Transport PCR Documentation
TRAINING DEPARTMENT

Transport Calls

* Non-emergency patient transfers (home, hospital, nursing facility, interfacility).

» Treat every transport with the same professionalism as a 911 response.

» Complete a full patient assessment as you would for a 911 call.

Required Physical Documents

Before leaving, obtain BOTH:

» Physician Certification of Necessity (PCN)
» Face Sheet

Make sure the forms have all the following relevant information. Lack of these means they get
rejected for payment by Insurance and it takes many months and Tony many trips to resolve.

PCN Checklist Face Sheet

v Signed by physician Includes patient demographics, DOB,
v At least two medical necessity boxes checked | insurance, and identifying information.
v States why ambulance transport is medically
necessary

v “Ardsley Secor Volunteer Ambulance Corps
for this Transport” marked "Yes"

PCR Narrative Must Include

¢ Assessment findings

* Transport details

» Receiving staff

¢ Medical necessity from the PCN at the end of the narrative.

¢ Upload the PCN and Face Sheet to the PCR and label each attachment clearly.

After the Call
Place the original PCN and Face Sheet in the black bin in the back office.

Attachments:

1. Physician Certification of Necessity (PCN)
2. Face Sheet
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TRAINING DEPARTMENT
Attachment 1: Physician Certification of Necessity (PCN)

Ardsley-Secor Volunteer Ambulance Corps {ASVAC) / Emergacare NY Physician Certification Siarement

| Pick up Location: TRANSPORT Phone: TRANSPORT Fas #
¢ . MARLS /7 [/) / hu-m-ms II-I14SIL
Destinaton: £ CONTACT TONY RABADI
= .. , 014-494-1402 ik |
Instructions: Medicare Part Bpays for ambulance transportation aniy f other mveans of transportation would endanger the heneficiary’s heaith

(42 CFR Part 410 4 (d)(1)) This form has been designed to msist the physician, the fucility, the Medicare peneficiary and the ambulance
company 0 determine if Medical Necessity has heen mit.  Please complete all sedtions & this form and sign the form prior
te transport. The completed form should be faxed to ASVAC @ (014) 214-5113

Name: | Date of Servke:

| Sex 7 | Date of Birth: l Other insurance: :
Medicure No. ‘ Part B! [ Yes O No Medicald No

. Is the patient's stuy covered under Medicare pn; (PPS or DRG) benefits for this date of Service: O Yes CINe = &
I3 b s round (rip? O Yes ONo | Standing order: Frem T T_Te__1___I__MonCTwsOWel O Thies CIFe Osel

Section 2 - MEDICAL NECESSITY INFORMATION

A patlent [s bed confined If he/she bs unable to get up without « dsta bl to ambulate. & unable to sit in o wheelchair (must mect il 3).
Bascd on this definition is the patieat ped confined? [ Yes L No.  Patlent requested  Ardiley Secar Voluntesr Ambulance Corps for this
Transpors . Yes x or NO

Supporting Disgeosis / Condition required for ambulance transportation:

Can this patientsafely be transported n a carox wheelchairvan (seated without medical monitoring?)J Yes T No

Please cheek uny of the followmng condition thatapply. * Note supporting Jocumentation for any boxes checked maust be muiniained In the
pantient’s medical records*
L] Conatractures CINon healed fractures {1 Moderate ~severe pula on movement
1 Cardio/hemodynamic morltering CITY meds/Bukds required ] Ventilater reguired
[ Third party ussstance required (o apply, wdminister, regulate, or wijestoayuen in mte
‘ L) Isolation / special handiing, describe
1 Restralats (physica) or chemical ) anticipated or wyed during transpa
1 Puticnt ks confused, combative, letharglc or comatose
L] Dunger to sellfuthery
1 DYT requiring elevation of a lower extremity
[ Orthopedic device requiring spedal handling during transport (le; backboard, nalo, ase of pina in traction, dc)
L FUnadle o malntaln erect sitting position in a chair for time needed to transport
1 Unable to sit in a wheelchuir due to decubitus ulcers or other wounds
1 Morbid obesdty requiring additional perwonnel/equipment to salely handie putient
1 Hemiparesis o Quadriplegin £ Medical attendani required

Other:

Section 3= Physician’s Authorrahon

1 cortify thai the [nfarmation contained (n section 2 above rEpIvSents wn accurate assessment of the beneficiury's medical candition(s) and that
ambalsnce transportation s medically necessary. 1 also certify that our instimtion has furnished care or other services to the ahove-named
l putient in the past.

‘ PRINT the aame of Physician or Healtheare Professional: __ e Wvae =t .
SIGNATURE: . Date slaned: — fo=s

Forms miist be signed only by pagient’s physkian for scheduled. repetitive tramports. For nan-repetitive, unscheduled ambalunce irunsposts, the
forms may be signed by any of the folowing f the nttendieg physician is unsvailable Please check one of the following:
b(my-adm ) Physician's Assistant [ Clinical Nurse Speciaist 0 Registered Nune ) Nurse Practitioner  C] Dischange Planner
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Attachment 2: Face Sheet




