
Destination Information: 

Name of Location (Doctor’s Office, Clinic, etc.) _____________________________________________________ 

Address of Location_____________________________________________________ Suite #______________ 

Town_______________________________________   Zip Code ________ 

Contact At Location (if Applicable) ________________________________________ Phone # _______________ 

Day Requested: _________ *Note: Appt. date must be 10 business days from date of request* 

Appointment Time: _______Return Time: _______ 

*Reservation Pending Review and Approval. MCAT Representative with contact you within 5 business days to
confirm your trip.

MCAT CLIENT REGISTRATION FORM 

Date: _________________________ 

Client Information: 

Last Name ____________________________________ First Name _________________________________ 

Gender: _________       Date of Birth _________________________ 

Residence Type:  

Street Address ______________________________________________ Building #______  Apt. # ______ 

Town _________________________________________   Zip Code ____________ 

Mailing Address (If different from above): ________________________________________________________ 

        ________________________________________________________ 

Primary Phone: _________________________ Alternate Phone: ________________________________ 

Email __________________________________________________ 

Emergency Contact Name _________________________________________     Primary Phone______________    

Use Walker: __________

Use a Scooter: ____________ 

Special Assistance: ______________________ 

Disability/Conditions:  ____________________ 

Primary Language: __________ 

Income: _______________ 

Mobility: (Select all that apply)

Use a Wheelchair: ____________ 

Wheelchair lift required: __________ 

Special Assistance: ______________________ 

Disability/Conditions: ____________________ 

Race: ___________________ 

Registered Voter: ______ 
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