TRANSPORTATION AGREEMENT

I, _______________________________________, have chosen to transport clients.  I have the appropriate insurance per Medicaid/Impact Plus requirements, which states I, the contractor, am covered for business purposes.  I have supplied a copy of verification along with this form.  I understand that I must keep this policy active, and provide Transformations with ongoing proof of coverage, or notify Transformations in writing seven days prior to terminating the policy.
_______________________________________________

Contractor Signature



Date

I, _______________________________________, have chosen not to transport clients.  I understand with this decision that if I were to transport a client at any time I would be in violation of the Medicaid/Impact Plus requirements and would lose the ability to contract with Transformations immediately.  If I decide to transport clients in the future, I will give Transformations written notice a minimum of seven days prior to transporting and a copy of insurance verification.

_______________________________________________

Contractor Signature



Date

