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For Non-Emergency Transports Only
Physician Certification Statement (PCS) for Ambulance Transport
IMPORTANT: A patient is only eligible for ambulance transportation if, at the time of transport, he or she is unable to travel safely in a personal vehicle, taxi, or wheelchair van. Ambulance transport requests that are for the patient's preference, or because assistance is needed at the origin or destination (to navigate stairs and/or to assist or lift the patient), and/or because another provider with the appropriate type of service is not immediately available does not meet criteria and will not be eligible for reimbursement. Service must be to the nearest available appropriate provider/facility. 
 FACILITY REPRESENTATIVE  - COMPLETE THIS FORM AND PROVIDE IT TO THE APPROPRIATE AMBULANCE SERVICE REPRESENTATIVE 
PATIENT INFORMATION:
TRANSPORT INFORMATION:
Type: 
ORIGINATING FACILITY  (Spell out - no abbreviations):
DESTINATION  (Spell out - no abbreviations):
State of Illinois Seal
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State of Illinois Department of Human Services
CERTIFICATION. I certify that the above information is true and correct based on my evaluation of this patient at or just prior to the time of transport, and represent that the patient requires transport by ambulance and that other forms of transport are contraindicated. I understand that this information will be used by the Centers for Medicare and Medicaid Services (CMS), the Illinois Department of Healthcare and Family Services and other payers to support the determination of medical necessity for ambulance services. I also certify that I am a representative of the facility initiating this order and that our institution has furnished care or other services to the above named patient in the past. In the event you are unable to obtain the signature of the patient or another authorized representative, my signature below is made on behalf of the patient pursuant to 42 CFR §424.36(b)(4). 
All fields on this form are mandatory and must be legible. 
Is this patient's stay covered under Medicare Part A (PPS/DRG)?
Is this a transport to another facility for services not available at the originating facility? 
If an inter-hospital transfer, is it for:  
Services needed but not available are: 
MEDICAL NECESSITY FOR AMBULANCE  -  COMPLETE ALL THAT APPLY TO PATIENT:
The patient has a diagnosed or suspected communicable disease or hazardous material exposure and must be isolated from the public, or has a medical
condition and must be protected from public exposure.
The patient requires the administration of supplemental oxygen by a third party assistant/attendant, or that the patient requires the regulation or adjustment of oxygen 
prior to and during transport, and is expected to require the treatment after transport.
The patient requires advanced continuous airway management by means of an artificial airway through tracheal intubation 
(nasotracheal tube, orotracheal tube, or tracheostomy tube) prior to and during transport, and is expected to require the treatment after transport.
The patient requires suctioning to maintain their airway, or the patient requires assisted ventilation and/or apnea monitoring, prior to and during transport, and
 is expected to require the treatment after transport.
The patient requires the administration of ongoing intravenous fluids prior to and during transport and is expected to require the treatment after transport.
The patient requires the administration of a chemical restraint during transport, or is under the influence of a previously-administered chemical
restraint prior to transport, and the chemical restraint is for the explicit purpose of reducing a patient's functional capacity.
The patient requires physical restraints that are required prior to transport and which are maintained for the duration of transport.
The patient requires one-on-one supervision due to a condition that places the patient and/or others at a risk of harm for the duration of the transport. 
The patient requires cardiac and/or respiratory monitoring, or hemodynamic monitoring, prior to, during and after transport.
The patient requires specialized handling for the purpose of positioning during transport due to:
*Must be signed only by patient's attending physician for scheduled, repetitive transports, and in such cases is only valid for 60 days. For non-repetitive, unscheduled transports, if unable to obtain the signature of the attending physician, any of the following may sign (please check appropriate box below): 
a.
Is this destination the closest appropriate provider/facility?
wheelchair.
For Non-Emergency Transports Only
Physician Certification Statement (PCS) for Medicar/Service Car Transport
FACILITY REPRESENTATIVE  - COMPLETE THIS FORM AND PROVIDE IT TO THE APPROPRIATE MEDICAR/SERVICE CAR REPRESENTATIVE 
IMPORTANT: A patient is only eligible for Medicar/Service Car transportation if, at the time of transport, he or she is unable to travel safely in a personal vehicle, taxi, or by public transportation. 
All fields on this form are mandatory and must be legible. 
PATIENT INFORMATION:
TRANSPORT INFORMATION:
Type: 
Is this a transport to another facility for services not available at the originating facility? 
ORIGINATING FACILITY  (Spell out - no abbreviations):
DESTINATION  (Spell out - no abbreviations):
If an inter-hospital transfer, is it for:  
Services needed but not available are: 
MEDICAL NECESSITY/CATEGORY OF SERVICE OPTIONS:
CATEGORY OF SERVICE OPTIONS: Please select the most economical category of service that will meet patient's needs:
SERVICE CAR:
Public transportation that has an advertised route and schedule. Some examples of Fixed Route transportation include: non-commercial buses, commuter trains, subway trains, and elevated trains.
Curb to curb, shared ride transportation for Americans with Disabilities. Paratransit vehicles include hydraulic or electric lift or ramp and wheelchair lockdowns for patients that can transport independently.
Transportation by passenger vehicle of a patient whose medical condition does not require a  specialized mode.
MEDICAR/WHEELCHAIR:
Transportation of a patient whose medical condition requires the use of a hydraulic or electric lift or ramp, wheelchair lockdowns, when the patient's condition does not require medical supervision, medical equipment, the administration of drugs or the administration of oxygen, etc.
Please check all the medical conditions that apply to the patient:
CERTIFICATION. I certify that the above information is true and correct based on my evaluation of this patient at or just prior to the time of transport, and represent that the patient requires transport by a Medicar/Service Car and that other forms of transport are contraindicated. I understand that this information will be used by the Illinois Department of Healthcare and Family Services and other payers to support the determination of medical necessity for Medicar/Service Car services. I also certify that I am a representative of the facility initiating this order and that our institution has furnished care or other services to the above named patient in the past. In the event you are unable to obtain the signature of the patient or another authorized representative, my signature below is made on behalf of the patient. 
*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-repetitive, unscheduled transports, if unable to obtain the signature of the attending physician, any of the following may sign (please check appropriate box below): 
Is this destination the closest appropriate provider?
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