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Removal and Transport Directive

Transforming lives

Date:

TO: American Medical Response (AMR)  Email:

FROM (FNP Region):

Authorized Person Requesting: Phone Number: ( )

Section 1. Client Information

LAST NAME FIRST NAME PROVIDERONE ID NUMBER DATE OFBIRTH
ADDITIONAL CONTACT PHONE NUMBER (WITH AREA CODE) ORGANIZATION
ADDITIONAL CONTACT PHONE NUMBER (WITH AREA CODE) ORGANIZATION

What is the mobility status of the client (i.e. w heelchair, cane)?

PICK-UP ADDRESS (EXACT ADDRESS / ENTRANCE)

TRANSPORT START TIME DATE TRANSPORT END TIME DATE
. O Avm O PM . O AM O PM

DROP-OFF ADDRESS (EXACT ADDRESS / ENTRANCE)

SPECIAL NEEDS /COMMENTS

Section 2. Certification

O client needs transportation to an alternate location as determined by DSHS, in its authority granted under RCW 10.77.086.

SIGNATURE DATE PRINT NAME

Section 3. AMR Transport Confirmation

SIGNATURE DATE PRINT NAME

Section 4. Receiving Facility Confirmation

SIGNATURE DATE PRINT NAME

REMOVAL AND TRANSPORT DIRECTIVE
DSHS 17-297 (07/2020)




