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	Fax or mail this
completed form
	
	For Pre-Service: Statewide Fax (877) 219-9448
For Medicare Advantage (BlueMedicare) HMO and PPO Plans: Fax (904) 301-1614

For Post-Service Claims:

Florida Blue

P.O. Box 1798

Jacksonville, FL 32231-0014


	Section A


	Physician Information/
Requesting Provider
	Name:      
	BCBSF No:      
	National Provider Identifier (NPI):      

	
	Contact Name:       
	Phone:      


	Facility Information/
Location where services will be rendered
	Name:      
	BCBSF No:      
	National Provider Identifier (NPI):      

	
	Contact Name:       
	Phone:      


	Member Information
	Last Name:      
	First Name:      

	
	Member/Contract Number (alpha and numeric):      
	Date of Birth:      


	Procedure Information
	Procedure Code(s):      
	Procedure Description:      

	
	Diagnosis code(s):      
	Diagnosis Description:       

	
	Date of Service/Tentative Date:      
	Mileage (if air ambulance, indicate statute miles):      


	Section B


	Medical Necessity: 
For detailed information on ambulance services including  the criteria that meet the definition of medical necessity, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 09-A0000-01, Ambulance Services.


	Section C


Check all boxes and complete all entries apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this a request for ambulance response where treatment was provided  but the member refused  transport?
If Yes, explain reason for refusal:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for any of the following ambulance services?

If Yes, check all that apply:

	
	
	 FORMCHECKBOX 

	Special handling charges (weekend, night or risk factors)

	
	
	 FORMCHECKBOX 

	Transportation by wheelchair transport service

	
	
	 FORMCHECKBOX 

	Non-transport paramedics intercept services

	
	
	 FORMCHECKBOX 

	Transportation from one residence to another residence

	
	
	 FORMCHECKBOX 

	Transportation to or from the outpatient department of a hospital

	
	
	 FORMCHECKBOX 

	Transportation to a funeral home

	
	
	 FORMCHECKBOX 

	Transportation from a hospital which has appropriate facilities and staff for treatment to another hospital

	
	
	 FORMCHECKBOX 

	Transportation being rendered when the member was pronounced dead by a legally authorized person before the ambulance was called.


	Ground Transport

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for ground emergency ambulance transportation services? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the ambulance transport service comply with all local, state, and federal laws and t have all the appropriate and valid licenses and permits?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the ambulance or other medical transport service have the necessary medical care equipment and supplies?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s condition such that any other form of transportation would be medically contraindicated?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this medical transport service for a member being transported from an inpatient facility to another facility for the purpose of obtaining specialized diagnostic or therapeutic services (e.g., CT scan, radiotherapy)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member being transported or was recently transported to the nearest hospital with the appropriate facilities for the treatment of the member’s illness or injury or, in the case of organ transplantation, to the approved transplant facility?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is ambulance transportation being requested for any of the following conditions or situations?
If Yes, check all that apply: 

	
	
	 FORMCHECKBOX 

	The member was or has been experiencing severe hemorrhage.

	
	
	 FORMCHECKBOX 

	The member sustained an acute stroke or myocardial infarction (this does not include previous history of stroke or MI where the member could be safely transported by other means).

	
	
	 FORMCHECKBOX 

	The member was exhibiting symptoms of a possible myocardial infarction or stroke.

	
	
	 FORMCHECKBOX 

	The member's condition required oxygen as part of the emergency treatment during transport to the destination (this does not include members that already requiring oxygen therapy on a continuing basis in order to manage an existing condition.)

	
	
	 FORMCHECKBOX 

	Emergency measures or treatment were required (e.g., administration of emergency medications, CPR, continuous EKG monitoring).

	
	
	 FORMCHECKBOX 

	The member was unconscious and unable to respond to stimuli.

	
	
	 FORMCHECKBOX 

	IV fluids were required to maintain the member’s blood pressure or IV access was needed to administer emergency medications.

	
	
	 FORMCHECKBOX 

	The member required being restrained to prevent injury to self or others.

	
	
	 FORMCHECKBOX 

	The member was totally bed confined.

	
	
	 FORMCHECKBOX 

	Other   Describe:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for involuntary transport to a psychiatric facility that is any of the following?

If Yes, check all that apply:

	
	
	 FORMCHECKBOX 

	The nearest hospital or institution authorized to accept such clients

	
	
	 FORMCHECKBOX 

	A facility within 100 miles of the point of pickup


	Physician Office Transport

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Are the ambulance transportation services being provided for transport to a physician's office or physician-directed clinic?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Was the member en route to the hospital prior to being transported to a physician’s office or physician- directed clinic?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Did the member's condition necessitate the stop at the physician’s office in order to receive a physician's emergency care prior to reaching the hospital?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Did the ambulance continue the trip to the hospital to transport the member after the leaving the physician office/clinic?


	Newborn

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this request for ambulance services for a newborn (birth through 28 days)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the ambulance transport to the nearest available facility that is appropriately staffed and equipped to treat the newborn's condition?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the ambulance transport prescribed by the attending physician?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the ambulance transport service certified as necessary for the health and safety of the newborn?


	Round Trip Ambulance Service

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this medical transport service for a member being transported from an inpatient facility to another facility for the purpose of obtaining specialized diagnostic or therapeutic services (e.g., CT scan, radiotherapy)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member's condition such that the use of any other method of transportation is contraindicated?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Are the services not available in the hospital to which the member has been initially admitted?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the facility that is furnishing the services the nearest facility that is able to provide these services?


	Water or Air Medical Transport

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Does the ambulance have the necessary equipment and supplies to address the needs of the member?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Is the member's condition such that any form of transportation other than by ambulance would be medically contraindicated?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Is the member's condition such that the time needed to transport by land poses a threat to the member's survival or seriously endangers the member's health; or the member's location is such that accessibility is only feasible by air or water transportation?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Is the member to be transported to the nearest hospital with appropriate facilities for treatment?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there is a medical condition that is life threatening or first responders deem to be life threatening?If Yes, describe:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Is water or air ambulance transportation needed to transport a member from one acute care hospital to another?  

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the transport from one acute care hospital to another because the first hospital does not have the required services and facilities to treat the member? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 Is water or air ambulance transportation for a deceased member?
If Yes, check one of the following:
 FORMCHECKBOX 
 The member was pronounced dead by a legally authorized individual (physician or medical examiner) after the ambulance call was made, but prior to pick-up. 
 FORMCHECKBOX 
 The member was pronounced dead while in route or upon arrival to the acute care hospital. 




	Section C


Check all boxes and complete all entries apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is  there documentation within the clinical record that the member is bed confined?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this request for medical transport  to a dialysis facility for routine maintenance dialysis? 
If Yes, indicate the medical necessity reason:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there a risk of physical injury to the member or others requiring observation during transport?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the member require ongoing Intravenous medications and/or fluids (and a heparin lock contraindicated) during transport?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is medical treatment and/or observation during transport is required to prevent endangering the member's health?


Additional Comments: 

	     



	I hereby certify that (i) I am the treating physician for above member, (ii) the information contained in and included with this Certificate of Medical Necessity is true, accurate and complete to the best of my knowledge and belief, (iii) the member’s medical records contain all appropriate documentation necessary to substantiate this information. I acknowledge that a determination made based upon this Certificate of Medical Necessity is not necessarily a guarantee of payment and that payment remains subject to application of the provisions of the member’s health benefit plan, including eligibility and plan benefits. Additionally, I further acknowledge and agree that Florida Blue may audit or review the underlying medical records at any time and that failure to comply with such request may be a basis for the denial of a claim associated with such services. 

	Ordering Physician’s Signature:
	Date:      


 to:
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