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  Province of Manitoba 
  Employment and Income Assistance 
   
  Community Service Delivery  

                                      
                                                                                                      
 
 
 
MEDICAL MILEAGE TRANSPORTATION FORM 
 
 
CLIENT’S 
NAME AND WHO 
THE APPOINTMENT 
IS FOR: 

 

ADDRESS: 
 

 

CASE 
NUMBER: 

 

DRIVERS NAME: 
 

 

AMOUNT OF BUS FARE (TICKETS/RECEIPTS MUST BE ATTACHED): 
 

 

AMOUNT OF PARKING COSTS ( RECEIPTS TO BE ATTACHED) 
 

 

 
CONFIRMATION ONLY MEDICAL TRANSPORTATION 

MUST BE RETURNED WITHIN 30 DAYS OF APPOINTMENT 

DATE OF 
APPOINTMENT 

APPOINTMENT 
WITH AND PHONE 

NUMBER 

DESTINATION 
(FROM – TO) 

 
NUMBER OF 
KILOMETERS 

AUTHORIZED MEDICAL SIGNATURE/ 
STAMP AND TITLE OF PHYSICIAN 

 
 

    

 
 

    
 

 
 

    
 

 
 

    

 
 

    
 

 
 

    

 
 

    
 

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

PLEASE ENSURE THAT ALL FIELDS ARE COMPLETE 


	Office names: [Select Office]
	Office address with city/town and postal code: [Select office address]
	Phone/Fax: [Select phone/fax number]


