
  

               

Certification for Reduced Fare 
All applicants need to complete Part A. Senior certification requires that Part B be completed. For 
passengers with a disability, Part C is completed by your physician, case manager or other health 
care professional who is familiar with your disability and is qualified to certify you. 

This form is confidential and any information contained in it will be used for transportation purposes 
only. All information will be kept confidential.
Part A: General Information 
Name: 
Address: Email: 

City, State, Zip Code: 
Home Phone: Work Phone: Birth Date: Today's Date: 

Will you use? _____ Metro 
 Fixed Route 

_____ Metro  
           Connect _____ Both

 Do you use a mobility device? _____Yes _____No
 If yes, what kind? ____________________________ 

Part B: Senior Certification - Must be 62 Years or Older 

Proof of age verified by: 
____ Driver's Licence 
____ Birth Certificate 
____ Other Picture ID 

Certified By: ________________________ 

Agency: ___________________________ 

Applicant - Please Do Not Write Below This Line 
Part C: Disabled Certification - Either a physician, case manager or other health care 
professional (please cite credential, MD, RN, LSW, etc.) must complete the following: 
Name and Address of Agency or Physician: Date: Phone: 

Signature: 
Name and Title of Agency Representative: 

Please describe in detail the applicant's disability which would qualify the individual for reduced 
rates. 

Is Disability: _________ Permanent? _________ Temporary? 

If Temporary, length of disability: __________ Months __________ Years 

Does the individual require an escort to travel with them? _____Yes _____No 
Over: 

jwellington
Typewritten Text

jwellington
Typewritten Text

jwellington
Typewritten Text

jwellington
Typewritten Text

jwellington
Typewritten Text
Metro
530 N. Rose Street 
Kalamazoo, MI 49007
Phone: 269-337-8201 / Fax: 269-337-8211
www.kmetro.com




	MetroReducedFare_fillable-1
	metro2

	Name: 
	Address: 
	Email Address: 
	City State Zip Code: 
	Home Phone Number: 
	Work Phone Number: 
	Date of Birth: 
	Today's Date: 
	What Service Will You Use?: Both
	Do You Use A Mobility Device?: Off
	If yes what kind: 
	Proof of Age Verified By?: Off
	Certified By: 
	Agency: 
	Name and Address of Agency or PhysicianRow1: 
	Date: 
	Phone: 
	Signature: 
	Name of Agency Representative: 
	Title of Agency Representative: 
	Please describe in general terms the applicants characteristics which would qualify the individual for reduced rates: 
	If Temporary, length of disability?: 
	If temporary, length of disability?_1: 
	Is Disability Permanent of Temporary?: Off
	Does this Individual require an escort to travel with them?: Off


