Special Mobility Services Transportation Request Form

Please fax completed form to 1-509-534-6980 or 1-888-829-9915

Phone 1-509-534-9760 or toll free 1-800-892-4817

Transportation requests require at least two full business days’ notice before the date of the appointment.

An incomplete form is not considered an official request and will need to be resubmitted with ample notice.

Requester Information

	Name:                                          Relation to Client:
	Today’s Date:

	Fax Number:
	Phone:


Client Information

	Full Name:
	Phone:

	Personal ID:
	Date of Birth:

	Complete Pickup Address:                                                             Apt #:                         City:


Client Mobility/Mode Requested

	Client Mobility:   FORMCHECKBOX 
 Ambulatory   FORMCHECKBOX 
 Requires Attendant   FORMCHECKBOX 
 Has Own Wheelchair, Size ________  

	Wheelchair Mobility: Can the client transfer into a vehicle without assistance:      FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	 FORMCHECKBOX 
 Fuel Voucher/Driver’s Name:_____________________(Need current license, registration and insurance.)

	 FORMCHECKBOX 
 Bus Pass – Check the appropriate type:   FORMCHECKBOX 
 Adult   FORMCHECKBOX 
 Youth   FORMCHECKBOX 
 Reduced Fare   FORMCHECKBOX 
 Paratransit  

	 FORMCHECKBOX 
 Ride 


Appointment Information

	Date: _____/_____
	Time: ____:_____AM PM
	Duration:
	 FORMCHECKBOX 
 One-way   FORMCHECKBOX 
 Round-trip

	Repeat Appointment every:   FORMCHECKBOX 
 Mon   FORMCHECKBOX 
 Tues   FORMCHECKBOX 
 Wed   FORMCHECKBOX 
 Thurs   FORMCHECKBOX 
 Fri   FORMCHECKBOX 
 Sat   FORMCHECKBOX 
 Sun

	Month (or Dates) Repeat Appointment should be scheduled for: 

	Reason for Appointment (be specific “checkup” is too vague):

	Facility Name:                                           Doctor Name:                                     Phone:

	Street Address:                                                                                                       Suite Number:

	City:                                                                                                                           Zip:

	Referring Doctor (for Out of Area Requests):                                                   Phone:

	Comment:

	Complete Return Address:                                                             Apt #:                         City:


Additional Appointments (for Monthly Bus Pass, include ALL Appointments for the month)
	Date
	Time
	Reason for Visit
	Doctor and Facility
	Address
	Phone

	___/____
	___:___
	
	
	
	

	___/____
	___:___
	
	
	
	

	___/____
	___:___
	
	
	
	

	___/____
	___:___
	
	
	
	

	___/____
	___:___
	
	
	
	

	Comment: 


SMS Response 
	Transportation Reserved:  Date ___ /___   Pick up time _____:_____ AM PM

	Processed By: ____________________________________      Date: ___________________


SMS makes every attempt to fax a response back to the requester.  Broker cannot be held responsible for faxes not received due to technical failure, or circumstances beyond the Broker’s control.
This message is intended only for the use of the individual or entity to which it is addressed and may contain information that is privileged, confidential, and exempt from disclosure under applicable law. If the reader of this message is not the intended recipient, you are hereby notified that any dissemination or distribution of this communication to other than the intended recipient is strictly prohibited. If you have received this communication in error, please notify us immediately at 1-800-892-4817 and destroy this copy and all attachments. Your cooperation is appreciated.                                                                                                                                                                                                                             Transportation Request Form Revised 3-19

