
FAIRFIELD COUNTY JOB & FAMILY SERVICES 
CUSTOMER NET TRANSPORTATION REQUEST 

 
 
Patient Name ________________________________ Social Security # __________________________  
 
Address _____________________________________________________________________________ 
 
Phone ____________________________Alternate Phone ____________________________________ 
 
Appointment Date ____________________________ Appointment Time  ________________________  
 
Name of Doctor  _______________________________________________________________________  
 
Address of Doctor _____________________________________________________________________  
 
 

SPECIAL NEEDS 
 

Care Giver                                                Car Seat                       Lift Van 
 

Oxygen                                                     Wheelchair                   Other _____________________  
 

                                                   
 
Patient Name ________________________________ Social Security # __________________________  
 
Address _____________________________________________________________________________ 
 
Phone ____________________________Alternate Phone ____________________________________ 
 
Appointment Date ____________________________ Appointment Time  ________________________  
 
Name of Doctor  _______________________________________________________________________  
 
Address of Doctor _____________________________________________________________________  
 
 

SPECIAL NEEDS 
 

Care Giver                                                Car Seat                       Lift Van 
 

Oxygen                                                     Wheelchair                   Other _____________________  
 

                                                   
FCJFS will contact you within 24 hours upon receipt of your request to either confirm or 
deny. 
 
 
Do you have additional appointments?  Click here  
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