
CITIZENS AMBULANCE SERVICE 
19 Street Railroad Street, PO Box 224 

Wakeman, Ohio 44889 
(440) 839-2144 

Fax: (419) 581 - 5645 

 
Facility Transport Request Form 

 

Requesting Facility Information 

Requesting Facility: _______________________________ 

Department / Room #: ___________________________ 

Phone #: ________________________________________ 

Fax #: ___________________________________________ 

Sending Physician: ______________________________ 

Date of Transport: _______________________________ 

Requested Pick Up Time: ________________________ 

Contact Person: _________________________________ 

Destination Information 

Receiving Facility: _______________________________ 

Department / Room: ____________________________ 

Accepting Physician: ____________________________ 

Request Drop Off Time: _________________________ 

Insurance Coverage 

​ Medicare #________________________________ 

​ Medicaid # ________________________________ 

​ Medicaid Managed Care (Caresource, 

Aetna, Anthem, etc) 

​ Traditional 

​ Commercial Insurance 

Payor: _____________________________ 

ID # _______________________________ 

​ VA 

​ Self Pay 

​ Patient skilled at time of transport? 

​ Bill Facility 

Type of Transportation Requested 
​ ALS Ambulance 

​ BLS Ambulance 

​ Bariatric Ambulance 

Patient Information 

Name: _______________________________________ 

DOB: ______________________ Weight: __________ 

SSN: _________________________________________ 

Medical Necessity 
Is the patient bed confined (a patient who is unable to get 

up from bed AND unable to ambulate AND unable to sit in a 
chair)? 

 
                      Yes                               No 
 
Primary Diagnosis (ICD10): ____________________ 

Other Diagnosis (ICD10): ______________________ 

 
What is the reason for transport? 

______________________________________________ 

______________________________________________ 

 
Can service, treatment, or procedure be performed or 

provided at the sending facility? 
 
                      Yes                               No 
 

Patient Needs 
​ EKG / Cardiac Monitor 
​ Ventilator 
​ Oxygen 
​ Suction 
​ IV Pump / Transfusion 
​ Gravity Fluids 
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