
   

MEDICAL ASSISTANCE TRANSPORTATION PROGRAM 

COUNTY ASSISTANCE OFFICE REFERRAL FORM 
 

CLIENT NAME 
            
 
 
 

CLIENT NAME TELEPHONE NUMBER RECIPIENT NUMBER 

 

ADDRESS 

           CLIENT SHOULD CONTACT THE ________________________COUNTY ASSISTANCE 
OFFICE  BY 
               
             TELEPHONE AT ____________________________. 

AGENCY NAME 

 
 The above client has requested services not available through 
________________________County 

 
 
 
 
 
 
 

MATP AGENCY REPRESENTATIVE 
 
DATE OF REFERRAL A GENCY NAME DATE OF REFERRAL   

ADDRESS 

TELEPHONE NUMBER 

 (Comment if necessary) 

 Medical Assistance Transportation Program (MATP).  MATP Instructions and 
Requirements state that 
 clients are to be referred to the County Assistance Office if they wish to pursue their 
service  
 request. 
 
 


