
Emily Cartagena, UR Supervisor 
Modivcare Utilization Review Department 
P.O. Box 464 
North Haven, CT 06473 
Phone: 866-684-0409 x258 
Fax: 877-272-3768  

New York Operations 

Physician’s Transportation Restriction Form (NASSAU COUNTY ONLY) 

The purpose of this form is for physicians to communicate to Modivcare specific transportation restrictions of 
patients due to a medical condition. The restrictions and requirements declared by physicians using this form 
will be used by Modivcare to arrange the best means of transportation for the patient as defined by the health plan. 
THEREFORE THE STATEMENTS MADE BY PHYSICIANS REGARDING PATIENT TRANSPORTATION 
RESTRICTIONS ARE MADE UNDER PENALTY OF MEDICAID FRAUD. 

Today’s date: ________________ Patient’s Name: 

Patient’s Medicaid ID Number: _____________________________ Patient’s D.O.B.: ______ / _____ /   

To be Completed By Physician (Please Print where applicable):  

Transportation Needs: (Please check ALL that apply) 
B  ......... Patient is medically unable to walk .70 mile or 10 blocks. 
B ..........  Patient is medically unable to be driven by friend or family member 
B ..........  Patient is medically unable to use public transportation 

B ..........  Patient is medically able to use public transportation 

B ..........  Patient is medically able to use public transportation ONLY if accompanied by a 
companion (In such case Modivcare will pay for companion fare.) 

B  .........  Patient needs wheelchair vehicle 

B ..........  Other needs (specify):  ________________________________________   

Does this patient travel by public transportation for other purposes such as shopping, etc.? 
Yes No 

Date(s) of medical appointments: ___________________________________________________________   
If patient is unable to use public transportation, please describe the medical condition that requires livery or 
wheelchair transportation. 

Period of incapacity: 60 days _______  90 days _______ 180 days 

Explain:_______________________________________________________________________________________  

Physician’s Name (print): ______________________________________________________________  

Physician’s phone no.: ( ___ ) -____- ____ 

Medicaid Provider Number: 

Please make sure form is filled out accurately and completely before signing. 

Physician’s Signature: X  _______________________ Date: _____________   

Please return form by facsimile to 877-272-3768, to the attention of Emily Cartagena, UR Supervisor. 

Privacy Notice: This message, together with any attachments, is intended only for the use of the individual or entity to which it is 
addressed. It may contain information that is confidential and prohibited from disclosure. If you are not the intended recipient, you are 
hereby notified that any dissemination or copying of this message or any attachment is strictly prohibited. If you have received this 
message in error, please notify the original sender immediately by telephone or by return e-mail and delete this message along with any 
attachments from your computer. 
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