
Harnett County Transport Request 

 
Person Requesting Transport: __________________________        Request Date:  ___________ 

 

 

Patient’s Name:  ____________________________________          Room #  _______________ 

 

Pick Up Date __/__/__            Pick Up Time __/__/__                   Appointment Time  ____:____ 

 

Pick Up Location:   __________________________________   Phone#:  _____-_____________  

                Fax #:     _____-____________ 

 

Take To Location:  __________________________________   Phone#:  _____-_____________  

               Fax #:     _____-_____________ 

 

Physician Ordering Transport:  ____________________________________________________ 

 

1. Will a caretaker accompany the patient?  ___Yes   ___No 

2. Is patient a resident of a Skilled Nursing Facility?  ___Yes   ___No 

   A. Date of admission to facility _________________________________________ 

B. Level of care for this patient:     ___Skilled     ___Non-skilled 

C. Is the patient under their Medicare “Part A” stay?  ___Yes   ___No 

3. Can this patient be safely transported by wheelchair?  ___Yes   ___No 

 If no, what is the medical reason for transport by stretcher? ________________________ 

4. Is the patient able to sit, to include a wheelchair, without assistance?  ___ Yes   ___ No 

5. Is the patient able to ambulate without assistance?   ___ Yes   ___ No 

6. Is the patient able to get out of bed without assistance?   ___ Yes   ___No 

7. What medical condition, on this date of service, would prevent safe transport by 

 wheelchair? 

________________________________________________________________________ 

8. On this date of service, what is the specific reason for transportation by stretcher? 

________________________________________________________________________ 

 

These services may not be covered by Medicare, Medicaid, or insurance.   

  If Medicare, Medicaid or insurance denies payment, the requesting facility and/or 

 the patient will be financially responsible for charges incurred from this service. 

 

_____________________________________________ 

Signature of patient or person acting on patient’s behalf 

 

When completed please fax to Harnett County EMS at 910-814-2570, if you 

have any questions please call 910-893-7563. 
 

 

 

 

 

 

 

 

 

***Harnett County EMS Only*** 

 

 

CONFIRMATION:  ___________________________     ______________      ____:____ 

   NAME       DATE                       TIME 


