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COMPLETE ONLY IF APPLING FOR BARRIER REMOVAL PROGRAM

Third Party Verification of Disability Form 
BARRIER REMOVAL PROGRAM

Authorization to Release Patient Health Information
APPLICANT INFORMATION



Applicant Name _______________________________ Date of Birth _____________
Address: ____________________________________________________________________________
Phone Number (       ) ________________________ Cell Number (          )______________________

The following adaptability, barrier removal(s), accessibility modification(s) are sought by the above named applicant: ______________________________________________________________________
_____________________________________________________________________________________

Applicant: Authorization for release of this information to Community Development Department. I hereby authorize the release of the requested information below.


X_________________________________________ Date: ____________________
    Applicant Signature
TO BE COMPLETED BY MEDICAL PROFESSIONAL
(Attach Business Card)





Physician Name: ______________________________________________________
Address: ____________________________________________________________
City, State, Zip: _______________________________________________________
Phone: ______________________                         

Provide nature of severity of the individual’s disability: _____________________________________________________________________________________

_____________________________________________________________________________________

As a medical professional with the knowledge necessary to make such a determination
I certify that (Applicant)					_____________________________________
is a person with a disability and that the accessibility modifications requested are consistent with his/her need associated with his/her disability and that said modifications are necessary for increasing independence.
· HUD requirement is that the property is the primary residence of the applicant. As a professional familiar with the applicant; I attest to the best of my knowledge that the above address is the primary residence of the above named applicant. 



								         Date:	     				Medical Professional Signature	
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