[image: ]PHYSICIANS STATEMENT OF MEDICAL DISABILITY ELIGIBILITY

 Print Applicants Name_________________________________ 
MUST BE COMPLETED BY QUALIFYING PHYSICIAN OR LICENSED HEALTH CARE PROVIDER TREATING YOU FOR THIS CONDITION 
To qualify for Metro’s Reduced Fare Program, your client/patient listed on the application must have physical or mental condition(s) that fall within the medical eligibility criteria listed below that substantially limits a major life activity, such as caring for one’s self, walking, seeing, hearing, speaking, breathing, learning and/or working, and that further meets the legal standard for reduced-fare eligibility. 
Professional Verification of Disability
Please note: This section is ONLY necessary when applying for the reduced fare program for persons with disabilities. 
Diagnosis Name(s): _______________________________________________________________
Expected Duration (if temporary): ______________months *Note: If a disability is temporary, it must last for at least 90 days to be eligible for a reduced fare.
Please check applicable condition:
· The individual has any condition requiring the use of crutches, wheelchair, walker, leg or foot braces, or other such devices in order to be mobile.
· The individual has a missing limb or critical part thereof; use of prosthetic devices.
· The individual has substantial functional motor deficits in any two extremities, loss of balance, and/or cognitive impairments 3 or more months post CVA.
· The individual is legally blind (acuity is 20/200 or worse with best correction and/or visual field is 20 degrees or less in the better eye).
·  The individual is hearing impaired with hearing loss 70 dba or greater in the 500,1000, 2000 Hz ranged in both ears, regardless of the use of hearing aids or has speech discrimination scores of 40% or less in each ear, regardless of the use of hearing aids.
·  The individual has a physiological condition that substantially limits coordination, strength, or endurance such as polio, cerebral palsy, multiple sclerosis, muscular dystrophy, or paralysis.
·  The individual has had at least one tonic-clonic seizure within the past six months, despite taking prescribed medication.
·  Individual who must use a kidney dialysis machine in order to live.
· ARTHRITIS. American Rheumatism Association may be used as a guideline for determination of arthritic disability Therapeutic Grade III, Functional Class III, Anatomical State III, or worse as evidence of arthritic disability. 
· The individual is restricted by lung disease to such an extent that the person’s forced respiratory volume for one second, when measured by spirometry, is less than one liter, or the arterial oxygen tension is less than 60 mm/Hg on room air at rest; and/or the individual uses portable oxygen.
· The person has a cardiac condition to the extent that the person's functional limitations are classified in severity as Class III or Class IV according to the standards set by the American Heart Association.
· The individual has a developmental disability, which substantially limits two or more major life activities such as caring for oneself, performing manual tasks, walking, seeing, hearing, speaking, breathing, learning or working.
· The individual has a chronic, long-term mental illness, and includes a substantial disorder of thought, perception, orientation, or memory that impairs judgment and behavior. A specific diagnosis is required.
· The person has a temporary disability affecting mobility, lasting at least three (3) months but no more than twelve (12) months.

Your professional area of specialization is, check one (Must be a licensed health care professional authorized to complete the certification):
❒Audiologist	                     ❒Registered Nurse/Licensed Practical Nurse
❒ Social Worker 	        ❒Physical/Occupational/Speech Therapist
❒ Physician 		        ❒Psychiatrist	             ❒Optometrist	
❒Psychologist 	        ❒O & M Specialist 	❒ Other______________

Your Name/Title: __________________________________________________
Agency/Company Name: ____________________________________________
Professional License # (if applicable): ___________________________________
Office Address: _____________________________________________________
Office Phone: (____) ______ - ______Fax: (______) ________________ -_______


Authorized Signature (MUST BE ORIGINAL – copies/faxed signatures not accepted)	Date
		***PLEASE MAKE A COPY FOR YOUR PATIENT'S FILE***
I hereby certify that the above information is true. Metro may verify the validity of the professional providing the certification, to make the final determination on an applicant's eligibility for the Reduced Fare Program.
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