HEALTH STANDARDS SECTION

TRANSPORTATION VEHICLE INSPECTION FORM

I.  GENERAL INFORMATION (to be completed by provider)

	Parish:
	Unit Number:

	

	

	Provider Name:
	VIN:

	Provider Number:
	Make:

	Provider’s Telephone #: (     )
	Year:                   Color:

	Registration Name:
	Model:

	Street Address:


	License Plate Number:

	City/State/Zip:


	License Plate Expiration:


___________________________________________________________________________________________

II. TYPE OF INSPECTION (to be completed by the inspector)

Initial
   FORMCHECKBOX 

  

Annual     FORMCHECKBOX 

  

Spot Check    FORMCHECKBOX 


CHOW   FORMCHECKBOX 



Fleet Addition   FORMCHECKBOX 




Reinspect 1   FORMCHECKBOX 



Reinspect 2   FORMCHECKBOX 


___________________________________________________________________________________________

III. VEHICLE INFORMATION (to be completed by the inspector)

	MVI#:

Odometer Reading: ___________
	Proof of Insurance:

____Yes            ____No
	Insurance Expiration Date:

_____/_____/_____

	Sticker Expires: 

______/______
	Vehicle Capacity:

Passenger_____W/C______
	Total Daily Vehicle Capacity

Passenger ____ W/C____


___________________________________________________________________________________________

IV. VEHICLE INSPECTION (to be completed by the inspector)

See attached HSS-MT-9b

___________________________________________________________________________________________

V.  RESULTS OF INSPECTION (to be completed by the inspector)

 FORMCHECKBOX 

Unit Passed Inspection

Decal Number: ________________________________                       Expires: _____/_____/_____

 FORMCHECKBOX 

Unit Failed Inspection.  Provider may request re-inspection when corrections have been made.

____________________________________    __________________     ______________________________

       PROVIDER SIGNATURE
                             DATE

   INSPECTOR SIGNATURE

HSS-MT-9a (revised 9/03)

INSPECTION OF VEHICLE (to be completed by the inspector)

*DENOTES OPTIONAL SERVICES
	ITEMS
	PASS
	FAIL
	COMMENTS
	REINSPECT 
	REINSPECT 2

	
	
	
	
	
	


	                                 
	
	
	
	Pass
	Fail
	Pass
	Fail


	A1 & 2 Body & Damage
	
	
	
	
	
	
	

	A3 Properly Marked
	
	
	
	
	
	
	

	A4 Tires
	
	
	
	
	
	
	

	A5 Lights
	
	
	
	
	
	
	

	A6 Mirrors
	
	
	
	
	
	
	

	A7 Windshield
	
	
	
	
	
	
	

	A8 Wipers/Washers
	
	
	
	
	
	
	

	A9 Windows/Doors
	
	
	
	
	
	
	

	B1 Interior
	
	
	
	
	
	
	

	B2 Heater
	
	
	
	
	
	
	

	B3 Air Conditioner
	
	
	
	
	
	
	

	B4 Horn
	
	
	
	
	
	
	

	B5 Seat Belts
	
	
	
	
	
	
	

	B6 Exhaust
	
	
	
	
	
	
	

	C1 Fire Extinguisher
	
	
	
	
	
	
	

	C2 First Aid Kit
	
	
	
	
	
	
	

	C3 HIV Kit
	
	
	
	
	
	
	

	C4 Child Seat
	
	
	
	
	
	
	

	C5 Jack/Spare
	
	
	
	
	
	
	

	D1 Wheelchair Lift M/H*
	
	
	
	
	
	
	

	D2 Wheelchair Ramp/Toe*
	
	
	
	
	
	
	

	D3 Wheelchair Restraints - Type*
	
	
	
	
	
	
	

	D4 Two Way Radio* System (Handicap V)
	
	
	
	
	
	
	


COMMENTS: ______________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

SURVEYOR: _______________________________________________

HSS-MT-9b (revised 9/03)
State ID:








