
APPLICATION FOR ADA PARATRANSIT SERVICES ELIGIBILITY

Applicant,

Thank you for inquiring about eligibility for Citibus Access ADA Paratransit Service.
Access is for individuals with a disability or disabling health condition that prevents
them from independently using the accessible Citibus fixed route service either all of the
time, temporarily or under certain circumstances. The Americans with Disabilities Act
(ADA) outlines specific criteria to determine eligibility for paratransit services; therefore,
an application and in-person eligibility review are required to determine an applicant’s
individual eligibility.

The following application must be filled out legibly and completely. The physicians form
must be completed by a doctor, licensed health care provider, or licensed social
caregiver familiar with your disability. After Access receives your completed application
you may be contacted to schedule an in-person interview to determine your eligibility.
Transportation will be provided to you free of charge both to and from the in person
interview/assessment.  

You will receive your eligibility determination within 21 business days from the date that
your interview and functional assessment have been completed. If you require any
assistance in completing this application you may call our scheduling office at 806-775-
3640. 

Again, we thank you for your interest in Citibus Access. 

Citibus Operations
806-775-3640



Return completed application to: 

CITIBUS
Attn: Citibus Access Eligibility
801 Texas Avenue
Lubbock, Texas 79401

Or by fax: 806.775.2955

APPLICATION FOR ADA PARATRANSIT SERVICES ELIGIBILITY

To ensure your application is processed in a timely manner, all questions must be answered.
Part A and Part B must be submitted at the same time. Incomplete applications will be
returned to applicant and/or individual/agency completing application. All information is
kept confidential. Citibus Access will only use the information obtained in this certification
process for the provision of transportation services. 

PART A: General information regarding applicant 
To be completed by applicant or on behalf of applicant. (Please Print or Type)

OFFICE USE ONLY

Determination:
 ______________________

Expiration Date: 
 ______________________

Assessment Date: 
 ______________________

Date Letter Mailed: 

[  ] New Applicant  [  ] Recertification 

     _________________________________________________________________________________
Last Name                                          First Name  Mid. Initial 

                 ______________________________   _______  [  ] Male   [  ] Female 
Date of Birth  

_________________________________________________________________________________
Street Address                       Apt/Suite #             Name of Apt Complex/Nursing Home

_________________________________________________________________________________
City                                        State                                                   Zip

_________________________________________________________________________________
Mailing Address if Different

_________________________________________________________________________________
Home Phone                                       Cell Phone                                   E-Mail 
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