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EMERGENCY CERTIFICATION FORM  
(NEW JERSEY MEDICAID) 

 
 

Date:  _______________ 
 
 
RE: Beneficiary Name:  _____________________________ 
 
 Beneficiary ID # __ __ __ __ __ __ __ __ __ __ __ __ 
 (12 DIGITS) 
 

Hospital NJ Medicaid Provider #:  __ __ __ __ __ __ __ 
 (7 DIGITS) 
 
 
To Whom It May Concern: 
 
This patient was treated at ____________________________ from __________ 
 (NAME OF HOSPITAL)  (DATE) 
 
through ________________ for _________________________________________. 
 (DATE) (REASON FOR TREATMENT) 
 
Hospital treatment plan was medically necessary and/or emergent for this patient during 
this period. 
 
 
 
______________________________ ______________________________ 
Attending Physician (Print Name) Attending Physician (Signature) 
 
 
Attending Physician's NJ Medicaid Provider #:  __ __ __ __ __ __ __ 
 (7 DIGITS) 
 
Attending Physician NPI #:  __ __ __ __ __ __ __ __ __ __ 
 (10 DIGITS) 
 
 
ATTACH TO HOSPITAL CLAIM AND MAIL TO: 
 
 GAINWELL TECHNOLOGIES 
 P.O. BOX 4802 
 TRENTON, NJ 08650-4802 


