
Approvals 
   
 
PARENT SIGNATURE AND AGREEMENT TO TERMS: _________________________________   DATE: _______ 
                                                                                                                                                           
 
RMHC STAFF APPROVAL: ____________________________________ DATE: _______ 

 
 

 

  
 

 
 

 

Hospital Travel for Treatment Form 
 
 

Today’s Date _____ / _____ / _____ 
 

Family Information 
 
Patient Name 
__________________________________________________________________________________________ 

                     Last                                         First                                                   M.I.                                  Age/DOB                       
 
Mother’s Name _________________________________ Father’s Name ________________________________ 
 
Patient’s Address 
___________________________________________________________________________________________ 
                                       Street                                                        City                                                    ST                  Zip 
 
Mailing Address 
___________________________________________________________________________________________ 
                                      Street                                                        City                                                    ST                  Zip 
 
Phone number                                                          Email address 
____________________________________________________________________________________________ 
 

Transfer Information 
 
 
DESTINATION HOSPITAL OR TREATMENT FACILITY: _______________________ 
 
AUTHORIZING NURSE OR SOCIAL WORKER: ______________________________ 
 
  

Duration of Stay 
 
Anticipated dates of Travel ___________ to _______________ 
 
Anticipated dates of Stay  ____________ to _______________ 
 


