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Atlantic Air Ambulance  -  Air One
Certificate of Medical Necessity for Air Medical Transport
Patient Name:_________________________________
Date of Service:____________________________

Referring Physician:____________________________ 
Receiving Physician:________________________

Referring Facility:______________________________
Receiving facility:__________________________

Contact phone # Referring Facility: ________________ 
Contact # Receiving Facility:__________________
CERTIFICATION OF MEDICAL NECESSITY – TO BE COMPLETED BY THE REFERRING PHYSICIAN

Reasons for air medical transport (Check any that apply):

(    )
EMTALA certified inter-facility transfer higher level of care

(    )
Service not available at originating facility (list service):_______________________


____________________________________________________________________

(    )
Medical necessity is met such that any other mode of transport is contraindicated and poses a threat to the patient’s survival or seriously endangers his/her health

(    )
Time is critical, required immediate rapid transport

(    )
Higher level of care during transport required

(    )
Duration of ground transport would be excessive and detrimental to the patient (30 to 60 minutes)

(    )
Obstacles render the patient inaccessible to ground transport (weather, environmental or road conditions)

Clinical Conditions: 
____
A. Unstable or potentially unstable airway

_____
E. Neurological Emergency

____
B. Marked respiratory distress/obstructive disorder
_____
F. Penetrating injury head/neck/torso

____
C. Acute cardiac shock/insufficiency


____  
G. Extremity amputation/limb threatening injury

____
D. OB/GYN emergency



_____
H. Multiple System Trauma
Other:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
TO BE SIGNED BY THE REFERRING PHYSICIAN
Pursuant to Federal COBRA/EMTALA Statute SEC. 1867 [42 USC 1395 dd] Social Security Act-Medical Screening requirement(s) the patient cannot be transferred unless ALL of the following conditions have been met.

A.  The receiving facility has available space, qualified personnel and has the capacity to assume care of this patient, AND

B  .Copies of the medical records referring to this patient incident will be provided to the receiving facility, AND

C.  I hereby certify that the above listed diagnosis, condition(s), and/or physical obstacles to transfer this patient require

air medical transport, AND

D.Based on information and medical expertise available at the time of the request for air medical transfer, medical benefits reasonably expected from the provision of appropriate medical treatment at the receiving facility outweigh the risks, if any,

to the individual’s condition.

BY:____________________________________________________
Date_____________________________________


(Referring physician Signature)

      ____________________________________________________


(Referring physician PRINTED name)

TO BE SIGNED BY PATIENT
The hospital has informed me of its obligation to stabilize any emergency medical condition that may exist. The risks of transfer have been explained. I understand that it is the opinion of the physician responsible for my care that the expected benefits of transfer outweigh the risks. After careful consideration, I request/consent to transfer. 
(Circle one)    I agree to transfer




I refuse transport
Patient Signature (or designee)_________________________ Relationship (if not patient):_________________
Witness signature:___________________________________

Witness printed name:________________________________  Date:____________________    AO:11/06; 11/07
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