
Midwestern Intermediate Unit IV
453 Maple Street • Grove City, Pennsylvania  16127-2399

Community Based Vocational Training Transportation Request Form

I
Program: ____________________________________________________	 Date: ________________
Classroom Teacher Name: ____________________________      CBVT Staff: __________________________

Signature: ______________________________________

II
Transportation Date: _________________________	 Program Location: __________________________
Day(s) of the Week: ________________________________________________________________________
Program Phone: _____________________  Start Date: ________________    End Date: ________________

III
CBVT Site: _____________________________________	 Departure Time From School: _________________
CBVT Arrival Time: ______________________________	 Departure Time From CBVT Site: ______________
School Arrival Time: ________________________________________________________________________
Special instructions and/or additions: __________________________________________________________
Emergency contact phone number during CBVT Trip: _____________________________________________
List any additional costs related to trip: ________________________________________________________

IV 
Special/Medical Requirements (Please check all that apply)
 Nurse assigned to classroom will accompany	   Nurse needed entire trip  
 Nurse needed for the following time period _____________   

V
Number of Students: _________     Number of Adults: _________  
Please list students, districts, and special needs:

(Continued on back)

	 Office Use Only
Program Supervisor Signature: ____________________________________________________	     Date: ___________________
CBVT Program Supervisor: _______________________________________________________	     Date: ___________________
Director of Special Education: _____________________________________	     Date: ___________________
Arranged by: ________________________________________       Contractor: _________________________________________
Price: ______________________________________________

Student Name Medical Needs Time For Meds, etc.

Name Special Needs (Walker,
Wheelchair, etc.)

School District Please List School/
Agency Staff Attending

1.
2.
3.
4.
5.
6.
7.
8.

 Email Response: Approved/Denied to CBVT & Classroom Staff



Midwestern Intermediate Unit IV
453 Maple Street • Grove City, Pennsylvania  16127-2399

Community Based Vocational Training Transportation Request Form (continued)

VI
Purpose of Transportation Request (as per IEP):
     Community Awareness                 Career Investigation         
    Career Exploration                        Prep/Adv. Prep/Entry Level Employment

VI
This request align with the following IEP goal(s) or Transition Activity:







Student
Name

Goal or Transition Activity 
as Listed on IEP

Frequency 
of CBVT on IEP
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