
EMERGENCY CONTACT 
 

Name_____________________________________ 
 
 

Phone number______________________________ 
 
 

Relationship to applicant______________________ 

 

 
 
 
 
 

 
 
 
 

Information provided on this form assists SCT with understanding of how to best perform individual transport 
and is used for granting web scheduling access, as well as demographic reporting to our grantees and/or 
seek grant opportunities. Please complete as much as possible. 
 

 
 

____________________________________________________ 
Applicants Legal Name (first, last)  
 

Address_____________________________________________   
 
Building____________________________ Apt. #___________  
 
City _______________________________ Zip _____________       Gender:   Male ________ Female ________      

  
     Date of Birth _____________________ Age ___________ 
 

     Race/Ethnicity ___________________________________ 
 

     Home Phone # ___________________________________ 
    
     Cell Phone #    ___________________________________  
 
 

  

Number in household (count applicant as one, spouse, dependent’s (children) if under the age of 18 yrs.) ________  

 

Gross Monthly Income $________________ EMAIL Address: ________________________________________ 

 

Please check any of the following that apply to Applicant:    _____Use Service Animal     ______Visually Impaired      
 
 
 

_____Hearing Impaired   _____Speech Impaired   _____Use Oxygen    _____Use Cane/Crutch     _____Use Walker 
 

 
_____Memory Impaired (Circle:    Mild    Moderate    Severe)   _____Has an Attendant (not provided thru SCT) 
 

 

_____Needs assistance from door of residence to door of destination   ______Needs assistance beyond  
            

                               Threshold of residence and through door of destination (not provided thru SCT; referrals given) 
 
 

Can applicant step up & in to a minivan? ____Yes ____No   Can applicant step up into a bus? ____Yes ____No 
 

 

Please check which mobility device(s) if any that the applicant may use and bring along for transport: 
 

_____Standard non-motorized 4 wheel device (fold-up)     _____Over-sized non-motorized 4 wheel device (fold-up)     
 

 
_____Motorized (Electric) 3 or more wheeled device     _____Over-sized Motorized wheeled device        _____ Bicycle 
 
_____Scooter (3 or more wheeled device - specify model/brand) ___________________________________________ 
 
 

Can Applicant independently transfer in/out of 3 or more wheeled mobility device? _____Yes _____No _____N/A 
 
Is the wheeled mobility device equipped with a lap belt?   _____Yes   _____No    _____Not Applicable 
Seat belt usage in vehicle(s) is required during transport. 
 

Does the individual combined with the mobility device exceed 800 pounds? _____Yes   _____No 

          _____Don’t Know _____N/A 
 
 

Does the individual’s residence have an accessible mobility ramp?  _____Yes    _____No    _____N/A 

 

 

*Service is unable to accommodate Emergency trips, Geri-Chair, Stretchers, Segway’s or Carts.  This is a 
general public transportation program and there are limitations to what this service is capable of performing*  

                                   

Rev. 1/22 

SEDGWICK COUNTY TRANSPORTATION (SCT) 
271 W. 3rd St. N., Suite 500 | Wichita, KS 67202 

 

Hotline: (316) 660-5150   Fax: (316) 660-1936 
Aging/Disability Resource Call Center: 1-855-200-2372 

 

www.sedgwickcounty.org/aging click link Transportation 

 

SCT Office Usage Only:     Client ID____________ 

 

Date Rcv’d__________   Date Entered ___________ 

 

Program Code(s) ______________/_____________ 

http://www.sedgwickcounty.org/aging

