Application for The Independence Foundation 
Wheelchair Transportation Program

This will be kept confidential.
Last                                                                     First 
Name________________________________  Name______________________________ Initial_______

Address_____________________________________________________________

Nearest crossroad: ____________________________________________________

 City____________________ State______ Zip Code________

                                                            
Telephone  Area Code______ Number_____________   cell number __________________

Birthdate:  Month______ Day_______ Year________




 M__ F__ 
                          Email Address______________________________

_____Physical Disability
    ______Visual impairment         _______  Hearing Impaired

______Wheelchair user              _______ Group Home?

===========================================================================
MEDICAL INFORMATION

Your disability: __________________________________________________________

Ie: CP, MD, TBI, etc  Please be specific

Do you have      _____seizures
Are you diabetic _______    Prosthetics: ______________ 

Can you convey your wishes verbally _____  If no – how? ___________

Do you need assistance traveling?  ___________________________________________

If yes – will someone be available to help you?  _____________

Please describe in full, any additional information that we may need to assist you or any situation that we may need to be aware of:

What other transportation programs have you applied for?    

Approved or denied?  

Why?








                Today’s date: ______________________

Responsible Party Form

 for The Independence Foundation 
Wheelchair Transportation Program

I   ______________________________ acknowledge that I am my own Legal Guardian and that I can travel independently.

_______________________________________________________________________________

Signature                                                                                                                   date

I  _________________________________ am the responsible party for _______________________

And I acknowledge that ___________________________ can travel independently.

Signature                                                                                                                   date

I  __________________________________ am Legal Guardian for

_________________________________________________________________ and I acknowledge that 

He / she can travel independently.      Date: ______________________

Please have your doctor sign this form indicating that you are physically disabled and that he/ she agrees that you are able to travel independently.

My doctor is:  _____________________________________________________________

_________________________________________________________________________

Physician Signature                                                                                                      date

