-49/subtitle-A/part-40/subpart-C 

49 C.F.R. §§ 40.341–40.345 — service-agent compliance and intermediary functions. 
https://www.ecfr.gov/current/title-49/subtitle-A/part-40/subpart-Q 

FAA, BasicMed — conditions requiring a one-time special issuance, including substance dependence within 
the previous two years as defined in § 67.307(a)(4). 
https://www.faa.gov/licenses_certificates/airmen_certification/basic_med 
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