Transportation 30/60 o BlueCross
Mileage Exception BlueShield

Request Form Minnesota

Fill this form out completely and fax to 651-662-2844 or email to BlueRide.Exception.Request@bluecrossmn.com
Incomplete or illegible forms will be returned. This form is only for providing transportation to the appointment(s).
This form will be reviewed for determination of eligibility of transportation rides to this facility.

NOTE: Individual Provider can be a Physician, Nurse Practitioner, Clinical Nurse Specialist or Physician Assistant.

o State guidelines allow for transportation to Primary care providers up to 30 miles from pick up location and to Specialty
care providers up to 60 miles from pick up location.

¢ Mileage exception request form must be approved before travel.

o BlueRide will provide transportation to the closest, most appropriate in-network medical provider for our members.

Fill out form completely to ensure timeliness of response

Today’s Date: Date of Appointment/Transportation need: Will there be recurring appointments?
[1Yes [1No Ifyes, frequency:

Member Name: Date of Birth: | Member ID:

Individual Provider Requesting Mileage Exception: Facility of Provider Requesting Mileage Exception:

1. What medical condition does the member have for being referred to this facility?

2. Why does the member’s condition prevent them from being treated by another provider located closer and within 30 calendar
days?

Name of Facility and Specialty being referred to:

Address of Facility being referred to:

Date Span of referral:

Signature of Individual Provider Requesting Mileage Exception: Date:

If you have any questions, call BlueRide at (651) 662-8648 or 1-866-340-8648. Hours of operation are 8:00 a.m. to 5:00 p.m.,
Monday through Friday.
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