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 Blue Badge Application Form

PART A 







For office use only     Crompton House use only
	
	

	This is a 1st application
 FORMCHECKBOX 

	
	DLA details
	
	Rec.
	

	This is a renewal 
 FORMCHECKBOX 

	
	Team/Receipt No
	
	Badge No
	

	My last badge expires 
	
	
	Officer signature
	
	Date Issued
	

	
	
	
	
	
	
	


PART B
	
	
	
	
	
	

	Title 
	Mr/Mrs/Ms/Miss
	Date of Birth (dd/mm/yyyy)
	

	
	
	
	
	
	

	Surname
	
	

	
	
	
	
	
	

	First name 
	
	Tel
	

	
	
	
	
	
	

	Address
	
	Post Code
	

	
	
	
	

	
	
	
	

	Ethnicity
	(we need this information for recording 

purposes only)
	

	
	
	


PART C - please tick any that apply 

	We will need proof for one of the boxes that you have ticked. This could be an official letter or certificate. If you have ticked any of the boxes, go to Part E.

	
	
	
	

	I get Disability Living Allowance (mobility higher rate)
	 FORMCHECKBOX 

	I receive a Government grant towards your own vehicle?
	 FORMCHECKBOX 


	
	
	
	

	I am registered blind
	 FORMCHECKBOX 

	I receive a War Pensioners’ Mobility Supplement?
	 FORMCHECKBOX 


	
	
	
	

	My vehicle supplied by the Department of Health, Department of Social Security, The Scottish Home and Health Department or the Welsh Office
	 FORMCHECKBOX 

	I hold a valid driving licence and have a severe disability in both upper limbs and am unable to turn the steering wheel of a vehicle by hand, even if the wheel is fitted with a turning knob
	 FORMCHECKBOX 


	
	
	
	


PART D - if you have not ticked any of the boxes in Part C, fill in this section

	
	
	

	Do you have a permanent and substantial disability that makes it impossible to walk or very difficult to walk?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	
	
	

	Please tell us about 

your disability
	

	
	

	What is the maximum distance you can walk without stopping, severe discomfort, or help from someone else?
	        metres/yards

	
	

	Do you regularly use a walking aid?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	
	
	

	If Yes, please tell us what type of walking aid?
	

	
	

	Your family doctor’s name
	

	
	

	Your family 

doctor’s address?
	

	
	

	Do you agree to a medical examination to determine the extent of your disability?
	Yes 

 FORMCHECKBOX 

	No  FORMCHECKBOX 


	
	


PART E 

	
	

	If you are unable to provide 

photographs, please tell us why.


	

	
	

	I declare that to the best of my belief, all the statements I have made are true.

	Signed
	
	Date (dd/mm/yy)
	

	
	
	
	

	Name
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Please sign again, keeping your signature within the lines. 
	


