U.S. DEPARTMENT OF EDUCATION

APPLICATION FOR HANDICAPPED PARKING

PLEASE PRINT OR TYPE (UNLESS OTHERWISE INDICATED)

PHYSICIAN MUST COMPLETE CERTIFICATION
	EMPLOYEE’S NAME


	
	I CERTIFY THAT ____________________________________


(APPLICANT’S NAME)

HAS A TEMPORARY / PERMANENT (CIRCLE ONE) HANDICAP WHICH FOR ALL PRACTICAL PUPOSES. PRECLUDES THE USE OF PUBLIC TRANSPORTATION

	HOME ADDRESS


	
	

	CITY
STATE
ZIP CODE


	
	PHYSICIAN’S SIGNATURE
DATE

	OFFICE TELEPHONE NUMBER
ROOM
BLDG


	
	PHYSICIAN’S NAME

	VEHICLE OR HANDICAPPED LICENSE NUMBER AND STATE


	
	OFFICE ADDRESS

	I CERTIFY THAT I HAVE A TEMPORARY  / PERMANENT (CIRCLE ONE) HANDICAP WHICH, FOR ALL PRACTICAL PURPOSES, PRECLUDES THE USE OF PUBLIC TRANSPORTATION.  I AUTHORIZE THE RELEASE OF ANY INFORMATION NECESSARY TO VERFIFY THIS REQUEST FOR HANDICAPPED PARKING SERVICES.  
	
	CITY
STATE
ZIP CODE



	
	
	OFFICE TELEPHONE NUMBER

	EMPLOYEE’S SIGNATURE
DATE


	
	IMPORTANT:

PLEASE SEE ATTACHED LETTER FOR THIS FORM FOR GUIDELINES REGARDING TEMPROARY AND PERMANENT HANDICAPS, AND ATTACH A CURRENT DETAILED MEDICAL DESCRIPTION RELATING TO THE SPECIFIC HANDICAP.

	THIS CERTIFICATION IS TRUE AND ACCURATE AND MADE 
UNDER THE PENATY OF PERJURY
	
	


(FOR ED STAFF USE ONLY)

	ISSUE DATE
	PERMIT #


	LOT/GARAGE
	

	APPROVED BY


	
	THIS CERTIFICATION IS TRUE AND ACCURATE AND MADE UNDER THE PENALTY OF PERJURY


REVISED 1/92







