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Signature:

(PROGRAM COORDINATOR)

Date:
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8a. | certify that (Applicant’s Name) gualifies for TheBus
Person with Disability Identification Card or Pass under one of the following categories:

O The Applicant by reason of iliness, injury, advanced age, congenital malfunction or other
permanent or temporary incapacity or disability, is unable without special facilities or special
planning or design to utilize the city bus system as effectively as a person who is not so
affected.

0O The Applicant has a physical or mental disability which clearly demonstrates that the person
experiencing such disability is unable, without difficulty or assistance, to utilize the city bus
system.

O The Applicant has an incapacity or disability which results in the inability to perform one or more
of the following functions necessary for the effective use of the city bus system's facilities
without significant difficulty (check all that apply):

O Negotiating a flight of stairs, escalator or ramp;
O Boarding or alighting from a city transit bus;

O Reading informational signs; or

0O Walking more than 200 feet.

8b. Description of Disability:

(to certify checked box above — do not write code only)

8c. OPermanent or O Temporary (Expected duration of disability: months.)

8d. Health Care Professional Certification. As a Health Care Professional duly licensed in the
State of Hawaii, | understand that falsely certifying that the Applicant is qualified for the purposes
of this application form are grounds for Licensing sanctions under HRS 436B.

Name: Phone No: ( )

Agency (Stamp): License No:
Address: License Expiration Date:
City: State: Zip Code:
Signature: *Date:
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8a. Certify Applicant’s disability by checking the appropriate category box.

8b. Describe disability to certify the category box checked in 8a (do not write disability codes only).

8c. Indicate if the Applicant’s disability is Permanent or Temporary. For Temporary disabilities indicate the
expected duration in months.

8d. Print Name, Address, Phone No., License No., and License Expiration Date.
Use Agency stamp to identify Agency or Print Agency name if Agency does not have a stamp.
Signature to certify the Applicant’s qualifying disability on this Application & date of signature.
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