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........................................................ Postcode.........cooiiiiiiii
Telephone number................ocooin i, Mobile number...................

If you have no telephone number, please give the number of someone we can contact in case of

an enquiry about a booking, stating whose number it is e.g. a neighbour, relative etc.

E-mail address (if applicable) ...

Age group: under 18 O 18-400 41-650 65-800  Over 80 O (tick box)

Do you usually use a wheelchair? Yes / No

If “Yes”, what type is it? Powered/Manual
Do you usually take a companion with you? Yes / No
Do you usually use a walking aid? Yes / No

If “YES”, What tyPe7 ..ot

Are there any difficulties in getting to and from your home that our drivers should know about?

P.T.O.



11. Qualification to use the service (A) or (B) must be completed.

A) Do you receive any benefits which qualify your need? EG.

1. Disability Living Allowance O
2. Disability Working Allowance O
3. Mobility Allowance O
4. Attendance Allowance O
5. Incapacity Allowance O

(B) If you do not receive any of the above, the following must be completed by a Doctor,

Physiotherapist, Community Nurse or other medical professional (who may charge a fee).

| certify that the above named person is unable to use Public Transport.

| enclose my cheque for £20.00, payable to ‘Suffolk A.C.R.E. Services’ for my first

year's membership.



