Physician’s Certification Statement (PCS) 
For Non-Emergency Ambulance Transportation

	Patient Name:


	Date of Transport: 



	
	Transport #:


Medical Necessity Information

I certify that at the time of this transport, the above patient’s condition required ambulance transport. The reason for this was because they were not ambulatory (unable to get out of bed without assistance, unable to ambulate, and unable to sit in a chair or wheelchair for transportation purposes without endangering the patient’s health) or their condition at the time of transport contraindicated transport by any means other than ambulance.

	Briefly describe the patient’s specific condition that requires medical transport:


	I certify the above information represents an accurate assessment or the patient’s medical condition(s) and that in my professional opinion; this patient requires transport by an ambulance and should not be transported by any other means.  I understand that the information will be used by the Center for Medicare and Medicaid Services to support the determination of medical necessity for non-emergency ambulance services.
Print Name of physician ordering ambulance transportation:________________________________________

Signature:_____________________________________________Date:___________

Circle Certification Level of Signer: 
· Attending Physician
· RN
· PA
· Discharge Planner
· NP
· Clinical Nurse Specialist who are employees of attending physician or facility giving treatment




