


Travel Request Form

Name of Requestor:  ___________________________   Phone #  ___________________________
Patient Name:  ______________________     Medicaid ID#:  ___________________________
Patient Phone Number:  ___________________    Patient’s Mailing Address:  ___​​​​​​​​​​​​​​​​​________________________________
Date of Birth:  _________


Patient’s Street Address: ______________________________________

Pick Up or Departure Address (if different from street address):  ______________________________________________________

City: __________________________________________________  State: _____________   Zip code: _______________
Date(s) of Appointment:  ___________________________   Return Date (if different): _____________________

Appointment time (s):  ________________  Are there multiple dates of service?  Yes No   Number of trips: _________             
Reason For Appointment: ________________________________________________________________________________

Referred by: ____________________________  Referring Provider’s Phone number:  _____________________

Going to (Name of Dr, facility, etc):  ___________________________________________________________ 

If facility, give name of department (i.e. Radiology, ER, Lab etc.):_______________________________________________   

Destination Phone #:_________________________   
Extension/ Name: ________________________

Complete Physical Address of destination: Plains, MT__________________________________________________________

Is this a round-trip?     Yes      No
 

  Is a travel attendant required?    Yes       No        
If Yes, give reason for attendant:   _____________________________________________________



Name of Provider:  _____________________________________________________________

To whom should the check be issued?:  __________________________________________________________

Payee Address:   _______________________________________________________________________________

________________________________________________________________________________________________

NOTE:  ALL TRAVEL REQUESTS ARE SUBJECT TO REVIEW AND AUTHORIZATION PRIOR TO THE SERVICE
Any special conditions or concerns:  ___________________________________________________________________

New Taxi & Wheelchair Van Users – Provide explanation of reason fixed bus or para-transit services are not being used. _____________________________________________________________________________________________________
Comments: ____________________________________________________________________________________________

Fax Line:  800 291-7791


Toll Free Telephone:  800 292-7114

Medicaid Transportation Services





PO Box 6488


Helena, MT  59604-6488


406 443-6100





Mode of transportation (check only one box):


   Patient driving        Other Driver        Bus      Para-transit        Taxi          Wheelchair Van         Other (use comments)















