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Fax: (501) 354-6928

Patient Name: Date of Transport: Run #:
Social Security: Transport From:

Date of Birth: Transport To:

Medicare ID: Private Insurance:

Medicaid ID: Policy / Group:

In order to justify non-emergency ambulance transport, the above named patient must fall into one of three basic categories: (1) Bed Confined (See
Medicare's definition of Bed Confined below) due to a current condition. (2) Bed Confined due to a chronic or long-term condition, or (3) require a
paramedic level procedure to be performed during the ambulance transport. Please check all areas that apply to this patient. Use the narrative area below
for additional comment on the medical necessity of ambulance transport for this patient.

General Information m Medical Necessity-Bed Confined (Current Condition)

Patient Presents [ Wheelchair Unrestrained O In Bed O Geri Chair Decubitus 1 Coccyx d Sacral O Feet Stage
1 Wheelchair Restrained 1 Other J Hips d Back J Other
Reason for Travel U Testing o Reduced Consciousness Verbal / Pain / Unresponsive
0 Treatment s 1 Sedated 1 Coma O Fever
Discharged After 0 Procedure s Immobilization 4 Fall Risk 1 Post Op 4 Pain-Scale
U Evaluation s [ Fracture J Risk Additional Injury
Medical Necessity-Procedure Performed During Transport Medical Necessity-Bed Confined (Chronic Condition)
Monitoring Q IV Q Airway Suctioning 4 Medicated Contractures 1 Lower Q Fetal Early / Moderate / Severe
(x) . .
JEKG O Oxygen Ipm 0 Seizure Prone 1 Upper a
Restraints O Chemical Q1 Verbal 1 Danger to Self Reduced Consciousness Verbal / Pain / Unresponsive
d Physical A Flight Risk QO Danger to Others J Alzheimers O Dementia O Comatose O Cancer
Isolation O MSRA O Meningitis 1 Surgical Drainage Musco-Skeletal .1 Neuropathy Early / Moderate / Severe
dVRE O Tuberculosis O Other 1 Parkinsons
Other Care 2 Morbid Obesity Weight 0 Cerebral Palsy - Rheumatoid Arthritis
0 Vent Dependent 0 Other (Use Narrative Below) U Muscle Atrophy  Osteoporosis
Hospital Discharge Out of Town Must Note
Treatment Provided at Originating Hospital
Hospital to Hospital Transfer Must Note 1 Cardiac Cath 1 Psychiatric O Surgery sjms—
Elevated Care Needed at Destination Hospital 1 Angiogram 3 Long Term Rehab J Other i

Patient Condition / Treatment Narrative

| certify that the above information is true and correct based on my evaluation of this patient, to the best of my knowledge and professional
training. | understand this information will be used by the Center for Medicare and Medicaid Services (CMS) to support the determination

of medical necessity for ambulance services.

Printed Name of Physician Date

Signature of M.D., PA., R.N., R.N.P.,, C.N.S., or Discharge Planner

Definition of Bed Confined: “Medicare covers ambulance sevices only if they are furnished to a beneficiary whose condition is such that other means
of transportation would be contraindicated. For non-emergency ambulance transport, the following criteria must be met to ensure that ambulance
transportation is medically necessary: (1) The beneficiary is unable to get up from bed without assistance. (2) The beneficiary is unable to to ambulate.
(3) The beneficiary is unable to sit in a chair or wheelchair.” (Medicare Provider Manual)

FORM MUST BE COMPLETED BEFORE TRANSPORT




