
殘障人士郵寄投票計劃申請
     

本計劃可使得永久性殘障的選民在以後五年的每次選舉當中自動收到郵寄選票申請。選民必須在每次選舉之前填寫並返回該申請，
以便收到郵寄選票。
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1.

		             			   出生日期 SSN（最后4位数）

		

		 电子邮件地址

2.

Affidavit of Attending Physician

Under penalties pursuant to 29-10 (perjury) of the Illinois Election Code, I affirm that all of the statements on this application are true and correct.  
I am an attending physician and have examined the patient in the state where I am licensed to practice medicine.  I believe he/she will be physically 
incapable of going to a polling place at any future election for the reason stated below.

1. Please print the following patient information.

name of patient

nature of disability

2. Please print the following patient information.

name of physician date licensed

state licensed to practice in

signature of physician date

Cook County Clerk’s Office
Attn: Disability Program
69 W. Washington St., Room 500, Chicago, IL. 60602

Voter ID #

Township:  ______    Precinct:  ______    Ward:  ______     
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