medical verification form for applicants with
Seizure disorders
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 seizure disorder? Is s/he being medicated for this disorder? Please describe.
Response:

How often do seizures occur? Are they triggered by anything? Please describe.
Response:

What is the prognosis of this disorder?
[bookmark: _GoBack]Response:

Professional opinion of patient’s Abilities
Is the patient able safely to travel alone in the community?
Please describe any limitations.
Response:

Is the patient able to recognize and avoid situations that could induce a seizure?
Please describe any limitations.
Response:

In your opinion, does the patient’s disorder make it impossible or unsafe for her/him to take a city bus? (This includes traveling to and from bus stops and transferring.)
Response:

If the patient stopped taking her/his medication, would it change your answers to the above questions? If so, please describe.
Response:

Additional comments.
Response:
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