Chinese Simplified
APPLICATION INSTRUCTION SHEET - DISABILITY REDUCED FARE PROGRAM*
RERAT—REALTEERN TR
WAE 1 ( REAZA)
R RENITRIFE (REBRKEAER) (ADAWER,

B18y AEAGE (ERAREREBERK)
1afT . IREEM, £, FEBHEE 1b 1T IREEMI (#E, HWH, M., HHRED )
1c 1T : IREEXSHBESE (MEBFSHE , WEL(NONE) ) 1d{T: IEEEAR, H. F,

s
s

B2Hy : AEAHEE

2a 1T : T U AENERE , BOERERERNE 4 39 , FHEATEIEAIXHAERRE Transit Pass Office ( 2432
BEIAE)

BETABS VAR | WIRTEA VA B | SRRITRN 0%REBHE B,

HAREEEFERERBRI(SSDI) : ERRMEN SSDI WERBEH

FFE A TEEF AL : H1R DCAB A H A T AE &4 R4

BigE - THAXH , AR BRBEIA.

2b 1T : BEANETREETLAL(HCP)RRINE, SBE 482 HEHBMH,

o FMUEREALEBRZMITRIME , AT AR A £ (Person with a Disability) & 1& ADA X1 5&EA LHE X ,
th3HIE ADA HER,

e NERBEEREATHARIFBEAEEEREZZEREALREZEN.

o FEAHFAHEBTUMEEALRRENENEDZEEKR,

o MRXTHREMNIIFIEAWIERRBFAFERE , FIARTZEN HOLO .

* FH 65 AFHNA - BIERBRENEBEA HOLO +,

** K% 65 B MNELIBEST RIS (Medicare) FF A : BiEEZEZENEKIBEST R (Medicare) HOLO .

** BRIE AP SS| BRHAESEBAER : BFEEBARFERN HOLO + ( 15 808-768-7065 T f#iF1E )

F3# : AUBBESTEENREAFHARKX

Hik, LEASEHBH

BiEERF (ENARERECEKEERERER)

#E3& B % Transit Pass Office ( ARBENMNE ) RRETEEE/ZEZNRER.

ik ;<7 B3 FAv(Kalihi Transit Center)—— F#f(Middle St)Fl-+ 315 £ 15 20 B (Kamehameha Hwy) & A8 A4 ; BiF
518 : 808-848-5555 (B % 5).

MARtE : BA—REE , L4 7:30 T 4:00 , B AKE ( FHPERFBERRETF T4 3:30)

DRERNRKR, TEALSENHETLBUSHE,

TESSNE, FEHBFESR,

MRBAFFTE , ROFBIEASMY. BOEH, 8, BT 4d 5EH HCP FIE R BB/ 30 MFHERERX , FENTTFF
B,

FEHTRESFERNTREMIGGIAS S, HEBRERRERSD , U0 BR, NEMEH. PR, XkAB
RINEERS ML, BRIBNTNENELIEG NI, X ERAEEZES G TETEREMNE Gt Z R,
REFULSHERA TR

wHREEBALTRBEZEN HOLO FEAREFTERMHNRIEA, £ 2aBoBRERERHNLKAHENE ; F 4 HHHE
BEMHEUAT 4d FEFH HCP FRER ] (A 5%KE BN 4 F ; Eot&E  HIRN 4c 17, )

NRREABBENTHSABEZIRMA LAREYN , REATHRERH LR,

(Details on side 2 / 15 .7TH 2 )
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Chinese Simplified
APPLICATION INSTRUCTION SHEET - DISABILITY REDUCED FARE PROGRAM*
RiFRAR - REALERRN TR
Side 2 (Health Care Professional Instructions & Appeal Process)

TE2 ( BETRETLALTAN LiFRE )

*HWRRENITRHIE (EBRKEAERE) (ADA)BWER.

Section 4: Supporting Evidence of Disability by a Health Care Professional (HCP)
(complete Application Form using black or blue ink only)

E 480 B RET WAL HCPRHNBEXREENZIFIEE (BRARLRECEKTRIEERER)

¢ 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.

¢ 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).

¢ 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.

RiFALFERF
MRRBEAWBENTRHERREZHBEALEBERZN , FEATNRERE LiF, BEARERE QRN 30 M
71 B AR 808-768-8370 B &% B FHE 4= thebusstop@honolulu.gov Bx Rz 5 BRSZB(DTS) , LAZREVIATIR L i
M5B

HEBBBEN  RFENFFERTRARFEANEARSITE 1 A% A’ (For official use)iE
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Chinese Simplified

APPLICATION FORM - DISABILITY REDUCED FARE PROGRAM*
Rk — REALHARNITR
NH1(HRBEATESE ENARBHEGSSEK)
HERENITRHE (EERKEAZER) (ADAKER,
NRBEINE (Transit Pass Office) 1L T+ /71 B2y AU (Kalihi Transit Center) —
R (Middle St.)FF £ EMK 22 (Kamehameha Hwy.) TheBus & IRS ( 808-848-5555 Bi% 5 )

F1%50 : AEAGE (FRHAR —TAE1)

HiFAME:
1a. Applicant’s Name:
LAST/#t FIRST/% MIDDLE INITIAL/ S iE & B E
ik
1b. Address:
CITYSH T STATE/M ZIP CODE/HB B4 3
BESH: 4 B H#:
1c. Phone Number: ( ) 1d. Birth Date:

MONTH, DAY, YEAR/ B, B, &

B2 . BIEARKE — RQik2ami2bB o PR —(DWNEE
BiEAEH 65 A , HiEEFEARBREN HOLO ~.
BiE A K #65/8 % KM BX FBEST IR B (Medicare) i~ A , BRIBEXIBEEST IR (Medicare) R 2 EHTHOLOF,
BiE AGMSSIERRFSEBAER | REHERKARZERZNHOLOF ( 1588808-768-7065 T fi#1¥1E )
BRIEARK 65 BF —EFRAi%E 2a 2 20 P —()DNHE (BEFHHTPHER )
2a. [ IBUREFE ASHF (VAL 2R EZRERE(SSDI) &R,
O #EDCABMAMNBERERRMIAEEA L FZEIF AL,
O A&RE (B, B/F ),
2b. O BRRXHAETRERTUAT(HCP)EEEEHZ LN EITS .
o REBBFRENNRETEBADAXFELE A LHE Lo
o HCPINEHTRIEFEAFEABEZEEALTHERN.
FI3Ho : AUBBRESTES M HEAFHMNRN

RAHIA 1 1) HCP £ 4 #0 A EEBERNIAMEH FBHRIERAABTEBEZRRBERNIT ; 2) ERESETELKERAAN
HERM HOLO FEM ; 3) MRAANBREFTEIRR T HCP 7 4d FFFE AR 30 M BERER , RANWBRBEFLEE,

FABDBBRES 4 BIPHXTEANETTER.

REAZS =R

RBEFALER (MRABARFE18F ) KRB (WMFEREAN ) =R

FOR OFFICIAL USE ONLY - DO NOT WRITE IN THIS BLOCK A% A——EQEWFEFEE

O Applicant Eligibility Approved. O Resident [0 Non-Resident Amount paid: $

O Application Not Processed: Reason:

Notes:

Processing clerk: Date:
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Chinese Simplified
APPLICATION FORM - DISABILITY REDUCED FARE PROGRAM*

F i R—EME A LR S R0 iR
Side 2 (to be completed by the Health Care Professional using black or blue ink only)
TH2 (HETREZULATTEREE  BNARRHEGEK)

*HE SRR R IFE (REBRKEALER) (ADANER,

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 O 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.

Revised 03/01/2024



