Application for MATP Services

Last Name:

Fazst Name:

Adiddle Freiial: Dhare of Birth-

SEN: _ 10 Digit Recipient & _ Card Issue 2 _ Phaone 3
Sereet Address: _ Ape. &
Cityr _ Dimericipality: _ Couoty __ Stzre/ Zip Code:
Mame of Emergency

EWDGH Contact Belatinnship: Conract’s Phone 3z
Do you live in a aursing kome? Fas No [ ] Idon'tknow
Do sow live i a personal ea=e boma? [ Ves [] 2o 1 dox’t know
Daes the parsonal care home receive an agreament to provids tmnsportaion services for youd Yos | | No [ 1 1dewt know

List Other Eligible Househeld Members Belows

Name

DO

Cazd
Recipient # Tssce &

S8

1 heceby cestify that to ths best of o knowledge, the mformarion contained berein is trve, comrect and complete. T agree to seport any changes in ciroumstences immediately vo the Service
Peowider. I understand thar docomentanion of all eligibility Faceors may be requised to determine elipgibiity corsectly or for andiing purposes and that piving Enowingly false smtements i
efwmving] offense. T nnderstand thar I have a sipht to request 2 Department of Public Welfare fair heasing if benefits are dented. This afficmarion scarement covers all artachonears required for

the detesraination of alipihilier.

Sipnature of Clieat or Designee

Drate

.Wmm.unnmpﬁ meEmm m._.ﬁuwmm. _H_ Mamm

_H_z

T Unﬁm Dﬁg Eﬁghnm

R AOROFFICE USE OMNEY. . .

S e Cliens Noihied:

(€ mot please state reason for insligibility below)

Reason for Inelipihilicy: Signaiare of Dave Signed:
Inrecriswer
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Application for MATP Services

Assessment of INeed

(Fage1af3)
General Transportation Infonmation

1. How did you hear about AMIATP?

b2

. How many adulis in ibe household?

FJ-'I

Do vou have a vahd dover’s heense? [T e [] e
{If no skip 10 F7)

4. Po vou have a vebicle that is legally registered, [l ¥Yee [ No
insared, and dowvabler
I the wehicle 15 not avalable, explain why.
{I£ ves slup to #6 — H no skip to #3)

3 Do you have access to a wehice belongng to a ] Yes [] Ne
iriend or other family member?

{I£ ves, skap to #11, avtomatically nuleage - If no

skip to #7Y

6. Areyon able to take yourself fand /or children) to ] ¥es [ Mo
medical appomenents?
(T yes, skip to #11, antomatically mideans)

Do you have a relative or friend wha is willing to
take you to medical appontmentss [] Yes [] Ne
I 50, localty? 0 ¥ee [ Ne
Chat of rowm? [ Yes [] MNe
(I£ yes, avtomatically milleage — If no go on to #8)

8. If the person(s) applying do not have a vehicle, access to a wehicle, or a friend /relative willing ic provide transportation — how are you,/they gething to other
appoitments or shoppmg now?

9. If you/they do not have a vehicle, ete. —is the public [ | Yes ] Ne

transit secvice avadable?

10. If on a public transit rowute, is it adsquate to meetthe | | Yes ] Mo
need?

11 Ts the person or, in case of a family, moze thanone | | Yes | | Neo
adult working?

12. Tf yes, what hours does the person{s] wok?
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Application for MATP Services
Assessment of Need

(Fage 2 afd)

Complete for sach MATP recipient Hsted on Application Page 1

Last Name: First Name: Middle Tnisial- So E& mmnﬁnﬁq &
. E.Hu mE..me Stamee -

| 10 Digit Recipient # Card Tssue &: ; A B Office Parsoiuied) . . Gronp T, - msém. ]
Name of 14 Emergency

Emergency Contact: Relationship: Contact's Phone #:

Do vou live in 2 sarsing home? Yes [ | No [ | Idontknow

Deo vou live in a personal care home? [1 Yes [ ] No [ I don’t know

Dices the personal care home 1eceive an agreement to prowide transportation services for you? WI Yes JHI No [ | Idon'tknow

Transportation Frequency (this information is needed to determine the frequency of ongoing transportation needed)

Approx | #of |Check the days of week transportation is needed to
List known locagions for medical Distance| wesks this location Tioe if kn
services neaded from per . ) Sppt Time udiad
Mon | Tues | Wed | Thnar | Fre | Sat | Sun
home | monih
O o[ o|jojojfpn
O(o|jo|gjojoiol
O/ ojlojoto o
oo o|jojojo|n
olo|joyjgojogjgpg
Olo/0Ojojopo)o
‘Transpostation Modes Are there medical teasons why you cannot use this mode
Fised routs (If available} Yes No
Paratransit Services (If avatlable) Yes No
Taxia {If avadable) | | Yes [l Neo
Do you live ¥ mile or Jess from bus coute services? Yes | | Ne

completed by vour medical provider.

If there are medical reasons why you cannot use the above transportation modes, we need a “Verification of Disability and Special Needs” fonn
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Application for MATP Services

Assessment of Need

{(Page 3 af3)

Complete for gach MATP recipient Lsted on Application Page 1

Limitations and Disabilities

Can you speak and understand Enghshe L] Fes [l Ne

1£ not, what langnage do you speak?

WAl vou be traveling with 2 Personal Attendant or Escort?

[ Yes [[] MNo | ¥Yes and the recipientis nota child, we need a “Verificadon of Disability
and Special Meeds” form complered by your medical provider.

Do you have & disability that requires special accommeodation?

] Yes

_H._ Mo HYes, we need 2 “Vedfication of Disability and Special Needs” form

completed by your medical provider.

: : < 1, | Check if you . Date
Mature of Disability Mw&wnwm mw_ Use om.%_m”—ovbuq use this T MDM nse of this tempPorary Comments and Descriptions
at appy ’ mobiliy xd | S 1OTPOTATT | |y il end
Manal .
Mobility Disability | Wheelchaic O  |O¥e O
Motonzed -
Hlearing Disability [ Wheslchair U [Yes [ No
Vasual Dhisabibity ' Scooter - OYes [ No
Cognitrve Orversized _
Disability O Wheelchair 0 |OYe ONe
Beharioral Health _ -
Drisabiliey O Walker ] [l ¥es [] No
Gross Obesity [l Cruiches 1 O¥Yes [ No
Orher ] Braces ] [ 1¥es [] Neo
Service Aninal [ [J¥es [] No
Cther -
(Descabe) | [Q¥es [] Neo

and weigh no more than 600 bz when occupied?

Te your wheelchair greater than 307 in width and 48” i length (measured 2 1 above the ground)

Ll Yes

L0 Mo [ MNot Applicable -

Can you transfer to a seat? [] Yes ] Ne

Do you need assistance to trausfer to a seat? [ Yes

0 Mo
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Application for MATP Services
Verification of Disability or Special Needs

{Fazelaf2)
Completa for gach MATP recipient Bsted on Applicaton Page 1

Applicant Section

Last WName: Fisst Name: AMiddle Tiifkal: Date of Birih:
SEN: 1D Dagst Recrprant 7t Card Issae =: Ehone 5

Streei Address: Apt.

City- IMunicialit County: State; Zip Code:

Applicant Release Section

I uadesstaad that fhe purpose of dus evaluation s io help in determine the most cost sffective and appropriste mode of teensportation for me. I understand thar the
information about my disabidity contained in this application will be kept confidentisl end shared only with professionals iavolved in evaloatag my eligibility. I hereby
aunthorize my medicsl representative to release any and all information required by the Medical Assistanse Transporiation Program regarding my medical condition, for the
puzpoze of detecmining an agpropriste method of trapsportiag me to medical services.

Appliesat Sigaatace Drata

If applicsat is woable to sign this form heshe may have someone sign and cectify (belfow) on applicant’s behalf (e.g., minor, disability}

Stgnature of Parscon Signing for Applicant Date Print Hame Relationship to Applicant
Certification Section

The individual named above has the following dizabilitvizes.) Check aB thaf apply.

(] Mobility ] Vision [] Heasns

[] Cognitive M SBebavioc [ o

Page 5 of 6 Requited MATP Form  APP100  Baw 3/30/2012
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Application for MATP Services
Verification of Disability or Special Needs

(Fage L af2)
Complete for each MATP recipient listed on Application Page 1

Limitation Secticn
‘These limitations apply Srams
Indicate the tasks (below) related to wsing public wansit that . If so, how
Al 7 | Occasionally v ‘ermanen
the individual listed above cannor dao. =¥s Usually ceasme Ravely P ¢ | Temporary long?
Boarding vehicle withowt a wheelchair Bft or ramp O O | O O O
Recognizing 2 bus stop, idenifying appropriate bus zad ronte O | O O O (|
Tndecstanding handling bus fire/money teansactions 1 O O [l O O
Recognizitg destinations if stops are annousnced O O O 0 O O
Waiting for ar hous (| [} (| O O O
Walking less thar 2 1/4 mile O O O O a a
Commuaicating with people [ Cl [ O O O
TUnderstanding emergencies or handling emesgencies well O a | O O O
Othes {deseribe): 0 0 0O 0 O 0
Dioes the individual require a personal care sttendant of eseort foe assistance while travelng D Fec _H Mo
Certification Section
The= indiidnal named sbove receives or it eligible for disahility services from these programs.  Check sl that apply.
indness & Vi
O ovr [ ssifssDI _mulm_nawwmnmﬁ of Blinduaess & Visual [1 Center for Independeat Liviag
’ . Registered Physical/ Ocoupational .
[ ME/MR [} Uaited Cazebeal Pabsy (UCP [] Registeced Physical/ Ocoupatio [] Physician
i Thecapist -
[ Registeced MNurse D PA Aftendant Case [0 oOtke
Verification Section
By signing, I 2ffirm that to the best of oy knowledge, the mformation in this evalnation form is tre and carrect. Fusthermoze, T caddify that T have medicsl information on
file to document the above statements and will prodnce such docomentstion at the request of the Medical Aszstance Transporiation Program Provider. I anderstand that
providing false or misleading information could result in prosecution sllowed by fhe laws of the Commeonwealtl: of Peansylranis,
Prinr or Trpe Name of Person Sigrune Sipnarre Peansylrann Licapse 7 Date
{if appleable}
Office Strees Address, oy, s & =ip Cfre Phone = Office Fax #
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