medical verification form for applicants with
Vision 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 vision disability? If so, please describe.
Response:

Is the patient’s vision affected by different lighting conditions? If so, please describe.
Response:

What is the prognosis for this disability?
Response:

Professional opinion of patient’s Abilities
How does the patient’s disability affect daily life activities?
Response:

Is the patient able safely to complete the following tasks?
Please describe any limitations.
Response:
	Task
	Able to complete?
	Limitations

	Walk/wheel to/from a bus stop on a road or sidewalk
	
	

	Hail/halt a bus
	
	

	Enter/exit a bus
	
	

	Negotiate steps/curbs
	
	

	Cross a street
	
	

	Ascend/descend slopes
	
	


Do any environmental conditions pose a challenge or a danger to the patient?
(These include changes in terrain, such as steep grades; slippery or uneven surfaces such as snow/ice, mud, gravel, substandard sidewalks or roads; high background noise levels; and high traffic volumes or speeds.) If so, please describe.
Response:

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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