
J Trans 
A r pptca f 100 or T t f o· ranspor a 100 IS a d van t ed Er ·brnt ag~ tgl y 

Sl':CTJO"' I· OETER~11NATION OF F.LIGIBILIT\ 

Last Name rm.t Name Mf 

Addres~ City State ZiJl 

\1ailing 
Address c tty State lip 

County Telephtme # TDOII 

Sc11 Male I remale DOB SSt~ Met.hcatd # 

Emergency Contact. Rclattonshtp JlhoncH 

'I otal \lonthl~ llousehold Income: s l Total # of Household \1embers: 

Other Household l\1embers tbat USE .J Trans ( Plc;~se Jj,, each member. usc Sl'P3l'llte sheet if n<X'"'-<;3t)') 

NAMC SLX: Mff ~ ~ MEQICAID # REL~liO~SIIIP 

SE.CTIO"' 2 ·A\ AILABILI f\ OF SUITABLE MODE OR TRA"'ISPORTATIO'\ TO OTIIER C0\1MU"'IT\ LOCATIONS 

Answer Ye~{No 

--- Do you own a vehtclc'> Year - - Model ---
Dtl you ha\e a \alid I L Driver's L tccn.;e'1 DL# 
Could you dri\e your Yehide to mcdtcal appomtmcnt"? If not. explain below. 
Doe;. any member of your household have a vehtclc'' Name ---
Could they tran~port you to medical nppomtmcnts'' I r not, exrl<tin be low 

_ _ _ Do you have family members in the county who cnn transport you'! Name 
C'ould they trnn~port you to medical appointment-.? If not explnm below. 
Do you ha,·e friend~ in the count) who can transport you'! '\arne . 
Could the) tran~port you to medical appomtments., Jfnot, cxplam beiO\\ . 
Do you hve in a factlity that pro\ide., transportation·' 
Could this facility tranb(10rt you to medical appointment~·> If not, explain below. 

Explain: 

Plea~e explain how you rrcvtously got to your medical appointments. 

SECTIO'\ J AVAILABILIT\ OF FEDERALLY FLNDEI> TRANSPORT.\TON 

'\ e~ -' No Arc you enrolled many other program!. that wtll P•l) for or proYidc trunsp<.1rtation'1 If }'ES . plen!.e describe them below 
rransportallon 
Dtsadvantagcd Other: 

Rev1scd 10t07/06 

Complete Other Sjde 



SECTION 4- SPECIAL NF.F.DS 

Please check or list any special needs. 'C"ICC'>, or modes of tran!-tponation you require during transportation 

Manual Wheelchair Power Wheelchair Wal~er Cane 

Resp1rator Semce Animal Per!-tonal Care \uendant (PC A.) 

Amputee Stretcher Cullum I Consideration~ (Pica'e explain belo'~) 

Other: 

SECTION 5- CI<:RT IFICATION AND ACKNOWLEDGEMENT 

I understand and affirm that the information provided m th1s applrcauon for Transpunauon Disadvantaged services il> true and correct, to the 
bes1 of my knowledge, and will be kept confidential and ~hared only with medical and transponation professionals involved in evaluating and 
determmmg my needs and eligibility oftran.'ql<>nauon to and from eligible senices and appointment5. I understand that providing fahe or 
nus leading mformallon, or makmg fradulent cla1ms. or making fal.,e statement., on behalf of others constitutec: a felony under the law!> of the 
State or Flonda. 

Appl1cant Slgna_tl.l_r_l' ______________________ _,l Date 
--------------~ 

PLEASE RETURN THIS FORM TO: 

J Trans 
P.O. Box Ill? 

Marianna, FL 32446 

Tel : (850) 482-7433 TDO#. (850)482-6261 
FAX: (850) 482~8582 

SECTION 6- RESULTS OF INTER\' JEW 

DO NOT \\RITE IN THIS SPACE- OFFICIAL OFFICE USE ONLY 

New Eligibility Application: Yes I No Rcdetcnninatlon: Yes I No 

Date Approved: 

Date Denied: 

Mode: 

Date Received 

Revised 10/07/06 

Date(s) of Scrvrce: ---------------- --------------------------------------------i 
Reason lor Derual: ---------------- ------------------------------------------~ 

PC' A Needed. Yes I No 

--------
Date Completed _______ _ Reviewer ------4 

2 
Comolete Other Side 


