
H2H Com Center Rep: ________________
EVS: Auth:

Phone  (866) 276-9554
Fax        (877) 483-3608

TYPE OF TRANSPORT

      OXYGEN

Reason for transport:

BILLING

Transportation Requests

FAX FACE SHEET WITH REQUEST 
PLEASE SEND PCS FOR STRETCHER REQUESTS

 AMBULANCE (If Ambo, please circle LOC and SCT must have Screening Tool): BLS,  ALS,  SCT 

BARIATRIC AMBULANCE AMBULATORY 

WHEELCHAIR BARIATRIC W/C 

DOCTORS APPT 

KIDNEY F/U 

VENOUS PROCEDURE 

MRI 

LYMPH PROCEDURE 

PEG PROCEDURE 

DISCHARGE 

CT SCAN RADIATION 

CARDIAC CATH 

OTHER explain: _______________ 

Patient Name:  

 Bill Facility Approval :       YES        NO 

Social Security # 

Date of Transport: Pick-Up Time: 

Date of Birth: 

Intake Date 

WEIGHT: HEIGHT: Room #: 

Doctor's Name: 

Destination Address and Zip:  

Destination Phone #: # of steps: 

DIALYSIS:  
  S     M     T     W     T     F     S      CIRCLE DAYS 

MEDICARE 

BRAVO 

MEDICAID 

EVERCARE 

PRIVATE INSURANCE 

POLICY #: 

Responsible Party Info: Relationship: 

Phone: Address: 

Person Requesting Transport:  

DNR:             YES          NO 

Escort:             YES              NO 

H2H WHEELCHAIR REQUIRED 

O2:   YES     NO 
LPM ________ 

Reminder: PCS for Dialysis transports require MD signature  

Appointment Time:  

PSYCH TRANSFER MEDICAL TRANSFER TO ANOTHER 
FACILITY (HLOC or Lateral) 
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