
PLEASE PRINT MEDICAID - DIRECT SERVICE CLAIMS

TRANSPORTATION LOG

BUS DRIVER:________________________________ PHONE:___________________SCHOOL DISTRICT:_________________________
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I certify that this information is accurate.

DRIVERS SIGNATURE:________________________________________________DATE:________________________

Rounded 
1-way Miles

Toll free: 1-800-208-6897 ext. 7884 or 7882 DSC Billing Service Fax: 1-520-385-3062


