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MEDICAID TRANSPORTATION SERVICE IMPROVEMENT FORM

Please send us your comments, questions and concerns about Medicaid transportation service

NAME OF PERSON COMPLETING FORM:      _______________________________________________________
AGENCY/CLIENT NAME/ADDRESS:
       ___________________________________________________________

_     _​​​​​​___________________________________________________________________________________________
 _     ___________________________________________________________________________________________
TELEPHONE NUMBER: _     _____________________________ FAX NUMBER:     ______________________
EMAIL:_     _________________________________________DATE:_     ________________________________

PLEASE PROVIDE  DETAILS BELOW:      ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
RESERVATION DETAIL:

MEMBER NAME:      ____________________________________DATE OF SERVICE:_     _________________ 
MEDICAID NUMBER:_     ______________________JOB # _     __________________COUNTY_     _______
DESTINATION:_     _______________________________________________________________________________

TRANSPORTATION PROVIDER: _     _______________________________________________________________
LogistiCare Tracking:  Date Received______________ Review Completed By___________________________________________ Date ______________

Disposition ___________________________________________________________________________________________________________________

Sender notified _________________________________________________________________________________________________________________
Please mail, fax or email (secure email preferred) the completed form to either address below. (Please indicate intended recipient by checking the corresponding box.)
Ann Atwater Bourne                                                 Tammy McCabe
                                

    LogistiCare Solutions, LLC                                               Milford State Service Center at Riverwalk



    160 Greentree Drive, Suite 102                                         253 N.E. Front Street

    Dover, DE  19904                                                              Milford, DE 19963

    Fax: 302-677-8915                                                             Fax:




    Email: annbo@Logisticare.com                                        Email: tammy.mccabe@state.de.us
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