Patient’'s Namae: DatoofBirth: _____ Modicaro #:

Transport Dato: (PCS ia valid for round trips on this date and for all zepeatitive trips in the €0-day range as noted below.)
Origin: Dostination: :
Is the pt's stay covered under Medicare PartA (PPS/DRG?) OYES O NO

Closestappropriate facility? OYES COINO Hno, why is transport to more distant facility required?

I hosp-hosp transfor, describe services needad at 3 facility not available at 1% facility:
H hospioce pt, is this transport related to pt's terminsl lliness? OYES [ NO Describe:

Ambulance Transportation is medically necessary only if othar means of transport are contraindicated or would be potentially harmful to
the patient. To meet this requirement, the patient must bo either “bed confined” gz suffor from a condition such that transport by moans
other than ambulance is contraindicatod by the pationt's condition Thae following quastions must be answered Ly the madical

preforsional signing bolow for this form to be valid:

1) Describe the MEDICARL CONDITION (physical and/or mental) of this patient AT THE TIME OF AMBULANCE TRANSPORT that requires
the patient to be transportad in an ambulance and why transport by othor moeans is contraindicatod by the patient’s condition:

2) Canthkis pationt safaly be transported by car or whaelchair van @.o., soamdduﬂngtgupoﬂ.wﬂhmnmedlalamndméxmmm
O Yes No

3) Inaddition to completing questicns 1-3 above, plsase check any of the following conditions that apply*:
*Note: supporting documentation for any baxes checked must be maintained in the patient’'s madical records
O Contractures CI Non-healed fractures O Pationt is confusod 3 Patiant is comatose [0 Modorato/sovore pain on movoment
O Dangor to solf/other [0 IV meds/fiuids required O Pationt is combative [ Need or possible naod for restraints
D DVT requires clavation of a lowor oxtramity O Medical attendant requived (O Requires oxygon - unable to self administer
€ Special handling/isolation/infection control precautions required {1 Unable to tolerate soated position for time needed to transport
0 Hemodynamic monitoring required enroute 1 Unable to sit in a chair or wheelchair due to decubitus ulcers or other wounds
O Cardiac monitoring required onroute O Morbid obosity requires additional parsonnel/equipmant to safely handle patient
O Orthopodioc dovico (backboard, halo, pins, traction, braco, wedgae, etc.) raquiring spocial handling during transport
0 Other (spocity)
4) Isthis patient “bed confined” as defined bolow? D Yos ONo

To be “bed confined” tho patient must satisly all throo of the following conditions: (1) unable to get up from bed without
Assistance; AND (2) unable to ambulate; AND (3) unable to sit in a chair or wheelchair

%

I certify that tho above information is ttus and corroct based on my evaluation of this patient, and roprosont that the pationt roquires
transport by ambulance and that othor forms of transport are contraindicated. I understand that this information will be used by the
Ceantors for Medicare and Medicaid S8ervices (CMS) to support the determination of modical necessity for ambulance services, and |
roprasont that I have personal knowladgo of the pationt’s condition at the time of transport.

3 12 this dox is checked, lahoceﬂitylhauhop&ﬂomuphydanyc:mhnyincnplbleddgnhqm ambulance service’s claim and that
the inatitution with which I am affiliated has furnished care, services or assistance to the patiant. My signature below is made on behalf of
tho pationt pursuant to 432 CFR §424.36(b)(4). In accordanco with 43 CPR §424.31, the speciflc reason(s) that the pationt is physically or
mentally incapable of signing the claim formn is as follows:

Signature of Physician* or Healthcare Profossional Date Signed
(OFor scheduled repetitive transpoxt, this form is not valid for
transports performod moro than 60 days aftor this date).

Printed Name and Credentials of Fhiysician or Healthcare Professional (VID, DO, RN, etc.)
“Form must be signed only by patient’s attending physician for scheduled, ropetitive transports. For non-repetitive, unschedulod ambulance
transports, if unable to obtain the signature of the attending physician, any of the following may sign (please check appropriate box below):

O Physician ) Physician Rssistant [ Nurse Practiioner
O Clinical Nurse Specialist 3 Registered Nurse O Discharge Plannor
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