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Thank you for your interest in the Transportation Disadvantaged (TD) program which is  

a shared-ride door to door service provided to eligible residents of Orange, Osceola,  

and Seminole counties.

Eligibility: 
To be eligible for the TD program, the applicant must meet two of the three following criteria: 

	 1.	Have	no	access	to	a	fixed	route.

 2. Have a disability.

 3. Have an income level at or below 185% of Federal Poverty level. 

(Pursuant to the 2020 Federal Poverty Guideline, 185% of the Federal Poverty Level is $23,606.) 

The income level used for this criteria is the individual applicant’s income - not the applicant’s 

household income.

_______________________________________________________________________________________________

If the disability criteria is applicable, the Medical section of this application (Section 4) must be

completed and signed by a Florida licensed physician. You may attach supporting

documentation to this application.

You	are	required	to	provide	identification	and	applicable	financial	supporting	documents	upon

submission. Self-declaration of income is not accepted. Processing may take up to 21 days from

receipt of completed application.

We will make every effort to verify your individual income and any medical information provided.

If necessary, further information may be requested to determine eligibility.

Completed TD applications must contain all requested information. Please be sure to sign this

application where appropriate, and attach a copy of your Florida ID or Driver’s license along with

all other required supporting documentation.

Mail Completed Application to: 
ACCESS LYNX (Eligibility)

455 N Garland Ave. 
Orlando, FL 32801

Fax Application to: (407) 849-6759

Information: (407) 423-8747 (select Option 6)

ACCESS LYNX
TRANSPORTATION 
DISADVANTAGED (TD) PROGRAM
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For Life Sustaining Trips Only – Check Here:   Dialysis Only   Cancer Treatment Only 

APPLICATION: General Information (SECTION 1)

_____________ _______________________________

Date of Birth  Last 4 of Social Security Number

_______________________________ ___________________________ ____________________

Last Name   First Name  Middle Initial 

 

________________________________________________________________ __________________________

Home Address      Apartment Number

___________________________________ __________________ ________________ ____________

City   County  State   Zip Code

____________________________________ ____________

Complex/Subdivision/	Facility	Name		 	 	 Gate	Code

___________________ _________________ ________________ ___________________________

Home Phone  Work Phone   Cell Phone   Email address

__________________ _________________ ____________ _________ ______ ____________

Mailing Address  Apt Number   City  County          State Zip Code

Emergency Contact:

____________________________ ______________________ __________________________

Name  Relationship  Phone number  

 

________________________________ _________________________________________ ____________

Address	/	Apt	Number	 	 City	 	 County											State	 Zip	Code

Please check all that apply to you:

FOR OFFICE USE ONLY:
Client ID: ___________________________

DATE RECEIVED _____________________ 
NEW _____________RECERT _________

 Service Animal 

 Cane 

 Sight Impairment 

 Assist Walking 

 Crutches 

 Walker 

 Hearing Loss 

 Deaf 

 Need Attendant 

 Power Scooter

 Portable	Oxygen	

 Mental Impairment 

 Manual Wheelchair 

 Power Wheelchair  

 Blind/Legally	Blind

 Wide Wheelchair 

 Mental Impairment  
 (Do not Leave 
 Unattended)
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