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Aspen - ADA Complementary Paratransit Application Form 
 
 
Attached are forms used to establish eligibility for RFTA’s ADA transit services. Please complete and 
return to RFTA the form titled, “Paratransit Eligibility,” and have your physician complete and return 
the form titled, “Medical Certification.” In addition to being a federal reporting requirement, these 
forms help RFTA to document the nature of the disabilities for which we provide paratransit services.  
 
Also, following is a brief summary of the policies for ADA services:  
 

• Paratransit service is for those who cannot get on, get off, or otherwise navigate the existing 
system.  

 
• All paratransit trips should be booked at least the day before by calling 925-4482. More 

advance notice is helpful.   
 

• Due to driver scheduling it is less costly for RFTA to offer paratransit services on certain days 
or at certain times of the day. Although you are not required to do so, it is appreciated if 
you can be somewhat flexible.  

 
• Service is offered during the same hours as RFTA’s city routes (6:30 a.m.-2:30 a.m.).  

 
• Paratransit service is offered for trips within the city limits of Aspen or to/from Aspen and 

the airport. All buses in RFTA’s fleet are lift-equipped and these can be used for intercity 
transportation.  You can call 925-4482 for more information regarding RFTA’s regional 
commuter bus services.  

 
• Trip pick-up must be made by RFTA within 15 minutes before or after the requested time. 

Any deviation from this policy by RFTA should be reported to RFTA administration at 920-
1905. Missed pick-up times by paratransit users could result in suspension of service, as 
provided for in ADA regulations.  
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ASPEN - PARATRANSIT ELIGIBILITY APPLICATION FORM  
 
The following information is being gathered by the Roaring Fork Transit Agency. It will be used only 
for the provision of transportation services to the applicant. This information will not be shared with 
any other organization, except for the purpose of providing transportation services to the applicant. 
Please include a completed medical verification form with your application.  
 
NAME: _____________________________________________________  
 
STREET ADDRESS:  
__________________________________________  
__________________________________________  
 
MAILING ADDRESS: __________________________________________  
(If Different) __________________________________________________  
 
TELEPHONE: (Home)_________________ (Work)______________________  
 
DATE OF BIRTH: _______________________  
 
What disability prevents you from using existing services?_____________________________ 
___________________________________________________________________________ 
___________________________________________________________________________ 
___________________________________________________________________________  
 
Is this condition temporary? ____Yes ____No  
If temporary, what is the expected recovery date? __/__/__  
 
How does this disability prevent you from using existing transit services? (Please explain completely. 
Use another sheet if necessary.)  
 
Are there other effects of your disability of which RFTA needs to be aware?  
 
Which of the following aids do you use? (Check all that apply)  
___Cane ___Crutches ___Manual Wheelchair ___Electric Wheelchair ___Oxygen 
___Powered Scooter ___Guide Dog ___Personal Care Attendant ___Other? ________ 
 
Do you require a Personal Care Attendant when you travel using transit? ___Yes ___No  
Can you travel 200 feet without the assistance of another person? ___Yes ___No  
Can you travel ¾ mile without the assistance of another person? ___Yes ___No  
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ASPEN - MEDICAL VERIFICATION FORM  
 
Federal law mandates that the Roaring Fork Transit Agency provide special paratransit services to 
persons who cannot utilize existing transit service. The attached authorization form has been 
submitted by _________________________, indicating that you can provide information regarding 
the functional impacts of his/her disability. In order for RFTA to make a determination regarding 
his/her request for certification of eligibility for such services, we request your verification of the 
following:  
 
In what capacity do you know the applicant?______________________________________  
 
Medical diagnosis of condition causing disability:___________________________________  
 
Is this condition temporary? ___Yes ___No  
 
If temporary, what is the expected recovery date? __/__/__  
 
Can the applicant:  
 
Travel 200 feet without the assistance of another person? ___Yes   ___No  
 
Travel ¾ mile without assistance of another person? ___Yes  ___No  ___Sometimes 
 
(Explain)____________________________________________________________________________
___________________________________________________________________  
 
Climb three 12-inch steps without the assistance of another person? ___Yes  ___No  ___Sometimes 
 
(Explain)____________________________________________________________________________
___________________________________________________________________ 
 
Wait outside without assistance for ten minutes? ___Yes  ___No  ___Sometimes  
 
(Explain)____________________________________________________________________________
___________________________________________________________________  
 
I hereby certify that the information given above is true and correct to the best of my knowledge.  
 
SIGNED:______________________________________________ Date:_____/_____/________  
 
PLEASE RETURN TO: 
 
John Hocker, (384-4963) jhocker@rfta.com  
Roaring Fork Transportation Authority, 51 Service Center Drive, Aspen, CO  81611 

mailto:jhocker@rfta.com

