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Medical Assistance Transportation Program 
Application Form 

 

The PA Department of Public Welfare will provide for the minimum cost of transportation for Medical 

Assistance recipients requiring transportation to and from a medical assistance reimbursable medical 

provider, however, door-to-door Para Transit may be considered based on the recipient's functional 

disability. 
 

This form must be in it's entirety and signed by persons eligible for the PA Department of Public 

Welfare's Medical Assistance Transportation Program and who are requesting transportation services. 
 

SECTION I - TO BE COMPLETED BY APPLICANT 

 

Applicant's Name_________________________________________________D.O.B._____/_____/_____                                               
                               Last                                                      First                                             M.I. 

Address _______________________________City _______________County _________Zip ______ 
 

Social Security #_____/_____/_____ MA Recipient #___________________Card Issue # _________ 

 

Telephone # (     )_________________________Emergency Contact # (    ) _____________________ 
 

Nearest Cross Street: ________________________________________________________________ 
 

� How do you travel to your non-medical appointments?  

□Personal vehicle □Public Transportation □Other ___________ 

� Do you live within ¼ mile of Public Transportation  □Yes □No  

� Is your primary physician within ¼ mile of Public Transportation? □Yes □No 

� Do you have access to an automobile? □Yes □No 

� Managed Care Organization: 

□ Health Partners  □ Keystone Mercy  □AmeriChoice □CBH  □DBH  □Other__________ 
 

Primary Care Physician:________________________________________________________________ 

Address: ____________________________________________________Zip Code: ________________ 

Phone (   ) ______________________________Contact Person: ________________________ 
 

I herby certify that to the best of my knowledge, the information contained herein is true, correct, and 

complete. I read this entire application and understand its contents and agree to abide by all the rules, 

regulations, and procedures of the servicing County and the Medical Assistance Transportation Program. I 

understand that I have the right to request a fair hear hearing with the Department of Public Welfare if 

transportation services are denied. 
 

SIGNATURE OF APPLICANT _________________________________________DATE ___/___/___. 
(Parent or Guardian's signature is required if an applicant is under 18 years of age.) 

 

SECTION II - TO BE COMPLETED BY PHYSICIAN OR PSYCHIATRIST 

Approved Type of Transportation: □Public Transit □Mileage Reimbursement □Para Transit* 

 

*If Para Transit is requested, the physician must provide a brief explanation of the functional disability, which prevents 

the person from using public transit or a personal vehicle. This must be based upon medical, physical, and/or 

psychological evaluation. 
_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 

The above decision is based on:   

□Medical Examination □Physical Examination □Psychological Evaluation □Other ________ 

 Patient’s special needs: □Escort □Cane □Car Seat □Crutches □Obesity □Walker □Oxygen 

Type of Wheelchair: □Manual □Motorized □Three-Wheeled 

Other Architectural Barriers: __________________________________________________________ 
 

Need for medical transportation expires: (Mo.) _________(Day) ________ (Year) ____________ 

 

I certify that to the best of my knowledge, the applicant’s condition requires the mode of transportation 

selected above. 

Signature of Physician _______________________________(Print)_________________________ 

 

Physician's License#________________Telephone#_____________________Date_____________ 
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SECTION III APPEAL NOTICATION AND ADDRESS INFORMATION 

 

APPEAL NOTIFICATION: 
If an individual has been informed and disagrees that medical transportation services are going to be 

reduced, changed, suspended, refused discontinued or delayed, the individual has the right to appeal to the 

Department of Public Welfare's Bureau of Hearings and Appeals. P.O. Box 2675, Harrisburg, PA 17105. 

A request for a fair hearing must be postmarked or received within thirty (30) days of the mailing date of 

the notice. If an oral or written request is postmarked or received within ten (10) days of the mailing date 

of the notice, benefits will continue without interruption pending the outcome of the hearing. At the 

hearing the individual will have an opportunity to explain. 

 

PLEASE MAIL COMPLETED APPLICATION FORM TO THE APPROPRIATE MATP 

COUNTY OFFICE: 

Philadelphia County: 

WHEELS INC 
1118 Market Street, 2nd Floor 

Philadelphia, PA 19107 

Phone (215) 563-9670 

Montgomery County: 

Suburban Transit Network, Inc 
980 Harvest Drive, Suite 100 

Blue Bell, PA 19422 

Phone (215) 542-Ride (7433) 

Bucks County: 

Bucks County Transport, Inc 
Box 510 

Holicong, PA 18928 

Delaware County: 

Community Transit of Delaware County, Inc. 
206 Eddystone Avenue 

Eddystone, PA 19022-1594 

Phone (610) 490-3975 

Toll Free 1-866-450-3766 

 

Chester County: 

Chester County ParaTransit Systems 
797-6 E. Lancaster Avenue 

Downingtown, PA 19335 

Phone (610) 269-1844 

 

 

 

SECTION IV  
The following information is required by Federal regulations, for statistical purposes only, and will be 

held in the strictest of confidence by Community Transit. Please check the appropriate box to indicate or 

racial/ethnic classification: 

 

 

 

 

□ Caucasian, Not Hispanic  

 

□ African-American, Not Hispanic  

 

□ Hispanic  

 

□ Native American  

 

□ Asian/Pacific Islander  

 

□ Other  

 
 

 


