
[image: image1]U.S. Department of Labor








Appendix C-1
Office of the Assistant Secretary for Administration and Management
APPLICATION FOR PARKING ASSIGNMENT FOR 
Civil Rights Center
EMPLOYEES WITH DISABILITIES 

U.S. DEPARTMENT OF LABOR PHYSICIAN’S CERTIFICATION

APPLICATION FOR ACCESSIBLE PARKING
Completion of this form is mandatory for issuance of a permit for accessible parking.  (Please type or print.)
Medical documentation to support the application of an employee with a disability for a special parking permit is required, and reviewed in accordance with this standard.  Please have your physician complete and sign this report.


1.
I 






,    [  ] Agree     [  ]  Disagree, to authorize the Public Health Service (PHS) designated physician to receive relevant medical records and/or to discuss my medical condition with the following care provider(s). 
I understand that the information collected and discussed is to be treated as confidential.  However, information directly relevant to my use of the parking permit may be shared with the DOL Parking Office.


This release terminates 90 days after the date of the signature below.


________________________________



______________


Employee/Applicant Signature



Date


_________________________________                                      ______________


Witness Signature





Date


2.
Explain the medical basis for any conclusion that the individual is precluded/restricted from using public transportation.  Will there be an expected change in the individual’s condition over the next year (e.g. surgery planned or foreseen); how far can the individual walk from his or her car to the office without symptoms or danger to themselves; and does the individual (if applicable) use any aids for mobility impairment (e.g., cane, wheelchair)?  Use additional sheet if necessary.  (Please print)
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3.
If this is a temporary request for parking, what is the expected duration?

[   ] week /s 
[   ]  month/s   If more than two months please explain.

Based on the above, I certify that this individual’s disability is so severe that it precludes the use of public transportation.
Name of Physician:




Signature:___
__________________________
(Please print)

Date:





Telephone: (       )


                    RE-CERTIFICATION FOR DISABILITY PARKING

I certify that the condition of my patient, __________________________, has not changed since my previous assessment and that it still warrants disability parking.

Signature of Physician ____________________________________
Date______________________ 


                                                             PHS  MEDICAL REVIEW
Disability Parking Assignment Needed:            [   ]  Yes                [   ]  No      

[   ] Temporary                  [   ]
Permanent

Signature:





Title:

Date of PHS Determination:
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