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Birmingham Jefferson County Transit Authority
1801 Morris Avenue
Birmingham, Alabama 35203

Applicant for Paratransit Service:

The information in this application is needed to establish your eligibility for
Paratransit service under the Americans with Disability Act (ADA). The ADA
requires that comparable transportation be provided to persons with functional
disabilities who, because of their disability, are unable to access or use regular
bus service. If you believe that you have a disability that prevents you from using
a BICTA/MAX Transit bus, please complete the enclosed application and return it
tothe Birmingham Jefferson County Transit Authority as indicated on the
application.

A complete application has the following three parts:

1. Application (The Application should be completed and signed by the
applicant, or their representative.)

2. Release of Information Form (The Release of Information form should
be completed and signed by the applicant, or their representative.)

3. Medical Verification (The Medical Verification should be completed and
signed by one of the licensed medical professionals indicated on the
verification form.)

In order for the BJCTA to evaluate your application for Paratransit eligibility,
it may be necessary for the BJCTA to contact a physician or other licensed health
care professionals to confirm the information you have provided. It is important
that all parts of this form are completed and returned promptly. If the application
is not complete, it will be returned to you for completion, which will delay the
determination process. It could also delay your transportation. A determination
regarding your eligibility for Paratransit service will be made within 21 days after
receipt of the completed application. You will be notified in writing as to the
decision on eligibility.

If eligibility is denied, the written notification of denial of services will also
include information as to how you may appeal the decision.

If you have any questions, or if you need help in completing this
application, please call BJCTA Paratransit at (205) 521-9048 or (205) 521-0180.

BJCTA does not collect fares for travel to and from Paratransit eligibility assessments,
interviews, or photo ID issuance. These services are provided at no cost to the rider.



BJCTA/MAX

Paratransit Application
Return this application to:

Post Office Box 10212

Birmingham, Alabama 35202-0212
Email:ada@bijcta.org

Americans with Disabilities Act
The Americans with Disabilities Act states that an eligible individual Is an individual with a disability who is unable without

the assistance of another Individual to board, ride or disembark from any vehicle on the system which Is readily accessible
to and usable by Individuals with disabllities.

All iIncomplete applications will be retuned to sender. A complete application has the following three parts completed:

1. Application
2. Medical Release
3. Medical Verification Form-This form must be completed by your medical professional/or licensed professional.

PART 1
APPLICANT INFORMATION

First Name Last 1 M.1,

Date

Street Address Apartment/Unit #

City State ZIP

Phone E-mall Address ]

Date of Birth

EMERGENCY CONTACT

First Last _L

Street Address Apartment/Unit #

City State Zip

Phone
What prevents you from using our fixed route service?
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MOBI LITY INFORMATION

1. Do you use any of the following?

) None o | DCrutches ) [Power Scooter |

OsupportCane  |OPicweBoard | CPotableOxygen
EIWh[teC_anQ o | OManual Wheelchair | Uservice Animal

Owabker . |DrowerWhedchar  |CAphabetboard

2 Us[ng a mob|||ty aid, how many blocks can you travel on levelground?
EILess th_an - | D210 4 |D4ormore

3, On your own, how many blocks can you travel on !evet ground?

C]Less than 1

| 04 or more

__4.__ Do you need someone to travel withyou? _ ]
_ 5. Have you had travel tralningi“or- instructions on how to use EuTalic buses? ““"“7_ ”“U
OYes fDNU — e
—6 Ilearned (check all that igpj_ig_;} T ——_jj_-— SR——
_OGeneral bus travel | O How to ride specific routes B ]

- ?’d,),’ou finish the“a'“'"g? e
OYes Jone o
8. Which specificroutesdidyoulearny

OIf you are visually impaired please fill out the form marked “Persons with Vision Loss/Blindness”.

DISABILITY OR HEALTH CON__DITION
| Bone & Joint Condition

| ONone ___f_:j;ﬁ',' | CAmputation N |
DOsteo Arth_nt__ls e L ORbeumatoid Arthiritis i o
OOther (Please specify)

Neurological/Muscular )
ClNone ... |DOMuscularDystrophy " [CSpinalgifida
DAlzheimer's o o COParkinson’s Disease ) [OPost-Polio I
OClosed Head Injury ].LJ_E%&"EEE'L_ e ... |DMultiple Sclerosis
___':!9_???_‘2@'_'3?.'.?\!..M_M_....,.A...._.._.._‘M.... DEP“EPSV/SQ‘ZWES o4O StrOke
COther (Please specify)

Heart & Circulatory Conditions
ElNone o CJEdema o
EICongestwe Heart Failure OPeripheral Vascular Disease i o
ClCther (Please specify)

Lung/Breathing - T
ONone [CEmphysema  [DAsthma | OlLung/Cancer | CCOPD -

OOther (Please specify)
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DevelnpmentallCogmtwe 7 - o
__l_iINone - ] 1 Autism o | O Mood Disorder o l;l__r_’gy_chrg;lsﬂ - -
- !:IInleIlectuaI Dlsabmty (LD.) [ [IMild Case of LD, | DModerate Case of L. D .| Oprofound Case ofI D

OOther {Please Specify) e

ileed Route Bus Informatlon

777777 1. Do you use the public bus s'ystemv - - -
OlYes | ONo B
DOHow many dﬂg per v week'? S | OHow many days per month? o
g ‘How do you cmrently trave| to your frequent destlnatlgrr_l_'i’_m_“ ﬁ“_'____. o ____ o o
{Z]Pubhc Bus e FlSomeone drlves me
OTaxi e HIdrive ) e B
3. Isthebusaccessbletoyo? . e e
4. Areyou able to Independently get to and from the nearest busstop?
OIf no please explain
gigwﬁoﬁéﬁaﬁj 'B!&Eks do you need to travel to get to the nearest bussfop? o #_ ikgu ui;_ o _: __ __
OLess than 1 o I EI2 to 4 [94 or more i

6. Are: you able to ﬁnderstand directions needed to complete atrlﬁ—ontl:ne_pyblic bus? ) K Hu_ L
DNes .. |ONe .| Dsometimes
_ _ 7. Areyou able to get on and off lift equipped public buses? - o . _l 77_7

8 Are you ab[e to wait at least 15 minutes at a bus stop? e
DYeS B A ! DNO P A e e . RG I - it e o L 7 .

OIf no, please explain

) 9 Are you able to grasp handles or rauilngs colns or ‘tickets whlfe boarding or exmng a publfc bus'? “Auu
j DNo

dove ]

T certify under penalty of perjury (13a-10-101, 102, 103) that the Information that 1 provided on this application Is true and correct to the best of my knowledge,
I understand that falsification of information may result in denlal of service and criminal penalty. I understand the Information provided on this application will be
disclosed to others as necessary to provide the services I have requested and may otherwise be required by law. T understand that BJCTA may contact the
person who has completed the professional verification if eligibllity cannat be determined from the information in this application.

*If under 18, this page must be slgned by parent or legal representative e e e
Printed Name: B .| Signature/Date e R J
*Persons acting as a representative for an applicant must certify to the above message of penalty of perjury.
R o . e
Printed Name; e Signature/Date:
Relationship to Applicant:  _  jPhome: .
Address: S e
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BJCTA/MAX
Release of Information Form

[ PART 2

APPLICANT INFORMATION

First Name
Address
City

Phone

Applicant’s Signature

PERSONS TO CONTACT FOR INFORMATION

Last '
Apartment/Unit #
State ‘

E-mail Address l

Professional Title

First Last

Street Address

City

Phone

Professional Title

First Last
Street Address

City ‘ State

State

Return this application to:

BJCTA-MAX

Post Office Box 10212
Birmingham, Alabama 35202-0212
Email:ada@bjcta.org

' M.L ‘ Date ’

e |

Apartment/Unit #

Zip

Phone [

Professional Title

First Last

Street Address

City State

Phone J

Fax

) S

‘ Apartment/Unit # ‘

1 authorize my physician, case manager, doctor, prafessional, mobility trainer, neurologist, etc. (listed above) to discuss my diagnosis,
treatment plan, pragnosis for the purpose of determining my ablllty to use regular public transit buses, trolleys, trains, etc., that are
accesslble to and usable by individuals with disabillties. I understand that an in person interview may be necessary to compléte the

apapplication process.

In order to fully understand the functional limitations of your disabillty, MAX or its agents may need to speak to your case manager, doctor,
professional, mobility trainer, neurologist, etc. After reading this release, please sign it, and list the names, addresses, phone, and fax
numbers of the professionals most familiar with your functional abllities. (Please note: This authorization Is good for one year only. If your
condition changes after that time, a new “release” will have to be submitted.)
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f‘!LQﬁ“Eﬂ ‘3'551@"!‘,90 "°t wri 't“- in ﬂ“s box. ____ l___ S

Approval/Denial Expiration Date —l

Date

iy )
Dlsablhty i Mobility f
5 A

“Ré;trlctions H o

Personal CarehAttendant Reqwred7 _ ‘DYes_ T : ; .[jﬂ!\ld

OutofServiceArea? \fYes o |ONo
'ADA Service Area L
Dlalysls & Medlcal only

Chemo[Radlatmn only

Temporary Wlth condltlons

Temporary W|th no condltions

-Cohmments.

Certificatlon#

Americans with Disabilities Act
The Americans with Disabilities Act states that an eligible individual Is an individual with a disability who Is unable without the assistance of

another Individual to board, ride or disembark from any vehicle on the system which is readily accessible to and usable by individuals with
disabilities.

Return this application to:

BICTA-MAX

Post Office Box 10212
Birmingham, Alabama 35202-0212
Email:ada@bicta.org
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BJCTA/MAX
Medical Verification m a x

This form must be completed and signed by one of the following licensed medical professionals: Physician, Clinical Social
Worker, Psychiatrist, Rehabilitation Specialist, Audiologist, Ophthalmologist, Psychologist, Registered Nurse

* Altering statements made my licensed professionals will nullify the “Medical Verification Form” and subsequently the entire application will
be returned

PART3

APPLICANT INFORMATION
Date -

First Name lLast ] [M.I. |

1. Capacity in which you know the applicant

2. Please describe the applicant’s impairment/condition in layman’s term,

3. Please describe the Impact this impairment/condition has on the applicant’s ability to use the fixed route buses.

4. Is the impairment/condition permanent
OYes ONo

5. If temporary, when will the applicant be able to resume normal travel?

6. Under what circumstances do the impairment/ condition flare up?

7. How far can the applicant walk without assistance? Please check one.

(0300 Feet I 500 Feet 0600 Feet | 11,320 Feet

8. Does the applicant use any of these mobility devices? Please check all that apply.

OWhite Cane [OMotorized Wheel Chalir OCrutches
OBraces [(OCane OScooter
OOrthopedic Cane | OWheelchair OOther:

9. How far can the applicant travel using a mobIlvadevice? Please check one.

0300 Feet | 500 Feet | D600 Feet | 01,320 Feet

10. Does the impairment/condition preveht the applicant from getting to, or from a bus stop?
OYes | oo OSometimes

11. If yes or sometimes please explain.

12, Does the impairment/condition prevent the applicant from waiting at a bus stop?

OYes O No

—
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13. How long can the "ab;-)-lrl'éént—w )
wait, If sitting?

Standlng"f‘

Uslng a moblllty device?

Mlnutes Mmutes

Mlnutes
|14, Does the weather affect the applicant's ability totravel?
OYes ONo DSomet]mes

15. If yes or sometimes please explain.

16. Does the apphcant have the capability to do the follow|ng? Check all that apply.

DRecogmze déstlnéttons and g DDeaI w/unexpected

landmark ~ jchangesinroutes |

l:lGIve address & phone
. number

ot s

Return this application to:

BJCTA-MAX

Post Office Box 10212
Birmingham, Alabama 35202-0212
Email:ada@bijcta.org
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DUnderstand and follow ﬂ
directions

Docs the applicant require a (PCA) Personal Care Attendant when taveling by bus?

o B
T certify that the information contained herein is true and correct to the best of my knowledge and ability.

Printed Name: — | Signature/Date: SO—

Professional Title: ) | Phone:

Name of Clinic/Agency s oy, - - e
 Address: S R ——— e —mmwwa o

T ——— TP



