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	City of Del Rio Transportation 
	Client Application



	INSTRUCTIONS: The information obtained in this application will only be used by the City of Del Rio Transportation Department for the provision of transportation services. Information will be shared with other transit providers to facilitate travel in those areas. The information will not be passed on to any other person or agency.



[bookmark: _GoBack]Date: ____/_____/_______
	Client Information:     (Please clearly print all information)
Name (as it appears on driver’s license): First__________________Middle______________Last_____________________
Address:___________________________________City:________________State: _________ Zip Code:____________
Home Phone #: (____) _____-_______   Cell Phone #: (____) _____-________   Work Phone #: (____) _____-________
Date of Birth: ____/____/______    Social Security Number: _____-_____-_____     Medicaid Number:______________
Medicare Number:__________________      Primary Physician:____________________

Do you have any health problems or disabilities we should be aware of? ________________________________________________________________________________________________________________________________________________________________________________________________

Emergency Contact Name:______________________ Phone #: (____) _____-________ Relationship______________
Emergency Contact Name:______________________ Phone #: (____) _____-________ Relationship______________



Special Equipment: The following information will be used to ensure that an appropriate vehicle is utilized to provide the appropriate vehicle to assist with the client’s transportation needs:
Do you use any of the following mobility aids for your mobility needs? (Please check all that may apply).
	_____ Manual Wheelchair
	_____ Electric Wheelchair 
	_____ Ramp Accessibility 
	_____ Cane 

	_____ Walker
	_____ Crutches 
	_____ Guide Dog
	_____ Provider/Attendant 



	Do you at times require assistants of a Personal Care Attendant (provider) when you travel? Yes______ No______
The following questions are required to determine your mobility, please answer them as accurately as possible.
· Can you walk 200 ft without the assistance of another person? _____Yes _____ No  _____  Occasionally 
· Can you walk ¼ of a mile without the assistance of another person? _____Yes _____ No  _____  Occasionally  
· Can you walk ½ of a mile without the assistance of another person? _____Yes _____ No  _____  Occasionally 
· Can you climb three (3) 12-inch steps without the assistance? _____Yes _____ No  _____  Occasionally



I hereby certify that the information given is correct and accurate to the best of my knowledge.
Signature of Applicant: _______________________________________________ Date: ___________________________
	If this application has been completed by someone other than the applicant, please provide the following information: Please Print 

Name: ________________________________________    Address:___________________________________________________
Phone #: (_____) ______-________                   Relationship of Applicant: _______________________________________________
Referring Agency: ______________________________________


Signature: _________________________________________________                 Date: __________________________
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