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MEDICAL NON-EMERGENCY CERTIFIED TRANSPORTATION
In order for ambulance transportation to be insured they must be medically authorized and needed.  This form provides the information needed to make medical determinations for non-emergency medical transportation.
PATIENT'S NAME: ___________________________________________________  DATE: _________________
ORIGEN: _________________________________DESTINATION:_______________________________________
Ambulance transportation (is) _______ medically necessary. Ambulance transport is required for this patient due to:
(   ) 1. Bed Confined (not able to walk, not able to sit in a wheelchair, unable to get up of bed without any assistance)
(   ) 2. Other reason for Ambulance transportation.
 ESRD
 CVA
 Decubitus Ulcer
 Fractures
 DM
 Dementia
 AKA ( R – L )
 Hip Replacement
 HTN
 Epilepsy
 BKB ( R – L )
 Cataract
 CHF
 Disorientation
 Amputation Toes
 Poor Vision
 CAD
 Fall Precaution
 Arthritis
 Legally Blind
 PVD
 Debility
 Joints Pain
 Has Foley Catheter
 MI
 Seizure
 Extremities Pain
 Wears Diapers
 Cardiac Arrest
 Parkinson
 Extremities Edema
 Morbid Obesity
 Pneumonia
 Alzheimer
 Multiple Sclerosis
 SOB
 Neuropathy
 Muscular Dystrophy
 COPD
 Paralysis
 Back Surgery
 02 Dependent
 Hemiplegia
 Back Pain
 General Weakness
 Asthma
 Paraplegia
 Dizziness
 Requires Movement By Draw Sheet
 Requires 2-Man Lift To Stretcher
 Unable to Sit Upright in Moving W/C
 Requires Immobilization
OTHER SPECIFY_________________________________________________________________________________
I CERTIFY THAT THE INFORMATION CONTAINED HERE IS, TO THE BEST OF MY KNOWLEDGE, COMPLETE AND ACCURATE AND SUPPORTED IN THE MEDICAL RECORD OF THE PATIENT.  I UNDERSTAND THAT ANY INTERPRETATION OR FALSIFICATION OF THIS INFORMATION MAY LEAD TO INAPPROPRIATE PAYMENTS MAY BE SUBJECT TO INVESTIGATIONS UNDER APPLICABLE FEDERAL OR STATE LAWS.                                                                                      
PHYSICIAN'S SIGNATURE _____________________________________________________________________________
NAME _____________________________________________________ UPIN __________________________
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