: Alabama Medicaid NET Transporter Trip Validation Log

Transporter Company Name

Month

Day

Year

I attest the Medicaid recipient and/or transporter requesting mileage reimbursement endorsed this form on the same date of the medical visit.
I understand that NET requests will be reimbursed according to program guidelines.

Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
Medicaid Recipient Time Request # Destination Wheelchair? Recipient Signature Transporter Signature
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Transporter Representative- Print Signature Phone Date Submitted
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