MEDICAL ASSISTANCE TRANSPORTATION PROGRAM
ELIGIBILITY FORM

SECTION ll— MEDICAL ASSISTANCE ELIGIBILITY VERIFICATION/REVERIFICATION

MATP (D-00, £-05, B-00, PO-00, PO-21, PD-22, PD-29
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DATE OF SERVICE
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ELIGIBILITY
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COMPLETED BY: ——
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LOCK N INFO
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MAME RECIPIENT NUIMBER SEN E_I'.HTUS DB GRP MODE | FREQMWH=MQ SPEC. NEED
MODE KEY P = Public Transit 5 = Shared Ride A = Private Aulo V = Volunteer O = Qther (See Sve. Moles)
SECTION IIlI—DETERMINATION OF NEED FOR SERVICES
OTHER PENNDOT DEPARTMENT I:’ OTHER
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MODE ’-
OTHER INFORMATION
SERVICE NOTES
SECTION IV—ELIGIBILITY DETERMINATION DECISION
ELIGIBILITY DATE CLIENT DATE ELIGIBILITY
EEATUS ’ |:| FLIGIBLE D INELEGIBLE | (e OETERMINED
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I he.rehy mrﬁry lhaL io fhe best of my knowledge, the information contained herein is Irue, comecl, and complete. | agree b repont any changss in circumstances
immediately o this Service Provider. | understand that documentation of al eigibility factors may be requited 1o determine digibility carrectly of for auditing purposes
and II'raI giving kmnghr fatle slaimenls i5a cmmal aﬂensc- | understand that | have a right to request a Department of Public Welfare fair hearing, This

L f eligibility
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