American Council of the Blind of Nebraska, Inc.

Lincoln Chapter – Give A Lift Cab Program

Application for Cab Coupons

Name: ___________________, _______________ ______.

           Last                                 First                          M. Init.

Home Address:____________________________________

City________________, Nebraska  Zip Code:_______-____
Phone#: (_____) _____________E-Mail________________


I hereby make application to A.C.B.N. Inc. Lincoln Chapter for subsidized cab coupons or vouchers.  I declare that I am Blind _______or that I am Legally Blind _______.
__________________________________ ______________

Signature                                                      Date

Physicians or N.C.B.V.I. Counselor Statement

I have ___examined or ___verified the above named applicant is _____Blind or _____Legally blind having a central visual acuity of 20/200 or less with correction in the better eye or a visual field of 20 degrees or less.
________________________________, _______________

Name (please print)                                    Title

Address                               City,         St.         Zip Code

_______________________________, ________________

Signature                                                 Date

