63 Oakland Avenue
P.O. Box 420155
Pontiac, Ml 48342

Dispatch Toll Free: 866-973-9999
Billing Office: 248-338-9335
Billing Fax: 248-338-9364

BACKGROUND

Effective February 24, 1999, Centers for Medicare and
Medicaid Services (CMS) requires in 42 CFR Part 410.40(d) a

-Physician Certification Statement (PCS) from the patient’s
attending physician for non-emergency ambulance
transportation. This form has been designed to assist the
healthcare professional to determine if Medical Necessity
has been met. Please complete all sections of this form and
have an appropriate healthcare provider (as noted below)
sign where indicated attesting to the Medical Necessity of
ambulance transportation services.

WHO MAY SIGN THE PCS

This PCS shouid be signed by the patient's attending
physician (or physician ordering transport). If unable to
obtain the signature of the physician, this form may be
signed by a member of the physician's medical support
staff. Medical support staff is defined as: physician's
assistant, nurse practitioner, clinical nurse specialist,
registered nurse, or discharge planner who is employed by
the hospital or facility where the patient is being treated,
with knowledge of the patient's condition at the time the
transport was ordered or services were furnished.

DEFINITIONS

Medical Necessity: Medicare covers ambulance services if
they are furnished to a beneficiary whose medical condition
is such that other means of transportation would be
contraindicated, irrespective if such other transportation
is actually available. In addition, for nonemergency
ambulance transportation, the definition of bed confined
(see below) must be met to ensure that ambulance
transportation is medically necessary. The patient may be
held liable for non-medically necessary services.

Bed Confined: All three must be met before a patient is bed
confined, however bed confinement is not the sole
determinant of medical necessity.

i. The beneficiary is unable to get up from bed without
assistance; and

ii. The beneficiary is unable to ambulate; and

iii. The beneficiary is unable to sit in a chair, or a
wheelchair

Exception

“[CMS] recognize[s] that it is standard and accepted medical
practice in both hospitals and nursing homes to take steps
to ensure that beneficiaries are up and out of bed as often
as their condition permits. Such beneficiaries are not bed-
confined. It is incumbent upon health care professionals
responsible for the care of individual beneficiaries to
determine what is safe for those beneficiaries. If it is

determined that it is unsafe for a particular beneficiary to be
unmonitored during transport, then the documentation
submitted for that particular transport should support the
need for ambulance transportation. That documentation
will be considered by the carrier in processing the claim”

Emergency: Services provided after the sudden onset of a
medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that the
absence of immediate medical attention could reasonably
be expected to result in any of the following:

i. Placing the patient's health in serious jeopardy;
ii. Serious impairment to bodily functions; or
iii. Serious dysfunction of any bodily organ or part.

Non-Emergency: Services provided to a patient whose
condition does not meet the above definition for
emergency are considered nonemergency. In addition, all
scheduled transports, and all transports to a non-acute
healthcare facility, would be considered non-emergency.

Scheduled: Services that have been prior arranged 24 or
more hours in advance of the transport.

Non-Scheduled: Services that do not meet the above
definition of scheduled would be considered non-
scheduled.

REQUIREMENTS FOR PCS

For non-emergency ambulance transportation services
provided to Medicare beneficiaries, the Code of Federal
Regulations (CFR) 410.40(d)(2) requires ambulance
providers to obtain a written order from the beneficiary’s
attending physician, certifying that the medical necessity
requirements (listed above) are met, under the following
circumstances:

Scheduled: For scheduled ambulance transportation
services, the physician's order must be obtained BEFORE the
provision of services and must be dated no earlier than 60
days before transport. A separate PCS is required for each
transport except in the case of multiple scheduled
transports for the same diagnosis, e.g. dialysis, radiation
therapy, chemotherapy, etc. In these cases, the physician
certificate will be valid for 60 days from the date it is signed.
For a beneficiary residing at home or in a facility who is not
under the direct care of a physician, a PCS is not required.

Unscheduled: For unscheduled ambulance for a resident of
a facility who is under the care of a physician, the
physician's order must be obtained NO LATER THAN 48
hours after the transport. For a beneficiary residing at home
or in a facility who is not under the direct care of a
physician, a PCS is not required.

Additional copies of this form can be downloaded from: www.StarEMS.com
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SECTION 4 - Ordering Physician Information and Signature

Print Name of Physician Ordering Ambulance Services:

certify that the above information is true and correct based on my evaluation of this patient. | understand that this information will be used by the Centers
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