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Physician Certification for Wheelchair Use 
 
I, _______________________________________, certify that the Medicaid recipient, 
_______________________________________, is in active need of a wheelchair due to a physical 
disorder, physical injury, or physical illness. 

 
Patient Information 

 
Name of Patient: _______________________________________________ 
 
Patient’s Medicaid Number: __________________________________ 
 

Wheelchair Use Details 
 
Temporary Use:    Y or N  (Please circle one) 
 
Starting Date: ____________________ 
 
Ending Date: _____________________ 
 
Permanent Use:    Y or N  (Please circle one) 
 

Physician Information 
 
Physician’s Printed Name: ______________________________________ 
 
Physician’s Signature: ___________________________________________ 
 
Date of Approval: ________________________________________________ 
 
INSTRUCTIONS: 
Alabama Medicaid requires this form on file to approve payment for all non-emergency wheelchair 
transportation requests. Once completed and signed, please have your physician’s office scan and email 
this form to: nonemergencytransportation@medicaid.alabama.gov 
  
  
 

mailto:nonemergencytransportation@medicaid.alabama.gov

