
Transportation of a Minor Consent Form 
Call: 1-800-260-2055 (TTY: 711) 

50794E 1 

Transportation Services: Santa Clara Family Health Plan (SCFHP) members can get 
transportation at no cost to attend medical appointments and services. There are two types of 
transportation services covered by SCFHP: non-emergency medical transportation (NEMT) and 
non-medical transportation (NMT). 

This form gives consent for a minor to use SCFHP transportation services without a parent, legal 
guardian, or authorized representative (AR) going with them. The form must be completed by the 
member’s parent, legal guardian, or AR. Please return this completed form to Attn: Customer 
Service, Santa Clara Family Health Plan, PO Box 18880, San José, CA 95128. You can also fax 
it to 1-408-874-1965. The form will be valid for one year from the date of signature. 

Note: Minors can get certain outpatient mental health services, sensitive services, and substance 
use disorder services without a parent/legal guardian /AR’s consent. To learn more, visit the 
“Sensitive care” section in the SCFHP Medi-Cal Member Handbook in our Forms and Documents 
page. 

If you have questions, please call Customer Service at 1-800-260-2055 (TTY: 711), Monday 
through Friday, 8:30 a.m. to 5 p.m.  

Minor Dependent/Member Information 
First name: Last name: 
Date of birth: SCFHP ID #: 
Address: 

Parent/Legal Guardian/Authorized Representative Information 
First name: Last name: 
Relationship to member: Phone number: 
Address: 

Parent/Legal Guardian/Authorized Representative Consent 

I confirm: 
• I have read and understand this Transportation of a Minor Consent Form.
• SCFHP’s NMT or NEMT providers may transport the minor dependent/member named 

above to approved appointments without an accompanying parent, legal guardian, or AR
□ Yes
□ No
Signature: Date: 
Printed name: 
City: State: 

https://www.scfhp.com/healthcare-plans/medi-cal/forms-documents/
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