NETapp
BERGEN COUNTY BOARD OF SOCIAL SERVICES

216 ROUTE 17 NORTH

ROCHELLE PARK, NJ 07662
APPLICATION FOR NON-EMERGENCY TRANSPORTATION FOR HEALTH CARE SERVICES

FOR MEDICAID ELIGIBLE INDIVIDUALS AND FAMILIES
DATE OF APPLICATION: ___________________________________________________________

NAME OF APPLICANT:_____________________________________________________________

ADDRESS:
___________________________
DATE OF BIRTH:
_____________


___________________________
SOCIAL SECURITY #:
_____________

TELEPHONE:
___________________________
MEDICAID #:
_____________

1.List all members of your household for whom you are applying for Non-Emergency Transportation for Health Care:
NAME
RELATIONSHIP TO APPLICANT
BIRTH DATE
SOCIAL SECURITY NUMBER
MEDICAID NUMBER































2. List the reason(s) you require ONGOING health care services:_______________________________________

________________________________________________________________________________________

______________________________________________________________________________________

3.Where do you usually travel to receive your health care services?  

Name of Health Care Provider
Address
Approximately how often to you need to travel to this 

Health Care Provider? 
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4. What type of transportation have you been using up to now to travel to your Health Care Provider? 

________________________________________________________________________________________

5. What type of transportation are you requesting?________________________________________________

_________________________________________________________________________________________

6. Explain why you require this type of transportation?_____________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

7. YOU MUST SUBMIT VERIFICATION FROM YOUR MEDICAL PROVIDER, ON YOUR MEDICAL PROVIDER’S LETTERHEAD, WHICH INCLUDES YOUR DIAGNOSIS AND AN ESTIMATE OF HOW LONG YOU WILL NEED HEALTH CARE SERVICES. 

ATTACH VERIFICATION HERE.

IMPORTANT
APPLICATIONS WILL NOT BE PROCESSED UNLESS YOU COMPLETE THEM IN FULL AND ATTACH THE REQUIRED VERIFICATION FROM THE HEALTH CARE PROVIDER.

AN APPLICATION IS CONSIDERED VOID IF NOT COMPLETED IN FULL WITH REQUIRED VERIFICATIONS AND RETURNED TO BCBSS WITHIN 30 DAYS FROM THE DATE SENT TO YOU.
8. CERTIFICATION SECTION

I have thoroughly reviewed this APPLICATION FOR NON-EMERGENCY TRANSPORTATION FOR HEALTH CARE SERVICES and certify that all the information which I have stated on this Application is true to the best of my knowledge.  I understand that any misrepresentation of the truth constitutes FRAUD and will be prosecuted to the fullest extent of the law.  I am a currently receiving MEDICAID.  

SIGN YOUR NAME HERE: _____________________________________________ DATE:______________

PRINT THE NAME OF THE PERSON(S), IF ANY,  WHO HELPED YOU COMPLETE THIS APPLICATION:

MAIL, FAX, OR BRING IN THE COMPLETED APPLICATION AND THE REQUIRED VERIFICATIONS TO:
 BERGEN COUNTY BOARD OF SOCIAL SERVICES

216 ROUTE 17 SOUTH

ROCHELLE PARK, NJ 07662  

ATTENTION: MEDICAL TRANSPORTATION SERVICES

FAX: 201-368-4789

COMPLETED APPLICATIONS WILL BE PROCESSED WITHIN 30 DAYS OF RECEIPT OF THE APPLICATION. 
FOR BCBSS USE ONLY.  APPLICANTS: PLEASE DO NOT WRITE IN THIS BOX.

DATE RECEIVED AT BCBSS: _____________________________________.

APPLICATION ASSIGNED TO: ___________________________________, SOCIAL WORKER.
