[Date] 
To Whom It May Concern:
I provide primary care to [Patient Name] [DOB: ] at [Clinic Name].
[Patient Name] has (a) disabling condition(s) consistent with the Adult Listings (Part A) of the Social Security Administration Blue Book, the symptoms of which impede daily functioning and ability to maintain substantial gainful employment in the community. Being able to access public transportation is essential to [Patient Name]’s safety and ability to thrive in the community. 
If you have any questions or need additional information, please do not hesitate to contact me.  
Sincerely, 
[Provider Name/Credentials]
[Clinic Name]
[Clinic Address]
[Clinic Phone Number]
CERTIFICATION OF DISABILITY

Date______________________

The Rhode Island Public Transit Authority

Attn: Customer Service Manager

705 Elmwood Avenue

Providence, RI 02907

RE: Certification of Disability for:

_______________________________

Print Name of Individual

Date of Birth:________ Last 4 digits of SSN:___________

This letter certifies that, based on my expertise and assessment, the above named individual has a disability that would qualify him/her for Social Security Disability Insurance benefits (“SSDI”) or

Supplemental Security Income (“SSI”), as such criteria for disability is defined by the Social Security Administration.

I understand that RIPTA may verify this certification. I can be reached at the following phone number __________________________ and email address ___________________.

Sincerely,

____________________________________

[PRINT NAME]
