
Air Ambulance Transport Information 

24/7 Dispatch/505-242-7760 
Please completely fill out form and return to fltcoord@aircareone.com or fax to 877-773-0155 

One carry- on per person (total: two carry- on bags) Dimensions of carry-on bags not to exceed: 9 inches x 14 inches x 22 inches 
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Sending Physician: ______________________ Receiving Physician: ______________________ 

Phone #: _____________________________   Phone #: __________________ 

Care Coordinator Information (Sending)        Care Coordinator Information (Receiving) 

Name: _______________________________ Name: _______________________________ 

Phone #: _____________________________ Phone #: _____________________________ 

Email: _______________________________ Email: _______________________________ 

Name of Insurance Company and ID # __________________________________(Please Fax or email copy of front/back of card)   

Passport#: ___________________________   Country of Issue: _______________ 

Issued: ________ Exp: ________ Country of Birth: __________ Date Left Country: ________

Sending Hospital Information    Receiving Hospital Information      

Hospital Name & Address: ______________________________ Hospital Name & Address: _________________________________ 

City: ______________ State: _________Zip: ________      City: ______________ State: _________Zip: ________ 

Pt Room #: _____________________  Pt Room #: _________________  

Nursing station #: ________________    Nursing station #: _____________________________________

Passenger Information (Subject to medical crew discretion) 

Full Name: ____________________________________    Full Name: ____________________________________ 

DOB: ____________ Wt: ____________   Gender: ____   DOB: ____________ Wt: ___________  Gender: _____ 

Passport#_______________  Country of Issue: _______      Passport#_______________ Country of Issue: _______  

Issue Date: __________ Expiration Date: ____________ Issue Date: _________  Expiration Date: ____________

Date Left Country: _______ Country of Birth:  ________  Date Left Country: _______  Country of Birth: ________

Pt. Name: ___________________________________    DOB: _________ Gender: _____   Age: ________   Weight: ________Height: ______

Diagnosis: ___________________________________     O2? Yes ☐No☐     IV? Yes☐   No☐   Vented? Yes☐ No ☐ 
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