
.





STEP Transportation ADA Paratransit Application

Name:

Address:

Phone:

Emergency Contact Name and Phone:

Date of Birth:

Please describe: 1) the disability that restricts you from using the fixed route bus and 2) how this disability
restricts you from riding the fixed route bus.

Is this condition permanent?  YES NO

What is the expected duration of this condition?

Can you ride the regular fixed route bus on certain occasions?

If yes or sometimes, please specify when you can ride the fixed route bus:

Have you ridden the River Valley Transit fixed route bus within the last 4 weeks?

Can you wait at a bus stop for up to 10 minutes at a time?

If yes or sometimes, please specify when you can stand at a bus stop:

When traveling, do you require the assistance of any of the following (check all that apply.)

1/0/1900

The information in this application shall be used strictly by STEP Transportation in determining the 

eligibility of ADA Paratransit Service. This information may be shared with your primary care 

physician to verify accuracy.

  

 , PA. Lot/Apt#: 

-

 

Do you know that River Valley Transit fixed route buses are fully ADA compliant with wheelchair 

securement areas, preferential seating for the disabled?

Yes No

Yes No Sometimes

Yes No

Yes No Sometimes

Personal Care Attendant

Manual or Electric Wheelchair 

Power Scooter

Cane

Service Animal 

Crutches

Other



Can you travel, unassisted: (Check all that apply)

Physician’s Name:

Phone Number:

Please list the name and phone number of your primary care physician OR the physician that can verify 

the information you have provided in this application.

Relationship to Applicant:

By signing this form, you understand that you are giving STEP Transportation and the independent 

physician group the ability to contact your primary care physician to verify any and all information on this 

application. You also understand that submission of an application does not guarantee ADA Paratransit 

eligibility. Any application that is not completed in full will be returned to the applicant

Name:   D ate: 7/19/2019

Signature:

If another person is completing this application on behalf of the individual requesting ADA Paratransit 

service, please provide:

Name: D ate:

Address:

Phone:

Signature:

200 feet

3 blocks or about 1/4 a mile?

6 blocks or about 1/2 a mile?

9 blocks or about 3/4 a mile?


