<<Local agency or coordinator name>>
Unaccompanied Minor Transport Form

Statement of purpose of the unaccompanied minor transport form:

Member Minnesota Health Care Program (MHCP) ID number:

Member name:

Appointment date: Appointment time:

Effective dates: to

Note: The effective date range must be no more than 1 year

Appointment transport pick-up (origination) location address:

Appointment transport drop-off (destination) location address:

Parent or guardian statement of approval of transport (if needed):

Parent or guardian printed name (if needed):

Parent or guardian signature (if needed):

Date of parent or guardian signature (if needed):

Emergency contact number:

Emergency drop-off (destination) location:

Please fill out and return in the enclosed postage-paid envelope to:

Attn: Provider Relations
PrimeWest Health
3905 Dakota St
Alexandria, MN 56308

Or, return via email to transportation@primewest.org.
Please note information sent via email is not secure.


mailto:member.compliance@kaizenhealth.org
mailto:member.compliance@kaizenhealth.org

1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711

Attention. If you need free help interpreting this document, call the above
number.
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Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent
document, veuillez appeler au numéro ci-dessus.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab
ntaub ntawv no pub dawb, ces hu rau tus najnpawb xov tooj saum toj no.
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Hubachiisa. Dokumentiin kun tola akka siif hitkamu gargaarsa hoo feete,
lakkoobsa gubbatti kenname bilbili.

BuumManue: eciy BaMm Hy»kHa OecriarHasi MoMOIIb B YCTHOM TIEPEBOJIE JaHHOTO
JIOKYMEHTA, IT03BOHMUTE 10 YKAa3aHHOMY BBIIIE TEAC(OHY.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda
(afcelinta) qoraalkan, lambarka kore wac.

Atencion. Si desea recibir asistencia gratuita para interpretar este documento,
llame al nimero indicado arriba.

Chu y. Néu quy vi can dugc gitp d¢ dich tai li€u nay mién phi, xin goi s6 bén
trén. LB2 (10-20)
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