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PICKUP LOCATION: ~ DROP OFF LOCATION:
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R
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TIMES®

ENT/ PSAP RCVD
'Ng'r?ssr (OK ONLY) DISPATCHED ENROUTE AT SCENE AT PATIENT
LEAVE SCENE AT DESTINATION IN SERVICE BACK HOME CANCELLED

NAME —— First Middle Last ~AGE DATE OF BIRTH RACE | SEX | PHONE#
ADDRESS (Mafling) City State 2P SOCIAL SECURITY #
ADDRESS (Physical) City State ZIP DRIVERS LICENSE #
" LEGAL GUARDIAN7 NEXT OF KiN First Middle Last RELATIONSHIP PHONE #
MEDICARE [a] MEDICAID O JOB
EOIC i INJURY  YES O NO O
N —
NSURANCE COVERAGE NAME OF INSURED iNSURED PHONE NAME OF EMPLOYER
Oindividual O Group D Auto O Worker's Comp
INSURANCE CO. 3 Address City State ZIP POLICY #
INSURANCE CO. 2 Address City State 2P POLICY #
MVA T AUTO INSURANCE CO. Address City Stale ZIP POLICY #
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RECEIVING FACILITY REPRESENTATIVE SIGNATURE
I certify that the above named patient was received by our facility on the date and time set forth on this report.

Signature of Facility Representative Printed Name of Representative

AMBULANCE CREW

Signature of Primary Caregiver Printed Name

of Primary Caregiver

o3

O REFUSAL OF TREATMENT / TRANSPORT

| hereby voluntarily acknowledge and state that | have been advised of m
for myself, my heirs, executors, administrators, and assigns forever relea

y current physical condition and refuse medical treatment and/or trang
se and fully discharge, the Provider, its officers, employees, medical consullants, hospitals, servants,
contractors, and agents from any an all liability arising from their efforts

port by ambulance. | hereby

to assess, treat, care, and/or transport me. PATIENY UNABLE TO

f SIGN: [ ] As an authorized
representative for the patient, | hereby refuse care and/or transport for this patient and agree to the terms previously stated herein,

Vatient's Signature

Responsible Party/Relationship ' Witness

1o0f2



1

CHIEF COMPLAINT:

POSITION PATIENT FOUND - SCENE REPORT ~

EVENTS LEADING TO -

AVPU: O Alert O Verbal Responsive O Oriented ©® (0 x4 O Person O Place O Date/Time [ Event

O Pain Responsive O Unresponsive

AIRWAY - BREATHING - CIRCULATION - DISABILITY-

PMH - ALLERGIES - MEDICATIONS -

A — ALS ASSESSMENT:

PATIENT INFORMATION -

SIGNS / SYMPTOMS —

ONSET PROVOKES QUALITY RADIATES SEVERITY TIME (HOW LONG)

HEAD-TO-TOE EVALUATION:

HEAD - CHEST - PELVIS -

EENT - ABD - UE -

NECK - BACK - LE -

TIME PULSE RESPIRATIONS BP GLUCOSE Sa02 EKG RHYTM GCS

/
/
/
/
/

SKIN l PUPILS LUNG SOUNDS STROKE SCALE | RTS/PTS

MED DOSE ROUTE TIME SOLUTION SITE CATH RATE_ AMOUNT
OXYGEN >

0 ALS ASSESSMENT
O ASSESSMENT ADULT
O B8VM VENTILATION

0O COMBITUBE

O CONTROL BLEEDING
O CPR
O DEFIBRILLATICN

O DRESSING / BANDAGING

O INTUBATION
O KED IMMOBILIZATION
O NASOGASTRIC TUBE
0 NASOPHARYNGEAL AIRWAY

[ OROPHARYNGEAL AIRWAY
O RESTRAINTS - PHYSICAL
O SPINAL IMMOBILIZATION
D SPLINTING

O SUCTION AIRWAY
O VENTILATOR
o

a




ﬂ winual OUnai nnuiinniauvil INcS . e

Flinders

UNIVER

Glasgow Coma Scale (GCS) Assessment

Ai

To safely and effectively assess patient GCS

Indications
A Glasgow Coma Scale (GCS) assessment should be conducted on every patient.

Background
The GCS was developed at the University of Glasgow's Institute of Neurological

Sciences. It is numerical rating system, originally used for measuring conscious state
following traumatic brain injury, which has become a widely used and recognised
assessment tool for reporting any patient's conscious state. The GCS uses three
categories that pertain to different areas of a person’s conscious state, they are;
eyes opening, vocal response and motor response. Each unit is given a range of
numbers that correlate with definable levels in consciousness which are then
collated to give a GCS between 3 (deep unconscious) to 15 (normal conscious
level). The best response is recorded for each category.

Summary of the GCS

Eyes Opening Verbal Response Motor Response
4 | Spontaneous 5 | Orientated to time and place | 6 | Obeys command
3 | Voice 4 | Confused speech 5 | Localises to pain
2 | Pain 3 | Inappropriate words 4 | Withdraws to pain
1 | None 2 | Incomprehensible sounds | 3 | Decorticate
1| None 2 | Decerebrate
1 | None

Score: 14 - 15 = mild dysfunction
Score: 11- 13 = moderate to severe dysfunction
Score: 10 or less = severe dysfunction

Itis important to consider that GCS is only used for adult patients, as there are other
validated rating scales for newborns and paediatrics. As GCS was developed to
assess the conscious state of patients following traumatic brain injury, clinicians
must use their clinical judgement in association with the GCS to assess conscious
state. When communicating a patient's GCS to another healthcare professional it is
important to convey the score of each response separately in addition to the total
score. E.g. “the patient has a 2 for eyes opening, 2 for verbal response and 4 for
motor response which is a total GCS of 8”. Not all adult patients will normally
function with a GCS of 15. For example, a patient who is intoxicated or suffers from
dementia may have a transient or persistent GCS of 14, (eg 4,4,6 = 14).
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Objective Rationale Action
Safety is the first priority 1. Use universal precautions. Always
in managing any patient. wear gloves and goggles when
Manage attending to a patient.
safety

2. You may also want to consider
wearing a face mask and gown.

Assess eyes

A loud and clear vocal
stimulus may be required
to elicit a response.

In some cases a pain
stimulus may need to be
applied over a longer
period, sometimes up to
15 seconds.

Always start with the least
amount of pain necessary
fo elicit a response.

Do not elicit a pain
response by performing a
knuckle rub on the
patient’s sternum as this
can cause skin tearing.

If a vocal or painful
stimulus is applied and
the patient opens their
eyes, they attract the
relevant score. If from
then on their eyes remain
open, they receive a 4.
Remember: always give
the best score possible.

Spontaneous (4): Observe the patient's
eyes. A patient that has eyes that are
opening spontaneously receives a 4.

Voice (3): Supply vocal stimulus by

asking the patient loudly and clearly to
open their eyes. If the patient responds
by opening their eyes they receive a 3.

Pain (2): Elicit a pain response by
pushing down behind the ear anterior
to the mastoid process. You can also
push down on the patient’s finger nalil
bed. If the patient then opens their
eyes they receive a score of 2.

None (1): If there is not any response
to pain the patient receives a score of
1.
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Objective

Rationale

Action

Assess verbal
response

Although these are
subjective observations
try to ensure the best
response is recorded.

There are some patients,
such as those with a
speech impediment that
may have difficulty
demonstrating a GCS of
15. Therefore make sure
this is recorded on any
documentation and when
handing the patient over
to the receiving health
worker.

Other examples of people
that may be unable to
achieve a 5 for a verbal
response are people
under the influence of
alcohol, edentulous or
intellectually disabled
people.

Orientated (5): Ascertain whether the
patient is orientated to time and place.
Patients’ that respond appropriately
receive a 5. Ask the patient questions
which you know the answer to, such as;
‘What day is it today'? and ‘Do you
know where you are at the moment?'.

Confused (4): If the patient appears
slightly confused and/or disorientated
during conversation they receive a 4.

Inappropriate speech (3): If the patient
has random or muddled speech without
exchange of information during
conversation they receive a 3.

Incomprehensible (2): If the patient is
making sounds but is unable to
formulate words they receive a 2.

None (1): A patient that is unable to
produce sounds receives a 1. This does
not refer to aphasia due to any cause,
such as airway obstruction or laryngeal

injury.

Assess motor
response

A patient that has
impaired conscious state
will score low in the motor
response category.

An example of a patient
that may not receive a
score of 6 is a patient that
does not have full control
over their limbs.
Examples of this include,
intoxicated patients,
those with cerebral palsy,
previous stroke, or other
limb disability.

Consider a normal
person’s reaction to a
distal painful stimulus as
opposed to a central
painful stimulus when

Obeys Commands (6): A patient who
responds to you and does what you ask
receives a 6. In order to assess this,
shake the persons hand upon arrival or
ask them ‘can | hold your wrist to take
your pulse'?

Localising to pain (5): Elicit a pain
response through the techniques
previously mentioned. If the patient
purposefully attempts to remove the
stimulus they receive a 5. E.g. the
patient pushes your hand away if you
elicit nail bed pressure.

Withdraws to pain (4): Elicit a pain
response through techniques previously
mentioned. If the patient pulls away
from the stimulus they receive a 4.
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Objective

Rationale

Action

eliciting a response. E.g.
if you press on
someone's nail bed,
localising (5 points) may
appear the same as
withdrawing (4 points).

Decorticate posturing can
also be remembered by
the position of someone
that has ‘caught-a-cat'.
Alternatively you can
remember that the limbs
turn to the ‘core’.

DEcErEbratE can be
remembered by the many
E's in the word which you
could take to mean
extension of the limbs.

It is possible for a person
to exhibit decorticate
posturing on one side of
their body and
decerebrate on the other.

Abnormal Flexion (Decorticate) (3):
Elicit a pain response through
technigues previously mentioned. If the
patient's arms move toward their chest,
their fingers and wrists flex on their
chest and they point their toes, then
they are said to have decorticate
posturing and receive a 3. This posture
is indicative of head injury and a patient
may present in this position prior to any
painful stimuli.

Abnormal Extension (Decerebrate) (2):
Elicit a pain response through
techniques previously mentioned. If the
patient’'s arms and legs extend, their
wrists rotate away from their body and
they point their toes, then they are said
to have decerebrate posturing and
receive a 2. This posture is also
indicative of head injury and a patient
may present in this position prior to any
painful stimuli.

No Response (1): A patient that does
not have a motor response receives a
1.




DOCUMENTATION REQUIREMENTS
GUIDANCE DIRECTIVE

Medlcare and Medicald will only provide reimbursement for ambulance transportation when the patlent has a
medical condition that makes the use of an ambulance medically necessary. For ambulance transportation to be
consldered medically necessary the patient's conditlon must be such that eny other methed of transporiation

would be contralndicated. Ib,era[om, your documentation must convey thoroughly and c@m the
the patien

conditlons which make a ort madieally necessary for ant or
ave been transported sa b some other means,

The documentation requirements ara the same in the past. This directive serves to identify how and where you
need to document the medical necessity Informalion. This will assist the Ambulance Claim Coders to readily
“find” this Information without having to “lcok® throughout the narralive,

When documenting the following transports, your narrative MUST CONTAIN and BEGIN with one of the
Identified salectlions below.

Hospital to Nursing Home

Hospital to Residence

Nursing Home / Resldence to Dlalysis / Wound Care

Dialysis / Wound Care to Nursing Home / Residence

Nursing Home to Hospital {Priority 5 or when patient is In no acute distress)

s @ o e o

'm a chair or wheelchalr

Narmrative: Patient is bedconfined due to (insert tha current, observable signs/symptoms, OR conditfons
rondering the patiant as being bedconfined).

Includes but ls not Hmlted to such oondlﬂons as: Behavloral or cognR!ve rlsk such thal paﬁant requ!res monitorlng
for safety; Patient's physical condition Is such that the patient risks injury during vehlcle movement; Risk of falling
off of wheelchair while in motion; Pasitioning in a wheelchalr or standard seat of a car is inappropriate dus lo
contractures, recent extremity fractures [post-op hip as an example], greater than grade 2 decubiti on buttocks,

etc.).

Narrative: Patient requires ambulance stretcher transportation due to (insert the current, observabls
signs/symptoms, OR conditions rendering the patient as requiring strelcher transpori).

Narrative: Patient requires oxygen due to (insert reason for need of oxygen) and requires third party
assistance,

Pal of a ventilator

Narretive; Patient requires advanced afrway management dus to being ventiiator dependent.
atient could clearly have safely been transported i or private auto
Narrative: Based on the observation and assessment of this patient, there are no findings which would

contraindicate this patient from being transported in a wheelchalr van or private auto.

When documenting Hospital to Hospltal transports, your narrative MUST CONTAIN an Identification of
what services or treatments were not avallable at the hospital of origin.



FIELD GUIDANCE DIRECTIVE
DOCUMENTING HOSPITAL TO HOSPITAL TRANSPORTS

TO: All Field Personnel _
FROM: Pafford Medical Billing Services Compliance Officer
RE: Documentation Requirements / Hospital-to-hospital Transports

For hospital-to-hospitel transports, the Narrative Section of the Patient Care Report must clearly
indicate the precise treatment, procedure, or medical specialist that is avallable at the receiving

hospital that was not available at the first.
Accoptable Examples:

*Transferved to XYZ Hospital:

o for evaluation by a haart surgeon not avallable at sending facility.

o for radiation therapy services needed and not available at sending facility.

o for rehabllitation services nesded and not avallable at sending facility.

¢ for CT scan needed and not avallable to sending facility.

o because ICU was full at sending faclity and no ICU beds were avaifable.

« for abdominal surgery needed and not available at sending facllity.

o for Trauma Services at a Level 1 Trauma Center not avallable at sending facility.

This is not an ail-inclusive fist and you must be very specific in your narrative documentation.

Non-spacific or vague statemsnts such as “needs cardiac care” or “needs higher level of
care” are insufficlent.

A NOTE OF CAUTION: The reason for the hospital to hospital transfer MUST BE
DOCUMENTED IN THE NARRATIVE SECTION OF THE PCR. Itis not acceptable to enter this
information only in the Transport / Services Available — Explain data fields as this information is
not printed on the hardcopy PCR.

QAny hospital-to-hospital transport documentation which does not contain the precise
treatment, procedure, or medical speciealist for which the patient Is being transport for and does
not indicate if the services / specialist were or were not avallable at the sendling facllity wil be

retumned and you will be required to re-enter the call in its entirety.

THIS DOCUMENT CONSTITUES A STATEMENT OF CORPORATE POLICY
FAILURE TO PROVIDE BY ITS PROVISIONS MAY RESULT (N DISCIPLINARY ACTION

Medlcare, Medlcald, and other Insurance companies generally cover ambulence transpertation only to the nearest
locality appropriate facility. Occasionally, the Institution to which the patient is Initially taken Is found to have
insdequate or unavalleble facllities to provide the required care, and the patient Is then transported to a second
Institution having appropriate facilities. In these cases, coverage is avallable only if the evidence clearly estatlishes
that the destination institution was one with appropriate facilities under the particular circumstances. An “appropriate
facility” Is defined as a hospita! that Is generally equipped to provide the needed hospital care for the patlent’s Injury
or liiness and it also means that a required physician or a physlcian speciafist is currently available to provide the care
required to treat the patient's condition. The fact that a more distant institution is better equipped, elther qualitatively
or quantitetively, to care for the patient does not warrant a finding that a closer Institution doas not have "appropriste
facifitles.” Such a finding Is warranted, however, If the beneficiary’s condition requires a higher level of trauma care of
other specialized service avallable only at the more distant hospital.



PAFFORD

MEDICAL SERVICES

ALL TRANSPORTS FROM HOSPITAL TO HOSPITAL THE CREWS MUST FOLLOW THE
3 STEPS IN ENTERING THE PCR’S NO EXCEPTIONS.

1. The type of specialist or services the pt is transferring to.
2. Unavailable at the original facility. Or if the pt. requested the transfer.

3. The transferring diagnosis.

EX: PT TRANSFERRING TO SEE CARDIOLOGIST UNAVAILABLE AT XYZ HOSPITAL
DUE TO CHEST PAIN ATRIAL FIB RVR.

Any hospital to hospital transport received without those 3 steps in the narrative are NOT
BILLABLE and the PCR’S WILL BE RETURNED TO THE CREW MEMBER TO

REMIND ALL THE CREWS TO FOLLOW THE 3 STEPS IN ENTERING THE HOSPITAL
TO HOSPITAL DOCUMENTATION REQUIREMENTS.

PMBS GUIDANCE DIRECTIVE FOR FIELD PROVIDERS

e Incomplete Social Security Number listed on the hospital face sheets,
example: 000-00-1234.

e No Social Security number listed on the hospital face sheet. Phantom
numbers are not to be added, example: 999-99-9559

e In this case these should be left blank.



PAFFORD

MEDICAL SERVICES

STRETCHER NECESSITY

REQUIRED DOCUMENTATION

Example: “ The patient requires ambulance transportation due to ‘

Your position as a healthcare professional is to clarify medical necessity and provide information to support the
transportation.

Bedconfined Criteria

B [nability to ambulate
W |nability to sit in a chair or wheelchair
B [nability to get out bed without assistance

ALL 3 MUST BE MET TO BE CONSIDERED BEDCONFINED

CERTIFIED MEDICAL NECESSITY FORM MUST BE COMPLETED BY FACILITY NOT BY CREW.
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Sample Ambulance Service Patient Mobility Report (PMR) — Version 1.1

Patient Name:

Date of Service:

Patient/Caregiver Reports
Mobility and Endurance

Reported By: Pt Ability:

Pt Caregiver

| O Can ambulate without

assistance

Can ambulate with
assistance of cane or
walker

Can ambulate for short
distances only

O
O

Can stand and pivot but
cannot ambulate

Unable to ambulate

Non-weight bearing on
lower extremeties

O oo o o
O oo o O

Able to sitin a
wheelchair for duration
of transport

Able to sit in a chair or
wheelchair, but cannot
safely support self
during transport

Unable tc sit in a chair or
wheelchair for any
length of time

Has a pressure-sensitive
dorsal wound

Is on fall precautions
Is on hip precautions

Is able to get out of bed
without assistance

O Oooo 4
O Ooogoogo O

Cannot get out of bed
without assistance

Glasgow Coma Scale (GCS)

Eye Opening Response
Eyes open spontaneously
Eyes open in response to voice
Eyes open in response to pain
Does not open eyes

D

Verbal Response
Oriented
Confused but able to answer
Inappropriate speech
Incomprehensible sounds
Makes no sounds

DN W W;

Motor Response
Obeys commands
Movement to painful stimuli
Withdraws from pain
Flexion in response to pain
Extension in response to pain
No response

=D Wes o

TOTAL GCS

Tests
Strength
R Hand Grip L Hand Grip
Strength Strength
012345 012345
-

L Plantar Flexion
Strength
012345

R Plantar Flexion
Strength
012345

Range of Motion*
*Do not perform actual tests if doing so would
endanger pt's health — use estimates instead

R Hip Max. Flexion 0° 30° 60° 90°
LHip Max. Flexion 0° 30° 60° 90°+

R Hip Max. Hyperextenslon 0° 15° 30°
L Hip Max. Hyperextension 0° 15° 30°

B i
. e

R Elbow Max. Flexlon 0° 30° 60° 90° 120°+
LElbow Max. Flexion 0° 30° 60° 90° 120%

R Knee Max. Flexion 0° 45° 90° 120° 150°+
LKnee Max. Flexion 0° 45° 90° 120° 150°+

Embulance Crew Observations

Position and Movement

Observed pt ambulate without assistance

Observed pt ambulate with cane, walker or
other assistance

Observed pt stand & pivot without assistance
Observed pt stand & pivot with assistance
Observed pt seated in a chair or wheelchair
Observed pt recumbent in recliner/geri-chair

Found pt in bed and remained supine
throughout transport

Observed pt get out of bed without assistance
Observed pt get out of bed with assistance

Wounds/Appliances Observed by EMS Crew

Amputation

Above knee Left Right

Below knee Left Right

Hand/arm Left Right

Foot/partial foot Left Right
Bandages

Buttocks Left Right

Hip Left Right

Leg Left Right

Foot Left Right
Bruises

Buttocks Left Right

Hip Left Right

Leg Left Right

Foot Left Right
Cast/Immobilizer/Splint

Leg Left Right

Arm Left Right
Contractures

Arm Left Right

Leg Left Right
Deformity/Swelling/Edema

Buttock Leit Right

Hip Left Right

Leg Left Right

Foot Left Right
Ulcers

Buttocks Left Right

Hip Left Right

Leg Left Right

Foot Left Right

Back Left Right

Crew Signature
Signature Date
Print Name

© Copyright 2010, Page, Wolfberg & Wirth, LLC - This is a sample only and does not constitute [egal advice. User bears all responsibility for compliance with all laws.




EMPLOYEE ACKNOWLEDGEMENT
DOCUMENTING HOSPITAL TO HOSPITAL TRANSPORTS

S s L N 8 e e e e e e e ——————————

| acknowledge that | have received, read, and understand the Field Guidance Directive
regarding Documenting Hospital to Hospital Transports as issued.

| acknowledge and understand when documenting a hospital to hospital transport, the

Narrative Section of the Patient Care Report must clearly indicate the precise treatment,

procedure, or medical specialist the patient is being transported for and whether or not

::c:'l treatment, procedure, or medical spacialist Is or Is not available at the sending
cility. .

Employee Signature

Employee Name

Date
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Unisys 105 Attachment
Revised September, 2003
CERTIFICATION OF AMBULANCE TRANSPORTATION

Recipient Nameg ‘a Y’e’ T(l V \Dr Ongin of Services n uNe

1D # of Recipient Destinatian QUS\—Q‘/‘ n H

Date of transport O\- D \_' \ % Destination (address)

SECTION | (To Be Completed by MD/PA/NP/CNS/RN/DON)

Patient requires the level of medical transportation noted below:
Check One

Emergency Ambulance: Patient's medical condition requires immediate transport and may
require medical treatment en route. Describe the medical condition of the patient which requires
this type of transport:

Non-Emergency Ambutance: The patient is bed-confined, 1.e. unable to get up from bed without assistance,
yrable to ambulate; and unable to sit in a chair or wheelchair, and requires non-ernergency ambulance transport,
either scheduled or unscheduled, or the palient may require some simpie medical care en route, but is stable,
/ and is not likely to require the altendance of an EMT  Describe the medical condition of the patient which
requires this type of transport:

-

Non-Emergency Ambulance Patient will require transportation __ times a week dunng the month's

(mie

— .+ torecewve (dialysis, radiology, physical therapy). (Dralysis can be authonzed tor 2 conseculive months)

tnontis tyary

Non-Ambulance, Non-Emergency: Palient is stable, not expected to require any medical altentinn en
route, 1s ambulatory or wheel char-bound, and can be {ransported in an automobite or van.

Patient transported to the above named facility for the following reason:

Check One

Nearest Facility

Preference of Physician

The patient needs services avalable there.

Other (describe) .

SECTION ) ( To Be Completed by Treating MD/PA/NP/CNS/RN/DON)

Note to Medical Professional: Signing this certification indicates that, in your professional judgment, transportation of the
above named patient was necessary based on the patient's condition and in accordance with the statements in Section #1
above Payment and satisfaction of this claim will be from federal and state funds; any false claims, statements, or
documents, or concealment of a matenal fact may be prosecuted under applicable federal or state laws

) have read the above certification and | have read and undersiand the mstruchons on the reverse side of this forin
| agree with the determination.
| disagree with the deterrmination, for the foliowing reason’s:

me Pabe, N Betn Bop |-\ 1g

~ S{gnature of Printed Name Date
MD/PA/NP/CNS/RN/DON
SECTION i To Be Completed by Ambulance Driver(s)
Signature of EMT or Paramedic  |Printed Name Natonal EMT # Date
Signature of EMT or Pararnedic  |Printed Name National EMT # Date

Note to Ambulance Provider: This form s a required attachment to the ambulance claim form Providers are not

permitted to bill for services rendered to any Medicaid recipient unless ttus form is attached to the Umisys Form 105

Providers who bl electronically must retain thus form on file in therr offices for 5 years from the date of services

If the patient 1s determined not to require ambulance transportation, the reimbursement rate will not exceed the
non-ambulance, non-emergency rate PACO3
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Unisys 105 Attachment
Revised September, 2003
CERTIFICATION OF AMBULANCE TRANSPORTATION

Recipient Name Ob% \DY\‘\%{‘ hW\T Ongin of Services SOY-\‘(\(/\V\’\ \\ med/l‘ C&j (an

NN | .
1D # of Recipient Destination M\ \}(X Sm
v

|Date of transport 8" “.0 - \,g Destination (address)

SECTION | (To Be Completed by MD/PA/NP/CNS/RN/DON)

Patient requires the level of medical transportation noted below:
Check One

Emergency Ambulance: Patient's medical condition requires immediate transport and may
require medical treatment en route. Describe the medical condition of the patient which requires
this type of transport:

Non-Emergency Ambulance: The patient is bed-confined, 1.e. unable to get up from bed without assistance.

\/ either scheduled or unscheduled, or the palient may require some simple medical care en route, bul is stable,
and is not likely to require the atlendance of an EMT  Describe the medical condition of the patient which

requires this type of transport: hi p j‘:%

unable to ambulate; and unable to sit in a chair or wheelchair, and requires non-emergency ambulance transport,

Non-Emergency Ambulance Palient will require transportation ___ times a week durning the month's

iomte:,

montms) {(yeary

. —_ toreceive (dialysis, radiology, physical therapy). (Dialysis can be authonzed for 2 conseculive months)

Non-Ambulance, Non-Emergency: Palient is stable, nol expecled o require any medical attention en
route, 1s ambulatory or wheel chair-bound, and can be lransported in an automobile or van.

Patient transported to the above named facility for the following reason:
Check One

Nearest Facility

Preference of Physician

The patient needs services, available there,

/ [Other (describe)T OV Y\ D

SECTION ll ( To Be Completed by Treating MD/PA/NP/CNS/RN/DON)

Note to Medical Professional: Signing this certification indicates that, in your professional judgment, transportation of the
above named patient was necessary based on the patient's canditon and in accordance with the statements in Section #1
above Payment and satisfaction of this claim will be from federal and state funds; any false clams, statements, or

documents, or concealment of a matenat fact may be prosecuted under applicable federal or state laws

) have read the above certificalion and | have read and undersiand the mstruclions on the reverse side of this fortn

| agree with the determination.

| disagree with the deterrmination, for the following reason’s:

X Cowitiug \J(WV’ Courmeny Helms, mp Z-l-1

Signature Printed Name — Date
MD/PA/NP/CNS/RN/DON
SECTION Wl To Be Completed by Ambulance Driver(s)
Signature of EMT or Paramedic Printed Name Natonal EMT # Date
Swnature of EMT or Paraineaic |Printed Name National EMT 8 Date

Note to Ambulance Provider: This form is a required attachment to the ambulance claim form Providers are not
permitted to bill for services rendered to any Medicaid recipient unless this form 1s attached to the Unisys Form 105
Providers who bl electronically must retain this form on file in therr offices for 5 years from the date of services

If the patient 1s determined not to require ambulance transportation, the reimbursement rate wilt not exceed the
non-ambulance, non-emergency rate

PA003
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Unisys 105 Attachment
Revised September, 2003
CERTIFICATION OF AMBULANCE TRANSPORTATION

Reciptent Name ADSY\ \ov“cdﬂ hu'r\f Ongin of Services SOYi(W\; \\ mCaiC()q (_O,nk)f

R \ U
1D # of Recipient Destination Uﬁ\ \KXQ\ !k v \
s

Date of transport 6 - \Q - \'g Destination (address)

SECTION | (To Be Completed by MD/PA/NP/CNS/RN/DON)

Patient requires the level of medical transportation noted below:
Check One

Emergency Ambulance: Patient's medical condition requires immediate transport and may
require medical treatment en route. Describe the medical condition of the patient which requires
this type of transport .

Non-Emergency Ambulance: The patient is bed-confined, 1.e. unable to get up from bed without assistance.
unable to ambulate; and unable to sit in a chair or wheelchair, and requires non-emergency ambulance transport,
ither scheduled or unscheduled, or the patient may require some simple medical care en route, but is stable,
\/ and is not likely to require the attendance of an EMT  Describe the medical condition of the patient which
requires this type of transport:

-

Non-Emergency Ambulance Patient will require transportation times a week during the month's

e

. ___ torecewve (dialysis, radiology, physical therapy). (Dialysis can be authonzed for 2 consecutive months)

montns) {yoary

Non-Ambulance, Non-Emergency. Palient is stable, nol expecled to require any medical altentinn en
route, 1s ambulatory or wheel chair-bound, and can be transported in an automobile or van.

Patient transported to the above named facility for the following reason:
Check One

Nearest Facility

Preference of Physician

The patient needs services avallable there.

Other (describe) .

SECTION it ( To Be Completed by Treating MD/PA/NP/CNS/RN/DON)

Note to Medical Professional: Signing this certification indicates that, in your professional jJudgment, transportation of the
above named patient was necessary based on the patient's condition and in accordance with the statements in Section #1
above Payment and satisfaction of this clam will be from federal and state funds; any false claims, statements, or
documents, or concealment of a matenal fact may be prosecuted under appiicable federal or state laws

! have read the above certification and | have read and understand the instructions on the reverse side of this forin

| agree with the determination.

I disagree with the deterimination, for the following reason’s:

o Durtmeoleln,  Cowr, Uelirs 2 {i,-(7

Signature of Printed Name v Date
MD/PA/NPICNS/RN/DON
SECTION M To Be Completed by Ambulance Driver(s)
Signature of EMT or Paramedic Printed Name National EMT # Date
Swnature of EMT or Parameaic Printed Name Nationg) ENT # Date

Note to Ambulance Provider: This form 1s a required attachment to the ambulance claim form Prowviders are not
permitted to bill for services rendered to any Medicaid recipient unless this form 1s attached to the Unisys Form 105
Providers who bill electronically must retain this form on file in thewr offices for 5 years from the dale of services
If the patient 1s determined not to require ambulance transportation, the reimbursement rate wilt not exceed the

non-ambulance, non-emergency rate PA0OO3
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Unisys 105 Attachment
Revised September, 2003

CERTIFICATION OF AMBULANCE TRANSPORTATION

Recipient Name w—\'hﬂ Wd Onigin of Serwices C m W\O
ID # of Recipient Destination ( /‘ 49| bO[fN m (Lﬁo Y

|Date of transport 5 - \—' \«g Destination {address)

SECTION | (To Be Completed by MD/PA/NP/CNS/RN/DON)

Patient requires the level of medical transportation noted below:
Check One

Emergency Ambulance: Patient's medical condition requires immediate transport and may
require medical treatment en route. Describe the medical condition of the patient which requires
this type of transport .

Non-Emergency Ambulance: The patient is bed-confined, 1.e. unabie lo get up from bed without assistance.
unable to ambulate; and unable to sit in a chair or wheelchair, and requires non-emergency ambutance transport,
either scheduled or unscheduled, or the patient may require some simple medical care en route, but 1s stable,
and is not likely to require the attendance of an EMT  Describe the medical condition of the patient which
requires this type of transport:

-

Non-Emergency Ambulance Patient will require transportation __ times a week dunng the month's

nmter

. ___ loreceive (dialysis, radiology, physical therapy). (Dralysis can be authorized for 2 conseculive months)

nommsy (year

Non-Ambulance, Non-Emergency: Patient is stable, nol expected to require any medical altentinn en
route, 1s ambulatory or wheel chair-bound, and can be transported in an automobile or van.

Patient transported to the above named facility for the folowing reason:

Check One

Nearest Facility

Preference of Physician

The patient needs services available there.

Other (describe) .

SECTION Il ( To Be Completed by Treating MD/PA/NP/CNS/RN/DON)

Note to Medical Professional: Signing this certfication indicates that, in your professional judgment, transportation of the
above named patient was necessary based on the patient's conditon and in accordance with the statements in Section #1
above Payment and satisfaction of this claim will be from federal and state funds; any false claims, statements, or
documents, or concealment of a matenal fact may be prosecuted under apphcable federal or state laws

1 have read the above cerbificaion and | have read and understand the instruchions on the reverse side of this form
| agree with the determination.
| disagree with the deterrination, for the following reason’s:

X Signature of Printed Name Date
MD/PA/NP/CNS/RN/DON
SECTION Ml To Be Completed by Ambulance Driver(s)
Signature of EMT or Paramedic  |Prninted Name Natonal EMT # Date
Swanature of EMT or Pararmedic Printed Name National FMT # Date

Note to Ambulance Provider: This form 1s a required attachment to the ambulance claim form Prowviders are not

permutted to bill for services rendered to any Medicaid recipient unless this form 1s attached to the Unisys Form 105

Providers who bill electronically must retain this form on file in thewr offices for 5 years from the dale of services

If the patient is determined not to require ambulance transportation, the rembursement rate will not exceed the
non-ambulance, non-emergency rate PA0O3
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Unisys 105 Attachment

Revised September, 2003
CERTIFICATION OF AMBULANCE TRANSPORTATION

Recipient Name \L (A‘\’\(\U\ \‘\Wd Ongin of Services CmmC
1D # of Reciprent > Destination C/\w me-Q_, W

|Date of transport 5 - \ - \g Destination {address)

SECTION | (To Be Completed by MD/PA/NP/CNS/RN/DON)

Patient requires the {evel of medical transportation noted below:
Check One

Emergency Ambulance: Patient's medical condition requires immediate transport and may
require medical treatment en route. Describe the medical condition of the patient which requires
this type of transport.

Non-Emergency Ambulance: The patient is bed-confined, 1.e. unabie o get up from bed without assistance,
unable to ambulate; and unable to sit in a chair or wheelchair, and requires non-emergency ambulance transport,
either scheduled or unscheduled, or the patient may require some simple medical care en roule, bul s stable,
and is not likely to require the attendance of an EMT  Describe the medical condition of the i)ah'ent which

requires this type of transport: OMa pu(ﬁu ‘ mn—\-mdrw wpm @ 0%

Non-Emergency Ambulance Patient will require transporiation _ times a week durnng the month's

o mpee,

. ___ ltoreceive (dialysis, radiology, physical therapy). (Dialysis can be authonzed for 2 conseculive months)

nontrsy tyear)

Non-Ambutance, Non-Emergency: Patient is stable, nol expecled to require any medical attention en
route, 1S ambulatory or wheel chair-bound, and can be transported in an automobile or van.

Patient transported to the above named facility for the following reason:
Check One

Nearest Facility

Preference of Physician

The patient needs services available there.

Other (describe) .

SECTION Il ( To Be Completed by Treating MD/PA/NP/CNS/RN/DON)

Note to Medical Professional: Signing this certification indicates that, in your professional judgment, transportation of the
above named patient was necessary based on the patient's condition and in accordance with the statements in Section #1
above Payment and satisfaction of this claim will be from federal and state funds; any false clams, statements, or

documents, or concealment of a maternal fact may be prosecuted under applicable federal or state laws

} have read the above cerlification and 1 have read and understand the istructions on the reverse side of this form

) agree with the determination.

| disagree with the deterimination, for the following reason’s:

Paxor oo, W Bty Rovp. Lon 3-|-18
X ignature of Printed Name (3 A1 Date

MD/PA/NP/CNS/RN/DON %ﬁ
SECTION W To Be Completed by Ambulance Driver(s)

Signature of EMT or Paramedic  |Printed Name National EMT # Date

Swnatwe of EMT or Parameac  |[Printed Name Natiora EMT # Date

Note to Ambulance Provider: This form 1s a required attachment 1o the ambulance clam form Prowiders are not
permitted to bill for services rendered to any Medicaid recipient unless this form s attached to the Unisys Form 105
Providers who bill electronicatly must retain this form on file in their offices for 5 years from the dale of services

If the patient 1s determined not to require ambulance transportation, the reimbursement rate will not exceed the
non-ambulance, non-emergency rate

PAQO3
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Unisys 105 Attachment
Revised September, 2003
CERTIFICATION OF AMBULANCE TRANSPORTATION

Recipient Name ( \ B\(\ﬂ ae{’wd Ongin of Services r\ LmC

1D # of Reciprent Destination \ “('“‘ \l {/{g\\\'w

|Date of transport Q"' a’ \% Destination (address)

SECTION | (To Be Completed by MD/PA/NP/CNS/RN/DON)
ghatiegt requires the level of medical transportation noted below:
eck One

Emergency Ambulance: Patient's medical condition requires immediate transport and may
require medical treatment en route. Describe the medical condition of the patient which requires
this type of transport .

Non-Emergency Ambulance: The patent is bed-confined, 1.e. unable to get up from bed without assistance,

_\/ eilther scheduled or unscheduled, or the patient may require some simple rmedical care en roule, but i1s stable,
and is not likely to require the attendance of an EMT - Describe the medical condition of the patient which

requires this f'ype of transport: ()(K.Sk Pa,lY\S 1 \uu E\(@ ‘

Llanable to ambulate; and unable to sit in a chair or wheelchair, and requires non-emergency ambulance transport,

Non-Emergency Ambulance Patient will require transporiation __ times a week dunng the month's

10w,

Irnontngsy {year)

. ___ torecewve (dialysis, radiology, physical therapy). (Dialysis can be authonzed for 2 consecutive months)

Non-Ambulance, Non-Emergency: Palientis stable, not expected to require any medical attention en
route, 1s ambuiatory or wheel char-bound, and can be lransported in an automobile or van.

Patient transported to the above named facility for the following reason:
Check One

Nearest Facility

Preference of Physician

The patient needs serviceg availabie there. |

\/ |Other (describe) . (OYAIDIOAN ST
: SECTION Il ( To Be*Completed by Treating MD/PA/NP/CNS/RN/DON)

Note to Medical Professional: Signing this certification indicates that, in your professional judgment, transportation of the
above named patient was necessary based on the patient's condiion and in accordance with the statements in Section #1
above Payment and satisfaction of this claim will be from federal and state funds; any false claims, statements, or

documents, or concealment of a matenal fact may be prosecuted under apphcable federal or state laws

} have read the above certification and | have read and understand the instructions on the reverse side of this formn

| agree with the determination.

| disagree with the deterinination, for the following reason’s:

Printed Name“ Date

X ﬂﬁ%;(){fgff W B Boop. 0 003

MD/PA/NPI/CNS/RN/DON
SECTION i To Be Completed by Ambutance Driver(s)
Signature of EMT or Paramedic Printed Name National EMT # Date
Swgnature of EMT or Paramedic  [Printed Name Natonal EMT # Date

Note to Ambulance Provider: This form Is a required attachment to the ambulance claim form Prowiders are not
permitted to bill for services rendered to any Medicaid recipient unless this form s attached to the Unisys Form 105
Providers who bill electronically must retan this form on file in therr offices for 5 years from the date of services

If the patient 1s determined not to require ambulance transportation, the reimbursement rate will not exceed the
non-ambulance, non-emergency rate

PA003
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v Unisys 105 Attachment
Revised September, 2003

CERTIFICATION OF AMBULANCE TRANSPORTATION

Recipient Name TY'U(UJ\ \DO\d Ongin of Services nm

-/
1D # of Reciprent Destination WS\_W n \*

Date of transport D\ ‘D\ - \% Destination (address)

SECTION | (To Be Completed by MD/PA/NP/CNS/RN/DON)

Patient requires the level of medical transportation noted below:
Check One

Emergency Ambulance: Patient's medical condition requires immediate transport and may
require medical treatment en route. Describe the medical condition of the patient which requires
this type of transport

v

Non-Emergency Ambulance: The patient is bed-confined, 1.e. unable lo get up from bed without assistance,
unable to ambulate; and unable to sit in a chair or wheelchair, and requires non-emergency ambulance transport,
either scheduled or unscheduled, or the patienl may require some simple medical care en roule, but is stable,
and is not likely to require the attendance of an EMT  Describe the medical condition of the patient which

requires this t'ype of transport: W M W‘ Wa . W wlﬂ‘f [V\.Qd

Non-Emergency Ambulance Patient will require transportation ___ times a week durning the month's

LT

. ___ torecewve (dialysis, radiology, physical therapy). (Dialysis can be authonzed for 2 conseculive months)

monthis) tyear)

Non-Ambulance, Non-Emergency: Patient is stable, not expecled to require any medical attentinn en
route, 1s ambulatory or wheel char-bound, and can be transported in an automobile or van.

Check

Patient transported to the above named facility for the following reason:

One

Nearest Facility

Preference of Physician

The patient needs services available there.

Other (describe) .

Note

SECTION il { To Be Completed by Treating MD/PA/NP/CNS/RN/DON)

to Medical Professional: Signing this certification indicates that, in your professional Judgment, transportation of the

above named patient was necessary based on the patient's condition and in accordance with the statements in Section #1
above Payment and satisfaction of this claim will be from federal and state funds; any false claims, statements, or
documents, or concealment of a matenal fact may be prosecuted under apphcable federal or state laws

I have read the above cerlificat:on and | have read and understand the instruchons on the reverse side of this form

| agree with the determination.

| disagree with the deterrmination, for the following reason’s:

o PO Pon0 ek fnp. N 01-0\- 1§

Signature of Printed Name Date
MD/PAINP/CNS/RN/DON
SECTION W To Be Completed by Ambulance Driver(s)
Signalture of EMT or Paramedic  |Printed Name Nationa EMT # Date
Swgnature of EMT or Paramedic  |Printed Name National EMT # Date
Note to Ambulance Provider: This form 1s a required attachment to the ambulance clam form Prowviders are not

permutted to bill for services rendered to any Medicaid recipient uniess this form is attached to the Unisys Form 105

Providers who bill electronically must retain this form on file in their offices for 5 years from the date of services
If the patient 1s determined not to require ambulance transportation, the reimbursement rate will not exceed the
non-ambulance, non-emergency rate

PA003
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CERTIFICATE OF MEDICAL NECESSITY
FOR NON-EMERGENCY AMBULANCE TRANSPORTATION
MEDICARE AND MISSISSIPPI MEDICAID

INSTRUCTIONS. This form provides the information needed to make medical necessity determinations for non-emergency

ambulance transports on MEDICARE and MEDICAID CLAIMS.
PRINT NAME: First Middle Last “'Dm
Medicare # Medicaid # Other Insurance #
Transport Frorn YOS 1,0 L To_&hspw YNZ
Ofigin of Pick-up Zip Code
ﬁate(s) of Transport begin: /End: Frequency (repetitive trips),

If this is an interfacility transfer for upgrade in care, please document the receiving physician’s specialty or facility specialty service, which the
patient requires that the sending facility could not provide.

Reason for transport to this destination;

“Is this the closest appropriate facility that can provide this service? OYes 0O No —» Explain

Diagnosis(es): 1), . 2).

Ambulance transport is D scheduled (scheduled > 24 hrs in advance) 3 unscheduled (scheduled < 24 hrs. in advance)

Ambulance transportation is medically necessary for the following reasons

10 A.PATIENT ISBED CONFINED Other means of transportation would be presumed to be contraindicated. Defined as (1) the inability

to get up from bed without assistance, (2) inability to ambulate, and (3) inability to sit in a chair, including a wheelchair. This term is used

" synonymously with the terms “bedridden” or “stretcher bound”. Fowever, it is not synonymous with “bed rest” or “non-ambulatory”.

All tliree of the above conditions must be met and will be applied to all transports.
Describe physical examination findings (not diagnoses) which necessitate the transport by ambulance:

' 1. Document why the patient cannot get up from bed without assistance.

' 2 'bdéum'éﬁ't’Why’ the patient cannot ambulate

3. Document why the patient cannot sit in a chair, including a wheelchair

J B.OTHER MEANS OF TRANSPORTATION ARE CONTRAINDICATED because it would be harmful to the patient’s
condition. Even ifno other means of transportation are available, ambulance trips must be medically necessary and not for convenience. FOR
MEDICARE ONLY - significant medical documentation MUST sccompany these claims. Document why other means of transportation are

contraindicated.

Desxgnated medical pmnel who falsely attest to a prescribed ambulance trip, “who knowingly or willfully makes or causes to be made any false
statement or representation of a material fact in any application for MEDICARE benefits or payments under the applneable law, shall be guilty of a
felony and conviction thereof resulting in a fine, imprisonment, or both."”

A Phys:cian. Physxcnan Assxstant, Nurse Practitioner, Clinical Nurse Specialist, Registered Nurse or Discharge Planner who knowingly or willfully
makes, or causes to be made, false statement or representation of a material fact in any application for MEDICAID benefits or MEDICAID
payments may be prosecuted under Federal and State criminal laws. A false attestation can result in civil monetary penalties as well as fines, and may
automatically disqualify the provider as a provider of MEDICAID services.

02 0t”O
Printed Name of MD PA, NP, CNS, RN or D/C Planner Signature of MD, PA. NP, CNS, RN or D/C Planner  Attestation Date
(Rev. 05/27/03)




y CERTIFICATE OF MEDICAL NECESSITY
FOR NON-EMERGENCY AMBULANCE TRANSPORTATION
MEDICARE AND MISSISSIPPI MEDICAID

INSTRUCTIONS: This form provides the information needed to make medical necessity determinations for non-emergency
ambulance transports-epMED) Aﬁ and MEDICAID CLAIMS.
PRINT NAME: 'l?ii'st;'_‘ oVl i Middle, Last H:Dbbs

Medicare # \%" Lt : A- \ﬂxq PY Medicaid # a@a@a‘a Other Insurance # “ \
m T-'o \\’0«\ \13

| Origin of Pick-up : ' Zip Code —
Date(s) of Transport begin: VYo VLl /EWMM_quuency (repetitive trips)

1f this is an Interfacility transfer for upgrade in care, please document the receiving physician’s specialty or facility specialty service, which the
patient requires that the sending facility c'ofld not provide,

Reason for transport to this-destination, - Cs+ p QJnS/

‘Is this the closest appropriate facility that can provide this service? ¥¥es [ No —» Explain

Transp ort From__ ‘ p f'

8.18 8. -]lne 1€ atig S ",’L’.
Armbulance transport is O scheduled (scheduled > 24 hrs. in advance) O unscheduled (scheduled < 24 hrs. in advance)

Ambulance transportation is medically necessary for the following reasons

|
i @/ A. PATIENT IS BED' CONFINED  Other means of transportation would be presumed to be contraindicated. Defined as (1) the inability
Ji to get up from bed without assistance, (2) inability to ambulate, and (3) inability to sit in a chair, including a wheelchair. This term is used
" synonymously with the terms “bedridden” or “stretcher bound”. However, it is not synonymous with “bed rest” or “non-ambulatory”,
~ Alithree of thie abové conditions must be met and will be applied to all transports.
. Describe-physical examination findings (not diagnoses) which necessitate the transport by ambulance:
" 1. _Dgeuimeit h{}hu patient mnoﬁat,up from bed without assistance.

““. C r\.‘ N

' 3 Doduniggt why e palient cannot ambulate
£ o 2 p :‘ 14

3. Document why the patjent cannot snlé

a chair, ii\:luding a wheelchair
CACSY VAN

A WY

v B.OTHER MEANS OF TRANSPORTATION ARE CONTRAINDICATED because it would be harmful to the patient’s
condition. Evenif no other means of transportation are available, ambulance trips must be medically necessary and not for convenience. FOR
MEDICARE ONLY - significant medical documentation MUST accompany these elaims. Document why other means of transportation are

contraind—ic:ltc-.d. SHH

EOR MEDICARE BENEFICIAR
Designated medical personnel who falsely attest to a prescribed ambulance trip, "who knowingly or willfully makes or causes to be made any false

statement or representalion of 2 material fact in any application for MEDICARE benefits or payments under the applicable law, shall be guilty of a
felony and conviction thereof resulting in a fine, imprisonment, or both.”

FOR MET

A'Pyﬁci‘.'ysician Assistant, Nurse Practitioner, Clinical Nurse Specialist, Registered Nurse or Discharge Planner who knowingly or willfully
makes, or causes to be made, false statement or representation of a material fact in any application for MEDICAID benefits or MEDICAID
paymenis may be prosecuted under Federal and State criminal laws. A false attestation can result in civil monelary penalties as well as fines, and may

automatically disqualify the provider as a pravider of MEDICAID services. m

Prink W ok % G0, Sepahu o o

Printed Name of MD, PA, NP, CNS, RN or D/C Planner  Signature of MD, PA, NP, CNS, RN or D/C Plann
(Rev. 05/27/03)

e 02-0C \S

er Atlestation Dato
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CERTIFICATE OF MEDICAL NECESSITY
FOR NON-EMERGENCY AMBULANCE TRANSPORTATION
MEDICARE AND MISSISSIPPI MEDICAID

INSTRUCTIONS: This form provndes the information needed to make medical necessity determinations for non-emergency
,DECARE and MEDICAID CLAIMS. b
PRINT NAME:  First_(_} (KDY Middle, Last S

Medicare#_\ X3~ Lls m‘lq P Medicata# m_mhcﬂnsumce# L
'l‘mnsp‘ortl?mm “D&f‘*ﬁ‘ XYZ To nu{ﬂ@ “‘Dm P&BC,

{ Origin of Pick-up Zip Code

Date(s) of"l‘rans;-;ortbagin: ‘Y;ﬂm‘p /End: m‘ﬂm Frequency (repetitive trips)

Ifthis is a,n‘lnterfacility transfer for upgrade in care, please document the receiving physician’s specialty or facility specialty service, which the
patient requires that the sending facility could not provide.

Reason for transport to this destination: Wam nms bed (an:\ “ld

“Is this the closest appmpnale facility that can provide this service? Cﬂ’e& 0 No — Explain

2 WO
igi Jlew ificatio is desti

Ambuiance transport is [ scheduled (scheduled > 24 hrs. in advance) D unscheduled (scheduled < 24 hrs. in advance)

Ambulance transportation is medically necessary for the following reasons

Nﬁ A. PATIENT IS BED CONFINED  Other means of transportation would be presumed to be contraindicated. Defined as (1) the inability

' to-getup from bed without assistance, (2) inability to ambulate, and (3) mabihty to sit in a chair, including a wheelchair. This term is used
synonymously with:the terms “bedridden” or “stretcher bound”. However, it is not synonymous with “bed rest” or “ron-ambulatory™.
All three of thé above conditions must be met and will be applied to all transports.
Desm’be physwel examination findings (not diagnoses) which necessitate the transport by ambulance:
1. Dgcud "_t w]yy l epahent cannot get up from beq without assistance.

Aped

\é K@m .'MEANS OF TRANSPORTATION ARE CONTRAINDICATED because it would be harmful to the patient's

condition. Even if no other means of transportation are available, ambulance trips must be medically necessary and not for convenience. FOR
MEDICARE ONLY - significant medical documentation MUST accompany these claims. Document why other means of transportation are

contrma.indi)eawd. | SM

Desngn medncal personnel who falsely atlest to a prescribed ambulance trip, "who knowingly or willfully makes or causes to be made any false
statement or representation of a material fact in any application for MEDICARE benefits or payments under the applicable law, shall be guilty of a
félony and conviction thereof resulting in a fine, imprisonment, or both."

A Phys:c:an, Physscmn Assxstant, Nurse Practitioner, Clinical Nurse Specialist, Regtslered Nurse or Discharge Planner who knowingly or willfully
makes, or causes to be made, false statement or representation of a material fact in any application for MEDICAID benefits or MEDICAID
paymenls may be prosecuted under Federal and State criminal laws. A false attestation can result in civil monetary penalties as well as fines, and may

[OWshpd D (201 I

¢ of MD, PA, NP, CNS, RN or D/C Planner  Attestation Date

m'ev osm/oa)
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Pafford Emergency Medical Services
PHYSICIAN’S AUTHORIZATION FOR AMBULANCE SERVICE

Patient d 05\/\ l/\)h‘\smhw\i‘ Date ol’Transpm;t O[, O\’ aoqq
From &DS‘D\A\-E{\ \D( To &DSPH—ZL\ E)

To be covered ambulance services must be both reasonable, and medically necessary. Please fill out the following form.

PLEASE CHECK ANY OF THE FOLLOWING REASONS PERTAINING TO PATIENT’S CONDITION AT THE TIME OF
TRANSPORT

was bed confined - (for a beneficiary to be considered bed-confined, ALL of the following criteria must be met: a) The
beneficiary is unable to get up from bed without assistance; b) The beneficiary is unable to ambulate; AND ¢) The beneficiary is unable to sit
in a chair or wheelchair.) - **State reason confined (Be very specific)

was transported in an emergency situation, e.g. as a result of an accident.

needed to be restrained (chemically or otherwise)

required Oxygen EKG v

had to remain immobile because of a fracture that had not been set or the possibility of a fracture.

was experiencing a severe hemorrhage.

could be moved by stretcher. ** State reason for stretcher transport, e.g. contractures, poss fx, decubitus, etc, **

Contractures Fetal Upper Extremities Lower Extremities
Paralysis Quadriplegic Hemiparesis Semiparcsis
Decubitus Ulcers Buttocks Coceyx Hip

Staff - Other

Cardiac Reasons: ( ) A.L.S. Monitoring ( ) Dysrythmias ( ) Cardiac Cath ( ) CHF ( ) Pulmonary Edema
( ) Other - Explain:

STATE THE MEDICAL NECESSITY FOR TRANSFER OF THE PATIENT BY AMBULANCE, IF NOT CHECKED ABOVE:

IF, INTER-HOSPITAL TRANSFER:
A: Type of Specialist Needed:

B: What Services were not available at first facility?

**+% SIGNATURE and PRINTED NAME OF PHYSICIAN OR HEALTHCARE PROFESSIONAL REQUIRED*#***
IF PATIENT HAS MEDICAID, MUST BE SIGNED BY PHYSICIAN ONLY

[wttimy s~ Ol- 01-Q044

PHYSICIAN'S SIGNATURE PRINTED NAME and CREDENTIALS DATE

For MEDICARE Patients, if unable to obtain attending physician’s signature, any of the following may sign:
(Please check the appropriate box)
(0 Registered Nurse O Discharge Planner (J Physician Assistant O Nurse Practitioner O Clinical Nurse Specialist

NURSE'S/AUTHORIZED SIGNATURE PRINTED NAME and CREDENTIALS DATE

*#k+F NOT GIVEN TO THE AMBULANCE CREW, PLEASE FAX TO 1-800-464-1966 ****
IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT US AT : 1-800-451-8036 REV. 5/6/14



o (o v
Pafford Emergency Medical Services
PHYSICIAN’S AUTHORIZATION FOR AMBULANCE SERVICE

Patient () D SV\ wh‘ L/)/U/) W Date of Transport O\h O‘ - aOoff’f

From Te

To be covered ambulance services must be both reasonable, and medically necessary. Please fill out the following form.

PLEASE CHECK ANY OF THE FOLLOWING REASONS PERTAINING TO PATIENT'S CONDITION AT THE TIME OF
TRANSPORT

was bed confined - (for a beneficiary to be considered bed-confined, ALL of the following criteria must be met: a) The
beneficiary is unable to get up from bed without assistance; b) The beneficiary is unable to ambulate; AND c) The beneficiary is unable to sit
in a chair or wheelchair.) - **State reason confined (Be very specific)

was transported in an emergency situation, e.g. as a result of an accident.

needed to be restrained (chemically or otherwise)

required Oxygen EKG v

had to remain immobile because of a fracture that had not been set or the possibility of a fracture.

was experiencing a severe hemorrhage.

could be moved by stretcher. ** State reason for stretcher transport, e.g. contractures, poss fx, decubitus, etc, **

Contractures Fetal Upper Extremities Lower Extremities
Paralysis Quadriplegic Hemiparesis Semiparcsis
Decubitus Ulcers Buttocks Coccyx Hip

Staff - Other

Cardiac Reasons: ( ) A.L.S. Monitoring ( ) Dysrythmias ( ) Cardiac Cath ( ) CHF ( ) Pulmonary Edema
( ) Other - Explain:

STATE THE MEDICAL NECESSITY FOR TRANSFER OF THE PATIENT BY AMBULANCE, IF NOT CHECKED ABOVE:

IF, INTER-HOSPITAL TRANSFER:
A: Type of Specialist Needed:

B: What Services were not available at first facility?

wikik SIGNATURE and PRINTED NAME OF PHYSICIAN OR HEALTHCARE PROFESSIONAL REQUIRED###*
IF PATIENT HAS MEDICAID, MUST BE SIGNED BY PHYSICIAN ONLY

/\_,//_\

PHYSICIAN'SSIGNATURE PRINTED NAME and CREDENTIALS DATE

For MEDICARE Patients, if unable to obtain attending physician’s signature, any of the following may sign:
(Please check the appropriate box)
O Registered Nurse ~ [J Discharge Planner O Physician Assistant O Nurse Practitioner 3 Clinical Nurse Specialist

NURSE'S/AUTHORIZED SIGNATURE PRINTED NAME and CREDENTIALS DATE

*X[F NOT GIVEN TO THE AMBULANCE CREW, PLEASE FAX TO 1-800-464-1966 ****
IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT US AT : 1-800-451-8036 REV. 5/6/14
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Pafford Emergency Medical Services
PHYSICIAN’S AUTHORIZATION FOR AMBULANCE SERVICE

Patient J DSW \}J hbﬁﬁhuﬂf Date of Transport Dl_' O ‘ - QDOIOI
From \‘\DSD\‘\TA\ p‘ Te RDSQ\ \'Cb\

To be covered ambulance services must be both reasonable, and medically necessary. Please fill out the following form.

PLEASE CHECK ANY OF THE FOLLOWING REASONS PERTAINING TO PATIENT’S CONDITION AT THE TIME OF
TRANSPORT

was bed confined - (for a beneficiary to be considered bed-confined, ALL of the following criteria must be met: a) The
beneficiary is unable to get up from bed without assistance; b) The beneficiary is unable to ambulate; AND c) The beneficiary is unable to sit
in a chair or wheelchair.) - **State reason confined (Be very specific)

= was transported in an emergency situation, e.g. as a result of an accident.
\/ needed to be restrained (chemically or otherwise)
required Oxygen EKG 8%

had to remain immobile because of a fracture that had not been set or the possibility of a fracture.

was experiencing a severe hemorrhage.

could be moved by stretcher. ** State reason for stretcher transport, e.g. contractures, poss fx, decubitus, etc. **

__ Contractures Fetal Upper Extremities Lower Extremities
Paralysis Quadriplegic Hemiparesis Semiparcsis
Decubitus Ulcers Buttocks Coceyx Hip

Staff - Other

Cardiac Reasons: ( ) A.L.S. Monitoring ( ) Dysrythmias ( ) Cardiac Cath ( ) CHF ( ) Pulmonary Edema
( ) Other - Explain:

s I‘A@ FHE\MEDICALaE(,FSSI I'Y FOR TRANSFER OF THE PATIENT BY AMBULANCE, IF NOT CHECKED ABOVE:
|0 O\rt&swo chovor, sujadal

IF, INTER-HOSPITAL TRANSFER:
A: Type of Specialist Needed: DS% Oﬂ\ (/{Jr r,[ (/ i
B: What Services were not available at first facility? b\{ CV\ U/W[(/

otk SIGNATURE and PRINTED NAME OF PHYSICIAN OR HEALTHCARE PROFESSIONAL REQUIRED*###
IF PATIENT HAS MEDICAID, MUST BE SIGNED BY PHYSICIAN ONLY

CQurdriuwy e Coudney Welms o Q1-01- 2044

PHYSICIAN'S SIGNATURE PRINTED NAME and CREDENTIALS DATE

For MEDICARE Patients, if unable to obtain attending physician’s signature, any of the following may sign:
(/ (Please check the appropriate box)
Registered Nurse O Discharge Planner (J Physician Assistant O Nurse Practitioner O Clinical Nurse Specialist

\i(Je ol vidue Fosker. i 0l-01-

NURSE'S/AUTHORIZED SIGNATURE PRINTED NAME and CREDENTIALS DATE

*HEXF NOT GIVEN TO THE AMBULANCE CREW, PLEASE FAX TO 1-800-464-1966 ****
IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT US AT : 1-800-451-8036 REV. 5/6/14
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Pafford Emergency Medical Services
PHYSICIAN’S AUTHORIZATION FOR AMBULANCE SERVICE

Patient d OSL/) wh ‘%Y]W Date of Transport OI ’ O] 3 5?05/5{
rom_TOSPITL Y Y2 w_ thopitul 193

To be covered ambulance services must be both reasonable, and medically necessary. Please fill out the following form.

PLEASE CHECK ANY OF THE FOLLOWING REASONS PERTAINING TO PATIENT’'S CONDITION AT THE TIME OF
TRANSPORT

was bed confined - (for a beneficiary to be considered bed-confined, ALL of the following criteria must be met: a) The
beneficiary is unable to get up from bed without assistance; b) The beneficiary is unable to ambulate; AND ¢) The beneficiary is unable to sit
in a chair or wheelchair.) - **State reason confined (Be very specific)

was transported in an emergency situation, e.g. as a result of an accident.

, needed to be restrained (chemically or otherwise)
\/ required Oxygen v EKG \/ v

had to remain immobile because of a fracture that had not been set or the possibility of a fracture.

was experiencing a severe hemorrhage.

could be moved by stretcher. ** State reason for stretcher transport, e.g. contractures, poss fx, decubitus, etc. **

__ Contractures _ Fetal __ Upper Extremities __ Lower Extremities
Paralysis Quadriplegic Hemiparesis Semiparcsis
Decubitus Ulcers Buttocks Coceyx Hip

Staff - Other

v/

STATE T(UE MEDIC&LNECESSITY FOR TRANSFER OF THE PATIENT BY AMBULANCE, IF NOT CHECKED ABOVE:
NS |

Cardiac Reasons: (\/{A.L.S. Monitoring () Dysrythmias ( ) Cardiac Cath ( ) CHF ( ) Pulmonary Edema
() Other - Explain:

uns, Sop,

IF, INTER-HOSPITAL TRANSFER: (\/ ‘ i
A: Type of Specialist Needed: de[ D O(})i

B: What Services were not available at first facility? Oumlomﬁﬂ

*+++ SIGNATURE and PRINTED NAME OF PHYSICIAN OR HEALTHCARE PROFESSIONAL REQUIRED*###
IF PATIENT HAS MEDICAID, MUST BE SIGNED BY PHYSICIAN ONLY

PHYSICIAN'S SIGNATURE PRINTED NAME and CREDENTIALS DATE

For MEDICARE Patients, if unable to obtain attending physician’s signature, any of the following may sign:

/ (Please check the appropriate box)
Registered Nurse O Discharge Planner {0 Physician Assistant (0 Nurse Practitioner 0 Clinical Nurse Specialist

Nameey Vo B Nangy Vot @0 0= 0 Aod

NURSE'S/AUTHOKIZED SIGNATURE PRINTED NAME and CREDENTIALS ATE

*#*+*[F NOT GIVEN TO THE AMBULANCE CREW, PLEASE FAX TO 1-800-464-1966 ****
IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT US AT : 1-800-451-8036 REV. 5/6/14



Medicatd — 0K
NH +o H

N# +o Dr. Office
and eturn Mp

Healt

CERTIFICATE OF MEDICAL NECESSITY
Nursing Home Non-Emergency and
Emergency Ambulance Transport

Date of Transport:

Patient Name: Soonercare #
—l
Origin: Destination
= e |
)k I.  What medical Condition exists that makes transport by ambulance necessary?

* 2. Please check any or all of the following that apply.
This patient is unconscious and/or unresponsive to voice/pain.

This patient requires administration of medical care and/or assessment
transport. (Cardiac monitoring, Medication administration, O2, etc.)

during

This patient must be transported on a stretcher and may not be transported in a
sitting position such as a wheelchair.

Please state why:

This patient has a contagious disease. Please state DX.

This patient requires restraint and/or constant attendance due to confusion or
combativeness.

| certify to the best of my professional ability that this patient’s condition warrants ambulance transportation and no
lesser means is medically appropriate.

% Print Physician Name:

% Physician Signature: Date:

RN | NP DR Can all s'mn

OHCA Revised 04/10/2014 HCA-40




Physician’s Certification Statement

Pa_ti_enr_- Run#:
Medicare#: Date of Service:
Origin: . Destination:

Level of Care Required:
[. Is the treatment for ﬂkh the patient is being transferred available at the hospital of

origin? Yes No
2. If treatment is not available, what is the specific service(s) for which the patient is being

transported?

Patient's Ambulatory Status:

[. Can the patient sit up in a chair? Yes L | Nol

2. If patient can sit in chair, amount of time patient can tolerate sitting:

3. If patient is confined to bed, what movement limitations prevent the patient from
getting out of bed (i.e. location of any paralysis; balance limitations; etc.)?

4, What illness created the movement limitations in #3?

Does the patient require O2 for this transport? Yes[l NO‘D

|.  For what condition is it required?

*, Other Conditions:
I. Other conditions affected by travel in such a way that without ambulance

transportation, harm would come to the patient:

2. What harm might be expected?

4{— Signature Title Date

ONLY A PHYSICIAN, RN, DISCHARGE PLANNER, PHYSICIAN ASSISTANT, NURSE PRACTIONER, OR CLINICAL
NURSE SPECIALIST CAN SIGN THIS FORM

* Name Printed

TO BE COMPLETED BY AMBULANCE: MILES TRAVELED ONE WAY:

PLEASE COMPLETE AND SIGN THIS FORM AND GIVE TO TRANSPORTATION PROVIDER

OHCA Revised 03/21/20]14
o P(S (bovdinar rs;l-seié to E-'fh out

Dr fills out




Cﬂfa{-'OK

Oklahoma Fospilal 1o

1, [+114;]Care
Authority

Physician’s Certification Statement

Patient: Run#t:

—

Medicaretf: Date of Service:
Origin: Destination:
—

Level of Care Required:

I. Is the treatment for In—mlich the patient is being transferred available at the hospital of
origin? Yes No

2. If treatment is not available, what is the specific service(s) for which the patient is being
transported?

;“é. Patient's Ambulatory Status:

I. Can the patient sit up in a chair? Yes L | Nol |

2. If patient can sit in chair, amount of time patient can tolerate sitting:

3. If patient is confined to bed, what movement limitations prevent the patient from
getting out of bed (i.e. location of any paralysis; balance limitations; etc.)?

4, What illness created the movement limitations in #3?

Does the patient require O2 for this transport? Yesg No Q

I.  For what condition is it required?

* Other Conditions:
I. Other conditions affected by travel in such a way that without ambulance

transportation, harm would come to the patient:

2. What harm might be expected!?

3k Signature Title Date
ONLY A PHYSICIAN, RN, DISCHARGE PLANNER, PHYSICIAN ASSISTANT, NURSE PRACTIONER, OR CLINICAL
NURSE SPECIALIST CAN SIGN THIS FORM

% Name Printed

TO BE COMPLETED BY AMBULANCE: MILES TRAVELED ONE WAY:

PLEASE COMPLETE AND SIGN THIS FORM AND GIVE TO TRANSPORTATION PROVIDER

OHCA Revised 03/21/2014 HCA-27

s PLS Loovdinate Gllg out
br Glls ouh



DCHART

D-DISPATCH
C-CHIEF COMPLAINT
H-HISTORY OF PRESENT ILLNESS /

PERT PAST HISTORY
A-ASSESSMENT
R-TREATMENTS/MEDS/PROCEDURES
T-TRANSPORT

E- EXCEPTIONS- ANYTHING OF OTHER
IMPORTANCE THAT NEEDS NOTED IN
THE PCR



_a

Aa
A&OX3
A&OX4
ABC
abd

Ab

ac
ACLS
admin
A-fib
A-flut
ALS

Abbreviation

Before

Of each

alert & oriented to person, place, and time
alert & oriented to person, place, time and situation
airway, breathing, circulation
abdomen

abortion

before meals

advanced cardiac life support
administration

atrial fibrillation

atrial flutter

advanced life support
against medical advice

acute myocardial infarction
ampules

anterior

anteroposterior

adult respiratory distress syndrome
aspirin

arteriosclerotic cardiovascular disease
atherosclerotic heart disease
atrial tachycardia
atrioventricular

bundle branch block

bilateral breath sounds

twice a day

bowel movement

blood pressure

beats per minute

breath sounds

body surface area
bag-valve-mask

with

cancer

calcium

coronary artery bypass
calcium chloride

coronary artery disease
capsule

catheter

complete blood count
capillary blood glucose

cubic centimeter

chief complaint

chief complaint

coronary care unit
congestive heart failure
chloride

centimeter

central nervous system
complains of

carbon monoxide

codeine

carbon dioxide

continue

chronic obstructive pulmonary disease
cardiopulmonary resuscitation
cerebrospinal fluid

cervical spine

cesarean section

clear to auscultation

central venous pressure
chest x-ray

hospital discharge

D&C

Detox
Dig
DM
DNR
DOA
DOE
DPT
DT’s
D5wW
D50W
Dx
ECG
EEG
EENT
EMD
ENT
EOA
Epi
ER/ED
ET
EtCO2
ETT
ETA
ETOH
Exam
F

F

Fib

Fl

Ft

Fx

G
GCS
GI

Gr
GSW
Gtts
GU
GYN
Hr
Hgb
Hct
HEENT
Hg
H&P
HPI
Ht
Hx
H20
ICP
ICU
IDDM
Le.
™M

IPPB
VP
IVPB

JVD
K+

KVO
Lt

Meaning
Dilatation and curettage
Detoxification

Digitalis

diabetes mellitus

do not resuscitate

dead on arrival

dyspnea on exertion
diphtheria, pertussis, and tetanus vaccine
delirium tremens

dextrose 5% in water

dextrose 50% in water
Diagnosis

Electrocardiogram
Electroencephalogram

eye, ear, nose and throat
electromechanical dissociation
Ear, nose and throat
esophageal obturator airway
Epinephrine

emergency department
Endotracheal

. |End tidal CO2

endotracheal tube
estimated time of arrival
ethyl alcohol
Examination

Female

Fahrenheit

Fibrillation

Fluid

Foot

_ |Fracture

Grams
Glasgow Coma Scale
Gastrointestinal

"IGrain

gunshot wound

Drops

Genitourinary

Gynecologic

hour

hemoglobin

hematocrit

head, eyes, ears, nose & throat
mercury

history and physical

history of present illness/injury
height

history

water

intracranial pressure

intensive care unit

Insulin dependent Diabetes Mellitus
that is

intramuscular

intraosseous

intermittent positive pressure breath
intravenous push

IV piggy back

joules

jugular vein distention
potassium

kilogram

keep vein open

Left

Pafford EMS v2016-1 154



. Meaning
temperature

transient ischemia attack
three times a day

increased, elevated

| upper respiratory infection
unable to determine
urinary tract infection

| ventricular tachycardia

' i , first d
white blood count primary, Bzt depree

secondary, second degree
herefore

Meaning

Pafford EMS v2016-1
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D- DISPATCHED PRIORITY 1 TO RESIDENCE IN ******* FOR STROKE/CARDIAC SYMPTOMS
C- PT COMPLAINS OF CRUSHING CHEST PAIN

+

0-- UPON WAKING

P-- NONE

Q-- CRUSHING

R-- LEFT ARM

$--9/10

T-- 0800

H- PT STATES UPON WAKING UP SHE WAS HAVING CRUSHING CHEST PAIN AND TOOK 324 ASA. PT
CONTINUED EXPERIENCING CRUSHING CP THROUGHOUT THE DAY.

+
A-- PEN

M-- UNKNOWN
P-- UNKNOWN
L-- NIGHT PRIOR
E-- WAKING UP

A- UPON ARRIVAL TO RESIDENCE PT IS FOUND LAYING SUPINE IN BED WITH RAPID SHALLOW
BREATHING, PALE SKIN COLOR, AND DIAPHORETIC. PT WAS A&Ox4 GCS 15. PT PLACED ON CARDIAC
MONITOR AND VITAL SIGNS ACQUIRED. 12-LEAD ESTABLISHED AND PT GIVEN NITRO AND ASA. AND IV
ESTABLISHED. HELICOPTER CONTACTED

R- ALS ASSESSMENT VITAL SIGNS CARDIAC MONITOR W/ 12-LEAD ESTABLISHED, ASA, EN ROUTE PT
GIVEN MORPHINE AND NITRO.

T- PT MOVED TO COT BY SCOOTING FROM BED TO COT WITHOUT INCIDENT OR ASSISTANCE. PT MOVED
TO AMBULANCE SECURED PER SAFTEY PROTOCOLS. PT TRANSPORTED CODE 3 FROM RESIDENCE TO LZ
WITHOUT INCIDENT UPON ARRIVAL TO LZ PT CP DECREASED TO 4/10 FROM INITIAL 9/10. EN ROUTE TO
CANADIAN LZ, CHANGED TO ARROWHEAD LZ. PT MOVED FROM GROUND CREW COT TO ROTARY WING
COT AND PLACED IN HELICOPTER. PT CARE TRANSFERRED TO ROTARY WING CREW PARAMEDIC



D-UNIT 212 RESPONDED P4 TO HMH ER W FOR PT TRANSPORT TOIF FOR POST CARDIAC
ARREST

PT WILL REQUIRE STRETCHER AND ACLS PARAMEDIC AMBULANCE TRANSPORT /CM / ADVANCED AIRWAY
MONITORING / VENTILATOR / IV MONITORING AND MAINTENANCE ENROUTE

C-PT IS UNRESPONSIVE GCS 3 POST CARDIAC ARREST SECONDARY TO VENTRICULAR FIBRILLATION AND
RESPIRATION ARREST PT IS INTUBATED AND SEDATED

H-PT WAS BROUGHT IN TO ED APPX 2000 HOURS TODAY BY OTHER EMS COMPANY FROM HOME

FAMILY STATED PT HAD EATEN DINNER AND WAS READING A BOOK THEN WENT INTO SEIZURE LIKE ACTIVITY PT
LOST CONSCIOUSNESS PT HAD NO PULSE FAMILY STARTED CPR AND CONTINUED UNTIL EMS ARRIVED TOOK
OVER CPR ON SCENE AND TRANSPORTED PT TO HMH ED

PT LIST NO ALLERGIES AND NO OTHER MED HX IN CHART

A-U/A FOUND €@ Y/O @R UNRESPONSIVE PT INEJIIING® GCS 3 CHEMICALLY SEDATED AND INTUBATED
WITH 7.5 ET TUBE SECURED WITH TUBE HOLDER @ 24 ON THE LIPS PT IS ON VENTILATOR ASSIST CONTROL RATE
OF 24, TV =500, PEEP OF 7, FIO2 OF 100 % / SINUS TACH W/ MULTIFOCAL PVC's >6 MIN ON CM 4 LEAD WITH
ETCO2 SHOWING 38mmHg / IV PUMP W/ NS @ TKO / DIPRIVAN @ 6.6 mL PER Hr = 10 meg/kg/Hr/ PT HAS IV SITE
TO RIGHT A/C 20 GAGE WERE MEDICATIONS BEING ADMINISTERED PT HAS 20 GAGE TO LEFT HAND W/ LOCK IN
PLACE PT HAS FOLLY CATH IN PLACE PT HAS NG TUBE IN PLACE CAPPED OFF AND NOT HOOKED UP TO SUCTION

PT AIRWAY / BREATHING CONTROLLED AND ASSISTED BY ET & VENT, PUPILS NON REACTIVE DILATED TO 6, NO
JVD NO TRACH DEVIATION NOTED, PT ADB IS DISTENDED PT PULSES PRESENT IN ALL EXTREMITIES, PT HAS NO
BLEEDING NOTED. PT SKIN PINK WARM AND DRY

PT BEING TRANSFERRED FOR POST CARDIAC ARREST /ACUTE RESPIRATORY FAILURE W/HYPOXEMIA &
HYPERCAPNIA

PT ADMITTING DX OF CARDIAC ARREST 2ND TO VENTRICULAR FIBRILLATION / ASPIRATION PNEUMONIA W/
HYPOXEMIA AND RESPIRATORY FAILURE

PT NEEDS SPECIALITY SERVICES OF PULMONOLOGY / CARDIOLOGY / INTENSIVIST/ NOT AVB AT SENDING FACILITY

R-ALS ASSESSMENT, CM 4 LEAD, IV NS TK /1V ON PUMP W/ DIPRIVAN RUNNING @ 6.6 HAD TO CUT BACKTO 5
WHEN PT BP DROPPED / VENTILATOR / CAPNOGRAPHY /

T-PT LOADED ONTO COT 8Y STAFF AND EMS EMS CONFIRMED TUBE PLACEMENT ASCULTATION OF BREATH
SOUNDS & ETCO2 PT SECURED PER SAFETY PROTOCOL IN SEMI-FOWLER POSITION PT EQUIPMENT ALL
SECURED FOR TRANSPORT . PT TRANSPORTED CODE 3 TO CSMHC TK PT HAD SLIGHT CHANGE IN BLOOD
PRESSURE DURING TRANSIT HAD TO ADJUST FLOW OF DIPRIVAN TO IMPROVE BP PT HAD NO OTHER NOTABLE
CHANGES AFTER ADJUSTMENT OF MEDICATIONS . PT REP GIVEN TO CSMHC VIA RADIO APPX 5 MIN PTA

UA PT TAKEN TO #§il» PT MOVED FROM COT TO BED BY EMS AND STAFF SECURING ALL LINES AND TUBES PT
MOVED FROM EMS VENT TO HOSPITAL VENT BY HOSPITAL RESPIRATORY STAFF TUBE PLACEMENT CONFIRMED
BY EMS AND HOSPITAL STAFF VIA ASCULTATION OF BI LAT BREATH SOUNDS AND ETCO2 AFTER PT TRANSFER
FROM COT TO BED PT REPORT GIVEN TO STAFF CARE TRANSFER PAPERWORK AND BELONGING TURNED OVER TO
STAFF
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D -- DISPATCHED PRIORITY _TO

RESPONDS TO

RESPONDS FROM

PEOPLE ON SCENE

ADDITIONAL RESOURCES DISPTACHED

CONDITON OF RESIDENCE

ENVIRONMENTAL FACTORS

DELAYS

EMS ENTERS THE SCENE TO FIND THE PATIENT

C-- CONSENTS TO TREATMENT, TRANSPORT, AND ASSESSMENT.
WHEN EMS WAS CALLED THE PATIENT WAS EXPERIENCING

PAIN SCALE

WHEN EMS ARRIVED THE PATIENT WAS EXPERIENCING

PAIN SCALE

WHAT WAS THE PATIENT DOING WHEN IT STARTED

WHEN DID IT START

TYPE OF PAIN

RADIATION OF PAIN

DOES ANYTHING MAKE IT BETTER/WORSE

EVER HAPPENED BEFORE

WHAT DID THEY DO FOR IT

H -- MEDICAL HISTORY
SURGICAL HISTORY

MEDICAL ALLERGIES



ENVIRONMENTAL ALLERGIES

REACTIONS TO ALLERGIES

RECEIVED INFORMATION FROM

PRESCRIBED MEDICATIONS TAKEN TODAY

OVER THE COUNTER MEDICATIONS TAKEN TODAY
PHYSICIAN CONTACTED

PCP

ANY RECENT ILLNESS OR HOSPITAL STAYS

HOME HEALTH/HOSPICE

WERE HH OR HOSPICE CONTACTED

SMOKING/DRINKING/DRUGS

A -- MENTAL STATUS

TYPICAL STATUS

GCS

E--

V--

M --

ABILITY TO FOLLOW COMMANDS
DEMEANOR

HARD OF HEARING

DOUBLE VISION OR BLURRED VISION
EYES
GLASSES/CONTACTS/GLAUCOMA/CATARACTS

SYNCOPE



DIZZINESS

RESPIRATORY RATE

QUALITY

DEPTH

ISSUES SPEAKING OR SWALLOWING
COUGH/MUCUS
JVD/TRACHEAL DEVIATION
SKIN TEMP

ENVIROMENTAL TEMP
TURGOR

CONDITION

MOISTURE

ABDOMINAL PAIN
ABDOMINAL TENDERNESS
ABDOMINAL DISTENTION
ABDOMINAL GUARDING
MENSTRUAL PERIOD
ERECTIAL DYSFUNCTION MEDICATIONS
BLOOD GLUCOSE LEVEL
TYMPANIC TEMP

CARDIAC RHYTHM

CARDIAC RATE
PACEMAKER/DEFIBRILLATOR
NAUSEA/VOMITING

CHEST PAIN



HIP PAIN

NECK/BACK PAIN

RECENT TRAUMA OR FALLS
EXTREMITIES

ASSISTANCE FOR WALKING
GAIT

WOUNDS

EDEMA

LABS/XRAY/CT READINGS
REASON FOR ADMISSION
EATING/DRINKING
PEEING/POOPING
ADDITIONAL EQUIPMENT / PICC /FOLEY / PEG
PERTINENT NEGATIVES

SCENE --

R -- TREATMENT PRIOR TO ARRIVAL

EMS TREATMENT

IV/LOCATION

FLUID RESUSCITATION
DRUGS/INTERACTIONS

NARCOTIC USED/SIGNED/WASTED
ORDERS/PROTOCOL FOR INTERVENTIONS

REPEAT ASSESSMENT



T -- PATIENT MOVED TO STRETCHER VIA

PATIENT SECURED VIA TOP HARNESS AND TWO STRAPS ACROSS LEGS AND TWO RAILS RAISED. PATIENT
PLACED IN THE _ POSITION

THE POSITION IS NOTED AS COMFORT POSITION FOR THE PATIENT
BLANKETS/PILLOWS

STRETCHER LOCKED INTO PLACE BY LOCK BAR WITH ALL DOORS SECURE
TRANSPORTED CODE

DELAYS

DESTINATION

DESTINATION DECISION

RIDERS / FOLLOWING

PHONE REPORT GIVEN TO

ORAL REPORT GIVEN TO

BELONGINGS WITH PATIENT

PATIENT PLACED IN

PATIENT MOVED VIA

RAILS RAISED AND STAFF PRESENT

WE ARE CLEAR OF THE PATIENT AT THIS TIME



D- UNIT RESPONDED PRIORITY FOR IN /AT

C- PT STATES THEY HAVE ORPT C/O OR PT HAS INJURIES FROM
OF

H- PT WAS PRIOR TO CALLING FOR EMS TODAY

PT HAS MED HX OF PT HAS PAST SURGICAL HX OF

PT HAS FOOD ALLERGIES & DRUG ALLERGIES OF

A-UPON ARRIVAL FOUND Y/O M/E IN POSITION LOCATED

A&OX'S __, GSC , PUPILS, BREATH SOUNDS & AT RATE AND

QUALITY, ___JVD, TRACHEA , ABD , BACK , CERVICAL, THORACIC,

LUMBAR EXAM .SMC’S IN TACT X’S w/ DEFICIT NOTED, SKIN ,
& ,

PT HAS PAIN SCALE OF /10 AND DESCRIBES PAIN AS . PTD-STK/CBG .

PT SHOWING RHYTHM ON LEAD.

H2H 1. PT TRANSFERING DX
2. SERVICES ARE NOT AVB AT /OR TRANSFER IS @ PT REQUEST
3. PT WILL BE RECEIVING SPECIALITY SERVICES AT

DISCHARGES- 1. PT REQUIRES EMS TRANSPORT DUE TO

2. PTIS UNABLE TO SAFELY AND REQUIRES AN EMT FOR MONITORING
OF SAFETY AND LIFE STATUS
3. PTHAS EQUIPMENT AT TIME OF TRANSPORT

R- ADULT / PED ___ ASSESSMENT, V/S, PULSE OXIMETRY, CBG, , )

T- PT LOADED ONTO COT VIA ___ EMS PERSONS BY .PTPLACED IN POSITION OF
COMPFORT. SECURED PER SAFETY PROTOCOLS. PT TRANSPORTED CODE __ TO

PT HAD CHANGES WHILE IN EMS CARE.
PT REPORT GIVEN VIA PHONE / RADIO.

U/A@ PT PLACED IN BY __ EMS PERSONS VIA . PT CARE AND
BELONGINGS TURNED OVER TO STAFF.
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HOPE, AR, 71802
(800) 451-8036

Run Number:

Date of Service:
Patient Name:

Patient Care Report

e, oA
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HOPE,
(800)

b Run Number:
e

mf PO BOX 1120 .
Date of Service:

AR, 71802

451-8038 Patient Name:

. Patient Care Report

AcceptTi reatment and Transprt -
sk SOV E,

Mk SO

XWMW

R T e N o ks

o SR A s

Pat ID Band/Tag #:
_ Fire Inc Report #:

Why patlent did not sign

Who signed
Hand Contractures

Crew Member #2 - BROOMFIELD, AMANDA D

BY SIGNING BELOW, | CERTIFY THAT THE PATIENT WAS PHYSICALLY OR MENTALLY
INCAPABLE OF SIGNING AT THE TIME OF TRANSPORT, AND THAT NONE OF THE
AUTHORIZED REPRESENTATIVES AS DEFINED IN 42 C.F.R. §424.36(b)(1)-(4) WERE
AVAILABLE OR WILLING TO SIGN THE CLAIM ON BEHALF OF THE PATIENT.

¥

01/02/2015 06:38 Facility Acceptance

Facility Employee - m, gary <Not applicable>

| certify that . was received by our facility on the date and time set forth
on this report and accept responsibility from crew members RAY, RENAE, BROOMFIELD,

AMANDA D.

CREW INFORMATION :

T Craw# ama

Start Dato/Time ;
Crewi# Name
RAY, RENAE
Level; Mississippi EMS Driver

BROOMFIELD, AMANDA

Level; EMT-Paramedic

Page 4 of 4

ZOLL Rescuepet -¢ePCR

5.4.0.0



Run Number:

e —

PO BOX 1120 .
MG AR, 71802 Date of Service:
(800) 451-8036 Patient Name: SN

&

5Y SIGNING BELOW, | CERTIFY THAT A COMPLETED AND SIGNED SIGNATURE
AUTHORIZATION FORM HAS BEEN OBTAINED, SCANNED AND ATTACHED TO THIS PCR.

Wt b mertie e
W ’ i A

CREW INFORMATION

Start Date/Time ;

Crew#’ Name Crew# Name

MURRY, RANDY BROOMFIELD, AMANDA

, Level: EMT-Paramedic

Page 4 of 4

5.4.0.0 ZOLL Rescuenet -ePCR




o e ‘ PAFFORDMEDICAL SERVICES SlGNATUREFORM R S Tor Stk
PATIENT NAME: L VAAS, et o DATE OF TRANSPORT: _lm&\dj_[‘}g_
pEsTINATION LocaTion: __ INUSE DDe. TiME AT DEsTINATION: __JYAQ.8E.

COMml
; TN |

| ACKNOWLEDGE THAT | AM LEGALLY RESPONSIBLE FOR THE AMBULANCE SERVICES PROVIDED TO ME. | REQUEST THAT PAYMENT OF
AUTHORIZED MEDICARE, MEDICAID, AND/OR OTHER INSURANCE BENEFITS BE MADE ON MY BEHALF TO PAFFORD MEDICAL SERVICES
FOR ANY SERVICES FURNISHED TO ME BY PAFFORD MEDICAL SERIVCES WHETHER IN THE PAST, NOW OR IN THE FUTURE.

I AUTHORIZE ANY HOLDER OF MEDICAL INFORMATION ABOUT ME OR OTHER RELEVANT DOCUMENTATION ABOUT ME TO RELEASE TO
THE CENTERS FOR MEDICARE AND MEDICAID SERVICES AND ITS AGENTS AND CONTRACTORS, ANY AND ALL APPROPRIATE THIRD
PARTY PAYORS AND THEIR RESPECTIVE AGENTS AND CONTRACTORS, AS WELL AS TO PAFFORD MEDICAL SERVICES, ANY
INFORMATION OR DOCUMENTATION IN THEIR POSSESSION NEEDED TO DETERMINE THESE BENEFITS AND THE BENEFITS PAYABLE FOR
RELATED SERVICES WHETHER IN THE PAST, NOW OR IN THE FUTURE.

| ACKNOWLEDGE THAT | HAVE BEEN PROVIDED WITH A COPY OF PAFFORD MEDICAL SERVICES' NOTICE OF PRIVACY PRACTICES ON
THIS DATE.

| UNDERSTAND THAT THIS AUTHORIZATION MAY BE USED BY PAFFORD MEDICAL SERVICES FOR ALL SERVICES, WHETHER IN THE PAST,
NOW OR IN THE FUTURE UNTIL | REVOKE THIS AUTHORIZATION IN WRITING AND | PERMIT A COPY OF THIS AUTHORIZATION TO BE USED
IN PLACE OF THE ORIGINAL.

NS s oxeferverd

Signature of Patient Date

REASON THE PATIENT IS PHYSICALLY OR MENTALLY INCAPABLE OF SIGNING (MUST BE COMPLETED BY CREW OR REPRESENTATIVE):

Anove 10 age. o ReoSon  heve |2 Joa e mUAVLY

BY SIGNING BELOW, | AFFIRM | AM ONE OF THE FOLLOWING INDIVIDUALS, AND | AM SIGNING ON BEHALF OF% éA'AEq%j I
UNDERSTAND THAT | AM SIGNING IN ORDER TO PERMIT THE ABOVE NAMED COMPANY TO SUBMIT A CLAIM FOR ITS SERVICES TO
MEDICARE AND ALL OTHER PAYORS. MY SIGNATURE IS NOT AN ACCEPTANCE OF FINANCIAL RESPONSIBILITY FOR THE PATIENT.

(MUST CHECK ONE): Q' Qo\d\
PATIENT'S LEGAL GUARDIAN
TIENT

RELATIVE OR OTHER PERSON WHO RECEIVES GOVERNMENTAL BENEFITS ON THE PATIENT'S BEHALF a\
RELATIVE OR OTHER PERSON WHO ARRANGES PATIENT'S TREATMENT OR MANAGES THE PATIENT'S AFFAIRS C*
REPRESENTATIVE OF AN AGENCY OR INSTITUTION THAT FURNISHED CARE OR OTHER SERIVCES TO THE PA S-Q\Q

-Oooo

Signature of Representative Printed Name of Repreentative Date

COMPLETE THIS SECTION ONLY IF: (1) THE PATIENT WAS PHYSICALLY OR MENTALLY INCAPABLE OF SIGNING, AND (2) NO
AUTHORIZED REPRESENTATIVE WAS AVAILABLE OR WILLING TO SIGN ON BEHALF OF THE PATIENT

(A) AMBULANCE CREW MEMBER STATEMENT
BY SIGNING BELOW, { CERTIFY THAT THE ABOVE-NAMED PATIENT WAS PHYSICALLY OR MENTALLY INCAPABLE OF SIGNING AT THE TIME
OF TRANSPORT AND THAT NONE OF THE AUTHORIZED REPRESENTATIVES AS DEFINED IN 42 C.F.R. §424.36(b)(1)-(4) AND LISTED IN
SECTION 2 WAS AVAILABLE OR WILLING TO SIGN THE CLAIM ON BEHALF OF THE PATIENT.

REASON THE PATIENT IS PHYSICALLY OR MENTALLY INCAPABLE OF SIGNING (MUST BE COMPLETED BY CREW):

Nouhnoe 10 F pds Ouk A Von Use WA Sedion

Signature of Crew member Printed Name of Crew member Date
(B) RECEIVING FACILITY REPRESENTATIVE SIGNATURE OR [ RECEIVING FACILITY REP SIGNATURE OBTAINED ON SHORT FORM
THE ABOVE-NAMED PATIENT WAS RECEIVED AT OUR FACILITY ON THE DATE AND TIME SET FORTH ABOVE.

Signature of Representative . Printed Name of Representative Date {SAF V.0213)

20f2




Pt. Name:

DOS:
Run #:

Unit #:

Crew:

PAFFORD

MEDICAL SERVICES

- Zoll EPCR Attachment Flow Sheet

First Middle Last
// /

Face Sheet

EKG Strip

CMN (Original?, Signed?, Dated?, Same as above?)
EMTALA Form

Other:
Other:

Driver/EMT

s#xx*Please ensure that ALL pages have the DOS & Run # on them# =+



S (T P

Og ¥ : ' : 5 .
Dgoithw Zoll EPCR Aftachment Flow Sheet
A Pt Name:  L)ONN DNoe
6‘» S First Middle Last
G —
\DO\’Ve . (wear)  (Pun %)
S\ AT 1] 439499
Unit #: 43
\/_ _ Face Sheet
—_— EKG Strip
MRy
— CMN (Original?, Signed?, Dated?, Same as above?) / e CeSHiHy
v EMTALA Form FBanser Foron
- Other:_\GRCOHe TOr yw)
N Other:__Sinatuve Fom , 9P, ect
Crew:

Medic ) LU Vode Driver/EMT
the Back- on N oe
*+++xPlease ensure that ALL pages %ave the DOS & Run # on them****x+

KOl F0RM



Pafford EMS
Zoll EPCR Attachment Flow Sheet

Madison \/ Rankin Yazoo Warren , Washington

pos: X ;1S [QOIR ¥NOF dote. O biviny
I \ROX (RUNE

rRun#: \ R . O09G
Unit #: l:k _l %
pr.Name: \N QI Wagen
First Middle Last
\/ Face Sheet Paper Refusal
__EKG Strip/12 Lead | ____ Other
LCMN (Original, Signed, Dated, Same as above)
__\L EMTALA Form> O»\SD oW oS MH’ SCO\Y\ i
—_ Narc Form dOwWﬂ'\“S ]
—__MVA Form %CQY’] ! ﬁﬂao{\] 2;] f JCUVV\
them In.
Belongings Form |
Me poan ISwrgen Doie)  Mabus |

Medic/Bastt N /Driver/Basic/Medic
, Tull & lcél\oLQ. hg[mgg | ;
**%%Please ensure that ALL pages have the DOS & Run# on them#****



PAFFORD

MEDICAL SERVICES

3+ TabletPCR 81312014 31654 PM __ [

(oo Jemre e e e R

P1s Twed From Amb. - Stretcher

@ Disposition Type of Ser\nce (1 of 31)
= ~a | -
=~ 911 Re @ (Scene)
Pationt Disp, ~ e
Times | Intercept

Interfacility Transfar

Madical Transport

.. | Battiers To Care MNane
Signatures ;
DestingtionDelsy  Mane o~

OK-Trauma Triag. .

Mutual Aid

Transpon

—_— ET o
Transpored On Stretcher : Standby
Pt Positon

~

1 Cond at Dest
Transpon Moda —
Transpornt Dalay Mone
Other Transpon Ag N

M[Q“ﬁ‘&jw (Spnen | (v Bpron |

VERIFY THAT THIS IS ILLUMINATED GOLD BY CLICKING
ON ANY OF THE TOP ROW OF BUTTONS AFTER YOU
HAVE ADDED YOUR ATTACHMENTS TO THE PCR.

L Patient J[Suhmcﬂve J[Ob;ctlvo Vital Signs tervel ml Roview

THIS WILL HELP ENSURE THAT THE ATTACHMENTS ARE
ON THE REPORT BEFORE IT IS SENT TO THE SERVER.

THANK YOU




MOTOR VEHICLE INFORMATION SHEET

PLEASE CIRCLE: SINGLE OR MULTIPLE ACCIDENT
LAW ENFORCEMENT ON SCENE:

VEHICLE #1 - DRIVER’S NAME:

OWNER’S NAME:

AUTO INS NAME:

ADDRESS:

POLICY NUMBER:

NAME OF PTS TRANSPORTED:

INCLUDE NAMES OF NPUS NOT
TRANSPORTED:

MAKE/MODEL OF VEHICLE:

VEHICLE #2 - DRIVER’S NAME:

OWNER’S NAME:

AUTO INS NAME:

ADDRESS/PHONE:

POLICY NUMBER:

NAME OF PTS TRANSPORTED:

INCLUDE NAMES OF NPUS NOT TRANSPORTED:

MAKE/MODEL OF VEHICLE:

PLEASE ATTACH ADDITIONAL INFORMATION IF NEEDED IF
MORE THAN 2 VEHICLE ACCIDENT.



MVA SHEET

[ Who IWHISENHUNT286, { Qg ]Tmuma

15:02:43 BP:158/90 (Manual C, — LSB | C~Co[lnr[ Dressin
il ~ [ cID Splinting - Basic Bandagi%;

15:02:43 Assessment-Adult AL = =

150243 Furosemide (LasiX) | [ C - Collar ] [ Spl"‘;‘gﬁ ] [ Irrigation ]

15:02:4 A
[ i MYASHEES . [ KED ] [ plinting -Tmcliol} [Hemoslulu: AgemJ
| |~
[ o [ Extrication ]{ Deco%her:;sion ][ Tourniquet ]
| E :

| 2=

sassnmm
At Patient Side [‘M

[

[ ]
[ Dest Transfer o ]
)
[ ]

[ Morphine ][ Dilaudid ][ Fentanyl ]
J ) ]

[ Nubain [ TXA

Blood Glucose
Analysis

[
e
[

MVA SHEET

10/14/2017 3:21:58 PM __

10/14/2017 15:02:43 Assessme Select an intervention:
10/14/2017 15:02:43 Furosemi.. —= Catego]'y Intervenhon
10/14/2017 15:02:43 MVA SHE.| | =
12 Lead ECG-Transmittec
Common - BLS Prc Assessment-Adult ALS
; " ALS Provider Assessment-Pediatric AL
1 BLS Provider Blood Glucose Analysis
Medications Cardi nitor - ALS / In
J , All {_ MVASHEET
» | ¥
[ Destination Activat Pulse Oximetry

Venous Access-Extremity

Venous Access-IV Mainte

[«

" Venous Access-Saline Lo

B3] % ). |
[ er [ ooopee] @ v ][uo»m][ %sm«n] (o e |

| == —

i} b < 1 *




PTA No
Who

Certfication Level

Law Enforcement Agency
Pedestrian Accident

Single Vehicle Accident

Multi- Vehicle Accident

Driver Vehicle #1

Owner's Name ( Vehicle 1)

Auto Insurance Name ( Vehicle 1)
Policy Number { Vehicle 1)

Name of all Passengers ( Vehicle 1)
Make/Model/Color of { Vehicle 1)
Driver Vehicle #2

Yo Bloaman L\ Lakial

»

:A’:;Add Ifj’]c;}:y IXDeleler P &

MOTOR VEHICLE INFORMATION SHEET

PLEASE CIRCLE: SINGLE OR MULTIPLE ACCIDENT
LAW ENFORCEMENT ON SCENE:

VEHICLE #1 - DRIVER'S NAME:
OWNER'S NAME:

AUTO INS NAME:

ADDRESS:

POLICY NUMBER:

NAME OF PTS TRANSPORTED:

INCLUDE NAMES OF NPUS NOT

TRANSPORTED:

MAKEMODEL OF VEHICLE:

VEHICLE #2- DRIVER'S NAME:
OWNER'S NAME:

AUTO INS NAME:

ADDRESS/PHONE:

POLICY NUMBER:

NAME OF PTS TRANSPORTED:

INCLUDE NAMES OF NPUS NOT TRANSPORTED:

MAKEMODEL OF VEHICLE:

PLEASE ATTACH ADDITIONAL INFORMATION IF NEEDED IF
MORE THAN 2 VEHICLE ACCIDENT.
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Request the “Dispatched PCR” as indicated below by tapping the run number A, and then tapping
“Request PCR” B. Open the PCR and Complete it as you normally would have completed a “New” PCR.

-+ TabletPCR - Inbox JOSH WHISENHUNT286 1/7/2016 9:03:03 AM

$Currenl Crew J 01/07/2016 09:02:28 JOSH WHISENHUNT286 [veh: 209]

- ™ V = @ 4 7 V ;
_/TOperl ][ DNE‘! l[ ¥i?:nl J[ ‘.‘f'?‘l‘ann ][ _ -_Mergq[ g Print ][ A Delete }
= = = )

PCRs checked out to your Inbox i TR R S A o o A T ‘
' No PCRs are checked out. |

1 4 m
Pending PCRs \

Run Number \‘S)tatus Dispatched First Name Last Name | DG
o 1712 ispatched 01/07/2016 09:... CALL TEST

£y P s —TTY

eExil H R Repqg;sl][ y S.:::v::][ ._‘_;.Messuges;] { g)Help ]{.‘[?BOPHDIIS]




If you fail to use a “Dispatched” PCR, and create one from “New”, upon completion, when you save the
call to the server, it will enter a processing status called “Validation Required”. To correct this error, you
must “Merge” a “Dispatched PCR” the the PCR you created from “New”. This Process is outlined below.

-2+ TabletPCR - Inbox JOSH WHISENHUNT286 1/7/2016 9:29:02 AM __ [7]

[ aCummt Crew ] 01/07/2016 09:02:28 JOSH WHISENHUNT286 [veh: 209]
=2 = e — - . fﬁm o - - — ———— -
4’ Openj[ DI,New ][ | Pt ][ g™ Move J[ Merge ][ 3 Print ]L
L 1= e 2
PCRs checked out to your Inbox
Run Number - Status | Dispatched First Name Last Name 'D
1712 Open 01/07/2016 09:02... CALL TEST
‘ T ——— T e b ‘
Pending PCRs
Run Number Status Dispatched | First Name Last Name
1712 Validation Required
< | . m gy oy L Sty AhY
f %o - a < |
O | [ | bae [ @ven | aomems | (D |
\" =




Select Both PCRS by tapping them, and notice that the “Merge” button has not been activated for use.

Both Run numbers must be identical in order to Merge the 2 PCRs into 1.

++ TabletPCR - Inbox JOSH WHISENHUNT286 1/7/2016 9:05:00 AM

[ J-Currem Crew | 01/07/2016 09:02:28 JOSH WHISENHUNT286 [veh: 209]

f \_/] Open ][ DNS‘N J[ pﬁfgﬂl][ ¢ Move [ ._1_1MergeJ 7an J[ S petete \

/
PCRs checked out to your Inbox *
Run Number  Status Dispatched First Name Last Name ' DG

Open ?
& pe
> ie — opn lowmaoneon-jonr st

=M

" i. T T . e z

Pendlng PCRs
No available Pending PCRs.

<« | m | "

: GExit ] [\;;t- Regl(.l:!;.il][ SSQ::LO‘][*'{F’;Mess_ages] C@ Help ] [ih-(bOp!iouS] ” b))




With both PCRs Having Matching Run Numbers, the Merge button illuminates.
Tap “Merge” and the two PCRs will become 1.

>>> NOTE: This cannot be un-done. Once two PCRs are “Merged” you cannot reverse the process.

<o+ TabletPCR - Inbox JOSH WHISENHUNT286 1/7/2016 9:05:35 AM __ [7]

l \a Current Crew \ 01/07/2016 09:02:28 JOSH WHISENHUNT286 [veh: 209] |

[ éjOpen ][ [;New ][LU Pﬁﬂgn }[ {ﬁ*t.\luove [ L‘ erge ] —j Print ][ g:gDelem /‘

PCRs checked out to your Inbox -

. Run Number Status Dispatched First Name Last Name Dq
& 1712 Open

o 1712 Open 01/07/2016 09:... CALL TEST

[ [

Pending PCRs
No available Pending PCRs.

« | . » ||

(0 ) (o) (e (o) (o ) 2] @




@ V\Iquﬂow

PCRs Returned to Users

‘l o7 Comest e | 10171201409 38 87 1 Gorvection ven 101]

FEOGUTE A BLE OAT

[ O | [ M | e | L@ | ruo |G

If a PCR appears in your inbox in a COMPLETE status, it has been returned to you.

A. It might have a Billing QA issue
B. It might have a Clinical QA issue

Check the workflow comments once you have requested the PCR from the server.

| et | 1172014 00 3887 1 Dovecion w101}

(cidtore e (A { o o e 20 "'
O et et b g st

Haa [ el out N el b fom Aasem |

Dvwns Pl Wimw  Popmry Conmgpons  Wavdon M WorInm Oryersares POR 10
1

Pandng FORS

o vl e Prasaeng PCTH

(O | s | v @ [(vomm |



Open the PCR and it will automatically open to the Review Tab, the QA Comment form.

Pt

= :
1
\

| (e ; —

!t fooa ,o--’t [ l.@q—-l%m | ‘ﬁ]. o |

Click to open the comment entered by Billing or QA department.

| ’&- lm&) E"--'”F 3

(T T TTE WP W VA RAVINL CALLR BACY 10 11 BETVER QA Comments A
Q WOIBELOW Wil SAVING CALLS DACK T0 THE SEii I
(ot ) =
e e T 3
-.:'r'-': [y Bl OPac i
= -
(aaaan )|
— -~ "
| Vwwgon |
[ Pessand | | - |1
e 1 ) o) ‘
| v [Qrwesne] @y | Ay | yomem | | | e |

This screen will open giving the details of why the PCR was returned to the user.



There are 2 types of QA
QA- Markers & QA Comments

Billing- These will generally require some additional information on the PCR or work to be done to
areas of the report for proper and prompt billing of claims. PCRs that are returned for corrections will
require an addenda. Utilize the Addenda tab on the left to complete this action.

Clinical- These may or may not require additional work to be done on the PCR, and these may be for
quality improvement purposes as well as to note for future educational use.

TEST BONANTY

I p——— ]

/1772014 03 81 30 WORKFLOW V/8 BAVING CALLS RACX TO THE BERVER Caf Mmnib
-~ r-.\‘\ farg KM Reason |
== R oo s b il
' ™ ‘ A L a e WOSRTLOW WS BAVREL CALLS RACE 10 Trie WPV R =
[(_previem Blng - Suetcher Reewn 5
-
(w e, ) Pt O « Docarwentaton Dongsata
I\ - Chrwad - Degussm taton irvcngreie ll—
il ' b Chncad - Explanadon Requesied
:\F—_’ Chrscad - Pyohoot Fokowsd
I Viemecn | o
| " Catvenl - Profoodt ol Felawnd
l R ) = Cansl - QA Comphie
< Canical - GA Fincings Unv emerkabie 1
i Carvoal - Raquest Med Drector Revew ‘
[ Carncal - Reques! QA Board Review | ~
Cirscal - Statl Coumeing Camgieted |
| ] Clrucal - Stat! Countaing Raguasied L
- |3 |
| |
| |
l_“‘lil “"! Uinushict AN
l &, 10 komll ) ey lﬂ,m-—h %m-nl ].m_.l B o l

After correcting the problem with the PCR or taking note of why the PCR was returned it will have to be
sent back to the sending authority.

THIS CAN ONLY BE DONE BY UTLITIZING THE
WORKFLOW BUTTON




A screen will appear (PCR Reviewed) this is for the user to enter that the run has been corrected, an
addenda added, or comments noted. Just something to acknowledge that the PCR is ready to go back to
the sender.

o Tl CH STUSOUANLS VIR0 O SH7 AT AN

N ey P p———

\ |w'|7m|'|wiln WORKFLOW V/8 Mvmmnmln THE SERVEN 1 (A Marker ol 1)
\ Lt - P
PCA Paonrwnrd
Codms, | Tme N— |
Communts i |
P"ﬂ °“ et DOENDAADDED  GACOMMENTS NOTED | i l wCul ] =

Bams ,l (Ben )L L
(st , i7" Pasie |
I ME;:)

-__‘._,___—__—__._.__.__

| mE
@l@ml Gma u’ﬁoum] %m-a]

Unsalocl Al ][

[ e |

**x%%* The user will have to enter a message in order to continue, **¥*# ¥

Push OK !! THE PCR WILL NO LONGER BE IN THE USERS INBOX.

** IF THE USER DOES NOT HIT THE __!l BUTTON AND JUST SAVES THE PCR TO THE SERVER
IT WILL NOT EVER LEAVE THE USERS INBOX.**

THANK YOU!!



Additional data collection for validation

Tips to assist and reduce time during the Complete PCR phase
Complete
PCR

Below is a not value button and can be useful in places which no other values are a valid

choice. .E

take place.

In some further examples we will demonstrate where this use of this should

If a person’s name (Pafford Crew) is not in the crew set up do not put that person’s
name anywhere on the report. Only the staff whom are in the crew set up under the REVIEW
Tab can be the persons who are the answers for any of the following fields in vital signs and / or
interventions.

You cannot select a Pafford Crew from the list. You must select
can’t find and type in the name if it is a Pafford Employee.

08/17/2017 16:49:51 "~ Aiway-Combilube
Tims 164951 08/17/2017

# of Atempts

Indications

. Vital Sig... |

(3 of 50) ‘

Vitals ICuﬂ'ec!iorl‘ 3
Taken Time 1649510 . ‘
= T EMS Provider |

aw Enforcement

Patient Position
BP Mathod

(]>|>>;

Othar Haalthrara™Renvider




Patient Acuity

These defmitions match the Model of Clinical Practice of Emergency Medicine and acknowledge that the
patient’s acuity level is essential for identifving priorities for care m the out-of-hospital setting.

Critical Emergent Lower Acuity

Patient presents with Patient presents with Patient presents with symptoms of an
symptoms of a life- symptoms of an illness | illness or mjury that have a low
threatening illness or mjury | or injury that may probability of progression to more
with a high probability of progress m severity or | serious disease or development of
mortality if immediate result m complications | complications.

mtervention is not begun to | with a high probability

prevent further airway. for morbidity 1f

respiratory. hemodynamic | treatment is not begun

and/or neurologic quickly.

mstability.

Initial Pt Acuity / OK Trauma Priority

This is a raquired field and is located in tha TRIF TAB under the SCEME zaction. Pleasze sea
the appendix on acuity in section 7 of this guide Final Patient Acuity for further descriptors.

\
|
WM

| Delay @ Bcane hera %4 Delwy

N
| ¥ ol Pahen e pe
-~

Slagur Csvusty o L

COnarzme #P7A

Astabbamasd Cromm ive Saimien
Al Cowee 1

ASH Coww I

A Cowe 3 —

bt

Initiml Pt Acuity/OK Trawuma Pr; (5 of 10)
Cririndd WATTOLE Tlarsurscilolion ETorts (Blaeok)
Lorwans Aoty (Cisaars) / Fhosonty S
e e (Yollons) / PRty -

Cetnoanl (FRasc) £ ooty |



Final Patient Acuity

These definitions match the Model of Clinical Practice of Emergency Medicine and acknowledge that the
patient’s acuity level 1s essential for identifying priorities for care i the out-of-hospital setting.

Critical Emergent Lower Acuity

Patient presents with Patient presents with Patient presents with symptoms of an
symptoms of a life- symptoms of an illness | 1llness or mjury that have a low
threatening illness or ijury | or injury that may probability of progression to more
with a high probability of progress in severity or | serious disease or development of
mortality if immediate result m complications | complications.

mtervention is not begun to | with a high probability

prevent further airway. for morbidity 1f

respiratory. hemodynamic | treatment is not begun

and/or neurologic quickly.

mstability,

This field is located under the OUTCOME tab and in the OUTCOME section.

Final Patient Acuity Not Documented

Final Patient Acuity: (9 of 34) |

Lower Acuity (Green)

Barrers To Care None Noted
Destination Delay None/No D..
Standby Purpose Critical (Red)

Trauma Center Crit.. ~ Dead without Resuscitation Efforts (Black)
Transport

Emergent (Yellow)

Transported On Stretcher

Pt Position

Final Patient Acuity

Transport Mode
Transport Method Ground-Am...

Transport Delay None

Intercept Recipient ..

«

Other Transport Ag...

[ C% ] Unselect

Based on fcidentPaient Dispoitio, the following hould b recorded: FinalPaient Avuity, Desiation Paient Transfe of Care Date Time




MVA

PT position in seat/vehicle relocated

All MVA’s require a patient position and this field has moved from the OTHER section under the
OBJECTIVE TAB to the Trauma Tree.

Trauma > MVA > Position of Patient in Vehicle

i IIT'rauma? MVA > Position of Patient in Vehicle>

[an Row (Driver Side)/Motorcycle Passenger : 1
) | a 2nd Row Middle Seat 3
> ‘ 2nd Row Passenger Side
)
3rd Row (Driver Side)
' | 7 3rd Row (Passenger Side) [~
b 3rd Row Middle
> Bus/Cargo Van Passenger
~
9 ‘ Front Middle Seat -
= Front Left Seat (Driver Side)/Motorcycle Driver .
) > ' Front Seat-Right(Passenger Side)
R Pick-up Bed
[ 7 I L?\ ] Riding on Vehicle Exterior (non-trailing unit)
MVA’s require an injury indicator
Trauma > MVA > Injury Indicators or N/A [:J
['fr_aﬁnﬁ; MVA >  Injury Indicators > o
Death in same vehicie
L = Ejection from vehicle (partial or complete) x|
| Extrication took longer than 20 minutes ‘
|
: Fire
| o~ ~
‘ Motorcycle accident only |
— Other/EMS Discretion —‘
: Pregnancy>20 Weeks
B -
_ Systolic BP < 110 and age > 65
—— | Windshield Spider/Star =
‘ - None Y |
o IInknvwmn —
‘ m »




MEDICATIONS

When possible and it is not interrupting good quality patient care. It is better to
document what the patient is actually taking rather than the use of list or meds brought with

patient. If you have a list or if the patient has brought them then you should be able to report
to the state what they are correct?

) | Medications > -

Medications

List Brought with Patient
— ||
) ~ ‘ ‘ Other - Not Listed

) Medications > '
. _ _T__' == ‘"'W_ 7”777.7 — - —————— — ———— - — I
Medications Brought with Patient _

A

If no medications are with the patient use

Reason Not Documented

select the most appropriate choice.

| Reason Nc;tm[#):;c:umeniédd

Refused

Unresponsive
Unable to Complete

None Reported

Not Applicable

@None Reported



OTHER ASSOCIATED SYMPTOMS

At times a patient may have more than one complaint sign or symptom of an illness and / or
injury yet other times the patient may only present with a single problem. In an occurrence
such as this the other associated symptoms would flag a state rule as shown below.

}ﬁ Other Associated Symptoms Not Documented or Select Not Applicable
You don’t want to leave the other associated symptoms blank or each time you attempt to run

the complete call rules this item will be triggered slowing down the process of locking out the
trip ticket.

Associated Symptoms

Primary Symptom Altered mental status

Other Assoc. Symp. @:Not Applicable

Resolve by adding “Not Applicable” .



PROVIDER IMPRESSION

The ambulance staff’s provider impressions can also work in the same manner. Without
answering a Secondary Impression the system will trigger a State Rule as shown below.

Select Provider's Secondary Impressions or select Not Applicable

If no applicable Secondary Impression applies select the “Not Applicable” button.

| Impressions >

o i |
——— == —] ] _'-"'_' — e 3 R 1
Dibetc Symptoms (ypogoem .
Dizzi Verti | =
izziness [ Vertigo A DBnhaa ‘
Secondary Impression
@ Not Applicable 0 Dizziness / Vertigo o
Drug Abuse
-~
Electrocution w
Endocrine / Metabolic Problem Other |~
| N
e Search | k |l unselect




ADDRESS REMOVAL
Pick-up Physical Mailing NOK Drop off

To remove and address from the PCR you have to move in an inverted order. Clear out the Zip
Code then work from the bottom to the top.

ZIP Code 71801
State ARKANSAS
‘ ZIP Code — ZIP Code
City Hope
County Hempstead State ARKANSAS State ARKANSAS

Phone 2 County Hempstead -

ZIP Code ZIP Code

|
s !
O A Al o
|

County

You have to remove the county first then take out the city and last take out the state.

If you have accidently taken out the state before the county and the city the program will lock out the

IR T

fields below the state as you can see in this example.

Add a state back in the state field and this will give the ability for data removal of any address fields
below the state.

State ARKANSAS

County Hempstead



Canceled call Instructions

EPCR entry for clearing out cancelled calls

1071472017 4 4940 P __

‘@ Dispatch | | call Source: (1ot 19)
e “ '@ 911 conter
| Miteages

Despatched Complamnt Suck P Obyect Swallowsd | v of tilkculty Brantung. can k) Dwect Cal
I -’.‘_:‘ ) Dispatch Urgency 2-Prionty 2 = Hospilal
N /' Addiunal Rasponse Mods Descrptors Nursing Home
Dispaich Detay None/Na Detay
I Response Delay Nona/Ma Delay Finpsicians ffce f Gk
i Obaetuvcs =
I EMD Pedormad Yes. Unknown d Pre-Amval instrucsons Grean
Pick-Up Address
Faclity
| Address 4205 GREENNG ST
[ Addrane2 |
[ P Code 71801 |
State ARKANSAS
= HOPE 1|
County Hempslead [
Couniry United States
Frows (2708251108

"
g
L 3
:’




@lﬁ[—luw [ — ~— [

‘Type of Service: (10f 34)
BHRM(M) 7 - o o g - 1R
Intercept
Interfaclty Transport
Medical Transporl
Mutual A
Standty

| Tramspon Made 2-Pronty 2
Tramaport Method Gasund Ambulance

| Transport Delay None

| Intircapt Reciprnt Agenc 10K)

Othver Transpont Ageacy

| Omes Trans. Anvval
Ot Trans. Daparture
Drop-OHt
Dwstnaton Resson ClosamFacity e
| Cars Not Avadabis At Ongin

Pt Trad From Amb Suetcher |
Fucility Nama i

Address | |
Address 2 I
P Code

State.

e T

10/ 1472017 4 5147 PM

| N o O Type of Servie: (roran
Patent Dusp Canceled Pror ko Armval Al Scene
S € 911 Rosponse (Scone)

( T Bamars ToCare None Noted
) Dentnaton Daiay Mona o Daiay Intercept

) Standby Pupote a Interfacity Transport
\___/ AEIANG Codtc ChAS Medical Transport
Tmespen Mutual Ad
~ | Tranapoasd On

Pt Poghon — Standy
Fonal Pabent Acuty
| Transport Mods
Transpon Memed
Transpon Delay
Intarc apl Racipeant Aganc y (0K}
e Tranapart Agency

Otvar Trany. Amval

Othar Trans. Depanurs

Drop-Off

Destnaton Reason

Cava Not Availabla At Ongin ~
iF’\ Txnd From Amb

| | Facility Nama

Address 1
| Addrana 2
| TP Code

State

Phone
Destnston Type
| Receming MDRN

Em ) om A 3] C==/E™Y




lelPCR

N

1142017 207PM __

— -

Time of Injury/Onset: (-5:00) CDT (101 14)
QO o o P B T AR R S A0 R SRR |
1 PSAP Cat 164201 101472017 2
| Dispatch Nosted 164201 16142017 = Time Date Event
() 22 Ty B i
it P 160400 10142017 -
(\:—/ | A Patenasite 160500 10142017 =
DecaSeane L 160600 10142017
Desinateon 160700 101412017 |
| Dasinsbon Transierof Cave 160800 101142017 I
e A A R A TR AR SR R - O S O R B D — |
! Cancel Tima 164642 16/1472017 161000 10142017
: Tiass Hosplted Tenm Hoted 161100 101142017 [
181200 10142017 :
| — 161300 1011412017
i 161400 10142017 —
| 161500 10142017
' e 161600 10142017
| 161700 10142017 ~
| 161800 10142017
| 161900 10142017
1 182000 10142017 —
162100 10142017
162200 10142017
x 182300 101142017 ¥

162400 10142017
162500 10142017
IRANN IVIANT

( ® | )

e s R e e By |

10/1472017 A 52 30 PM  __

=5 -

en J|m{x1p-—«-11:-—mﬂ|£l

> Unit Back at Home Location: (-5:00) CDT (12 of 14)
o/ | Tima cfirpury Onsat 164200 107472017 FeTT——
PSAP Cal 164207 107142017 1 J
Drapatch Noshed 164201 107142017 Time Date Event
|/~ | Dapaches 16:4213 1011472017 = 164400 10142017
& ) 164303 10142077
| 164500 107142017
|{ AR Traums Scem N
| 164600 101142017 .
k Band ) At Patent Side
DapantScans — 164642 10142017  Cancel Tme In Senice
Destnaton 164700 10142017
D T —_—
¥boaton Tranyie of Care. 184800 10142017
In Senace 164642 102017
184000 10142017
~
Cancel Tume 164842 10714207 165000 10142017
Tima Hospital Team Nothed 165100 10142017 ~
165200 10142017
165300 10142017
165400 10142017 —
165500 10142017
- 165600 10142017
| 165700 10142017 et
| 165800 10142017
165900 10142017
170000 10142017 |
170100 10142017
170200 10142017
= 170300 10142017 ¥

170400 10142017
170500 10142017
170A00 10142017
(. 4 | Can'tFind | s

—
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In any instance that you are having trouble finishing out an EPCR we are here to help. Do have
questions or suggestions we would like to hear your feedback. Just visit the help desk at the
site listed below.

Please remember to include the run number, verify the ticket is saved onto the server, and add
as much additional information of the problem including screen shots or pictures if available to
further assist you. This way we can easily assist you and the ticket is accessible at the Hope
office.

http://helpdesk.paffordems.com

HELP DESK TEAM

ZOLL EPCR TEAM: IT TEAM:
Joshua Whisenhunt Morgan Smith
Leesa Johnson Derek Keathley
Hunter Lee
Jared Thomas- Ridgeland Office

Thank you



