OFFICE USE ONLY: DATE PROC: / / REG. #

Month Day Year
CAV ZONE: DIS. CODE EXPIRY DATE / / ORPERMANENT[ ]
Month Day Year

CARE-A-VAN REGISTRATION FORM
1169 MICHENER ROAD,

’.’ fi/ﬁ/}’ C%L SARNIA, ON N7S 4W3

= Care-a-Van 519 336-3789 Fax: 519-336-3361
6:?/'9 l/‘?” Sarnia Transit: 519-336-3271 TTY: 519 336-5145

I SECTION A-TO BE COMPLETED BY THE APPLICANT, FAMILY OR LEGAL GUARDIAN

APPLICANT’S LAST NAME FIRST NAME INITIAL
ADDRESS: JFLOOR POSTAL CODE
PHONE NO - EXT. DATE OF BIRTH: / /

Month Day Year

TYPE OF DISABILITY AND ANY SPECIAL NEEDS:

SERVICES ARE REQUIRED:

a) Unconditional eligibility [ ] unable to use conditional transportation services.

b) Temporary eligibility [ ] unable to use conventional transit for a short period of
time. If so, How Long

c) Conditional eligibility [ ] unable to use conventional transportation depending on
circumstance such as weather.

MOBILITY DEVICE:
WHEELCHAIR: (CIRCLE TYPE) REGULAR OVERSIZED ELECTRIC BRODA SCOOTER
CANE  WALKER OTHER (SPECIFY)

If your condition is such that you require assistance to and from the vehicle and/or throughout the trip, it is your responsibility to
ensure such assistance is provided. We reserve the right to deny service, temporarily or permanently, if a required attendant is
not provided.

ESTIMATED NUMBER OF TRIPS PER WEEK:
EMERGENCY CONTACT: NAME:
RELATIONSHIP TO APPLICANT: PHONE NO.

SECTION B: TO BE COMPLETED BY YOUR REGISTERED HEALTH PROFESSIONAL please
have your primary care provider fill out the following section verifying the nature of the DISABILITY that
may prevent you from boarding a regular Sarnia Transit bus (conventional bus).

DISABILITY VERIFICATION
DOCTOR’S NAME:
ADDRESS:
TELEPHONE:

DIAGNOSIS AND COMMENTS: Please state clearly the disability which prohibits the above named
applicant from boarding a regular bus.

Under the Guide to the Accessibility Standards for Customer Service, Ontario Regulation 429/07 a SUP-
PORT PERSON is defined as “in relation to a person with a disability, another person who accompanies
him or her in order to help with communication, mobility, personal care or medical needs or with access to
goods or services.”

DOES THE APPLICANT REQUIRE THE ASSISTANCE OF A SUPPORT PERSON IN ORDER TO
TRAVEL? YES[ ] NO[ ]JOCCASIONALLY[ ]

HEALTH CARE PROFESSIONAL SIGNATURE:

DATE:




CARE-A-VAN REGISTRATION FORM
1169 MICHENER ROAD,

’. '.5’;/7//; (%L SARNIA, ON N7S 4W3

-’ Care-a-Van 519 336-3789 Fax: 519-336-3361
ca/e I/‘?” Sarnia Transit: 519-336-3271 TTY: 519 336-5145

WAIVER AND INDEMNITY

In consideration of the provision of Care-A-Van transportation by
Sarnia Transit and the Corporation of the City of Sarnia, I, the
undersigned, hereby confirm that:

e I have read and understood the Sarnia Care-A-Van Brochure.

e I agree to be bound by the terms and conditions set forth in the
Brochure.

e I have read and understand the Care-A-Van Registration Form, or it
has been read and explained to us.

The information that I have provided on the Care-A-Van Registration
Form is complete and accurate to the best of my knowledge and ability.

I agree to comply with all reasonable directions of the Care-A-Van
driver and/or any other Care-A-Van staff and acknowledge that, should
I fail to do so, I assume all liability for any injury to any person or
property that may arise as a consequence of that failure to follow
directions.

Should a Care-A-Van driver, or volunteer, provide me with any

assistance beyond that provided for in the Care-A-Van Brochure, 1
understand and acknowledge that any assistance is not part of the
service provided by Sarnia Care-A-Van or Sarnia Transit. I further

acknowledge that any injury or cause of action which may arise as a
result of such assistance being provided to me will not render The
Corporation of the City of Sarnia, Care-A- Van, Sarnia Transit or their
employees or volunteers liable, is undertaken solely at my own risk and
that I have no right to claim against The Corporation of the City of
Sarnia, Care-A-Van, Sarnia Transit, any driver or other employee or
volunteer of Sarnia Transit or the Corporation of the City of Sarnia

WITNESS SIGNATURE DATE

In the alternative, I hereby declare that I have read and truly
described to the person utilizing Care-A-Van services, the contents of
the above document. I have used my best efforts to ensure that they
fully comprehended the contents of document. I further under- stand
that this declaration, when signed by me, is of the same force and effect
as if sworn under oath.

WITNESS SIGNATURE DATE
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