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Description of Procedure or Service 

An ambulance is a vehicle which can transport medical patients who require active treatment and/or 

monitoring to a treatment facility or next level of care. An ambulance is designed and supplied with 

materials and devices to provide life-saving and supportive treatments or interventions. 

Ambulances are used to respond to medical emergencies by the emergency medical services. For this 

purpose, they are generally equipped with flashing warning lights and sirens. They can rapidly transport 

first responders to the scene, carry equipment for administering emergency care and transport patients 

to hospital or other definitive care.  

Ambulance services should only be utilized when the patient’s clinical condition is such that the use of 

any other method of transportation would be contraindicated.  

Benefit Application 

This medical policy relates only to the services or supplies described herein. Please refer to the  
Member's Benefit Booklet for availability of benefits.  

Policy Statement 

GEHA will provide coverage for Ambulance Transport when it is determined to be medically necessary 

because the medical criteria and guidelines as documented below have been demonstrated. 

When Ambulance Transfer is covered: 

Emergency Air Ambulance 
Medically appropriate air ambulance transportation is a covered service regardless of the State or region 
in which it is rendered.  
Emergency air ambulance services may be deployed when the member’s condition requires immediate 
transportation that cannot be provided by ground ambulance. Examples may include situations when a 
member’s medical condition is unstable and transportation by ground ambulance poses a threat to the 
member’s survival or seriously endangers the member’s health and the member’s care cannot be 
provided/stabilized at the current location. 

https://en.wikipedia.org/wiki/Vehicle
https://en.wikipedia.org/wiki/Emergency_medical_services
https://en.wikipedia.org/wiki/Emergency_vehicle_lighting
https://en.wikipedia.org/wiki/Siren_(noisemaker)
https://en.wikipedia.org/wiki/Emergency_medicine
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Emergency air ambulance transportation may also be considered when ground transportation times and 
the lengthy transport times may endanger the member’s life or seriously endanger the member’s 
health. 
In addition, emergency air ambulance may be considered when the pickup point is inaccessible by 
ground ambulance or is in a remote or sparsely populated area.  
 
Emergency air ambulance transportation should meet the following criteria: 

• The member’s destination is an acute care hospital; and 

• Services requested by police or medical authorities at the site of an emergency; or 

• Emergency air ambulance transportation requiring advanced life support; or 

• Weather or traffic conditions make ground ambulance transportation impractical, impossible, or 
overly time consuming 
 

Emergency Ambulance 
(Ground, Air, or Water) 
GEHA considers an emergency ambulance transportation (including wait time and treatment at the 
scene) by a licensed ambulance service from the location of the sudden illness or injury, to the nearest 
hospital where Emergency Health Care Services can be performed. 
The following Emergency ambulance services are considered medically necessary: 

• Transportation within 72 hours of an accident/injury    

• Transportation to the nearest hospital that can provide services appropriate to the covered 
person's illness or injury 

• Transportation to the nearest neonatal special care unit for newborn infants’ treatment of 
illness, injuries, congenital birth defects, or complications of premature birth that require that 
level of care 

• Ground ambulance or air ambulance transportation requiring basic life support or advanced life 
support 

• Supplies that are needed for advanced life support or basic life support to stabilize a member’s 
medical condition 

• Treatment at the scene (paramedic services) without ambulance transportation 

• Wait time associated with covered ambulance transportation  

• Transportation to a hospital that provides a required higher level of care that was not available 
at the original hospital 
 

**Member is responsible for all ground ambulance charges over 100 miles or greater when medically 
necessary treatment is available within 100 miles    
 
 
Non-Emergency Ambulance (Ground or Air) Between Facilities  
Coverage includes non-Emergency ambulance transportation by a licensed ambulance service (either 
ground or air ambulance, as GEHA determines appropriate) between facilities only when the transport 
meets one of the following: 

• From an out-of-Network Hospital to the closest Network Hospital when Covered Health Care 
Services are required 

• To the closest Network Hospital or facility that provides the required Covered Health Care 
Services that were not available at the original Hospital or facility 
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• From a Short-Term Acute Care Facility to the closest Network Long-Term Acute Care Facility 
(LTAC), Network Inpatient Rehabilitation Facility, or other Network Sub-Acute Facility where the 
required Covered Health Care Services can be delivered 

 
The applicable benefit level for eligible non-Emergency ambulance transportation depends on the 
member pick-up location(origin) as follows: 

• If the member is inpatient and is transported from a hospital to another hospital or inpatient 
facility, coverage levels for these ambulance services may vary. 

• If the member is in a sub-acute setting and is transported to an outpatient facility and back 
(outpatient hospital, outpatient facility, or physician’s office), these ambulance services are 
covered under the benefits that apply to that sub-acute setting. 
 

Prior Authorization Requirements for Non-Emergency Ambulance 
Physicians and other health care professionals are responsible for obtaining prior authorization for non-
emergency ambulance transport. 
 
Ambulance or medical transport services are considered eligible for coverage if the patient is legally 

pronounced dead after the ambulance was called, but before pickup, or in route to the hospital. 

When Ambulance Transport is not covered: 

Ambulance transport is considered not medically necessary when: 

• Ambulance transportation when the patient does not require the assistance of medically trained 
personnel and can be safely transferred (or transported) by other means or 

• Ground ambulance transportation for any distance equal to or beyond 100 miles when there is 
availability of medically necessary services within 100 miles or 

• Ambulance services are not properly licensed to be performing ambulance services or 

• Air ambulance transportation that does not meet the covered indications or 

• Non-ambulance transportation (private airline/helicopter, police, taxi, etc.) or 

• Ambulance transportation for member convenience or other miscellaneous reasons for member 
and/or family (member/family hospital preference, routine services for medically stable 
members, member is in foreign country, or out of state, and wants to come home for a surgical 
procedure or treatment transportation to home/physician’s office when the patient does not 
require the assistance of medically trained personnel.)  

• Member is deceased prior to the ambulance call and family wants transportation to the 
coroner’s office or mortuary 
 

Physician documentation 

For adequate review of any requests for the above noted procedures written medical necessity 
is required. This includes, but is not limited to: 

• Date of Service  

• Physician’s orders including the Ordering physician’s name and contact information  

• Pick up and drop off location (including contact names and phone numbers for facilities 
if available), and any wait time associated with covered ambulance transportation  

• Medical reason for being transported (include description of members inpatient stay 
and progress notes if applicable).  
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• Documentation of patient status (vital signs, alert/oriented, Glasgow coma scale, 
comorbidities, functional limitations, etc.)  

• Documentation of any interventions such as oxygen, medications, IV, or monitoring 
during transport.  

• Documentation of any additional equipment or personnel needed for transport.  

• Mileage (one-way) for transport including air mileage and land mileage.    
 
Ground transportation requires written medical necessity when it is necessary to clarify the 
need for transport based upon the submitted diagnosis. 
 
Medical necessity review of transport less than 100 miles is not required unless it cannot be determined 
if the diagnosis requires ambulance transport. 
 
Policy Guidelines 

Air ambulance transport is covered for transfer of a patient from one hospital to another if the medical 

appropriateness criteria are met, that is, transportation by ground ambulance would endanger the 

beneficiary’s health and the transferring hospital does not have adequate facilities to provide the 

medical services needed by the patient. Examples of such specialized medical services that are generally 

not available at all type of facilities may include but are not limited to: burn care, cardiac care, trauma 

care, and critical care. A patient transported from one hospital to another hospital is covered only if the 

hospital to which the patient is transferred is the nearest one with appropriate facilities. Coverage is not 

available for transport from a hospital capable of treating the patient because the patient and/or the 

patient’s family prefer a specific hospital or physician. 

A position statement with accompanying resource document is the result of a collaborative effort of a 

writing group comprised of members of the Air Medical Physician Association (AMPA), the American 

College of Emergency Physicians (ACEP), the National Association of EMS Physicians (NAEMSP), and the 

American Academy of Emergency Medicine (AAEM). This document has been jointly approved by the 

boards of all four organizations. Patients benefit from the appropriate utilization of helicopter 

emergency medical services (HEMS). EMS and regional health care systems must have and follow 

guidelines for HEMS utilization to facilitate proper patient selection and ensure clinical benefit. Clinical 

benefit can be provided by meaningfully shortening the time to delivery of definitive care to patients 

with time-sensitive medical conditions and providing necessary specialized medical expertise or 

equipment to patients before and/or during transport as well as providing transport to patients 

inaccessible by other means of transport The decision to use HEMS is a medical decision, separate from 

the aviation determination whether a transport can be completed safely. Physicians with specialized 

training and experience in EMS and air medical transport must be integral to HEMS utilization decisions, 

including guideline development and quality improvement activities. Safety management systems must 

be developed, adopted, and adhered to by air medical operators when making decisions to accept and 

continue every HEMS transport. HEMS must be fully integrated within the local, regional, and state 

emergency health care systems. HEMS programs cannot operate independently of the surrounding 

health care environment. The EMS and health care systems must be involved in the determination of 

the number of HEMS assets necessary to provide appropriate coverage for their region (Floccare et. al., 

2013). 
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In 2016, the National Association of State Emergency Medical Services Officials (NASEMSO) updated the 

guidelines to encompass evidence-based care.  The guidelines include appropriate considerations for 

patient assessment, treatment and transportation. 

Medical necessity is only established when the beneficiary’s condition is such that the time needed to 

transport a beneficiary by ground, or the instability of transportation by ground, poses a threat to the 

beneficiary’s survival or seriously endangers the beneficiary’s health. Following is an advisory list of 

examples of cases for which air ambulance could be justified. The list is not inclusive of all situations that 

justify air transportation, nor is it intended to justify air transportation in all locales in the circumstances 

listed. 

• Intracranial bleeding - requiring neurosurgical intervention; 

• Cardiogenic shock; 

• Burns requiring treatment in a burn center; 

• Conditions requiring treatment in a Hyperbaric Oxygen Unit; 

• Multiple severe injuries; or 

• Life-threatening trauma. 

 

Background 

Any vehicle used as an ambulance (ground and/or air) must be designed and equipped to respond to 

medical emergencies and, in nonemergency situations, be capable of transporting beneficiaries with 

acute medical conditions. The vehicle must comply with State or local laws governing the licensing and 

certification of an emergency medical transportation vehicle. At a minimum, the ambulance must 

contain a stretcher, linens, emergency medical supplies, oxygen equipment, and other lifesaving 

emergency medical equipment and be equipped with emergency warning lights, sirens, and 

telecommunications equipment as required by State or local law. This should include, at a minimum, 

one 2-way voice radio or wireless telephone.  

Basic Life Support (BLS) ambulances must be staffed by at least two people, at least one of whom must 

be certified as an emergency medical technician (EMT) by the State or local authority where the services 

are being furnished and be legally authorized to operate all lifesaving and life-sustaining equipment on 

board the vehicle. The EMT duties include assessment and management of airway, use of positive 

pressure ventilation, administer medications and stabilization of patient status.   

Advanced Life Support (ALS) vehicles must be staffed by at least two people, at least one of whom must 

be certified by the State or local authority as an EMT-Intermediate or an EMT-Paramedic. ALS 

ambulance service includes advanced life saving measures such as cardiac defibrillation, endotracheal 

intubation, and intraosseous intravenous access.   

Thomas et. al. (2013) set forth to set evidenced based guidelines or air medical transportation for 

prehospital trauma patients.  A multidisciplinary panel was recruited consisting of experts in trauma, 

EBG development, and emergency medical services (EMS) outcomes research. Representatives of the 
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Federal Interagency Committee on Emergency Medical Services (FICEMS), the National Highway Traffic 

Safety Administration (NHTSA) (funding agency), and the Children's National Medical Center 

(investigative team) also contributed to the process. The panel used the Grading of Recommendations 

Assessment, Development and Evaluation (GRADE) methodology to guide question formulation, 

evidence retrieval, appraisal/synthesis, and formulate recommendations. The process followed the 

National Evidence-Based Guideline Model Process, which has been approved by the Federal Interagency 

Committee on EMS and the National EMS Advisory Council.  Two strong and three weak 

recommendations emerged from the process, all supported only by low or very low-quality evidence. 

The panel strongly recommended that the 2011 CDC Guideline for the Field Triage of Injured Patients be 

used as the initial step in the triage process, and that ground emergency medical services (GEMS) be 

used for patients not meeting CDC anatomic, physiologic, and situational high-acuity criteria. The panel 

issued a weak recommendation to use helicopter emergency medical services (HEMS) for higher-acuity 

patients if there is a time-savings versus GEMS, or if an appropriate hospital is not accessible by GEMS 

due to systemic/logistical factors. The panel strongly recommended that online medical direction should 

not be required for activating HEMS. Special consideration was given to the potential need for local 

adaptation. 

Tursch et. al. (2013) developed a useful tool: Stratification of Air Medical Transport by Expression of 

Symptoms in Patients (STEP) to assess patient's illness/injury severity in the planning stage of a long 

distance, international, air ambulance transport and assists in choosing the appropriate mode and 

configuration of transport. 

In 2011, Stewart et. al. examined the association of direct helicopter versus ground transport and in-

hospital mortality in trauma patients.  All trauma patients transported directly to a Level I or Level II 

trauma center by either air or ground EMS over a 4-year period were selected from the Oklahoma State 

Trauma Registry. Multivariable logistic regression was used to develop propensity scores based on 

variables measured at the scene of injury. The propensity scores represented the predicted probabilities 

of a patient being transported by HEMS given a specific set of characteristics and were used as a 

composite confounding variable in subsequent models of the association of mortality and mode of 

transport. Along with the propensity scores, Injury Severity Scores (ISS), initial Revised Trauma Score 

(RTS), and distance from the trauma center were included in a Cox proportional hazards model of the 

association of mode of transport and 24-hour and 2-week mortality.  It was concluded that helicopter 

EMS transport was associated with a decreased hazard of mortality among certain patients transported 

from the scene of injury directly to definitive care. Refinements in scene triage and transport guidelines 

are needed to more effectively select patients that may benefit from HEMS transport from those 

unlikely to benefit. 

Hafner et. al. (2012) conducted a study to describe the medical appropriateness of HEMS transports, 

using established guidelines, in a large national patient cohort. During the study period, 27,697 flights 

were completed and reviewed, with 582 (2.1%) flights identified for further review by a senior QA/QI 

nurse and/or senior medical director. Of those, 367 (1.3%) were determined to be medically 

inappropriate flights. Inappropriate flights were most often on-scene flights (59.9%), were most often 

for adult patients (92.9%; median age 56.9 years; 25-75% interquartile range 42-75 years), and most 

often represented medical diagnoses (57.8%). Based on established criteria, only 1.3% of total flights 

were determined to be inappropriate. This large national cohort demonstrated compliance with current 

industry standards. 
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In a conflicting 6-year retrospective analysis of presenting trauma patients to a single medical center, it 

was discovered that nearly one third of patients transported by helicopter were minimally injured. 

Policies to identify patients who do not benefit from helicopter transport should be developed. 

Significant reduction in transport cost can be made by judicious selection of patients. Education to 

physicians calling for transport and identification of alternate means of transportation would be both 

safe and financially beneficial to our system (Vercruysse, et. al., 2015). 

Taylor et. al. (2010) performed a systematic review of the costs and benefits of helicopter emergency 

medical services to determine the economic cost of helicopter emergency medical expenses.  The cost 

and effectiveness of HEMS varied considerably between studies. Despite generally being more 

expensive than ground transport, a number of studies found HEMS to be cost-effective. However, given 

the variation in the intervention design, context and study methods between studies it was not possible 

to assess the cost-effectiveness of HEMS in general. Given the variation inherent in the health systems in 

which HEMS operate, synthesis and extrapolation of study findings across differing health environments 

is difficult. To address economic and clinical evidence in relation to HEMS, future research that is 

tailored to account for local system factors is required. 

Regulatory Status 

The FDA regulates the equipment and medications used by emergency transport. 

Statewide regulations are applied to ambulance organizations as well as licensing for emergency 

healthcare providers. 

Codes 

 
The following list is for reference purposes only and does not imply that the service described is 

covered or non-covered.   

Relevant CPT codes addressed by this policy content include, but are not limited to: 

A0225 Ambulance service, neonatal transport, base rate, and emergency transport, 
one way 

A0380 BLS mileage (per mile) 

A0382 BLS routine disposable supplies 

A0384 BLS specialized service disposable supplies; defibrillation (used by ALS 
ambulances and BLS ambulances in jurisdictions where defibrillation is 
permitted in BLS ambulances) 

A0390 ALS mileage (per mile) 

A0392 ALS specialized service disposable supplies; defibrillation (to be used only in 
jurisdictions where defibrillation cannot be performed in BLS ambulances) 

A0394 ALS specialized service disposable supplies; IV drug therapy 

A0396 ALS specialized service disposable supplies; esophageal intubation 

A0398 ALS routine disposable supplies 

A0420 Ambulance waiting time (ALS or BLS), one half (1/2) hour increments 

A0422 Ambulance (ALS or BLS) oxygen and oxygen supplies, life sustaining situation 

A0424 Extra ambulance attendant, ground (ALS or ALS) or air (fixed or rotary winged); 
(requires medical review) 
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A0425 Ground mileage, per statute mile 

A0426 Ambulance service, advanced life support, non-emergency transport, level 1 
(ALS 1) 

A0427 Ambulance service, advanced life support, emergency transport, level 1 (ALS 1 
- emergency) 

A0428 Ambulance service, basic life support, non-emergency transport, (BLS) 

A0429 Ambulance service, basic life support, emergency transport (BLS-emergency) 

A0430 Ambulance service, conventional air services, transport, one way (fixed wing) 

A0431 Ambulance service, conventional air services, transport, one way (rotary wing) 

A0432 Paramedic intercept (PI), rural area, transport furnished by a volunteer 
ambulance company which is prohibited by state law from billing third party 
payers 

A0433 Advanced life support, level 2 (ALS 2) 

A0434 Specialty care transport (SCT) 

A0435 Fixed wing air mileage, per statute mile 

A0436 Rotary wing air mileage, per statute mile 

A0998 Ambulance response and treatment, no transport 

A0999 Unlisted ambulance service 

S0207 Paramedic intercept, non-hospital-based ALS service (non-voluntary), non-
transport 

S0208 Paramedic intercept, hospital-based ALS service (non-voluntary), non-
transport 

S9960 Ambulance service, conventional air service, nonemergency transport, one 
way (fixed wing); 

S9961 Ambulance service, conventional air service, nonemergency transport, one 
way (rotary wing) 

T2007 Transportation waiting time, air ambulance and nonemergency vehicle, one-
half (1/2) hour increments 
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October 2021 Clarification of coverage criteria including wait time, treatment 
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