
Form 2015 (3/2012)   MEDICAID TRANSPORTATION JUSTIFICATION REQUEST   New York State Department of Health 
 

Patient Name __________________________________________  Date of Birth __/___/____   Medicaid Number: ____________________ 
 

1. Please check the medically necessary mode of transportation:          
 

Livery: The enrollee can walk to the curb and board and exit the vehicle unassisted, but cannot utilize the bus or subway. 
Ambulette Ambulatory: The enrollee can walk but requires driver assistance from residence to the medical appointment. 
Ambulette Wheelchair: The enrollee is a wheelchair user, requires a lift-equipped or roll-up wheelchair vehicle and driver assistance. 
Stretcher Van: The enrollee is confined to bed, cannot sit in a wheelchair, and does not require medical attention/monitoring during transport. 
BLS Ambulance:  The enrollee is confined to bed, cannot sit in a wheelchair, and requires medical attention/monitoring during transport for reasons 

such as isolation precautions, oxygen not self-administered by patient, sedated patient.  
ALS Ambulance: The enrollee is confined to bed, cannot sit in a wheelchair, and requires medical attention/monitoring during transport for reasons such 

as IV requiring monitoring, cardiac monitoring, tracheotomy. 
 

2. Please justify the mode of transportation chosen above: 
 
 
 
 
 
 
 
3. Is the requested mode of transport a long term need of the patient, or temporary?  Long Term           Temporary          If temporary, for how long?   ___ months 
 

CERTIFICATION STATEMENT:  I (or the entity making the request) understand that orders for Medicaid-funded travel may result from the completion of this 
form. I (or the entity making the request) understand and agree to be subject to and bound by all rules, regulations, policies, standards and procedures of the 
New York State Department of Health, as set forth in Title 18 of the Official Compilation of Rules and Regulations of New York State, Provider Manuals and other 
official bulletins of the Department, including Regulation 504.8(2) which requires providers to pay restitution for any direct or indirect monetary damage to the 
program resulting from improperly or inappropriately ordering services. I (or the entity making the request) certify that the statements made hereon are true, 
accurate and complete to the best of my knowledge; no material fact has been omitted from this form. 
 
___________________________________          _________________________           ___/___/____         (         )               --                       . 
                    Physician's Name (PRINT)      NPI#                  Date      Telephone #  
 

_________________________________________________________          _____________________________________________________________________  
                            Hospital/Clinic/Practitioner Name                                                                                                                                                                      Hospital/Clinic/Practitioner Address 
 

______________________________________          ____________________        (          )           --                               _______________________________________ 
Name of person who helped complete this form                                                         Title          Telephone #       Signature of physician completing form 
 

Fax to: 877-585-8758 for Brooklyn medical providers.  877-585-8759 for Queens. Maintain original in medical record. 


