
Medical Necessity of Transport
Demographics

__________________________________ _____________________

Patient Name

DOB

__________________________________ _____________________

Receiving Facility

Receiving MD

_________________________________________________________

Diagnosis

Instructions
This form must be completed and signed by

the referring provider or designee prior to any

NW MedStar transport.

Please fax this form along with face sheet to:

(509) 532 7976
1) This patient requires the following specific clinical services that our facility is unable to provide:

____________________________________________________________________________________________

____________________________________________________________________________________________

2) Please indicate the most reasonable and necessary transfer mode: Air (Critical Care) Ground (Critical Care)

A) Patient’s condition requires air transport due to: (check all that apply)

Critical condition requires time sensitive procedural intervention and treatment

Land transport would be hazardous and delayed due to road, terrain and/or traffic conditions

Condition requires immediate and rapid transportation in order to minimize morbidity/mortality

Condition (spinal/pelvic fracture, etc.) requires smooth transport

Minimize out-of-hospital time

Distance to the closest appropriate facility is too great for safe and timely transport via ground ambulance

Other (please describe) ___________________________________________________________________

B) The patient has clinical requirements that exceed those provided by ALS/BLS services: (check all that apply)

Nurse and/or specialized care provider due to medications, mechanical ventilation, other treatments

Critical care environment required during transfer

Advanced hemodynamic support and monitoring

Treatment modalities beyond the scope or practice of ALS/BLS services

Other (please describe)____________________________________________________________________

3) Closest Appropriate Facility:

Medicare and several insurance carriers only cover ambulance services to the closest appropriate facility able to provide needed

services. If bypassing closest facility, please state reason.

No other closer facility exists Patient or family request*

Facility: ________________________________________________________ is unable to accept patient due to;

Specialist: _________________________________________________ is unable to accept patient

No beds/ nursing staff

No specialist available

Other (specify)_________________________________________________________________________
* Please note that insurance does not cover transport beyond the closest facility because the patient and/or family prefer a specific

hospital or physician, or to maintain a continuity of care whether or not such an advantage exists.
4) If the closest facility is being bypassed, has the patient been advised that he or she may be responsible for additional

mileage beyond the closest facility? Yes No N/A

I certify I have completed this report based upon the information available at the time of the transport request.

_________________________________

_______________________________________ _____________

Referring Provider or Designee Signature

Print Name

Date

