Chinese Simplified
INSTRUCTION SHEET - Person with a Disability HOLO Card Application

/ HEATT—EEATHOLOFHIER

AFEFEEAL HOLO FREFENHIFRE, FREALHEXADANEERE/ AR, MEEIAIRE.
iR, WEEEBRERBHARRS, UBTEEENAREARENE R FTHITOENELREINEUE
MERBH AR AL,

7fEA L HOLO FRmHTransit Pass Office (ARBRNAE) EMEILRAS (/RSB HRIFFEIE ABAR
BEMENEEEALHERER L,
RIBARAE (BRARXTIEEFPIES, A NERREREREK)

B1HD: REAER
lafT: TRESE2H (% 4. PEHE4%ES)

1b 17: ITRESEEMIE (&, Wi, M. HEZRD)

Tc1T: TEHESXSMBIESHE, MELIESHE, WS "NONE™  (F)

1d17: TRESHAHE (B, B, F) .

B8R HRIEATE™

2a 1T: BAEFEAESEL (VA) KEEH: BREITHRT 40% HESHE—ZENRBET,
HERERDZEERN: ERRUBESRERERE (SSDI) BHMRRER.
EEALEZEIFIE: 18R DCAB REMNBERITFAIES M IR,
HbE: TR, ERBMHEIA.

2b 17: BIBEANETREZUALTEITEESHEE "HB4500: RESFIHE DURHIIS AR FREE.

* FH65 AT BHRIBEREEEA HOLO +o

** RiW65 A% REFRETT R (Medicare) R A IBEBIERTEFSEST R (Medicare) HOLO .

%5 3 #b9r: AALURERERTT(E B RV IEA R AAHIRAY

s, ERASHEE

HEALTH CARE PROFESSIONAL INSTRUCTIONS (use black or blue ink only)
ErREET Al A TiitEA

Section 4: Supporting Evidence of Disability by a Health Care Professional

Section 4 shall be completed & signed by a Health Care Professional licensed in the State of Hawaii as defined in
HRS §451D-2. Certification of disability shall only be in the field(s) covered by the relevant Medical License. Health
Care Professionals defined in HRS §451D-2 and recognized by the Department of Transportation Services
includes physicians (HRS §453), naturopathic physicians (HRS §455), advanced practice registered nurses (HRS
§457), podiatrists (HRS §463E), and psychologists (HRS §465).

\ INSTRUCTION SHEET — Person with a Disability HOLO Card Application
4 BEATT—JXEA T HOLO FHIER

¥ HEALTH CARE PROFESSIONAL INSTRUCTIONS continued from page 1
Line 4a: Print applicant’'s name. Lines 4a1 or 4a2: Select the Applicant’s qualification category.

Line 4b: Diagnosis and description of disability/condition to certify Line 4a1 or Line 4a2 (do not write code only).

Specify the disability based on medical evidence to clearly demonstrate the Applicant’s inability to effectively use
the city’s transit system without significant difficulty or special facilities, planning, or design.

Listing only symptoms (ie: weakness, leg pain) or general category of condition (ie: heart condition, mobility
condition) are not acceptable.
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Non-qualifying conditions may include but are not limited to: Financial need; temporary durations less than one
month; limited-english proficiency, pregnancy; obesity; contagious diseases; substance/alcohol abuse/addiction;
mental health conditions with subjective criteria or symptoms that are difficult to measure, in remission, or with
indeterminate diagnosis; attention deficit disorder/attention deficit hyperactivity disorder.

Line 4c: Describe the special facility, planning, or design that the Applicant needs to effectively use the city’s
transit system due to the disability/condition specified in 4b.

Line 4d: Indicate if the Applicant’s disability is Permanent or Temporary. For Temporary disabilities,
indicate the expected duration in months not to exceed 24 months and not less than 1 month.

Box 4e: Print Name, Address, Phone No., License No., License Type, License Expiration Date.
Use Agency stamp to identify Agency or Print Agency Name if Agency does not have a stamp.
Signature of Health Care Professional to certify the Applicant’s qualifying disability on this
Application and date of signature. Digital signatures and faxed copies are not accepted. Transit
Pass Office may conduct follow-up verification of signature.
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APPLICATION for a PERSON WITH A DISABILITY HOLO CARD
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£ 1857: FEASE (FAXXIEFTEES, A UEAREBKEREK)

1a. Applicant’s Name:

CIINCZY LAST # FIRST % MIDDLE INITIAL ~ H)E& 45
1b. Address:
#dk CITY STATE ZIP CODE HBB4#t5
1c. Phone Number: ( ) 1d. Birth Date:
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BEME, HOLO F&kit,
BABENEBEXRRBERE 4 BLOPFHOXTFEANETER.

Applicant's Signature RIEAZS Date RH#A

Parent/Guardian's Signature if Applicant is under 18 Relationship/Authority, if other than the Applicant ~ Date

RE/EIPAEE (MMRBFEAKRK 18 %) KE/Z GIFERIBAN) HEA
FOR OFFICIAL USE ONLY - DO NOT WRITE IN THIS BLOCK AT FH—iEZELAIEFIES
Health Care Professional License No: Type: Expiration Date:
Health Care Professional Signature Verification: [ Sample on File 1 Follow-up with Agency [ Other
O Application Processed: 00 Permanent [ Temporary: _____months O Resident 0 Non-Resident
HOLO Card: Expiration Date: HCP Section 4 Date:
Amount Paid $ 0 Card Fee, O Stored Value, O Monthly Pass, O Annual Pass
O Application Not Processed: Reason:
Signature: Date:
(PROGRAM COORDINATOR)

£ 4 O BHEFFREE I AL5EEIES (use black or blue ink only)

(Section 4 instructions on pages 1-2 of Application Instruction Sheet)

SECTION 4: SUPPORTING EVIDENCE OF DISABILITY BY A HEALTH CARE PROFESSIONAL

The Department of Transportation Services recognizes Health Care Professionals defined under HRS §451D-2
who are licensed to practice in the State of Hawaii and includes physicians (HRS §453), naturopathic physicians
(HRS §455), advanced practice registered nurses (HRS §457), podiatrists (HRS §463E), and psychologists (HRS
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§465). Supporting evidence of disability shall be only in the fields covered by the Health Care Professional’s State
of Hawaii License.

4a. | certify that (Applicant’s Name) has a
disability/condition under one of the following categories and requires special facilities, planning, or
design to effectively use the city’s transit system without significant difficulty.

O 4a1. The Applicant by reason of illness, injury, congenital malfunction, or other permanent or temporary
incapacity or physical or mental disability, is unable, without special facilities or special planning or design, to
utilize the city transit system.

O 4a2. The Applicant has an incapacity or disability that results in the inability to perform one or more of the
following functions necessary for the effective use of the city’s transit system without significant difficulty:
O Negotiating a flight of stairs, escalator or ramp;
O Boarding or alighting from a city transit vehicle;
O Reading informational signs (vision acuity related), or
O Walking more than 200 feet.

4b. Diagnosis & Description of Disability (to certify checked box above — do not write code only)

4c. Specify the special facility, planning, or design the Applicant needs to use city transit.

4d. O Permanent or [ Temporary: Expected duration of disability: months.
(maximum 24 months)
4e. Health Care Professional Certification. As a Health Care Professional duly licensed in the
State of Hawaii, | understand that falsely certifying the Applicant’s disability/condition for the
purposes of this application form are grounds for Licensing sanctions under HRS Chapter 436B.
Name: Phone No: ( )
License No: License Type: License Expiration Date:
Agency (Stamp):
Address:
City State Zip Code
Signature: *Date:
*Applications will be rejected if submitted after 30 days of this date.

Only unaltered original, completed, and signed applications are accepted for processing.
No copies, faxes, or digital signatures.
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