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Medicaid Transportation Assessment 
 
 
Section A:  Identifying Information 
 
Name   _________________________________________ Date of Initial Request/Assessment:____________ 
 
Mailing Address  ________________________________ Physical Address:___________________________ 
     
                               ________________________________                                ___________________________ 
     
Phone:   ______________________ ________________________ ____________________________ 
                    Home    Work     Other   
 

County Case #  
 
 

Medicaid ID # 
 
 

Program/Category Presumptive Eligibility # 
 
 

 
Date of Request Date of Assessment Medicaid Status 

   Pending:  Date of Application  ____________ 
  
       Reason Pending:_______________________ 
________________________________________ 
  

 Deductible:  Certification From  ___________ 
                            Certification To      ___________ 
 

 Authorized: Certification From  ___________ 
                           Certification To       ___________  

 
Section B:  Assessment of the a/r’s Need for Transportation 
 

1. Do you have access to a vehicle that can be used to get to and from your medical appointments?  Yes   No   
 Sometimes (Explain)  ____________________________________________________________________ 

 
2. How have you been getting to your medical appointments?  (Check all that apply) 
                  Drive yourself  
                  Friend/relative provides transportation  
                    Bus/Taxi 
                  Transportation services from an agency such as DSS, Health Department, Council on Aging, etc. 
                         Name of agency  ________________________________________________________________  
 

3. Do you know anyone in your community who regularly goes to your medical provider?        Yes       No  
       If so, have you attempted to arrange a ride with them?    Yes           No  
 

4. Do you live within walking distance of a bus or van route?          Yes   No 
 
5. Is there a reason why the source you have been using can no longer transport you to your medical appointment?   

  Yes   No   Explain:  _________________________________________________________ 
 
How long are these circumstances expected to continue?  ___________________________________________ 
 
Based on the information above, the a/r: 
 

      Meets the requirements for assistance with medical transportation.   
      Does not meet the requirements for assistance with Medicaid transportation because: _____________           

______________________________________________________________________________________ 
 
*Send the MA-5024, Notice of Medicaid Transportation.
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Section C:  Selection of Medical Provider 
 
1.  Name of medical provider selected? _____________________________________________________________ 
 
                                                                                _____________________________________________________________________________ 
 
      Reason Selected   (Check all that apply) 
      Provider accepts Medicaid      PCP Referral 
      Carolina Access/Managed Care Participant     Specialist 
      Ongoing treatment program     Distance 
        Personal Preference 
      Other  ________________________________________________________________________________ 
 
1. Is the medical provider appropriate for the a/r’s needs?  
   Yes  Approve transportation to this provider.  Go to Section D 
   No  Inform the a/r that he may not be eligible for transportation to this provider 
 
2. Is the a/r willing to change providers to receive transportation assistance?  
   Yes  Arrange transportation when new appointment is made. 
   No  Deny the request for assistance with transportation.  Send the DMA-5024 Notice of  
   Medicaid Transportation. 
 
Section D:  Method of Transportation  
 
Document the least expensive means of transportation suitable for the a/r’s needs.  Provide a detailed explanation of 
any special needs used to determine “suitable” transportation.   
 

 Gas Vouchers _____________________________________________________________________________  
 City Bus _________________________________________________________________________________           
 County Coordinated Transportation System _____________________________________________________   
 Cab/Taxi Service __________________________________________________________________________  
 Personal Vehicle ___________________________________________________________________________ 
 Free Transportation (i.e. family, friend, etc.)  _____________________________________________________  
 Other ____________________________________________________________________________________ 

 
Section E:  Evident Hardship Referral  
 
Explain hardship communicated by recipient___________________________________________________ 
______________________________________________________________________________ 
 

Evident hardship verified:            Yes          No  
Verification:  __________________________________________________________________________________ 
______________________________________________________________________________ 
 

Referral Needed:      Yes   No      If Yes, Referral sent to:____________________________ Date:  ________ 
 
Section F:  Approval of the Request for Transportation Assistance  
 

Approved:   Individual Trip(s)  From __________________ To __________________ 
      From __________________ To __________________ 
      From __________________ To __________________ 
      From __________________ To __________________ 
 

    Series of Appointments From __________________ To __________________ 
 

                   Blanket Approval  From __________________ To __________________ 
      Method:___________________________________________ 
      Related travel needs:_________________________________ 
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Section H:  Special Medical Needs 
 
Attendant - Name:  _____________________________________________________________________________ 
                *Medical Necessity Verified By:  ______________________________________________ 

 Accompanying Adult for Minor Child – Name:  __________________________________________ 
 Additional Children (No Child Care Available) – Number ___________________________________ 

      Names:_____________________________________________________________________ 
                ______________________________________________________________________ 

 Child Car Seat – Type:  __________________________________________________________ 
 Cane/Crutches/Walker 
 Compact Portable Oxygen Tank 
 Scooter 
 Service Animal 
 Wheelchair – Type:  ____________________________________________________________ 
 Translator – Name:  ____________________________________________________________ 
 Other  ______________________________________________________________________ 

 
Section I:  Other Special Considerations 
 
Check all that apply: 
 

 Disorientation 
 Hearing 
 Sight 
 Other:__________________________________________________________________________________________________________ 

 
Section G:  Case Documentation of Scheduled Transportation Services 
 

Date and Time 
 of Appointment 

Name and Address  
of Provider 

Return Trip 
YES       NO 

Arrangements Date A/R   
Notified  

Pick Up Time 
AM/PM 

 
 

      

 
 

      

 
 

      

       
 

 
 

      

 
 

      

 
 

      

 
 
 
Section J:  Assessment Sign-Off 
 
 
 Completed By:  ______________________________ 
 
Agency:  ____________________________________ 
 

 
Date:  ______________________________________ 
 
Telephone No.:  ______________________________ 
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