
Consent to Travel Alone 

           

  

 

22-0029 
Updated 11/16/2022 

This form grants permission for CTS to transport children under 16 years old to medical appointments with 
permission from a parent or guardian. It expires one year after the date it is signed.  

 

                                                                                                     

Effective Date                                                                                    
 

                                                                                    ____________________________________       ___________________________________    

Member’s name                                                                            Member’s WellSense ID #                  Date of birth 
(mm/dd/yyyy) 
 

                                                                                        

Head of household name                                                 
 
 
I,  __________________________________,  Parent/Legal Guardian of   _____________________________________ 
     Parent/Legal Guardian name                                                                                                                             Member name                                                                                                                         
 
grant permission for my child to travel alone from    ___________________________________________ 
                                                                                                           Pickup address 

to their Medicaid Covered Medical Appointment at     ________________________________________________ 
                                                                                                                               Facility name    

located at   _____________________________________________  
                                                                Facility address                      

By signing this form, I consent to have my child travel without an escort to any appointment 
for a Medicaid Covered Service. 

 

__________________________________________________________________________________________________________ ______________________________________________                                

Signature Parent/Legal Guardian                                               Date  (mm/dd/yyyy) 

Send to:      Coordinated Transportation Solutions 
                     35 Nutmeg Drive Suite 120, Trumbull, CT 06611 
                       
                      Phone: 844-909-7433   
                      Fax: 203-375-0516   
                      Email: Nteamleads@ctstransit.com 

mailto:Nteamleads@ctstransit.com


 

  

 



 

  

 


