
Link Transit
P.O. Box 1358
Burlington, NC 27216

NAME							       PHONE

ADDRESS						      CITY, STATE, ZIP CODE

BIRTH DATE

Please check the appropriate qualification box below.
A passenger may qualify for a Reduced-Fare Card in ONE of the following ways:

REDUCED-FARE CARD APPLICATION 

	 SENIOR CITIZENS (AGE 60+) AND MEDICARE CARD HOLDERS
Senior citizens need to attach a copy of a driver’s license, birth certificate or any other government issued form of 
identification that displays your name and birth date. 

	 STUDENTS
Please attach a copy of a valid school identification card, most recent report card or a current class schedule. 
The document must list your name and the name and contact information of the institution which you attend. 

	 PERSONS WITH DISABILITIES
Please specify:
	 Getting on/off the bus
	 Reading informational signs
	 Needs to be accompanied by a personal care assistant
	 Standing in a moving bus
	 Hearing the driver
	 Needs to be accompanies by a service animal
	 Other (please explain)

If you are requesting a Reduced-Fare Card based on a disability, you must have your medical provider sign below:

CERTIFICATION BY DOCTOR OR MEDICAL AGENCY: 
I recommend that this person be deemed eligible for a Reduced-Fare Card and certify to the best of my knowledge, the 
above statements are true:

I certify that the above information that my doctor, medical agency or I have provided is true and correct. I understand that 
my card is not transferable and will entitle me to ride for half of Link Transit’s regular fare during normal hours of operation. 
Therefore, if this application is approved and I am issued a Reduced-Fare Card, I must abide by the rules and regulations set 
forth by Link Transit. 

Print Doctor Name		  Doctor or Medical Agency Signature		  Doctor’s Office Phone #		  Date

Please sign, attached required documentation and return by mail (P.O. Box 1358), email, fax, or in person (237 W. Maple Ave.)

Signature: Date:

Phone: 336-222-5465
Fax: 336-222-5004
info@linktransit.org


	NAME: 
	PHONE: 
	ADDRESS: 
	CITY STATE ZIP CODE: 
	BIRTH DATE: 
	Other please explain: 
	Print Doctor Name: 
	Doctor or Medical Agency Signature: 
	Doctors Office Phone: 
	Date: 
	Seniors: Off
	Students: Off
	Disabled: Off
	Disabilities: Choice7


