
SSID NO: 
Date agreed by: Appointment date:

Date refused:

INSTRUCTIONS
On pages 2, 3 and 4 of this form you will find a listing of 7 categories under which you
may qualify for the Disabled Person’s Freedom Pass. Some of these categories give an
AUTOMATIC right to a pass; for other categories, the Council will have to decide whether an
applicant is qualified.

Please tick “YES” next to the category or categories that you think fit you (more than one
may fit you). If possible, please send evidence to back up what you say (this could be from
a consultant who has treated you). If you cannot answer “YES” to any of the questions
about disability categories, you will not qualify for the Disabled Person’s Freedom Pass.

Title (Mr/Mrs/Miss/Ms/Other): .......................................................................................................... Date of birth: ___/____/____

Surname: ............................................................................................................................................................................................................................................................................

First name (s): ............................................................................................................................................................................................................................................................

Address:..................................................................................................................................................................................................................................................................................

..............................................................................................................................................................................................................................................................................................................

Post code: ...................................................................................................................................... Telephone no: ....................................................................................

E-mail address: ...................................................................................................................... Mobile no: ................................................................................................

Doctor/Consultant’s name:..........................................................................................................................................................................................................................

Address of Practice: ..............................................................................................................................................................................................................................................

Application for
Disabled Person’s
Freedom Pass

➤ PERSONAL DETAILS – COMPULSORY:

You must complete this section

A C T I O N  B O X  O F F I C E  U S E  O N L Y



➤ ETHNIC GROUP CLASSIFICATION – OPTIONAL:
We consider all applications fairly, regardless of the sex, race, colour or religion of applicants. If you
fill in this section about your background, it will help us to make sure that we treat all applications
fairly. This information will be kept confidential and won’t affect your application.

African Caribbean Chinese Pakistani 
African North Greek Cypriot Traveller
African Central Greek Mainland Turkish Cypriot 
African East Indian Turkish mainland 
African Southern Irish Vietnamese
African West Jewish White UK 
Bangladeshi Jewish Orthodox Decline to state
Black UK Kurdish Other......................................................................

What is your primary language? ........................................................................................................................................

Have you been granted the Higher Rate of the Mobility Component of the Disability Living
Allowance for at least the next 12 months?

YES NO 

If YES please enclose a copy of the official letter confirming your award.

Have you been awarded a War Pensioners’ Mobility Supplement for a period of at least 
12 months? 

YES NO 

If YES please provide an original of the official letter confirming your award

If you have answered YES to either of the questions above, please go to the
Declarations section on page 4 of this letter.

BLIND OR PARTIALLY SIGHTED

Are you blind or partially sighted? YES NO

If YES please specify the borough in which you are registered:___________________________ 

OR enclose a vision report on Form BD8

PROFOUNDLY OR SEVERELY DEAF

Has an expert on deafness assessed you as ‘profoundly’ or ‘severely’ deaf?

YES NO

If YES please enclose a copy of their report.

➤ DISABILITIES THAT QUALIFY FOR A FREEDOM PASS

This section must be completed by all applicants.
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WITHOUT SPEECH

Please tick YES or NO to these statements

a. I can’t speak clearly in any language          ...... YES NO

b. I’m known to Hackney’s Learning Difficulties Team YES NO

c. I’m known to Hackney’s Speech and Language Department              YES NO

ABSENCE OF ARMS OR INABILITY TO USE THEM

Were you born without arms, or have you lost both arms or the use of them (for example do you
find it impossible to put coins into a ticket machine)?                         YES NO 

If YES, please enclose a medical report

LEARNING DIFFICULTIES

Have you had learning difficulties since your childhood?

YES NO 

Are you registered as having a learning disability with Social Services?

YES NO 

If YES, please name your Care Manager: ___________________________

Area Office: ___________________________

Name of the School you attended: ___________________________

INABILITY TO HOLD A DRIVING LICENCE

There are several reasons why you might not be able to hold a driving licence. Please tick 
YES or NO for each of the questions asked below. 

1. You may have a disability which physically prevents you from driving.
Are there any physical problems that prevent you from driving YES NO 
If YES, what are these problems?..............................................................................................

2. You may have a disability which makes it a bad idea to drive. In the opinion of the licencing
people, do you suffer from:

a) uncontrolled epilepsy? .................................................................................... YES NO

b) severe mental disorder? .................................................................................... YES NO

c) sudden fainting attacks? .................................................................................... YES NO

d) inability to read a registration plate at 20.5 metres even while wearing glasses? YES NO

e) another disability which is likely to cause the driving of a vehicle to be a source 
of danger to the public? .................................................................................... YES NO

You may be permanently on medication which makes it a bad idea to drive because of side effects. List on the next
page any medications that you take which have side effects of drowsiness or giddiness (it should tell you on the
bottle if you should avoid driving). Say how long you’ve been using the medicine, and how long you may have to
keep using it, if you know.
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✁

Medications:

...........................................................................................................................................................

...........................................................................................................................................................

...........................................................................................................................................................

If you have a medical report about your condition, please enclose a copy of it with
this application.

WALKING IMPAIRMENTS                     

Are you unable to walk 100 metres without stopping or without severe discomfort?

YES NO     

1) I enclose a photocopy of a report from my consultant which tells you about my severe 
difficulties in walking ..............................................................................................................

2) I can’t give you a consultants report, but I am happy to be seen by your independant 
Mobility Assessor. ....................................................................................................................

Please provide the following information:

1)  Do you need someone to help you when you travel? If so please explain why:

_______________________________________________________________________________

2)  Do you use any of the following:

■ Walking stick ■ Walking frame

■ Crutches ■ Wheelchair

3)  Please tick boxes that describe your difficulty in walking:

■ Severe pain ■ Tired after a short distance ■ Out of breath

■ Loss of balance ■ Other difficulty ____________________________________

4)  How long have you had the condition that causes your mobility problem?

_______________________________________________________________________________

HEALTHCARE PROFESSIONAL’S DETAILS

Please provide the following information about the health professional that you see for treatment
of your disabling condition; we may need to contact this person to confirm or to request further
information about your disabling condition:

NAME: ............................................................................................................ TELEPHONE: ..................................................................

PROFESSIONAL: ..........................................................................................................................................................................................

ADDRESS ..........................................................................................................................................................................................................

..............................................................................................................................POSTCODE: ......................................................................
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This section must be completed by all applicants.

PLEASE READ AND SIGN THE FOLLOWING:

I agree to let the London Borough of Hackney use confidential information to assess my
application, and to contact anyone I have named in this application who can support what I
have said. 

SIGNATURE OF AUTHORISED PERSON: ......................................................................................................................................

NAME (PRINTED): .................................................................................. TELEPHONE: ..................................................................

RELATIONSHIP TO APPLICANT: ........................................................................................................................................................

I am permanently resident in The London Borough of Hackney. I understand that if I lie in
my application I could be prosecuted. I understand that information about me may be kept
on computer in accordance with the Data Protection Act 1984.

SIGNED: ........................................................................................................ DATE: ..................................................................................

PROOF OF RESIDENCY:

You must give us copies of any TWO of these documents to prove you live in the London Borough
of Hackney. They must have your name and address on them, and be less than THREE MONTHS
old. 

■ DSS Benefits Book ■ Rent Book or Tenancy Agreement ■ Utility Bill

■ Council Tax Bill ■ Bank Statement ■ TV Licence

NOTES: 

• If you can’t ‘YES’ to any of the sections you will not qualify for a Freedom Pass.

• If we can’t find any evidence to support your YES answer, from people whose names you’ve
given us or from our Independent Assessor, you will not qualify for a Freedom Pass.

• If you can’t sign this form yourself, you may have a partner, relative or friend sign it for you. 
If you do not have anyone like this to help you, you can ring and advice centre about who else
can sign this form for you. You may also wish to conact the Dial-a-Ride and Taxicard Users
Association (DART) on 0207 241 2111 or Disability Hackney on 0207 923 1962 for  advice on 
your application. 

• Return completed form to: The Mobility Unit
205 Morning Lane
E9 6JX

020 8356 6262

➤ DECLARATION OF CONSENT

Produced by DESIGN+PRINT • Hackney Council • August 2003 • PJ16863/PS.8620
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Return to: The Mobility Unit, 205 Morning Lane, London E9 6JX 

Name:

Address:

Phone Number:

If you require any part of this form to be translated, please fill in your name and address and
return it to the address at the foot of the page.


