
Exceptional Service Request

Form must be filled out completely  

Request  Date :____________  Service Start Date:_________          Service  End Date :__________           
Requester    Name    &     Position:_______________________________________ Phone Number:_____________________

 Authorization Type (Must be marked): 

   Company:     Everdriven         UTS

Only one type may be selected 

Student Name Student ID # Address 

Guardian Name:_______________________

IEP REQUIREMENTS 

 Weight*

   _____ Safety Vest*    

 

_____ Car seat *

_____ Booster* 

_____ Buckle Guard 

_____     Height* _______   

_____ Screen Van 

_____ Wheel Chair 

_____ Nurse/Aide Riding 

_____ Vendor Monitor

Deviated Address:

McKinney Vento 

Mckinney Vento/ Split

JFS/Foster

Student with Disability

Other: 

______________________

New request 
Date form was sent:

APT/Unit # City: Zip Code:

Deviated Name and Phone:
AM  PM Both

Change Request
Service Cancellation

Emergency Contact :

   M W            TH             F

Phone & Relationship: ___________________

Days of Service Requested:

T

Date of Birth

Phone#  _________________________________    

School Attending: _______________________________ 

Address: ________________________________ 

City:________________ State:_______Zip:__________ 

School Contact: _______________________________     

School Phone #:________________________________ 

Building P/u & D/o Locations______________________ 

Arrival Time:__________    Departure Time:_________ 

Sibling Ride Along: List Sibling, Student ID, DOB below
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Notes:
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