
 

 

 

UNION COUNTY HUMAN SERVICES 
 

Department of Job and Family Services 
Senior Services 
Union County Agency Transportation Service (UCATS)    

940 London Ave., Suite 1800              P 937.644.1010 
Marysville, Ohio 43040                            F 937.644.8700 
                           

 RECORD OF DISABILITY 
 
Union County Agency Transportation Service (UCATS) is offering free fare for riders who are 
disabled. Funding for these fares is through the Ohio Department of Transportation grant for 
Specialized Transportation (Section 5310), which has established specific eligibility 
requirements.  
 
Submit this completed Record of Disability form and the New Rider form to UCATS. Acceptable 
verification is a Social Security award letter verifying your receipt of disability benefits. Call 
Social Security at 1-800-772-1213 and ask for TPQY printout.  You may also use the below 
Physician’s Certification of Disability. 
 
UCATS is solely responsible for approval or rejection of applications for eligibility based on 
program criteria.  Appeals may be made to the Union County Human Services at 937-644-1010 
extension 2226 or email nedra.baetz@jfs.ohio.gov.  Completed application, verification of 
eligibility and requests for assistance in completing this application should be addressed to 
UCATS, Suite 1800, 940 London Avenue, Marysville Ohio 43040. Phone number (937) 642-5100.  
 

Physician’s Certification of Disability 
Specify how the Americans with disabilities Act definition of “disability” as “a physical or mental 
impairment that substantially limits one or more major life activities of an individual” apply to 
this applicant.   _______________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
Patient’s Name____________________________ 
 
Disability is _____Permanent  
 
Disability is _____Temporary (state ending date) __________ 
 
Physician’s Signature________________________________ 
 
Physician’s Name (printed)____________________________ 
 
____________________________________________________________________________ 
Address                                                                             Phone                                     Date 


