
	REGISTRATION FORM 
Contact 815-334-4985 for assistance.

	

	NAME First:
	Middle: 
	Last: 

	Date of Birth:
	 FORMCHECKBOX 
 Male       FORMCHECKBOX 
 Female

	Name of Apartment or Building Facility (if applicable): 
	
	

	Address:
	Unit:
	City:
	                                       ZIP:

	Closest Intersection:
	
	

	Cell Phone Number: 
	
	Phone Number: 

	Emergency Contact:
	
	Emergency Phone Number:

	

	Do you have a disability? Check all that apply. 

	        FORMCHECKBOX 
 Vision impairment

        FORMCHECKBOX 
 Physical disability
	 FORMCHECKBOX 
 Cognitive disability                         FORMCHECKBOX 
 Hearing impairment

 FORMCHECKBOX 
 Other (please specify): 









	

	Do you use mobility aids? Check all that apply.

	       FORMCHECKBOX 
 Leg Brace

       FORMCHECKBOX 
 Crutches

       FORMCHECKBOX 
 Walker

       FORMCHECKBOX 
 White cane
	 FORMCHECKBOX 
 Manual wheelchair

 FORMCHECKBOX 
 Electric wheelchair

 FORMCHECKBOX 
 Power scooter

 FORMCHECKBOX 
 Hearing aid
	 FORMCHECKBOX 
 Prosthesis

 FORMCHECKBOX 
 Service animal 

 FORMCHECKBOX 
 None of the above

	

	Do you travel with a personal care attendant or companion?          FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No       

	Other pick-up at home instructions or comments: 

	

	(optional) Is your yearly family income lower or higher than $60,000?          FORMCHECKBOX 
 Lower       FORMCHECKBOX 
 Higher

	

	If this form was completed by someone other than the rider, please provide name and contact information.

	Name:  
	Phone number:








