ONEgﬂneraimn

Share the Curer

Dear Physician:

Your patient has applied for transportation assistance from ONEgeneration’s door to door
transportation program. In order to be eligible for this program, applications must have a
disability or condition that requires special assistance when leaving their home. This could be as
simple as not being able to stand outside for several minutes waiting for transportation or could
include confusion, memory problems, use of a cane, walker, or wheelchair. Applicant must also
require door to door transportation services because of their disability or condition.

If your patient meets the criteria for the above, please check the two boxes “yes” in the
physician section on the back of the first page of the application (please also list assistance
required by the applicant) and complete and sign the physician section of the application.

Thank you for your assistance.
Sincerely,

Flossie Savage

Transportation Manager
(818)708-6614
FSavage@ONEgeneration.org

ONEgeneration 17400 Victory Blvd. Van Nuys, CA 91406  (818)708-6620 FAX
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TAgINg SPECIAL ASSISTANCE
(CHECK STATEMENTS THAT APPLY)

H

Lasl Naime First Name
[: | require special assistance to leave my home.
|: | only leave my home when accompanied by a family member, friend, or companion.
I hereby certify, under penalty of perjury, that this épplication is true and correct to the best of

my knowledge, and | agree to release this information to the senior multipurpose center. This
certification form is for internal use only.

Applicant or Guardian's Signature Date Telephone

PHYSICIAN/AGENCY/OTHER LICENSED REPRESENTATIVE: Please Print or Type

Physician's/Agency Name/Other Licensed Representative  Calif. State License No.

Business Address

City State Zip Code Telephone
Check One:

OYes O No

Applicants’ disability or condition requires special assistance when leaving their home.

List special assistance required by the applicant:

OYes O No
Applicant requires a door tc door transpertation services. -

I hereby certify, under penalty of perjury, that this application is true and correct to the best of my knowledge and
that I am a California licensed (check cne)

[ Physician - [0 Rehabilitation Counselor 1 Clinical Social Worker [J Psychologist
Applicant has a (Check One)
[0 Temporary Disability (minimum of three months) O Permanent Disability
Please Check One:
[ 3 months [1 6 months [ Other
[T 9months L1 12 months (specify):

Signature and Title . Date




- MPC BASED PARATRANSIT PROGRAM
CIT/RIDE Application for Registration

Esta aplicacién también se puede consequir en espafiol.

Last Name First M
(Please Print)

Home Address Apt #

City State ZipCode________

Mailing Address (if different)
Home Phone Date of Birth (M/D/Y)

Email address (optional)

I'am enclosmg documentation that i quah‘y fc:r Cut_yncle as: |

D A Senior Citizen, 85 o older (A copy of your birth certlﬁcate Medf Cal"_"
Card, passport DMV card or orher govemment—lssued document showmg

yourage)

|:| Having a 1sab1|rty (A copy of yeur Metro dlsabled |dentfﬂca’clon is
e acceptable proof. A doctor's note is valid proef for 60 days after Whlch
you'must obtaln Metro dzsabled identiﬁcatlon b |

(11 am enclosing a copy of my Supplemental Security Income Award letter

or Medi-Cal card which qualifies me for the low-income rate

[ ]! currently use a wheelchair

Emergency Preparedness Plan
Yes, provide my information  [_] No, do not provide my information

I declare, under penalty of perjury, under the laws of the State of California

that the responses I have given are true.

Applicant’s signature (or guardian, if applicable) Date



MPC BASED PARATRANSIT PROGRAM
CIT/RIDE Application for Registration

Esta aplicacion también se puede conseguir en espafiol.

Last Name First ML
(Please Print)

Home Address Apt #

City State Zip Code

Mailing Address (if different)

Home Phone Date of Birth (M/D/Y)

Email address (optional)

I'am enclosmg dacumentation that l qualify for Cttynde as:

D A Senior Cltuzen, 65 or cider (A copy ofyaur birth cer‘tlﬂcate Medr Cal'_' |
Card, passport DM\/ card or: o’thﬂr govemment—:ssued document sh@wmgr '
yourage) : . SRS T

j Havmg a Iisablhty (A copy of your Metro dlsabled adentlﬂcation is & _
~acceptable proof. A doctor’s note is valid proof for 60 days after Whlch N
you 'must obtam Metro dnsab ed rdentlﬁcatlon Y : i -

_ll'am enclosing a copy of my Supplementai Secunty ncome Award letter
or Medi-Cal card which qualifies me for the low-income rate

|1 currently use a wheelchair

Emergency Preparedness Plan
_1Yes, provide my information  [_] No, do not provide my information

declare, under penaky of perjury, under the laws of the State of California
hat the responses | have given are true.

\pplicant’s signature (or guardian, if applicable) Date
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- qeneration

Share the Care=

Data:

Last Name: First Name: Middle: Birthdate:
Address: Apt. #

City: State: Zip:

Phone: ( ) - | | ' Live Alone (Y/N):

I speak the following languages:

I currently receive fransportation services from: (CHECK ALL THAT APPLY)

Cityride _ Tad
. Access Services Dial A Ride
Private Transportation Cornpany_ ' Friends or Family Members

I have received and read the User Guidelines for the MPC Based Paratransit Program. As
a participant in the MPC Based Paratransit Program | agree fo comply with all program
guidelines. Violations of the program guidelines will necessifate forfetture of continued
-ridership services.

-
1y

Applicant or Guardian's Signature Date

Complete both sides of this Certification Form. The signature of the applicant and their
physician, or other medical personnel is required on the other side of this Certification Form.

mt1D/a:108r=ns.wps - S R 1) Y o



Egenenatiun

This client update wiii be used solely to provide the City of Los Angeles and
the California State Department of Aging with the necessary data to calculate
the proper funding for our area.

APPLICANT NAME AND ADDRESS

LAST NAME: FIRST: M
RES. ADDRESS: PHONE: { )
CITY: STATE: ZiP:

APPLICANT DESCRIPTION

DOB: / / SEX: M T F LIVESAIONE: T Y N

ETHNICITY/ RACE

. White 1 Chinese | Yapanese Filipino Koraan
7 Vietnamese | Asian Indian 1 Laotian [ Cambodian
Other Asian | Black/African Amer. ! Guamanian | Hawaiian
Samoan i Other Pacific Islander ! Amer. indian/Alaskan Native
~° OtherRace | Multiple Race 1 Declined to state

EDUCATION LEVEL

] |

[ Grade School [ Some High School | High Schoot Graduate

[ Some College [ College Graduate [ Post Graduate

[ None

REFERRED BY '
[ Walk-in [~ Family [ Friend [ Neighbor

[~ Social Worker [~ Brochure [T Other

FUNCTIONALLY IMPAIRED

| VISION IMPAIRMENT [" HEARING IMPAIRMENT
[ MOBILITY [ COGNITIVE
[ OTHER

TOTAL HOUSEHOLD INCOME

[ Number of Household Members
!

[

i

$0 - 10,000
5

Decline to state
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This client update wiil be used soiely to provide the City of Los Angeles and
the California State Department of Aging with the necessary data to calculate
the proper funding for our area.

APPLICANT NAME AND ADDRESS

LAST NAME: FIRST: Mi:
RES. ADDRESS: PHONE: { )
CITY: STATE: ZiP:

APPLICANT DESCRIPTION
DOB: / / SEX: M [F LIVESAIONE: 'Y — N
ETHNICITY/ RACE

White 1 Chinese 1 lapanese " Filipino ~ Korean
! Vietnamese | Asian indian 1 Laotian [ Cambodian

Other Asian | Black/African Amer. i Guamanian [ Hawaiian
"' Samoan i Other Pacific Islander ¢ Amer. indian/Alaskan Native

Other Race | Multiple Race | Declinad to state

EDUCATION LEVEL

.
, |

[ Grade School [ Some High School [ High Schoo! Graduate
[~ Some College [ College Graduate [ Post Graduate
[ None

REFERRED BY

[ Walk-in [ Family [ Friend I Neighbor
[ Social Worker [™ Brochure [ Other

FUNCTIONALLY IMPAIRED

| VISION IMPAIRMENT [" HEARING iIMPAIRMENT
[ MOBILITY [ COGNITIVE
[ OTHER

TOTAL HOUSEHOLD INCOME
[ Number of Household Members
[ S0- 16,000
s

' Decline to strate




