APPLICATION FOR HANDICAPPED PERSONS FOR REDUCED TRANSIT FARES

APPLICANT INFORMATION

Name:

Street Address:

City: Age:

| hereby authorize (physician or agency) to release information

necessary to complete this application. This application must be verified by an agency or a physician
before it can be considered for issuance of a reduced fare pass.

Signature of Applicant: Date:

AGENCY VERIFICATION

is eligible for reduced transit fares. The limitation qualifying this person
was based on the applicant’s inability to perform one or more of the following functions necessary for
the affective use of mass transportation facilities without significant difficulty — (Circle limitation).

1. Board or alight from a standard bus. 3. Read information signs.
2. Stand in a moving bus 4. Hear announcements by driver.

This limitation is (Indicate).
Permanent or temporary
(If temporary indicate projected length of disability)

Signature of Agency Representative

Title:

Name of Agency:

DOCTOR’S VERIFICATION
Applicant please note: If you are not being served by an agency or if you do not know which agency to apply
through, ask your doctor or clinic to sign the verification below and forward the application to the agency of their
choice.

is eligible for reduced transit fares. The limitation qualifying this person
was based on the applicant’s inability to perform one or more of the following functions necessary for
the affective use of mass transportation facilities without significant difficulty — (Circle limitation).

1. Board or alight from a standard bus. 3. Read information signs.
2. Stand in a moving bus. 4. Hear announcements by driver.

This limitation is (indicate).
Permanent or temporary
(If temporary indicate projected length of disability)

Doctor’s Signature: Date:

Applicant must return application to Sheboygan Transit (608 S. Commerce St).



