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Appellant at ALJ Level 

Med Care Ambulance, Inc. 

ALJ Appeal Number 

1-962002084 
Beneficiary (if not the Appellant)   List attached 

 

ALJ Decision Date 

November 27, 2012 
Health Insurance Claim Number (HICN)* 

 

Specific Item(s) OR Service(s) 

Ground Ambulance Transportation 
Services 

Provider, Practitioner OR Supplier 

Med Care Ambulance, Inc. 
  Part A   Part B  

Basis for referral 

Any Case 

   Error of law material to the outcome of 

the claim  

   Broad policy or procedural issue of 

public interest 

CMS as a Participant 

   Decision not supported by the 

preponderance of evidence 

   Abuse of discretion 

Pre-BIPA 

   Decision not supported by 

substantial evidence 

   Abuse of discretion 

Rationale for Referral:  

Med Care Ambulance, Inc. (Appellant) requested an Administrative Law Judge (ALJ) 

hearing to review the Medicare Administrative Contractor’s, Novitas Solutions, Inc. 

(MAC), and the Qualified Independent Contractor’s, Q2Administrators (QIC), denials of 

Medicare coverage and reimbursement for ground ambulance transportation services 

Appellant furnished the beneficiary from January 13, 2011, until August 27, 2011.  The 

contractors denied Medicare coverage and reimbursement for the ground ambulance 

transportation services, stating Appellant failed to submit sufficient documentation to 

establish other means of transportation were not contraindicated.  Following Appellant’s 

request for an ALJ hearing, the QIC submitted a position paper arguing other means of 

transportation were not contraindicated.  The ALJ issued a fully favorable on-the-record 

decision, finding Medicare coverage existed for all dates of service except August 20, 

2011, which the ALJ did not include in the review. 

The ALJ’s decision contains errors of law material to the outcome of the claim.  The ALJ 

erred as a matter of law in ordering Medicare reimbursement for ground ambulance 

transportation services Appellant furnished the beneficiary from January 13 to 29, 2011, 

and on April 5, 2011, in violation of the certification requirements articulated in section 

410.40(d)(2) of Title 42 of the Code of Federal Regulations (CFR), which require 

ambulance providers to obtain a physician certification prior to furnishing non-

emergency, scheduled, repetitive ambulance transport.  In this case, the physician 

certifications do not include January dates of service or April 5, 2011.  Therefore, in 

finding Medicare coverage existed and in ordering Medicare reimbursement for 

scheduled ground ambulance transportation services, the ALJ erred as a matter of law 

in failing to consider the physician certification requirements articulated in section 

410.40(d)(2) of Title 42 of the CFR. 

The ALJ erred as a matter of law in failing to issue a decision determining whether 

Medicare coverage existed for ground ambulance transportation services Appellant 
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furnished on August 20, 2011, despite Appellant's request.  Section 405.1032(a) of Title 

42 of the CFR states the issues before an ALJ include all the issues brought out in the 

initial determination, redetermination, or reconsideration which were not decided in a 

party’s favor.  In this case, Appellant’s request for Medicare reimbursement for ground 

ambulance transportation services Appellant furnished the beneficiary on August 20, 

2011, was denied at the initial determination, redetermination, and reconsideration 

levels of review.  Therefore, in failing to consider whether Medicare coverage existed for 

the ground ambulance transportation services Appellant furnished the beneficiary on 

August 20, 2011, the ALJ erred as a matter of law.  This error of law is material to the 

outcome of the claim. 

Background:  

Appellant furnished the beneficiary with non-emergency ground ambulance 

transportation services from January 13, 2011, until August 27, 2011.  Exh.3 at 9-18.  At 

issue in this referral is the services Appellant furnished the beneficiary from January 13 

to 29, 2011; April 5, 2011; and August 20, 2011.  The ALJ’s decision pertaining to all 

other dates of service is not challenged herein. 

Accordingly, Appellant filed claims with the MAC seeking Medicare reimbursement.  

See Exh.7 at 265b, 268, 271, 274, 277, 280, 284, 282, 289, 292, 295, 298, 301, 304, 

307, 397, 556, 565, 718.  On initial determination, the MAC denied Medicare coverage 

and reimbursement.  Id.  As a result of the initial denials, Appellant requested the MAC 

conduct redeterminations.  Exh.8 at 729-36, 752-58, 773, 832, 835, 891.  The MAC 

issued unfavorable redetermination decisions, finding Medicare coverage did not exist 

for the ground ambulance transportation services Appellant furnished the beneficiary 

because the beneficiary’s symptoms were not adequately explained in the trip record 

and the medical documentation did not include a detailed physical assessment showing 

the severity of the beneficiary’s condition.  Exh.8 at 265b-66, 268-69, 271-72, 274-75, 

277-78, 280-81, 284-85, 282, 287, 289-90, 292-93, 295-96, 298-99, 301-02, 304-05, 

397-98, 556-57, 565-66, 718-19.  Additionally, the MAC found the beneficiary financially 

responsible for the noncovered services.  Id. 

Following the unfavorable redetermination decisions, Appellant requested the QIC 

conduct reconsiderations.  Exh.6 at 42-66, 85-86, 109-11, 237-38.  Nevertheless, the 

QIC issued an unfavorable consolidated reconsideration decision, denying Medicare 

coverage and reimbursement because Appellant failed to submit sufficient 

documentation to establish no other means were contraindicated.  Exh.4 at 37.   

Accordingly, Appellant requested an ALJ hearing, arguing the ground ambulance 

transportation services met Medicare coverage criteria.  Exh.3 at 9-22.  Prior to the 

hearing, the QIC submitted a position paper maintaining the ground ambulance 

transportation services were not covered by Medicare because other means of 

transportation were not contraindicated.  Exh.2 at 4-8.  Thereafter, the ALJ issued a fully 

favorable on-the-record decision, finding Medicare coverage existed for the ground 

ambulance transportation services Appellant furnished the beneficiary for all dates of 
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service except August 20, 2011, which the ALJ did not address.  ALJ at 1, 9-10.  This 

referral requesting the Council accept own motion review follows. 

Applicable Law, Regulation, and Medicare Policy:  

A party dissatisfied with a reconsideration may request a hearing before an ALJ.  42 

C.F.R. § 405.1000(a).  The ALJ conducts a de novo review and issues a decision based 

on the hearing record.  42 C.F.R. § 405.1000(d).  Further, an ALJ’s “decision must be 

based on evidence offered at the hearing or otherwise admitted into the record.”  42 

C.F.R. § 405.1046(a); see also 42 C.F.R. § 405.1046(a) (“Unless the ALJ dismisses the 

hearing, the ALJ will issue a written decision that gives the findings of fact, conclusions 

of law, and the reasons for the decision.  The decision must be based on evidence 

offered at the hearing or otherwise admitted into the record.”).  “The issues before the 

ALJ include all the issues brought out in the initial determination, redetermination, or 

reconsideration that were not decided entirely in a party’s favor.”  42 C.F.R. § 

405.1032(a). 

Medicare coverage of ambulance transportation services is established by section 

1861(s)(7) of the Social Security Act (the Act).  The statute states ambulance services 

are covered “where the use of other methods of transportation is contraindicated[1] by 

the individual’s condition, but only to the extent provided in the regulations.”  Id.  The 

regulations provide Medicare Part B covers ambulance services if Medicare Part A 

payment is not issued directly or indirectly, and the “supplier meets the applicable 

vehicle, staff, and billing and reporting requirements of §410.41 and the service meets 

the medical necessity and origin and destination requirements of paragraphs (d) and (e) 

of [section 410.40 of Title 42 of the CFR].”  42 C.F.R. § 410.40(a).  To satisfy the 

conditions for payment, ambulance services must be:  “(1) Necessary because the use 

of other means of transportation is contraindicated by the beneficiary’s condition; and 

(2) Furnished by an ambulance that meets the definition in [section] 410.41 of [Title 42 

of the CFR].”  42 C.F.R. § 424.124(c).  See also Ch.10, §10.1.5 of MBPM (CMS Pub. 

100-02) (“To be covered, ambulance services must be medically necessary and 

reasonable.”). 

Section 410.40(d)(2) of Title 42 of the CFR sets forth the medical necessity 

requirements for Medicare Part B coverage of nonemergency, scheduled, repetitive 

ambulance services: 

(2)(i) Special rule for nonemergency, scheduled, repetitive ambulance services. 

Medicare covers medically necessary nonemergency, scheduled, repetitive 

ambulance services if the ambulance provider or supplier, before furnishing the 

service to the beneficiary, obtains a written order from the beneficiary's attending 

                                            

1 The term “contraindicated” means “[a]ny special symptom or circumstance that 

renders the use of a remedy or the carrying out of a procedure inadvisable, usually 

because of risk.”  Stedman’s Medical Dictionary 405 (27th ed. 2000). 
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physician certifying that the medical necessity requirements of paragraph (d)(1)[2] 

of this section are met. The physician's order must be dated no earlier than 60 

days before the date the service is furnished. 

(ii) In all cases, the provider or supplier must keep appropriate documentation on 

file and, upon request, present it to the contractor. The presence of the signed 

physician certification statement does not alone demonstrate that the ambulance 

transport was medically necessary. All other program criteria must be met in 

order for payment to be made. 

See also Ch.15, § 10.2 of the Medicare Claims Processing Manual (MCPM) (CMS Pub. 

100-04) (“Part B payment for an ambulance service furnished to a Medicare beneficiary 

is available only if the following, fundamental conditions are met:  [(1)] Actual 

transportation of the beneficiary occurs[; (2)] The beneficiary is transported to an 

appropriate destination[; (3)] The transportation by ambulance must be medically 

necessary, i.e., the beneficiary’s medical condition is such that other forms of 

transportation are contraindicated[; (4)] The ambulance provider/supplier meets all 

applicable vehicle, staffing, billing, and reporting requirements[; and (5)] The 

transportation is not part of a Part A service.”) (emphasis in original).  Furthermore, the 

MBPM explains when ambulance transportation is meets Medicare’s “medically-

necessary” coverage requirement: 

Medical necessity is established when the patient’s condition is such that use of 

any other method of transportation is contraindicated.  In any case in which some 

                                            
2 (1) General rule. Medicare covers ambulance services, including fixed wing and 

rotary wing ambulance services, only if they are furnished to a beneficiary whose 

medical condition is such that other means of transportation are contraindicated. 

The beneficiary's condition must require both the ambulance transportation itself 

and the level of service provided in order for the billed service to be considered 

medically necessary. Nonemergency transportation by ambulance is appropriate 

if either: the beneficiary is bed-confined, and it is documented that the 

beneficiary's condition is such that other methods of transportation are 

contraindicated; or, if his or her medical condition, regardless of bed 

confinement, is such that transportation by ambulance is medically required. 

Thus, bed confinement is not the sole criterion in determining the medical 

necessity of ambulance transportation. It is one factor that is considered in 

medical necessity determinations. For a beneficiary to be considered bed-

confined, the following criteria must be met: 

(i) The beneficiary is unable to get up from bed without assistance. 

(ii) The beneficiary is unable to ambulate. 

(iii) The beneficiary is unable to sit in a chair or wheelchair. 

42 C.F.R. § 410.40(d)(1). 
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means of transportation other than an ambulance could be used without 

endangering the individual’s health, whether or not such other transportation is 

actually available, no payment may be made for ambulance services.  In all 

cases, the appropriate documentation must be kept on file and, upon request, 

presented to the carrier/intermediary.  It is important to note that the presence (or 

absence) of a physician’s order for transport by ambulance does not necessarily 

prove (or disprove) whether the transport was medically necessary.  The 

ambulance service must meet all program coverage criteria in order for payment 

to be made. 

Ch.10, §10.2.1 of MBPM (CMS Pub. 100-02).  See also Ch.15, § 10.2 of MCPM (CMS 

Pub. 100-04) (“Part B payment for an ambulance service furnished to a Medicare 

beneficiary is available only if the . . . transportation by ambulance [was] medically 

necessary, i.e., the beneficiary’s medical condition is such that other forms of 

transportation are medically contraindicated.”). 

As stated above, medical necessity is established when the patient’s condition is 

such that the use of any other method of transportation is contraindicated.  

Contractors may presume this requirement is met under certain circumstances, 

including when the beneficiary was bed-confined before and after the ambulance 

trip (see §20 [of chapter 10 of the MBPM (CMS Pub. 100-02)] for the complete 

list of circumstances). 

A beneficiary is bed-confined if he/she is: 

 Unable to get up from bed without assistance; 

 Unable to ambulate; and 

 Unable to sit in a chair or wheelchair. 

The term “bed confined” is not synonymous with “bed rest” or “nonambulatory”.  

Bed-confinement, by itself, is neither sufficient nor is it necessary to determine 

the coverage for Medicare ambulance benefits.  It is simply one element of the 

beneficiary’s condition that may be taken into account in the 

intermediary’s/carrier’s determination of whether means of transport other that an 

ambulance were contraindicated. 

Ch.10, § 10.2.3 of MBPM (CMS Pub. 100-02). 

Section 20.2 of chapter 10 of the MBPM sets forth the adjudicating entity’s review action 

when reviewing the documentation submitted for a claim for ambulance transportation 

services in which the “patient was suffering from an illness or injury, which 

contraindicated transportation by other means.”  Ch.10, §20.2 of MBPM (CMS Pub. 

100-02). 

(a)  The contractor presumes the requirement was met if the submitted 

documentation indicates that the patient: 
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 Was transported in an emergency situation, e.g., as a result of an 

accident, injury or acute illness, or 

 Needed to be restrained to prevent injury to the beneficiary or others; or 

 Was unconscious or in shock; or 

 Required oxygen or other emergency treatment during transport to the 

nearest appropriate facility; or 

 Exhibits signs and symptoms of acute respiratory distress or cardiac 

distress such as shortness of breath or chest pain; or 

 Exhibits signs and symptoms that indicate the possibility of acute stroke; 

or 

 Had to remain immobile because of a fracture that had not been set or the 

possibility of fracture; or 

 Was experiencing severe hemorrhage; or 

 Could be moved only by stretcher; or 

 Was bed-confined before and after the ambulance trip. 

(b)  In the absence of any of the conditions listed in (a) above additional 

information should be obtained to establish medical need where the evidence 

indicates the existence of the circumstances listed below: 

(i)  Patient’s condition would not ordinarily require movement by stretcher, or 

(ii)  The individual was not admitted as a hospital inpatient (except in accident 

cases), or 

(iii)  The ambulance was used solely because other means of transportation 

were unavailable, or 

(iv)  The individual merely needed assistance in getting from his room or home 

to a vehicle. 

Id. 

Payment [for ambulance transportation services] is based on the level of service 

provided, not on the vehicle used.  Occasionally, local jurisdictions require the 

dispatch of an ambulance that is above the level of service that ends up being 

provided to the Medicare beneficiary.  In this, as in most instances, Medicare 

pays only for the level of service provided, and then only when the service 

provided is medically necessary. 

Ch.15, § 20.1.3 of MCPM (CMS Pub. 100-04). 

The Medicare & You handbook also provides guidance to beneficiaries in determining 

whether ambulance transportation services will meet Medicare coverage criteria.  

Medicare & You (2011).  The handbook states Medicare Part B covers “[g]round 

ambulance transportation when you need to be transported to a hospital or skilled 

nursing facility for medically-necessary services, and transportation in any other vehicle 

could endanger your health.”  Id. at 30.  Furthermore, the handbook defines the term 
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“medically-necessary” as “[s]ervices or supplies that are needed for the diagnosis or 

treatment of your medical condition and meet accepted standards of medical practice.”  

Id. at 129. 

Discussion:  

The ALJ’s decision contains errors of law material to the outcome of the claim.  First, 

the ALJ erred as a matter of law in finding Medicare coverage existed for and in 

ordering Medicare reimbursement for ground ambulance transportation services 

Appellant furnished the beneficiary from January 13 to 29, 2011, and on April 5, 2011, in 

violation of section 410.40(d)(2) of Title 42 of the CFR.  This error of law is material to 

the outcome of the claim because it results in the ALJ ordering Medicare reimbursement 

for routine, scheduled, and repetitive ground ambulance transportation services without 

a physician certifying the beneficiary’s need.  Additionally, the ALJ erred as a matter of 

law in failing to issue a decision on whether Medicare coverage exists for the ground 

ambulance transportation services Appellant furnished the beneficiary on August 20, 

2011, in violation of section 405.1032(a) of Title 42 of the CFR.  This error of law is 

material to the outcome of the claim. 

I. Physician Certification 

The ALJ erred as a matter of law in ordering Medicare reimbursement for ground 

ambulance transportation services Appellant furnished the beneficiary from January 13 

to 29, 2011, and on April 5, 2011, in violation of the certification requirements articulated 

in section 410.40(d)(2) of Title 42 of the CFR.  Specifically, this regulation requires the 

ambulance service provider to obtain a written order from the beneficiary’s physician 

certifying that the ambulance transportation services are medically reasonable and 

necessary. 

In this case, Appellant submitted four certification statements, dated February 2, 2011; 

April 7, 2011; June 5, 2011; and August 1, 2011.  Exh.10 at 1377-80.  Therefore, 

certification statements existed for the following dates of service:  February 2, 2011, 

until April 3, 2011, and April 7, 2011, until September 30, 2011.  Id.  No certification 

statement existed before February 2, 2011, and from April 4 to 6, 2011.  Id.  Therefore, 

the ground ambulance services Appellant furnished the beneficiary before February 2, 

2011, and between April 4 and 6, 2011, were not furnished in accordance with section 

410.40(d)(2) of Title 42 of the CFR.  In other words, the ground ambulance 

transportation services Appellant furnished the beneficiary from January 13 to 29, 2011, 

and on April 5, 2011, failed to satisfy the physician certification requirements. 

In finding Medicare coverage existed for these ground ambulance transportation 

services, the ALJ erred as a matter of law in failing to consider the physician certification 

requirements articulated in the regulations.  This was an error of law material to the 

outcome of the claim because it results in the ALJ ordering Medicare reimbursement for 

ground ambulance transportation services Appellant furnished the beneficiary without 

complying with the applicable regulations. 
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II. August 20, 2011 

The ALJ erred as a matter of law in failing to issue a decision determining whether 

Medicare coverage existed for ground ambulance transportation services Appellant 

furnished on August 20, 2011, despite Appellant's request.  Section 405.1032(a) of Title 

42 of the CFR states the issues before an ALJ include all the issues brought out in the 

initial determination, redetermination, or reconsideration which were not decided in a 

party’s favor.   

In this case, Appellant’s request for Medicare reimbursement for ground ambulance 

transportation services Appellant furnished the beneficiary on August 20, 2011, was 

denied at the initial determination, redetermination, and reconsideration levels of review.  

Therefore, in failing to consider whether Medicare coverage existed for the ground 

ambulance transportation services Appellant furnished the beneficiary on August 20, 

2011, the ALJ erred as a matter of law.  This error of law is material to the outcome of 

the claim. 

Conclusion:  

Based on the foregoing, we believe the ALJ’s decision contains errors of law material to 

the outcome of these claims.  Therefore, we refer the ALJ’s decision to the Council and 

request own motion review. 

 


