REQUEST FOR TRANSPORTATION OUTSIDE THE COMMON MEDICAL MARKETING AREA

The information provided below will assist the Medicaid pregram in defemining the need for transgortation outside the common medical market, i.e.. the area where the community generally receives its medical care. Transportation may be authorized for a Medicaid enrollee when the
appropriate Medicaid-covered treatment is unavailable locally. While this completed form is required, completion of this form does not guarantee authorization of Medicaid-funded transporiation outside the common medical marketing area. The Medicaid program will net authorze
fransportation oulside the common medical marketing area when the enrcllee has been non-compliant with local medical providers and is unable to receive service kocally based on their own actons.

Patient Name: Patient Medicaid Number: Patient Date of Birth: [

1.) Please indicate whether you are the referring physician: YES | NO  2.) Is the medical service to which you are referring the enrollee available locally? YES / NO

3.) If the services are available locally, please explain below why the services within the CMMA are inappropriate for this enrollee. Please note, 1o avoid a delay in transportation for the patient your
response reqguires derailed informartion. For example, continuity of care without specific reasons why that care must happen o utside the CMMA will result in an immediate denial.

4.) Please indicate whether the referral is to see a specialist: YES / MO (if no please move to question 5). If yes, please answer the following questions.
4a.) To which specialty is the enrollee being referred? 4b.) What is the specialists name?
4c.) What is the specialists service location? 4d.) Do you believe that this referral will require multiple appointments: YES | NO

5.) Is this referral for Primary Care, Mental Health, Physical Therapy, lab work or an Independent Medical Exam (IME)? _YES/__ NO

Reforring Physician: 10 digit NPT & Telgphone Number:
Hospital/Clinic/Facility'Practitioner Narme: Hospital/Clinic/Facility'Practitioner Address:

Name of Staff Member who helped complete this form: Title: Telephone Number:
Signature of Referring Physician: Date Signead:

CERTIFICATION STATEMENT: | {or the enfity making fhe request) understand thal orders for Medicaid-funded fravel may resuf from the complefion of s form. | [or the enbity making the reguesf) understand and agres to be subject fo
and bound by all nies, reguialions, policies, standards and procedures of the New York Stafe Deparfment of Health, as sef forth in Title 18 of the Official Compilation of Rues and Regwalions of New York Slafe, Provider Manuals and other
official bullefins of the Departmeant, including 18 NYCRR § 504.8(a)(2) which reguires prowiders fo pay restitution for any direct or indirect monstary damage o the program reswiiing from impropery or inappropiaiely ordening servces. [ jor
the entity making ffe requesf) cerify thal the statements made hereon are frue, accurate and complete fo the best of my knowledge, no matenal fact has been omitted from this form.

For guidance on completion of this form, please visit www.medanswering.com/mp-forms

FPlease Fax this form to 315-299-2786 Mew York State Depariment of Health 2020-U Form
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