
   DRIVER START TIME __________  END TIME ______________

TOTAL TIME_______________

Driver Signature:_____________________________Date:________________ 

Sauk-Suiattle Medical Transportation Request Form

Clinic Phone: 360-436-2210

Department requesting transport, ____________________________________

Date of appointment, ______/_______/________ Appointment time ________________

Client Name ____________________________________________

Address ________________________________________________

__________________________________________________________

Phone # ___________________________________________

Appointment Destination, Address and Phone #

Client Signature:_________________________________________Date:________________

Start mileage:____________________ End mileage_________________

Mileage if left appointment______________restart mileage______________

Group meeting__________Wait time after 1 ½ hours____________

Total Mileage_________________________

Important Notice: By signing and submitting this form you agree that you will be ready and on time for your 
transport.


