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APPLICATION FOR DISABLED PARKING PLACARD/PLATE

THISSIDE OF THE APPLICATION MUST BE COMPLETED IN THE DISABLED PERSON’'SNAME

Disabled person must be a Massachusettsresident. Please note theinformation required in this application may affect your license status.

NOTE: Incomplete applications will not be processed. This gpplication must be submitted to the RMV within thirty (30) days
of the hedlthcare provider's certification. Y ou should dlow at least thirty (30) daysfor RMV processing. Additiona
documentation may be required.

NOTE: REPORT OF CERTAIN MEDICAL CONDITIONSMAY RESULT IN AUTOMATIC LOSS OF LICENSE

Disabled Person’'sInformation (Please Print)

Last Name First Name Middle Gender
Address City/Town Zip Code
Date of Birth Socia Security Number (SSN) Height Telephone Number

Driver's License Number or Mass |.D. Number

Isthisthe first time you have submitted an application for a disabled parking placard/plate? yes No
If applicable, please print your current disabled parking placard or plate number

| am goplying for the Following:
[] Placard No feerequired for a placard (disabled person's photo must be stored before a placard can be issued).

[] Plate Only issued to individuas who have avehicle registered in hisher name. Regidtration fees apply.

[] Motor cycle Only issued to individuas who have a vehicle registered in hisher name. Regigiration fees apply.
Plate

[ ] DVPlate Only issuedtoindividualswho a) have avehicle registered in their name; b) meet Medical Affairs
guiddines, ¢) provide the DV Hlate letter from the Veteran's Administration gating that the disability is at
least 80% service connected.

AUTHORIZATION TO RELEASE MEDICAL RECORDS

| hereby authorize the hedlthcare provider completing this form to discuss and release any or dl medical records pertaining to its
content with or to representatives of the Registry of Motor Vehicles.

Signature of disabled person Date



TO BE COMPLETED BY HEALTH CARE PROVIDER

CLINICAL DIAGNOSIS: (Required)

DURATION (circleone): Temporary Permanent
If temporary, please state # of months
PLEASE CHECK ALL THAT APPLY:
Unable to wak 200 feet without assstance (clinica diagnoss M UST be completed)
Legdly Blind* (Cert. Of Blindness may subgtitute for professond certification) (*automatic loss of license)
Chronic Lung Disease
Please date FEV 1 test results O2 saturation with minima exertion
Use of Portable Oxygen? Yes No
Cardiovascular Disease
AHA Functiond Classfication (circle one): | [l "l AVAd

(*autometic loss of license)
Arthritis (please state type, severity, and location)

Loss of or permanent loss of use of alimb
Description of functional disability

HEALTHCARE PROVIDER MUST CHECK ONE:

In my professond opinion and to a reasonable degree of medicd certainty:

[_] The above condittion, or any other mediical condiition of which | am aware, WILL NOT IMPAIR the safe
operation of a motor vehicle

[_] The person applying for this permit is NOT medically qualified to operate amotor vehicle safely.
[_] The medical condition as stated aboveis of such severity asto requirea COMPETENCY ROAD TEST.

CERTIFICATION: (Please Print)

Healthcare Provider's Name Title Mass Board of Registration. #
Address

Telephone Number

Healthcare Provider's Signature Date

M20060-0505



