Request for Transportation / Food Assistance
Client Name: ________________________________
Date Requested: ____________

Diagnosis:  __________________________________
Client DOB: _____________
I certify that the above named client has exhausted: (mark “Y” for pertinent item(s))

____
Personal Resources



____
Family Assistance

____
Assistance from friends


____
Med-Trans

____
Other _______________________ 

as means for obtaining transportation in order to attend mental health and related appointments and/or for food assistance.  






___________________________________________






(Signature of Person Making Request)

Aftercare/Additional Notes:  _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Martin’s Gas/Food Certificate Receipt





Date: _______________





Received this date from the Mental Health System’s Office (CSA) $__________ Martin’s Gift Cards to use for ____________________________.  I understand that the cards are to be utilized only by _________________________________________________.


I further agree that any unauthorized usage shall result in immediate revocation of future participation in the Mental Health System’s Office (CSA) transportation/food assistance  program.


			


Signature:______________________________________________





ALLEGANY COUNTY MENTAL HEALTH SYSTEM’S OFFICE (CSA)


A division of the Allegany County Health Department




















P.O. Box 1745				Telephone (301) 759-5070   Fax (301) 777-5621


Cumberland, MD 21501-1745		T.T.Y.  only via MD Relay (800) 735-2258








