REQUEST FOR ADA ACCESSIBLE PARKING PERMIT
DATE OF REQUEST:      
NAME OF EMPLOYEE:      
AGENCY:        
MAILING ADDRESS:      
MAILING CITY, STATE, ZIP:      
WORK PHONE NUMBER
:      



PROVIDE A SHORT DESCIPTION OF THE DISABILITY:       
PROVIDE THE TIMEFRAME FOR WHIICH YOU ARE REQUESTING THE ADA PARKING PERMIT: 

From:      

 FORMTEXT 

                   



    To:      
LIST THE NAME AND PHONE NUMBER OF THE PHYSICIAN WHO IS RECOMMENDING YOU OBTAIN AN ADA PARKING PERMIT:

 Name:      

Phone:      
 COMMENTS:      
Send this application and your doctor’s statement to:

Greg Slattery
Finance and Administration Cabinet

Department for Facilities Management

Division of Real Properties

403 Wapping Street

Frankfort, KY 40601

greg.slattery@ky.gov
502-564-5490 Ext. 231

Fax 502-564-8108

