E LifeCare Ambulance, LLC Dispatch (901) 372-0200
Fax (901) 372-0160

For Non-Emergency Transports Only

Physician Certification Statement (PCS) for Ambulance Transport

FACILITY REPRESENTATIVE - COMPLETE THIS FORM AND PROVIDE IT TO THE APPROPRIATE AMBULANCE SERVICE REPRESENTATIVE

IMPORTANT: A patientis only eligible for ambulance transportation if, &1 the lime of ranspott, he or she is unable to lravel safely in a personal vehicle, taxi, or wheelchair van. Ambulance transporl requests that
are for the palient's preference, or because assistance is needed at the origin or destinalion (to navigate stairs and/or (o assist or lifl the palient), and/ or because anolher provider with the appropriate type of service
is notimmedialely available tfoes naf nieet criteria and will not tic #ligibta for reinbursenient Service must be to he nearest available appropriale providerffacility. A/l fields on this form are mandatory and
must be legible

PATIENT INFORMATION: Name: Date of Birth:

Medicare Beneficiary Identification (MBI) Number:

Commercial Carrier:

Medicaid Recipient Identification Number (RIN):

Insured ID:
Originating Facility (Spell Out — No Abbreviations): Destination (Spell Out — No Abbreviations):
Name: Name: — e
City: State: Zip: . Citysy,.. State: Zip:
TRANSPORT INFORMATION FOR HOSPITAL FACILITES TO COMPLETE:
1. Type: I:l Residence I:l Nursing Home/Assisted Living — If Skilled Bed, Check Here: Q I:lHospitaI — If returning to sending facility, check here
_ Direct Admit
_ Return from Appointment: (List Appointment Reason) _ Return from

Inpatiznl Hospital Stay
2. Isthis destination the closest appropriate facility in proximity? DYES DO If no, why is transport beyond the closesl appropriate facility?

3. If an inter-hospital transfer, is it for: Patient/Family RequestD Insurance Requirement I:l No beds available  Appointment: (list appt. reason)

Cardiac I:l Trauma|:| SurgicaID Hyperbaric/Burn Unit I:llnpatient Psychiatric DNeurology I:l Pediatrics D

TRANSPORT INFORMATION FOR NURSING HOME FACILITES TO COMPLETE:
1. TypeD Discharge to Residence Appointment: (please list appoiniment reason) D Other (Must Specify)

2. Is this deslination the closesl appropriate facilily in proximily to the sending facility? DVES D NO

If no, why is ransport beyond the closesl appropriate facility? —

3. Is this patient's transport covered under Medicare Part A (PPS/DRG) billing? D YES, D NO D UNKNOWN
MEDICAL NECESSITY FOR AMBULANCE - COMPLETE ALL THAT APPLY TO PATIENT:
D 1. Is the patient "bed confined"? To be "bed confined", the palienl must be unable to gel up fiom bed vsithout assistance, unable to ambulale and unable 1o sit in a chair or wheelchair
D 2. Isolation Precautions. The palient has a diagnosed o1 suspecled communicable disease, hazardous material exposure, or has a medical condilion and must be isolaled from
l_’ 3 Oxygen‘ The patient 1equites the adminislialion of supplemental oxygen by a Ihird panty, or requites the conlinuous oxygen theiapy before, during, and Is expected to require the tiealment after tiansport
Ij 4. Ventilation/Advanced Airway Management. The palient iequiles advanced continuous airway managemenl by means of an artificial ainvay thiough tiacheal intubation (nasotiacheal tube, orotracheal tube, or tracheostomy tube) prioi lo
and during transport and is expecled to 1equiie the tieatment afler transport
F: 5 Suctioning. The patient 1equites suctioning to mainlain lheir airv/ay, o1 the pafient requiies assisted venlilalion and/or apnea monitoring, before, during transpor, and is expecled {o requite the treatment after ilansport
r 6. Intravenous Fluids. The patient 1equires the adminislralion of ongoing intravenous fluids piior lo and during lransport and is expecled lo require the lieatment afler Iranspost
[: 7. Chemical Restraints or Physical Restraints.
Chemical Reslraints - The palienl iequires lhe adminislralion of a chemical restraint during transport o1 is under the inflluence of a previously-adminisiered chemical restiaint prior lo transporl, and the chemical i1estraint is for the explicit
purpose of 1educing a patient's lunclional capacily.
Physical Restraml - The palient 1equiles physical tesiraints that atre required priol to tansporl and vshich aie mainfained for the duration of franspoit
m 8. One-On-One Supewislon, The pafienl requires one-on-one supervislon due lo a conddlion {hat places Ihe palienl and/or olhers al a risk of harm for the duratlon of Ihe transporl. Elopement Risk D Danger to Self or Others E‘

Dementia’Alzheimer's with alleied mental stales

Lf 9 Specialized Monitoring. The palient 1equiles cardiac and/or respiratory moniloring, o1 hemodynamic moniloring, prior to, duiing and after hansport

D 10. Special Handling/Positioning. The palient 1equires specialized handling for 1he puipose of posilioning during tiansport due to a. D Decubitus Ulcers on the (location)
Slage 3 Stage 4 and/or b. conlracture ify:
[ Bullocks D Coceyx D Hip with (stage): l:‘ . D g S, specify.

D 11. Clinical Observation. The patienl requires clinical ob: ion due lo:

D 12. Unable to maintain a safe sitting position for the length of the time of transport due to:

‘:‘ 13, Other medical reason not listed above for ambulance:
CERTIFICATION. | certify that the above information is true and correc! based on my evaluation of this patient at or jusl prior lo the lime of transporl, and represent that the patient requires ransport by ambulance
and that other forms of transport are contraindicated. | understand that this information will be used by the Cenlers for Medicare and Medicaid Services (CMS), TennCare of the Slate of Tennessee and other
payers to support the determination of medical necessily for ambulance services | also cerlify that | am a represenlative of (he facility iniliating this order and that our institution has furnished care or other services
to the above-named palient in the past. In the event you are unable to obtain the signalure of the patient or another authorized representative, my signalure below is made on behalf of the patient pursuant lo 42
CFR §424 36(b)(4)

Single trip, date: D D Round Irip lransport (pick up and drop off)Date; —— D Repetitive lransport, expiration date*: _____
Signature of Licensed Medical Professional Date Signed Printed Name of Attending Physician (if not signed by the physician)
Printed Name of Licensed Medical Professional Phone Number

“Must be signed only by patient's attending physician for scheduled, repetitive transports, and in such cases is only valid for 180 days For non-repelitive, unscheduled transports. if unable to obtain the signature

of the altending physician, any of the following may sign (please check appropriate box below)

l:l Physician - MD/DO DPhysician Assistant D Clinical Nurse Specialist I:]Registered Nurse D Nurse Practitioner DDischarge Planner |:| LTC Medical Director
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