Provider Transportation for MeCare/Insurance Children
CDS SITE: ____________________________________
Directions:  Please complete this form each time you travel to provide services for MeCare/Insurance children.   Forms should be mailed monthly to CDS State Office, Attention:  Accounts Payable, 146 State House Station, Augusta, ME  04333. Forms missing signatures, invoice numbers, or any required information will be returned for correction.  Please submit these forms on a monthly basis.  Thank you. 
Provider’s Name:  

Invoice # ______________________
Address: ________________________________________________________________________________________________________
	Date
	Starting Address 

(if different from home address)
	Ending Address
	Type of Service 

(ECT, Speech, Eval)
	Client Name
	Client DOB
	Mileage

	 
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


TOTAL MILEAGE:  

  x   $0.44
=
Total:  $

Provider Signature:  

Date: 


	Date
	Starting Address 

(if different from home address)
	Ending Address
	Type of Service 

(ECT, Speech, Eval)
	Client Name
	Client DOB
	Mileage

	 
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


TOTAL MILEAGE:  

  x   $0.44
=
Total:  $


Provider Signature:  

Date: 

