Request for Non-Emergency Stretcher Transport

P. O. Box 707, Concord, NC 28026-0707
Phone: (704) 791-6348 Fax: (704) 782-9286

Facility Requesting Transport:

Facility Contact Name:

Telephone Number: Fax:

Patient Name: Social Security #

Transportation Mode:  Stretcher only: NO Date of Birth:

Day & Date of Transportation Request: Pick-up Time:

Transport From Address: Phone# Room #
Transport To Address: Phone# Room #
Medical Questions:

Does client receive: Medicare # or MedicaidID#

Does client have any special needs? (List; ex. Oxygen) Pt Weight

Determining Medical Necessity:
Can the patient be safely transported by Wheelchair? ~ Yes D No I |
If no, what is the medical reason for transportation by stretcher?

Hospital to SNF:
Why was the patient in the hospital?

Is the SNF the Nearest Appropriate Facility (NAF)? Yes
or

SNF to ER:

Why is patient going to ER?
Vital Signs: Patient’s Level of Consciousness? Blood Pressure
Respiration Pulse
Does this patient’s condition warrant non-emergency transportation? Yes L] No I |

or

SNEF to Doctor’s Office:

Why is patient going to doctor’s office?

(there must be a special procedure done in the office that can not be performed by the doctor visiting the patient in the SNF)
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Assignment of Financial Responsibility:
In the event that Medicare/Medicaid/Private Insurance does not reimburse Cabarrus County, Cabarrus County will directly bill your
facility or family for this transport. Payment is due within 10 days of receipt of bill. (Signature indicates acceptance and
acknowledgement of this responsibility.)

Responsible Party (please print): Signature:

Position at Facility: Date: 11/19/09

Reset Cost Breakdown: Stretcher $350.00 (one way ) plus $6.50 per loaded mile (in and out of county)

PLEASE FAX COMPLETED FORM WITH PHYSICIAN’S CERTIFICATION STATEMENT (PCS)
Revised: 11/16/2009
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