
       Completed Date___/___/____ 
  SSR_________________________ 

           Provider Notified of Change____ 

Fax completed form to Southeastrans Special Services at 404-581-5543. 

Virginia Standing Order Change Request Form 

Member Name_______________________________    Medicaid Number_________________ 

Facility_____________________ Requested By__________________ Phone_______________ 

Change Type: (please check all that apply)   

 Phone Number___   Time___   Days___   Level of Service___ Provider___   No Longer Attends___ 

Pick-Up Location___   Drop off Location___ Medicaid Number___   Holiday____    Other____  

Changes 

Old Medicaid Number___________________ New Medicaid Number_________________ 

New Pick Up Address (Leg A or B)  

New Drop Off Address (Leg A or B)  

New Phone Number:   

Change Leg A Time from ________am / pm  to   _______ am / pm 

Change Leg B Time from ________am / pm  to   _______ am / pm 

Change Days from:       M  T  W  TH  F  S         to    M  T  W  TH  F  S     No Longer Attends 

Level of Service:    Ambulatory    Wheelchair     Oversized Wheelchair  Stretcher  BLS   ALS 

Add a leg to Trip: _______________________________________________________________ 

Holiday Change/Closing:  

Other Change: 

Request For:    Gas Reimbursement    Bus Pass   Transportation Provider 

Reimbursement Driver____________________________________________________        SSN__________________________ 

Address_________________________________________________________________      Phone________________________ 




