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Section 4: Supporting Evidence of Disability by a Health Care Professional (HCP)
(complete Application Form using black or blue ink only)
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¢ The Disability Reduced Fare Program is not an ADA requirement and does not follow the ADA definition
of an individual with a disability.

¢ Having a disability alone & completing Section 4 does not assure that the Applicant (Patient) will be
eligible for the disability reduced fare program.

e HCP shall be licensed in State of Hawaii and certify disabilities only that the HCP is qualified & licensed
to diagnose.

e Acceptable License Types APRN, LCSW, MD, PSY, PT, OT.

Line 4a: Read and Print your Patient’s first and last name.

Line 4b: Diagnosis and Description of How the Disability Impacts Applicant’s Ability to Use the
Public Transit System (do not write code only).

e Specify & describe the diagnosis based on medical evidence to clearly demonstrate how
the disability impacts the Patient’s functional ability to use public transit without significant
difficulty/reliance on the accessibility features in the city’s transit system.

e Listing only symptoms (ie: weakness, leg pain) or general category of condition (ie: heart
condition, mobility condition) are not acceptable.

« Non-qualifying conditions may include but are not limited to: Financial need (low income
reduce fare program available-see Section 2** above); temporary durations less than
three (3) months; limited-English; conditions with subjective criteria or symptoms that are
difficult to measure.

Line 4c: Indicate if the disability is Permanent or Temporary. For Temporary disabilities, indicate
the expected duration in months not to exceed 24 months and not less than 3 months.
Box 4d: Print HCP Name, Address, Phone No., License Type & Number, License Expiration Date.
Use Agency stamp to identify Agency or Print Agency Name if no Agency stamp.
HCP signature to certify Applicant is their patient & information provided is true & correct.
Digital signatures and faxed copies are not accepted.
Date of signature.

Transit Pass Office may conduct follow-up verification of signature.
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SECTION 4: SUPPORTING EVIDENCE OF DISABILITY BY A HEALTH CARE PROFESSIONAL (HCP)
(See Instruction Sheet Side 2)

e For the purpose of this disability reduced fare program, a person with a disability does not follow the
ADA definition for a person with a disability and is not an ADA requirement.

HCP shall be licensed in the State of Hawaii.

HCP shall certify disabilities only that the HCP is qualified & licensed to diagnose.

HCP shall certify disabilities based on medical evidence.

HCP certification of a disability does not assure that the Applicant will qualify for the disability
reduced fare program.

4a. | certify that the Applicant (Name)
e is my patient,
e is diagnosed with a disability which makes it significantly difficult to perform functions necessary to
effectively use the city’s transit system,
¢ s reliant on the accessibility features in the city’s transit system - disability impacts functional ability
to use public transit service without such accommodations.
4b. Diagnosis & Description of How the Disability Impacts Applicant’s Ability to Use the Public
Transit System (do not write code only - see Instruction Sheet Side 2).

4c. 0 Permanent or 0 Temporary: Expected duration of disability: mos. (not less than 3 mos. &
no more than 24 mos.)

4d. HCP Certification. As an HCP duly licensed in the State of Hawaii, | certify: 1) the Applicant is my
Patient, 2) | completed this application with true & correct information. 3) | understand that providing false
information are grounds for Licensing sanctions under HRS Chapter 436B.

Name: Phone No: ()
License No & Type: Expiration Date:
(Acceptable Types: APRN, LCSW, MD, PSY, PT, OT)
Agency (Stamp):
Address:
City State Zip Code
Signature: *Date:

*Applications are void 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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