	SAMPLE EMS, INC.

ADDRESS OF YOUR COMPANY
                                                                   (281)277-0300  Office  (281)817-5904  Fax  
                                                                          (Please fax copy back to the above number)
                               PHYSICIAN CERTIFICATION STATEMENT



	                                             Section One – Beneficiary Information. 


	Transport Date:
	010      
	Expiration Date (Max 60Days)
	


	Patient Name:
	
	Medicare:
	

	Address:

	
	SSN#:


	

	DOB:
	
	Gender:
	


	                                            Section Two – Transport Information. 


In order for this transport to be done Medicare requires Ambulance Service Providers to get accurate pass and present medical history from the referring facility. Without this Medical History the Ambulance Service Providers cannot effective transfer care of the patient to the receiving facility. By completing this document you are only affirming the patient’s pass and present Medical History to the best of your knowledge and are not obligated in any form or fashion. As a license healthcare professional your input is  medically necessary.
	                                      Section Three – Medical Necessity Information.


Is your patient bed confined? Yes  No
Bed Confined means: unable to get up from bed without assistance, AND unable to sit in a chair, AND unable to ambulate.
	If the patient is NOT bed confined, please fill in (All Past Medical History) that would necessitate ambulance transport

	

	

	

	

	

	

	







   In Addition, This Patient:
requires continuous oxygen & monitoring by trained staff         has decubitus ulcers & requires wound precautions

requires airway monitoring or suctioning                                    requires isolation precautions (VRE, MRSA, etc.)

requires cardiac monitoring                                                              is not wheelchair able (should not stand, pivot or ambulate)                                                                                                                   
is exhibiting signs of a decreased level of consciousness            requires restraints                                                                                                                                                        

comatose & requires trained monitoring 

is seizure prone & requires trained monitoring                             requires IV maintenance

patient is ventilator dependent                                                      requires additional personnel due to being morbidly obese
Other
(Explain)_______________________________________________________________________________________________________________________________________________________________________________________________________
	                               Section Four – Ordering Physician Information


 Physician Assistant   Clinical Nurse Specialist    Registered Nurse    Nurse Practitioner    Discharge Planner  
Print Name ____________________________ Title _________________________Date ______/_____/________ 
_________________________________ UPIN___________ Telephone Number: __________________
Signature of Physician or Healthcare Provider (Check box above) 
