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Disability Fare Card PROGRAM
· I agree that the information provided MUST be verified with a medical doctor or other agency representative and do hereby state that the information contained in this application is true and complete to the best of my knowledge.
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The cost for the Disability Fare Card is $5.00.  The replacement cost for a lost, stolen, or damaged 
Card is: $5.00 for the first two replacements and $10.00 for the third and all future replacements.    
Only Cash, Check or Money order will be accepted as payment for the Disability Fare Card.
· Remember, there is a 3 day processing period from the time the Transit Store receives an application 
to the time the Disability Fare Card can be issued.


(   TO BE COMPLETED BY Disability Fare Card APPLICANT:
PLEASE PRINT OR TYPE IN BLUE OR BLACK INK.  WE MUST HAVE YOUR FULL NAME, AN INITIAL IS NOT ACCEPTABLE.  
1.   APPLICANT’S NAME:       

         



     



     FIRST

    MIDDLE OR MAIDEN

  LAST

((  A POST OFFICE BOX NUMBER IS NOT VALID.  MUST HAVE STREET ADDRESS
       ADDRESS:       



     
              
             
         



** STREET ADDRESS
              APT#            CITY
       STATE
   ZIP

      PHONE NUMBER    (   
    )     
       DATE OF BIRTH (REQUIRED)                          SEX: M FORMCHECKBOX 
  F FORMCHECKBOX 


2.   I HAVE A TEXAS STATE PHOTO ID

YES   FORMCHECKBOX 

    NO    FORMCHECKBOX 

      #       
I HAVE A TEXAS STATE DRIVER’S LICENSE 
YES   FORMCHECKBOX 
                 NO    FORMCHECKBOX 
               #       
I HAVE A GOVERNMENT ISSUED PHOTO ID
YES   FORMCHECKBOX 
                 NO    FORMCHECKBOX 
               #       
I RECEIVE MEDICAID BENEFITS


YES   FORMCHECKBOX 
                 NO    FORMCHECKBOX 
               #       
I RECEIVE MEDICARE BENEFITS


YES   FORMCHECKBOX 
                 NO    FORMCHECKBOX 
               #       






   


   (IF ‘YES’ FOR ANY OF THE ABOVE, NUMBER IS REQUIRED)

3. I HAVE READ THE ELIGIBILITY GUIDELINES AND BELIEVE I AM QUALIFIED FOR THE Disability 
Fare Card benefits BECAUSE OF THE FOLLOWING DISABILITY OR CONDITION.  (DESCRIBE BRIEFLY).
     




                APPLICANTS SIGNATURE (REQUIRED):

note:     if a MINOR; PARENT or guardian SIGNATURE is REQUIRED:

· I authorize the health care professional completing this application to release to Capital Metro
 any protected health information about my disability in order to verify my eligibility for a 
Disability Fare Card for People with Disabilities.
(((  to be certified, return the completed application WITHIN 30 DAYS OF MEDICAL CERTIFICATION:

        Mailing Address:



                     Physical Location:
Capital Metro - Transit Store



Capital Metro – Transit Store

Disability Fare Card Program



323 Congress Avenue

2910 East 5th St.




Austin, Texas 78701
Austin, TX 78702




Fax: 369-6072
This document is available in alternative formats to individuals with disabilities by calling (512) 389-7454.

MEDICAL VERIFICATION
PLEASE PRINT OR TYPE IN BLUE OR BLACK INK:

(   TO BE COMPLETED BY MEDICAL PROFESSIONAL ONLY:

(THIS CAN BE A LICENSED PHYSICIAN, PSYCHIATRIST, OR CERTIFIED PHYSICAL THERAPIST.)

(
THE APPLICANT REQUESTS DISABILITY CERTIFICATION UNDER ELIGIBILITY GUIDELINES FOUND ON ATTACHED SHEET.  (Refer to Eligibility Listing)
APPLICANT’S NAME:                




     



      FIRST

    

             LAST

Please identify and circle the correct eligibility category: (REQUIRED)
 FORMCHECKBOX 
A
 FORMCHECKBOX 
B
 FORMCHECKBOX 
C
 FORMCHECKBOX 
D
 FORMCHECKBOX 
E
 FORMCHECKBOX 
F
 FORMCHECKBOX 
G
 FORMCHECKBOX 
H
 FORMCHECKBOX 
I
 FORMCHECKBOX 
J
 FORMCHECKBOX 
K
 FORMCHECKBOX 
L
 FORMCHECKBOX 
M
 FORMCHECKBOX 
N

DISABILITY OR CONDITION IS:  (CHECK ONE)
PERMANENT:
 FORMCHECKBOX 



TEMPORARY:
 FORMCHECKBOX 



(Annual)




(3 Months)






DESCRIBE DISABILITY BRIEFLY: (REQUIRED)
     



((
MEDICAL VERIFICATION INFORMATION MUST BE CURRENT, AND MUST BE SIGNED WITHIN 30 DAYS OF FILING THE APPLICATION WITH CAPITAL METRO’S TRANSIT STORE.

MEDICAL PROFESSIONAL INFORMATION:  (ALL FIELDS ARE REQUIRED)




MEDICAL PROFESSIONAL SIGNATURE 



DATE


PRINTED NAME






PROFESSION


ADDRESS







TX STATE LICENSE #












PHONE NUMBER


· False medical certification of a disability may lead to being disqualified from participating in CMTA’s Disability Fare Card Program; Capital Metropolitan Transportation Authority reserves the right to: (1) verify the validity of the license of the health care professional providing the certification, (2) make the final determination on an applicant’s eligibility for the Disability Fare Card Program, and (3) retain the original copy of the application.

 RETURN TO:

Capital Metro - Transit Store

323 Congress Ave.

Austin, TX 78701
(On Congress Ave. between 3rd & 4th Street)

Phone: (512) 389-7454

Fax: (512) 369-6072
CMTA USE ONLY!		          


Card No:		Exp:





Issued by: 		Issued Date:








_______  	  _____________________________   __________________________


(Record #)  	   (Last)				             (First)
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