DESAT11/2013 12:48 FaK 317182454573 sddult ER

MY

HEALTH 4 z _ , Non-Ernergent
K JSPITALS K.ll?lgS 'COUHW Transportation
Request
Print Only Submit with Form 2015
1 Datey Umt/ Location:

Name of Parson submitting Form to Transpartation:

Phone Extension:

o MD r Social Worker o Clerk 11 Other

ADNPrint - A D N Signature

Patient’'s Namae: Date of Birth:

MR &:
Patient Location: ' Height:

Weight:

Patient Phone Number: -

Medicare #:
Medicaid #;

Self Pay:oYnoN

Name of Insuranca:

Insurance §:

Sex:aoMOF

-Patient Destination if Different from Home:

Address: City:

Floor? Apartment #:

Destination Phone Number: - -

Are there steps? 0 Yes D No

1f Yes, How many?

State: _ Zip Code:

Note: All information must be filled in for processing

Emergency Department, Behavioral Health and Clinics must have AOD or ADN sign off

Hospital units/ Wards do not:need AOD or ADN sign off
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NEW | pepartment | Officeof
YORK p Health Insurance

STATE | oy
— of Health Programs Form 2015 (03/18)

VERIFICATION OF MEDICAID TRANSPCRTATION ABILITIES

Emrollee’s Natme: Enrollee Date of BIFtH f ) muﬁ.ﬂ?ﬂ%ﬂ.
State: Zip Code:

Enrollee’s Address: City:
daily lving such as attending school, worshig, and shopping?

1. What mage of transportation does this enralles use for activities of

2. Canthe enrolles uti’ze massipublic transpartation? [ Yes T Ho. ¥ Yes, please proceed fo the Meadicafl Providsr Informalion secticn of this Farm.
e cannct be transparted in a group ride capacity? [ Yes [ Ne

1. Does the enrollee have ary medicaliy documented reason that hefsh

if you checked Yes, please provide a medical Justification in the box on page 2

4. Please check one box below for the mode of transpartation you deerm most medically apprapriate for this enralles: -

I~ Taxi: The encolige can get to the curb, board and axit the vehicle unassisted, or is @ collapsible wheelchair user who can approach the vehicle and trarsfer without
assistance, but cannat utilize puklic transportation.

(] Ambulette Ambulatory: The enrollee can walk, but requires doar through daor assistance.

] Ambulette Wheelchair: The enrollee uses a whaelchair that requires a lift-equipped or a rall-:zp wheelchair vehicle and requires deor through door assistance.

WDIam:m”n:mT{m:T._ﬁmimmﬂo__m@_mho:ma,m&o a bed, cannct sit in a wheelchalr, but dogs not require medical attention/mortoring during transport. -

] BLS Ambulance: The enroliee is confinec to @ _ﬂwmn_lnm::qﬁ_::.W_..._:mm_nrm_nlm:n._dn_ Lires.medical atenfiommenitoring during i Asport forreasans sich-as
isolation precautions, axygen not self-administered by patient, sedated patient. g

[ ALS Ambulance: The enrolles is canfined to a bed, cannat st in 2 wheelchair, and requires medical attention/monitoring during transport for reasons suech as 1Y

requiring manitoring, cardiac manitering and trachectomy.

5. Is the 2bove Mode of Tr2 nsportation required for (check all that applyk:

e the enrolles’s behaviorad, ernational andfor mantal health diagnhosis? [ ¥es I Na

e for 2 mooility releted issue? [JYes [ Ma

« required due to another healti-reiated reason? [] Yes [ MNo
quest { This may include But iz nol Jimited to circumstances such as: banalnc

ique circumstances that may impact a medical transportation re
g sifuations, and requirements far an escort, etc. 17 [ es (] Ha

f transpartation than what the enrolles uses far normal daily acivities please preceed to

s required due to un
requirements, unigue Rousin

If you answered Tes to any part of question & oF selected a higher mode 0

nrumber 8. -
Fax to: {315)299-2756 ‘ Form must be naaE‘mﬂ.nn inits entivety or it will not be proc essed or approved For guestions please call {8661371-3831
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Enmfleg Date of Birth: Enrelliee Client 1D Number:

EI\Ithﬂnmmlzmﬂm“

art medical, mental healih or physical conditions andior limitations that impact the required mode of transportation for this enrcliee in the box below.

_ 5 _Enterallrelev

Flease _.Jn_cumlﬁ.ﬂmqmﬁommmw_mmmzmm.ﬂrm.m\na__mmbmmﬁ@&:\mag_mﬁ_a:.\ﬁmxmﬂam‘lmaﬂo__mm‘ﬂmﬂc:mmuuhwmﬂmc: assistance or enrolfee requires T-person assistance).
If you answered Yestc g uestion 3 cr any part af questian 5, it is important you provide as rnuch detail as possiBle awlagjoddmimqmuﬁm.mmﬁi_mmpm.ﬂmn__ﬂm_hoan_:nz
aligns witn the requested mode of transportation. Insufficient details may cause the Form-2015 to be reiected and may lengtnen the time it takes to get the enrollee

apargved for the higher mode of transpodtation.

Flease incicae below the anficipated length of time this enrollea will require a higher mode of transportation:

! ] Long Term (8-12 monthsjuntil __{_{ [] Permanent {subject to pericdic review)

[ Temporarily untd __{

CERTIFICATION STATEMENT: | for the entify making fAe request] undersiand that orders for Medicard-funoed Travel may Ot frar irercompletion-af-this-ferm-
be subjecf fo ard beund by alt rules, regulations, policies, stangards and procedures of the New York Stale Departrment of
Provider Manuals and ather official heilistins of the Degardreent,

ar inapprogalely ordering services. | for the entity mating fhe requasi] cerlify Urat Hhe sksfarmarnts made hereon are true,

fledical Provider Information

MNP[#: Date of Requeast:

i for-the-enti-making the request_undemfand and agree fo
Heatlh, as sef forth in Tite 18 <f e Official Compitafion af Reles end Regulatians of Mew York Skate,
tciuding 18 NYCRI § S04.8(a)(Z). which requires providers to pay restitution for sny direst ar indirect manetary camage fo fhe program resufing from improperfl”

sccurate and complete to the best of my kncwedge; no material fact has been amitted franm his farr.

Medical Provider's Zmam”
Faxi#

Telephone #.

Clinic/Facility/Office Name:
City: State: Zig

Clinic/FaciityfOffice Address:
Title:

Name of persan completing this form {Print):

Name cf Medical Provider attesting that afl the information on this far is true {Print}:

Date:

Signature of Medical Provider:

Fax fo: (315)299-2786 Form must be noEEEmn in its entirety or it will not be processed or approved

For questions please call (866)371 -3831



