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Non-Emergent Medical Transportation Trip Report

Member Information:

Member’s Name: Member Health First Colorado ID #:
Did the Driver verify the member’s identity?OYes ONO
Member’s Signature: Trip Date:

(Member, facility or escort may sign to confirm that trip occurred) Escort Name (if applicable):

Driver/Vehicle Information:

Driver’s Name: Vehicle License Plate or VIN #:

Type of Vehicle:Oround Ambulance ONheelchair Van Otretcher Van OTaxi O\Aobility/Ambulatory Vehicle
Trip Information: Type of Trip:(O)ONE WAY (C)ROUND TRIP

Date: Pickup Odometer Pick-up Street Address, City, State, Zip

Actual Pick-up Time: Reading:

O Opm

Actual Drop-Off Time: Destination Odometer Dropoff Destination Street Address, City, State, Zip

—O’-\M OF’M Reading:

Date: Pickup Odometer Pick-up Street Address, City, State, Zip

Actual Pick-up Time: Reading:

OO

Actual Drop-Off Time: Destination Odometer Dropoff Destination Street Address, City, State, Zip

—O’-\M OM Reading:
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