Patient Travel Request

PLEASE READ CAREFULLY – One form per patient.

**All the following information is required. Therefore must be provided**

(Please give 3 working days notice to receive travel. Unless Emergency, please specify under comments below.)

Today’s Date:




Are you:  On
 Off
       Reserve

PATIENT Information:

Band Name & Status Number:









Patient Name: 





 Date of Birth:




Mailing Address:













Is this WCB related?      Yes


No



TRAVEL Information:
Date of Travel:




  Time of Travel:






Date of Return:




  Time of Return:






Place From:




  To:







Escort Name:




  Reason for Escort:





Driver Name:




  Who’s Vehicle:






APPOINTMENT Information:
DATE & TIME of Appointment:









Dr Name:




  Dr. who referred you:






Is this a specialist appointment?  If so what type?







MEALS Required:

Patient: 


Driver:


Escort:


Are you a Diabetic: Yes
 _
No
__
Expecting Mom: Yes
_   No


Do you prefer direct deposit?_Branch________________    
Yes
_
   No



If so, whose name is on the account?









Any Comments:













 Please ensure all Confirmation of Appointments & Dr. Referral notes are attached. Also provide Office with a COPY of Valid Vehicle Insurance Papers & Driver’s License.

Fax-250-761-4156 email: sue.johnson@ehatis.ca

