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FOUR COUNTIES TRANSPORTATION SERVICE 

c/o Four Counties Health Services 

1824 Concession Drive 

RR#3 Newbury, ON.  N0L 1Z0 

Phone:  519-693-8604   or 1-800-724-3401    Fax:  519-693-7084 

 

APPLICATION FOR ELIGIBILITY 

 

TO APPLICANT:  Please return to Four Counties Transportation Service or  

                               Fax to 519-693-7084 

 

 

NAME:  ________________________________________________    PHONE # ___________________ 

 

ADDRESS:  ___________________________________________________________________________ 

 

ALTERNATE CONTACT:  _________________________________  PHONE # __________________ 

 

 

DO YOU USE ANY OF THE FOLLOWING?  (Please circle) 

 

Wheelchair   -   Power     or      Manual      and        Always      or     Occasionally 

 

Walker -  Yes        No                 Cane – Yes      No                   Crutches -   Yes        No 

 

 

Date:  _______________________     Signature:__________________________________________ 

 

 

********************************************************************************* 

  

To Qualified Health Professional: (Nurse, Doctor, Physiotherapist, Recreation Therapist)                                                   

Four Counties Community Transportation Service is a transportation service offered to eligible 

persons in the Four Counties Health Services (FCHS) service area.  Ministry of Transportation 

guidelines for the use of the Transit Bus are as follows: 

 

• Persons who are physically unable to climb or descend steps used on conventional public 

transit facilities,  and/or 

• Persons unable to walk a distance of 175 meters (575 ft) 

 

If further information is needed regarding eligibility, please contact the dispatch at Four Counties 

Health Services  Tel.  519-693-8604. 
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Please state any specific problems of the user as they relate to the above guidelines.   

 

 

 

 

 

Will the user’s health problems improve with time?   YES    NO 

 

Is regular or temporary use requested?    REG   TEMP     

 

If temp. indicate approx length of use __________________________________________________ 

 

Is the user seatbelt exempt?    YES     NO 

 

Does the user need a traveling companion      YES      NO 

 

********************************************************************************* 

 

 

NAME OF HEALTH PROFESSIONAL: __________________________  DATE:______________ 

 

 

PROFESSIONAL STATUS:  ________________________________________________________ 

 

 

SIGNATURE: ____________________________________   PHONE: _____________________ 


