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BUTTE-SILVER BOW TRANSIT SYSTEM - DEPT. OF PUBLIC WORKS
126 W. GRANITE 406-497-6515




REQUEST FOR PROFESSIONAL VERIFICATION

Dear _________________________________.:

The attached authorization form has been submitted by________________, who has indicated that you can provide information regarding his/her disability and its impact upon his/her ability to utilize our transit services.  Federal law requires that the Butte-Silver Bow Transit System provide paratransit services to those whose disability prevents them from utilizing the regular fixed-route bus service.  The information you provide will allow us to make an appropriate evaluation of the request and its application to specific trip requests.  Thank you for your cooperation in this matter.  If you have any questions, please contact the Butte-Silver Bow Transit System at 497-6521.  

1. Capacity in which you know the applicant:

_______________________________________________________________

_______________________________________________________________

a. Medical diagnosis of condition causing disability:

____________________________________________________________

____________________________________________________________

b. Is the condition temporary?   Yes___ No___

c. Expected duration until___/___/___.

2. Is the applicant:

a. Able to travel 300 feet (one city block) without assistance?    

Yes___ No___ Sometimes (please explain)_______________

             __________________________________________________

b. Able to get to a bus stop within:

One block___    Two blocks ___   Three or more blocks ___

c.   Able to climb three 12-inch steps without assistance?

Yes___ No___ Sometimes (please explain) _______________

             __________________________________________________

d.    Able to wait outside without support for 10 minutes?

Yes___ No___ Sometimes (please explain) _______________

                                     __________________________________________________

e.    Adversely affected by temperatures beyond a range of 30o – 80o 

Yes___ No___ Sometimes (please explain) _______________

 __________________________________________________

f.    Will these any of these limitations improve within the next three years?      

Yes___ No___ (If yes, please explain): __________________  

 __________________________________________________

3.  Please list any Mobility aids used by this individual: ________________________
      __________________________________________________________________

4.  If this individual has a visual impairment, please describe: ___________________
      __________________________________________________________________

a. Is the person able to recognize the destination point and disembark from an accessible vehicle?  Yes___  No___

b. Is the person able to navigate to and from stops and between transfer points independently?  Yes___  No___

c. To your knowledge, has this individual received any travel training on our regular fixed route service bus?  Don’t Know___

Yes ___ For what trips? _________________________________________

No ___ Reasons? _____________________________________________

5.  Does this individual have a cognitive disability?  Yes___ No___  

Is this person able to:

a. Give their own address and telephone number upon request?

Yes___   No___

b. Recognize a destination or landmark?

Yes___   No___

c. Deal with unexpected situations or unexpected change in routine?

Yes___   No___

d. Ask for, understand and follow directions?

Yes___   No___

e. Safely and effectively travel between bus boarding locations at the transfer station located at the Butte Civic Center?

Yes___   No___

f. If you answered no, is that answer likely to change to a yes in the in the next three years?

      Yes___   No___ If yes, please explain ______________________

  _____________________________________________________

6. Is there any other effect of the disability that Butte-Silver Bow Transit should be aware of?  _________________________________________________________

    ________________________________________________________________

The certifying professional must be able to attest to the accuracy of the information provided by the applicant, as well as give an assessment of the applicant’s medical or functional limitations which prevent the applicant from using the fixed route system.

Name: _______________________________________________________________

Address:  _____________________________________________________________

Phone: _______________________________________________________________ 

Signature:_____________________________________________________________

Please return the completed form to:
Butte-Silver Bow Transit System


126 W. Granite Street


Butte, MT  59701  

THANK YOU!

