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City of Rogers Utility Department 
Disabled/Senior Carry Out Service 

Application 
  Applicant Information 
 
Utility Account Number:  

Full Name:    Date:  
 Last First M.I.   
 
 
Address:   
 Street Address  
 
 ROGERS TX 76569 
 City State ZIP Code 
 
Phone:  Email  
 
 
   I have read, understand, and agree to follow the criteria provided in the Eligibility (Part C) and Terms and Conditions  
(Part D): 

 
 
 
 

Signature: __________________________________________________________  Date: _____________________ 
 

Part B: TO BE COMPLETED BY A PHYSICIAN OR PHYSICIAN ASSISTANT 

Physician/PA Name:  License Number:   
 
Physician Address:  
 
  
Telephone Number:  Fax Number:  
 
Email:  
 
Note to Physician: By completing and signing this form you are indicating that the applicant is not capable of 
maneuvering 95-gallon carts for curbside collection. 

 
 
 
 
 

 From:_____________To:_____________ 
 
I certify by my signature that I am a physician/PA licensed to practice medicine in the state of Texas and that in my 
judgement the patient meets the eligibility requirements for the Carry Out assistance.  
 
 
Signature:____________________________________________________________ Date:______________________ 
 

YES  NO  
  

City:  State:  Zip code:  

Is the applicant your patient? 
YES 

 
NO 

 

This patient/account holder’s condition is expected to be:  Permanent   Temporary, Dates: 
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Part C: ELIGIBILITY AND APPLICATION 
 

1. Once approved, residents with permanent restrictions DO NOT have to reapply. 
2. Applicants must be a current City of Rogers customer who receives residential curbside services. 
3. Only residents who have a permanent or temporary disability without an able-bodied person residing with are 

eligible to be approved for the Carry Out Service. 
4. Applicants with a temporary disability will be removed from the Carry Out service at the end of their disability 

term as identified in Part B. 
5. Residents can scan or photograph the completed applications, and send it to the Utilities Department using one 

of the following: 
  Mail: City of Rogers, Attention: Utilities Department, 
           PO Box 250, Rogers Tx, 76569 
  Fax: (254) 642-3102 
  Email: Send scanned or photographed forms via email to waterclerk@cityofrogerstx.gov 

6. The applicant’s physician or PA must complete and sign Part B of the Carry Out Assistance Application. 
7. Applicants may be subject to audits to verify continued eligibility. 
8. Upon receipt of the completed Carry Out Assistance application, the City of Rogers will contact the applicant 

within ten (10) business days to verify eligibility. 
9. Should the Carry Out Assistance application be denied, applicants have ten (10) business days to provide 

written appeal.  

Part D: TERMS AND CONDITIONS 
 

1. Garbage carts must be made accessible to the Waste Connections Truck/Collector. 
2. Waste Connection personnel will collect garbage on the customer’s regularly scheduled service day. 
3. The Utility Department has the authority to terminate the Carry Out Service at any time. Upon termination of 

Carry Out Service, the account holder must immediately resume regular curbside collection.  
4. Waste Connection personnel must have direct access to the garbage containers. 
5. Waste Connection personnel will not go on porches, behind fences or gates, in garages, up steps, or on decks. 
6. Carry Out Service customers must permit Waste Connection personnel to enter onto the property grounds to 

collect carts and conduct site visits. 
7. Resident must hold City harmless for any damage caused in connection with the approval of services from the 

property.  
8. Resident must restrain all animals inside an enclosed fenced-in area. 
9. Notify the Utilities Department of any move within 30 days of vacating the premises. Contact City Hall at 254-

642-3312 for notification. 
 
Failure to comply with any of the responsibilities may result in administrative fees and/or removal from 
the Carry Out Service. 

FOR UTILITY DEPARTMENT USE ONLY 
  
   Date Received: _____________________                                 Start Collection Date: ________________________ 
 
   Application Statues: _______ Approved   

                       _______ Denied 

   Clerk Signature: _____________________________________ 
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