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CERTIFICATION OF TREATMENT OF EMERGENCY 

MEDICAL CONDITION 
 
 
PATIENT'S NAME (Last)           (First)                        (MI) 
 
 

DATE OF BIRTH 

ADDRESS: (STREET)         
 
                                                              

CITY      STATE                 ZIP CODE 
 

 
DIAGNOSIS:_____________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
TREATMENT:____________________________________________________________________________________
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
Date(s) of Treatment/Hospital Stay 
From______________________________________________ To __________________________________________ 
 

Medicaid coverage may be available to the above named individual for care and services (exclusive of care and services 
related to an organ transplant procedure) that were necessary for the treatment of an "emergency medical condition."  
Under federal law [42 USC 1396b(v)(3), SSA 1903(v)(3) and 42 CFR 440.255] the term "emergency medical condition" 
means a medical condition (including emergency labor and delivery) manifesting itself by acute symptoms of sufficient 
severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to 
result in: 
 
  (A) Placing the patient's health in serious jeopardy; 
  (B) Serious impairment to bodily functions; or 
  (C) Serious dysfunction of any bodily organ or part. 
 
This definition must be met at the time medical service is provided, or it will not be considered to be an emergency 
 medical condition.  Not all services that are medically necessary meet the Federal definition of emergency medical 
 condition.  
 
PHYSICIAN’S CERTIFICATION: in signing below, I certify that the care and services provides to the above named 
individual on the dates specified were for the purpose of treating an emergency medical condition as defined above.  
 
 The condition for which treatment was provided to the above named individual on the dates specified (please check box): 
 
        Meets the definition of emergency medical condition described above. 
 
 
        Does not meet the definition of emergency medical condition described above. 
 
Signature of Attending Physician/License Number Print Full Name 

 
Provider/Facility Name  Provider Facility MMIS ID No. 

 
Address: (Street) City   State Zip Code 

 
 
I understand that the Local Department of Social Services must obtain information regarding emergency medical 
treatment rendered to me in order to determine my eligibility for medical assistance. I give permission to the local 
Department of Social Services to request such information and to the physician or facility to provide such information as 
requested by the local Department of Social Services for this purpose. 
 
Signature of Applicant/Recipient  
 

Date 

 


