ID #__________







EXP__________
SOUTHEASTERN REGIONAL TRANSIT AUTHORITY 
Massachusetts Transportation Access Pass Application
700 Pleasant St   suite 320 New Bedford MA, 02740  
(Pictures taken Monday – Friday 9:30am to 3:00pm and ID’s are $5.00)
Incomplete Applications Will Not Be Processed
PART A:  To Be Completed by Applicant   

INFORMATION OBTAINED IN THIS CERTIFICATION PROCESS WILL ONLY BE USED BY THE SOUTHEASTERN REGIONAL TRANSIT AUTHORITY FOR DETERMINATION OF ELIGIBILITY FOR REDUCED FARE ON REGULAR FIXED ROUTE SERVICE.   THE INFORMATION WILL NOT BE PROVIDED TO ANY OTHER PERSON OR AGENCY.







- - - APPLICANT INFORMATION (please print clearly) - - -

1.   Name:  _____________________________________​​​______________________



(Last)
        


 (First)
                           
   (Middle initial)

2.  Address:_____________________________________________________________



(Street)                                                      

(Apt. #)            






   ____________________________________________________________________


(City/town)                       (State)
          


(Zip)

3.  Mailing Address (If Different) 

    ____________________________________________________________________

   (Street)
      
(P.O. Box #)        
 (City/town)              (State)          
 (Zip)
4.  Telephone Number:   (home) _______________  (work) __________________

5.  Date of Birth: ________________
AUTOMATICALLY ELIGIBLE APPLICANTS (Original Documents ONLY)

Applicants who meet one of the criteria below are automatically eligible for a Transportation Access Pass CharlieCard.  Simply check off the category below that applies to you and present the required documentation. 
· Medicare Card Holder/Part A & B or One Care Card: Please present your Red, White, and Blue Medicare Card or Commonwealth Care Alliance One Care Card at the time of visit. (No Photocopies)

· Veteran with a disability rating 70% or greater: Present Benefits Summary Letter on Veterans Administration letterhead, specifying disability rating.

· Transportation Access Pass  ID from any Regional Transit Authority (RTA) in Massachusetts

· A copy of the Demand Response Certification letter 
· Seniors ID (60+)

· Clients of the following agencies: Present original letter on agency letterhead, from authorized agency representative (or vendor) verifying status as current client.

· DMH/Department of Mental Health (including DMH vendors)
· DDS/Department of Developmental Services
· MRC/Massachusetts Rehabilitation Commission
· MASS Commission for the Blind (Certificate) 
***If you have checked one of the boxes above, you do not have to go any further on this application***
I HEREBY CERTIFY THAT THE INFORMATION GIVEN ABOVE IS CORRECT.
 Signed ____________________________________       Date ___/___/___
All Other Applicants

If you do not meet one of the above criteria have your licensed health care professional complete PART B.
PART B:  Health Care Professional Certification
Please answer all applicable questions thoroughly on this page. Review and complete the “Guidelines for Health Care Professional” on the next page. Eligibility for this applicant will be determined based on the information you provide. 

NOTE: A PERSON IS NOT CONSIDERED TRANSPORTATION DISABLED IF HIS/HER SOLE INCAPACITY OR DISABILITY IS PREGNANCY, OBESITY, IMPAIRMENT DUE TO DRUGS OR ALCOHOL OR INCOME LEVEL.
1. Condition preventing or limiting the applicant from using regular fixed route 
service  Please fill in:_______________________________________________________
2. Is the condition temporary? Yes / No _____       Expected duration: until __/__/__
3. If the person has a disability effecting mobility can the person:

a. Travel 1/4 mile to bus stop? Yes _____ No _____

b. Climb three (3) 12 inch steps? Yes _____ No _____

c. Stand in a moving bus? Yes _____ No _____

4. Is the person able to?
Follow verbal directions? Yes _____ No _____

 
Hear announcements in terminals or by drivers? Yes _____ No _____


Read informational signs? Yes _____ No _____


Give addresses and telephone numbers upon request? Yes _____ No ____


Recognize landmarks and/or destinations? Yes _____ No _____


Safely travel through crowded/ unfamiliar places? Yes _____ No _____
5. Does the client use any of the following aids to mobility? (Check all that apply)
Manual wheelchair ____    Power scooter ____    Powered chair ____

Cane ____ Walker ____ Crutches ____ Braces ____ Service Animal _____
6. If the person has a visual impairment:



Visual acuity with best correction:





Right Eye _______ Left Eye _______ Both Eyes ________



Visual fields:





Right Eye _______ Left Eye _______ Both Eyes ________

7. Is there any other limitations to a life activity which you consider may make the individual eligible for this program that has not been covered in previous question?  If "Yes" Please explain completely: ________________________________________________________________________
Guidelines for Health Care Professionals:

Please indicate below which of the categories apply to the applicant.  Be sure to include any additional information we request.

1. Non-ambulatory/Semi-ambulatory disabilities – wheelchair, walker, crutches, or leg brace.

2. Musculoskeletal conditions – such as muscular dystrophy, osteogenesis imperfecta, rheumatism restrictions, osteoarthritis, lupus, fibromyalgia and tendonitis.  Please specify therapeutic grade according to ARA, and indicate which limbs are affected.

3. Amputation of extremity.  Please specify which limb(s) are affected.

4. Severe effects from CVA (stroke).  Eligible conditions include functional motor deficit affecting any two limbs or ataxia 4 months post CVA.

5. Severe pulmonary conditions that affect mobility. COPD
6. Persons requiring kidney dialysis treatment.

7. Vision impairments – those whose visual acuity in the better eye after correction is 20/200 or worse, or visual field is contracted (“tunnel vision”).

8. Hearing impairments – deafness or hearing loss of 90 db or greater in the 500, 1,000 and 2,000 hz ranges.

9. Coordination disabilities – (Those whose functional motor deficit in any two limbs or who experience manifestations which significantly reduces mobility, coordination and/or perception.

10. Mental Retardation, schizophrenia and down syndrome.
11. Cerebral Palsy.  Please indicate the extent of difficulty in motor function.

12. Epilepsy. Please include severity and frequency of seizure activity despite medication.

13. Autism. Please indicate severity.

14. Neurological disabilities.  Please indicate how perceptual and behavioral functioning is affected. (Including nature of condition and etiology).

15. Mental Disabilities.  This section applies only to those persons with a significant psychiatric impairment covered by the DSM IV with temporary or long-term limitations to daily life functioning.  (Please include extent of difficulty of the Diagnosis)

16. Progressive Illnesses.  Including HIV/AIDS, diabetes, arthritis, multiple sclerosis and/or cancer.  The disease must impact the performance of the applicant’s organic system so the symptoms produced fall within one of the above categories.
Which of the above categories best describe this applicant’s disability? __________________________________
Licensed Health Care Professional:  Please Sign Below
I hereby claim that the above information is accurate and true to the best of my knowledge.

Certifier’s Name:_________________________________________________________

Office Address: __________________________________________________________

Office Phone Number:_____________________________________________________

Signature: ___________________________ License Number/State:________________

(The above named hereby signs this document under the pains and penalties of perjury)
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