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PARATRANSIT PHYSICIAN’S AUTHORIZATION FORM 
  
 
 
 

Dear Dr.________________________                                              Date___________________ 
 

Your patient, ______________________, has requested to participate in the City of Culver City 
Paratransit Program, which provides services to qualified individuals that are transportationally 
disabled (unable to drive or use public transportation system).  Lift van service is provided to Culver 
City residents within Culver City and designated surrounding areas.  Discounted taxi coupons are 
available for purchase and are provided to Culver City residents as well as residents of View Park, 
Windsor Hills and Ladera Heights.  Residents of these Los Angeles neighborhoods (not Culver City 
residents) age 60 and over automatically qualify; those under 60 and transportationally disabled must 
submit this form. 
 

Participants are required to submit this completed form.  Your patient will be allowed to participate 
only if you return the signed form and it is approved by city staff.  By signing and returning the form, 
you have verified that your patient is transportationally disabled and medically able to participate.  If 
you have any questions regarding the Paratransit Program please contact Darren Uhl (310) 253-6729. 

PLEASE PRINT 
Complete and Mail or Fax to: 
Culver City Senior Center ATTN:  Disability Services Program 
4095 Overland Ave FAX:     (310) 253-6711 
Culver City, CA 90232 
 

Name: _________________________________________ DOB: ______________________________________ 
 

Address: ___________________________________________________________________________________ 
 

City: _____________________ Zip Code: __________ Phone: (____) __________________________________ 
 
Description of Medical Condition(s): ___________________________________________________________ 
 

____________________________________________________________________________________________ 
Should the participant have a caregiver with them for transportation?  (Circle one)  YES    NO 
 

Does the medical condition(s) affect the individual’s ambulatory skills? (Circle one)  YES    NO 
 

How does this condition(s) affect the individual’s ability to drive or use public transportation?  
___________________________________________________________________________________________ 
 

___________________________________________________________________________________________ 
 

What is the expected duration of the medical condition(s)? 

 

Permanent: _________ Temporary: ____________ Duration: ______________________________________ 
 

Physician Name (printed): ________________________________ License #: _________________________ 
 
Signature: _________________________________ Date: ___________ Phone: (___) ____________________ 
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Staff Signature: ___________________ Date: _____________ Approved:  Disapproved:  

Approved Service:   Taxi Coupons:  Culver City  or  County  Van:   Both:  


