TRANSPORTATION REQUEST:

MUST BE FILLED OUT COMPLETELY                                                                             FAX REQUEST TO: (Phone Number) 

RIDER’S NAME: ________________________________________________ _____

__ BILLED TO: __ ___ _   ________

ADDRESS: __________________________________________________________
__
    _BIRTHDATE: ____  _ _____    __

CITY: ___________
      _      ___       _     STATE: ___ ZIP :___________ PHONE:       ___________ FAX: 
   
______ 

DOES RIDER HAVE ANY OTHER TRANSPORTATION AVAILABLE? 
     
__                 ___________________________

LIVE ALONE:  YES ____  NO: ____    LOW INCOME:  YES:____  NO:____  
I D#____________      _________     __     
MEDICAID:     YES ____  NO: ____           MINORITY:  YES:____  NO:____
WA #:_____________          __   _____        
UNDERSTANDS ENGLISH:      YES: ____   NO:____                                                    PROG. ELIG:____  ____ RACE CODE:___  ___

HAVE WE WORKED WITH RIDER BEFORE:  YES: ______  NO:_____       SUB-ALLOC:__________BILLING: _______
  _____

SINGLE  PARENT HOUSEHOLD:  YES:______ NO:_______                      SOCIAL SECURITY #______
______________________                            

(Circle one:)

AMBULATORY; WHEELCHAIR; WALKER; ATTENDENT; OTHER: _______________________________
      ___________________

CONTACTED BY:______________________________

___  PHONE:_____  __________ FAX: 

______               
OUT OF AREA:  ___________  REF. PHYS.:____________________________________________PHONE:_____________________   

DIRECTIONS/COMMENTS: __________________________   ___________________________________

____       ______ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

 ENTERED in DATABASE:  INTIALS: _____________

TRIP DATE: __
              ___

APPT. TIME:___________________________  P/U :__________________________________ RET. TIME:______________________

PHYSICIAN:___________________________________________________________________ DR’S PHONE:___________________

ADDRESS:___________________________________________________________________________________________________

PURPOSE:___________________________________________________________________________________________________

PROVIDER RECOMMENDED: ___________________________________________________________________________________

PROVIDER CHOSEN:_______________________________________________________   PHONE #:_________________________

EST. MILEAGE:__________________________

    CALLED RIDER TO CONFIRM RIDE:___________________________



OFFICE USE ONLY:

INTAKE BY:______________                        DATE:___________

COMPLETED BY:______________               DATE:___________

VOUCHER MAILED BY:___________           DATE:___________
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