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Physician Certification Statement Dispatch: 765-607-2113    Fax: 765-838-0066                                                                  

Please complete the following information and have the patients attending physician sign and date in the indicated spaces.

Beneficiary Information:

Patient Name: _______________________            Transport Date: _________________

Date of birth: _______________________              Medicare #:____________________

Origin: ___________________________   Destination: __________________________

Ambulance Transportation is medically necessary only if other means of transport are contraindicated or would be potentially harmful to the patient. To meet this requirement, the patient must be either “bed confined” or suffer from a condition such that transport by means other than ambulance is contraindicated by the patient’s condition.


Medical Necessity Information:
This Patient:
[ ] requires continuous oxygen & trained monitoring              [ ] contractures
[ ] has decubitus ulcers & requires wound precautions           [ ] requires restraints
[ ] requires airway monitoring or suctioning                             [ ] requires cardiac monitoring
[ ] requires isolation precautions (VRE, MRSA, etc.  )             [ ] altered mental status
[ ] cannot maintain balance sitting in a moving vehicle           [ ] requires IV maintenance
[ ] comatose & requires trained monitoring                               [ ] Hemodynamic monitoring required
[ ] is exhibiting signs of decreased level of consciousness       [ ] Patient is confused
[ ] is seizure prone & requires trained monitoring                    [ ] is an endangerment to self or others
[ ] requires ventilator and/or assisted breathing                       [ ] Medical attendant required
[ ] is not out of bed for more than 2 hours each day                 [ ] Moderate/severe pain on movement
[ ] is not wheelchair able (should not stand or pivot d/t precautions)
[ ] Unable to tolerate seated position for time needed to transport
[ ] Morbidly obese requires additional personnel/equipment to safely handle patient
[ ] other: (explain)
________________________________________________________________________________________________________________________________________________

The Physician or Healthcare Professional’s signature certifies that the information above represents an accurate assessment of the beneficiary's medical condition at the time of transport and that ambulance transportation is medically necessary.

__________________________________________________________           
 Signature of Physician* or Healthcare Professional Date Signed            


______________________________________________________________________________________
Printed Name and Credentials of Physician or Healthcare Professional (MD, DO, RN, etc.)

Physician Assistant Clinical Nurse Specialist Registered Nurse
Nurse Practitioner Discharge Planner
(For scheduled repetitive transport, this form is not valid for transports performed more than 60 days after this date).
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