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SCAT PARATRANSIT 
RE-CERTIFICATION OVERVIEW 

Enclosed is an application for re-certification for the Suffolk County Accessible Transit (SCAT) Paratransit 
system. You are receiving this because your SCAT eligibility is about to expire. SCAT is for people whose 
disability is so severe that it prevents them from using public buses. In compliance with the Americans with 
Disabilities Act of 1990 (ADA) Suffolk County provides curb-to-curb paratransit services for the SCAT Program 
to anyone who, because of physical or mental disability, is unable to use the regular, fixed route bus service. 
Age, distance from a bus stop, or inability to drive, are conditions which are not taken into consideration in 
making an eligibility determination. 

This application form is intended to determine the circumstances under which the applicant can use the regular, 
fixed route bus system. Each application will be evaluated on a case-by-case basis, taking into consideration 
all of the information provided. As part of the eligibility process, you may be required to undergo an in-depth 
interview. Failure to attend will result in denial of your application.

The applicant, or someone assisting him/her, must complete all the questions. A New York State licensed 
medical professional is required to complete the medical certification, this consists only of an M.D., P.A, N.P, 
D.O., or D.C. If you do not have access to a licensed medical professional, please call (631)853-8333 for
assistance.

When you have completed and signed the application, mail it (original only, we will not accept photocopies or 
faxes of this application) and two identical black and white, or color passport size photographs (no 
photocopies) to: 

Suffolk County Office for People with Disabilities 
Building 158, William J. Lindsay County Complex 

P.O. Box 6100 
Hauppauge, NY 11788-0099 

You will be notified by mail of your re-certification three weeks after we receive your completed application. 
Meanwhile, if your card is not already expired, you may continue to use the SCAT Paratransit service. 

The specifications for the two original photographs are: clear, full face, front view. Your face should fit in a 1" 
by 1 1/4" area, the size of the box below, just print your name on the back of each photo and attach them to the 
application. 

On the other side of this cover letter is information about Paratransit. If you have any questions, or need 
assistance filling out the application, please feel free to call us at (631) 853-8333 (voice), or if hearing impaired 
phone (631) 853-5658 (TTY). 
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SCAT PARATRANSIT APPLICATION FORM RECERT

CERTIFICATION DATA
ID#  ________________________ DATE RECEIVED
Date Issued:_  ____________________________
Expiration Date:___________________________
Eligibility Category:	________________________ 	
Certifier:	________________________________

Comments:	 ______________________________
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SCAT PARATRANSIT APPLICATION FORM RECERT

7. Please mark ALL the disabilities that prevent you the applicant from using the fixed route.

D AIDS D Kidney Disease/Dialysis 

D Alzheimer's Disease D Legally Blind 

D Asthma D Lupus 

D Arteriosclerosis D Macular Degeneration 

D Arthritis D Cognitive Impairment

D Autism D Multiple Sclerosis 

D Cancer D Muscular Dystrophy 

D Cataracts D Other:

D Cerebral Palsy D Panic Disorder 

D Congestive Heart Failure D Paraplegia

D COPD D Parkinson's Disease 

D Cortical Blindness D Peripheral Vascular Disease

D Cystic Fibrosis D Phobia

D Dementia D Quadriplegic 

D Diabetes (severe) D Retinopathy

D Emphysema D Schizophrenia 

D Epilepsy (severe) D Spina Bifida

D Heart Attack D Stroke/Cerebral Trauma

D Head Trauma D Thrombosis (chronic) 

D Totally Blind
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SCAT PARATRANSIT APPLICATION FORM RECERT

13. Do you use any other type of transportation service? (Please check the appropriate
box)

Medicaid Transportation 
Senior Transportation 
Other (please explain)





SCAT APPLICATION MEDICAL FORM 

Please note: Only the original forms of this document will be accepted. 

Dear Health Care Professional (M.D., D.O., P.A., N.P., or D.C. only): 

You are being asked to provide information regarding this applicant’s disability.  The Federal Law is very 
specific about ADA Paratransit eligibility.  The law restricts eligibility to individuals who:  
1. As a result of their disability, cannot board, ride, or disembark from a regular bus or
2. Have a specific impairment-related condition which prevents them from getting to or from a bus stop or
3. Who need a wheelchair lift when a wheelchair lift-equipped bus is not available on the route that they

need to travel.
PLEASE NOTE: This does not include persons who find it difficult or uncomfortable to get to and from bus stops. 
In providing information you should consider only the presence of a disability or health condition and not the 
applicant’s age or economic status. 

This application is intended to determine whether the applicant can use regular transit service (fixed route) or 
whether he/she requires curb-to-curb service. Please exercise care in evaluating applicants. Your evaluation must 
be based solely upon the applicant’s ability to use regular transit. Carefully evaluating these criteria will ensure 
that reliable Paratransit service is available for those who truly require it. This form must be completed in its 
entirety; any question left blank will deem this form void and incomplete. Please write clearly and legible. 

Please mark all the disabilities which prevent the applicant from using the fixed route bus service.  Conditions 
which make it difficult or uncomfortable should not be checked. 

The health care professional completing this application certifies that ____________________________ (Name 
of applicant), is a severely disabled person whose functional limitation is: 

2) Cardiovascular
(   ) Arteriosclerosis
(   ) Asthma
(   ) Cystic Fibrosis
(   ) Heart Attack
(   ) Emphysema
(   ) Congestive Heart Failure
(   ) Chronic Obstructive Pulmonary Disease
(   ) Peripheral Vascular Disease
(   ) Thrombosis (Chronic)
(   ) Other:_____________________
(   ) None

1) Neuromuscular
(   ) Amputation of (specify)_________
(   ) Cerebral Palsy
(   ) Muscular Dystrophy
(   ) Parkinson’s Disease
(   ) Spina Bifida
(   ) Stroke
(   ) Brain Injury
(   ) Quadriplegia
(   ) Multiple Sclerosis
(   ) Paraplegia
(   ) Polio
(   ) Arthritis
(   ) Other:_______________
(   ) None

3) Vision (mark all that apply) One Eye Both Eyes 4) General Medical
Cataracts (   ) (   ) (   ) AIDS
Glaucoma (   ) (   ) (   ) Diabetes (severe)
Macular Degeneration  (   ) (   ) (   ) Cancer
Retinal Detachment (   ) (   ) (   ) Lupus
Retinopathy (   ) (   ) (   ) Epilepsy (severe)
Totally Blind  (   ) (   ) (   ) Kidney Disease/Dialysis
Legally Blind  (   ) (   ) (   ) Other: ______________________
Other:_______________________ (   ) None
None                                          (    ) 
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Please note: Only the original forms of this document will be accepted. 

SCAT APPLICATION MEDICAL FORM 

5) Cognitive/Psychological
(   ) Alzheimer’s Disease
(   ) Autism
(   ) Dementia
(   ) Head Trauma
(   ) Cognitive Impairment
(   ) Schizophrenia
(   ) Anxiety
(   ) Depression
(   ) Panic Attacks
(   ) None

5a) Do the above conditions respond to medication? ___Yes  ___No 

5b) For anxiety/panic attacks please indicate on average the frequency and length of attacks. 
 per day ____  per week ____ per month ____ per year ___ approximate duration _________ 

5c) Please describe the functional limitations caused by this impairment: 
________________________________________________________________________________ 
________________________________________________________________________________ 

6) What disability prevents the applicant from riding the regular bus system?  A detailed diagnosis is required.  Please be
specific.  (Please do not use diagnostic codes).

7) How does this disability affect the applicant’s functional ability and prevent him/her from riding the regular bus system?
(Please explain in detail):

8) Is this condition:  Permanent (   )  Temporary (   ) 
If temporary, what is the expected duration?________________(number of months) 

9) Does the applicant’s disability require that he or she travel with an attendant?

(   )  Yes   (   ) No   (   ) Sometimes

10) Is the applicant able to travel to and from a bus stop?
 (   ) Yes  (   ) No 

10A) If no, please indicate all that apply: 
 (   ) Cannot negotiate if the street or sidewalk is too steep. 
 (   ) Cannot travel if there are no curb cuts. 
 (   ) Cannot cross busy streets and intersections. 
 (   ) Cannot locate bus stop due to a visual impairment. 
 (   ) Cannot wait outside without support for 15 minutes. 
 (   ) Easily becomes confused and may get lost. 
 (   ) Other (please specify)____________________________________ 
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SCAT APPLICATION MEDICAL FORM 

Please note: Only the original forms of this document will be accepted. 

11) Please specify the applicant’s ability to independently perfom the following functions using the most effective mobility aid.
Little or No 
Difficulty 

Discomfort 
and/or some 

difficulty 

Severe pain or 
impairment 

Impossible or likely to 
cause a serious 
medical crisis 

Find his/her way between familiar 
locations 

Handle money or tickets 
Give address and telephone number 
upon request 

Recognize a destination or landmark 

Ask for and understand directions 

Travel 200 ft. (city block) 

Travel ¼ mile (three blocks) 

Deal with unexpected situations or 
unexpected changes in routine 

Safely and effectively travel through 
crowded facilities 

Applications with illegible or incomplete information will be returned and deemed void. 

I also certify that the medical information provided in the application is accurate to the best of my knowledge and is consistent 
with the applicant’s medical diagnosis. 

Signed this ________________________ day of ____________________________, 20____ 

_________________________________________________ 
(Name of Physician) 

Please place Medical office stamp here. 
_________________________________________________ 
(Signature of Physician) 

_________________________________________________ 
( License Number) 

_________________________________________________ 
(Phone Number) 

_________________________________________________ 
(Street Address) 

_________________________________________________ 
(City)                                                 (State)  (Zip) 
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SCAT PARATRANSIT APPLICATION FORM RECERT
APPLICANT'S CERTIFICATION, CONSENT OF RELEASE OF APPLICATION INFORMATION 

I, the applicant, understand that the purpose of this application form is to determine my eligibility to use 
the SCAT System. I agree to release the information requested to SCAT and any eligibility review panel 

and understand that the information contained herein will be treated confidentially. I understand 
that SCAT reserves the right to request additional information at its discretion. By signing, I authorize the 
licensed medical professional who signed this application to use and/or disclose certain protected health 
information (PHI) about me to Suffolk County Office for People with Disabilities. The information will be 

used or disclosed for the following purpose: To determine eligibility to use the SCAT paratranist service. 

I understand that my application will be returned if it is not complete. I confirm that all the information 
that I provide on this application is true to the best of my knowledge. I understand that my application is 
subject to review and verification and that misrepresentation of any material information will lead to the 

revocation of my certification. I understand that a false statement made herein may result in the rejection 
of my application for Paratransit service. 

I understand the application process can take up to 21 days from the time SCAT receives a completed 
application. If my application is returned for clarification or additional information, this can delay the 

process. 

I agree to notify Suffolk County Office for People with Disabilities at (631) 853-8333 if I no longer need 
Paratransit for any reason, including a change in my ability to use bus service. I also understand that 

failure to adhere to the policies and procedures for using Paratransit may be grounds for suspending or 
revoking my eligibility to participate in this program. 

In the event that I apply for Paratransit eligibility in another community, I hereby authorize SCAT 
Paratransit to release the information on my SCAT application to such agency. 

CERTIFICATION: The information I have given on this application is true to the best of my knowledge. 
False statements are punishable under Section 210.45 of the Penal Law. 

Signature of Applicant 

Printed name of applicant 

Signature of preparer (if other than applicant) 

Printed name of preparer, relationship or agency name 

This application form must be completed and sent, together with 1" x 1 1 /4" identification-type 
photos as described in the cover letter to: 

SCAT 
c/o Suffolk County Office for People with Disabilities 
Bldg. 158, William J. Lindsay County Complex
P.O. Box 6100 
Hauppauge, NY 11788-0099 
(631) 853-8333 (VOICE)
(631) 853-5658 (TTY)
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