RULE
Department of Health
Bureau of Health Services Financing
Medical Transportation Program
Non-Emergency Medical Transportation
(LAC 50:XXVII.541)
The Department of Health, Bureau of Health Services
Financing has amended LAC 50:XXVII.541 in the Medical Assistance
Program as authorized by R.S. 36:254 and pursuant to Title XIX
of the Social Security Act.

This Rule is promulgated in

accordance with the provisions of the Administrative Procedure
Act, R.S. 49:950 et seq. This Rule is hereby adopted on the day
of promulgation.
Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part XXVII. Medical Transportation Program
Chapter 5.

Non-Emergency Medical Transportation

Subchapter C.

Provider Responsibilities

§541.

Provider Enrollment
A.

All transportation providers must comply with the

published rules and regulations governing the Medicaid
Transportation Program, all state laws, and the regulations of
any other governing state agency or commission or local entity
to which they are subject as a condition of enrollment and
continued participation in the Medicaid Program.
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B.

Non-emergency medical transportation profit providers

shall have a minimum liability insurance coverage of $25,000 per
person, $50,000 per accident and $25,000 property damage policy.
1.

The liability policy shall cover any and all:
a. – b.

2.

...

c.

non-owned autos; or

d.

scheduled autos;

e.

hired autos; and

f.

non-owned autos.

Statements of insurance coverage from the agent

writing the policy will not be acceptable. Proof must include
the dates of coverage and a 30-day cancellation notification
clause. Proof of renewal must be received by the department no
later than 48 hours prior to the end date of coverage. The
policy must provide that the 30-day cancellation notification be
issued to the Bureau of Health Services Financing.
3.

Upon notice of cancellation or expiration of the

coverage, the department will immediately revoke the provider’s
Medicaid provider agreement. The ending date of the provider’s
participation in the Medicaid program shall be the ending date
of insurance coverage. Retroactive coverage statements will not
be accepted.
C.

As a condition of reimbursement for transporting

Medicaid recipients to medical or behavioral health services,
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family and friends must maintain the state minimum automobile
liability insurance coverage, a current state inspection
sticker, and a current valid driver’s license. No special
inspection by the department will be conducted. Proof of
compliance with the three listed requirements for this class of
provider must be submitted when enrollment in the department is
sought. Proof shall be the sworn and notarized statement of the
individual enrolling for payment, certifying that all three
requirements are met. Family and friends may be enrolled and
allowed to transport up to three specific Medicaid recipients or
all members of one household. The recipients to be transported
by each such provider will be noted in the computer files of the
department. Individuals transporting more than three Medicaid
recipients shall be considered profit providers and shall be
enrolled as such.
D. – E.

...

AUTHORITY NOTE:

Promulgated in accordance with R.S.

36:254 and Title XIX of the Social Security Act.
HISTORICAL NOTE:

Promulgated by the Department of Health

and Hospitals, Office of the Secretary, Bureau of Health
Services Financing, LR 20:1115-1117 (October 1994), amended by
the Department of Health, Bureau of Health Services Financing,
LR 42:1092 (July 2016), LR 46:
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Implementation of the provisions of this Rule may be
contingent upon the approval of the U.S. Department of Health
and Human Services, Centers for Medicare and Medicaid Services
(CMS), if it is determined that submission to CMS for review and
approval is required.
Dr. Courtney N. Phillips
Secretary
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RULE
Department of Health
Bureau of Health Services Financing
Nursing Facilities
Optional State Assessment
(LAC 50:II.10123 and 20001)
The Department of Health, Bureau of Health Services
Financing has amended LAC 50:II.10123 and 20001 in the Medical
Assistance Program as authorized by R.S. 36:254 and pursuant to
Title XIX of the Social Security Act.

This Rule is promulgated

in accordance with the provisions of the Administrative
Procedure Act, R. S. 49:950, et seq. This Rule is hereby adopted
on the day of promulgation.
Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part II. Nursing Facilities
Subpart 3. Standards for Payment
Chapter 101.

Standards for Payment for Nursing Facilities

Subchapter D.

Resident Care Services

§10123.
A.

Comprehensive Assessment
The facility must conduct initially and periodically a

comprehensive, accurate, standardized, reproducible assessment
of each resident's functional capacity and needs, in relation to
a number of specified areas. Comprehensive assessments must:
A.1. – F. ...
1.

Components of comprehensive assessment (RAI):
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a. – b.
c.

...

care area assessment; and

1.d. – 5. ...
6.

Quarterly Assessment and Optional Progress Notes—

To track resident status between assessments and to ensure
monitoring of critical indicators of the gradual onset of
significant declines in resident status, a registered nurse:
a. – b.viii.
7.

...

Triggers—Level of measurement (coding categories)

of MDS elements that identify residents who require evaluation
using the care area assessment (CAA) process.
8 – 8.g.
G.

Repealed.

Care Area Assessment (CAA) Process and Care Planning
1.

CAAs are triggered responses to items coded on

the MDS specific to a resident’s possible problems, needs or
strengths.
2.

The CAA process provides:
a.

a framework for guiding the review of

triggered areas;
b.

clarification of a resident’s functional

status and related causes of impairments; and
c.

a basis for additional assessment of

potential issues, including related risk factors.
3.

The CAA must:
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a.

be conducted or coordinated by a registered

nurse (RN) with the appropriate participation of health
professionals;
b.

have input that is needed for clinical

decision making (e.g., identifying causes and selecting
interventions) that is consistent with relevant clinical
standards of practice; and
c.

address each care area identified under

CMS’s RAI Version 3.0 Manual, section 4.10, Table 10 (The Twenty
Care Areas).
4.

CAA documentation should indicate:
a.

the basis for decision making;

b.

why the finding(s) require(s), or does not

require, an intervention; and
c.

the rationale(s) for selecting specific

interventions.
H.

Effective for assessments with assessment reference

dates October 1, 2020 and after, the Department of Health
mandates the use of the optional state assessment (OSA) item
set. The OAS item set is required to be completed in conjunction
with each assessment and at each assessment interval detailed
within this Section. The OSA item set must have an assessment
reference date that is identical to that of the assessment it
was performed in conjunction with.
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AUTHORITY NOTE:

Promulgated in accordance with R.S.

46:153.
HISTORICAL NOTE:

Promulgated by the Department of Health

and Hospitals, Office of the Secretary, Bureau of Health
Services Financing, LR 22:34 (January 1996), amended by the
Department of Health, Bureau of Health Services Financing, LR
46:
Subpart 5.
Chapter 200.
§20001.
A.

Reimbursement

Reimbursement Methodology

General Provisions
Definitions
***
Minimum Data Set (MDS)—a core set of screening and

assessment data, including common definitions and coding
categories that form the foundation of the comprehensive
assessment for all residents of long-term care nursing facility
providers certified to participate in the Medicaid Program. The
items in the MDS standardize communication about resident
problems, strengths, and conditions within nursing facility
providers, between nursing facility providers, and between
nursing facility providers and outside agencies. The Louisiana
system will employ the current required MDS assessment as
approved by the Centers for Medicare and Medicaid Services
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(CMS), or as mandated by the Department of Health through the
use of optional state assessment (OSA).
***
B. – C.7. ...
AUTHORITY NOTE:

Promulgated in accordance with R.S.

36:254, R.S. 46:2742, and Title XIX of the Social Security Act.
HISTORICAL NOTE:

Promulgated by the Department of Health

and Hospitals, Office of the Secretary, Bureau of Health
Services Financing, LR 28:1473 (June 2002), repromulgated LR
28:1790 (August 2002), amended LR 28:2537 (December 2002), LR
32:2262 (December 2006), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 38:825 (March
2012), amended by the Department of Health, Bureau of Health
Services Financing, LR 42:1522 (September 2016), LR 43:525
(March 2017), LR 43:2187 (November 2017), LR 46:
Implementation of the provisions of this Rule may be
contingent upon the approval of the U.S. Department of Health
and Human Services, Centers for Medicare and Medicaid Services
(CMS), if it is determined that submission to CMS for review and
approval is required.
Dr. Courtney N. Phillips
Secretary
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