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MEDICAL TRANSPORT AND PATIENT SUPPORT SERVICES APPLICATION 

SERVICES REQUESTED 

☐  Requesting transportation to appointment 

☐  Patient Support Services (I will drive myself) 

☐  Meals only (getting fuel from Paratransit) 

☐  Hotel assistance 

Check-in: ______________    Check-out: ______________ 
Number of guests in room: __________    Number of beds: __________ 
Names of guests: ______________________________________________________ 

Important: Routine or follow up appointments do not qualify for hotel assistance. 
Procedures and/or surgeries are only qualifying appointment types for hotel assistance. 
See Policy for more information. 

PATIENT AND BILLING INFORMATION 

Patient name: Mailing address: 
P.O. Box #   

If applying for meal money for a child, who 
should the check be made payable to? 

Physical address (pickup address for 
transport): 

Date of birth: Phone number: 

Emergency contact name: 
 
 
 
Emergency contact phone number: 

Monthly household income: 
 
 

$_______________________________ 
*Must provide proof of household income annually* 

 
Number in household: _________ 

Medical insurance name and ID number: 

 

If you have Medicaid, (insurance card 
example on left) you may qualify for 
meal assistance through this program, but do 
not qualify for fuel or hotel. 
Must use Paratransit for additional 
assistance.  
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MEDICAL TRANSPORT AND PATIENT SUPPORT SERVICES APPLICATION 

OFFICE USE 

Approved amount / check amount: $____________________________ 

APPOINTMENT INFORMATION 

All information is required. Incomplete applications may be denied. 

Name of doctor who referred you to this appointment? 

Appointment date: Appointment time: 

Name of Doctor you are seeing: Doctor's phone number: 

Reason for appointment (required for transportation): 
 
 

Address of appointment: 

Medical transport certification: By requesting medical transportation, I affirm that I have no other means 

of transportation available for this appointment. Under 18 years old must be accompanied by an adult. 

Patient Support Services certification: By signing this application, I acknowledge that I understand the 

policies for Patient Support Services (PSS) and Purchased/Referred Care (PRC). 

 

Signature: __________________________________________    Date: ____________________ 


