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PART ONE: Personal Information

TAPE a photo of the applicant taken

Birth Date Social Security No.
HEENIERER XXX XX [ [
Month ~ Day Year

First Name
HEEEREEEEEEEEREEEEEEEEN

Last Name

SUFFIX

within the past year in this space. Photo

MI should be approximately 1" x 1-1/4". Do
D notstaple, glue or paperclip. Please write PHOTO
your name on the back of the photo.

Photocopies of photographs cannot

| ] be accepted.

Street Address (A copy of the currently valid New York State Driver’s License or Non-
Driver’s Identification Card or New York State tax return (IT 201) for the preceding tax year
in the name of the applicant or, in the case of a minor, in the name of the legal guardian,

must be enclosed.)

| authorize the release of any pertinent medical information needed
to process this application. | certify that the information provided is

true to the best of my knowledge and believe and understand that any
personwho knowingly files a statement containing any materially false

City or Town State Zip Code information, or conceals for the purpose of misleading, information
T T T T T T T T T T T T T T TT ] NY D:lj:lj concerning any fact material thereto, commits a fraudulent act.

o Y ANY FALSE STATEMENT MADE HEREIN IS PUNISHABLE AS
Mailing Address (if different than street address) A CLASS “A” MISDEMEANOR PURSUANT TO SECTION 210.45
LI PP PP PP PP PP ] ] OFTHEPENALLAW.

City or Town State Zip Code Applicant's
N e O O
Telephone Number Email Address (optional)

| Date

Area Code

Photographs and Certification cannot be returned.

PART TWO: Certification

APPLICANT MUST COMPLETE SECTION A OR
PHYSICIAN MUST COMPLETE SECTION B.

A. ORGANIZATION CERTIFICATION: Attach certification of one of the following issued within one year of this application’s date.

+ (BL) Certification from the New York State Commission for the
Blind and Visually Handicapped that | have central visual acuity of
20/200 or less or limitation in the field of vision such that the widest
diameter of the visual field subtends to an angle no greater than
20° in the better eye with the use of a correction lens

+ (DD) Certification from the New York State Office of Mental Re-
tardation and Developmental Disabilities that | receive services
from a program they license, operate, certify or fund

+ (MH) Certification from the New York State Office of Mental
Health that | receive services from a program they license, oper-
ate, certify or fund

+ (VA) Certification from the United States Veterans Administra-
tion or the New York State Division of Veterans Affairs that | am
a veteran of the wars of the United States with a 40% or greater
service connected disability or | have been awarded by the federal
government an allowance towards the purchase of an automobile
or I am eligible for such an award.

The following are not acceptable proofs of disability:
« New York State Handicapped Parking permit

» Medicare or Medicaid card

* Veterans Administration medical treatment card

Disability certification from:
+ New York State Employees Retirement System
* New York State Workers Compensation Board
* Insurance Company

B. PHYSICIAN CERTIFICATION: To be completed by the physician only if the Organization Certification in Section A is not
provided. Physician must initial or stamp next to the applicable statement(s) and complete certification below within 6 months of the
application date. A disabling condition is acceptable only if it causes one of the functional limitations listed below.

(AM) has a fully or partially amputated or congenitally absent
arm or leg, excluding the extremities of the hands (fingers) and
feet (toes)

_____(BL) has central visual acuity of 20/200 or less or limitation in
the field of vision such that the widest diameter of the visual field
subtends to an angle no greater than 20° in the better eye with the
use of a correction lens

(DF) has a profound hearing loss causing the person to pri-
marily rely on visual communications (sign language, lip reading,
gestures) and assistive technology

(DD) receives services licensed, operated, certified or
funded by the New York State Office of Mental Retardation
and Developmental Disabilities

(MH) receives services licensed, operated, certified or
funded by the New York State Office of Mental Health

(WC) is permanently disabled, requires use of a wheel-
chair and has severely limited mobility

Last Name SUFFIX  First Name
PP PP
Street Address Telephone Number
IEEEEEEEEEEEEEEEEEEEEEEEEEE NN AEEEEEn
City or Town State  Zip Code License Number
HEEEEEEEEEEEEEEEEEEEEEEEEER. . e EEEEE e EEEEEEEEEn

| certify that the applicant is PERMANENTLY DISABLED as indicated by my initial or stamp next to the applicable qualification. | certify that | am currently licensed to and
practicing in the State of New York and that the above information is true to the best of my knowledge and believe and understand that any person who knowingly files a
statement containing any materially false information, or conceals for the purpose of misleading, information conceming any fact material thereto, commits a fraudulent
act.

ANY FALSE STATEMENT MADE HEREIN IS PUNISHABLE AS A CLASS “A” MISDEMEANOR PURSUANT TO SECTION 210.45 OF THE PENAL LAW.

Physician’s Signature Date

Physician’s Stamp



