Person Area Transportation System
Certification for EDTAP 
The application below qualifies the below party for the use of Elderly and Disabled Transportation Assistance Program (EDTAP). Applications are kept confidential and only used to qualify a party for use of this grant funding. All parts of this form must be completed. Applications that are not thoroughly completed will be returned and will delay application processing. 

As part of the application, the rider must show proof of being age 60+ or be disabled. Proof of age must be verified with a copy of a state or federal approved ID (Driver’s License, State issued ID or Passport). Proof of disability must be verified with a signed physician statement on official letterhead. Please attach this proof to this application. 

Please return the application to: 
	Person Area Transportation System
	304 S Morgan St
	Roxboro, North Carolina 27573
	Office number: 336-597-1771
	Fax number: 336-330-2311
[bookmark: _GoBack]	Email: tfox@personcountync.gov OR mfleig@personcountync.gov 

PLEASE PRINT ALL APPLICATION INFORMATION

NAME: _________________________________________________________ 

ADDRESS: ______________________________________________________ 

TELEPHONE NUMBER (HOME) ______________ (CELL) ________________ 

DATE OF BIRTH _____/_____/_____ SOCIAL SECURITY # ______________ 

1. What is/are your disabling condition(s)? __________________________________________________

____________________________________________________________________________________


2. Is your health condition or disability temporary? 

____ Yes, for how long: _________ (date)
____ No 


3. Which of these mobility aids or equipment do you use to help you get where you need to go? 

__ Cane		__ Manual Wheelchair 		__ Service animal 
__ Walker		__ Power Wheelchair		__ other (list):_____________ 
__ Crutches 		__ Powered scooter/cart 

4. Do you require a personal care assistant/aid to accompany you when you travel with PATS? 

	____ Yes 
	____ No 


5. Can you independently recognize your destination when you leave the vehicle? 
____ Yes 
____ No, if no please explain: ________________________________________________

6. From where the PATS bus stops to let you get off, can you make your way to the place you need to go? (Check all that apply) 

____ Yes 
____ No, please check all that apply 
____ I get confused or can’t remember where I’m going 
____ I need someone to help me get there 
____ I feel unsafe 
____ I don’t want to ride the PATS bus 
____ The ground is too uneven or steep for me to get there 
____ I can’t walk that far 

7. Are there any other conditions which limit your ability to use the PATS? 

____________________________________________________________________________________

8. If you are eligible for PATS services, will you (check those that apply): 
____ Need driver assistance to board the bus
____ Need driver assistance getting off the bus at your destination 

REQUIRED SIGNATURE
I, hereby, certify that the information I provided on this application is true and correct. I understand that falsification of information may result in the denial of service. I understand that it may be necessary for me to fill out a mobility aid assessment form evaluation to determine how PATS can properly provide for my needs. 

Applicant Signature: __________________________________________________ 

Date: ___________________

Person completing the form if other than applicant:  

I certify that the information provided in this application is true and correct based upon my own knowledge of the applicant’s health condition or disability. 

Name & Relationship to Applicant: ________________________________________ 

Signature: _____________________________________________ 
OFFICE USE ONLY
APPLICATION CERTIFICATION CATEGORY

____ Client is unable to ride the PATS bus without a personal care assistant /aid to accompany them.

____ Specific physical or mental impairment-related condition (e.g. ambulatory problems, arthritis, cardiac condition, pulmonary 	condition, chronic fatigue, heat sensitivity, cognitive or developmental disability, visual impairment, hearing impairment, 	speech impairment, psychiatric disability, motor function problem) which prevents the applicant from traveling to and 	from a location without assistance.

____ Client is able to ride the PATS bus without assistance. 

Authorized signatory: ______________________________________________________________ 

Date ________________________			Expiration date: ___________________ 

Date application received: ________________


