
Non-Emergency Medical Transport
Billing Authorization Form
Patient Information

Full Name 

Date of Birth 

Phone 

Home Address 

Insurance Provider 

Policy Number 

Transport Details

Pick-Up Date 

Pick-Up Time 

Pick-Up Address 

Drop-Off Address 

Purpose of Transport 

Type of Transport 

Authorization

Authorized By (Name) 

Relationship to Patient 

Additional Notes 

Signature

 Date
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