HANDICAPPED PARKING PERMIT   


    Permit Number:  ___________________










   
    Expiration Date:  ___________________

Application for Parking Permit for Persons with Severe Disabilities

Information About Person with Disability:

Name (Last/First/Middle):  ___________________________________________________  Phone Number:  ________________________

Address:  ________________________________________________________________________________________________________

Date of Birth:  ______________ 
____  Male
____ Female

Drivers License Number:  __________________________

I  ___ have  ___ do not have license plates for persons with disabilities.  If yes, my license plate number is:  _________________________

By signing below you are certifying:  that the information you provide on this application is true;  that you have read and understand the “Condition for Using License Plates and/or Parking Permits” and that you agree to comply with those conditions.  It is important to know that making a false statement, or providing misinformation, on an application to obtain a parking permit or license plates for persons with a disability violates Section 1203-a(4) of the NYS Vehicle and Traffic Law, and Section 210.45 of NYS Penal Law (violation of this section is a misdemeanor).  Such violations are punishable by fines ranging from $250.00 to $1,000.00.

_________________________________________________________________________________         ________________

Signature of Person with Disability or Signature of Parent or Guardian





  Date

If signed by parent or guardian, please state your relationship to the person with the disability after your signature.

Medical Certification – this section must be completed only by a Medical Doctor (MD), Doctor of Osteopathy (DO) or Doctor of Podiatric Medicine (DPM).  

Doctors providing medical information in support of an application for license plates and/or parking permit for persons with a disability by signing this application, you are certifying:  that the medical information you are providing is true and complete; and that, in your opinion, the person named above is medically qualified to receive license plates or parking permit, for persons with a disability, according to the medical criteria specified below.

It is important to know that making a false statement, or providing misinformation, on an application to obtain a parking permit or license plates for persons with a disability violates Section 1203-a(4) of the NYS Vehicle and Traffic Law, and Section 210.45 of NYS Penal Law (violation of this section is a misdemeanor).  Such violations are punishable by fines ranging from $250.00 to $1,000.00.

Check the area below that describes the disability, and fill in the diagnosis:

_____  TEMPORARY DISABILITY:  (Temporary Permits are issued for periods of six months or less).  A person with a temporary disability is any person who is temporarily unable to ambulate without the aid of an assisting device, such as a brace, cane, crutch, prosthetic device, another person, wheelchair, walker or other assistive device.  



Diagnosis (Please complete in full):_______________________________________________________________________

Expected Recovery Date:  _____________
What assistive device is needed:  _________________________________

_____  PERMANENT DISABILITY:  A “severely disabled” person is any person with one or more of the following permanent impairment, disabilities or conditions listed below, which limit mobility:

Diagnosis:  ___________________________________________________________________________________________

____ Uses portable oxygen __Legally blind __Limited or no use of one or both legs__Unable to walk 200 feet without stopping

____ Neuromuscular dysfunction that severely limits mobility   

____ Class III or IV cardiac condition (American Heart Assoc. Standards)

____ Severely limited in ability to walk due to an arthritic, neurological or orthopedic condition

____ Restricted by lung disease to such an extent that forced (respiratory) expiratory volume for one second, when measured 

 by spirometry, is less than one liter, or the arterial oxygen tension is less than sixty mm/hg of room air at rest

____ Has a physical or mental impairment or condition not listed above which constitutes an equal degree of disability, and

         which imposes unusual hardship in the use of public transportation and prevents the person from getting around

         without great difficulty.  Explain below how this disability limits functional mobility (Please Print):
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

MD/DO/DPM – Name (Please Print):  _____________________________  Professional License No.:  _______________________

MD/DO/DPM Address (Please Print): _____________________________________________________________________________

MD/DO/DPM Signature:  ____________________________________________________________________
