medical verification form for applicants with
Cognitive disabilities
Patient name: 
Date of visit: 
Medical provider
Name and signature of healthcare professional: 
Telephone number: 
Medical provider or facility: 
Patient information
Diagnosis
Does the patient have a cognitive disability? If so, please describe.
Response:

Does the patient have behavioral problems? If so, please describe.
Response:

Professional opinion of patient’s Abilities
Is the patient able to follow directions and navigate in public on her/his own? 
(If not, what accommodations are necessary to enable the patient to do so?)
Response:

Is the patient able to get help if s/he is lost? Please describe any limitations.
Response:

Is the patient able to recognize and avoid dangerous situations?
Please describe any limitations.
Response:

Is the patient able to cross a street safely? 
Response:

Is the patient able to understand time and keep appointments? 
(If not, what accommodations are necessary to enable the patient to do so?)
Response:

[bookmark: _GoBack]In your opinion, do the patient’s disabilities make it impossible or unsafe for her/him to take a city bus? (This includes traveling to/from stops or stations, hailing/halting buses, entering/exiting vehicles, and transferring.)
Response:

Additional comments.
Response:
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