
MED_UM Attachment 25 
Request for Transportation Form 

FAX COMPLETED REFERRAL FORMS TO (909) 890-5528 

 
 
 
REQUEST FOR TRANSPORTATION  DATE:  
 
1A.    1B.  Other Referrals 
IEHP covers ambulance and other medical transportation only when 
ordinary public or private conveyance is medically contraindicated 
and AUTH/TRACKING NUMBER:  
transportation is required for obtaining needed medical care. AUTH/EXPIRATION DATE:   
Can Member be transported by taxi, bus or personal car?           
     Yes        No  

  
2. GENERAL INFORMATION 
Member Name (please print) DOB ID #  

Diagnosis: Length of time medical transportation is required: 
 
 

Clinical Justification for Request (When transportation is requested for an ongoing basis, the chronic nature of the recipient’s medical or physical 
condition must be indicated and a treatment plan from the physician must be included.  A diagnosis alone, will not satisfy this requirement). 
 
 

Requesting Physician Signature (Required) Phone Fax 

3. COMPLETED BY IEHP 
Date Additional Information Requested Date Approved Date Modified Date Denied 

Medical Reviewer Comments 
 
 
 
Medical Reviewer Signature Date 

 
Fax completed referral forms to (909) 890-5528 

NOTICE: This facsimile contains confidential information that is being transmitted to and is intended only for use of the recipient named above. Reading, 
disclosure, discussion, dissemination, distribution, or copying of this information by anyone other than the named recipient or his or her employees or 
agents is strictly prohibited.  If you have received this facsimile in error, please immediately destroy it and notify us by telephone at (866) 725-4347. 
 


