Date Received

BEN FRANKLIN TRANSIT
APPLICATION FOR PARATRANSIT DIAL-A-RIDE SERVICE

Eligibility for this service is limited to:

or

or

Those persons who cannot independently board, ride or disembark from
access!ble vehicles. They could not use an accessible bus even if an
accessible bus were available.

Persons who co_uld use accessible vehicles but accessible service is not
available on their route or at their stop.

Those people who because of their disability and the environment in which
they are traveling cannot get to or from the bus stop.

The information obtained in this certification process will only be used by Ben Franklin Transit for the
provision of transportation services. The information will not be provided to any other person or agency.

(Please Print or Type)

Name

(Last) (First) (MI)
m_ (F)
Address

Name of Apt. and Apt. #

City State Zip
Telephone Number (Home) (Work)
Date of Birth / /

MON. DAY YEAR

Social Security Number - - (optional)

Name and phone number of person to contact in case of emergency.




7. What is the disability which prevents you from using our fixed route bus service?

Is this condition temporary? If yes, expected duration until
/
8. How does this disability prevent you from using fixed route bus services?

Please explain. Use an additional sheet if needed.

9. Are there any other effects of your disability of which we need to be aware of
in order to provide you with appropriate assistance for your travel?

THE FOLLOWING INFORMATION WILL BE USED TO ENSURE THAT AN APPROPRIATE VEHICLE
IS UTILIZED TO PROVIDE YOUR TRANSPORTATION AND THAT AN ACCURATE ANALYSIS OF YOUR
TRIP REQUESTS CAN BE MADE BY BEN FRANKLIN TRANSIT.

10. Do you use any of the following aids to mobility? (Check all that apply)

Manual wheelchair Electric wheelchair Powered scooter Cane
Crutches Service Animal Walker Quad Cane

If your mobility device is other than a standard manual wheelchair, please list the make, model, width,
and length.

Make Model Width Length



11.  For Ben Franklin Transit purposes, your personal care attendant is a person
who will assist you in traveling to and from the vehicle. Will you require a
Personal Care Attendant when you travel using Ben Franklin Transit
Paratransit Dial-A-Ride services?

Yes No

12.  Please answer the following questions:

Can you travel 200 feet without the assistance of another person?
Yes No Sometimes

Can you travel 1/4 mile (or 3 city blocks) without the assistance of another person?
Yes No Sometimes

Can you climb three 12-inch steps without assistance?
Yes No Sometimes

Can you wait outside without support for ten minutes?
Yes No Sometimes

13.  How far is the nearest bus route from your home?
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| hereby certify that the information given above is correct.

Signed Date / /
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If this application has been completed by someone other than the person
requesting certification, that person must complete the following:

Name

Address:

State Zip

Daytime Phone

Signed Date / /

Ben Franklin Transit reserves the right to make final determination of eligibility for paratransit Dial-A-
Ride service. An applicant may appeal the decision of Ben

Franklin Transit in case of denial of eligibility.

In case of a change in your eligibility status, should another person/agency be notified? If yes, who?

Name:

Address: Phone#

Please complete the Release Of Information on the following page
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RELEASE OF INFORMATION

In order to allow Ben Franklin Transit to evaluate your request, it may be necessary to contact a physician
or other professional to confirm the information you have provided. Please complete the following
information and authorization form.

The following physician Health Care Professional Rehabilitation Professional
(check one) is familiar with my disability and is authorized to provide information to Ben Franklin Transit
required to complete this certification.

Physician or Health Care Professional

Address

State Zip

Phone Number

Print Your Name Date of birth / /

Your Signature Date / /

Please return the completed Application and Release of Information to:

Ben Franklin Transit / Dial-A-Ride
1000 Columbia Park Trail

Richland, WA 99352-4764

(509) 735-4131 / FAX (509) 734-5195

Printed on recycled paper

For further information please call Ben Franklin Transit / Dial-A-Ride 735-0160

For Office Use Only

Name Application #

Date Received Date Submitted for Verification:

Date Verification Received

This application has been reviewed for ADA paratransit eligibility
The applicant is ADA eligible
Category 1 2 3 (circle)

The applicant is NOT eligible for ADA paratransit services

Name Date




