American Medical Response

Run Number: ' Date & Time of Transport:

Patient Name:

Destination Name and Location; : , : L

I acknowledge that I am legally responsible for the ambulance services provided to me. I request payment of authorized Medicare
benefits and/or other Insurance benefits be mads on my behalfto AMR for any ambulance sefvices and supplies furnished to me by
AMR, whether In the past, now or In the future. I authorlze any holder of medical information about me or other relevant
documentation about me to releasé to’the Centefs for Medicare and Medicaid Services and its agents and contractors, any and all
appropriate third party payers and thelr respective agents and contractors, es well as AMR, any information or documentation in their

possession needed to determine these benefits and/or the benefits payeble for related serviced, whether in the past, now or in the
futurs. ’ '

Lacknowledge that I have been provided with & copy of AMR's Notice of Privacy Practices on this date.
- . K . I

-

Signature of Patient . ' Date -
' Representative Signatyre

Reason patient could not Sign: ) ‘

By signing below, 1 certify that T am one of the following Individual and that T am. autimriz‘cd to sign onthe patlent’s behalf (check
one): - : _ :
O Patlent’s legal guardian( 42 C.F.R. §42436(b)(1) S
O Relative or other person who receives governmental benefits on the patient's behalf (42 CF.R §424.36(b)(2) )
(0 Relative or other person who arranges patient’s treatment or menages the patient’s affairs(42C.F.R.§424.36(b)(3) )

Signature of Representative Printed Name Of Representative . Date

Facility Signature | .
Complete this section only if you are unable to obtnin the signature of the patlent or authorized representative
listed above : o :

L i ]
'

Reason patlent could not sign;__ ' l . : N

By signing below, I certify that the above-named patient was physically or mentally iricap:
transport, and that none of the individuals listed in 42 C.R.R. §424.36(b)(1)
on behalf of the beneficiary. . -

hle of signing at the time of
-(3) was a\;railable or willing to sign the clalm

Crew Signature .

Data
i 4
This sectlon Is to be completed by a representative of the sending or receiving facility; whenéver you are unable to obiain
the signature of the patient or an authorized representative, [Note: The Crew must also complete the "Crew signature”
section above. - : : -
i

Name and Location of facility: . o !

The above named patient, as described by AMR, was reéc_ix,cd by or transp urted fromiour facility, which provided care or

assistance to the patient, on the date and time set forth above. i ;
E {

' )

e

Signature of Recelving or Sending facility representative . . ' E Date

. P
0 foo
Printed name if Recelving or Sending facllity representative . : Title

-

y 1 .
AMR is required to obrr_ztn this forim In order to summit @ claim for payment to Medicare or other third party payer,
T[xfs signature Is inot an dccepiance of financlal responsibility for the patlent

LI




