Med-Care

TRANSPORTATION

”A Mobile Solution to a Mobile Life One Transport at a Time”

Standing Order Request

This form should be used to request multiple trips, known as a “standing order.”

Patient’s Name:

Patient’s DOB:

Patient’s SSN:

Type of Transport:

Wheelchair Bariatric Ambulance Bariatric Ambulance

Dates of Visits:

/ to / / (Maximum of 60 days)

Frequency: Mo TuoWo ThoF oSao Su

Pick Up: Drop Off:
Facility: Facility:
Address: Address:

Dept./Room/Suite:

Dept./Room/Suite:

City/State/ZIP:

City/State/ZIP:

Telephone:

Telephone:

Pick Up Time: :

Appointment Time:

Please Submit the Following Documentation
o Physician Certification Statement (must be signed by a MD or DO!)

o Last Physical Therapy Note

o Last Occupational Therapy Note

o Last H&P

o Last 3 Doctor’s Visit Summaries

*Please fill out this entire form. Once filled out, fax the completed packet to 443-275-1094*

1220-CE. Joppa Rd Ste. 506, Towson Md. 21286

Office: 410-375-6915 Fax: 443-275-1094
www.medcaretransportation.com
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