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Parent/Guardian of: 
HSCSN Enrollee

Subject: Unaccompanied Enrollees 

You recently booked transportation through Verida. The booking is for a Health Services 
for Children with Special Needs, Inc. (HSCSN) “Enrollee”. The next form confirms that 
the Enrollee does not need an escort, parent, or guardian. It must be completed and 
returned to Verida before the trip. 

Please note: 

• This is a shared-ride service. This means there may be other passengers riding with
the Enrollee. That may include children or adults with developmental disabilities
going to the same place.

• If the Enrollee needs a car seat or a booster seat, you must provide one.
• The Enrollee must be ready for pick-up on time.
• Contact Verida immediately if the Enrollee is absent or if the pick-up or drop-off

address changes. You can call Verida at 866-991-5433.

Please mail the completed and signed consent form to the location at the bottom of the page. 
You can also email a copy to carenavigation@hschealth.org . 
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UNACCOMPANIED ENROLLEE TRANSPORTATION CONSENT FORM 

Information & Signature 
Full Name of Enrollee: Enrollee or Parent/Legal Guardian’s 

Home/Cell Phone #: 

Enrollee’s Date of Birth: Today’s Date: 

Enrollee’s Medicaid ID#: 

Signature of Enrollee or Parent/Legal Guardian: Printed Name of Enrollee or Parent/Legal 
Guardian: 

Consent and Waiver 

1. I confirm that I am the Enrollee listed above, or the parent / legal guardian of the Enrollee
listed above. I confirm the information on this form is correct.

2. Verida can schedule non-emergency medical transportation (“NEMT”) services for the
Enrollee. The Enrollee can or has permission and the cognitive skills, and physical
abilities to ride with a NEMT provider without an escort, parent, or guardian.

3. I confirm the following:
 Yes      No 

  Does someone have guardianship of the enrollee?
      Does the enrollee have an intellectual disability or limited ability to make decisions

for himself/herself?
  Does the enrollee have a Behavior Support Plan (BSP)?
      Does the Enrollee need emotional or any other type of support from an escort?
      Can the enrollee communicate with the driver or others about their needs?
      Has Enrollee been disruptive on previous rides?
      Will the Enrollee follow all rules given by the driver?
      Will Enrollee remain seated and secured during the trip?
      Can the enrollee be left alone at the drop-off location?
      I will let Verida know if any of the items above change. If not, the Child may

no longer be transported without an escort.
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4. I understand this is a shared-ride program. I understand that other riders may be traveling 
with the Enrollee. This may include minors. 

 
5. For Guardians Only - I will tell Verida if I am no longer the guardian of the Enrollee. I 

will give Verida the name and address of the new guardian. I will give Verida this 
information within 48 hours. 
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