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DEPARTMENT OF HEALTH
AND HOSPITALS




	Health Standards Section

License Application

NON-EMERGENCY MEDICAL TRANSPORTATION


STATE OF LOUISIANA                                                                                                                    BUREAU OF HEALTH SERVICES FINANCING

DEPARTMENT OF HEALTH AND HOSPITALS                                                                                      HEALTH STANDARDS SECTION

NON-EMERGENCY MEDICAL TRANSPORTATION LICENSE APPLICATION
NON-EMERGENCY MEDICAL TRANSPORTATION
LICENSE APPLICATION FORM

	 FORMCHECKBOX 
 check  if any change  has occurred  since last application                                      

I.  PROVIDER   (DBA)   NAME __________________________________________________________________________________EIN#_____________________

     GEOGRAPHICAL ADDRESS ___________________________________________________________________________________________________________

     CITY / STATE / ZIP ___________________________________________________________________________________________________________________
      TELEPHONE NUMBER   (_____)  ________________FAX NUMBER   (____)  __________________ EMAIL ADDRESS_______________________________


	II.   MAILING ADDRESS (IF DIFFERENT FROM ABOVE) _____________________________________________________________________________________

        CITY / STATE / ZIP  ___________________________________________________________________________________________________________________

	III. OWNER’S NAME_________________________________________________________________________________________________________________
        MAILING ADDRESS (IF DIFFERENT FROM ABOVE)  _________________________________________________________________________________

       CITY/STATE/ZIP  _________________________________________________________________________________________________________________

	IV.   DISCLOSURE OF OWNERSHIP AND CONTROL INFORMATION:                          

                NON- PROFIT           
                            FOR - PROFIT                                                GOVERNMENT  
 FORMCHECKBOX 
 INDIVIDUAL / SOLE   PROPRIETOR                FORMCHECKBOX 
INDIVIDUAL / SOLE   PROPRIETOR
         FORMCHECKBOX 
FEDERAL         FORMCHECKBOX 
HOSPITAL DISTRICT 

 FORMCHECKBOX 
CORPORATION
                                                 FORMCHECKBOX 
CORPORATION

                           FORMCHECKBOX 
 STATE              FORMCHECKBOX 
COMBINATION GOV-N-PROFIT

 FORMCHECKBOX 
PARTNERSHIP                                                     FORMCHECKBOX 
PARTNERSHIP

                   FORMCHECKBOX 
PARISH             FORMCHECKBOX 
OTHER Specify)______________

 FORMCHECKBOX 
RELIGIOUS AFFILIATION  
             FORMCHECKBOX 
 GROUP PRACTICE

                           FORMCHECKBOX 
CITY / PARISH


 FORMCHECKBOX 
UNINCORPORATED ASSOCIATION                  FORMCHECKBOX 
OTHER (Specify) ____________________             FORMCHECKBOX 
CITY

 FORMCHECKBOX 
 OTHER (Specify): _______________________       

IF THE DISCLOSING ENTITY IS A CORPORATION, LIST NAMES, ADDRESSES, AND PHONE NUMBERS OF THE DIRECTORS:

DIRECTOR’S NAME
ADDRESS
TELEPHONE #


	V.  List name, address, and telephone numbers for persons or group of persons having direct or indirect ownership or a controlling interest  ( ≥ 5%)  of  the corporate stock or partnership interest or any person or business entity which has a direct business interest, including, but not limited to, a wholly owned subsidiary, the details of any conversion rights which may exist for the benefit of any party and whether such stock, partnership interest, or ownership being held by the disclosed person or business entity is, in fact, owned by another person or business entity   (ATTACH ADDITIONAL SHEETS IF ADDITIONAL SPACE IS NEEDED).

	OWNER
	ADDRESS
	TELEPHONE #

	
	
	

	
	
	

	VI. HOLD HARMLESS AGREEMENT:  All applicants must execute a Hold Harmless Agreement in favor of the state.  The agreement must be notarized.  The Hold Harmless Agreement providers must use is provided in the packet.
VII. DRIVER REQUIREMENTS:                        Total Number of Drivers Employed:  _______________________________
Every driver must complete a Driver Enrollment Form (MT 8), which must be submitted to the Department prior to driving in the program.  The MT 8 form is included in this packet.

    In addition to the MT 8 Form, you must also include with your application:

    1.  A copy of his or  her chauffeur’s license

    2.  Written verification of successful completion of the appropriate Defensive Driving Course

    3.  A copy of his or her on-line driver record from the Office of Motor Vehicles
    4.  Proof that the applicant has applied to the Louisiana State Police or one of their authorized agencies for a criminal history for the    

         driver.

NOTE:   All drivers of vehicles enrolled in the NEMT program must:

    1.  Be 25 years of age or older

    2.  Hold a valid chauffeur’s or commercial driver’s license (Louisiana class A, B, C, or D or the equivalent in the driver’s state of  

         residence)

    3.  Successfully complete a defensive driving course recognized by the National Safety Council or its equivalent as determined by the  

         Department


	VIII. SERVICE AREA REQUIREMENTS: 

The provider service area is defined as the parish or parishes in which the provider had either a main office or a substation.  A parish can only be a service area for a provider if he has an office located in the parish and at least one vehicle based there.  A provider must accept all trip authorizations within the parish or parishes and all reasonable proximity trips to adjacent parishes.  List the parish or parishes that you wish to operate the number of vehicles to be used in each parish, and the location of the office in each parish.
NOTE:  The East Bank and the West Bank of Jefferson parish are counted as two separate parishes.  You may serve one or the other or both.

	PARISH
	NUMBER OF VEHICLES
	OFFICE LOCATIONS

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	IX. VEHICLE REQUIREMENTS:
A participating provider must own or lease all vehicles that will be used to provide NEMT program transportation services.  Proof must be submitted indicating that each vehicle(s) is/are registered in the transportation service’s name.  If the vehicle is under lease, the period of the lease must run concurrently as the inspection period.  TRANSPORTATION PROVIDERS MAY NOT SUBCONTRACT.

All information pertaining to the lease or ownership of each vehicle must be listed in the appropriate space on the NEMT Vehicle Inspection Form (MT 9 A & B).  The provider is to complete Section I of the MT 9 form for each vehicle participating in the NEMT program and return it with a copy of the vehicle’s Certificate of Registration from the Office of Motor Vehicles.

All vehicle certification requirements are listed on the MT 9 form.  Every vehicle participating in the program must be inspected and certified to participate in the program every year.

Cars must have “Hire Taxi” license plates and vans must have “Hire Bus” license plates.

At the time of enrollment, the provider must stipulate whether each vehicle will be used for services to ambulatory or non-ambulatory recipients.


	X. VEHICLE INSURANCE:

Providers are required to have minimum automobile liability coverage insurance limits of $100,000 per person and $300,000 per accident or a $300,000 combined single limit policy.  The policy shall cover Any Automobiles (schedule 1); or owned, hired, leased and non-owned automobiles (schedules 2 or 4; and 8 and 9).  Scheduled automobile policies (Schedule 7) are not permitted.

The insurance company’s home office must send the Department a true and correct copy of the insurance policy to verify coverage.  The insurance must be prepaid for at least the next three month period.  The insurance company must also verify in writing that the policy is prepaid for the next three months.

Providers who intend to transport out-of-state medical appointments must carry $1,000,000 automobile liability insurance in addition to comply with all federal interstate commerce laws pertaining to such transportation.  For more information, contact the Public Service Commission.

The Department must be listed as the “Certificate Holder” for all automobile and general liability insurance carried by NEMT providers.  This should read as follows on all policies and certificates: 

Bureau of Health Services Financing

Health Standards Section

Post Office Box 3767

Baton Rouge, Louisiana  70821-3767

Attention:  NEMT Program Desk

	The policy must have a cancellation/change statement requiring notification of the certificate holder 30 days prior to any cancellation or change of coverage.
The “true and correct copy” of the insurance policy must be mailed directly to Health Standards by the insurance company (not the agent).  All policies and certificates must indicate that they cover non-emergency medical transportation vehicles and have an original signature of the insurance company’s authorized representatives.
Once the vehicles are inspected and certified for participation in the NEMT program, each vehicle will have a decal placed on it by the surveyor.  In addition to initial and periodic recertification inspections, the Department may conduct spot inspections at any time and any location within the state.  Any vehicle failing a spot inspection will have its decal removed.  The vehicle will have to be inspected again before it can be used again to transport Medicaid clients.



	XI. GENERAL LIABILITY INSURANCE REQUIREMENTS:
Each Medicaid transportation provider must be covered by general liability insurance on the business, with a minimum coverage of $300,000 combined single limit liability.  A “true and correct” copy of the policy must be submitted as part of the enrollment packet indicating the amount of coverage, dates of coverage, etc.  This policy must also show BHSF as the certificate holder (see above).  Insurance must be prepaid for a three month period.  The insurance company must also verify in writing that the policy is prepaid for the next three months.  
The policy must have a cancellation/change statement requiring notification of the certificate holder 30 days prior to any cancellation or change of coverage.


	XII.  LOCAL LICENSE & PERMIT REQUIREMENTS:
If the provider’s city or parish requires a special license and/or permit to operate a medical transportation service, providers must attach a copy of the current license or permit to this form before mailing it to Health Standards.  These ordinances exist in Orleans and Jefferson Parishes and the City of Shreveport.


	ATTESTATION:

It is my responsibility to notify the Department of Health and Hospitals, Health Standards Section in writing of any changes in the information provided in this application.  I certify that the information herein is true, correct and supportable by documentation to the best of my knowledge.  Documentation of the information above is available upon request by the Department of Health and Hospitals.

(NOTE:  If Sole Ownership – the owner must sign; If a Partnership - all partners must sign; If a Corporation or Government Entity – the Chief Executive Officer (president, mayor, CEO) and the authorized representative must sign.

_________________________________________________/____________________________________/_____/_____/_____

AUTHORIZED REPRSENTATIVE NAME & TITLE (TYPED OR PRINTED/    AUTHORIZED REPRESENTATIVE’S  SIGNATURE  /        DATE SIGNED

_________________________________________________/____________________________________/_____/_____/_____

AUTHORIZED REPRSENTATIVE NAME & TITLE (TYPED OR PRINTED/    AUTHORIZED REPRESENTATIVE’S  SIGNATURE  /        DATE SIGNED
_________________________________________________/____________________________________/_____/_____/_____

AUTHORIZED REPRSENTATIVE NAME & TITLE (TYPED OR PRINTED/    AUTHORIZED REPRESENTATIVE’S  SIGNATURE  /        DATE SIGNED
_________________________________________________/____________________________________/_____/_____/_____

AUTHORIZED REPRSENTATIVE NAME & TITLE (TYPED OR PRINTED/    AUTHORIZED REPRESENTATIVE’S  SIGNATURE  /        DATE SIGNED
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