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    2252 Cornell Ave


              



    

                       (630) 898- 2117


    Montgomery IL, 60538





              


                Fax (630) 859-2737


              CERTIFICATE OF MEDICAL NECESSITY FOR NON-EMERGENCY AMBULANCE TRANSPORTATION
         Complete for ALL non-emergency transportation – scheduled or unscheduled 

                           This certification is effective for 60days for repetitive transports or for single prescheduled or unscheduled transports only.

Patient’s Name:_____________________________________________________
Date of Birth:______/_______/_________

        Date(s) of Transportation:______/______/____________
   Through  ______/______/____________

Transported From:_______________________________________
Transported To:____________________________________

In order for Non-Emergency services to be covered, they must be medically necessary and reasonable. Medical Necessity is established when the patient’s condition is such that the use of any other method of transportation is contraindicated. In any case in which some means of transportation other than ambulance could be used without endangering the individual’s health, whether or not such other transportation is actually available, no payment may be made for ambulance services. Services provided that may be medically necessary, however, transported for the purpose of, “family or patient preference” will not be accepted by Medicare / Medicaid / Commercial insurance. Therefore,  this type of transport the responsibility of the patient. This form provides the information needed to make the medical necessity determines for the Non-Emergency Ambulance Transportation.

                                                                                               
            BED CONFINEMENT 
According to the Medicare Benefit Policy Manual Chapter 10 – Ambulance Services Section 10.2.3 – Medicare Policy Concerning Bed-Confinement: A beneficiary is bed confined if he/she is : 1) Unable to get up from bed without assistance; 2) Unable to ambulate; and 3) Unable to sit in a chair or wheelchair. Note: The term “bed confinement” is not synonymous with “bed rest” or “non-ambulatory”.
1) Does the above patient meet the above definition of “Bed Confinement”





⁯ YES
⁯ No

2) If the above named patient does not meet the above definition “Bed Confinement”, can the patient be safely

    transported by wheelchair van or other means of transportation. (If yes no payment may be made for Ambulance Service).   
⁯ YES
⁯ No





   MEDICAL CONDITION(S) – (NOT DIAGNOSIS)
⁯ requires oxygen and is unable to self-administer


⁯ Paralysis:  ⁯  hemi   ⁯   para   ⁯   quad
⁯ requires isolation precautions (VRE, MRSA, C-DIFF, ect.)

⁯  requires cardiac EKG/ECG monitoring

⁯ decreased level of consciousness / altered mental status


⁯  needs to be restrained:   ⁯  chemical   ⁯  physical

⁯  has continuously running intravenous fluids



⁯  requires advanced airway monitoring, suctioning or ventilator 

⁯  has an unhealed hip, pelvic or femur fracture



⁯  is comatose or incoherent

⁯  severe dementia – potentially combative



⁯  wound precautions (Advanced Decubitus Ulcer or Bed Sore)
⁯  contractures:  ⁯  arms  ⁯  legs  ⁯  trunk



⁯  frail and debilitated at time of transport

⁯  is not wheelchair able (should not stand, pivot, or ambulate

⁯  psychiatric condition – threat to self and others

     and is unable to safely assist with moving themselves)


⁯  terminal disease process

Other:____________________________________________________________________________________________________________________







Hospital to Hospital Transports
Equipment NOT Available


      Procedure NOT Available


Special Care Not Available
⁯  MRI not available

         ⁯  Angiogram
     ⁯  Neurosurgery

      ⁯  Psychiatric Unit
⁯  Burn Unit

⁯  MRI is full


         ⁯  Cardiac Catherization    ⁯  Organ Transplant
      ⁯  ICU Bed

⁯  Sleep Lab
⁯  CAT scanner not available

         ⁯  Dialysis

     ⁯  Radiation Therapy
      ⁯  Trauma Center


⁯  Exceeds Equipment weight limit
         ⁯  Surgery

     ⁯  Hyperbaric Therapy
      ⁯  Pediatric / Neonatal ICU

Other:____________________________________________________________________________________________________________________

I certify that the information herein is, to the best of my knowledge, complete and accurate and supported in the medical record of the patient. The information being utilized on this form is being gathered to assist in seeking reimbursement form Medicare / Medicaid / Commercial Insurance. I understand that any intentional misrepresentation or falsification of essential information, which leads to inappropriate payments, may be subject to investigation under applicable federal and or state laws.

Ordering Physicians Printed Name: _____________________________ Authorized Signature and Title:_________________________________

Centers for Medicare & Medicaid Services, HHS § 410.40 (3)(iii) If the ambulance provider is unable to obtain a signed physician certification statement from the beneficiary’s attending physician, a signed certification statement must be obtained from either the physicians assistant (PA), nurse practitioner (NP), clinical nurse specialist (CNS), registered nurse (RN), or discharge planner, who has personal knowledge of the beneficiary’s condition at the time the ambulance transport is ordered or service is furnished.
View Medicare’s Ambulance Coverage Policy at: http://www.wpsmedicare.com/policies/wisconsin/amb001.pdf 
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