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Unaccompanied Minor Transport Form

<<Local agency or coordinator name>>

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