
EMERGENCIES ONLY—AMBULANCE CREW
Complete this section only  if all of the following are true: (the call is an emergency ambulance transport, (2) 
the patient was physically or mentally incapable of signing, and (3) no authorized representative was avail-
able or willing to sign on behalf of the patient at the time of service.
 
Patient Name:_____________________________________________
 
Transport Date:____________________________________________
 
A. Ambulance Crew Member Statement (must be completed 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 were available or willing to sign on the patient’s 
behalf.
  
Reason patient incapable of signing:___________________________
 
_________________________________________________________
 
Name of Receiving Facility:__________________________________
 
TTime of Receiving Facility:__________________________________
 
_________________________________________________________Signature of Crewmember
 
_________________________________________________________
Printed Name of Crewmember
 
  
B. Receiving Facility Representative Signature
The patient named on this form was received by this facility at the date and time indicated above.  This signa-
ture is not an acceptance of financial responsibility for the services rendered to this patient.
 
_________________________________________________________
Signature of Receiving Facility Representative
 
_________________________________________________________
Printed Name and Title of Receiving Facility Representative
 
 
C. Secondary Documentation (required only if signature in
Section B cannot be obtained)
If no facility representative signature is obtained, the ambulance crew should attempt to obtain one or more of If no facility representative signature is obtained, the ambulance crew should attempt to obtain one or more of 
the following forms of documentation from the receiving facility that indicates that the patient was transported 
to that facility by ambulance on the date and time indicated above.  The release of this information by the 
hospital to the ambulance service is expressly permitted by §164.506© of HIPAA.
 
� Facility Face Sheet/Admissions Record
 
�� Patient Care Report (signed by representative of facility)
 
� Hospital Log or Other Similar Facility Record
 
� Patient Medical Record


