
 

Transportation Authorization Form  

Phone: (813) 930-0911 

Fax: (813) 936-3299  

 
         (Facility Pay/Self Pay) 

 
 “Self Pay” requires payment prior to transport. Please contact us for payment 

arrangements.  
 
Type of Transport 
  
Wheelchair  Non-Medical Stretcher  Ambulance  
Patient can sit in a wheelchair  Patient needs stretcher transport Patient requires medical  
unsupervised for an extended  with NO medical monitoring.  monitoring.  
period of time.      
  
 
Patient Information 
 
Last Name:_____________________________             Social Security#________-____-_________ 
 
First Name:_____________________________             DOB____/_____/____ 
 
 
Trip Details 
 
 
Transport From: ____________________________________          Room#_________ 
 
Transport To: ______________________________________      Suite#__________ 
 
Appointment Time(s): ________________________________         Date_________to_________  
 
 
Facility Information 
 
 
Facility Name: ________________________________          
 
Care Coordinator: ______________________________             
  
Phone #: ________________________ 
 
 
 
Signature of Authorized Facility Representative Guaranteeing Payment: 
 
 
X________________________________________________  Date: ____/_____/______ 
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