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Project HEAL®
East Coast Assistance Dogs 

PO Box 251

Dobbs Ferry, NY 10522

(914) 693-0600 x1950

www.ecad1.org
ecad1@aol.com
Confirmation of Disability and Applicant Health Form

Applicant:  ________________________________

The above applicant has applied for a Certified Service Dog to assist in obtaining a higher level of independence with regard to any limitations his/her disability has created.  Our organization provides specially trained Service Dogs to Wounded Warriors with physical and/or psychiatric disabilities. We do not train or place dogs that assist with visual impairment.

Does this applicant have any physical disabilities or conditions that that affect/or limit him/her? If so, what are they and how do they affect the applicant? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the applicant have a stress related or mental health disability? 

Y / N. If so, please list the disability and explain how it affects the applicant.

If the applicant has a stress related or mental health disability:

1. Do you feel that the applicant would be able to handle the dog in places of public accommodation in situations where they might be confronted and asked why they are bringing a dog into a place that does not allow animals? Y /N

2. Does the applicant have instances or periods of time where their condition escalates to a level where they might not be able to properly care for the dog? Y / N

3. Has the applicant been hospitalized in the last 2 years? Y /N 

If so, how many times and for how long? ______________________________________________________________________________________________________________________

4. Is the applicant taking medication that might impair his/her judgment in handling the dog in public or in caring for the dog? Y / N.  If so, please list the medications and their possible effects. _________________________________________________________________________________________________________________________________________________________________________________

5. Does the applicant have any special considerations or symptoms of which we should be aware? _________________________________________________________________________________________________________________________________________________________________________________

6. Do you have any further comments? ________________________________________________________________________________________________________________

If you are a physician and in agreement that the applicant is in need of a Service Dog, please attach a prescription to this form. Thank you.

Person completing this form (please print clearly): 

Name: _______________________________________________

Title:  ______________________________________________

Address: __________________________________________________

Phone: ___________________    

Signature: _____________________     Date: __________

Please mail this completed form to:

Project HEAL®
East Coast Assistance Dogs 

PO Box 251

Dobbs Ferry, NY 10522
