
  PLEASE DO NOT COPY. PLEASE DO NOT USE STAPLES. 

Prior Authorization Request for Repetitive, Scheduled Non-Emergent Ambulance Transports 
 Medicare Part B Fax/Mail Coversheet 
(Fields with a red asterisk (*) are required.) 

Request Type (check one)*:  Initial  RESUBMISSION 

 
Number of one‐way transports requested (round trip = 2 transports)* 
Start date (mm/dd/yyyy)* 
End Date if not 60 days (mm/dd/yyy)   

Modifier 2 

Supplier PTAN 

First Name* 

Certifying Physician PTAN

Modifier 1* 
 

This information is intended only for the use of the individual or entity to which it is addressed and may contain information that is 
privileged, confidential, and exempt from disclosure. If you are not the intended recipient, or an employee or agent of the intended 
recipient, you are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited. Please 
contact the sender and destroy/delete all copies of this communication.

this communication in error, please notify us immediately by telephone confirming the destruction of the information. 

If you selected "resubmission", please provide previous UTN  

Retroactive requests are permitted, however, it can reduce the ability to correct certain documentation errors, resulting in 
higher non‐affirmation rates. Refer to RSNAT Early Submission.  

Communication to reviewer (if needed): 

When is the request submitted?:  

Contact Phone/Ext. 

Requester Phone/Ext.*

JE Mail to: 
Noridian Healthcare Solutions (Part B Prior Authorization)
PO Box 6774 Fargo, ND  58108-6774 

       

Ambulance HCPCS code* 
Ambulance Supplier Information 

Supplier Name* 
Supplier NPI*    
Supplier Address* 
Supplier City, State Zip* 
State where ambulance is garaged* 
Beneficiary Information
Last Name* 
Medicare Beneficiary Identifier* 
Date of Birth (mm/dd/yyyy)* 

Certifying Physician Information
Certifying Physician Name 
Certifying Physician NPI        
Certifying Physician Address 
Certifying Physician City, State, Zip

Requester/Contact Information 
Fax number  
Contact Name 

Requester Name* 

Requester Signature*  

Fax to:  701-433-3024

Date* 

 

Retroactive Prior to Services (recommended)  

https://med.noridianmedicare.com/web/jeb/cert-reviews/pre-claim/prior-authorization-for-rsnat/rsnat-prior-authorization-why-early-submission-matters
https://med.noridianmedicare.com/web/jeb/cert-reviews/pre-claim/prior-authorization-for-rsnat/rsnat-prior-authorization-why-early-submission-matters
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