
ppPAYpaumentformMENT FORM 

TRANSPORT DATE: _______________ TIME: _________     WHEELCHAIR VAN SERVICE    AMBULANCE 

SERVICE 
 DATE SCHEDULED: ________________    QUOTED PRICE: ________________ CALL TAKER: ______________________ 

Patient name: ________________________________________________ Social Security # ______________________ 

  Round Trip    One Way    Several Destinations         Vehicle Operator: __________________________________ 

Pick Up Location/Address: ____________________________________________________________   also return location

Drop Off Location/Address: ___________________________________________________________________________ 

3rd Location/Address (If applies): _______________________________________________________________________ 
.

RESPONSIBLE PARTY INFORMATION 
Should be the same as on Check/Credit Card

Name: __________________________________________ Address: __________________________________________ 

City: __________________________________ State: _____________ Zip Code: ______________ 

Phone:  Home: _______________________   Work:  ____________________ Cell: _____________________    

           Acknowledgement of Responsibility:     
I understand that the Wheelchair Van Transportation provided to me by FREESTATE TRANSPORTATION, LLC d/b/a FREESTATE AMBULANCE 

is not covered by my insurance or my ambulance subscription and that I am responsible for full payment of fee for this service. 

Signature of Responsible Party: ___________________________________ Printed Name________________________ 

PAYMENT RECEIVED:    YES    NO         AMOUNT PAID: $__________________ 

 CASH      Other Payment Arrangements per _____________________Date: _________ Time: _________ * Note Below 

 CREDIT CARD # __________-__________-__________-__________-__________, Exp. Date:___________, Pin:______ 

Name on CC: _______________________________________________________ □ VISA □ MC □ AM-EXPRESS    

 CHECK #___________   Driver’s License:  State_____ DL # ____________________________ Exp. Date: ___________ 
Revised 2/26/2014 

 PAYMENT FORM




