
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SECTION I – GENERAL INFORMATION 

Patie nt’s Name :  Date  of Birth: ___________ Me d icare  # :  

Transport Date :  (PCS is valid  for round  trip s on this d ate  and  for all re p e titive  trip s in the  60-d ay rang e  as note d  b e low.) 

Orig in:  De stination:

Is the  p t’s stay cove re d  unde r Me d icare  Part A (PPS/ DRG?)     YES      NO  

Close st ap p rop riate  facility?    YES     NO   If no, why is transp ort to more  d istant facility re quire d ? 

If hosp -hosp  transfe r, de scrib e  se rvice s ne e d e d  at 2nd  facility not availab le  at 1st facility:

If hosp ice  p t, is this transp ort re late d  to p t’s te rminal illne ss?   YES      NO  De scrib e :______________________________________________ 

SECTION II – MEDICAL NECESSITY QUESTIONNAIRE 

Amb ulance  Transportation is me d ically ne ce ssary only if othe r me ans of transp ort are  contraind icate d  or would  b e  p ote ntially harmful to 

the  patie nt.  To me e t this re quire me nt, the  patie nt must b e  e ithe r “b e d  confine d ” or suffe r from a cond ition such that transport b y me ans 

othe r than amb ulance  is contraind icate d  b y the  p atie nt’s cond ition  The  following  que s tions  m ust be  ans we re d by the  m e dical 

profe s s ional s igning  be low for this  form  to be  valid: 

1) De scrib e  the  MEDICAL CONDITION (physical and / or me ntal) of this patie nt AT THE TIME OF AMBULANCE  TRANSPORT that re quire s

the  patie nt to b e  transporte d  in an amb ulance  and  why transport b y othe r me ans is contraind icate d  b y the  patie nt’s cond ition:

2) Is this patie nt “b e d  confine d ” as de fine d  b e low?  Ye s     No  

  To b e  “b e d  confine d ” the  patie nt must satisfy all thre e  of the  following  cond itions: (1) unab le  to ge t up  from b e d  without 

  Assistance ; AND (2) unab le  to amb ulate ; AND (3) unab le  to sit in a chair or whe e lchair  

3) Can this patie nt safe ly b e  transp orte d  b y car or whe e lchair van (i.e ., se ate d  during  transport, without a  me d ical atte ndant or monitoring ?)

  Ye s     No 

4) In addition to comple ting  que stions 1-3 ab ove , p le ase  che ck any of the  following  cond itions that app ly*:

*Note: supporting docum entation for any boxes checked must be  m aintained in the  patient’s m edical records

 Contracture s                 Non-he ale d  fracture s       Patie nt is confuse d    Patie nt is comatose        Mod e rate / se ve re  pain on move me nt

 Dange r to se lf/ othe r   IV me ds/ fluid s re quire d   Patie nt is comb ative        Ne e d  or p ossib le  ne e d  for re straints 

     DVT re quire s e le vation of a lowe r e xtre mity         Me d ical atte ndant re quire d        Re quire s oxyg e n – unab le  to se lf administe r       

 Spe cial hand ling / isolation/ infe ction control p re cautions re quire d     Unab le  to tole rate  se ate d  position for time  ne e de d  to transport 

     He modynamic monitoring  re quire d  e nroute          Unab le  to sit in a chair or whe e lchair due  to d e cub itus ulce rs or othe r wounds    

 Card iac monitoring  re quire d  e nroute                      Morb id  ob e sity re quire s add itional p e rsonne l/ e quip me nt to safe ly hand le  patie nt 

     Orthope d ic d e vice  (b ackb oard , halo, p ins, traction, b race , we dge , e tc.) re quiring  spe cial hand ling  during  transport 

  Othe r (sp e cify)

SECTION III – SIGNATURE OF PHYSICIAN OR HEALTHCARE PROFESSIONAL

I ce rtify that the  ab ove  information is true  and  corre ct b ase d  on my e valuation of this patie nt, and  re p re se nt that the  patie nt re quire s 

transp ort b y amb ulance  and  that othe r forms of transport are  contraind icate d . I unde rstand  that this information will b e  use d  b y the  

Ce nte rs for Me d icare  and  Me d icaid  Se rvice s (CMS) to sup port the  de te rmination of me d ical ne ce ssity for amb ulance  se rvice s, and  I 

re p re se nt that I have  pe rsonal knowle d ge  of the  patie nt’s cond ition at the  time  of transp ort. 

 If this  box is  che cke d, I also ce rtify that the  p atie nt is p hysically or me ntally incap ab le  of sig ning  the  amb ulance  se rvice ’s claim and  that 

the  institution with which I am affiliate d  has furnishe d  care , se rvice s or assistance  to the  p atie nt.  My sig nature  b e low is mad e  on b e half of 
the  patie nt pursuant to 42 CFR §424.36(b )(4). In accordance  with 42 CFR §424.37, the  specific reason(s)  that the  patient is  phys ically  or 

m entally  incapable  of s igning the  claim  form  is  as  follows :  

Signature  of Physician* or He althcare  Profe ssional  Date  Signe d   

   (For sche dule d  re pe titive  transp ort, this form is not valid  for 

transp orts p e rforme d  more  than 60 days afte r this date ).   

Printed Nam e and Credentials  of Phys ician or Healthcare  Profess ional (M D, DO, RN, e tc.) 

*Form  m ust be  signed  only by patient’s attending physician for scheduled , repetitive  transports.  For non-repetitive , unscheduled ambulance  

transports, if unable  to ob tain the  signature  of the  attending physician, any of the  following may sign (please  check appropriate  box be low): 

 Physician Assistant  Clinical Nurse  Sp e cialist   Re g iste re d  Nurse  

 Nurse  Practitione r  Discharge  Planne r 

Which LifeNet Dispatch Center?

Physician Certification Statement for Non-Emergency Ambulance Service
TEXARKANA COMM CENTER
Email: txk_pcs@lifenetems.org
Fax:   903-470-7283

HOT SPRINGS COMM CENTER
Email: hs_pcs@lifenetems.org

Fax: 501-492-6471

After emailing or faxing, contact our dispatch center to schedule the patient's transfer:
Texarkana, TX Dispatch Center: 903-831-6021          Hot Springs, AR Dispatch Center: 501-624-5433


	PCS is valid for round trips on this date and for all repetitive trips in the 60day range as noted below: 
	Date of Birth: 
	Medicare: 
	Transport Date: 
	Is the pts stay covered under Medicare Part A PPSDRG: 
	Destination: 
	undefined_p0_ch2: 
	YES_2: Off
	NO  If no why is transport to more distant facility required: Off
	undefined_2: 
	If hosphosp transfer describe services needed at 2nd facility not available at 1st facility: 
	undefined_3: 
	YES_3: Off
	NO  Describe: Off
	undefined_4: 
	the patient to be transported in an ambulance and why transport by other means is contraindicated by the patients condition 1: 
	the patient to be transported in an ambulance and why transport by other means is contraindicated by the patients condition 2: 
	the patient to be transported in an ambulance and why transport by other means is contraindicated by the patients condition 3: 
	To be bed confined the patient must satisfy all three of the following conditions 1 unable to get up from bed without_p0_ch2: 
	Can this patient safely be transported by car or wheelchair van ie seated during transport without a medical attendant or monitoring_p0_ch2: 
	Contractures: Off
	Nonhealed fractures: Off
	Patient is confused: Off
	Patient is comatose: Off
	Moderatesevere pain on movement: Off
	Danger to selfother: Off
	IV medsfluids required: Off
	Patient is combative: Off
	Need or possible need for restraints: Off
	DVT requires elevation of a lower extremity: Off
	Medical attendant required: Off
	Requires oxygen  unable to self administer: Off
	Special handlingisolationinfection control precautions required: Off
	Unable to tolerate seated position for time needed to transport: Off
	Hemodynamic monitoring required enroute: Off
	Unable to sit in a chair or wheelchair due to decubitus ulcers or other wounds: Off
	Cardiac monitoring required enroute: Off
	Morbid obesity requires additional personnelequipment to safely handle patient: Off
	Orthopedic device backboard halo pins traction brace wedge etc requiring special handling during transport: Off
	Other specify: Off
	undefined_5: 
	If this box is checked I also certify that the patient is physically or mentally incapable of signing the ambulance services claim and that: Off
	mentally incapable of signing the claim form is as follows 1: 
	Date Signed: 
	Printed Name and Credentials of Physician or Healthcare Professional MD DO RN etc: 
	Physician Assistant: Off
	Clinical Nurse Specialist: Off
	Registered Nurse: Off
	Nurse Practitioner: Off
	Discharge Planner: Off


