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ADA Paratransit Application 
Information Sheet 

Included in this packet: 
1. White Forms: Instruction on completing the enclosed application – please

�N�H�H�S���I�R�U���U�H�I�H�U�H�Q�F�H���G�X�U�L�Q�J���D�Q�G���D�I�W�H�U���¿�O�O�L�Q�J���R�X�W���W�K�H���I�R�U�P���V��
2. Yellow Forms: Paratransit Applicant Form/Application
3. �%�O�X�H���)�R�U�P�V�����3�U�R�I�H�V�V�L�R�Q�D�O���9�H�U�L�¿�F�D�W�L�R�Q���)�R�U�P

�5�H�D�G���W�K�H���H�Q�W�L�U�H���S�D�F�N�H�W���E�H�I�R�U�H���F�R�P�S�O�H�W�L�Q�J���I�R�U�P���V�������7�R���D�Y�R�L�G���G�H�O�D�\���L�Q���S�U�R�F�H�V�V�L�Q�J����
�D�Q�V�Z�H�U���D�O�O���T�X�H�V�W�L�R�Q�V���W�R���W�K�H���E�H�V�W���R�I���\�R�X�U���D�E�L�O�L�W�\���D�Q�G���U�H�Y�L�H�Z���W�K�H���I�R�U�P���V�����E�H�I�R�U�H��
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Return Application Options

Via U.S. Mail:
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ADA Paratransit Application 
General Information 
Current or previous Call-A-Ride ID card number: ________________________________

Expiration Date: _______ /________ /_______  SSN: ________ – ______ – ________

First Name: _____________________ Last Name: _____________________ MI: ____ 

Address: ______________________________________________ Apt#: ____________ 

City: _______________________________ State: __________ Zip: ________________ 

Cell Phone: ( ___________ ) _______________________________ TTY: □ Yes  □ No

Home Phone: ( ___________ ) _____________________________ TTY: □ Yes  □ No

Birth Date: _______ /________ /_______ Gender: □ Male  □ Female  □ Non-Binary

Do you NEED future written information provided to you in an accessible format? 
□ Yes  □ No      If yes, please indicate your preferred format:

□ Email: ______________________________________  □ Braille   □ Large Print

□ Other (Specify): _______________________________________________________

Emergency Contact Person: 

Name: _______________________________ Relationship: ______________________ 

Cell Phone: ( ___________ ) _______________________________

Home Phone: ( ___________ ) ______________________________

Did anyone assist you with completing this form?  □ Yes  □ No

If yes, please provide the following information about that person. 

Name: __________________________________ Relationship: __________________

Day Phone: ( ___________ ) _______________________________
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Applicant’s Certification 
For Applicant:

As the applicant’s parent and/or legal guardian, I understand the 
purpose of this application is to determine if the applicant is eligible to 
use ADA Paratransit Services. I certify that the information provided in 
this application is accurate and I understand that the applicant must be 
present for the interview and functional assessment of his or her abilities. 

I understand that if the applicant travels to the assessment on ATS or 
Call-A-Ride, the driver or assessment office staff will not supervise 
them. If these issues cause concern, they may bring an attendant 
at no charge. I understand that I may be present with the Applicant 
during the interview and any functional assessment.

Signature of Parent or Legal Guardian: ______________________________ 

Relationship to applicant: ________________________ Date: ___ /___ /___

Only complete if you are a legal guardian OR the applicant is less than 18 years old:

I understand that the purpose of this application is to determine my 
eligibility to use ADA Paratransit Services. I certify that the information 
provided in this application is accurate and I understand that I must 
complete a functional assessment of my abilities.

Signature: _____________________________ Date: _______ /________ /_______
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Information About Your Disability And 
Mobility Equipment 
1.
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Information About Your Current Use 
Of MetroBus And MetroLink
This section does not pertain to Call-A-Ride/ATS, but your use of MetroBus 
(accessed at designated bus stops) and MetroLink (accessed at a designated 
train station). 

1. How often do you currently use MetroBus or MetroLink services by yourself?
□ Daily   □ Several times per week   □
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Your Functional Ability 
For each question, select only one answer. Your answers should be based on 
your physical and mental ability to perform the tasks. 

Without the help of someone else and using a mobility aid if needed, can you: 

1. Use your cellphone to get information?
□ Yes   □ No   □ Sometimes

2. Understand directions needed to complete a trip?
(This does not include being unaccustomed to the English language.)
□ Yes   □ No   □ Sometimes

3. On a good day, travel without your mobility device?
□ Yes   □ No   □ Sometimes

4. Wait at a bus stop without a seat?
□ Yes   □ No   □ Sometimes

5. Wait at a bus stop if there was a bench or bus shelter?
□ Yes   □ No   □ Sometimes

6. Cross the street?
□ Yes   □ No   □ Sometimes

7. Step on and off a curb from a sidewalk?
□ Yes   □ No   □ Sometimes

8. Find your own way to or from a transit stop?
□ Yes   □ No   □ Sometimes

9. If the weather is good, how far can you walk or roll outside independently
(check only one)?
□ To the curb outside your house or apartment
□ To the corner of your block
□ To the nearest bus stop or train stop
□ To the local store(s)
□ Not sure

□ Other _________________________________________________________________
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Professional Verification
(Completed by your healthcare provider) 

Dear Professional: 

You are being asked by ___________________________________________ (applicant) 

DOB: _______ /_______ /_______ SS# (last 4 digits): ___________________ to 
provide information regarding their ability to use the Metro transit system. The 
American with Disabilities Act is very specific on who qualifies for curb-to-curb 
transportation services, as opposed to riding our fixed route system. Because of 
your professional relationship with this applicant, you are uniquely qualified to help 
clarify his or her functional abilities and limitations.

To qualify for ADA Paratransit services, a person must be unable to 
use regular fixed-route transit some or all of the time. On the following 
pages, indicate the nature of the applicant’s disability.

Common Questions To Consider: 
1. Does this disability prevent the applicant from following directions/navigating in

the community/travel in various weather conditions/travel in complex facilities?

2. What about their disability prevents them from doing the above?

Return Application Options
Via U.S. Mail:
Metro Transit
Attn: Mail Stop 1
One Metropolitan Square
211 N. Broadway, Ste. 700
St. Louis, MO 63102

Via FAX:
(314) 335-3419

Website Upload:
MetroStLouis.org/ADAUpload

https://externalapps.metrostlouis.org/adafileupload/
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For All Applicants
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Can the applicant travel in the community without the assistance of another 
person?  □ Yes   □ No

What weather conditions affect the individual’s ability to travel independently?
□ Hot   □ Cold   □ Rain   □ Wind   □ Snow   □ Ice   □ Humidity   □ Not applicable

□ Other: ___________________________________________________________________

Y
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For Applicants With An Epilepsy Condition 
□ This section does not apply.

Date of onset: ______ /______ /_______ Date of last seizure: ______ /______ /_______

Frequency (check one)

□ 0–1 seizure/month 	   □ 2–4 seizures/month □ 5+ seizures/month

□ Other: ___________________________________________________________________

Type: (Please check all that apply)

□ Tonic Clonic   □ Petite Mal   □ Focal seizures

□ Other: ___________________________________________________________________

Does applicant lose consciousness during seizure?	 □ Yes   □ No

Does the applicant experience an aura prior to seizure?	 □ Yes   □ No

Are the seizures well controlled with medication?	 □ Yes   □ No

The extent of the disability affects independent travel: ___________________________

____________________________________________________________________________

For Applicants With Cognitive or 
Psychiatric Disabilities
□
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For Applicants Who Have A Cardiac Condition
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