
MOBILITY-IMPAIRED / DISABLED ELIGIBILITY 
 
 

____________________________ 
   Print Applicant’s Name 

 
This is to certify that ____________________________________ is, in the best of my professional  
opinion, mobility-impaired and/or disabled (circle 1. or 2. as defined below).  

 
1.  The refuge defines “mobility-impaired” as a physical condition that severely impairs a person’s mobility, 
requiring the assistance of a wheelchair, braces, crutches, or other similar aids.  This definition includes paraplegics, 
hemiplegics, and quadriplegics; persons dependent upon a wheelchair for ambulation; persons required to use 
assisting aids to walk; persons required to use braces or prosthesis on both legs; and complete single-leg amputees.  
 
2.  The term "disability," according to the American with Disabilities Act of 1990 refers to an individual with:  (A) a 
physical or mental impairment that substantially limits one or more of the major life activities of such individual; 
(B) a record of such an impairment; or (C) being regarded as having such an impairment. 
 
I do hereby certify swear and confirm that the above information is true and correct. 
 
_______________________________                                  ____________________________________ 

Print Physician’s Name  Physician’s Signature 
 

______________________________      _______________________            _______________________ 
Physician’s Address                Physician’s Telephone No                Physician’s License No 
 

--------------------------------------------------------------------------------------------------------------      
 

_______________________________________________________________________________ 
Applicant’s Address      City, State, Zip 

 
Home Telephone (____) ______________                     Date of Birth ______________________ 
                                                    Mo                    Day                     Yr    
 
Sex ______ Race _______ Height______ Weight______ Eye Color _____ Hair Color________ 
 
I do hereby swear and confirm that this information is true and correct and that I understand and meet the 
requirements for the issuance of this certificate.  
 
__________________________________________ 

Applicant’s Signature   
 
Privacy Act Statement: 5 U.S.C. 301 authorizes the collection of this information.  The information is used to 
identify people authorized access to reserved hunting zones on Patuxent Research Refuge.  The information may be 
disclosed to federal, state, or local law enforcement officials.  Furnishing this information is voluntary; however; 
failure to do so may result in denial of entry to the property. 
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