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APPLICATION FOR DISABLED PERSONS FOR REDUCED TAXI FARES 

 

NAME  _______________________________________________________________________________ 

STREET ADDRESS _______________________________________________________________________ 

CITY, STATE ZIP ________________________________________________________________________ 

I hereby authorize ______________________________________________ to release information 

necessary to complete this application. 

 

Signature of Application ____________________________________________  Date ________________ 

 

DOCTOR’S VERIFICATION 

 

____________________________________ is eligible for reduced transit fares. The limitation qualifying 

this person was based on the applicant’s physical or mental disability. 

This limitation is  ____ permanent or  _____ temporary. 

If temporary, this limitation is for a period of ________________________________________________ 

_____________________________________________________________________________________ 

 

Doctor’s Signature __________________________________________________ Date _______________ 

 

Upon receipt of this application the City of Marshfield will issue a permanent or temporary identification 

card qualifying you for reduced fare. For additional information or assistance, please phone 715-384-

2919. 


