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https://www.ohsu.edu/oregon-office-of-rural-health/emergency-medical-services-programs

Audio will be muted for all attendees at the beginning of the webinar.

However, this is meant to be an interactive session with discussion, so feel free
to raise your hand and unmute, and you can also post your question or

comment in the chat.

We encourage you to leave your camera on; it helps us feel connected!

Presentation slides and recordings will be posted shortly after the session at:
https://www.ohsu.edu/oregon-office-of-rural-health/emergency-medical-

Webinar Logistics

services-programs.
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Medicare Rules:
Signatures,ABN Use & Billing

Assignment of Benefits, Physician Certification & Advance
Beneficiary Notices under Medicare Part B

Prepared for the Oregon Office of Rural

Health at OHSU
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COURSE ROADMAP
What We'll Cover o
(% Medicare Payment, Assignhment & Billing Rules
AOB Forms & Medicare Signature Rules

PCS Forms & Medical Necessity Certification

ABN Forms: Mandatory vs. Permissible Use

® 0 O ©

Wrap-Up & Key Takeaways
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Medicare Background

S/((‘ Medicare
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Medicare Administration

* Medicare is a Federal program,
enacted in 1965

e Title XVIIl of the Social
Security Act

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

* Overseen by a Federal agency

called the Centers for
Medicare and Medicaid
Services (CMYS)

EMSIMC



MAGCs

° Medica— re ClaimS are Processed b)’ Medicare Administrative Contractors
companies that hold contracts to
handle claims in specific geographic
areas

e Called Medicare Administrative
Contractors (MACs)

* MAC contracts are periodically put out
to bid, so your MAC can change over
time

EMS MC



MAGCs

* Medicare rules are Federal, so
they are consistent across the
country

e However, MACs have some
discretion to establish their own
rules and policies

* Known as “Local Coverage
Determinations” (LCDs)

* Must be consistent with
Medicare laws and regulations

* Usually published on the
MAC’s website

S
CMS.gov S

Centers for Medicare & Medicaid Services

: isai Medicare-Medicaid Private Innovation Regulations &  Research, Statistics, ~ Qutreach &
Medicare Medicaid/CHIP c finati c 7 =

¥

< Back to Local Coverage Determinations (LCDs) by State Index

@ Local Coverage Determinations (LCDs) for Novitas Solutions, Inc. (04111, A and B
MAC, J - H)

Use the selection criteria below to select the LCD type you would like to see for the selected Contractor. Select the LCD Title to view the details page for the
specific record. You can also select items using their corresponding check boxes in the right column. After selecting the check boxes you can add the selected
items to your basket by selecting the Add to Basket Button

Please Note: This Index does not display superseded document versions. If you are looking for older/superseded document versions, then you can use the Date
Criteria on the Advanced Search.

Please Note: A paper clip icon (%) displaying beside a document ID number in the Index results indicates the LCD has an attachment.

B LCDs for Contractor Selection Criteria

EMSIMC



Railroad Medicare

* For a small percentage (< 1%)
of Medicare beneficiaries, their

Medicare benefits are fo ) MEDICARE HEALTH INSURANCE
administered by an agency
. . JOHN L SMITH

called the Railroad Retirement | | |
Board 1EGA-TE5-MKT72 |

. . HOSPITAL (PARTA) 03-01-2016

e This program has a dedicated MEDICAL (PART B)  03-01-2016
:

uSPeCIaIty MAC” RAILROAD

* Important to bill the correct
MAC if the pt is a Railroad
Medicare beneficiary

EMSIMC



Medicare Basics

* Medicare is organized into four basic

parts
* Part A — Hospital Insurance
* Part B — Medical Insurance
* Part C — Medicare Advantage
* Part D — Prescription Drug Coverage

EMS MC

Parts of Medicare

What Does Each Part of Medicare Cover?

Medicare Part A
[Crlginal Maeicars)
# Hospital inpatient services
& Skilled nursing facility care
* Home health care
* Hospice care

Medicare Part B
[Criginal Madicare)
* Qutpatient services
* Doctor's visits
* Medical testing
- * Lab services

."‘v """ * Praventive care

# Durable medical equipment

Medicare Part C
(Medicare Advantage)

* Medicare Part & benefits

= Medicare Part B benefits

* Prescription drug coverage available on
select plans

* Can include additional benefits not
coverad by Original Medicare

Medicare Part D

* Prescription drug coverage
* Each plan offers its own formulary

B ¢ Costs vary based on plan, location,

and carrier




Medicare Ambulance Spending

* Medicare spending on ambulance
services is a very small part of
overall Medicare spending

e About |% of Medicare Part B
expenditures

* About 0.5% of all Medicare
expenditures (Parts A, B, C and D)

EMS MC



Medicare Ambulance Revenues

Medicare constitutes the single Medicare (both Parts B and C)
largest payer for most ambulance comprise anywhere from 45% —
services 65% of the payer mix for most

ambulance services in the U.S.

EMSIMC



Medicare Eligibility

* The following classes of individuals are eligible for Medicare

* 65 or older
* This group comprises about 90% of all Medicare beneficiaries

* Disabled
* End-Stage Renal Disease (ESRD)

EMSIMC



Providers vs. Suppliers

* In Medicare terminology, a provider is actually a facility (for
example, a hospital)

* A supplier is a non-facility-based entity, including most ambulance
services

* Many use the term “provider” generically

* However, this distinction can be important when reading specific
Medicare laws and rules

EMSIMC



Medicare Part A

* Referred to as “hospital insurance”

* Covers
* Inpatient hospital services
MEDICARE

* Skilled Nursing Facility (SNF) care (up
to 100 days) Part A

* Hospice care
* Home health services

Hospital Coverage

EMSIMC



Medicare Part B
2026 MEDICARE PARTB

“ ° ° ” s i t i i S LIF] i VEIS wsician,
* Referred to as “medical insurance

Outpatient Medicare
Expenses Covers

* Ambulance services are paid under Part B Jucwve  comee s

% the reguired Medicare
Deductible deductible. per colendar year

* Also covers
Inpatient & Outpotient o, o
medicalfsurgical services EEW,;?JE'H AT 2[] ""J after

for physicians; physicol & : o 5283 deductible

speech theropy & outpotient

* Physician and other healthcare practitioner
Excess Charges

services 0% ALL COSTS

physicions that don't Above opproved omount.
occept Medicore Assignment.

. O utpatl e nt C a re Clinical Lab Services Generally 100% of opproved Nathing for services

amournt
° ° Blood B‘Cﬂi. uf appr Llfnzd_ u\murunll Filr-_»t a u-ulls plus 2.EI°.<; of
* Durable medical equipment (DME) e Bl

100% of opproved omount; Mothing for services; 20%
Home Healthcare 80% of opproved omount for of approved omount for

° S ome P reven tative se rvi ces durable medical equipment,  durable medical equipment

{]utputient HUSpitﬂ! Medicare poyment to hospital, Coinsuronce hosed on
bosed on outpatient outpaticnt poyment rates
Treatment procedure payment rotes.

P Need Help? 1-888-559-0103

help@medicarenationwide.com

EMS MC



Medicare Part B

2026 MEDICARE

Part

test and supplies

Outpatient
Expenses

* Medicare Part B is a voluntary
program

Calendar Year
Deductible

Medical Expenses

Inpatient & Outpotient
medicalfsurgical services
for physicians: physicol &
speech theropy & outpotient
diognostic tests.

* However, the vast majority of
beneficiaries enroll in Part B

Excess Charges

Up to 15% above for
physicions thot don't
occept Medicore Assignment.

Clinical Lab Services

* Part B requires a modest monthly
premium

* This amount is adjusted annually
based on inflation

Blood

Home Healthcare

Dutpatient Hospital
Treatment

MEDICARE
3 it

EMS MC

Medicare
Covers

Incurred Expenses after
the required Medicore
deductible.

80%

of opproved amount.

0%

Above opproved amaunt.

Generally 100% of opproved
amount

BO% of approved amount
after first 3 pints of bioed,

100% of opproved omount;
80% of opproved amownt for
durable medicol equipment.

Medicare poyment to hospital,
bosed on outpatient
procedure payment rotes.

PART B

[Medical)

B is Dutpatient Medical Insurance that covers physician,
per calendar year,

$283

per colendar year

Generolly
2[]% after
5283 deductible
Is met

ALL COSTS

Mothing for services

First 3 pints plus 20% of
approved amolnt for
odditional pints

Mothing for services: 20%
of approved omount for
durable medical equipment

Coinsuronce based on
outpaticnt poyment rates

Need Help? 1-888-559-0103

help@medicarenationwide.com




‘“Traditional Medicare”

What is covered under
* Parts A and B are referred to as Medicare?

“Traditional Medicare”

* Inpatient Hospital Care

= Skilled Nursing Facility Care
* Nursing Home Care

* Hospice Care

* Home Health Care

 These are traditional, fee-for-service
insurance-type programs

« Doctor Appointments
= Surgery

« Lab Tests

» X-Rays

s Preventative Exams

EMS/MC



Beneficiary Cost Sharing: Part B

Medicare Parts A and B

SOLLLEGIL2 HIE e These amounts are updated
beneficiary to pay an

annual deductible each annually for inflation
calendar year

Beneficiaries are also

responsible for e For Part B services, this is
SEDIEUSEIEIEEEE  20% of the approved amount

services

EMS/MC



Medicare Supplemental Insurance

* Most “traditional Medicare” beneficiaries (around 90%) have
some form of supplemental insurance
* “Medigap” coverage
* Could also be employer or union-sponsored retiree health
benefits
* In some states, Medicaid acts as supplemental Medicare insurer

EMSIMC



Medicare Part C

Known as “Medicare Advantage”

Sometimes called “Medicare replacement

Medicare managed care program Slans”

A majority of Medicare beneficiaries (>54%) receive their Medicare
coverage through MA plans

EMSIMC



Medicare Part C

* MA plans must provide the same basic benefits as Parts A
and B
* Plans can offer additional benefits and covered services

* This may include additional types of medical transportation that
traditional Medicare doesn’t cover

EMSIMC



Beneficiary Cost Sharing: Part C

* Co-pays and deductibles vary from plan to plan

* Important to check beneficiary cost-sharing requirements for
each MA plan

* Beneficiaries with a Medicare Advantage Plan are not allowed
to have a Supplemental Plan

EMSIMC
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Medicare Payment,
Assighment & Billing Rules

Claim filing, the Ambulance Fee Schedule,
mandatory assignment & medical necessity

P

PWW AG



Claim Submission Requirements o

m Medicare claims must be filed electronically, with a few rare
exceptions

m Electronic claims must comply with HIPAA electronic
transaction standards

EMS MC PWWI|AG



Timely Filing o

m Claims must be filed within one year of the date of service

m Medicare will not pay claims filed outside this window unless a
limited exception applies

EMS MC PWWI|AG



Medicare Ambulance Fee Schedule 9

m Medicare pays for ambulance services

under a national Ambulance Fee || BREAKING
Schedule (AFS) i byl

m Rates are consistent nationwide except UPDATED CMS 2023
for a geographic adjustment called the A"‘b"'a“":o:f:dsc"e"“'e
Geographic Practice Cost Index (GPCI)

You can access PWW's free

O AFS rates are updated annua”)’ by the interactive fee schedule tool at the

link above.

Ambulance Inflation Factor (AlF), which
can be positive, negative, or zero

EMS MC PWWIAG



Rural & Super Rural Bonuses o

m AFS rates include an add-on bonus based on classification:
Urban (2%), Rural (3%), Super Rural (22.6%)

m The applicable bonus is based on the ZIP code of the point of
pickup — document this carefully

m CMS publishes updated rates annually by locality in the
Ambulance Fee Schedule Public Use Files

EMS MC PWWI|AG



2026

MEDICARE
& REIMBURSEMENT

UPDATE

Navigating Changes.
Strengthening Care. Maximizing Value.

© ® O

POLICY CHANGES PAYMENT UPDATES COMPLIANCE PARTNERSHIP.
& REPORTING SUSTAINABILITY.
SUCCESS.




Medicare Ground Ambulance Bonuses Here
Until Dec. 31, 2027

@ Urban 2%

Rural 3%

‘; 4 Super-Rural 22.6%

| EMSIMC




AAA Preliminary Calculation of 2027
Medicare AlF is 2.6%

AUGUST 20, 2026, BY BRIAN WERFEL
AAA HQ, Executive, Finance, Government Affairs, Medicare, Member Advisories

1834(1)(3)(B) of the Social Security Act mandates that the Medicare Ambulance Fee Schedule be updated
each year to reflect inflation. This update is referred to as the “Ambulance Inflation Factor” or “AlF".

EMS/MC



Basis of Payment o

m Medicare pays the lesser of the actual charge or the applicable
fee schedule amount

m Example:
m Provider charge $500
m Fee schedule amount $525
m — Medicare pays $500

m Medicare will not increase payment above the fee schedule
amount, even when that amount is higher than the charge

EMS MC PWWI|AG



Mandatory Assignment o

m All Medicare ambulance payments are made on an assignment-
related basis — paid directly to the supplier, not the patient

m The maximum the ambulance service can collect is:
m 80% Part B payment plus
m 20% copayment (or deductible, if applicable)

m The supplier must write off the difference between the
approved amount and its retail charge — the “contractual
allowance”

EMS MC PWWI|AG



Mandatory Assighment Example o

m Submitted charge: $1,200
m Medicare-approved amount: $500
m Medicare pays 80% ($400)
m Copayment due from patient or supplemental: $100
m Contractual allowance (write-off): $700

EMS MC PWWI|AG



Medicare Balance Billing Prohibition o
m Federal law prohibits billing a P N

Medicare beneficiary for any amount La Sobiianee surprice oiis o S
above the Medicare-approved e
amount — including any part of the
contractual allowance

m This prohibition applies to all
Medicare beneficiaries nationwide,
regardless of state law

EMS MC PWW|AG



Bundled Base Rates 9

m Medicare pays two line items
m Base rate (BLS-NE, BLS-E,ALSI-E, etc.)
m Mileage (patient-loaded)

m The base rate is “bundled” — all supplies, medications,
equipment, and personnel costs are included and cannot be
separately billed (example: a disposable nasal cannula)

EMS MC PWWI|AG



Non-Covered Services 9

m Non-covered services
m Example: Mileage beyond the nearest appropriate facility

m Can be billed directly to the beneficiary at the supplier's
full retail rate — check state laws, which may limit these
charges

EMS MC PWWI|AG



Date of Service 9

m The date of service is the date the loaded ambulance departs
the point of pickup — usually, but not always, the same as the
date of dispatch

m Watch for transports dispatched before midnight where the loaded
departure occurs after midnight; the later date controls

m Exception: if the beneficiary is pronounced dead after dispatch (or
after aircraft takeoff) but before being loaded, the date of service is
the date of dispatch or takeoff

EMS MC PWWI|AG



Medical Necessity & Reasonableness o

m Medical necessity: the patient’'s condition contraindicates
transportation by any means other than ambulance

m Reasonableness: whether the reason the patient needs to be
transported in the first place justifies the trip

m Both standards must be met for a covered transport

EMS MC PWWI|AG



The “Presumed’” Medical Necessity o
Criteria

m Medicare presumes medical necessity when documentation
supports specific criteria, including:

m Emergency transport;
m Need for restraint
m Unconsciousness or shock
m Need for oxygen or other emergency treatment
m Signs of acute respiratory or cardiac distress
m Additional presumed criteEMSgMOf possible acute stroke; apyac



The “Presumed’” Medical Necessity o
Criteria

m Additional presumed criteria:
m Signs of possible acute stroke
m Unset fracture or possible fracture;
m Severe hemorrhage
m Inability to be moved safely except by stretcher
m Patient was bed-confined

EMS MC PWWI|AG



Origin & Destination Rules o

m Medicare covers transport to a limited set of destinations:
m Hospitals
m Skilled nursing facilities
m Beneficiary's residence

m Physician offices, freestanding diagnostic/therapeutic centers,
clinics,and most freestanding emergency departments — are
not normally covered

EMS MC PWWI|AG



o

““Nearest Appropriate’ Facility

m Only local transportation is covered — generally, only mileage
to the nearest facility equipped to appropriately treat the
patient

m “‘Locality” means the service area surrounding a facility to which
patients normally travel or are expected to travel

m ‘Appropriate”’ means the facility is generally equipped to treat the
iliness or injury — not that a particular physician has privileges there,
or that a more distant facility is better equipped

EMS MC PWWI|AG



Go Beyond the Closest Appropriate Facility?

Medicare may only make a partial payment.

. NEAREST
" #58| APPROPRIATE FACILITY |

HOSPITAL | W o W .y R
- — B k < = B

| !
] " - e A [ ]
| | 4 _,_‘-)

—— h " — . S T -- : " B0 e 1 il
s -f-n.'.ﬁ-,-.‘-'- - 1 I — l_—..._._ _J . _____ !': -J.'_:‘q;..! ‘-.l‘.‘ﬁ .

UETL L S e -
— -

If a patient is transported Medicare pays the
beyond the closest appropriate . : ;
facility and outside the locality base rate I('f megiilcallv responsible for |
without a valid reason necessary) pius mileage the \LEAGE |
(e.g., no beds available), to the nearest o Excess (Exc%ﬁS‘%ONS\BIL\TY ,
Medicare makes only appropriate facility. milea ge. PATIEN ,a

partial payment. == |

2 IJ|

The patient is

S I
|




Billing Rules Recap o

File claims within one year of the date of service

Never bill a Medicare beneficiary above the
approved amount

Confirm medical necessity, reasonableness, and
destination rules before submitting the claim

EMS MC PWWI|AG



Forms & Signatures in the ~
Ambulance Revenue Cycle ’

Why the right form, signed by the right person,
matters for reimbursement

PWW AG



Forms & Sighatures Overview o

m Ambulance transports are covered by many of the same
healthcare payment and reimbursement rules that apply to
healthcare generally

m This includes requirements for specific forms, and rules
governing who is permitted to sign each one

EMS MC PWWI|AG



Agency Forms vs. Government Forms o

m Some forms may be generated by the specific ambulance
service or EMS agency

m Others are standardized government forms that must be used
exactly as issued

m Rules also specify when a form may or must be signed, and how
long it remains effective

EMS MC PWWI|AG



Temporary Flexibilities o

m During a declared Public Health Emergency (PHE), CMS may
temporarily relax certain signature requirements

m These flexibilities vary and are governed by CMS rules specific
to each PHE declaration

m Verify that any flexibility you're relying on is still in effect before
using it

EMS MC PWWI|AG



AOB Forms & Medicare ~
Sighature Rules ’

Who can sign, when a substitute signer applies,
and the ambulance exception

PWW AG



What Is an AOB?

m An Assignment of Benefits (AOB) fo
authorizes the ambulance service to
submit a claim for payment for services
provided to the patient

m This is a Medicare requirement, and
usually a state Medicaid requirement as
well

m Requirements may vary among private

and commercial payers
EMS MC

Sample Ambulance Si /Claim issi ization Form — Version 2.2
Patient Name: Date:
Privacy Practices Acknowledgment: by signing below, the signer that [ABC provided a copy ofts Notice of Privacy

Practices to the patient or other party with instructions to provide the Notice to the patient. *A copy of this form is valid as an original

SECTION I - PATIENT SIGNATURE
The patient must sign here unless the patient is physically or mentally incapable of signing.
NOTE: if the patient is a minor, the parent or legal guardian should sign in this section.

Tauthorize the submission of a claim to Medicare, Medicaid, or any other payer for any services provided to me by [ABC] now, in the past, or in the
future, until such time as I revoke this authorization in writing. 1 understand that I am financially responsible for the services and supplies provided to me
by [ABC], regardless of my insurance coverage, and in some cases, may be responsible for an amount in addition to that which was paid by m

insurance. I agree to immediately remit to [KBC] any payments that I receive directl any source for the services
provided to me and I assign all rights to such payments to [ABC]. I authorize [ABC] to appeal payment denials or other adverse decisions on my behalf.
I authorize and direct any holder of medical, insurance, billing or other relevant information about me to release such information to [ABC] and its
billing agents, the Centers for Medicare and Medicaid Services, and/or any other payers or insurers, and their respective agents or contractors, as may
be necessary to determine these or other benefits payable for any services provided to me by ABC, now, in the past, or in the future. I also authorize
[ABC] to obtain medical, insurance, billing and other relevant information about me from any party, database or other source that maintains such
information.

If the patient signs with an “X” or other mark, a witness should sign below.

X X
Patient Signature or Mark Date Witness Signature Date

‘Witness Address

SECTION II - AUTHORIZED REPRESENTATIVE SIGNATURE

Complete this section only if the patient is physically or mentally incapable of signing.

Describe the circumstances that make it impractical for the patient to sign:
signing on behalf of the patient to authorize the submission of a claim to Medicare, Medicaid, or any other payer for any services provlded to the

panenl by [ABC] now or in the past or in the future. By signing below, I acknowledge that I am one of the authorized signers listed below.

signature is not an for the services rendered.

Authorized representatives include only the following individuals:

Patient’s legal guardian

Relative or other person who receives social security or other governmental benefits on behalf of the patient

Relative or other person who arranges for the patient's treatment or exercises other responsibility for the patient's affairs

Representative of an agency or institution that did not furnish the services for which payment is claimed (i.e., ambulance services) but furnished
other care, services, or assistance to the patient

oooo

Representative Signature Date Printed Name of Representative

SECTION III - AMBULANCE CREW AND RECEIVING FACILITY SIGNATURES
Complete this section only if: (1) the patient was physically or mentally incapable of signing, and
(2) 0 authorized representative (Section If) was available or willing to sign on behalf of the patient at the time of service.

Describe the circumstances that make it impractical for the patient to sign:

Name and Location of Receiving Facility: Time:

A signature below authorizes submission of a claim to Medicare, Medicaid, or any other payer for any services provided to the patient by [ABC].

K Crew (mustbe by at time of transport)
My signature below indicates that, at the time of service, the patient was physically or mentally incapable of signing, and that none of the
authorized representatives listed in Section I of this form were available or willing to sign on the patient’s behalf. My signature is not an

of financial ibility for the services rendered.

Signature of Crewmember Date Printed Name and Title of Crewmember

B. Receiving Facility Representative Signature
The patient named on this form was recewed by this facility on me dare a.nd at the time. mdlcaled and this facility (uxmshed care, services or

assistance to the patient. My sig: f finan x the services render
X
Signature of Receiving Facility Representative Date Printed Name and Title of Receiving Facility Representative
This is a sample only and d legal advice. User bears all with all applicable laws and regulations.

PWW

AG



AOB Form Format

m The AOB may be a stand-alone form or
integrated into an ePCR application

m There is no standardized, mandatory version
of an ambulance AOB form

m A particular three-section format has
become an industry standard and tracks
Medicare's signature rules

EMS MC

Sample Ambulance Si /Claim ission Authorization Form — Version 2.2

Patient Name: Transport Date:

Privacy Practices Acknowledgment: by signing below, the signer acknowledges that [ABC Ambulance Service (ABC)] provided a copy of its Notice of Privacy
Practices to the patient or other party with instructions to provide the Notice to the patient. *A copy of this form is valid as an original*

SECTION I - PATIENT SIGNATURE
The patient must sign here unless the patient is physically or mentally incapable of signing.
NOTE: if the patient is a minor, the parent or legal guardian should sign in this section.

Iauthorize the submission of a claim to Medicare, Medicaid, or any other payer for any services provided to me by [ABC] now, in the past, or in the
future, until such time as I revoke this in writing. T that I am financiall for the services and supplies pmwded tome
by [ABC], regardless of my insurance coverage, and in some cases, may be responsible for an amount in addition to that which was paid by

insurance. I agree to immediately remit to [ABC] any payments that I receive directly from insurance or any source whatsoever for the sarvties
provided to me and I assign all rights to such payments to [ABC]. I authorize [ABC] to appeal payment denials or other adverse decisions on my behalf.
Tauthorize and direct any holder of medical, insurance, billing or other relevant information about me to release such information to [ABC] and its
billing agents, the Centers for Medicare and Medicaid Services, and/or any other payers or insurers, and their respective agents or contractors, as may
be necessary to determine these or other benefits payable for any services provided to me by ABC, now, in the past, or in the future. I also authorize
[ABC] to obtain medical, insurance, billing and other relevant information about me from any party, database or other source that maintains suc
information.

O . a witness should sign bel

X X

Patient Signature or Mark Date Witness Signature Date
Witness Address

SECTION II - AUTHORIZED REPRESENTATIVE SIGNATURE
Complete this section only if the patient is physically or mentally incapable of signing.

Describe the ci that make if for the patient to sign:

signing on behalf of the patient to authorize the submission of a claim to Medicare, Medicaid, or any other payer for any services provided to the
pallem by [ABC] now or in the past orin the future. By signing below, L sclmowledge that Y am one of the nthorized signers listed below.

signature is not an ity for the
Authorized include only the following

O Patient’s legal guardian

O Relative or other person who receives social security or other governmental benefits on behalf of the patient

O Relative or other person who arranges for the patient’s treatment or exercises other responsibility for the patient's affairs

O Representative of an agency or institution that did not furnish the services for which payment is claimed (i.e., ambulance services) but furnished

other care, services, or assistance to the patient

X,
Representative Signature Date Printed Name of Representative

SECTION III - AMBULANCE CREW AND RECEIVING FACILITY SIGNATURES
Complete this section enly if: (1) the patient was physically or mentally incapable of signing, and
(2) no authorized representative (Section IT) was available or willing to sign on behalf of the patient at the time of service.

Describe the ci that make i for the patient to sign:

Name and Location of Receiving Facility: Time:

A signature below authorizes submission of a claim to Medicare, Medicaid, or any other payer for any services provided to the patient by [ABC].

A. Ambulance Crew Member Statement (must be by crew member at time of transport)
My signature below indicates that, at the time of service, the patient was physically or mentally incapable of signing, and that none of the
authorized representatives listed in Section Il of this form were available or willing to sign on the patient’s behalf. My signature is not an
ity for the services rendered.

X
Signature of Crewmember Date Printed Name and Title of Crewmermber

B. Receiving Facility Representative Signatur
The patient named on this form was received by i facilty o the daté unc st the tne iclcated st Bl fuclty funlatiod ate, services oz
assistance to the patient. My signature is not an f financial services rendere
X
Signature of Receiving Facility Representative Date Printed Name and Title of Receiving Facility Representative

This is a sample only and does not constitute legal advice. User bears all responsibility for compliance with all applicable laws and regulations.
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Medicare Signature Rules

m Medicare's signature regulation is found
at 42 CFR § 424.36

m These rules apply to Medicare
beneficiary signatures, but are generally
accepted by most other payers and plans

m Always check specific state laws and
payer requirements

EMSIMC

Sample Ambulance Si /Claim ission Authorization Form — Version 2.2

Patient Name: Transport Date:

Privacy Practices Acknowledgment: by signing below, the signer acknowledges that [ABC Ambulance Service (ABC)] provided a copy of its Notice of Privacy
Practices to the patient or other party with instructions to provide the Notice to the patient. *A copy of this form is valid as an original*

SECTION I - PATIENT SIGNATURE
The patient must sign here unless the patient is physically or mentally incapable of signing.
NOTE: if the patient is a minor, the parent or legal guardian should sign in this section.

Iauthorize the submission of a claim to Medicare, Medicaid, or any other payer for any services provided to me by [ABC] now, in the past, or in the
future, until such time as I revoke this ization in writing. T that I am financiall for the services and supplies provided to me
by [ABC], regardless of my insurance coverage, and in some cases, may be responsible for an amount in addition to that which was paid by my
insurance. I agree to immediately remit to [ABC] any payments that I receive directly from insurance or any source whatsoever for the services
provided to me and I assign all rights to such payments to [ABC]. I authorize [ABC] to appeal payment denials or other adverse decisions on my behalf.
Tauthorize and direct any holder of medical, insurance, billing or other relevant information about me to release such information to [ABC] and its
billing agents, the Centers for Medicare and Medicaid Services, and/or any other payers or insurers, and their respective agents or contractors, as may
be necessary to determine these or other benefits payable for any services provided to me by ABC, now, in the past, or in the future. I also authorize
[ABC] to obtain medical, insurance, billing and other relevant information about me from any party, database or other source that maintains suc
information.

O . a witness should sign bel

X X

Patient Signature or Mark Date Witness Signature Date
Witness Address

SECTION II - AUTHORIZED REPRESENTATIVE SIGNATURE
Complete this section only if the patient is physically or mentally incapable of signing.

Describe the ci that make if for the patient to sign:

1am signing on behalf of the patient to authorize the submission of a claim to Medicare, Medicaid, or any other payer for any services provided to the
patient by [ABC] now or in the past or in the future. By signing below, 1 acknowledge that I am one of the authorized signers listed below.
o . =

signature is not an of financial ity for the d
Authorized include only the following

O Patient’s legal guardian

O Relative or other person who receives social security or other governmental benefits on behalf of the patient

O Relative or other person who arranges for the patient’s treatment or exercises other responsibility for the patient's affairs

O Representative of an agency or institution that did not furnish the services for which payment is claimed (i.e., ambulance services) but furnished
other care, services, or assistance to the patient

X,
Representative Signature Date Printed Name of Representative

SECTION III - AMBULANCE CREW AND RECEIVING FACILITY SIGNATURES
Complete this section enly if: (1) the patient was physically or mentally incapable of signing, and
(2) no authorized representative (Section IT) was available or willing to sign on behalf of the patient at the time of service.

Describe the ci that make i for the patient to sign:

Name and Location of Receiving Facility: Time:

A signature below authorizes submission of a claim to Medicare, Medicaid, or any other payer for any services provided to the patient by [ABC].

A. Ambulance Crew Member Statement (must be by crew member at time of transport)
My signature below indicates that, at the time of service, the patient was physically or mentally incapable of signing, and that none of the
authorized representatives listed in Section I of this form were available o willing to sign on the patient’s behalf. My signature is not an
inanci ibility for the services rendered.

X
Signature of Crewmember Date Printed Name and Title of Crewmermber

B. Receiving Facility Representative Signature
The patient named on this form was received by this facility on the date and at the time indicated and this facility farnished care, services or
assistance to the patient. My signature is not an of financial ibili services rendered.
X
Signature of Receiving Facility Representative Date Printed Name and Title of Receiving Facility Representative

This is a sample only and does not constitute legal advice. User bears all responsibility for compliance with all applicable laws and regulations.
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The Patient's Signature o

m General rule: the beneficiary's own signature is required unless
the patient has died

m If using an ePCR application, select the “Patient Signature”
option whenever the patient is the one signing

SECTION1I - PATIENT SIGNATURE
The patient must sign here unless the patient is physically or mentally incapable of signing.
NOTE: if the patient is a minar, the parent or lagal guardian should sign in this saction.

I authorize the submission of a claim to Medicare, Medicaid, or any other payer for any services provided to me by [ABC] now, in the past, or in the
future, until such time as I revolke this anthorization in writing. I understand that I am financially responsible for the services and supplies provided to me
by [ABC], regardless of my insurance coverage, and in some cases, may be responsible for an amount in addition to that which was paid by my
insurance. I agree to immediately remit to [ABC] any payments that I receive directly from insurance or any source whatsoever for the services
provided to me and [ assign all rights to such payments to [ABC]. I authorize [ABC] to appeal payment denials or other adverse decisions on my behalf.
I authorize and direct any holder of medical, insurance, billing or other relevant information about me to release such information to [ABC] and its
billing agents, the Centers for Medicare and Medicaid Services, and/or any other payers or insurers, and their respective agents or contractors, as may
be necessary to determine these or other benefits payable for any services provided to me by ABC, now, in the past, or in the futore. I also aothorize
[ABC] to obtain medical, insurance, billing and other relevant information about me from any party, database or other source that maintains such
information.

If the patient signs with an “X" or other mark, a witness should sign below.

X X
Patient Signature or Mark Date Witness Signature Date

Witness Address PWW I AG




Authorized Signers o

m If the patient is physically or mentally incapable of signing, a list
of other authorized signers may sign on the patient's behalf

m These categories are set out in subsections (b)(1) through
(b)(6) of 42 CFR § 424.36

m The reason the patient is physically or mentally incapable of
signing must always be documented — this cannot simply be a
patient refusal to sign
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Example: Patient Refusal Is No* an Exception

— e

Patient is alert and An authorized signer If the patlent later
oriented, GCS of 15, or the ambulance agrees to sign, billing

with full use of Iimbs, exception cannot be can procee within
but refuses to sign used simply because the timely flllng
—— the AOB. the patient refuses to window.
R 77 N sign — the i)atlent
m no
siaring . must be billed directly. T
Filing
Window

AUTHORIZED
SIGNER

AMBULANCE
EXCEPTION

.

NOT ALLOWED
JUST BECAUSE THE PATIENT
REFUSES TO SIGN

CaOuMNB L AN Cabr CICEFERFS  SE'MPS. IMUO ' VELIN.'G.  FEOsRWEAR D




Authorized Signers

Complete ﬂuuaat:ﬂunﬂﬁﬂapaﬂantmphmmﬂymmamaﬂf m::.apahla ufmg‘nmg

Describe the circumstances that make it impractical for the patient to sign:

I am signing on behalf of the patient to authonze the subrmission of a claim to Medicare, Medicaid, or any other payer for any services provided to the
patient by [ABC] now or in the past or in the future. By signing below, [ acknowledge that | am one of the authorized signers listed below. My
signature is not an acceptance of financial responsibility for the services rendered.

Authorized representatives include enly the following imndividuals:

O Patient's legal guardian

O Relative or other person who receives social security or other governmental benefits on behalf of the patient

O Relative or other person who arranges for the patient’s treatment or exercises other responsibility for the patient’s affairs

[0 Representative of an agency or institution that did not furnish the services for which payment is claimed (i.e., ambulance services) but furnished
other care, services, or assistance to the patent

X

Eepresentative Signature Date Printed Name of Representative

EMS MC PWWIAG



Who Can Sign on Behalf of the Beneficiary?

Acceptable individuals who may sign when the beneficiary is unable to do so.

& : ' # "\ Representative |l @ \ Arranges Treatment [\ Agency or Institution
0 Legal Gaaceian | = Payee L & / or Handles Affairs '/ Representative
The beneficiary’s legal A relative or other person A relative or other person A representative of an agency
guardian — someone who receives Social Security | who arranges for the or institution that did not
court-appointed to handle or other governmental beneficiary’s treatment or furnish the billed services but
the patient’s affairs. benefits on the beneficiary’s | otherwise handles their affairs — | provided other care or
‘ behalf, known as a this could be a formal Power assistance to the beneficiary.
“Representative Payee.” of Attorney, or simply a neighbor,
- friend, or family member who \URSING HOME
\ helps with the patient’s needs. ASSISTED LIVING
1 . B SOCIAL SERVICES

REHABILITATION
COMMUNITY CARE

22° SUPPORTING ACCESS. ENSURING PROPER BILLING. -

COMPLIANCE TODAY. STRONGER EMS TOMORROW.
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The Ambulance Exception — (b)(6) o

SECTION ITI - AMBULANCE CREW AND RECEIVING FACILITY SIGNATURES

mApplies only if the
patient is physically o e i oo s e e ot i

Describe the circumstances that make it impractical for the patient to sign:

or mentally incapable oo -

A signature below anthorizes submission of a claim to Medicare, Medicaid, or any other payer for any services provided to the patient by [ABC].

° ° A. Ambulance Crew Member Statement (must be completed by crew member at time of transport)
Of S I g n I n g t h e re a S O n My signature below indicates that, at the time of service, the patient was physically or mentally incapable of signing, and that none of the
, authorized representatives listed in Section II of this form were available or willing to sign on the patient’'s behalf. My signature is not an
acceptance of financial responsibility for the services rendered.
X

i S d O C u m e nt e d : a n d Signature of Crewmember Date Printed Name and Title of Crewmember

B. Receiving Facility Representative Signature
The patient named on this form was received by this facility on the date and at the time indicated and this facility fornished care, services or

assistance to the patient. My signature is not an acceptance of financial responsibility for the services rendered.

no authorized signer [ T . -
is available or willing
to sign at the time of

service EMSQ MC PWWIAG




Ambulance Exception — Requirement | o

m A contemporaneous statement, signed by the ambulance crew
member present during transport, confirming the beneficiary
was physically or mentally incapable of signing

m [ he statement must also confirm that none of the authorized

sighers were available or willing to sign on the beneficiary's
behalf

EMS MC PWWI|AG



Ambulance Exception — Requirement 2 o

m Documentation of the date and time the beneficiary was
transported

m The name and location of the facility that received the
beneficiary

m This may be documented on the PCR or on the specific AOB
form

EMS MC PWWI|AG



Ambulance Exception — Requirement 3 o

m Option A: a signed, contemporaneous statement from a
representative of the receiving facility, documenting the
beneficiary's name and the date/time received

m Option B: if no facility representative will sign, secondary
documentation is permitted — a handoff-of-care signature,
facility registration sheet, patient medical record, or other
internal facility log
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The Ambulance Exception — (b)(6) |

Applies only in limited circumstances.

Ambulance Exception — Requirement 1
o

i i e | . O A contemporaneous statement, e 8
Apglles _only if t_he N~ ; signed by the ambulance crew - mﬁ%ﬂ;ﬁﬁmﬁum
patient is physically === | member present during transport, or 5

M Physically or mentally incapable
of signing

@ No authorized signer available

or mentally incapable : 7 Y | - " confirming the beneficiary was
of signing, the reason T S ) N\ s physically or mentally incapable

is documented, and N . ) A of signing. ignature
no authorized signer 4§ _ = '. The statement must also confirm Clgent
is available or willing v _ O that none of the authorized ﬂzy— _
to sign at the time of P ' - signers were available or willing e Dawie
service. 7 M - to sign on the beneficiary’s behalf. o

EMS|MC =0 7 ) EMS|MC

j @

Option A: a signed, contemporaneous
statement from a representative of the
receiving facility, documenting the
beneficiary’s name and the date/time
received.

Documentation of the date
and time the beneficiary
was transported.

, PATIENT
R | REGISTRATION

The name and location of the
facility that received the
beneficiary.

Option B: if no facility representative
will sign, secondary documentation is
permitted — a handoff-of-care signature, .

PATIENT CARE Repo, == facility registration sheet, patient
. " o RT (PCR) medical record, or other internal
This may be documented T =1% /Time of Transport, facility log.

on the PCR or on the specific
AOB form.

RECeil'fng Fﬂcﬂﬂ,;- §

The crew member's and the receiving :
e : facility’s signatures must be contemporaneous
; My location; — obtained at the time of service, not after the fact.
EMS|MC : S=c= PWWIAG || EMS|MC PWW|AG

STRONGER EMS TOMORROW. ~ COMPLIANCE TODAY. STRONGER EMS TOMORROW.
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Lifetime AOB Signatures o

m Under 42 CFR § 424.40(d), a separate request-for-payment
statement retained in the supplier's file may be effective
indefinitely — sometimes called a “lifetime signature”

m A qualifying lifetime attestation must include language such as
valid “now or in the future,” and is only valid from the patient
or their legal representative

m Some MACs do not accept lifetime signatures for ambulance
claims — strive to obtain a signature on each date of service

EMS MC PWWI|AG



AOB Signature Checklist O

Confirm the correct signher category before using an
authorized signer or the ambulance exception

Document the physical or mental reason the patient
could not sigh — never a refusal

Retain documentation

EMS MC PWWIAG
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PCS Forms: Certifying Medical
Necessity

Physician and Non-Physician Certification
Statements for non-emergency transports

P
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PCS Forms Overview 9

m Medicare Part B requires a medical necessity certification for
most non-emergency ambulance transports

m This is specifically a Medicare Part B rule; other payers may
require similar certifications under their own rules

m Best practice: obtain a PCS for all non-emergency transports

EMS MC PWWI|AG



PCS Form Format 9

m Medicare rules do not require a specific form or format for a

PCS

m Several sample PCS forms have become industry standards,
generally using a three-part format similar to the AOB

EMS MC PWWI|AG



Sample PCS Form

Sample Medical Necessity Certification Statement for Non-Emergency Ambulance Services — Version 2.0

SECTION I - GENERAL INFORMATION

A Sd mpl e M ed I cda I N eces Si ty C er ti fC a ti on e

Origin:
Is the Patient’s stay covered under Medicare Part & (PPS/DRG?) [IYES CINO
Closest appropriate facility? [YES CINO Ifno, why was the patient transported to another facility?

If hospital to hospital transfer, describe services needed at 2 facility not available at 1+ facility:

S tatement ( P C S) fo r hoh-eme rge nc y e e e

SECTION II - MEDICAL NECESSITY QUESTIONNAIRE
Ambulance Transportation is medically necessary only if other means of transport are contraindicated or would be potentially harmful to
the patient. To meet this requirement, the patient must be either “bed confined” or suffer from a condition such that transport by means

other than an ambulance is contraindicated by the patient’s condition. The following questions must be answered by the healthcare
professional signing below for this form to be valid:

transport, including the medical necessity O

2)

Is this patient “bed confined” as defined below? O Yes ONo
To be “bed confined" the patient must satisfy all three of the following criteria: (1) unable to get up from bed without
assistance; AND (2) unable to ambulate; AND (3) unable to sit in a chair or wheelchair.

o L] [ ]
3)  Canthis pati be by car or ir van (i.e., may safely sit during transport, without an attendant or monitoring?)
O Yes ONo
4) Inaddition to completing questions 1-3 above, please check any of the following conditions thatapply*:
*Note: supporting documentation for any boxes checked must be maintained in the patient’s medical records

oc O Non-healed fractures [ Patientis confused [ Patient o pain

O Danger to self/others [ IV meds/fluids required [ Patientis combative [ Need, or possible need, for restraints
[ DVT requires elevation of alower extremity U Medical attendant required [ Requi - unable to self-ad:

O Special control required [ Unable to tolerate seated position for time needed totransport

° L] L] L] L] L]
O Hemodynamic monitoring required enroute 0 Unable to sit in a chair or wheelchair due to decubitus ulcers or otherwounds
L O Cardiac monitoring required enroute O Morbid obesity requires additional pe quips to safely
[ ]

O Orthopedic device (backboard, halo, pins, traction, brace, wedge, etc.) requiring special handling during transport
O Other (specify)

SECTION III - SIGNATURE OF PHYSICIAN OR OTHER AUTHORIZED HEALTHCARE PROFESSIONAL
1 certify that the above information is accurate based on my evaluation of this patient, and that the medical necessity provisions of
by 1

42 CFR 410.40(e)(1) are met, requiring that this patient be used by the
Centers for Medicare and Medicaid Services (CMS) to support the i of medical for services. I
represent that I am the beneficiary’s attending physician; or an employee of the beneficiary’s attending physician, or the hospital or
facility where the iciary is being nd from which the iciary is being that I have personal the
beneficiary's condition at the time of transport; and that I meet all Medicar ions and applicabl licensure laws for the

credential indicated.

O If this box is checked, I also certify that the patient is physically or mentally incapable of signing the ambulance service’s claim form
and that the institution with which I am affiliated has furnished care, services or assistance to the patient. My signature below is made on
behalf of the patient pursuant to 42 CFR §424.36(b)(4). In accordance with 42 CFR §424.37, the specific reason(s) that the patient is
physically or mentally incapable of signing the claim form is as follows:

X
Signature of Physician* or Authorized Healthcare Professional Date Signed
(For scheduled repetitive transport, this form is not valid for
transports performed more than 60 days aiter this date).
Printed Name and ials of Physician or. i ional (MD, DO, RN, etc.)

*Form must be signed only by patient’s attending physician for scheduled, repetitive transports. For non-repetitive ambulance transports, if unable
to obtain the signature of the attending physician, any of the following may sign (please check appropriate box below):

O Physician Assistant O Clinical Nurse Specialist O Licensed Practical Nurse 0 Case Manager
O Nurse Practitioner O Registered Nurse O Social Worker O Discharge Planner

This is a sample only and does not constitute legal advice. User bears all responsibility for compliance with all applicable laws and regulations.
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PCS Terminology o

m Medicare regulations refer to “Physician Certification

Statements” and “Non-Physician Certification Statements,”
depending on who signs

m Both certify that the medical necessity provisions of 42 CFR §
410.40(e)(l) are met

m For simplicity, both are commonly referred to together as “PCS
forms”
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Criteria for Authorized PCS Signers o

m42 CFR § 410.40(a)(i): must have personal knowledge of

the beneficiary's condition when transport is ordered or
furnished

m42 CFR § 410.40(a)(ii): must be employed by the

attending physician, or by the hospital/facility from which
the beneficiary is transported

EMS MC PWWI|AG



DIALYS}s
RADIATION

CHEMOTHERAPY
REHAB

OTHER RECURRING §

APPOINTMENTS

Who Can Sign the PCS?

Only the attending

T .D'EP ENDS ON "THE, TYPE OF [LRANSPORT.

Either the attending physician
or another authorized PCS signer

thSIClan may s .- may sign.

Attendmg Physician
OR Another Authorized PCS Signer

LN B

A

-" — “ -
RIGHT SIGNATURE., RIGHT BIELING. RIGHT CARE. EMS|MC ‘ PWW|AG



Scheduled, Repetitive Transports o

m “‘Repetitive” means medically necessary transportation
furnished three or more times in a 10-day period, or at least
once a week for at least three weeks

m The PCS must be signed and dated by the attending physician
before the repetitive transports begin,and no more than 60
days in advance

EMS MC PWWI|AG



When a PCS Is Not Needed 9

m Emergencies

m Non-emergency transports where the patient resides at home
or in a facility and is not under the direct care of a physician

m This is rare — the vast majority of Medicare beneficiaries
needing non-emergency transport are under a physician's care

EMS MC PWWI|AG



Unscheduled or Non-Repetitive o
Transports

m Generally, the PCS should be obtained from the attending
physician within 48 hours after the transport

m Or, the signature can be obtained from another authorized PCS
signer
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Proof of Attempt o

m If the certification cannot be obtained within 21 calendar days

after the transport, the supplier must document its attempts
and may then submit the claim

m Acceptable documentation includes a signed USPS return
receipt or similar proof of delivery

m Also acceptable: USPS Certificate of Mailing Form 3817 (single
item) or Form 3877 (three or more items)
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PCS Signature & Verification Rules o

m The PCS must document the identity and credentials of the
sigher
m An unsigned form does not count, and reviewers are directed to
disregard it in an audit
m Verify the PCS contains the signer's typed or printed name,
credentials or title, and the date signed

m If the signature is illegible or credentials are missing, reviewers
may consider a signature log, attestation statement, or other
supporting documentation
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Medical Necessity Statement o

m The PCS must include a statement certifying that Medicare's
medical necessity requirements for ambulance transport have
been met

m The medical necessity portion should be completed by the
same authorized individual who signs the PCS, describing the
patient's condition

m Per 42 CFR § 410.40(e): the certification statement “does not
alone demonstrate that the ambulance transport was medically

necessary’’
EMS MC PWW/|AG



PCS Compliance o

m Neither EMS clinicians nor other ambulance service employees
should fill out or sign PCS forms

m The PCR cannot simply “parrot” the PCS — EMS clinicians
must assess the patient independently

m PCR documentation should reflect the crew's own assessment,
not a copy of the PCS
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ABN Forms: Mandatory vs.
Permissible Use

Advance Beneficiary Notices of Noncoverage
under Medicare Part B

P
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What Is an ABN? 9

m An ABN — Advance Beneficiary Notice of Noncoverage —
informs a Medicare Part B beneficiary, before a service is
rendered, that it is likely not to be covered, in full or in part

m Unlike the AOB or PCS, the ABN is a specific, mandatory, CMS-
issued form (CMS-R-131)
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Using the Correct ABN Version o

m The current, mandatory CMS ABN must be used for the date
of service for the notice to be valid

m CMS periodically updates the approved ABN — only the
highlighted fields on the current form may be customized; the
rest must be used as issued

m Verify the form's expiration date, shown at the bottom of the
form, before use
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Sample ABN (Form CMS-R-131)

The current mandatory CMS-R-13 | Advance
Beneficiary Notice of Noncoverage. Only the
highlighted fields (service description, reason,
and estimated cost) may be customized.

EMS/MC

Patient name: ABC Ambulance Service
Identification number: (optional) 123 Main St., Anytown, USA 12345
(123) 555-1212 (TTY 555-1313)

Advance Beneficiary Notice of Non-coverage (ABN)

Medicare doesn’t pay for everything, even some care you or your health care provider think you
need. We expect Medicare may not pay for the item, test, service or care listed below. If
Medicare doesn’t pay, you may have to pay.

Item, test, service or care Reason Medicare may not pay Estimated cost

Ambulance Transport (including mileage) D Medicare does not pay for ambulance service thatisnot |5,
medically necessary

IO Medicare does not pay for transportation from residence or SNF
ffor services that could more economically be performed at the
Iesidence or the SNF

Ambulance Mileage IO Medicare does not pay for mileage beyond the closest s
ppropriate facility

What to do now

e Read this notice to make an informed decision about your care.

e Ask any questions you have.

e Choose one option below to let us know if you still want to get the item, test, service or care.

Choose ONE option below. We can’t choose for you.
If you choose Option 1 or 2, we may help you use any other insurance you might have, but
Medicare can’t require us to do this.

O Option 1: | want the item, test, service or care listed above, and | want Medicare to be
billed for an official decision on payment, which I'll get on aMedicare Summary Notice
(MSN). You can ask to be paid now. | understand that if Medicare doesn’t pay, I'm
responsible to pay, but | can appeal to Medicare by following the directions on the MSN. If
Medicare does pay, you'll refund any payments | made to you, minus co-pays or
deductibles.

O Option 2: | want the item, test, service or care listed above, but don’t bill Medicare.

You can ask to be paid now and I'm responsible to pay. | understand that | can’t appeal,
since Medicare isn't billed.

O Option 3: | don’t want the item, test, service or care listed above. | understand I'm not
responsible for payment and | can’t appeal to see if Medicare would pay.

Additional information:

This notice gives our opinion, not an official Medicare decision. For other questions about this notice or
Medicare billing, call 1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048. Signing
below means you received and understand this notice. You can ask to get a copy.

Signature Date (mm/ddlyyyy)

You have the right to get Medicare information in an accessible format, like large print, Bralle, or audio. You also have the right to file a complaint if
you feel you've been against. Visit Medicar bout: i notice.

Paperwork Re 1995, ired t0 respond
i is for provid

The for lirs, Hospico and Roligious Instittes and
2 “The time required to compl

average less than 7 minutes per response, including the ") gather This

information 1879 of 42 CFR 411.404(b) and (0) and 411,

‘estimate(s) or suggeslions for improving this form, please write fo: CMS, 7500 Securiy e Baltimore, Maryland 21244. 1850,

Form CMS-R-131 (Exp. 03/31/2029) Form Approved OMB No. 0938-0566

PWWI|AG



Customizable ABN Fields 9

m Ambulance service name and contact information
m Denial reasons and estimated costs

m All other language on the form must remain exactly as CMS
issued it
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When to Use an ABN 9

m Use the ABN before rendering a service that is expected not to
be covered by Medicare

m The beneficiary must be given a copy of the signed form

m CMS requires that the ABN “be delivered far enough in advance
that the beneficiary...has time to consider the options and
make an informed choice”
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Billing After a Sighed ABN

m Once signed, the ambulance
service can bill the
beneficiary directly for the
non-covered service or
portion

m Payment can be collected in
advance of the service, but
only for non-emergency
transports
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Mandatory vs. Permissible ABN Situations Q

MANDATORY ABN SITUATIONS

May not bill the beneficiary directly for the service unless a signed
ABN was obtained in advance

PERMISSIBLE ABN SITUATIONS

May still bill the beneficiary directly for the service even if an
ABN was not signed in advance

EMS/MC
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Mandatory ABN Usage — 0o
‘‘Reasonableness”’

m Required when the trip is not “reasonable’” under Medicare
regulations

m Example: trips from a residence or SNF to a hospital for services
(such as a simple blood draw) that could more economically be
provided on-site

m The patient's condition may meet medical necessity, but the transport
itself is not reasonable
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Permissible ABN Usage o

m Excess mileage beyond the nearest appropriate facility
mServices with a real risk of a medical necessity denial

m Transport to a non-covered destination, or for the
convenience of the patient, family, or a specific physician

m VVheelchair van services
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Authorized ABN Signers o

m Must be signed by the Medicare beneficiary, or by someone
acting in the beneficiary's best interest

m This list is broader than for the AOB — it can include a legally
appointed representative or guardian; family, friends, or others
who know the beneficiary's wishes; or a disinterested third
party, such as a public guardianship agency
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When NOT to Use an ABN 9

m Emergencies or urgent care situations
m Situations where the beneficiary is under duress
m Retroactively, after the transport has already occurred
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ABN Compliance Checklist o

Use the current CMS-R-131 form, delivered with
: .
enough time to decide

Give the beneficiary a signed copy before billing

Confirm whether the situation is mandatory or
permissible before relying on the ABN
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Putting It All Together

A quick-reference recap before we close
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WRAP-UP

Key Takeaways

m The beneficiary's own signature is required for an AOB unless one
of the six narrow exceptions in 42 CFR § 424.36 applies

m The ambulance exception requires three specific,
contemporaneous forms of documentation, retained for four years

m A PCS never substitutes for the EMS crew's independent medical
necessity documentation
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WRAP-UP

Key Takeaways

m The ABN is a mandatory CMS-issued form — required in some
situations, permissible in others, and never valid after the fact

m Medicare pays the lesser of the charge or fee schedule amount,
and mandatory assighment bars balance billing beyond the
approved amount
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Questions & Resources

13 (3

Ryan Stark ryan.stark@EMSMC.com

Prepared for the Oregon Office of Rural Health at OHSU
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ORH Announcements

ORH Rural EMS Leadership series, and EMS Billing/Coding educational webinar series
Program information and links to past webinars can be found here

Tomorrow’s Webinar: Topic: The EMS Buprenorphine Roadmap and Rural EMS Agencies

Oregon Public Health Institute and the Bridge Center | September 11 | 10:00 a.m.
(Register here)

Next ORH Community Conversation | September 17 | 12:00 p.m.
Topic: How CHWs at Rural Hospitals and Clinics Are Improving Health Outcomes
(More information here)

October 7-9, Bend, OR | 437 Annual Oregon Rural Health Conference
(More information here)

Rural EMS Scholarship Program | Open now, funds are limited | Applications accepted
on a rolling basis (More information here)

ORH HERO: Helping EMS in Rural Oregon | EMS Agency Training Grant |
Reopens in Spring 2027 | (More information here) OREGON OFFICE

@ORH

of RURAL HEALTH



https://www.ohsu.edu/oregon-office-of-rural-health/emergency-medical-services-programs
https://urldefense.com/v3/__https:/www.ophi.org/__;!!Mi0JBg!PrOOqUVhAFFgIUl8mYm8csRoJdbUigpHaiJicXSqi5eWSY1TS7f7TYRm_fx4qDaQpL1OzEMCzJ8$
https://urldefense.com/v3/__https:/bridgetotreatment.org/addiction-treatment/ems-bridge/__;!!Mi0JBg!PrOOqUVhAFFgIUl8mYm8csRoJdbUigpHaiJicXSqi5eWSY1TS7f7TYRm_fx4qDaQpL1OH9j0F9E$
https://ohsu.webex.com/weblink/register/r4df1d4adea8b4205db83023712123c38
https://www.ohsu.edu/oregon-office-of-rural-health/orhs-community-conversations
https://www.ohsu.edu/oregon-office-of-rural-health/oregon-rural-health-conference
https://www.ohsu.edu/oregon-office-of-rural-health/emergency-medical-services-programs
https://www.ohsu.edu/oregon-office-of-rural-health/hero-helping-ems-rural-oregon



https://app.smartsheet.com/b/form/019d2accb0ed74ffada83762726f8d88
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Just knock.

Thank YU'

Joan Field
Rural EMS Program Coordlnator
fleldj@ohsu edu ¢ ¢

OHSU
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