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Executive Orders

EXECUTIVE ORDER BJ 11-08

Executive Branch—DOTD Guidelines for Vehicles, Trucks
and Loads Which Haul Hay from Louisiana to Texas

WHEREAS, R.S. 32:387 sets forth the terms and
conditions whereby vehicles hauling certain loads may be
issued special permits by the Department of Transportation
and Development if they are in excess of legal statutory size
and weight limits;

WHEREAS, as aresult of the effects of a severe and
extended drought condition in areas of Texas, a dire
necessity has arisen for oversize loads of hay to be
expeditiously moved from Louisiana to Texas;

WHEREAS, the economic vitality of the farming
industry is extremely dependent on the availability of hay for
feed for the livestock; and

WHEREAS, in order to provide emergency
assistance to Texas farmers, the State of Louisiana is willing
to waive certain permits, fees, and other obligations
normally incurred by transporters;

NOW THEREFORE, I, BOBBY JINDAL, Governor of
the State of Louisiana, by virtue of the authority vested by
the Constitution and the laws of the State of Louisiana, do
hereby order and direct as follows:

SECTION 1: The Department of Transportation and
Development, the Department of Public Safety, and the
Department of Revenue shall waive the following statutory
requirements for the shipment of hay:

A. The following sizes and weights for vehicles
transporting hay on highways maintained by the State of
Louisiana shall not exceed the following limitations without
permits:

1. All such vehicles transporting round hay bales
to be loaded side by side across trailers creating an
dimensions that shall not to exceed twelve (12) feet in width
and shall not exceed fourteen (14) feet in height.

B. Permit fees are waived for all carriers while
engaged in the transportation of hay to the victims of the
drought in Texas.

C. The following requirements shall remain in
effect:

1. All such vehicles must travel during daylight
hours only, beginning at sunrise and ending at sunset.

2. All such vehicles must travel with the required
signs and flags properly placed and indicating that they bear
oversized loads.

3. Vehicles must be equipped with mirrors so that
drivers are able to have a clear view of the highway at least
200 feet to the rear of the vehicle.

4. Loads must be
transporting vehicles.

E. Carriers, owners and/or drivers of any vehicle
being operated under this Order are responsible for verifying
in advance that the actual dimensions and weights of the
vehicles and loads are acceptable for all routes being
traveled.

securely bound to the
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SECTION 2.  Nothing in this Order shall be construed
to allow any vehicle to exceed weight limits posted for
bridges and similar structures, or relieve any vehicle or
carrier, owner or driver of any vehicle from compliance with
any restrictions other than those specified, or from any
statute, rule, order or other legal requirement not specifically
waived herein.

SECTION 3. This Order is effective upon signature
and shall terminate on September 30, 2011 unless amended,
modified, terminated or rescinded by the Governor, or
terminated by operation of law.

IN WITNESS WHEREOF, I have set my hand
officially and caused to be affixed the Great Seal of

Louisiana, at the Capitol, in the city of Baton Rouge, on
this 12th day of May, 2011.

Bobby Jindal
Governor
ATTEST BY
THE GOVERNOR
Tom Schedler
Secretary of State
1106#034

EXECUTIVE ORDER BJ 11-09

Merit Increase Freeze

WHEREAS, extraordinary budgetary shortfalls may
require continuing cost reduction measures for the 2010-
2011 fiscal year and additional shortfalls are expected during
the 2011-2012 fiscal year; and

WHEREAS, it is critical to prioritize critical services
to our citizens over pay increases for unclassified
employees; and

WHEREAS, difficult and challenging times call for

fiscal prudence and shared sacrifice among all of us who
serve our fellow citizens; and

WHEREAS, the Governor pursuant to the
Constitution and Laws of Louisiana, specifically, La. R.S.
39:75(B)(3), may issue executive orders prohibiting the
expenditure of monies for specific items.

NOW THEREFORE, I, BOBBY JINDAL, Governor of
the State of Louisiana, by virtue of the authority vested in
me by the Constitution and laws of Louisiana do hereby
order and direct as follows:

SECTION 1:  The authority to award merit increases
for all unclassified employees is frozen beginning
immediately and continuing through June 30, 2012. During
this period of suspension, no appointing authority may grant
a merit increase to any unclassified employee nor may any
unclassified employee gain eligibility for a merit increase.

SECTION 2: All other elected state officials or
entities with constitutional authority are urged to join in this
effort to preserve state services to our citizens by exercising
their authority to suspend the awarding of salary increases to
unclassified state employees starting immediately and
continuing through the duration of the 2011/12 fiscal year.
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SECTION 3: This freeze shall not affect promotions
and performance Planning and Review requirements.
Appointing authorities must continue to comply with all
Civil Service Rules regarding performance planning and
review of employees.

SECTION 4: This Order is effective upon signature
and shall continue in effect until amended, modified,
terminated, or rescinded by the Governor, or terminated by
operation of law.

IN WITNESS WHEREOF, I have set my hand
officially and caused to be affixed the Great Seal of
Louisiana, at the Capitol, in the city of Baton Rouge, on this
Ist day of June, 2011.

Bobby Jindal
Governor
ATTEST BY
THE GOVERNOR
Tom Schedler
Secretary of State
1106#09

EXECUTIVE ORDER BJ 11-10
Flags at Half Staff

WHEREAS, Louisiana Department of Insurance
Fraud Section Investigators Kim Sledge and Rhett
Jeansonne, both residents of Denham Springs, Louisiana,
tragically lost their lives in the line of duty on June 7, 2011;
and

WHEREAS, Investigator Kim Sledge began her LDI
career in October of 2000, first with the Health Division and
subsequently with the Fraud Section. She is survived by her
husband JC, daughter Brittany, and her young step children
Avery and Jacob. In addition, Kim will be missed by her
mother and sisters, and her many friends. She is remembered
by her friends and colleagues as a “true country girl” with a
love of being outdoors, working in her yard, and caring for
her animals; and

WHEREAS, Investigator Rhett Jeansonne began his
LDI career in November 2006 as an Investigator. He is
survived by his wife Bernadette and their seven year old
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daughter Sharon, along with his three sons, Kristopher, Kale,
and Konner and a grandson, born on May 18th. His many
achievements include: National EMS certification,
Firefighter and Emergency Responder certification and EMT
certification. He served as a volunteer firefighter in Denham
Springs. He worked for the State Fire Marshall’s office prior
to joining the LDI staff. He was also a CPR instructor who
trained some of the LDI staff, safety warden, and POD
volunteer for the Department; and

WHEREAS, Investigators Kim Sledge and Rhett
Jeansonne’s dedicated service and ultimate sacrifice make it
appropriate and fitting for the State of Louisiana to
remember them and their families, to mark their passing, and
to honor their memory;

NOW THEREFORE, I, BOBBY JINDAL, Governor of
the State of Louisiana, by virtue of the authority vested by
the Constitution and laws of the State of Louisiana, do
hereby order and direct as follows:

SECTION 1: As an expression of respect for
Investigators Kim Sledge and Rhett Jeansonne, effective
immediately, the flags of the United States and the State of
Louisiana shall be flown at half staff over the State Capitol
and all public building and institutions of the State of
Louisiana until sunset on Friday, June 10, 2011.

SECTION 2:  This Order is effective upon signature
and shall remain in effect until sunset, Friday, June 10, 2011,
unless amended, modified, terminated, or rescinded prior to
that date.

IN WITNESS WHEREOF, I have set my hand
officially and caused to be affixed the Great Seal of
Louisiana, at the Capitol, in the city of Baton Rouge, on this
9th day of June, 2011.

Bobby Jindal
Governor
ATTEST BY
THE GOVERNOR
Tom Schedler
Secretary of State
1106#036



Emergency Rules

DECLARATION OF EMERGENCY

Office of the Governor
Coastal Protection and Restoration Authority

Prohibition of Activities on Levees and
Flood Control Structures (LAC 4:VIIL.2795)

The Coastal Protection and Restoration Authority has
exercised the Emergency Rule provision provided in R.S.
49:953(B), of the Administrative Procedure Act and has
adopted the following Emergency Rule to adopt LAC
4:VIL.2795.A.1, Emergency Prohibition of Activities on
Levees and Flood Control Structures, which restricts
activities on and in the vicinity of flood control levees and
other flood control structures of the Mississippi River and its
tributaries (“MR and T”) or any federal, state or local flood
control structure that is or is designed to prevent or reduce
flooding, including but not limited to all levees and flood
control structures south of the Old River Control Structure,
the Atchafalaya Basin and River, and any levee or flood
control structure in the coastal area as defined in R.S.
49:214.2(3), and provides for waivers of these prohibitions
where appropriate to prevent an undue hardship on existing
commerce and floodway residents in the affected areas.

Activities on and in the vicinity of riverine levees, flood
control levees, and other flood control structures can impact
the soundness and effectiveness of levees and flood control
structures, and these threats are enhanced as river stages rise.
Any levee or other flood control structure breach or failure
during high river stages can be catastrophic, resulting in the
loss of property and lives. The Mississippi River and its
tributaries have risen to dangerously high levels in recent
days prompting a Declaration of Emergency by the governor
of Louisiana (Proclamation No. 41 BJ 2011), and currently
pose real and present danger to life and property in the
affected areas, thus necessitating the adoption of this
Emergency Rule regulating activities on and in the vicinity
of flood control levees and other flood control structures.

The Coastal Protection and Restoration Authority has
determined that failure to restrict activity on and in the
vicinity of riverine levees, flood control levees, and other
flood control structures may lead to the danger of imminent
peril to the public health, safety and welfare of the people
and property of the state of Louisiana. The emergency rule
(LAC 4:VII:2795, Emergency Prohibition of Activities on
Levees and Flood Control Structures) has been adopted by
the Coastal Protection and Restoration Authority effective as
of 5 p.m. on May 17, 2011, and it will remain in effect until
the earlier of its expiration date as provided by statute (R.S.
49:954), or upon the lifting by the governor of the
Declaration of Emergency set forth in Proclamation No. 41
BJ 2011.

The authority for adoption of emergency action in this
instance rests on the authority of the Coastal Protection and
Restoration Authority, in La. Revised Statutes Title 49,
Section 214.1 et seq., to establish procedures in accordance
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with the Administrative Procedure Act to enforce
compliance with the comprehensive master and annual
coastal protection plan as defined in La. R.S. 49:214 et seq.
La. Revised Statutes Title 49, section 214.5.6 (D) provides
that the "full police power of the state shall be exercised" by
the CPRA "to address the loss and devastation to the state
and individuals arising from hurricanes, storm surges and
flooding." The Coastal Protection and Restoration Authority
is further authorized in Revised Statutes Title 49, section
214.5.2.A(5), to delegate any of its powers, duties and
functions to the executive director of the Office of Coastal
Protection and Restoration, and to state agencies and
political subdivisions, including flood protection authorities
or levee districts. Enforcement of the restrictions is
delegated to levee districts and all other state and local law
enforcement officials; however, the Coastal Protection and
Restoration Authority retains primacy for the enforcement of
these regulations. This emergency regulation is enacted in
furtherance of that authority. R.S. 29:724 authorizes the
issuance of executive orders, proclamations and regulations
in times of emergency. This regulation is promulgated in
conjunction with the governor’s Declaration of Emergency
(Proclamation No. 41 BJ 2011) pertaining to the imminent
threat of flooding of the Mississippi River and its tributaries.
Title 4
ADMINISTRATION

Part VII. Governor’s Office
Coastal Protection and Restoration
Authority
§2795. Emergency Regulations

A. Emergency Prohibition of Activities on Levees and
Flood Control Structures

1. Restricted Use During Emergency

a. Purpose. Activities on and in the vicinity of
riverine levees, flood control levees, and other flood control
structures can impact the soundness and effectiveness of
those levees and flood control structures. Threats are
enhanced as river stages rise. Levee failure during high river
stages can be catastrophic. The Mississippi River and its
Tributaries (MR and T) have risen to dangerously high levels
in recent days prompting a Declaration of Emergency by the
governor of Louisiana (Proclamation No. 41 BJ 2011), and
currently pose real and present danger to life and property if
levees and/or flood control structures are breached.

b. Effective  Jurisdiction. ~These Emergency
Prohibitions of Activities on Levees and Flood Control
Structures will be effective and enforced for all Mississippi
River and tributaries (MR and T) projects, or a federal, state
or local flood control structure that is or is designed to
prevent or reduce flooding, including but not limited to all
levees and flood control structures south of the Old River
Control Structure, the Atchafalaya Basin and River, and any
levee or flood control structure in the Coastal Area as
defined in R.S. 49:214.2(3).

c. All pedestrian and vehicular traffic, including but
not limited to, the driving and/or parking of vehicles, all-
terrain vehicles, and mowing equipment, is prohibited within

Chapter 27.
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300 feet of the levee centerline of the MR and T projects, or
a federal, state or local flood control structure that is or is
designed to prevent or reduce flooding except as provided in
Subparagraph f of this Paragraph. In addition, work of any
nature within 300 feet of the levee centerline of the
Mississippi River and tributaries (MR and T) projects, or a
federal, state or local flood control structure that is or
designed to prevent or reduce flooding (including but not
limited to placement of dumpsters, heavy equipment, heavy
machinery, heavy trucks and/or stockpiles of supplies of any
significant weight (fuel tanks, piping, etc.), transport of
heavy loads over the levee or disturbing the grass cover or
seepage areas, all subsurface work within 1,500 feet of a MR
and T levee, or a federal, state or local flood control
structure that is or is designed to prevent or reduce flooding
including but not limited to pile driving, digging, excavation,
and trenching, and seismic surveys/demolition using
explosives within 5,000 feet of any MR and T project, or a
federal, state or local flood control project that is or is
designed to prevent or reduce flooding is hereby prohibited
during the Declaration of Emergency or until this emergency
rule is rescinded. Temporary measures such as sandbags,
gabion baskets, water-filled tubes or other temporary flood-
fighting measures shall be subject to prohibitions on
vehicular and pedestrian traffic and any activity that disturbs
the performance of such measures, however, subsurface and
permitting restrictions established herein shall not apply to
such temporary structures.

d. No person shall tie or moor logs, rafts, boats,
water craft, or floating objects of any description within 100
feet of the original toe of any levee (the original toe being
that established when there is no water against the levee) or
180 feet from the centerline of the levee, whichever distance
is further from the centerline of the levee, or, when the water
is against the levees, tie or moor floating objects insecurely
to mooring posts, revetments, trees or other stationary or
supposedly stationary objects on the foreshore where they
can be driven against the levees during windstorms or high
water events.

e. Waivers to recognized, permitted and current
businesses may be granted on a case by case basis, and are
dependent on the surrounding surface and subsurface ground
conditions in the vicinity of the proposed project or activity,
the distance the project is away from the levee and the
forecasted river stages. All applications for a waiver must
provide a statement that the applicant agrees to hold
harmless and indemnify the authority, the state, or any
employee or agent thereof for any and all liability arising out
of the issuance or use of a waiver, including damage to any
levee or flood protection structure. All waiver applications
must include a copy of the applicant’s existing permit and a
detailed description of the activities for which a waiver is
being requested. No waiver will be granted for subsurface
work within 1,500 feet of a MR and T levee, hurricane
protection project or a federal, state or local flood control
project, and seismic surveys/demolition using explosives
within 5,000 feet of any MR and T project, or a federal, state
or local flood control project that is or is designed to prevent
or reduce flooding. Requests for waivers shall be submitted
to, the levee district of jurisdiction or:
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Office of Coastal Protection and Restoration
Flood Protection Division

ATTN: John Monzon

450 Laurel Street, Suite 1200

Baton Rouge, LA 70804

f.  The CPRA recognizes the historic nature of this
high water event. In this regard, levee districts are permitted
to coordinate with the U.S. Army Corps of Engineers,
CPRA, and other state and local law enforcement officials to
establish limited viewing areas that have a full-time law
enforcement presence when open to the public.

g. Authorization and Delegation. The Coastal
Protection and Restoration Authority is authorized, in
Revised Statutes Title 49, section 214.5.2.A(6), to establish
procedures in accordance with the Administrative Procedure
Act to enforce compliance with the comprehensive master
and annual coastal protection plan as defined in R.S. 49:214
et seq. Revised Statutes Title 49, section 214.5.6(D) provides
that the "full police power of the state shall be exercised" by
the CPRA "to address the loss and devastation to the state
and individuals arising from hurricanes, storm surges and
flooding". It is further authorized in Revised Statutes Title
49, section 214.5.2.A(5), to delegate any of its powers,
duties and functions to the Executive Director of the Office
of Coastal Protection and Restoration, and to state agencies
and political subdivisions, including flood protection
authorities or levee districts. This emergency regulation is
enacted in furtherance of that authority. R.S. 29:724
authorizes the issuance of executive orders, proclamations
and regulations in times of emergency. This regulation is
promulgated in conjunction with the governor’s Declaration
of Emergency (Proclamation No. 41 BJ 2011) pertaining to
the imminent threat of flooding of the Mississippi River and
its tributaries.

h. Construction with Other Statutes, Ordinances and
Regulations. To the extent any local ordinance, rule,
regulation, and/or permitting requirement of a local
governing body conflicts with the provisions of this
regulation, this regulation shall control. However, nothing in
this regulation shall be construed to supplant or override any
local ordinance, rule, regulation, and/or permitting
requirement that provides for a more stringent or restrictive
limitation on use of a levee, hurricane protection project or a
federal, state or local flood control project, and nothing shall
be construed to prevent the simultaneous enforcement of this
regulation and a consistent local prohibition or limitation.
This regulation will not be construed to override existing
limitations on use of levees, hurricane protection projects or
federal, state or local flood control projects, including, but
not limited to, the provisions of R.S. 38:213 (restricting
riding or hauling on levees), or to interfere in any way with
other statutory prohibitions of a more general nature, such as
the trespass prohibitions found in Title 14 of the Louisiana
Revised Statutes, all of which may be enforced
simultaneously with this regulation.

i.  Effectiveness. Except as noted in the following
sentence, this emergency regulation is effective as of 5:00
PM., May 17, 2011, and shall expire on the earlier of its
expiration date as provided by statute (R.S. 49:954), or upon



the lifting by the governor of the Declaration of Emergency
set forth in Proclamation No. 41 BJ 2011. This regulation
shall become effective as to established and permitted
commercial businesses operating within an area affected by
this regulation 72 hours after the effective date and time of
this regulation (as noted in the prior sentence), provided that
if such permitted business has, prior to expiration of such 72
hour period, applied for a waiver as set forth above in
Subparagraph D of this Paragraph, such waiver application
shall act as a temporary waiver permit until OCPR has taken
action on that business’s waiver request.

j-  Enforcement. The CPRA, Office of Coastal
Protection and Restoration, levee districts as well as all other
state and local law enforcement officials are hereby
authorized to enforce the provisions of this regulation.

k. Fees, Fines and Penalties. Violators of this
regulation shall be subject to a civil fine imposed by the
Office of Coastal Preservation and Restoration of up to
$10,000 for each violation. Second and any subsequent
violations shall be subject to a civil fine of up to $20,000 for
each violation. Violators shall also be subject to the
provisions of R.S. 29:724(E) which provides for up to $500
and six months in jail for violations of rules or regulations
promulgated in conjunction with a Declaration of emergency
by the governor. Further, nothing in this regulation is
intended to interfere with or prohibit the imposition of other
applicable fines and penalties provided by other statutes and
regulations in addition to those imposed by this regulation.

I.  Non-interference with Official Duties. This
regulation shall not be construed to restrict the proper
officers of the state or of any levee district or parish or the
federal government and the employees and agents of such
governmental entities while in the performance of their duty
in inspecting, guarding, or repairing the levees or flood
control projects.

AUTHORITY NOTE: Promulgated in accordance with R.S.
49:214.1 et seq.

HISTORICALNOTE: Promulgated by the Office of the
Governor, Coastal Protection and Restoration Authority, LR 37:

Garret Graves

Chairman
1106#003

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Disproportionate Share Hospital Payments
(LAC 50.V.2501, 2701, 2705, and 2707)

The Department of Health and Hospitals, Bureau of
Health Services Financing amends LAC 50:V.2501, §§2705,
2701, 2705, and 2707 in the Medical Assistance Program as
authorized by R.S. 36:254 and pursuant to Title XIX of the
Social Security Act. This Emergency Rule is promulgated in
accordance with the provisions of the Administrative
Procedure Act, R.S. 49:953(B)(1) et seq., and shall be in
effect for the maximum period allowed under the Act or until
adoption of the final Rule, whichever occurs first.

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing amended the
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provisions governing disproportionate share hospital (DSH)
payments to revise the provisions governing non-rural
community hospitals and federally mandated statutory
hospitals to clarify that hospitals qualifying as a non-rural
community hospital in state fiscal year 2007-08 may also
qualify in the federally mandated statutory hospital category,
and to revise the definition of a non-rural community
hospital (Louisiana Register, Volume 34, Number 11). In
compliance with Act 228 of the 2009 Regular Session of the
Louisiana Legislature, the department promulgated an
Emergency Rule to amend the provisions governing
disproportionate share hospital payments to reallocate any
remaining funds from the fiscal year 2009 DSH
appropriation to non-rural community hospitals and issue a
supplemental payment to these hospitals for their
uncompensated care costs (Louisiana Register, Volume 35,
Number 7).

Act 10 of the 2009 Regular Session of the Louisiana
Legislature directed the department to amend the DSH
qualifying criteria and payment methodologies for non-rural
community hospitals. In compliance with Act 10, the
Department of Health and Hospitals, Bureau of Health
Services Financing promulgated an Emergency Rule which
amended the provisions of the June 26, 2009 Emergency
Rule governing supplemental DSH payments to non-rural
community hospitals (Louisiana Register, Volume 36,
Number 1). The department promulgated an Emergency
Rule which amended the January 20, 2010 Emergency Rule
to amend the provisions governing supplemental DSH
payments to non-rural community hospitals in order to
redistribute the funds allocated for the state fiscal year 2010
DSH appropriation (Louisiana Register, Volume 36, Number
7).

The department now proposes to amend the June 29, 2010
Emergency Rule to revise the provisions governing DSH
payments to allow for additional payments after completion
of the Centers for Medicare and Medicaid Services’
mandated independent audit for the state fiscal year. This
action is being taken to promote the public health and
welfare of uninsured individuals and to ensure their
continued access to health care by assuring that hospitals are
adequately reimbursed for furnishing uncompensated care.

Effective June 20, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions of the June 29, 2010 Emergency Rule governing
DSH payments.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part V. Medical Assistance Program—Hospital Services
Subpart 3. Disproportionate Share Hospital Payments

Chapter 25.  Disproportionate Share Hospital Payment
Methodologies
§2501. General Provisions

A.-B3.

4. Qualification is based on the hospital’s latest filed
cost report and related uncompensated cost data as required
by the Department. Qualification for small rural hospitals is
based on the latest filed cost report. Hospitals must file cost
reports in accordance with Medicare deadlines, including
extensions. Hospitals that fail to timely file Medicare cost
reports and related uncompensated cost data will be assumed
to be ineligible for disproportionate share payments. Only
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hospitals that return timely disproportionate share
qualification documentation will be considered for
disproportionate share payments. After the final payment
during the state fiscal year has been issued, no adjustment
will be given on DSH payments with the exception of public
state-operated hospitals, even if subsequently submitted
documentation demonstrates an increase in uncompensated
care costs for the qualifying hospital. After completion of a
Center for Medicare and Medicaid Services’ (CMS)
mandated independent audit for the state fiscal year,
additional payments may occur subject to the conditions
specified in §2701 B.1, §2705.D.2, and §2707.B. For
hospitals with distinct part psychiatric units, qualification is
based on the entire hospital’s utilization.

B.5.-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 34:654 (April 2008), amended by the
Department of Health and Hospitals, Bureau of Health Services
Financing, LR 36:65 (January 2010), amended LR 36:512 (March
2010), LR 37:

Chapter 27.  Qualifying Hospitals
§2701. Non-Rural Community Hospitals

A L

B. DSH payments to a public, non-rural community
hospital shall be calculated as follows.

1. Each qualifying public, non-rural community
hospital shall certify to the Department of Health and
Hospitals its uncompensated care costs. The basis of the
certification shall be 100 percent of the hospital’s allowable
costs for these services, as determined by the most recently
filed Medicare/Medicaid cost report. The certification shall
be submitted in a form satisfactory to the department no later
than October 1 of each fiscal year. The department will
claim the federal share for these certified public
expenditures. The department’s subsequent reimbursement
to the hospital shall be in accordance with the qualifying
criteria and payment methodology for non-rural community
hospitals included in Act 11 of the 2010 Regular Session of
the Louisiana Legislature, and may be more or less than the
federal share so claimed. Qualifying public, non-rural
community hospitals that fail to make such certifications by
October 1 may not receive Title XIX claim payments or any
disproportionate share payments until the department
receives the required certifications. Adjustments to the
certification amounts shall be made in accordance with the
final uncompensated care costs as calculated per the CMS
mandated audit for the state fiscal year.

C. Private, non-rural community hospitals (other than
freestanding psychiatric hospitals) shall be reimbursed as
follows:

1. If the hospital’s qualifying uninsured cost is less
than 4 percent of total hospital cost, no payment shall be
made.

2. If the hospital’s qualifying uninsured cost is equal
to or greater than 4 percent of total hospital cost, but less
than 7 percent, the payment shall be 50 percent of an amount
equal to the difference between the total qualifying
uninsured cost as a percent of total hospital cost and 4
percent of total hospital cost.
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3. If the hospital’s qualifying uninsured cost is equal
to or greater than 7 percent of total hospital cost, but less
than or equal to 10 percent, the payment shall be 80 percent
of an amount equal to the difference between the total
qualifying uninsured cost as a percent of total hospital cost
and 4 percent of total hospital cost.

4. If the hospital’s qualifying uninsured cost is greater
than 10 percent of total hospital cost, the payment shall be
90 percent of qualifying uninsured cost for the portion in
excess of 10 percent of total hospital cost and 80 percent of
an amount equal to 5 percent of total hospital cost.

5. Qualifying uninsured cost as used for this
distribution shall mean the hospital’s total charges for care
provided to uninsured patients multiplied by the hospital’s
cost-to-charge ratio as required by the CMS DHS audit rule
for the applicable cost report period.

D. The department shall determine each qualifying
hospital’s uninsured percentage on a hospital-wide basis
utilizing charges for dates of service from July 1, 2009
through June 30, 2010.

D.1.-D.5. Repealed.

E. Hospitals shall submit supporting patient specific data
in a format specified by the department, reports on their
efforts to collect reimbursement for medical services from
patients to reduce gross uninsured costs and their most
current year-end financial statements. Those hospitals that
fail to provide such statements shall receive no payments
and any payment previously made shall be refunded to the
department. Submitted hospital charge data must agree with
the hospital’s monthly revenue and usage reports which
reconcile to the monthly and annual financial statements.
The submitted data shall be subject to verification by the
department before DSH payments are made.

F. In the event that the total payments calculated for all
recipient hospitals are anticipated to exceed the total amount
appropriated, the department shall reduce payments on a pro
rata basis in order to achieve a total cost that is not in excess
of the amounts appropriated for this purpose. Any funding
not distributed per the methodology outlined in Paragraph
C.1-C.5 of this Section shall be reallocated to these
qualifying hospitals based on their reported uninsured costs.
The $10,000,000 appropriation for the non-rural community
hospital pool shall be effective only for state fiscal year 2011
and distributions from the pool shall be considered
nonrecurring.

G. Of the total appropriation for the non-rural
community hospital pool, $1,000,000 shall be allocated to
public and private non-rural community hospitals with a
distinct part psychiatric unit and $1,000,000 shall be
allocated to freestanding psychiatric hospitals.

1. To qualify for this payment hospitals must have
uninsured cost as defined in §2701.C.5 equal to or greater
than 4 percent of total hospital cost and:

a. be a public or private non-rural community
hospital, as defined in §2701.A that has a Medicaid enrolled
distinct part psychiatric unit; or

b. enrolled in Medicaid as a freestanding psychiatric
hospital that pursuant to 42 CFR 441.151 is accredited by
the Joint Commission on the Accreditation of Healthcare
Organizations.

2. Payment shall be calculated by:



a. dividing each qualifying hospital’s distinct part
psychiatric unit’s uninsured days by the sum of all qualifying
psychiatric unit’s uninsured days and multiplying by
$1,000,000;

b. dividing each qualifying freestanding psychiatric
hospital’s uninsured days by the sum of all qualifying
freestanding psychiatric hospital’s uninsured days and
multiplying by $1,000,000.

H. The DSH payment shall be made as an annual lump
sum payment.

I.  Hospitals qualifying as non-rural community
hospitals in state fiscal year 2007-2008 and subsequent years
may also qualify in the federally mandated statutory hospital
category.

J. Repealed.

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 34:655 (April 2008), amended LR 34:2402
(November 2008), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 37:

§2705. Small Rural Hospitals

A.-D.1.b.

2. Additional payments shall only be made after
finalization of the CMS mandated DSH audit for the state
fiscal year. Payments shall be limited to the aggregate
amount recouped from small rural hospitals based on these
reported audit results. If the small rural hospitals’ aggregate
amount of underpayments reported per the audit results
exceeds the aggregate amount overpaid, the payment

redistribution t0 underpaid shall be paid on a pro rata basis
calculated using each hospital’s amount underpaid divided
by the sum of underpayments for all small rural hospitals.

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 34:657 (April 2008), amended by the
Department of Health and Hospitals, Bureau of Health Services
Financing, LR 37:

§2707. Public State-Operated Hospitals

A L

B. DSH payments to individual public state-owned or
operated hospitals shall be up to 100 percent of the hospital's
net uncompensated costs. Final payment shall be made in
accordance with final uncompensated care costs as
calculated per the CMS mandated audit for the state fiscal
year.

C.-D.2d. ..

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 34:658 (April 2008), amended by the
Department of Health and Hospitals, Bureau of Health Services
Financing, LR 37:

Implementation of the provisions of this Rule may be
contingent upon the approval of the U.S. Department of
Health and Human Services, Center for Medicaid Services
(CMYS) if it is determined that submission to CMS for review
and approval is required.
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Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to all inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#050

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Federally Qualified Health Centers
Diabetes Self-Management Training
(LAC 50:XI.Chapters 103-105 and 10701)

The Department of Health and Hospitals, Bureau of
Health Services Financing amends LAC 50:XI.Chapters
103-105 and §10701 in the Medical Assistance Program as
authorized by R.S. 36:254 and pursuant to Title XIX of the
Social Security Act. This Emergency Rule is promulgated in
accordance with the provisions of the Administrative
Procedure Act, R.S. 49:953(B)(1) et seq., and shall be in
effect for the maximum period allowed under the Act or until
adoption of the final Rule, whichever occurs first.

Act 11 of the 2010 Regular Session of the Louisiana
Legislature authorized the Department of Health and
Hospitals, through its primary and preventive care activity,
to provide reimbursement to providers for rendering services
that will educate and encourage Medicaid enrollees to obtain
appropriate preventive and primary care in order to improve
their overall health and quality of life. In keeping with the
intent of Act 11, the Department of Health and Hospitals,
Bureau of Health Services Financing promulgated an
Emergency Rule which amended the provisions governing
federally qualified health centers (FQHCs) to provide
Medicaid reimbursement for diabetes self-management
training (DSMT) services (Louisiana Register, Volume 37,
Number 2). It is anticipated that this new service will
promote improved patient self-management skills which will
reduce diabetes-related complications that adversely affect
quality of life, and subsequently reduce Medicaid costs
associated with the care of recipients diagnosed with
diabetes-related illnesses. The February 20, 2011 Emergency
Rule also reorganized the existing provisions governing
provider participation and services in a more clear and
concise manner in the Louisiana Administrative Code. The
department now proposes to amend the February 20, 2011
Emergency Rule to clarify the provisions governing service
limits.

This action is being taken to promote the health and
welfare of Medicaid recipients diagnosed with diabetes and
to reduce the Medicaid costs associated with their care.

Effective June 20, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions of the February 20, 2011 Emergency Rule
governing federally qualified health centers.
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Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part XI. Clinic Services

Subpart 13. Federally-Qualified Health Centers
Chapter 103. Services
§10301. Scope of Services

A. Medicaid reimbursement is limited to medically

necessary services that are covered by the Medicaid State
Plan and would be covered if furnished by a physician. The
following services shall be covered:

1. services furnished by a physician within the scope
of practice of his profession under Louisiana law;

2. services furnished by a:

a. physician assistant;

b. nurse practitioner;

¢. nurse midwife;

d. clinical social worker;
e. clinical psychologist; or
f. dentist;

3. services and supplies that are furnished as an
incident to professional services furnished by all eligible
professionals;

4. other ambulatory services; and

5. diabetes  self-management
services.

B. Effective February 20, 2011, the department shall
provide coverage of diabetes self-management training
services rendered to Medicaid recipients diagnosed with
diabetes.

1. The services shall be comprised of one hour of
individual instruction and nine hours of group instruction on
diabetes self-management.

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 30:2328 (October 2004), repromulgated LR
30:2487 (November 2004), amended LR 32:1901 (October 2006),
amended by the Department of Health and Hospitals, Bureau of
Health Services Financing, LR 37:

§10303. Service Limits

A. Federally qualified health center visits (encounters)
are limited to 12 visits per year for medically necessary
services rendered to Medicaid recipients who are 21 years of
age or older. Visits for Medicaid recipients who are under 21
years of age and for prenatal postpartum care are excluded
from the service limitation.

1. - 3. Repealed.

B. Recipients of DSMT services shall receive up to 10
hours of services during the first 12-month period beginning
with the initial training date.

1. After the first 12-month period has ended,
recipients shall only be eligible for two hours of individual
instruction on diabetes self-management per calendar year.

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 30:2328 (October 2004), repromulgated LR
30:2488 (November 2004), amended LR 32:1901 (October 2006),
amended by the Department of Health and Hospitals, Bureau of
Health Services Financing, LR 37:

training (DSMT)
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Chapter 105. Provider Participation
§10501. Provider Enrollment

A. In order to enroll and participate in the Medicaid
Program, an FQHC must submit a completed provider
enrollment packet that includes a copy of the HRSA grant
approving its FQHC status.

1. -4. Repealed.

B. The effective date of a FQHC’s enrollment to
participate in the Medicaid Program shall not be prior to the
date of receipt of the completed enrollment packet.

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 30:2328 (October 2004), repromulgated LR
30:2488 (November 2004), amended LR 32:1902 (October 2006),
amended by the Department of Health and Hospitals, Bureau of
Health Services Financing, LR 37:

§10503. Standards for Participation

A. Federally qualified health centers must comply with
the applicable licensure, accreditation and program
participation standards for all services rendered. If a FQHC
wishes to initiate participation, it shall be responsible for
meeting all of the enrollment criteria of the program. The
FQHC provider shall:

1. maintain an acceptable fiscal record keeping system
that readily distinguishes one type of service from another
type of service that may be provided;

2. retain all records necessary to fully disclose the
extent of services provided to recipients for five years from
the date of service and furnish such records, and any
payments claimed for providing such services, to the
Medicaid Program upon request; and

3. abide by and adhere to all federal and state
regulations and policy manuals.

B. If a FQHC receives approval for a satellite site, the
satellite site must enter into a separate provider agreement
and obtain its own Medicaid provider number.

C. In order to receive Medicaid reimbursement for
DSMT services, a FQHC must have a DSMT program that
meets the quality standards of one of the following
accreditation organizations:

1. the American Diabetes Association;

2. the American Association of Diabetes Educators; or

3. the Indian Health Service.

D. All DSMT programs must adhere to the national
standards for diabetes self-management education.

1. Each member of the instructional team must:

a. be a certified diabetes educator (CDE) certified
by the National Certification Board for Diabetes Educators;
or

b. have recent didactic and experiential preparation
in education and diabetes management.

2. At a minimum, the instructional team must consist
of one the following professionals who is a CDE:

a. aregistered dietician;

b. aregistered nurse; or

c. apharmacist.

3. All members of the instructional team must obtain
the nationally recommended annual continuing education
hours for diabetes management.



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 32:1902 (October 2006), amended by the
Department of Health and Hospitals, Bureau of Health Services
Financing, LR 36:2280 (October 2010), amended LR 37:

Chapter 107. Reimbursement Methodology
§10701. Prospective Payment System
A.-B.2.NOTE

3. Effective for dates of service on or after February
20, 2011, the Medicaid Program shall include coverage for
diabetes self-management training services rendered by
qualified health care professionals in the FQHC encounter
rate.

a. Separate encounters for DSMT services are not
permitted and the delivery of DSMT services alone does not
constitute an encounter visit.

C.-F ..

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 32:1902 (October 2006), amended by the
Department of Health and Hospitals, Bureau of Health Services
Financing, LR 37:

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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#051

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Home and Community-Based Services Waivers
Adult Day Health Care
(LAC 50:XX1.2103, 2107, 2301, 2501,
2503, 2701, 2901-2905 and 2915)

The Department of Health and Hospitals, Bureau of
Health Services Financing and the Office of Aging and Adult
Services amend LAC 50:XXI1.2103, §2107, §2301, §2501,
§2503, §2701, §2901-2905, and §2915 in the Medical
Assistance Program as authorized by R.S. 36:254 and
pursuant to Title XIX of the Social Security Act. This
Emergency Rule is promulgated in accordance with the
provisions of the Administrative Procedure Act, R.S.
49:953(B)(1) et seq., and shall be in effect for the maximum
period allowed under the Act or until adoption of the final
Rule, whichever occurs first.
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The Department of Health and Hospitals, Office of Aging
and Adult Services amended the provisions governing the
Adult Day Health Care (ADHC) Waiver to redefine and
clarify the provisions of the waiver relative to the target
population, the request for services registry, the
comprehensive plan of care, and support coordination
services (Louisiana Register, Volume 34, Number 10). The
October 20, 2008 Rule also amended the provisions
governing the reimbursement methodology to reduce the
comprehensive ADHC rate paid to providers as a result of
adding support coordination as a separate service since these
services were traditionally reimbursed as part of the
comprehensive ADHC rate. These provisions were
repromulgated by the department in December 2008 to
correct an error of omission in the publication (Louisiana
Register, Volume 34, Number 12). The department
promulgated an Emergency Rule which amended the Rule
governing the ADHC Waiver to revise the provisions
governing: 1) the program description; 2) the allocation of
waiver opportunities; and 3) the provision of services and
discharge criteria (Louisiana Register, Volume 37, Number
1).

The Department now proposes to amend the provisions of
the January 1, 2011 Emergency Rule to revise the
reimbursement methodology governing the ADHC Waiver to
implement a quarter hour pay rate and a provider specific
transportation component, and to reduce the direct care floor.
This action is being taken to avoid federal sanctions for
noncompliance with federal requirements for the provision
of waiver services.

Effective June 20, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing and the
Office of Aging and Adult Services amend the provisions of
the January 1, 2011 Emergency Rule governing the Adult
Day Health Care Waiver.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part XXI. Home and Community-Based Services
Waivers
Subpart 3. Adult Day Health Care
Chapter 21.  General Provisions
§2103. Program Description

A. An Adult Day Health Care Waiver program expands
the array of services available to individuals with functional
impairments, and helps to bridge the gap between
independence and institutional care by allowing them to
remain in their own homes and communities. This program
provides direct care for individuals who have physical,
mental or functional impairments. ADHC waiver
participants must attend a minimum of 36 days per calendar
quarter, absent extenuating circumstances. Exceptions for
extenuating circumstances must be approved by the assigned
support coordinator based upon guidance provided by
OAAS.

B. - C.6.

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 30:2034 (September 2004), amended by
the Department of Health and Hospitals, Office of Aging and Adult
Services, LR 34:2161 (October 2008), repromulgated LR 34:2566
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(December 2008), amended by the Department of Health and

Hospitals, Bureau of Health Services Financing and the Office of

Aging and Adult Services, LR 37:

§2107. Programmatic Allocation of Waiver
Opportunities

A L.

B. Adult Day Health Care Waiver opportunities shall be
offered to individuals on the registry according to priority
groups. The following groups shall have priority for ADHC
Waiver opportunities in the order listed:

1. individuals with substantiated cases of abuse or
neglect with Adult Protective Services (APS) or Elderly
Protective Services (EPS) and who, absent ADHC Waiver
services, would require institutional placement to prevent
further abuse and neglect;

a.-c. repealed.

2. individuals who have been discharged after a
hospitalization within the past 30 days that involved a stay
of at least one night;

3. individuals presently residing in nursing facilities
for 90 or more continuous days; and

4. all other eligible individuals on the Request for
Services Registry (RFSR), by date of first request for
services.

C. If an applicant is determined to be ineligible for any
reason, the next individual on the registry is notified and the
process continues until an individual is determined eligible.
An ADHC Waiver opportunity is assigned to an individual
when eligibility is established and the individual is certified.

D. Repealed.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and pursuant to Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Office of Aging and Adult Services, LR
34:2162 (October 2008), repromulgated LR 34:2566 (December
2008), amended by the Department of Health and Hospitals,
Bureau of Health Services Financing and the Office of Aging and
Adult Services, LR 37:

Chapter 23.  Services
§2301. Covered Services

A L.

1. Adult Day Health Care. ADHC services are a
planned, diverse daily program of individual services and
group activities structured to enhance the recipient’s physical
functioning and to provide mental stimulation. Services are
furnished on a regularly scheduled basis, not to exceed 10
hours a day, 50 hours a week. An adult day health care
center shall, at a minimum, furnish the following services:

a.-j.

NOTE: Repealed.

2. Support Coordination. These services assist
participants in gaining access to necessary waiver and other
State Plan services, as well as medical, social, educational
and other services, regardless of the funding source for these
services. Support coordinators shall be responsible for
ongoing monitoring of the provision of services included in
the recipient’s approved Plan of Care (POC). This is a
mandatory service.

A3.-B.

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 30:2036 (September 2004), amended by
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the Department of Health and Hospitals, Office of Aging and Adult
Services, LR 34:2162 (October 2008), repromulgated LR 34:2566
(December 2008), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Aging and Adult Services, LR 37:

Chapter 25. Admission and Discharge Criteria

§2501. Admission Criteria

A. Admission to the ADHC Waiver Program shall be
determined in accordance with the following criteria:

l.-3.

4. reasonable assurance that the health and welfare of
the individual can be maintained in the community with the
provision of ADHC Waiver services.

B. Failure of the individual to cooperate in the eligibility
determination process or to meet any of the criteria in this
Section will result in denial of admission to the ADHC
Waiver.

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 30:2040 (September 2004), amended by
the Department Of Hospitals, Office of Aging and Adult Services,
LR 34:2163 (October 2008), repromulgated LR 34:2568
(December 2008), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Aging and Adult Services, LR 37:

§2503. Denial or Discharge Criteria

A. Admission shall be denied or the recipient shall be
discharged from the ADHC Waiver Program if any of the
following conditions are determined.

1.-7. ..

8. The participant fails to attend the ADHC Center for
a minimum of 36 days per calendar quarter.

9. The individual fails to maintain a safe
environment.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and pursuant to Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Office of Aging and Adult Services, LR
34:2163 (October 2008), repromulgated LR 34:2568 (December
2008), amended by the Department of Health and Hospitals,
Bureau of Health Services Financing and the Office of Aging and
Adult Services, LR 37:

Chapter 27.  Provider Participation
§2701. General Provisions

A -B. ...

C. ADHC providers shall ensure that all non-licensed
direct care staff meet the minimum mandatory qualifications
and requirements for direct service workers as required by
R.S. 40:2179 - 2179.1.

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 30:2041 (September 2004), amended by
the Department of Health and Hospitals, Office for Aging and
Adult Services, LR 34:2164 (October 2008), repromulgated LR
34:2568 (December 2008), amended by the Department of Health
and Hospitals, Bureau of Health Services Financing and the Office
of Aging and Adult Services, LR 37:

Chapter 29. Reimbursement
§2901. General Provisions

A. Development. Adult Day Health Care providers shall

be reimbursed a per quarter hour rate for services provided

home



under a prospective payment system (PPS). The system shall
be designed in a manner that recognizes and reflects the cost
of direct care services provided. The reimbursement
methodology is designed to improve the quality of care for
all adult day health care waiver recipients by ensuring that
direct care services are provided at an acceptable level while
fairly reimbursing the providers.

B. ...

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 30:2041 (September 2004), amended by
the Department of Health and Hospitals, Office of the Secretary,
Office of Aging and Adult Services, LR 32:2257 (December 2006),
LR 34:2164 (October 2008), repromulgated LR 34:2569
(December 2008), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Aging and Adult Services, LR 37:

§2903. Cost Reporting

A. Cost Centers Components

1.-3.e.

4. Property. This component reimburses for
depreciation, interest on capital assets, lease expenses,
property taxes and other expenses related to capital assets,
excluding property cost related to patient transportation.

5. Transportation. This component reimburses for in-
house and contractual driver salaries and related benefits,
non-emergency medical transportation, vehicle maintenance
and supply expense, and automotive expenses related to
ADHC patient transportation.

B.-L. ..

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 Aging and Adult Services, LR
34:2164 (October 2008), repromulgated LR 34:2569 (December
2008), amended by the Department of Health and Hospitals,
Bureau of Health Services Financing and the Office of Aging and
Adult Services, LR 37:

§2905. Cost Categories Included in the Cost Report

A.-B.19. ...

C. Administrative and Operating Costs (AOC)

1.-5.

6. Salaries, Other Administrative—gross salaries of
other administrative personnel including bookkeepers,
receptionists, administrative assistants and other office and
clerical personnel.

7. Salaries, Owner or Owner/Administrator—gross
salaries of all owners of the center that are paid through the
center.

8. Payroll Taxes—cost of employer's portion of
Federal Insurance Contribution Act (FICA), Federal
Unemployment Tax Act (FUTA), State Unemployment Tax
Act (SUTA), and Medicare tax for administrative and
operating employees.

9. Group Insurance, AOC—cost of employer's
contribution to employee health, life, accident and disability
insurance for administrative and operating employees.

10. Pensions, AOC—cost of employer's contribution to
employee pensions for administration and operating
employees.
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11. Uniform Allowance, AOC—employer's cost of
uniform allowance and/or uniforms for administration and
operating employees.

12. Worker's Compensation, AOC—cost of worker's
compensation insurance for administration and operating
employees.

13. Contract, Housekeeping—cost of housekeeping
services and personnel hired through contract that are not
employees of the center.

14. Contract, Laundry—cost of laundry services and
personnel hired through contract that are not employees of
the center.

15. Contract, Maintenance—cost of maintenance
services and persons hired through contract that are not
employees of the center.

16. Consultant Fees, Dietician—fees paid to consulting
registered dieticians.

17. Accounting Fees—fees incurred for the preparation
of the cost report, audits of financial records, bookkeeping,
tax return preparation of the adult day health care center and
other related services excluding personal tax planning and
personal tax return preparation.

18. Amortization Expense, Non-Capital—costs
incurred for legal and other expenses when organizing a
corporation must be amortized over a period of 60 months.
Amortization of costs attributable to the negotiation or
settlement of the sale, or purchase of any capital asset on or
after July 18, 1984, whether by acquisition or merger, for
which any payment has previously been made are
nonallowable costs. If allowable cost is reported on this line,
an amortization schedule must be submitted with the cost
report.

19. Bank Service Charges—fees paid to banks for
service charges, excluding penalties and insufficient funds
charges.

20. Dietary Supplies—costs of consumable items such
as soap, detergent, napkins, paper cups, straws, etc., used in
the dietary department.

21. Dues—dues to one organization are allowable.

22. Educational Seminars and  Training—the
registration cost for attending educational seminars and
training by employees of the center and costs incurred in the
provision of in-house training for center staff, excluding
owners or administrative personnel.

23. Housekeeping Supplies—cost of consumable
housekeeping items including waxes, cleaners, soap, brooms
and lavatory supplies.

24. Insurance, Professional Liability and Other—
includes the costs of insuring the center against injury and
malpractice claims.

25. Interest Expense, Non-Capital and Vehicles—
interest paid on short term borrowing for center operations.

26. Laundry Supplies—cost of consumable goods used
in the laundry including soap, detergent, starch and bleach.

27. Legal Fees—only actual and reasonable attorney
fees incurred for non-litigation legal services related to
patient care are allowed.

28. Linen Supplies—cost of sheets, blankets, pillows,
gowns, under-pads and diapers (reusable and disposable).
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29. Miscellaneous—costs incurred in providing center
services that cannot be assigned to any other line item on the
cost report. Examples of miscellaneous expense are small
equipment purchases, all employees’ physicals and shots,
nominal gifts to all employees, such as a turkey or ham at
Christmas, allowable advertising, and flowers purchased for
the enjoyment of the clients. Items reported on this line must
be specifically identified.

30. Management Fees and Home Office Costs—the
cost of purchased management services or home office costs
incurred that are allocable to the provider. Costs included
that are for related management/home office costs must also
be reported on a separate cost report that includes an
allocation schedule.

31. Office Supplies and Subscriptions—cost
consumable goods used in the business office such as:

a. pencils, paper and computer supplies;

b. cost of printing forms and stationery including,
but not limited to, nursing and medical forms, accounting
and census forms, charge tickets, center letterhead and
billing forms;

c. cost of subscribing to newspapers, magazines and
periodicals.

32. Postage—cost of postage, including
metered postage, freight charges and courier services.

33. Repairs and Maintenance—supplies and services,
including electricians, plumbers, extended service
agreements, etc., used to repair and maintain the center
building, furniture and equipment except vehicles. This
includes computer software maintenance.

34. Taxes and Licenses—the cost of taxes and licenses
paid that are not included on any other line on Form 6. This
includes tags for vehicles, licenses for center staff (including
nurse aide re-certifications) and buildings.

35. Telephone and Communications—cost of telephone
services, wats lines and fax services.

36. Travel—cost of travel (airfare, lodging, meals, etc.)
by the administrator and other authorized personnel to attend
professional and continuing educational seminars and
meetings or to conduct center business. Commuting
expenses and travel allowances are not allowable.

37. Utilities—cost of water, sewer, gas, electric, cable
TV and garbage collection services.

38. Allocated Costs, Hospital Based—costs that have
been allocated through the step-down process from a
hospital as administrative and operating costs.

39. Total Administrative and Operating Costs.

D. Property and Equipment

1.-7. ...

8. Allocated Costs, Hospital Based—costs that have
been allocated through the step-down process from a
hospital or state institution as property costs when those
costs include allocated overhead.

9. Total Property and Equipment.

E. Transportation Costs

1. Salaries, Drivers-gross salaries of personnel
involved in transporting clients to and from the center.

2. Non-Emergency Medical Transportation-the cost of
purchased non-emergency medical transportation services
including, but not limited to:

a. payments to employees for use of personal
vehicle;

of

stamps,
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b. ambulance companies; and
c. other transportation companies for transporting
patients of the center.
3. Vehicle Expenses-vehicle
supplies, including gas and oil.
4. Lease, Automotive-cost of leases for vehicles used
for patient care. A mileage log must be maintained. If a
leased vehicle is used for both patient care and personal
purposes, cost must be allocated based on the mileage log.
5. Total Transportation Costs.

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 Aging and Adult Services, LR
34:2166 (October 2008), repromulgated LR 34:2571 (December
2008), amended by the Department of Health and Hospitals,
Bureau of Health Services Financing and the Office of Aging and
Adult Services, LR 37:

§2915. Provider Reimbursement

A. Cost Determination Definitions
ok sk

maintenance  and

Base Rate Components—the base rate is the summation
of the following:
direct care;
care related costs;
administrative and operating costs;
property costs; and

transportation costs.
% %k ok

o0 o

B. Rate Determination

l1.-5.

6. Allowable quarter hours are used to calculate the
per quarter hour costs for each of the rate components.
Allowable quarter hours are calculated using the following
criteria:

a. a maximum daily reimbursement limit of 10
hours per participant day;

b. reimbursement will be for full quarter hour (15
minute) increments only; and

c. the quarter hour data used in rate setting shall be
from the database of hours provided by the Department.

7. Formulae. Each median cost component shall be
calculated as follows.

a. Direct Care Cost Component. Direct care
allowable quarter hour costs from all acceptable full year
cost reports, except those for which an audit disclaimer has
been issued, shall be arrayed from lowest to highest. The
cost at the midpoint of the array shall be the median cost.
Should there be an even number of arrayed cost, an average
of the two midpoint centers shall be the median cost. The
median cost shall be trended forward by dividing the value
of the Consumer Price Index-Medical Services (South
Region) index for December of the year preceding the base
rate year by the value of the index for the December of the
year preceding the cost report year. The direct care rate
component shall be set at 115 percent of the inflated median.

i. Repealed.

b. Care Related Cost Component. Care related
allowable quarter hour costs from all acceptable full year
cost reports, except those for which an audit disclaimer has
been issued, shall be arrayed from lowest to highest. The
cost of the center at the midpoint of the array shall be the



median cost. Should there be an even number of arrayed
cost, an average of the two midpoint centers shall be the
median cost. The median cost shall be trended forward by
dividing the value of the Consumer Price Index-All Items
(South Region) index for December of the year preceding
the base rate year by the value of the index for the December
of the year preceding the cost report year. The care related
rate component shall be set at 105 percent of the inflated
median.

c. Administrative and Operating Cost Component.
Administrative and operating allowable quarter hour cost
from all acceptable full year cost reports, except those for
which an audit disclaimer has been issued, shall be arrayed
from lowest to highest. The cost of the midpoint of the array
shall be the median cost. Should there be an even number of
arrayed cost, an average of the two midpoint centers shall be
the median cost. The median cost shall be trended forward
by dividing the value of the CPI-All Items (South Region)
index for December of the year preceding the base rate year
by the value of the index for the December of the year
preceding the cost report year. The administrative and
operating rate component shall be set at 105 percent of the
inflated median.

d. Property Cost Component. The property
allowable quarter hour costs from all acceptable full year
cost reports, except those for which an audit disclaimer has
been issued, shall be arrayed from lowest to highest. The
cost at the midpoint of the array shall be the median cost.
Should there be an even number of arrayed cost, an average
of the two midpoint centers shall be the median cost. This
will be the rate component. Inflation will not be added to
property costs.

e. Transportation Cost Component. The
transportation allowable quarter hour costs from all
acceptable full year cost reports, except those for which an
audit disclaimer has been issued, will be calculated on a
provider by provider basis. Should a provider not have filed
an acceptable full year cost report, the provider’s
transportation cost will be reimbursed as follows:

i. New providers, as described in §2915.E.1, will
be reimbursed in an amount equal to the statewide allowable
quarter hour median transportation costs.

(a). In order to calculate the statewide allowable
quarter hour median transportation costs, all acceptable full
year cost reports, except those for which an audit disclaimer
has been issued, shall be arrayed from lowest to highest. The
cost at the midpoint of the array shall be the median cost.
Should there be an even number of arrayed cost, an average
of the two midpoint centers shall be the median cost. This
will be the rate component. Inflation will not be added to
transportation costs.

ii. Providers that have gone through a change of
ownership (CHOW), as described in §2915.E.2, will be
reimbursed for transportation costs based upon the previous
owner’s specific allowable quarter hour transportation costs
for the period of time between the effective date of the
CHOW and the first succeeding base year in which the new
owner could possibly file an allowable 12-month cost report.
Thereafter, the new owner’s data will be used to determine
the provider’s rate following the procedures specified in this
Rule.
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iii. Providers that have been issued an audit
disclaimer, or have a non-filer status, as described in
§2915.E.3, will be reimbursed for transportation costs at a
rate equal to the lowest allowable quarter hour transportation
cost in the state as of the most recent audited and/or desk
reviewed rate database.

8. Budgetary Constraint Rate Adjustment. Effective
July 1, 2011, the allowable quarter hour rate components for
direct care, care related, administrative and operating,
property, and transportation shall be reduced by 10.8563
percent.

9. Interim Adjustments to Rates. If an unanticipated
change in conditions occurs that affects the cost of at least
50 percent of the enrolled ADHC providers by an average of
five percent or more, the rate may be changed. The
Department will determine whether or not the rates should
be changed when requested to do so by 25 percent or more
of the enrolled providers, or an organization representing at
least 25 percent of the enrolled providers. The burden of
proof as to the extent and cost effect of the unanticipated
change will rest with the entities requesting the change. The
Department may initiate a rate change without a request to
do so. Changes to the rates may be temporary adjustments or
base rate adjustments as described below.

a. Temporary Adjustments. Temporary adjustments
do not affect the base rate used to calculate new rates.

i. Changes Reflected in the Economic Indices.
Temporary adjustments may be made when changes which
will eventually be reflected in the economic indices, such as
a change in the minimum wage, a change in FICA or a utility
rate change, occur after the end of the period covered by the
indices, i.e., after the December preceding the rate
calculation. Temporary adjustments are effective only until
the next annual base rate calculation.

ii. Lump Sum Adjustments. Lump sum
adjustments may be made when the event causing the
adjustment requires a substantial financial outlay, such as a
change in certification standards mandating additional
equipment or furnishings. Such adjustments shall be subject
to the Bureau’s review and approval of costs prior to
reimbursement.

b. Base Rate Adjustment. A base rate adjustment
will result in a new base rate component value that will be
used to calculate the new rate for the next fiscal year. A base
rate adjustment may be made when the event causing the
adjustment is not one that would be reflected in the indices.

10.  Provider Specific Adjustment. When
services required by these provisions are not made available
to the recipient by the provider, the Department may adjust
the prospective payment rate of that specific provider by an
amount that is proportional to the cost of providing the
service. This adjustment to the rate will be retroactive to the
date that is determined by the Department that the provider
last provided the service and shall remain in effect until the
Department validates, and accepts in writing, an affidavit
that the provider is then providing the service and will
continue to provide that service.

C. Cost Settlement. The direct care cost component shall
be subject to cost settlement. The direct care floor shall be
equal to 70 percent of the median direct care rate component
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trended forward for direct care services (plus 70 percent of
any direct care incentive added to the rate). The Medicaid
Program will recover the difference between the direct care
floor and the actual direct care amount expended. If a
provider receives an audit disclaimer, the cost settlement for
that year will be based on the difference between the direct
care floor and the lowest direct care per diem of all facilities
in the most recent audited and/or desk reviewed database
trended forward to the rate period related to the disclaimer.

D. Support Coordination Services Reimbursement.
Support coordination services previously provided by
ADHC providers and included in the rate, including the
Minimum Data Set Home Care (MDS/HC), the CPOC and
home visits will no longer be the responsibility of the ADHC
provider. Support coordination services shall be provided as
a separate service covered in the ADHC Waiver. As a result
of the change in responsibilities, the rate paid to ADHC
providers shall be adjusted accordingly.

1.-2. Repealed.

E. New Facilities, Changes of Ownership of Existing
Facilities, and Existing Facilities with Disclaimer or Non-
Filer Status

1. New Facilities are those entities whose beds have
not previously been certified to participate, or otherwise
have participated, in the Medicaid program. New facilities
will be reimbursed in accordance with this Rule and
receiving the direct care, care related, administrative and
operating, property rate components as determined in
§2915.B.1 - §2915.B.7. These new facilities will also receive
the state-wide average transportation rate component, as
calculated in §2915.B.7.e.i.(a), effective the preceding July
1.

2. A change of ownership exists if the beds of the new
owner have previously been certified to participate, or
otherwise have participated, in the Medicaid program under
the previous owner’s provider agreement. Rates paid to
facilities that have undergone a change in ownership will be
based upon the rate paid to the previous owner for all rate
components. Thereafter, the new owner’s data will be used
to determine the facility’s rate following the procedures in
this rule.

3. Existing providers that have been issued an audit
disclaimer, or are a provider who has failed to file a
complete cost report in accordance with §2903, will be
reimbursed based upon the statewide allowable quarter hour
median costs for the direct care, care related, administrative
and operating, and property rate components as determined
in §2915.B.1 - §2915.B.7. The transportation component
will be reimbursed as described in §2915.B.7.¢.iii.

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 Aging and Adult Services, LR
34:2170 (October 2008), repromulgated LR 34:2575 (December
2008), amended by the Department of Health and Hospitals,
Bureau of Health Services Financing and the Office of Aging and
Adult Services, LR 37:

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.
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Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#053

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Home and Community-Based Services Waivers
Elderly and Disabled Adult Waiver
Emergency Opportunities and Reimbursement Methodology
(LAC 50:XX1.8105, 9101, 9107-9121)

The Department of Health and Hospitals, Bureau of
Health Services Financing and the Office of Aging and Adult
Services amend LAC 50:XX1.8105, 9101 and adopts
§§9107-9121 in the Medical Assistance Program as
authorized by R.S. 36:254 and pursuant to Title XIX of the
Social Security Act and as directed by Act 11 of the 2010
Regular Session of the Louisiana Legislature which states:
“The secretary is directed to utilize various cost containment
measures to ensure expenditures in the Medicaid Program do
not exceed the level appropriated in this Schedule, including
but not limited to precertification, preadmission screening,
diversion, fraud control, utilization review and management,
prior authorization, service limitations, drug therapy
management, disease management, cost sharing, and other
measures as permitted under federal law.” This Emergency
Rule is promulgated in accordance with the provisions of the
Administrative Procedure Act, R.S. 49:953(B)(1) et seq., and
shall be in effect for the maximum period allowed under the
Act or until adoption of the final Rule, whichever occurs
first.

As a result of a budgetary shortfall in state fiscal year
2009, the department amended the provisions governing the
reimbursement methodology for the Elderly and Disabled
Adult (EDA) Waiver to reduce the reimbursement rates paid
for designated services (Louisiana Register, Volume 35,
Number 9).

As a result of a budgetary shortfall in state fiscal year
2011, the department promulgated an Emergency Rule
which amended the provisions governing the reimbursement
methodology for EDA Waiver services to further reduce the
reimbursement rates for personal assistance and adult day
health care services and adopted provisions governing the
reimbursement for adult day health care services (Louisiana
Register, Volume 36, Number 8).

The Department now proposes to amend the August 1,
2010 Emergency Rule to adopt provisions to allow for
emergency waiver opportunities for individuals who require
emergency waiver services, and to revise the reimbursement
methodology for adult day health care services to implement
a quarter hour reimbursement rate. This action is being
taken to avoid a budget deficit in the medical assistance



programs and to promote the health and welfare of EDA
Waiver recipients.

Effective July 1, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing and the
Office of Aging and Adult Services amend the provisions of
the August 1, 2011 Emergency Rule governing the Elderly
and Disabled Adult Waiver.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part XXI. Home and Community Based Services
Waivers
Subpart 7. Elderly and Disabled Adults
Chapter 81.  General Provisions
§8105S. Programmatic Allocation of Waiver
Opportunities

A.-B.1.

2. individuals diagnosed with Amyotrophic Lateral
Sclerosis (ALS), also known as Lou Gehrig’s disease;

3. individuals admitted to a nursing facility who are
approved for a stay of more than 90 days;

4.-5.

C. If an applicant is determined to be ineligible for any
reason, the next individual on the registry is notified as
stated above and the process continues until an individual is
determined eligible. An EDA Waiver opportunity is assigned
to an individual when eligibility is established and the
individual is certified.

D. Notwithstanding the priority group provisions, 75
EDA Waiver opportunities are reserved for qualifying
individuals who have been diagnosed with Amyotrophic
Lateral Sclerosis (ALS). Qualifying individuals who have
been diagnosed with ALS shall be offered an opportunity on
a first-come, first-serve basis.

E. Notwithstanding the priority group provisions, up to
100 EDA Waiver opportunities may be granted to qualified
individuals who require emergency waiver services. These
individuals shall be offered an opportunity on a first-come,
first-serve basis.

1. To be considered for an emergency waiver
opportunity, the individual must currently receive the
maximum amount of services allowable under the Long
Term Personal Care Services Program and require
institutional placement, unless offered an emergency waiver
opportunity.

2. The following criteria shall be considered in
determining whether or not to grant an emergency waiver
opportunity:

a. support through other
unavailable or inadequate;

b. the death or incapacitation of an informal
caregiver leaves the person without other supports;

c. the support from an informal caregiver is not
available due to a family crisis; or

d. the person lives alone and has no access to
informal support.

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 30:1699 (August 2004), amended by the
Department of Health and Hospitals, Office of the Secretary,
Division of Long Term Supports and Services, LR 32:1245 (July
2006), amended by the Department of Health and Hospitals, Office

programs is either
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of Aging and Adult Services, LR 34:1030 (June 2008), amended by
the Department of Health and Hospitals, Bureau of Health Services
Financing and the Office of Aging and Adult Services, LR 35:2447
(November 2009), amended LR 37:900 (March 2011), LR 37:
Chapter 91. Reimbursement

Subchapter A. General Provisions

§9101. Reimbursement Methodology

A. Reimbursement for EDA Waiver services, with the
exception of ADHC services, shall be a prospective flat rate
for each approved unit of service provided to the recipient.
Adult day health care services shall be reimbursed according
to the provisions of Subchapter B of this Chapter 91.

B.-C.

D. Effective for dates of service on or after August 1,
2010, the reimbursement rates for personal assistance
services in the EDA Waiver shall be reduced by 2 percent of
the rates on file as of July 31, 2010.

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 Aging and Adult Services, LR
34:251 (February 2008), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing and the Office of
Aging and Adult Services, LR 35:1893 (September 2009), amended
LR 37:

Subchapter B. Adult Day Health Care Services
Reimbursement
§9107. General Provisions

A. Adult day health care services shall be reimbursed a
per quarter hour rate for services provided under a
prospective payment system (PPS). The system shall be
designed in a manner that recognizes and reflects the cost of
direct care services provided. The reimbursement
methodology is designed to improve the quality of care for
all EDA waiver recipients by ensuring that direct care
services are provided at an acceptable level while fairly
reimbursing the providers.

B. Reimbursement shall not be made for EDA Waiver
services provided prior to the Department’s approval of the
CPOC.

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, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 37:

§9109. Cost Reporting

A. Cost Centers Components

1. Direct Care Costs. This component reimburses for
in-house and contractual direct care staffing and fringe
benefits and direct care supplies.

2. Care Related Costs. This component reimburses for
in-house and contractual salaries and fringe benefits for
activity and social services staff, raw food costs and care
related supplies for activities and social services.

3. Administrative and Operating Costs. This
component reimburses for in-house or contractual salaries
and related benefits for administrative, dietary, housekeeping
and maintenance staff. Also included are:

a. utilities;

b. accounting;

c. dietary;

d. housekeeping and maintenance supplies; and

e. all other administrative and operating type
expenditures.
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4. Property. This component reimburses for
depreciation, interest on capital assets, lease expenses,
property taxes and other expenses related to capital assets.

B. Providers of ADHC services are required to file
acceptable annual cost reports of all reasonable and
allowable costs. An acceptable cost report is one that is
prepared in accordance with the requirements of this Section
and for which the provider has supporting documentation
necessary for completion of a desk review or audit. The
annual cost reports are the basis for determining
reimbursement rates. A copy of all reports and statistical data
must be retained by the center for no less than five years
following the date reports are submitted to the bureau. A
chart of accounts and an accounting system on the accrual
basis or converted to the accrual basis at year end are
required in the cost report preparation process. The bureau or
its designee will perform desk reviews of the cost reports. In
addition to the desk review, a representative number of the
facilities shall be subject to a full-scope, annual on-site audit.
All ADHC cost reports shall be filed with a fiscal year from
July 1 through June 30.

C. The cost reporting forms and instructions developed
by the bureau must be used by all facilities participating in
the Louisiana Medicaid Program who render ADHC
services. Hospital based and other provider based facilities
which use Medicare forms for step down in completing their
ADHC Medicaid cost reports must submit copies of the
applicable Medicare cost report forms also. All amounts
must be rounded to the nearest dollar and must foot and
cross foot. Only per diem cost amounts will not be rounded.
Cost reports submitted that have not been rounded in
accordance with this policy will be returned and will not be
considered as received until they are resubmitted.

D. Annual Reporting. Cost reports are to be filed on or
before the last day of September following the close of the
reporting period. Should the due date fall on a Saturday,
Sunday, or an official state or federal holiday, the due date
shall be the following business day. The cost report forms
and schedules must be filed in duplicate together with two
copies of the following documents:

1. aworking trial balance that includes the appropriate
cost report line numbers to which each account can be
traced. This may be done by writing the cost report category
and line numbers by each ending balance or by running a
trial balance in cost report category and line number order
that totals the account;

2. a depreciation schedule. The depreciation schedule
which reconciles to the depreciation expense reported on the
cost report must be submitted. If the center files a home
office cost report, copies of the home office depreciation
schedules must also be submitted with the home office cost
report. All hospital based facilities must submit two copies
of a depreciation schedule that clearly shows and totals
assets that are hospital only, ADHC only and shared assets;

3. an amortization schedule(s), if applicable;

4. a schedule of adjustment and reclassification
entries;

5. a narrative description of purchased management
services and a copy of contracts for managed services, if
applicable;
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6. For management services provided by a related
party or home office, a description of the basis used to
allocate the costs to providers in the group and to non-
provider activities and copies of the cost allocation
worksheet, if applicable. Costs included that are for related
management/home office costs must also be reported on a
separate cost report that includes an allocation schedule; and

7. all allocation worksheets must be submitted by
hospital-based facilities. The Medicare worksheets that must
be attached by facilities using the Medicare forms for
allocation are:

a. A;

b. A-6;

c. A-7partsI, I and III;
d. A-§;

e. A-8-1;

f. Bpartl;and

g. B-1.

E. Each copy of the cost report must have the original
signatures of an officer or center administrator on the
certification. The cost report and related documents must be
submitted to the address indicated on the cost report
instruction form. In order to avoid a penalty for delinquency,
cost reports must be postmarked on or before the due date.

F. When it is determined, upon initial review for
completeness, that an incomplete or improperly completed
cost report has been submitted, the provider will be notified.
The provider will be allowed a specified amount of time to
submit the requested information without incurring the
penalty for a delinquent cost report. For cost reports that are
submitted by the due date, 10 working days from the date of
the provider’s receipt of the request for additional
information will be allowed for the submission of the
additional information. For cost reports that are submitted
after the due date, five working days from the date of the
provider’s receipt of the request for additional information
will be allowed for the submission of the additional
information. An exception exists in the event that the due
date comes after the specified number of days for
submission of the requested information. In these cases, the
provider will be allowed to submit the additional requested
information on or before the due date of the cost report. If
requested additional information has not been submitted by
the specified date, a second request for the information will
be made. Requested information not received after the
second request may not be subsequently submitted and shall
not be considered for reimbursement purposes. An appeal of
the disallowance of the costs associated with the requested
information may not be made. Allowable costs will be
adjusted to disallow any expenses for which requested
information is not submitted.

G.  Accounting Basis. The cost report must be prepared
on the accrual basis of accounting. If a center is on a cash
basis, it will be necessary to convert from a cash basis to an
accrual basis for cost reporting purposes. Particular attention
must be given to an accurate accrual of all costs at the year-
end for the equitable distribution of costs to the applicable
period. Care must be given to the proper allocation of costs
for contracts to the period covered by such contracts.
Amounts earned although not actually received and amounts



owed to creditors but not paid must be included in the
reporting period.

H. Supporting Information. Providers are required to
maintain adequate financial records and statistical data for
proper determination of reimbursable costs. Financial and
statistical records must be maintained by the center for five
years from the date the cost report is submitted to the
Bureau. Cost information must be current, accurate and in
sufficient detail to support amounts reported in the cost
report. This includes all ledgers, journals, records, and
original evidences of cost (canceled checks, purchase orders,
invoices, vouchers, inventories, time cards, payrolls, bases
for apportioning costs, etc.) that pertain to the reported costs.
Census data reported on the cost report must be supportable
by daily census records. Such information must be adequate
and available for auditing.

I.  Employee Record

1. The provider shall retain written verification of
hours worked by individual employees.

a. Records may be sign-in sheets or time cards, but
shall indicate the date and hours worked.

b. Records shall include all employees even on a
contractual or consultant basis.

2. Verification of criminal background check.

3. Verification of employee orientation and in-service
training.

4. Verification of the employee’s communicable disease
screening.

J. Billing Records

1. The provider shall maintain billing records in
accordance with recognized fiscal and accounting
procedures. Individual records shall be maintained for each
client. These records shall meet the following criteria.

a. Records shall clearly detail each charge and each
payment made on behalf of the client.

b. Records shall be current and shall clearly reveal
to whom charges were made and for whom payments were
received.

c. Records shall itemize each billing entry.

d. Records shall show the amount of each payment
received and the date received.

2. The provider shall maintain supporting fiscal
documents and other records necessary to ensure that claims
are made in accordance with federal and state requirements.

K. Non-acceptable = Descriptions.  “Miscellaneous”,
“other” and “various”, without further detailed explanation,
are not acceptable descriptions for cost reporting purposes. If
any of these are used as descriptions in the cost report, a
request for information will not be made and the related line
item expense will be automatically disallowed. The provider
will not be allowed to submit the proper detail of the
expense at a later date, and an appeal of the disallowance of
the costs may not be made.

L. Exceptions. Limited exceptions to the cost report
filing requirements will be considered on an individual
provider basis upon written request from the provider to the
Bureau of Health Services Financing, Rate and Audit
Review Section. If an exception is allowed, the provider
must attach a statement describing fully the nature of the
exception for which prior written permission was requested
and granted. Exceptions which may be allowed with written
approval are as follows.
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1. If the center has been purchased or established
during the reporting period, a partial year cost report may be
filed in lieu of the required 12-month report.

2. If the center experiences unavoidable difficulties in
preparing the cost report by the prescribed due date, an
extension may be requested prior to the due date. Requests
for exception must contain a full statement of the cause of
the difficulties that rendered timely preparation of the cost
report impossible.

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, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 37:

§9111. Cost Categories Included in the Cost Report

A. Direct Care (DC) Costs

1. Salaries, Aides-gross salaries of certified nurse
aides and nurse aides in training.

2. Salaries, LPNs-gross salaries of nonsupervisory
licensed practical nurses and graduate practical nurses.

3. Salaries, RNs-gross salaries of nonsupervisory
registered nurses and graduate nurses (excluding director of
nursing and resident assessment instrument coordinator).

4. Salaries, Social Services-gross salaries of
nonsupervisory licensed social services personnel providing
medically needed social services to attain or maintain the
highest practicable physical, mental, or psychosocial well
being of the residents.

5. Salaries, Activities—gross salaries of
nonsupervisory activities/recreational personnel providing
an ongoing program of activities designed to meet, in
accordance with the comprehensive assessment, the interest
and the physical, mental, and psychosocial well being of the
residents.

6. Payroll Taxes—cost of employer's portion of
Federal Insurance Contribution Act (FICA), Federal
Unemployment Tax Act (FUTA), State Unemployment Tax
Act (SUTA), and Medicare tax for direct care employees.

7. Group Insurance, DC—cost of employer's
contribution to employee health, life, accident and disability
insurance for direct care employees.

8. Pensions, DC—cost of employer's contribution to
employee pensions for direct care employees.

9. Uniform Allowance, DC—employer's cost of
uniform allowance and/or uniforms for direct care
employees.

10. Worker's  Comp, DC—cost of  worker's

compensation insurance for direct care employees.

11. Contract, Aides—cost of aides through contract that
are not center employees.

12. Contract, LPNs—cost of LPNs and graduate
practical nurses hired through contract that are not center
employees.

13. Contract, RNs—cost of RNs and graduate nurses
hired through contract that are not center employees.

14. Drugs, Over-the-Counter and Legend—cost of
over-the-counter and legend drugs provided by the center to
its residents. This is for drugs not covered by Medicaid.

15. Medical Supplies—cost of patient-specific items of
medical supplies such as catheters, syringes and sterile
dressings.
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16. Medical Waste Disposal—cost of medical waste
disposal including storage containers and disposal costs.

17. Other Supplies, DC—cost of items used in the
direct care of residents which are not patient-specific such as
recreational/activity supplies, prep supplies, alcohol pads,
betadine solution in bulk, tongue depressors, cotton balls,
thermometers, and blood pressure cuffs.

18. Allocated Costs, Hospital Based—the amount of
costs that have been allocated through the step-down process
from a hospital or state institution as direct care costs when
those costs include allocated overhead.

19. Total Direct Care Costs—sum of the above line
items.

B. Care Related (CR) Costs

1. Salaries—gross salaries for care related supervisory
staff including supervisors or directors over nursing, social
service and activities/recreation.

2. Salaries, Dietary—gross salaries of kitchen
personnel including dietary supervisors, cooks, helpers and
dishwashers.

3. Payroll Taxes—cost of employer's portion of
Federal Insurance Contribution Act (FICA), Federal
Unemployment Tax Act (FUTA), State Unemployment Tax
Act (SUTA), and Medicare tax for care related employees.

4. Group Insurance, CR——cost of employer's
contribution to employee health, life, accident and disability
insurance for care related employees.

5. Pensions, CR—cost of employer's contribution to
employee pensions for care related employees.

6. Uniform Allowance, CR—employer's cost of
uniform allowance and/or uniforms for care related
employees.

7. Worker's Comp, CR—cost of worker's

compensation insurance for care related employees.

8. Barber and Beauty Expense—the cost of barber and
beauty services provided to patients for which no charges are
made.

9. Consultant Fees, Activities—fees paid to activities
personnel, not on the center’s payroll, for providing advisory
and educational services to the center.

10. Consultant Fees, Nursing—fees paid to nursing
personnel, not on the center’s payroll, for providing advisory
and educational services to the center.

11. Consultant Fees, Pharmacy—fees paid to a
registered pharmacist, not on the center’s payroll, for
providing advisory and educational services to the center.

12. Consultant Fees, Social Worker—fees paid to a
social worker, not on the center’s payroll, for providing
advisory and educational services to the center.

13. Consultant Fees, Therapists—fees paid to a
licensed therapist, not on the center’s payroll, for providing
advisory and educational services to the center.

14. Food, Raw—cost of food products used to provide
meals and snacks to residents. Hospital based facilities must
allocate food based on the number of meals served.

15. Food, Supplements—cost of food products given in
addition to normal meals and snacks under a doctor's orders.
Hospital based facilities must allocate food-supplements
based on the number of meals served.

16. Supplies, CR—the costs of supplies used for
rendering care related services to the patients of the center.
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All personal care related items such as shampoo and soap
administered by all staff must be included on this line.

17. Allocated Costs, Hospital Based—the amount of
costs that have been allocated through the step-down process
from a hospital or state institution as care related costs when
those costs include allocated overhead.

18. Total Care Related Costs—the sum of the care
related cost line items.

19. Contract, Dietary—cost of dietary services and
personnel hired through contract that are not employees of
the center.

C. Administrative and Operating Costs (AOC)

1. Salaries, Administrator-gross salary of
administrators excluding owners. Hospital based facilities
must attach a schedule of the administrator's salary before
allocation, the allocation method, and the amount allocated
to the nursing center.

2. Salaries, Assistant Administrator—gross salary of
assistant administrators excluding owners.

3. Salaries, Housekeeping—gross  salaries  of
housekeeping personnel including housekeeping supervisors,
maids and janitors.

4. Salaries,
personnel.

5. Salaries, Maintenance—gross salaries of personnel
involved in operating and maintaining the physical plant,
including maintenance personnel or plant engineers.

6. Salaries, Drivers—gross salaries of personnel
involved in transporting clients to and from the center.

7. Salaries, Other Administrative—gross salaries of
other administrative personnel including bookkeepers,
receptionists, administrative assistants and other office and
clerical personnel.

8. Salaries, Owner or Owner/Administrator—gross
salaries of all owners of the center that are paid through the
center.

9. Payroll Taxes—cost of employer's portion of
Federal Insurance Contribution Act (FICA), Federal
Unemployment Tax Act (FUTA), State Unemployment Tax
Act (SUTA), and Medicare tax for administrative and
operating employees.

10. Group Insurance, AOC—cost of employer's
contribution to employee health, life, accident and disability
insurance for administrative and operating employees.

11. Pensions, AOC—cost of employer's contribution to
employee pensions for administration and operating
employees.

12. Uniform Allowance, AOC—employer's cost of
uniform allowance and/or uniforms for administration and
operating employees.

13. Worker's Compensation, AOC—cost of worker's
compensation insurance for administration and operating
employees.

14. Contract, Housekeeping—cost of housekeeping
services and personnel hired through contract that are not
employees of the center.

15. Contract, Laundry—cost of laundry services and
personnel hired through contract that are not employees of
the center.

16. Contract, Maintenance—cost of maintenance
services and persons hired through contract that are not
employees of the center.

Laundry—gross salaries of laundry



17. Consultant Fees, Dietician—fees paid to consulting
registered dieticians.

18. Accounting Fees—fees incurred for the preparation
of the cost report, audits of financial records, bookkeeping,
tax return preparation of the adult day health care center and
other related services excluding personal tax planning and
personal tax return preparation.

19. Amortization Expense, Non-Capital—costs
incurred for legal and other expenses when organizing a
corporation must be amortized over a period of 60 months.
Amortization of costs attributable to the negotiation or
settlement of the sale or purchase of any capital asset on or
after July 18, 1984, whether by acquisition or merger, for
which any payment has previously been made are
nonallowable costs. If allowable cost is reported on this line,
an amortization schedule must be submitted with the cost
report.

20. Bank Service Charges—fees paid to banks for
service charges, excluding penalties and insufficient funds
charges.

21. Dietary Supplies—costs of consumable items such
as soap, detergent, napkins, paper cups, straws, etc., used in
the dietary department.

22. Dues—dues to one organization are allowable.

23. Educational Seminars and  Training—the
registration cost for attending educational seminars and
training by employees of the center and costs incurred in the
provision of in-house training for center staff, excluding
owners or administrative personnel.

24. Housekeeping Supplies—cost of consumable
housekeeping items including waxes, cleaners, soap, brooms
and lavatory supplies.

25. Insurance, Professional Liability and Other—
includes the costs of insuring the center against injury and
malpractice claims.

26. Interest Expense, Non-Capital and Vehicles—
interest paid on short term borrowing for center operations.

27. Laundry Supplies—cost of consumable goods used
in the laundry including soap, detergent, starch and bleach.

28. Legal Fees—only actual and reasonable attorney
fees incurred for non-litigation legal services related to
patient care are allowed.

29. Linen Supplies—cost of sheets, blankets, pillows,
gowns, under-pads and diapers (reusable and disposable).

30. Miscellaneous—costs incurred in providing center
services that cannot be assigned to any other line item on the
cost report. Examples of miscellaneous expense are small
equipment purchases, all employees’ physicals and shots,
nominal gifts to all employees, such as a turkey or ham at
Christmas, allowable advertising, and flowers purchased for
the enjoyment of the clients. Items reported on this line must
be specifically identified.

31. Management Fees and Home Office Costs—the
cost of purchased management services or home office costs
incurred that are allocable to the provider. Costs included
that are for related management/home office costs must also
be reported on a separate cost report that includes an
allocation schedule.

32. Nonemergency Medical Transportation—the cost of
purchased nonemergency medical transportation services
including, but not limited to, payments to employees for use
of personal vehicle, ambulance companies and other
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transportation companies for transporting patients of the
center.

33. Office Supplies and Subscriptions—cost
consumable goods used in the business office such as:

a. pencils, paper and computer supplies;

b. cost of printing forms and stationery including,
but not limited to, nursing and medical forms, accounting
and census forms, charge tickets, center letterhead and
billing forms;

c. cost of subscribing to newspapers, magazines and
periodicals.

34. Postage—cost of postage, including
metered postage, freight charges and courier services.

35. Repairs and Maintenance—supplies and services,
including electricians, plumbers, extended service
agreements, etc., used to repair and maintain the center
building, furniture and equipment except vehicles. This
includes computer software maintenance.

36. Taxes and Licenses—the cost of taxes and licenses
paid that are not included on any other line on Form 6. This
includes tags for vehicles, licenses for center staff (including
nurse aide re-certifications) and buildings.

37. Telephone and Communications—cost of telephone
services, wats lines and fax services.

38. Travel—cost of travel (airfare, lodging, meals, etc.)
by the administrator and other authorized personnel to attend
professional and continuing educational seminars and
meetings or to conduct center business. Commuting
expenses and travel allowances are not allowable.

39. Vehicle Expenses—vehicle maintenance
supplies, including gas and oil.

40. Utilities—cost of water, sewer, gas, electric, cable
TV and garbage collection services.

41. Allocated Costs, Hospital Based—costs that have
been allocated through the step-down process from a
hospital as administrative and operating costs.

42. Total Administrative and Operating Costs.

D. Property and Equipment

1. Amortization Expense, Capital—legal and other
costs incurred when financing the center must be amortized
over the life of the mortgage. Amortization of goodwill is
not an allowable cost. Amortization of costs attributable to
the negotiation or settlement of the sale or purchase of any
capital asset on or after July 18, 1984, whether by
acquisition or merger, for which any payment has previously
been made are nonallowable costs. If allowable cost is
reported on this line, an amortization schedule must be
submitted with the cost report.

2. Depreciation—depreciation on the center’s
buildings, furniture, equipment, leasehold improvements and
land improvements.

3. Interest Expense, Capital—interest paid or accrued
on notes, mortgages, and other loans, the proceeds of which
were used to purchase the center’s land, buildings and/or
furniture, equipment and vehicles.

4. Property Insurance—cost of fire and casualty
insurance on center buildings, equipment and vehicles.
Hospital-based facilities and state-owned facilities must
allocate property insurance based on the number of square
feet.

5. Property Taxes—taxes levied on the center’s
buildings, equipment and vehicles. Hospital-based facilities

of

stamps,

and
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and state-owned facilities must allocate property insurance
based on the number of square feet.

6. Rent, Building—cost of leasing the center’s real
property.

7. Rent, Furniture and Equipment—cost of leasing the
center’s furniture and equipment, excluding vehicles.

8. Lease, Automotive—cost of leases for vehicles
used for patient care. A mileage log must be maintained. If a
leased vehicle is used for both patient care and personal
purposes, cost must be allocated based on the mileage log.

9. Allocated Costs, Hospital Based—costs that have
been allocated through the step-down process from a
hospital or state institution as property costs when those
costs include allocated overhead.

10. Total Property and Equipment.

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, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 37:

§9113. Allowable Costs

A. Allowable costs include those costs incurred by
providers to conform to state licensure and federal
certification standards. General cost principles are applied
during the desk review and audit process to determine
allowable costs.

1. These general cost principles include determining
whether the cost is:

a. ordinary, necessary, and related to the delivery of
care;

b. what a prudent and cost conscious business
person would pay for the specific goods or services in the
open market or in an arm’s length transaction; and

c. for goods or services actually provided to the
center.

B. Through the desk review and/or audit process,
adjustments and/or disallowances may be made to a
provider’s reported costs. The Medicare Provider
Reimbursement Manual is the final authority for allowable
costs unless the department has set a more restrictive policy.

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, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 37:

§9115. Nonallowable Costs

A. Costs that are not based on the reasonable cost of
services covered under Medicare and are not related to the
care of recipients are considered nonallowable costs.

B. Reasonable cost does not include the following:

1. costs not related to client care;

2. costs specifically not reimbursed under
program;

3. costs that flow from the provision of luxury items
or services (items or services substantially in excess or more
expensive than those generally considered necessary for the
provision of the care);

4. costs that are found to be substantially out of line
with other centers that are similar in size, scope of services
and other relevant factors;

5. costs exceeding what a prudent and cost-conscious
buyer would incur to purchase the goods or services.

the
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C. General nonallowable costs:

1. services for which Medicaid recipients are charged
a fee;

2. depreciation of non-client care assets;

3. services that are reimbursable by other state or
federally funded programs;

4. goods or services unrelated to client care;

5. unreasonable costs.

D. Specific nonallowable costs (this is not an all
inclusive listing):

1. advertising—costs of advertising to the general
public that seeks to increase patient utilization of the ADHC
center;

2. bad debts—accounts receivable that are written off
as not collectible;

3. contributions—amounts donated to charitable or
other organizations;

4. courtesy allowances;
director’s fees;
educational costs for clients;
gifts;
goodwill or interest (debt service) on goodwill;

9. costs of income producing items such as fund
raising costs, promotional advertising, or public relations
costs and other income producing items;

10. income taxes, state and federal taxes on net income
levied or expected to be levied by the federal or state
government;

11. insurance, officers—cost of insurance on officers
and key employees of the center when the insurance is not
provided to all employees;

12. judgments or settlements of any kind,;

13. lobbying costs or political contributions, either
directly or through a trade organization;

14. non-client entertainment;

15. non-Medicaid related care costs—costs allocated to
portions of a center that are not licensed as the reporting
ADHC or are not certified to participate in Title XIX;

16. officers’ life insurance with the center or owner as
beneficiary;

17. payments to the parent organization or other related
party;

18. penalties and sanctions—penalties and sanctions
assessed by the Centers for Medicare and Medicaid Services,
the Internal Revenue Service or the State Tax Commission;
insufficient funds charges;

19. personal comfort items; and

20. personal use of vehicles.

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, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 37:

§9117. Audits

A. Each provider shall file an annual center cost report
and, if applicable, a central office cost report.

B. The provider shall be subject to financial and
compliance audits.

C. All providers who elect to participate in the Medicaid
Program shall be subject to audit by state or federal
regulators or their designees. Audit selection shall be at the
discretion of the department.

PN



1. The department conducts desk reviews of all of the
cost reports received and also conducts on-site audits of
provider cost reports.

2. The records necessary to verify information
submitted to the department on Medicaid cost reports,
including related-party transactions and other business
activities engaged in by the provider, must be accessible to
the department’s audit staff.

D. In addition to the adjustments made during desk
reviews and on-site audits, the department may exclude or
adjust certain expenses in the cost report data base in order
to base rates on the reasonable and necessary costs that an
economical and efficient provider must incur.

E. The center shall retain such records or files as
required by the department and shall have them available for
inspection for five years from the date of service or until all
audit exceptions are resolved, whichever period is longer.

F. If a center’s audit results in repeat findings and
adjustments, the department may:

1. withhold vendor payments until the center submits
documentation that the non-compliance has been resolved;

2. exclude the provider’s cost from the database used
for rate setting purposes; and

3. impose civil monetary penalties until the center
submits documentation that the non-compliance has been
resolved.

G. If the department’s auditors determine that a center’s
financial and/or census records are unauditable, the vendor
payments may be withheld until the center submits auditable
records. The provider shall be responsible for costs incurred
by the department’s auditors when additional services or
procedures are performed to complete the audit.

H. Vendor payments may also be withheld under the
following conditions:

1. a center fails to submit corrective action plans in
response to financial and compliance audit findings within
15 days after receiving the notification letter from the
department; or

2. a center fails to respond satisfactorily to the
department’s request for information within 15 days after
receiving the department’s notification letter.

I.  The provider shall cooperate with the audit process
by:

1. promptly providing all documents needed for
review;

2. providing adequate space for uninterrupted review
of records;

3. making persons responsible for center records and
cost report preparation available during the audit;

4. arranging for all pertinent personnel to attend the
closing conference;

5. insuring that complete information is maintained in
client’s records;

6. developing a plan of correction for areas of
noncompliance with state and federal regulations
immediately after the exit conference time limit of 30 days.

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, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 37:
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§9119. Exclusions from the Database

A. The following providers shall be excluded from the
database used to calculate the rates:

1. providers with disclaimed audits; and

2. providers with cost reports for periods other than a
12-month period.

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, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 37:

§9121. Provider Reimbursement

A. Cost Determination Definitions

Adjustment Factor—computed by dividing the value of
the index for December of the year preceding the rate year
by the value of the index one year earlier (December of the
second preceding year).

Base Rate—-calculated in accordance with §9121.B.5,
plus any base rate adjustments granted in accordance with
§9121.B.7 which are in effect at the time of calculation of
new rates or adjustments.

Base Rate Components—the base rate is the summation
of the following:

a. direct care;

b. care related costs;

c. administrative and operating costs;
d. property costs; and

e. transportation costs.

Indices—

a. CPI, All Items—the Consumer Price Index for
All Urban Consumers-South Region (All Items line) as
published by the United States Department of Labor.

b. CPI, Medical Services—the Consumer Price
Index for All Urban Consumers-South Region (Medical
Services line) as published by the United States Department
of Labor.

B. Rate Determination

1. The base rate is calculated based on the most recent
audited or desk reviewed cost for all ADHC providers filing
acceptable full year cost reports.

2. Audited and desk reviewed costs for each
component are ranked by center to determine the value of
each component at the median.

3. The median costs for each component are
multiplied in accordance with §9121.B.4 then by the
appropriate economic adjustment factors for each successive
year to determine base rate components. For subsequent
years, the components thus computed become the base rate
components to be multiplied by the appropriate economic
adjustment factors, unless they are adjusted as provided in
§9121.B.7 below. Application of an inflationary adjustment
to reimbursement rates in non-rebasing years shall apply
only when the state legislature allocates funds for this
purpose. The inflationary adjustment shall be made prorating
allocated funds based on the weight of the rate components.

4. The inflated median shall be increased to establish
the base rate median component as follows.

a. The inflated direct care median shall be
multiplied times 115 percent to establish the direct care base
rate component.
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b. The inflated care related median shall be
multiplied times 105 percent to establish the care related
base rate component.

c. The administrative and operating median shall be
multiplied times 105 percent to establish the administrative
and operating base rate component.

5. At least every three years, audited and desk
reviewed cost report items will be compared to the rate
components calculated for the cost report year to insure that
the rates remain reasonably related to costs.

6. Allowable quarter hours are used to calculate the
per quarter hour costs for each of the rate components.
Allowable quarter hours are calculated using the following
criteria:

a. A maximum daily reimbursement limit of 10
hours per participant day.

i. Repeal.

b. Reimbursement will be for full quarter hour (15
minutes) increments only.

c. The quarter hour data used in rate setting shall be
from the waiver contractor’s database. These hours shall be
provided to the waiver contractor by the Department.

d. Repealed.

7. Formulae. Each median cost component shall be
calculated as follows.

a. Direct Care Component. Direct care allowable
quarter hour costs from all acceptable full year cost reports,
except those for which an audit disclaimer has been issued,
shall be arrayed from lowest to highest. The cost at the
midpoint of the array shall be the median cost. Should there
be an even number of arrayed cost, an average of the two
midpoint centers shall be the median cost. The median cost
shall be trended forward by dividing the value of the CPI-
Medical Services (South Region) index for December of the
year preceding the base rate year by the value of the index
for the December of the year preceding the cost report year.
The direct care rate component shall be set at 115 percent of
the inflated median.

i.-ii. Repealed.

b. Care Related Cost Component. Care related
allowable quarter hour costs from all acceptable full year
cost reports, except those for which an audit disclaimer has
been issued, shall be arrayed from lowest to highest. The
cost of the center at the midpoint of the array shall be the
median cost. Should there be an even number of arrayed
cost, an average of the two midpoint centers shall be the
median cost. The median cost shall be trended forward by
dividing the value of the CPI-All Items (South Region)
index for December of the year preceding the base rate year
by the value of the index for the December of the year
preceding the cost report year. The care related rate
component shall be set at 105 percent of the inflated median.

c. Administrative and Operating Cost Component.
Administrative and operating allowable quarter hour cost
from all acceptable full year cost reports, except those for
which an audit disclaimer has been issued, shall be arrayed
from lowest to highest. The cost of the midpoint of the array
shall be the median cost. Should there be an even number of
arrayed cost, an average of the two midpoint centers shall be
the median cost. The median cost shall be trended forward
by dividing the value of the CPI-All Items (South Region)
index for December of the year preceding the base rate year
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by the value of the index for the December of the year
preceding the cost report year. The administrative and
operating rate component shall be set at 105 percent of the
inflated median.

d. Property Cost Component. The property
allowable quarter hour costs from all acceptable full year
cost reports, except those for which an audit disclaimer has
been issued, shall be arrayed from lowest to highest. The
cost at the midpoint of the array shall be the median cost.
Should there be an even number of arrayed cost, an average
of the two midpoint centers shall be the median cost. This
will be the rate component. Inflation will not be added to
property costs.

e. Transportation Cost Component. The
transportation allowable quarter hour costs from all
acceptable full year cost reports, except those for which an
audit disclaimer or has been issued, will be calculated on a
provider by provider basis. Should a provider not have filed
an acceptable full year cost report the providers
transportation cost will be reimbursed as follows:

i.  New providers, as described in §9121.F.1, will be
reimbursed in an amount equal to the statewide allowable
quarter hour median transportation costs.

(a). In order to calculate the statewide allowable
quarter hour median transportation costs, all acceptable full
year cost reports, except those for which an audit disclaimer
or has been issued, shall be arrayed from lowest to highest.
The cost at the midpoint of the array shall be the median
cost. Should there be an even number of arrayed cost, an
average of the two midpoint centers shall be the median cost.
This will be the rate component. Inflation will not be added
to transportation costs.

ii. Providers that have gone through a change of
ownership (CHOW), as described in §9121.F.2, will be
reimbursed for transportation costs based upon the previous
owner’s specific allowable quarter hour transportation costs
for the period of time between the effective date of the
CHOW and the first succeeding base year in which the new
owner could possibly file an allowable 12 month cost report.
Thereafter, the new owner’s data will be used to determine
the provider’s rate following the procedures specified in this
rule.

iii. Providers that have been issued an audit
disclaimer, or have a non-filer status, as described in
§9121.F.3, will be reimbursed for transportation costs at a
rate equal to the lowest allowable quarter hour transportation
cost in the state as of the most recent audited and/or desk
reviewed rate database.

8. Budgetary Constraint Rate Adjustment. Effective
July 1, 2011 the allowable quarter hour rate components for
direct care, care related, administrative and operating,
property, and transportation shall be reduced by 10.8563
percent.

9. Interim Adjustments to Rates. If an unanticipated
change in conditions occurs that affects the cost of at least
50 percent of the enrolled ADHC providers by an average of
five percent or more, the rate may be changed. The
Department will determine whether or not the rates should
be changed when requested to do so by 25 percent or more
of the enrolled providers, or an organization representing at
least 25 percent of the enrolled providers. The burden of
proof as to the extent and cost effect of the unanticipated



change will rest with the entities requesting the change. The
Department may initiate a rate change without a request to
do so. Changes to the rates may be temporary adjustments or
base rate adjustments as described below.

a. Temporary Adjustments. Temporary adjustments
do not affect the base rate used to calculate new rates.

i. Changes Reflected in the Economic Indices.
Temporary adjustments may be made when changes which
will eventually be reflected in the economic indices, such as
a change in the minimum wage, a change in FICA or a utility
rate change, occur after the end of the period covered by the
indices, i.e., after the December preceding the rate
calculation. Temporary adjustments are effective only until
the next annual base rate calculation.

ii. Lump Sum Adjustments. Lump sum
adjustments may be made when the event causing the
adjustment requires a substantial financial outlay, such as a
change in certification standards mandating additional
equipment or furnishings. Such adjustments shall be subject
to the Bureau’s review and approval of costs prior to
reimbursement.

b. Base Rate Adjustment. A base rate adjustment
will result in a new base rate component value that will be
used to calculate the new rate for the next fiscal year. A base
rate adjustment may be made when the event causing the
adjustment is not one that would be reflected in the indices.

10. Provider Specific Adjustment. When services
required by these provisions are not made available to the
recipient by the provider, the Department may adjust the
prospective payment rate of that specific provider by an
amount that is proportional to the cost of providing the
service. This adjustment to the rate will be retroactive to the
date that is determined by the Department that the provider
last provided the service and shall remain in effect until the
Department validates, and accepts in writing, an affidavit
that the provider is then providing the service and will
continue to provide that service.

C. Cost Settlement. The direct care cost component shall
be subject to cost settlement. The direct care floor shall be
equal to 70 percent of the median direct care rate component
trended forward for direct care services (plus 70 percent of
any direct care incentive added to the rate). The Medicaid
Program will recover the difference between the direct care
floor and the actual direct care amount expended. If a
provider receives an audit disclaimer, the cost settlement for
that year will be based on the difference between the direct
care floor and the lowest direct care per diem of all facilities
in the most recent audited and/or desk reviewed database
trended forward to the rate period related to the disclaimer.

D. Support Coordination Services Reimbursement.
Support coordination services previously provided by
ADHC providers and included in the rate, including the
Minimum Data Set Home Care (MDS/HC), the social
assessment, the nursing assessment, the CPOC and home
visits will no longer be the responsibility of the ADHC
provider. Support coordination services shall be provided as
a separate service covered in the waiver. As a result of the
change in responsibilities, the rate paid to providers shall be
adjusted accordingly.
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1. Effective January 1, 2009, the rate paid to ADHC
providers on December 31, 2008 shall be reduced by $4.67
per day which is the cost of providing support coordination
services separately.

2. This rate reduction will extend until such time that
the ADHC provider’s rate is rebased using cost reports that
do not reflect the cost of delivering support coordination
services.

E. Effective for dates of service on or after August 1,
2010, the reimbursement rate for ADHC services provided in
the EDA Waiver shall be reduced by 2 percent of the rates in
effect on July 31, 2010.

F. New Facilities, Changes of Ownership of Existing
Facilities, and Existing Facilities with Disclaimer or Non-
Filer Status

1. New Facilities are those entities whose beds have
not previously been certified to participate, or otherwise
participated, in the Medicaid program. New facilities will be
reimbursed in accordance with this rule and receiving the
direct care, care related, administrative and operating,
property rate components as determined in §9121.B.1 -
§9121.B.7. These new facilities will also receive the state-
wide average transportation rate component, as calculated in
§9121.B.7.¢e.1.a, effective the preceding July 1.

2. A change of ownership exists if the beds of the new
owner have previously been certified to participate, or
otherwise participated, in the Medicaid program under the
previous owner’s provider agreement. Rates paid to facilities
that have undergone a change in ownership will be based
upon the rate paid to the previous owner for all rate
components. Thereafter, the new owner’s data will be used
to determine the facility’s rate following the procedures in
this rule.

3. Existing providers that have been issued an audit
disclaimer, or are a provider who has failed to file a
complete cost report in accordance with §9109, will be
reimbursed based upon the statewide allowable quarter hour
median costs for the direct care, care related, administrative
and operating, and property rate components as determined
in §9121.B.1 - §9121.B.7. The transportation component
will be reimbursed as described in §9121.B.7.¢.iii.

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, Bureau of Health Services Financing and the
Office of Aging and Adult Services, LR 37:

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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#054

Louisiana Register Vol. 37, No. 06 June 20, 2011



DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Home and Community-Based Service Providers
Minimum Licensing Standards
(LAC 48:1.Chapter 50)

The Department of Health and Hospitals, Bureau of
Health Services Financing adopts LAC 48:1.Chapter 50 in
the Medical Assistance Program as authorized by R.S.
36:254 and R.S. 40:2120.1. This Emergency Rule is
promulgated in accordance with the provisions of the
Administrative Procedure Act, R.S. 49:953(B)(1) et seq., and
shall be in effect for the maximum period allowed under the
Act or until adoption of the final Rule, whichever occurs
first.

Act 839 of the 2008 Regular Session of the Louisiana
Legislature directed the Department of Health and Hospitals
to adopt provisions governing the minimum licensing
standards for home and community-based services (HCBS)
providers and gave the department the authority to issue a
single license to all providers of home and community-based
services rather than a separate license for each provider type.
Providers of the following services will be licensed under
the comprehensive licensing standards: Adult Day Care,
Family Support, Personal Care Attendant (PCA), Respite
Care, Substitute Family Care, Supervised Independent
Living (SIL) and Supported Employment. In compliance
with the directives of Act 839, the department promulgated a
Notice of Intent which proposed to revise and combine the
existing licensing standards for providers of Adult Day Care
services, Family Support services, Personal Care services,
Respite Care services, and Supervised Independent Living
services, and to adopt minimum licensing standards for
providers of Substitute Family Care and Supported
Employment services in order to establish comprehensive
HCBS provider licensing standards and a single HCBS
license (Louisiana Register, Volume 36, Number 6). A public
hearing was conducted on July 28, 2010.  As a result of
the comments received, the department has now determined
that it is necessary to revise and republish the provisions of
the June 20, 2010 Notice of Intent. This action is being taken
to promote the health and welfare of Louisiana citizens by
assuring continued access to home and community-based
services through the development of a more comprehensive
and efficient licensing infrastructure. It is estimated that
implementation of this Emergency Rule will have no
programmatic costs for state fiscal year 2011-12.

Effective July 1, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing adopts
provisions to establish comprehensive minimum licensing
standards for HCBS providers and a single HCBS license.
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Title 48
PUBLIC HEALTH—GENERAL
Part 1. General Administration
Subpart 3. Licensing and Certification
Chapter 50. Home and Community-Based Services
Providers Licensing Standards

Subchapter A. General Provisions
§5001. Introduction

A. Pursuant to R.S. 40:2120.2, the Department of Health
and Hospitals hereby establishes the minimum licensing
standards for home and community-based services (HCBS)
providers. These licensing provisions contain the core
requirements for HCBS providers as well as the module-
specific requirements, depending upon the services rendered
by the HCBS provider. These regulations are separate and
apart from Medicaid Standards of Participation or any other
requirements established by the Medicaid Program for
reimbursement purposes.

B. Any person or entity applying for an HCBS provider
license or who is operating as a provider of home and
community-based services shall meet all of the core
licensing requirements contained in this Chapter, as well as
the module-specific requirements, unless otherwise
specifically noted within these provisions.

C. Providers of the following services shall be licensed
under the HCBS license:

1. Adult Day Care (ADC);

2. Family Support;

3. Personal Care Attendant (PCA);

4. Respite;

5. Substitute Family Care (SFC);

6. Supervised Independent L1V1ng (SIL) including the

Shared Living Conversion services in a waiver home; and

7. Supported Employment.

D. The following entities shall be exempt from the
licensure requirements for HCBS providers:

1. any person, agency, institution, society, corporation,
or group that solely:

a. prepares and delivers meals;
b. provides sitter services; or
c. provides housekeeping services;

2. any person, agency, institution, society, corporation,
or group that provides gratuitous home and community-
based services;

3. any individual licensed practical nurse (LPN) or
registered nurse (RN) who has a current Louisiana license in
good standing;

4. staffing agencies that supply contract workers to a
health care provider licensed by the department; and

5. any person who is employed as part of a
departmentally authorized self-direction program;

a. For purposes of these provisions, a self-direction
program shall be defined as a service delivery option based
upon the principle of self-determination. The program



enables participants and/or their authorized representative(s)
to become the employer of the people they choose to hire to
provide supports to them.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5003. Definitions

Accredited—the process of review and acceptance by an
accreditation body such as the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), the
Commission on Accreditation of Rehabilitation Facilities
(CARF) or Council on Accreditation (COA).

Activities of Daily Living—the functions or tasks which
are performed either independently or with supervision that
assist an individual to live in a community setting, or that
provide assistance for mobility (i.e., bathing, dressing,
eating, grooming, walking, transferring and toileting).

Adult Day Care Services—structured and comprehensive
services provided in a group setting that are designed to
meet the individual needs of adults with functional
impairments. This program provides a variety of health,
social and related support services in a protective setting for
a portion of a 24-hour day.

Client—an individual who is receiving services from a
home and community-based service provider.

Department—the Louisiana Department of Health and
Hospitals (DHH) or any of its sections, bureaus, offices or its
contracted designee.

DHH Region—the geographical administrative regions
designated by the Department of Health and Hospitals.

Developmental Disability—a severe, chronic condition as
defined in the Developmental Disabilities Law of 2005, R.S.
28:451.1-455.2.

Family Support Services—advocacy services, family
counseling, including genetic counseling, family subsidy
programs, parent-to-parent outreach, legal assistance,
income maintenance, parent training, homemaker services,
minor home renovations, marriage and family education, and
other related programs.

Health Standards Section—the licensing and certification
section of the Department of Health and Hospitals.

Home and Community-Based Service Provider—an
agency, institution, society, corporation, person(s) or any
other group licensed by the department to provide one or
more home and community-based services as defined in R.S.
40:2120.1 or these licensing provisions.

Incident—a death, serious illness, allegation of abuse,
neglect or exploitation or an event involving law
enforcement or behavioral event which causes serious injury
to the client or others.

Individual Service Plan—a service plan developed for
each client that is based on a comprehensive assessment
which identifies the individual’s strengths and needs in order
to establish goals and objectives so that outcomes to service
delivery can be measured.

Instrumental Activities of Daily Living—the functions or
tasks that are not necessary for fundamental functioning but
assist an individual to be able to live in a community setting.
These are activities such as light house-keeping, food
preparation and storage, grocery shopping, laundry,
reminders to take medication, scheduling medical
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appointments, arranging transportation to medical
appointments and accompanying the client to medical
appointments.

Personal Care Attendant Services—services required for a
person with a disability to become physically independent to
maintain physical function or to remain in, or return to, the
community.

Respite Care—an intermittent service designed to provide
temporary relief to unpaid, informal caregivers of the elderly
and/or people with disabilities.

Service Area—the DHH administrative region in which
the provider’s geographic business location is located and
for which the license is issued.

Substitute Family Care Caregiver—a single or dual parent
family living in a home setting which has been certified
through a home study assessment as adequate and
appropriate to provide care to the client by the SFC provider.
At least one family member will be designated as a principal
SFC caregiver.

Substitute  Family Care Services—provide 24-hour
personal care, supportive services and supervision to adults
who meet the criteria for having a developmental disability.

Supervised Independent Living via a Shared Living
Conversion model—a home and community-based shared
living model for up to six persons, chosen by clients of the
Residential Options Waiver (ROW), or any successor
waiver, as their living option.

Supervised Independent Living Services—necessary
training, social skills and medical services to enable a person
who has mental illness or a developmental disability, and
who is living in congregate, individual homes or individual
apartments, to live as independently as possible in the
community.

Supported Employment—a system of supports for people
with disabilities in regards to ongoing employment in
integrated settings. Supported employment can provide
assistance in a variety of areas including:

1. job development;
job coaches;
job retention;
transportation;
assistive technology;
specialized job training; and
. individually tailored supervision.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5005. Licensure Requirements

A. All HCBS providers shall be licensed by the
Department of Health and Hospitals. It shall be unlawful to
operate as a home and community-based service provider
without a license issued by the department. DHH is the only
licensing authority for HCBS providers in Louisiana.

B. An HCBS license shall:

1. Dbe issued only to the person or entity named in the
license application;

2. be valid only for the HCBS provider to which it is
issued and only for the specific geographic address of that
provider;

3. designate which home and community-based
services the provider can provide;

N
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4. enable the provider to render delineated home and
community-based services within a DHH region;

5. be valid for one year from the date of issuance,
unless revoked, suspended, modified or terminated prior to
that date, or unless a provisional license is issued;

6. expire on the last day of the twelfth month after the
date of issuance, unless timely renewed by the HCBS
provider;

7. not be subject to sale, assignment, donation or other
transfer, whether voluntary or involuntary; and

8. be posted in a conspicuous place on the licensed
premises at all times.

C. An HCBS provider shall provide only those home and
community-based services or modules specified on its
license and only to clients residing in the provider’s
designated service area, DHH Region or at the provider’s
licensed location.

D. An HCBS provider may apply for a waiver from the
Health Standards Section (HSS) to provide services to a
client residing outside of the provider’s designated service
area or DHH Region only under the following condition:

1. A waiver may be granted by the department if there
is no other HCBS provider in the client’s service area or
DHH Region that is licensed and that has the capacity to
provide the required services to the client, or for other good
cause shown by the HCBS provider and client.

2. The provider must submit a written waiver request
to HSS prior to providing services to the client residing
outside of the designated service area or DHH Region.

3. The written waiver request shall be specific to one
client and shall include the reasons for which the waiver is
requested.

E. In order for the HCBS provider to be considered
operational and retain licensed status, the provider shall meet
the following conditions.

1. Each HCBS provider shall have a business location
which shall not be located in an occupied personal residence
and shall conform to the provisions of §5027 of this Chapter.

a. The business location shall be part of the licensed
location of the HCBS provider and shall be in the DHH
Region for which the license is issued.

b. The business location shall have at least one
employee on duty at the business location during stated
hours of operation.

c. An HCBS provider which provides ADC services
or out of home (center-based) respite care services may have
the business location at the ADC building or center-based
respite building.

2. Adult day care facilities shall have clearly defined
days and hours of operation posted. The ADC must be open
at least five hours on days of operation. Center-based respite
facilities shall have the capacity to provide 24 hour services.
All other HCBS providers shall render services at all times
to clients receiving services in the home, according to the
individual service plan (ISP).

3. There shall be adequate direct care staff and
professional services staff employed and available to be
assigned to provide services to persons in their homes as per
the plan of care and for persons receiving ADC services and
center-based respite services, during the provider’s or
facility’s hours of operation.
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4. Each HCBS provider shall have a published
telephone number which is available and accessible 24 hours
a day, seven days a week, including holidays.

F. The licensed HCBS provider shall abide by and
adhere to any state law, rule, policy, procedure, manual or
memorandum pertaining to HCBS providers.

G. A separately licensed HCBS provider shall not use a
name which is substantially the same as the name of another
HCBS provider licensed by the department. An HCBS
provider shall not use a name which is likely to mislead the
client or family into believing it is owned, endorsed or
operated by the State of Louisiana.

H. Upon promulgation of the final Rule governing these
provisions, existing providers of the following home and
community-based services shall be required to apply for an
HCBS provider license at the time of renewal of their
current license(s):

1. Adult Day Care;

2. Family Support;

3. Personal Care Attendant;

4. Respite;

5. Supervised Independent Living; and
6. Supported Employment.

I.  If an existing provider currently has multiple licenses,
such as PCA, Respite and SIL, the provider shall be required
to apply for an HCBS provider license at the time the first
such license is due for renewal. The HCBS provider license
shall include all modules for which the provider is currently
licensed, and will replace all of the separate licenses.

J. If applicable, each HCBS provider shall obtain
facility need review approval prior to licensing.

1. An existing licensed PCA, Respite or SIL provider
who is applying for an HCBS provider license at the time of
license renewal shall not be required to apply for facility
need review approval. However, if an existing licensed
provider, who is not currently providing PCA, Respite or
SIL services wants to begin providing these services, the
provider shall be required to apply for facility need review
approval for each of the requested services.

EXAMPLE: A currently licensed PCA provider with no

Respite license is now applying for his HCBS provider license

and wants to add the respite module. The PCA provider shall

be required to apply for facility need review approval for the

respite module.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5007. Initial Licensure Application Process

A. An initial application for licensing as an HCBS
provider shall be obtained from the department. A completed
initial license application packet for an HCBS provider shall
be submitted to and approved by the department prior to an
applicant providing HCBS services.

B. The initial licensing application packet shall include:

1. a completed HCBS licensure application and the
non-refundable licensing fee as established by statute;

2. a copy of the approval letter of the architectural
facility plans for the adult day care module and the center-
based respite module from the Office of the State Fire
Marshal and any other office/entity designated by the
department to review and approve the facility’s architectural
plans;



3. a copy of the on-site inspection report with
approval for occupancy by the Office of the State Fire
Marshal, if applicable;

4. a copy of the health inspection report with approval
of occupancy from the Office of Public Health for the adult
day care module and the center-based respite module;

5. a copy of a statewide criminal background check,
including sex offender registry status, on all owners and
administrators;

6. proof of financial viability, comprised of the
following:

a. a line of credit issued from a federally insured,
licensed lending institution in the amount of at least
$50,000;

b. general and professional liability insurance of at
least $300,000; and

c. worker’s compensation insurance;

7. a completed disclosure of ownership and control
information form;

8. the days and hours of operation;

9. an organizational chart and names, including
position titles, of key administrative personnel and
governing body; and

10. any other documentation or information required by
the department for licensure.

C. Any person convicted of one of the following felonies
is prohibited from being the owner or the administrator of an
HCBS provider agency. For purposes of these provisions,
the licensing application shall be rejected by the department
for any felony conviction relating to:

1. the violence, abuse, or negligence of a person;

2. the misappropriation of property belonging to
another person;

3. cruelty, exploitation or the sexual battery of the
infirmed;

4. adrug offense;
crimes of a sexual nature;

a firearm or deadly weapon;
Medicare or Medicaid fraud; or
fraud or misappropriation of federal or state funds.

D. If the initial licensing packet is incomplete, the
applicant shall be notified of the missing information and
shall have 90 days from receipt of the notification to submit
the additional requested information.

1. If the additional requested information is not
submitted to the department within 90 days, the application
shall be closed.

2. If an initial licensing application is closed, an
applicant who is still interested in becoming an HCBS
provider must submit a new initial licensing packet with a
new initial licensing fee to start the initial licensing process,
subject to any facility need review approval.

E. Applicants for HCBS licensure shall be required to
attend a mandatory training class when a completed initial
licensing application packet has been received by the
department.

F.  Upon completion of the mandatory training class and
written notification of satisfactory class completion from the
department, an HCBS applicant shall be required to admit
one client and contact the HSS field office to schedule an
initial licensing survey.

%N ;
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1. Prior to scheduling the initial survey, applicants

must be:

a. fully operational;

b. in compliance with all licensing standards; and

c. providing care to only one client at the time of
the initial survey.

2. If the applicant has not admitted one client or called
the field office to schedule a survey within 30 days of receipt
of the written notification from the department, the
application will be closed. If an applicant is still interested in
becoming an HCBS provider, a new initial licensing packet
with a new initial licensing fee must be submitted to the
department to start the initial licensing process, subject to
any facility need review approval.

G.  Applicants must be in compliance with all appropriate
federal, state, departmental or local statutes, laws,
ordinances, rules, regulations and fees before the HCBS
provider will be issued an initial license to operate.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5009. Initial Licensing Surveys

A. Prior to the initial license being issued, an initial on-
site licensing survey shall be conducted to ensure
compliance with the licensing laws and standards.

B. In the event that the initial licensing survey finds that
the HCBS provider is compliant with all licensing laws,
regulations and other required statutes, laws, ordinances,
rules, regulations, and fees, the department shall issue a full
license to the provider. The license shall be valid until the
expiration date shown on the license, unless the license is
modified, revoked, suspended or terminated.

C. In the event that the initial licensing survey finds that
the HCBS provider is noncompliant with any licensing laws
or regulations, or any other required rules or regulations that
present a potential threat to the health, safety, or welfare of
the clients, the department shall deny the initial license.

D. In the event that the initial licensing survey finds that
the HCBS provider is noncompliant with any licensing laws
or regulations, or any other required rules or regulations, but
the department in its sole discretion determines that the
noncompliance does not present a threat to the health, safety
or welfare of the clients, the department may issue a
provisional initial license for a period not to exceed six
months. The provider shall submit a plan of correction to the
department for approval, and the provider shall be required
to correct all such noncompliance or deficiencies prior to the
expiration of the provisional license.

1. If all such noncompliance or deficiencies are
corrected on the follow-up survey, a full license will be
issued.

2. If all such noncompliance or deficiencies are not
corrected on the follow-up survey, or new deficiencies
affecting the health, safety or welfare of a client are cited,
the provisional license will expire and the provider shall be
required to begin the initial licensing process again by
submitting a new initial license application packet and the
appropriate licensing fee.

E. The initial licensing survey of an HCBS provider
shall be an announced survey. Follow-up surveys to the
initial licensing surveys are unannounced surveys.
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AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5011. Types of Licenses and Expiration Dates

A. The department shall have the authority to issue the
following types of licenses:

1. Full Initial License. The department shall issue a
full license to the HCBS provider when the initial licensing
survey finds that the provider is compliant with all licensing
laws and regulations, and is compliant with all other
required statutes, laws, ordinances, rules, regulations, and
fees. The license shall be valid until the expiration date
shown on the license, unless the license is modified,
revoked, suspended, or terminated.

2. Provisional Initial License. The department may
issue a provisional initial license to the HCBS provider when
the initial licensing survey finds that the HCBS provider is
noncompliant with any licensing laws or regulations or any
other required statutes, laws, ordinances, rules, regulations
or fees, but the department determines that the
noncompliance does not present a threat to the health, safety
or welfare of the clients.

3. Full Renewal License. The department may issue a
full renewal license to an existing licensed HCBS provider
who is in substantial compliance with all applicable federal,
state, departmental, and local statutes, laws, ordinances,
rules, regulations and fees. The license shall be valid until
the expiration date shown on the license, unless the license is
modified, revoked, suspended, or terminated.

B. The department, in its sole discretion, may issue a
provisional license to an existing licensed HCBS provider
for a period not to exceed six months, for any of the
following reasons:

1. the existing HCBS provider has more than five
deficient practices or deficiencies cited during any one
survey;

2. the existing HCBS provider has more than three
validated complaints in a 12 month period:

a. A validated complaint is a complaint received by
the Health Standards Section and found to be substantiated;

3. the existing HCBS provider has been issued a
deficiency that involved placing a client at risk for serious
harm or death;

4. the existing HCBS provider has failed to correct
deficient practices within 60 days of being cited for such
deficient practices or at the time of a follow-up survey; or

5. the existing HCBS provider is not in substantial
compliance with all applicable federal, state, departmental
and local statutes, laws, ordinances, rules regulations and
fees at the time of renewal of the license.

C. When the department issues a provisional license to
an existing licensed HCBS provider, the provider shall
submit a plan of correction to DHH for approval, and the
provider shall be required to correct all such noncompliance
or deficiencies prior to the expiration of the provisional
license. The department shall conduct a follow-up survey,
either on-site or by desk review, of the HCBS provider prior
to the expiration of the provisional license.

1. If the follow-up survey determines that the HCBS
provider has corrected the deficient practices and has
maintained compliance during the period of the provisional
license, the department may issue a full license for the
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remainder of the year until the anniversary date of the HCBS
license.

2. If the follow-up survey determines that all non-
compliance or deficiencies have not been corrected, or if
new deficiencies that are a threat to the health, safety or
welfare of a client are cited on the follow-up survey, the
provisional license shall expire and the provider shall be
required to begin the initial licensing process again by
submitting a new initial license application packet and fee,
subject to any facility need review approval.

3. The department shall issue written notice to the
provider of the results of the follow-up survey.

D. Ifan existing licensed HCBS provider has been issued
a notice of license revocation, suspension or termination,
and the provider’s license is due for annual renewal, the
department shall deny the license renewal application and
shall not issue a renewal license.

1. If a timely administrative appeal has been filed by
the provider regarding the license revocation, suspension, or
termination, the administrative appeal shall be suspensive,
and the provider shall be allowed to continue to operate and
provide services until such time as the administrative
tribunal or department issues a decision on the license
revocation, suspension, or termination.

2. If the secretary of the department determines that
the violations of the HCBS provider pose an imminent or
immediate threat to the health, welfare, or safety of a client,
the imposition of such action may be immediate and may be
enforced during the pendency of the administrative appeal. If
the secretary of the department makes such a determination,
the HCBS provider will be notified in writing.

3. The denial of the license renewal application does
not affect in any manner the license revocation, suspension,
or termination.

E. The renewal of a license does not in any manner
affect any sanction, civil monetary penalty or other action
imposed by the department against the provider.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5013. Changes in Licensee Information or Personnel

A. An HCBS license shall be valid only for the person or
entity named in the license application and only for the
specific geographic address listed on the license application.

B. Any change regarding the HCBS provider’s entity
name, “doing business as” name, mailing address, telephone
number or any combination thereof, shall be reported in
writing to the department within two days of the change.

C. Any change regarding the HCBS provider’s key
administrative personnel shall be reported in writing to the
department within 10 days of the change.

1. Key administrative personnel include the:

a. administrator;
b. director of nursing, if applicable; and
c. medical director, if applicable.

2. The HCBS provider’s notice to the department shall

include the individual’s:

a. name;
b. address;

c. hire date; and
d. qualifications.



D. A change of ownership (CHOW) of the HCBS
provider shall be reported in writing to the department
within five days of the change. The license of an HCBS
provider is not transferable or assignable and cannot be sold.
The new owner shall submit the legal CHOW document, all
documents required for a new license and the applicable
licensing fee. Once all application requirements are
completed and approved by the department, a new license
shall be issued to the new owner.

1.  An HCBS provider that is under license revocation
may not undergo a CHOW.

2. If the CHOW results in a change of geographic
address, an on-site survey may be required prior to issuance
of the new license.

E. If the HCBS provider changes its name without a
change in ownership, the HCBS provider shall report such
change to the department in writing five days prior to the
change. The change in the HCBS provider name requires a
change in the HCBS provider license. Payment of the
applicable fee is required to re-issue the license.

F. Any request for a duplicate license
accompanied by the applicable fee.

G. If the HCBS provider changes the physical address of
its geographic location without a change in ownership, the
HCBS provider shall report such change to DHH in writing
at least five days prior to the change. Because the license of
an HCBS provider is valid only for the geographic location
of that provider, and is not transferrable or assignable, the
provider shall submit a new licensing application.

1. An on-site survey may be required prior to the
issuance of the new license.

2. The change in the HCBS provider’s physical
address results in a new anniversary date and the full
licensing fee must be paid.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5015. Renewal of License

A. The HCBS provider shall submit a completed license
renewal application packet to the department at least 30 days
prior to the expiration of the current license. The license
renewal application packet shall include:

1. the license renewal application;

2. the days and hours of operation;

3. acurrent State Fire Marshal report, if applicable;

4. a current Office of Public Health inspection report
for the adult day care module and the center-based respite
module;

5. the non-refundable license renewal fee;

6. any other documentation required by
department; and

7. proof of financial viability, comprised of the
following:

a. a line of credit issued from a federally insured,
licensed lending institution in the amount of at least
$50,000;

b. general and professional liability insurance of at
least $300,000; and

c. worker’s compensation insurance.

shall be
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B. The department may perform an on-site survey and
inspection upon annual renewal of a license.

C. Failure to submit a completed license renewal
application packet prior to the expiration of the current
license will result in the voluntary non-renewal of the HCBS
license.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5016. Deemed Status through Accreditation

A. An HCBS provider may request deemed status from
the department. The department may accept accreditation in
lieu of a routine on-site resurvey provided that:

1. the accreditation is obtained
organization approved by the Department;

2. all services provided under the HCBS license must
be accredited; and

3. the provider forwards the accrediting body’s
findings to the Health Standards Section within 30 days of
its accreditation.

B. The accreditation will be accepted as evidence of
satisfactory compliance with all provisions of these
requirements.

C. The following set of circumstances can cause the state
agency to perform a full licensing survey on an accredited

through an

HCBS provider:
1. any valid complaints in the preceding 12-month
period;

2. addition of services;

3. a change of ownership in the preceding 12-month
period;

4. issuance of a provisions license in the preceding
12-month period;

5. serious violations of licensing standards or
professional standards of practice that were identified in the
preceding 12-month period; or

6. reports of inappropriate
resulting in death or serious injury.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5017. Survey Activities

A. The department, or its designee, may conduct periodic
licensing surveys and other surveys as deemed necessary to
ensure compliance with all laws, rules and regulations
governing HCBS providers and to ensure client health,
safety and welfare. These surveys may be conducted on-site
or by administrative review and shall be unannounced.

B. The department shall also conduct complaint surveys.
The complaint surveys shall be conducted in accordance
with R.S. 40:2009.13 et seq.

C. The department may require an acceptable plan of
correction from a provider for any survey where deficiencies
have been cited, regardless of whether the department takes
other action against the facility for the deficiencies cited in
the survey. The acceptable plan of correction shall be
approved by the department.

D. A follow-up survey may be conducted for any survey
where deficiencies have been cited to ensure correction of
the deficient practices.

treatment or service

Louisiana Register Vol. 37, No. 06 June 20, 2011



E. The department may issue appropriate sanctions for
noncompliance, deficiencies and violations of law, rules and
regulations. Sanctions include, but are not limited to:

1. civil monetary penalties;

2. directed plans of correction; and

3. license revocation.

F. DHH surveyors and staff shall be:

1. given access to all areas of the provider agency, as
necessary, and all relevant files during any survey; and

2. allowed to interview any provider staff, client or
other persons as necessary or required to conduct the survey.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5019. Statement of Deficiencies

A. The following statements of deficiencies issued by the
department to the HCBS provider shall be posted in a
conspicuous place on the licensed premises:

1. the most recent annual survey statement of
deficiencies; and

2. any subsequent complaint survey statement of
deficiencies.

B. Any statement of deficiencies issued by the
department to an HCBS provider shall be available for
disclosure to the public 30 days after the provider submits an
acceptable plan of correction to the deficiencies or 90 days
after the statement of deficiencies is issued to the provider,
whichever occurs first.

C. Unless otherwise provided in statute or in these
licensing provisions, a provider shall have the right to an
informal reconsideration of any deficiencies cited as a result
of a survey or investigation.

1. Correction of the violation, noncompliance or
deficiency shall not be the basis for the reconsideration.

2. The informal reconsideration of the deficiencies
shall be requested in writing within 10 days of receipt of the
statement of deficiencies, unless otherwise provided in these
standards.

3. The request for informal reconsideration of the
deficiencies shall be made to the department’s Health
Standards Section and will be considered timely if received
by HSS within 10 days of the provider’s receipt of the
statement deficiencies.

4. If a timely request for an informal reconsideration
is received, the department shall schedule and conduct the
informal reconsideration.

5. The provider shall be notified in writing of the
results of the informal reconsideration.

6. Except as provided for complaint surveys pursuant
to R.S. 40:2009.13 et seq., and as provided in these licensing
provisions for license denials, revocations and non-renewals,
the decision of the informal reconsideration team shall be the
final administrative decision regarding the deficiencies.

a. There is no administrative appeal right of such
deficiencies.

7. Pursuant to R.S. 40:2009.13 et seq., for complaint
surveys in which the Health Standards Section determines
that the complaint involves issues that have resulted in or are
likely to result in serious harm or death, as defined in the
statute, the determination of the informal reconsideration
may be appealed administratively to the Division of
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Administrative Law or its successor. The hearing before the
Division of Administrative Law, or its successor, is limited
only to whether the investigation or complaint survey was
conducted properly or improperly. The Division of
Administrative Law shall not delete or remove deficiencies
as aresult of such hearing.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5021. Denial of License, Revocation of License, Denial

of License Renewal

A. The department may deny an application for an initial
license or a license renewal, or may revoke a license in
accordance with the provisions of the Administrative
Procedure Act. These actions may be taken against the entire
license or certain modules of the license.

B. Denial of an Initial License

1. The department shall deny an initial license in the
event that the initial licensing survey finds that the HCBS
provider is noncompliant with any licensing laws or
regulations, or any other required statutes or regulations that
present a potential threat to the health, safety or welfare of
the clients.

2. The department shall deny an initial license for any
of the reasons a license may be revoked or non-renewed
pursuant to these licensing provisions.

3. If the department denies an initial license, the
applicant for an HCBS provider license shall discharge the
client receiving services.

C. Voluntary Non-Renewal of a License. If a provider
fails to timely renew its license, the license expires on its
face and is considered voluntarily surrendered. There are no
appeal rights for such surrender or non-renewal of the
license, as this is a voluntary action on the part of the
provider.

D. Revocation of License or Denial of License Renewal.
An HCBS provider license may be revoked or denied
renewal for any of the following reasons, including but not
limited to:

1. failure to be in substantial compliance with the
HCBS licensing laws, rules and regulations;

2. failure to be in substantial compliance with other
required statutes, laws, ordinances, rules or regulations;

3. failure to comply with the terms and provisions of a
settlement agreement or education letter;

4. failure to uphold client rights whereby deficient
practices result in harm, injury or death of a client;

5. failure to protect a client from a harmful act of an
employee or other client including, but not limited to:

a. mental or physical abuse, neglect, exploitation or
extortion;

b. any action posing a threat to a client’s health and
safety;
coercion;
threat or intimidation;
harassment; or
criminal activity;

6. failure to notify the proper authorities, as required
by federal or state law or regulations, of all suspected cases
of the acts outlined in §5021.D.5;

7. knowingly making a false statement in any of the
following areas, including but not limited to:
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a. application for initial license or renewal of
license;

b. data forms;

c. clinical records,
records;

d. matters under investigation by the department or
the Office of the Attorney General; or

e. information submitted for reimbursement from
any payment source,

8. knowingly making a false statement or providing
false, forged or altered information or documentation to
DHH employees or to law enforcement agencies;

9. the wuse of false, fraudulent or
advertising; or

10. an owner, officer, member, manager, administrator,
director or person designated to manage or supervise client
care has pled guilty or nolo contendere to a felony, or has
been convicted of a felony, as documented by a certified
copy of the record of the court;

a. For purposes of these provisions, conviction of a
felony involves any felony conviction relating to:
i. the violence, abuse, or negligence of a person;
ii. the misappropriation of property belonging to
another person;
iii. cruelty, exploitation or the sexual battery of the
infirmed;
iv. adrug offense;
v. crimes of a sexual nature;
vi. a firearm or deadly weapon;
vii. Medicare or Medicaid fraud; or
viii. fraud or misappropriation of federal or state
funds;

11. failure to comply with all reporting requirements in
a timely manner, as required by the department;

12. failure to allow or refusal to allow the department
to conduct an investigation or survey or to interview
provider staff or clients;

13. interference with the survey process, including but
not limited to, harassment, intimidation, or threats against
the survey staff;

14. failure to allow or refusal to allow access to
provider, facility or client records by authorized
departmental personnel;

15. bribery, harassment, intimidation or solicitation of
any client designed to cause that client to use or retain the
services of any particular HCBS provider;

16. cessation of business or non-operational status;

17. failure to repay an identified overpayment to the
department or failure to enter into a payment agreement to
repay such overpayment; or

18. failure to timely pay outstanding fees,
sanctions or other debts owed to the department.

E. In the event an HCBS provider license is revoked,
renewal is denied (other than for cessation of business or
non-operational status) or the license is surrendered in lieu
of an adverse action, any owner, board member, director or
administrator, and any other person named on the license
application of such HCBS provider is prohibited from
owning, managing, directing or operating another HCBS
agency for a period of two years from the date of the final
disposition of the revocation, denial action or surrender.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

client records or provider
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HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5023. Notice and Appeal of License Denial, License

Revocation and License Non-Renewal

A. Notice of a license denial, license revocation or
license non-renewal (i.e. denial of license renewal) shall be
given to the provider in writing.

B. The HCBS provider has a right to an informal
reconsideration of the license denial, license revocation or
license non-renewal. There is no right to an informal
reconsideration of a voluntary non-renewal or surrender of a
license by the provider.

1. The HCBS provider shall request the informal
reconsideration within 15 days of the receipt of the notice of
the license denial, license revocation or license non-renewal.
The request for informal reconsideration shall be in writing
and shall be forwarded to the department’s Health Standards
Section. The request for informal reconsideration shall be
considered timely if received by the Health Standards
Section within 15 days from the provider’s receipt of the
notice.

2. The request for informal reconsideration shall
include any documentation that demonstrates that the
determination was made in error.

3. If a timely request for an informal reconsideration
is received by HSS, an informal reconsideration shall be
scheduled and the provider will receive written notification
of the date of the informal reconsideration.

4. The provider shall have the right to appear in
person at the informal reconsideration and may be
represented by counsel.

5. Correction of a violation or deficiency which is the
basis for the license denial, revocation or non-renewal shall
not be a basis for reconsideration.

6. The informal reconsideration process is not in lieu
of the administrative appeals process.

7. The provider will be notified in writing of the
results of the informal reconsideration.

C. The HCBS provider has a right to an administrative
appeal of the license denial, license revocation or license
non-renewal. There is no right to an administrative appeal of
a voluntary non-renewal or surrender of a license by the
provider.

1. The HCBS provider shall request the administrative
appeal within 30 days of the receipt of the results of the
informal reconsideration.

a. The HCBS provider may forego its rights to an
informal reconsideration, and if so, shall request the
administrative appeal within 30 days of the receipt of the
notice of the license denial, revocation or non-renewal.

2. The request for administrative appeal shall be in
writing and shall be submitted to the Division of
Administrative Law or its successor. The request shall
include any documentation that demonstrates that the
determination was made in error and shall include the basis
and specific reasons for the appeal.

3. If a timely request for an administrative appeal is
received by the Division of Administrative Law, or its
successor, the administrative appeal of the license revocation
or license non-renewal shall be suspensive, and the provider
shall be allowed to continue to operate and provide services
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until such time as issues a final
administrative decision.

a. If the secretary of the department determines that
the violations of the provider pose an imminent or
immediate threat to the health, welfare or safety of a client,
the imposition of the license revocation or license non-
renewal may be immediate and may be enforced during the
pendency of the administrative appeal. If the secretary of the
department makes such a determination, the provider will be
notified in writing.

4. Correction of a violation or a deficiency which is
the basis for the denial, revocation or non-renewal shall not
be a basis for an administrative appeal.

D. Ifan existing licensed HCBS provider has been issued
a notice of license revocation, and the provider’s license is
due for annual renewal, the department shall deny the
license renewal application. The denial of the license
renewal application does not affect, in any manner, the
license revocation.

E. If a timely administrative appeal has been filed by the
provider on a license denial, license non-renewal or license
revocation, the Division of Administrative Law, or its
successor, shall conduct the hearing within 90 days of the
docketing of the administrative appeal. One extension, not to
exceed 90 days, may be granted by the Division of
Administrative Law, or its successor, if good cause is shown.

1. If the final agency decision is to reverse the license
denial, license non-renewal or license revocation, the
provider’s license will be re-instated or granted upon the
payment of any licensing fees, outstanding sanctions or other
fees due to the department.

2. If the final agency decision is to affirm the license
non-renewal or license revocation, the provider shall
discharge any and all clients receiving services according to
the provisions of this Chapter.

a.  Within 10 days of the final agency decision, the
provider must notify HSS, in writing, of the secure and
confidential location where the client records will be stored.

F. There is no right to an informal reconsideration or an
administrative appeal of the issuance of a provisional initial
license to a new HCBS provider, or the issuance of a
provisional license to an existing HCBS provider. A provider
who has been issued a provisional license is licensed and
operational for the term of the provisional license. The
issuance of a provisional license is not considered to be a
denial of license, renewal or revocation.

G. A provider with a provisional initial license or an
existing provider with a provisional license that expires due
to noncompliance or deficiencies cited at the follow-up
survey, shall have the right to an informal reconsideration
and the right to an administrative appeal, as to the
deficiencies.

1. The correction of a violation, noncompliance or
deficiency after the follow-up survey shall not be the basis
for the informal reconsideration or for the administrative
appeal.

2. The informal reconsideration and the administrative
appeal are limited to whether the deficiencies were properly
cited at the follow-up survey.

3. The provider shall request the informal
reconsideration in writing, which shall be received by the
Health Standards Section within five days of receipt of the

the department
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notice of the results of the follow-up survey from the
department.

4. The provider shall request the administrative appeal
within 15 days of receipt of the notice of the results of the
follow-up survey from the department. The request for
administrative appeal shall be in writing and shall be
submitted to the Division of Administrative Law or its
SUCCESSOr.

5. A provider with a provisional initial license or an
existing provider with a provisional license that expires
under the provisions of this Chapter shall cease providing
services and discharge clients unless the Division of
Administrative Law, or its successor, issues a stay of the
expiration.

a. The stay may be granted by the Division of
Administrative Law, or its successor, upon application by the
provider at the time the administrative appeal is filed and
only after a contradictory hearing and only upon a showing
that there is no potential harm to the clients being served by
the provider.

6. If a timely administrative appeal has been filed by a
provider with a provisional initial license that has expired, or
by an existing provider whose provisional license has
expired under the provisions of this Chapter, the Division of
Administrative Law, or its successor, shall conduct the
hearing within 90 days of the docketing of the administrative
appeal. One extension, not to exceed 90 days, may be
granted by the Division of Administrative Law, or its
successor, if good cause is shown.

a. If the final agency decision is to remove all
deficiencies, the provider’s license will be re-instated upon
the payment of any outstanding sanctions and licensing or
other fees due to the department.

b. If the final agency decision is to uphold the
deficiencies and affirm the expiration of the provisional
license, the provider shall discharge any and all clients
receiving services.

i.  Within 10 days of the final agency decision, the
provider must notify HSS in writing of the secure and
confidential location where the client records will be stored.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5025. Inactivation of License due to a Declared

Disaster or Emergency

A. An HCBS provider licensed in a parish which is the
subject of an executive order or proclamation of emergency
or disaster issued in accordance with R.S. 29:724 or R.S.
29:766, may seek to inactivate its license for a period not to
exceed one year, provided that the following conditions are
met:

1. the licensed provider shall submit written
notification to the Health Standards Section within 60 days
of the date of the executive order or proclamation of
emergency or disaster that:

a. the HCBS provider has experienced an
interruption in the provisions of services as a result of events
that are the subject of such executive order or proclamation
of emergency or disaster issued in accordance with R.S.
29:724 or R.S. 29:766;

b. the licensed HCBS provider intends to resume
operation as an HCBS provider in the same service area;



c. includes an attestation that the emergency or
disaster is the sole casual factor in the interruption of the
provision of services;

d. includes an attestation that all clients have been
properly discharged or transferred to another provider; and

e. provides a list of each client and where that client
is discharged or transferred to;

2. the licensed HCBS provider resumes operating as a
HCBS provider in the same service area within one year of
the issuance of an executive order or proclamation of
emergency or disaster in accordance with R.S. 29:724 or
R.S. 29:766;

3. the licensed HCBS provider continues to pay all
fees and cost due and owed to the department including, but
not limited to, annual licensing fees and outstanding civil
monetary penalties; and

4. the licensed HCBS provider continues to submit
required documentation and information to the department.

B. Upon receiving a completed written request to
inactivate a HCBS provider license, the department shall
issue a notice of inactivation of license to the HCBS
provider.

C. Upon completion of repairs, renovations, rebuilding
or replacement, an HCBS provider which has received a
notice of inactivation of its license from the department shall
be allowed to reinstate its license upon the following
conditions being met.

1. The HCBS provider shall submit a written license
reinstatement request to the licensing agency of the
department 60 days prior to the anticipated date of
reopening.

a. The license reinstatement request shall inform the
department of the anticipated date of opening, and shall
request scheduling of a licensing survey.

b. The license reinstatement request shall include a
completed licensing application with appropriate licensing
fees.

2. The provider resumes operating as an HCBS
provider in the same service area within one year.

D. Upon receiving a completed written request to
reinstate an HCBS provider license, the department shall
conduct a licensing survey. If the HCBS provider meets the
requirements for licensure and the requirements under this
Section, the department shall issue a notice of reinstatement
of the HCBS provider license.

1. The licensed capacity of the reinstated license shall
not exceed the licensed capacity of the HCBS provider at the
time of the request to inactivate the license.

E. No change of ownership in the HCBS provider shall
occur until such HCBS provider has completed repairs,
renovations, rebuilding or replacement construction, and has
resumed operations as an HCBS provider.

F. The provisions of this Section shall not apply to an
HCBS provider which has voluntarily surrendered its license
and ceased operation.

G. Failure to comply with any of the provisions of this
Section shall be deemed a voluntary surrender of the HCBS
provider license and any applicable facility need review
approval for licensure.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.
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HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter B. Administration and Organization
§5027. Governing Body

A. An HCBS provider shall have an identifiable
governing body with responsibility for and authority over
the policies and activities of the program/agency.

1. A provider shall have documents identifying all
members of the governing body, their addresses, their terms
of membership, officers of the governing body and terms of
office of any officers.

2. The governing body shall be comprised of three or
more persons and shall hold formal meetings at least twice a
year.

3. There shall be written minutes of all formal
meetings of the governing body and by-laws specifying
frequency of meetings and quorum requirements.

B. The governing body of an HCBS provider shall:

1. ensure the provider’s continual compliance and
conformity with all relevant federal, state, local and
municipal laws and regulations;

2. ensure that the provider is adequately funded and
fiscally sound;

3. review and approve the provider’s annual budget;

4. designate a person to act as administrator and
delegate sufficient authority to this person to manage the
provider agency;

5. formulate and annually review, in consultation with
the administrator, written policies concerning the provider’s
philosophy, goals, current services, personnel practices, job
descriptions and fiscal management;

6. annually evaluate the administrator’s performance;

7. have the authority to dismiss the administrator;

8. meet with designated representatives of the
department whenever required to do so;

9. inform the department, or its designee, prior to
initiating any substantial changes in the services provided by
the provider; and

10. ensure statewide criminal background checks on all
unlicensed persons.

C. An HCBS provider shall maintain an administrative
file that includes:

1. documents identifying the governing body;

2. a list of members and officers of the governing
body, along with their addresses and terms of membership;

3. minutes of formal meetings and by-laws of the
governing body, if applicable;

4. documentation of the provider’s authority to
operate under state law;

5. an organizational chart of the provider which
clearly delineates the line of authority;

6. all leases, contracts and purchases-of-service
agreements to which the provider is a party;

7. insurance policies;

8. annual budgets and audit reports; and

9. a master list of all the community resources used by
the provider.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORY NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing,
LR 37:
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§5029. Policy and Procedures

A. An HCBS provider shall provide supervision and
services that:

1. conform to the department’s rules and regulations;

2. meet the needs of the clients as identified and
addressed in the ISP;

3. provide for the full protection of clients’ rights; and

4. promote the social, physical and mental well-being
of clients;

B. An HCBS provider shall make any required
information or records, and any information reasonably
related to assessment of compliance with these requirements,
available to the department.

C. An HCBS provider shall allow designated
representatives of the department, in performance of their
mandated duties, to:

1. inspect all aspects of an HCBS provider’s
operations which directly or indirectly impact clients; and

2. conduct interviews with any staff member or client
of the provider.

D. An HCBS provider shall, upon request by the
department, make available the legal ownership documents.

E. The HCBS provider shall have written policies and
procedures approved by the owner or governing body, which
must be implemented and followed, that address at a
minimum the following:

1. confidentiality and confidentiality agreements;

2. security of files;

3. publicity and marketing, including the prohibition
of'illegal or coercive inducement, solicitation and kickbacks;

4. personnel;
client rights;
grievance procedures;
client funds;
emergency preparedness;

9. abuse and neglect;

10. incidents and
emergencies;

11. universal precautions;

12. documentation; and

13. admission and discharge procedures.

F. An HCBS provider shall have written personnel
policies, which must be implemented and followed, that
include:

1. a plan for recruitment, screening, orientation,
ongoing training, development, supervision and performance
evaluation of staff members;

2. written job descriptions for each staff position,
including volunteers;

3. policies that shall, at a minimum, be consistent with
Office of Public Health guidelines to indicate whether,
when, and how staff have a health assessment;

4. an employee grievance procedure;

5. abuse reporting procedures that require all
employees to report any incidents of abuse or mistreatment,
whether that abuse or mistreatment is done by another staff
member, a family member, a client or any other person; and

6. a written policy to prevent discrimination.

G. An HCBS provider shall maintain, in force at all
times, the requirements for financial viability under this rule.

H. The provider shall have written policies and
procedures for behavior management which:

PN

accidents, including medical

Louisiana Register Vol. 37, No. 06 June 20, 2011

1510

1. prohibits:
corporeal punishment;
chemical restraints;
psychological and verbal abuse;
seclusion;
forced exercise;
physical and mechanical restraints;
any cruel, severe, unusual,
unnecessary punishment; and
g. any procedure which denies:
1. food;

ii.  drink;

iii.  visits with family; or

iv. use of restroom facilities;

2. ensure that non-intrusive positive approaches to
address the meaning/origins of behaviors are used prior to
the development of a restrictive plan; and

3. cover any behavioral emergency and provide
documentation of the event in an incident report format.

I.  An HCBS provider shall comply with all federal and
state laws, rules and regulations in the development and
implementation of its policies and procedures.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORY NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing,
LR 37:

§5031. Business Location

A. All HCBS providers shall have a business location in
the DHH Region for which the license is issued. The
business location shall be a part of the physical geographic
licensed location and shall be where the provider:

1. maintains staff to perform administrative functions;

2. maintains the provider’s personnel records;

3. maintains the provider’s client service records; and

4. holds itself out to the public as being a location for
receipt of client referrals.

B. The business location shall have a separate entrance
and exit from any other entity, business or trade, and shall
have appropriate signage indicating the legal or trade name
and address of the health care provider. The HCBS provider
shall operate independently from any other business or
entity, and shall not operate office space with any other
business or entity.

1. The HCBS provider may share common areas with
another business or entity. Common areas include foyers,
kitchens, conference rooms, hallways, stairs, elevators or
escalators when used to provide access to the provider’s
separate entrance.

2. Records or other confidential information shall not
be stored in areas deemed to be common areas.

C. The business location shall:

1. be commercial office space or, if located in a
residential area, be zoned for appropriate commercial use
and shall be used solely for the operation of the business;

a. the business location may not be located in an
occupied personal residence;

2. have approval from the Louisiana Office of the
State Fire Marshal;

3. have a published telephone number which is
available and accessible 24 hours a day, seven days a week,
including holidays;
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4. have a business fax number that is operational 24
hours a day, seven days a week;

5. have internet access and a working e-mail address;

a. the e-mail address shall be provided to the
department;

6. have hours of operation posted in a location outside
of the business that is easily visible to persons receiving
services and the general public; and

7. have space for storage of client records in an area
that is secure and does not breach confidentiality of personal
health information.

D. Branch Offices and Satellites of HCBS Providers

1.  An HCBS provider who currently provides in-home
services such as PCA, respite or SIL services may apply to
the department for approval to operate a branch office to
provide those same services. The branch office falls under
the license of the parent agency and shall be located in the
same DHH Region as the parent agency.

2. An HCBS provider who currently provides ADC
services or provides center-based respite services may apply
to the department for approval to operate a satellite location
to provide additional ADC services or center-based respite
services at that satellite location. The satellite location falls
under the license of the parent agency and shall be located in
the same DHH Region as the parent agency.

3. No branch office or satellite location may be
opened without written approval from the department. In
order for a branch office or satellite location to be approved,
the parent agency must have full licensure for at least one
year. Branch office approvals and satellite location approvals
will be renewed at the time of renewal of the parent agency’s
license, if the parent agency meets the requirements for
licensure.

4. A branch office or a satellite location shall not be
approved if any of the following conditions exist:

a. the parent agency was cited with more than five
deficiencies on its last annual survey or on a complaint
survey within the last 12 months;

b. the parent agency was cited with a deficiency
resulting in immediate jeopardy or actual harm to a client on
its last annual survey or on a complaint survey within the
last 12 months;

c. the parent agency has a provisional license;

d. the parent agency is under license revocation;

e. the parent agency is undergoing a change of
ownership; or

f. adverse action, including license revocation,
denial or suspension, has been taken against the license of
other agencies operated by the owner of the parent agency.

5. The branch office or satellite location shall be held
out to the public as a branch, division, or satellite of the
parent agency so that the public will be aware of the identity
of the agency operating the branch or satellite.

a. Reference to the name of the parent agency shall
be contained in any written documents, signs or other
promotional materials relating to the branch or satellite.

6. Original personnel files shall not be maintained at
the branch office or satellite location.

7. A branch office or a satellite location is subject to
survey, including complaint surveys, by the department at
any time to determine compliance with minimum licensing
standards.
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8. A branch office or a satellite location shall:

a. serve as part of the geographic service area
approved for the parent agency;

b. retain all original clinical records for its clients.
Duplicate records need not be maintained at the parent
agency, but shall be made available to state surveyors during
any survey upon request within a reasonable amount of time;

c. maintain a statement of personnel policies on-site
for staff usage;

d. post and maintain regular office hours; and

e. staff the branch office or satellite location during
regular office hours.

9. Each branch office shall be assessed a fee of $200,
assessed at the time the license application is made for the
branch and once a year thereafter for renewal of the branch
license. This fee is non-refundable and is in addition to any
other fees that may be assessed according to the laws, rules,
regulations and standards.

10. Each satellite location shall be assessed a fee of
$250, assessed at the time the license application is made for
the satellite location and once a year thereafter for renewal
of the satellite location license. This fee is non-refundable
and is in addition to any other fees that may be assessed
according to the laws, rules, regulations and standards.

11. The department at its sole discretion, and taking
into consideration resources of the department, may approve
branch offices for HCBS providers rending in-home
services.

12. The department at its sole discretion, and taking
into consideration resources of the department, may approve
satellite locations for HCBS providers rendering center-
based respite or adult day care services.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter C. Admission, Transfer and Discharge

Criteria
§5033. Admissions

A. An HCBS provider shall have written admissions
policies and criteria which shall include the following:

1. intake policy and procedures;

2. admission criteria and procedures;

3. admission criteria and procedures for minors;

4. policy regarding the determination of legal status,
according to appropriate state laws, before admission;

5. the age of the populations served;

6. the services provided by the provider’s program(s);
and

7. criteria for discharge.

B. The written description of admissions policies and
criteria shall be provided to the department upon request,
and made available to the client and his/her legal
representative.

C. An HCBS provider shall ensure that the client, the
legal representative, where appropriate, or other persons are
provided an opportunity to participate in the admission
process and decisions.

1. Proper consents shall be obtained before admission.

2. Where such involvement of the client is not
possible or not desirable, the reasons for their exclusion shall
be recorded.
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D. An HCBS provider shall not refuse admission to any
client on the grounds of race, national origin, ethnicity or
disability.

E. An HCBS provider shall meet the needs of each client
admitted to his/her program as identified and addressed in
the client’s ISP.

F.  When refusing admission to a client, a provider shall
provide a written statement as to the reason for the refusal.
This shall be provided to designated representatives of the
department upon request.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5035. Voluntary Transfers and Discharges

A. A client has the right to choose a provider. This right
includes the right to be discharged from his current provider,
be transferred to another provider and to discontinue
services altogether.

B. Upon notice by the client or authorized representative
that the client has selected another provider or has decided to
discontinue services, the HCBS provider shall have the
responsibility of planning for a client’s voluntary transfer or
discharge.

C. The transfer or discharge responsibilities of the HCBS
provider shall include:

1. holding a transfer or discharge planning conference
with the client, family, support coordinator, legal
representative and advocate, if such are known, in order to
facilitate a smooth transfer or discharge, unless the client
declines such a meeting;

2. providing a current individual service plan (ISP).
Upon written request and authorization by the client or
authorized representative, a copy of the current ISP shall be
provided to the client or receiving provider; and

3. preparing a written discharge summary. The
discharge summary shall include, at a minimum, a summary
on the health, developmental issues, behavioral issues, social
issues, and nutritional status of the client. Upon written
request and authorization by the client or authorized
representative, a copy of the discharge summary shall be
disclosed to the client or receiving provider.

D. The written discharge summary shall be completed
within five working days of the notice by the client or
authorized representative that the client has selected another
provider or has decided to discontinue services.

1. The provider’s preparation of the discharge
summary shall not impede or impair the client’s right to be
transferred or discharged immediately if the client so
chooses.

E. The provider shall not coerce the client to stay with
the provider agency or interfere in any way with the client’s
decision to transfer. Failure to cooperate with the client’s
decision to transfer to another provider will result in adverse
action by the department.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5037. Involuntary Transfers and Discharges

A. An HCBS provider shall not transfer or discharge the
client from the provider except under the following
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circumstances. These situations will be considered
involuntary transfers or discharges.

1. The client’s health has improved sufficiently so that
the client no longer needs the services rendered by the
provider.

2. The safety or health of a client(s) or provider staff
is endangered.

3. The client has failed to pay any outstanding
amounts for services for which he is liable within 15 days
after receipt of written notice from the provider.

4. The provider ceases to operate.

5. The client moves from the geographical region
serviced by the HCBS provider.

6. The client or family refuses to cooperate or
interferes with attaining the objectives of the HCBS
provider.

7. The HCBS provider closes a particular module so
that certain services are no longer provided.

B. When the provider proposes to involuntarily transfer
or discharge a client, compliance with the provisions of this
Section shall be fully documented in the client’s records.

C. An HCBS provider shall provide a written notice of
the involuntary transfer or discharge to the client, a family
member of the client, if known, and to the authorized
representative, if known, at least 30 days prior to the transfer
or discharge.

1. The written notice shall be sent via certified mail,
return receipt requested.

2. When the safety or health of clients or provider
staff is endangered, written notice shall be given as soon as
practicable before the transfer or discharge.

3. When the client has failed to pay any outstanding
amounts for services for which he is liable, written notice
may be given immediately. Payment is due within 15 days of
receipt of written notice from the provider that an amount is
due and owing.

4. The notice of involuntary discharge or transfer shall
be in writing and in a language and manner that the client
understands.

5. A copy of the notice of involuntary discharge or
transfer shall be placed in the client’s clinical record.

D. The written notice of involuntary transfer or discharge
shall include:

1. areason for the transfer or discharge;

2. the effective date of the transfer or discharge;

3. an explanation of a client’s right to personal and/or
third party representation at all stages of the transfer or
discharge process;

4. contact information for the Advocacy Center;

a. the contact information shall include the
addresses and telephone numbers for the Advocacy Center
locations in Shreveport, Lafayette, and New Orleans;

5. names of provider personnel available to assist the
client and family in decision making and transfer
arrangements;

6. the date, time and place for the discharge planning
conference;

7. a statement regarding the client’s appeal rights;

8. the name of the director, current address and
telephone number of the Division of Administrative Law or
its successor; and



9. a statement regarding the client’s right to remain
with the provider and not be transferred or discharged if an

appeal is timely filed.
E. Appeal Rights for Involuntary Transfers or
Discharges

1. Ifatimely appeal is filed by the client or authorized
representative disputing the involuntary discharge, the
provider shall not transfer or discharge the client pursuant to

the provisions of this Section.
NOTE: The provider’s failure to comply with these
requirements may result in revocation of a provider’s license.

2. If nonpayment is the basis of the involuntary
transfer or discharge, the client shall have the right to pay the
balance owed to the provider up to the date of the transfer or
discharge and is then entitled to remain with the agency if
outstanding balances are paid.

3. [Ifaclient files a timely appeal request, the Division
of Administrative Law, or its successor, shall hold an appeal
hearing at the agency or by telephone, if agreed upon by the
appellant, within 30 days from the date the appeal is filed
with the Division of Administrative Law or its successor.

a. If the basis of the involuntary discharge is due to
endangerment of the health or safety of the staff or
individuals, the provider may make a written request to the
Division of Administrative Law, or its successor, to hold a
pre-hearing conference.

i. If a pre-hearing conference request is received
by the Division of Administrative Law, or its successor, the
pre-hearing conference shall be held within 10 days of
receipt of the written request from the provider.

4. The Division of Administrative Law, or its
successor, shall issue a decision within 30 days from the date
of the appeal hearing.

5. The burden of proof is on the provider to show, by a
preponderance of the evidence, that the transfer or discharge
of the client is justified pursuant to the provisions of the
minimum licensing standards.

F. Client’s Right to Remain with the Provider Pending
the Appeal Process

1. If a client is given 30 days written notice of the
involuntary transfer or discharge and the client or authorized
representative files a timely appeal, the client may remain
with the provider and not be transferred or discharged until
the Division of Administrative Law, or its successor, renders
a decision on the appeal.

2. If aclient is given less than 30 days written notice
and files a timely appeal of an involuntary transfer/discharge
based on the health and safety of individuals or provider
staff being endangered, the client may remain with the
provider and not be transferred or discharged until one of the
following occurs:

a. the Division of Administrative Law, or its
successor, holds a pre-hearing conference regarding the
safety or health of the staff or individuals; or

b. the Division of Administrative Law, or its
successor, renders a decision on the appeal.

3. [Ifaclient is given less than 30 days written notice
and files a timely appeal of an involuntary transfer/discharge
based on the client’s failure to pay any outstanding amounts
for services within the allotted time, the provider may
discharge or transfer the client.
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4. 1If a client is given less than 30 days written notice
and files a timely appeal of an involuntary transfer/discharge
based on the client moving outside of the provider’s
geographic service area, the client may remain with the
provider and not be transferred or discharged until the
Division of Administrative Law, or its successor, renders a
decision on the appeal.

G. The transfer or discharge responsibilities of the HCBS
provider shall include:

1. holding a transfer or discharge planning conference
with the client, family, support coordinator, legal
representative and advocate, if such are known, in order to
facilitate a smooth transfer or discharge;

2. development of discharge options that will provide
reasonable assurance that the client will be transferred or
discharged to a setting that can be expected to meet his/her
needs;

3. preparing an updated ISP; and

4. preparing a written discharge summary. The
discharge summary shall include, at a minimum, a summary
of the health, developmental issues, behavioral issues, social
issues and nutritional status of the client. Upon written
request and authorization by the client or authorized
representative, a copy of the discharge summary and/or
updated ISP shall be disclosed to the client or receiving
provider.

H. The agency shall provide all services required prior to
discharge that are contained in the final update of the
individual service plan and in the transfer or discharge plan.

1. The provider shall not be required to provide
services if the discharge is due to the client moving out of
the provider’s geographical region. An HCBS provider is
prohibited from providing services outside of its
geographical region without the Department’s approval.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter D. Service Delivery
§5039. General Provisions

A. The HCBS provider shall ensure that the client
receives the necessary care and services to attain or maintain
the highest practicable physical, mental and psychosocial
well-being of the client, in accordance with the
comprehensive assessment and individual service plan.

B. All services provided to the client shall be provided in
accordance with an individual service plan.

C. Assessment of Needs

1. Prior to any service being rendered, an HCBS
provider shall conduct an assessment of the client’s needs.
The assessment shall include, at a minimum:

a. risk assessment, including:

i. life safety (i.e. the ability to access emergency
services, basic safety practices and evaluation of the living
unit);

ii. home environment;

1ii. environmental risk; and
iv. medical risk;
b. medical assessments, including:

i. diagnosis;

1i. medications,
administration; and

including methods of
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iii. current services and treatment regimen;
c. activities of daily living;
d. instrumental activities of daily living including
money management, if applicable;
e. communication skills;
f.  social skills; and
g. psychosocial skills including behavioral needs.

2. Each assessment shall be conducted by a licensed
professional or a team of licensed professionals who are
qualified and appropriate to conduct the assessment, and
shall determine the necessary supports and services which
shall be addressed in the ISP. If medical issues are identified
in the assessment, a licensed physician or licensed registered
nurse (RN) shall perform a medical assessment to determine
necessary supports and services which shall be addressed in
the ISP.

3. The assessment shall be conducted prior to
admission and at least annually thereafter. The assessment
may be conducted more often as the client’s needs change.

4. An HCBS comprehensive assessment performed
for a client in accordance with policies and procedures
established by Medicaid or by a DHH program office for
reimbursement purposes can substitute for the assessment
required under these provisions.

D. Service Agreement

1. An HCBS provider shall ensure that a written
service agreement is completed prior to admission of a
client. A copy of the agreement, signed by all parties
involved, shall be maintained in the client’s record and shall
be made available upon request by the department, the client
and the legal representative, where appropriate.

2. The service agreement shall include:

a. a delineation of the respective
responsibilities of the provider;

b. specification of all of the services to be rendered
by the provider;

c. the provider’s expectations concerning the client;

roles and

and
d. specification of the financial
including any fees to be paid by the client.

3. An HCBS plan of care or agreement to provide
services signed by the provider or client in accordance with
policies and procedures established by Medicaid or by a
DHH program office for reimbursement purposes can
substitute for the agreement required under these provisions.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5041. Individual Service Plan

A. Upon admission, an individual service plan shall be
developed for each client based upon a comprehensive
assessment.

B. The client shall participate in the planning process. If
the client is unable to participate in all or part of the
planning, the provider shall document the parts or times and
reasons why the client did not participate.

C. The agency shall document that they consulted with
the client or legal representative regarding who should be
involved in the planning process.

D. The agency shall document who attends the planning
meeting.

arrangements,

Louisiana Register Vol. 37, No. 06 June 20, 2011

1514

E. The provider shall ensure that the ISP and any
subsequent revisions are explained to the client receiving
services and, where appropriate, the legal representative, in
language that is understandable to them.

F. The ISP shall include the following components:

1. the findings of the comprehensive assessment;

2. a statement of goals to be achieved or worked
towards for the person receiving services and their family or
legal representative;

3. daily activities and specialized services that will be
provided directly or arranged for;

4. target dates for completion or re-evaluation of the
stated goals; and

5. identification of all persons responsible
implementing or coordinating implementation of the plan.

G. The provider shall ensure that all agency staff
working directly with the person receiving services are
appropriately informed of and trained on the ISP.

H. A comprehensive plan of care or ISP prepared in
accordance with policies and procedures established by
Medicaid or by a DHH program office for reimbursement
purposes may be substituted for the individual service plan.

I.  Each client’s ISP shall be reviewed, revised, updated
and amended annually, and more often as necessary, to
reflect changes in the client’s needs, services and personal
outcomes.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5043. Contract Services

A. A provider may enter into contracts or other
agreements with other companies or individuals to provide
services to a client. The provider is still responsible for the
management of the client’s care and for all services provided
to the client by the contractor or its personnel.

B. When services are provided through contract, a
written contract must be established. The contract shall
include all of the following items:

1. designation of the services that are being arranged
for by contract;

2. specification of the period of time that the contract
is to be in effect;

3. a statement that the services provided to the client
are in accordance with the individual service plan;

4. a statement that the services are being provided
within the scope and limitations set forth in the individual
service plan and may not be altered in type, scope or
duration by the contractor;

5. assurance that the contractor meets the same
requirements as those for the provider’s staff, such as staff
qualifications, functions, evaluations, orientation and in-
service training;

a. the provider shall be responsible for assuring the
contractor’s compliance with all personnel and agency
policies required for HCBS providers during the contractual
period;

6. assurance that the contractor completes the clinical
record in the same timely manner as required by the staff of
the provider;

7. payment of fees and terms; and

8. assurance that reporting requirements are met.

for



C. The provider and contractor shall document review of
their contract on an annual basis.

D. The provider shall coordinate services with contract
personnel to assure continuity of client care.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5045. Transportation

A. An HCBS provider shall arrange for or provide
transportation necessary for implementing the client’s
service plan.

B. Any vehicle owned by the agency or its employees
used to transport clients shall be:

1. properly licensed and inspected in accordance with
state law;

2. maintained in a safe condition;

3. operated at a temperature that does not compromise
the health, safety or needs of the client; and

4. operated in conformity with all of the applicable
motor vehicle laws.

C. The provider shall have documentation of liability
insurance coverage for any vehicle owned by the agency or
its employees and used to transport clients. The personal
liability insurance of a provider’s employee shall not be
substituted for the required coverage.

D. Any staff member of the provider, or other person
acting on behalf of the provider, who is operating a vehicle
owned by the agency or its employees for the purpose of
transporting clients shall be properly licensed to operate that
class of vehicle in accordance with state law.

E. The provider shall have documentation of successful
completion of a safe driving course for each employee who
transports clients.

1. Employees shall successfully complete a safe
driving course within 90 days of hiring, every three years
thereafter, and within 90 days of the provider’s discovery of
any moving violation.

F. Upon hire, the provider shall conduct a driving
history record of each employee, and annually thereafter.

G. The provider shall not allow the number of persons in
any vehicle used to transport clients to exceed the number of
available seats with seatbelts in the vehicle.

H. The provider shall ascertain the nature of any need or
problem of a client which might cause difficulties during
transportation. This information shall be communicated to
agency staff who will transport clients.

I.  The following additional arrangements are required
for transporting non-ambulatory clients and those who
cannot otherwise be transferred to and from the vehicle.

1. A ramp device to permit entry and exit of a client
from the vehicle shall be provided for vehicles.

a. A mechanical lift may be utilized, provided that a
ramp is also available in case of emergency, unless the
mechanical lift has a manual override.

2. Wheelchairs used in transit shall be securely
fastened inside the vehicle utilizing approved wheelchair
fasteners.

3. The arrangement of the wheelchairs shall not
impede access to the exit door of the vehicle.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.
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HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter E. Client Protections
§5049. Client Rights

A. Unless adjudicated by a court of competent
jurisdiction, clients served by HCBS providers shall have the
same rights, benefits and privileges guaranteed by the
constitution and the laws of the United States and Louisiana.

B. There shall be written policies and procedures that
protect the client’s welfare, including the means by which
the protections will be implemented and enforced.

C. Each HCBS provider’s written policies and
procedures, at a minimum, shall ensure the client’s right to:

1. human dignity;

2. impartial access to treatment regardless of race,
religion, sex, ethnicity, age or disability;

3. cultural access as evidenced by:

a. interpretive services;

b. translated materials;

c. the use of native language when possible; and
d. staff trained in cultural awareness;

4. have sign language interpretation, allow for the use
of service animals and/or mechanical aids and devices that
assist those persons in achieving maximum service benefits
when the person has special needs;

5. privacy;

6. confidentiality;

7. access his/her records upon the client’s written
consent for release of information;

8. acomplete explanation of the nature of services and
procedures to be received, including:

a. risks;
b. benefits; and
c. available alternative services;
9. actively participate in services, including:
a. assessment/reassessment;
b. service plan development; and
c. discharge;

10. refuse specific services or participate in any activity
that is against their will and for which they have not given
consent;

11. obtain copies of the provider’s complaint or
grievance procedures;

12. file a complaint or grievance without retribution,
retaliation or discharge;

13. be informed of the financial aspect of services;

14. be informed of the need for parental or guardian
consent for treatment of services, if appropriate;

15. personally manage financial affairs, unless legally
determined otherwise;

16. give informed written consent prior to being
involved in research projects;

17. refuse to participate in any research project without
compromising access to services;

18. be free from mental, emotional and physical abuse
and neglect;

19. be free from chemical or physical restraints;

20. receive services that are delivered in a professional
manner and are respectful of the client’s wishes concerning
their home environment;

21. receive services
appropriate to their needs;

in the least intrusive manner
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22. contact any advocacy resources as needed,
especially during grievance procedures; and

23. discontinue services with one provider and freely
choose the services of another provider.

D. An HCBS provider shall assist in obtaining an
independent advocate:

1. ifthe client’s rights or desires may be in jeopardy;
2. ifthe client is in conflict with the provider; or
3. upon any request of the client.

E. The client has the right to select an independent

advocate, which may be:

1. alegal assistance corporation;

2. astate advocacy and protection agency;

3. atrusted church or family member; or

4. any other competent key person not affiliated in any
way with the licensed provider.

F. The client, client’s family and legal guardian, if one is
known, shall be informed of their rights, both verbally and in
writing in a language they are able to understand.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5051. Grievances

A. The agency shall establish and follow a written
grievance procedure to be used to formally resolve
complaints by clients, their family member(s) or a legal
representative regarding provision of services. The written
grievance procedure shall be provided to the client.

1. The notice of grievance procedure shall include the
names of organizations that provide free legal assistance.

B. The client, family member or legal representative
shall be entitled to initiate a grievance at any time.

C. The agency shall annually explain the grievance
procedure to the client, family member(s) or a legal
representative, utilizing the most appropriate strategy for
ensuring an understanding of what the grievance process
entails.

1. The agency shall provide the grievance procedure
in writing and grievance forms shall be made available.

D. The administrator of the agency, or his/her designee,
shall investigate all grievances and shall make all reasonable
attempts to address the grievance.

E. The administrator of the agency, or his/her designee,
shall issue a written report and/or decision within five
business days of receipt of the grievance to the:

1. client;

2. client’s advocate;

3. authorized representative; and

4. the person making the grievance.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter F. Provider Responsibilities
§5053. General Provisions

A. HCBS providers shall have qualified staff sufficient in
number to meet the needs of each client as specified in the
ISP and to respond in emergency situations.

B. Additional staff shall be employed as necessary to
ensure proper care of clients and adequate provision of
services.
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C. Staff shall have sufficient communication and
language skills to enable them to perform their duties and
interact effectively with clients and other staff persons.

D. All client calls to the provider’s published telephone
number shall be returned within an appropriate amount of
time not to exceed 24 hours. Each client shall be informed of
the provider’s published telephone number, in writing, as
well as through any other method of communication most
readily understood by the client according to the following
schedule:

1. upon admission to the HCBS provider agency;

2. atleast once per year after admission; and

3. when the provider’s published telephone number
changes.

E. HCBS providers shall establish policies and
procedures relative to the reporting of abuse and neglect of
clients, pursuant to the provisions of R.S. 15:1504-1505,
R.S. 40:2009.20 and any subsequently enacted laws.
Providers shall ensure that staff complies with these
regulations.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORY NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing,
LR 37:

§5055. Core Staffing Requirements

A. Administrative Staff. The following administrative
staff is required for all HCBS providers:

1. a qualified administrator at each licensed
geographic location who shall meet the qualifications as
established in these provisions; and

2. other administrative staff as necessary to properly
safeguard the health, safety and welfare of the clients
receiving services.

B. Administrator Qualifications

1. The administrator shall be a resident of the state of
Louisiana and shall have the following educational
qualifications and experience:

a. a master’s degree in a human services field
including, but not limited to:
i. nursing, hospital or
administration;
ii. physical therapy;
iii.  social work;
iv.  psychology;
v. gerontology;
vi. rehabilitation counseling; or
vii. health care administration; plus
viii. a minimum of three years of verifiable work
experience with persons with disabilities or the elderly, with
one year of the three years being at the administrative level;
or

nursing  facility

b. a bachelor’s degree in a human services field
including, but not limited to:
i. nursing, hospital or
administration;
ii. physical therapy;
iii.  social work;
iv.  psychology
v. gerontology;

nursing  facility



vi. rehabilitation counseling; or

vii. health care administration; plus

viii. a minimum of four years verifiable work
experience with persons with disabilities or the elderly, with
two years of the four years being at the administrative level;

c. Dbe a registered nurse with a minimum of seven
years of verifiable work experience with persons with
disabilities or the elderly, with three years of the seven years
being at the administrative level; or

d. have a Juris Doctorate or a Master’s or PhD in
business management, provided there is a full-time
individual on staff in a managerial position who has a human
service degree.

2. Any person convicted of a felony as defined in
these provisions is prohibited from serving as the
administrator of an HCBS provider agency.

C. Administrator Responsibilities. The administrator
shall:

1. be a full time employee of the HCBS provider and
shall not be a contract employee;

2. be available in person or by telecommunication at
all times for all aspects of agency operation;

3. designate in writing an individual who meets the
qualifications for an administrator to assume the authority
and control of the agency if the administrator is unavailable;

4. direct the operations of the agency;

5. be responsible for compliance with all regulations,
laws, policies and procedures applicable to home and
community-based service providers;

6. employ qualified individuals and ensure adequate
staff education and evaluations;

7. ensure the accuracy of public information and
materials;

8. act as liaison between staff, contract personnel and
the governing body;

9. implement an ongoing, accurate and -effective
budgeting and accounting system;

10. ensure that all staff receive proper orientation and
training on policies and procedures, client care and services
and documentation, as required by law or as necessary to
fulfill each staff person’s responsibilities;

11. assure that services are delivered according to the
client’s individual service plan; and

12. not serve as administrator for more than one
licensed HCBS provider.

D. Professional Services Staff

1. The provider shall employ, contract with or assure
access to all necessary professional staff to meet the needs of
each client as identified and addressed in the client’s ISP.
The professional staff shall include, but not be limited to:
licensed practical nurses;
registered nurses;
speech therapists;
physical therapists;
occupational therapists;
social workers; and
. psychologists.

2. Professional staff employed or contracted by the
provider shall hold a current, valid license issued by the
appropriate licensing board and shall comply with
continuing education requirements of the appropriate board.

©meAao o

1517

3. The provider shall maintain proof of annual
verification of current license of all professional staff.

4. All professional services furnished or provided
shall be provided in accordance with acceptable professional
practice standards, according to the scope of practice
requirements for each licensed discipline.

E. Direct Care Staff

1. The provider shall be staffed with direct care staff
to properly safeguard the health, safety and welfare of
clients.

2. The provider shall employ direct care staff to
ensure the provision of home and community-based services
as required by the ISP.

3. The HCBS provider shall have back-up staff
available on a 24-hour basis to ensure that services to the
client are uninterrupted in the event that the primary direct
care staff for the client is unable to report to work.

F. Direct Care Staff Qualifications

1. All providers who receive state or federal funds,
and compensate their direct service workers with such funds,
shall ensure that all non-licensed direct care staff meet the
minimum mandatory qualifications and requirements for
direct service workers as required by R.S. 40:2179-
40:2179.1 or a subsequently amended statute and any rules
published pursuant to those statutes.

2. All direct care staff shall have the ability to read,
write and carry out directions competently as assigned.

a. The training must address areas of weakness, as
determined by the worker’s performance reviews, and may
address the special needs of clients.

3. All direct care staff shall be trained in recognizing
and responding to the medical emergencies of clients.

G. Direct Care Staff Responsibilities. The direct care
staff shall:

1. provide personal care services to the client, per the
ISP;

2. provide the direct care services to the client at the
time and place assigned;

3. report and communicate changes in a client’s
condition to a supervisor immediately upon discovery of the
change;

4. report and communicate a client’s request for
services or change in services to a supervisor on the date of
such request;

5. follow emergency medical training while attending
the client;

6. subsequently report any medical emergencies to the
supervisor, the provider or others, pursuant to the provider
policies and procedures;

7. report any suspected abuse, neglect or exploitation
of clients to a supervisor on the date of discovery, and as
required by law;

8. Dbe trained on daily documentation such as progress
notes and progress reports; and

9. be responsible for daily documentation of services
provided and status of clients to be reported on progress
notes and/or progress reports.

H. Volunteers/Student Interns

1. A provider utilizing volunteers or student interns on
a regular basis shall have a written plan for using such
resources. This plan shall be given to all volunteers and
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interns. The plan shall indicate that all volunteers and interns
shall:

a. Dbe directly supervised by a paid staff member;

b. be oriented and trained in the philosophy, policy
and procedures of the provider, confidentiality requirements
and the needs of clients; and

c. have documentation of three reference checks.

2. Volunteer/student interns shall be a supplement to
staff employed by the provider but shall not provide direct
care services to clients.

I. Direct Care Staff Supervisor. The HCBS provider
shall designate and assign a direct care staff supervisor to
monitor and supervise the direct care staff.

1. The supervisor shall be selected based upon the
needs of the client outlined in the ISP.

2. A provider may have more than one direct care staff
supervisor.

3. Staff in supervisor positions shall have annual
training in supervisory and management techniques.

J. Direct Care Supervision

1. A direct care staff supervisor shall make an onsite
supervisor visit of each direct care staff not to exceed 90
days between visits. Supervisory visits should occur more
frequently:

a. if dictated by the ISP;

b. asneeded to address worker performance;

c. toaddress a client’s change in status; or

d. to assure services are provided in accordance
with the ISP.

2. The supervisory visit shall be unannounced and
utilized to evaluate the direct care staff’s ability to perform
assigned duties, determine whether services are being
provided in accordance with the ISP and whether goals are
being met.

3. Documentation of supervision shall include:

a. the worker/client relationship;

b. services provided;

c. observations of the worker performing assigned
duties;

d. instructions and comments given to the worker
during the onsite visit;

e. verification that the worker is actually reporting
to the work site according to the frequency specified in the
ISP; and

f.  client satisfaction with service delivery.

4. An annual performance evaluation for each direct
care staff person shall be documented in his/her personnel
record.

K. Direct Care Staff Training

1. The provider shall ensure that each direct care staff
satisfactorily completes a minimum of 16 hours of training
upon hire and before providing direct care and services to
clients. Such training shall include the following topics and
shall be documented in each employee’s personnel record:

a. the provider’s policies and procedures;

b. emergency and safety procedures;

c. recognizing and responding to
emergencies that require an immediate call to 911;

d. client’s rights;

e. detecting and reporting suspected abuse and
neglect, utilizing the department’s approved training
curriculum;

medical
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f. reporting critical incidents;
g. universal precautions;

h. documentation;

i. implementing service plans;
j-  confidentiality;

k.

detecting signs of illness or dysfunction that
warrant medical or nursing intervention;

. basic skills required to meet the health needs and
problems of the client; and

m. the management of aggressive
including acceptable and prohibited responses.

2. The provider shall ensure that each direct care staff
satisfactorily completes a basic first aid course within 45
days of hire.

3.

L. Competency Evaluation

1. A competency evaluation must be developed and
conducted to ensure that each direct care staff, at a
minimum, is able to demonstrate competencies in the
training areas in §5055.K.

2. Written or oral examinations shall be provided.

3. The examination shall reflect the content and
emphasis of the training curriculum components in §5055.K
and shall be developed in accordance with accepted
educational principles.

4. A substitute examination, including an oral
component, will be developed for those direct care staff with
limited literacy skills. This examination shall contain all of
the content that is included in the written examination and
shall also include a written reading comprehension
component that will determine competency to read job-
related information.

M. Continuing Education

1.  Annually thereafter, the provider shall ensure that
each direct care staff person satisfactorily completes a
minimum of 16 hours of continuing training in order to
ensure continuing competence. Orientation and normal
supervision shall not be considered for meeting this
requirement. This training shall address the special needs of
clients and may address areas of employee weakness as
determined by the direct care staff’s performance reviews.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5057. Client Records

A. Client records shall be maintained in the HCBS
provider’s office. Current progress notes shall be maintained
at the home. The provider shall have a written record for
each client which shall include:

1. other identifying data including:
name;
date of birth;
address;
telephone number;
social security number; and
legal status;

2. a copy of the client’s ISP or Medicaid
comprehensive plan of care, as well as any modifications or
updates to the service plan;

3. the client’s history including, where applicable:

a. family data;

behavior,
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next of kin;

educational background;
employment record;

prior medical history; and
prior service history;

4. the service agreement or comprehensive plan of
care;

5. written authorization signed by the client or, where
appropriate, the legally responsible person for emergency
care;

6. written authorization signed by the client or, where
appropriate, the legally responsible person for managing the
client’s money, if applicable;

7. a full and complete separate accounting of each
client’s personal funds which includes a written record of all
of the financial transactions involving the personal funds of
the client deposited with the provider;

a. the client (or his legal representative) shall be
afforded reasonable access to such record;

b. the financial records shall be available through
quarterly statements;

c. the provider shall safeguard and account for any
such funds;

8. required assessment(s) and additional assessments
that the provider may have received or is privy to;

9. the names, addresses and telephone numbers of the
client’s physician(s) and dentist;

10. written progress notes or equivalent documentation
and reports of the services delivered for each client for each
visit. The written progress notes shall include, at a
minimum:

a. the date and time of the visit and services;

b. the services delivered;

¢. who delivered or performed the services;

d. observed changes in the physical and mental
condition(s) of the client, if applicable; and

e. doctor appointments scheduled or attended that
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day;
11. health and medical records of the client, including:

a. amedical history, including allergies;

b. a description of any serious or life threatening
medical condition(s);

c. a description of any medical treatment or
medication necessary for the treatment of any medical
condition; and

d. physician delegation form for the administration
of medication or treatment, if applicable; and

12. a copy of any advance directive that has been
provided to the HCBS provider, or any physician orders
relating to end of life care and services.

B. HCBS providers shall maintain client records for a
period of five years.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5059. Client Funds and Assets

A. The HCBS provider shall develop and implement
written policies and procedures to protect client funds.

B. If the provider manages a client’s personal funds, the
provider must furnish a written statement which includes the
client's rights regarding personal funds, a list of the services
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offered and charges, if any, to the client and/or his/her legal
or responsible representative.

C. [Ifa client chooses to entrust funds with the provider,
the provider shall obtain written authorization from the
client and/or his/her legal or responsible representative for
the safekeeping and management of the funds.

D. The provider shall:

1. provide each client with an account statement on a
quarterly basis with a receipt listing the amount of money
the provider is holding in trust for the client;

2. maintain a current balance sheet containing all
financial transactions to include the signatures of staff and
the client for each transaction;

3. provide a list or account statement regarding
personal funds upon request of the client;

4. maintain a copy of each quarterly account statement
in the client’s record,;

5. keep funds received from the client for
management in a separate account and maintain receipts
from all purchases with each receipt being signed by the
client and the staff assisting the client with the purchase, or
by the staff assisting the client with the purchase and an
independent staff when the client is not capable of verifying
the purchase; and

6. not commingle the clients’
provider’s operating account.

E. A client with a personal fund account managed by the
HCBS provider may sign an account agreement
acknowledging that any funds deposited into the personal
account, by the client or on his/her behalf, are jointly owned
by the client and his legal representative or next of kin. The
account agreement shall state that:

1. the funds in the account shall be jointly owned with
the right of survivorship;

2. the funds in the account shall be used by the client
or on behalf of the client;

3. the client or the joint owner may deposit funds into
the account; and

4. the client or joint owner may endorse any check,
draft or other instrument to the order of any joint owner, for
deposit into the account.

F. If the provider is managing funds for a client and
he/she is discharged, any remaining funds shall be refunded
to the client or his/her legal or responsible representative
within five business days of notification of discharge.

G. Distribution of Funds upon the Death of a Client

1. Unless otherwise provided by state law, upon the
death of a client, the provider shall provide the executor or
administrator of the client's estate or the client’s responsible
representative with a complete account statement of the
client's funds and personal property being held by the
provider.

2. If a valid account agreement has been executed by
the client, the provider shall transfer the funds in the client’s
personal fund account to the joint owner within 30 days of
the client’s death. This provision only applies to personal
fund accounts not in excess of $2,000.

3. [Ifa valid account agreement has not been executed,
the provider shall comply with the federal and state laws and
regulations regarding the disbursement of funds in the
account and the properties of the deceased. The provider
shall comply with R.S. 9:151-181, the Louisiana Uniform

funds with the
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Unclaimed Property Act, and the procedures of the
Louisiana Department of the Treasury regarding the
handling of a deceased client’s funds that remain unclaimed.

H. A termination date of the account and the reason for
termination shall be recorded on the client’s participation
file. A notation shall read, “to close account.” The endorsed
cancelled check with check number noted on the ledger
sheet shall serve as sufficient receipt and documentation.

I.  Burial or Insurance Policies

1. Upon discharge of a client, the provider shall
immediately remit any burial policies or insurance policies
to the client or his/her legal or responsible representative.

2. Upon the death of a client, the provider shall act
upon any burial or insurance policies of the client
accordingly.

J. The provisions of this section shall have no effect on
federal or state tax obligations or liabilities of the deceased
client’s estate. If there are other laws or regulations which
conflict with these provisions, those laws or regulations will
govern over and supersede the conflicting provisions.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5061. Quality Enhancement Plan

A. An HCBS provider shall have a quality enhancement
(QE) plan which puts systems in place to effectively identify
issues for which quality monitoring, remediation and
improvement activities are necessary. The QE plan includes
plans of action to correct identified issues including
monitoring the effect of implemented changes and making
needed revisions to the action plan.

B. The QE plan shall include:

1. a process for obtaining input annually from the
client/guardian/authorized representatives and family
members ,as applicable. This process shall include, but not
be limited to:

a. satisfaction surveys done by mail or telephone;

b. focus groups; and

c. other processes for receiving input regarding the
quality of services received;

2. a 10 percent sample review of client case records
and/or site visits on a quarterly bases to assure that:

a. individual service plans are up to date;
b. records are complete and current; and
c. supervisory visits are current and documented;

3. a process for identifying on a quarterly basis the
risk factors that affect or may affect the health, safety and/or
welfare of individuals being supported which includes, but is
not limited to:

a. review and resolution of complaints;

b. review and resolution of incidents; and

c. Office of Protective Services’ investigations of
abuse, neglect and exploitation;

4. a process to review and resolve individual client
issues that are identified; and

5. a process to review and develop action plans to
resolve all system wide issues identified as a result of the
processes above.

C. The QE program outcomes shall be reported to the
administrator for action, as necessary, for any identified
systemic problems.
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AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5063. Emergency Preparedness

A. A disaster or emergency may be a local, community-
wide, regional or statewide event. Disasters or emergencies
may include, but are not limited to:

1. tornados;
fires;
floods;
hurricanes;
power outages;
chemical spills;
biohazards;
train wrecks; or
. declared health crisis.

B. Providers shall ensure that each client has an
individual plan for dealing with emergencies and disasters
and shall assist clients in identifying the specific resources
available through family, friends, the neighborhood and the
community.

C. Continuity of Operations. The provider shall have an
emergency preparedness plan to maintain continuity of the
agency’s operations in preparation for, during and after an
emergency or disaster. The plan shall be designed to manage
the consequences of all hazards, declared disasters or other
emergencies that disrupt the provider’s ability to render care
and treatment, or threatens the lives or safety of the clients.

D. The provider shall follow and execute its emergency
preparedness plan in the event of the occurrence of a
declared disaster or other emergency. The plan shall include,
at a minimum:

1. provisions for the delivery of essential services to
each client as identified in the individualized emergency
plan for each client, whether the client is in a shelter or other
location;

2. provisions for the management of staff, including
provisions for adequate, qualified staff as well as for
distribution and assignment of responsibilities and functions;

3. provisions for back-up staff;

4. the method that the provider will utilize in notifying
the client’s family or caregiver if the client is evacuated to
another location either by the provider or with the assistance
or knowledge of the provider. This notification shall include:

a. the date and approximate time that the facility or
client is evacuating;

b. the place or location to which the client(s) is
evacuating which includes the name, address and telephone
number; and

c. atelephone number that the family or responsible
representative may call for information regarding the
provider’s evacuation;

5. provisions for ensuring that supplies, medications,
clothing and a copy of the service plan are sent with the
client, if the client is evacuated; and

6. the procedure or methods that will be used to
ensure that identification accompanies the individual. The
identification shall include the following information:

a. current and active diagnosis;

b. medication, including dosage
administered;
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c. allergies;

d. special dietary needs or restrictions; and

e. next of kin, including contact information.

E. If the state, parish or local Office of Homeland
Security and Emergency Preparedness (OHSEP) orders a
mandatory evacuation of the parish or the area in which the
agency is serving, the agency shall ensure that all clients are
evacuated according to the client’s individual plan and the
agency’s emergency preparedness plan.

1. The provider shall not abandon a client during a
disaster or emergency. The provider shall not evacuate a
client to a shelter without ensuring staff and supplies remain
with the client at the shelter, in accordance with the client’s
service plan.

F. Emergency Plan Review and Summary. The provider
shall review and update its emergency preparedness plan, as
well as each client’s emergency plan at least annually.

G. The provider shall cooperate with the department and
with the local or parish OHSEP in the event of an emergency
or disaster and shall provide information as requested.

H. The provider shall monitor weather warnings and
watches as well as evacuation order from local and state
emergency preparedness officials.

I.  All agency employees shall be trained in emergency
or disaster preparedness. Training shall include orientation,
ongoing training and participation in planned drills for all
personnel.

J. Upon request by the department, the HCBSP shall
submit a copy of its emergency preparedness plan and a
written summary attesting how the plan was followed and
executed. The summary shall contain, at a minimum:

1. pertinent plan provisions and how the plan was
followed and executed;

2. plan provisions that were not followed;

3. reasons and mitigating circumstances for failure to
follow and execute certain plan provisions;

4. contingency arrangements made for those plan
provisions not followed; and

5. a list of all injuries and deaths of clients that
occurred during execution of the plan, evacuation or
temporary relocation including the date, time, causes and
circumstances of the injuries and deaths.

K. Inactivation of License due to a Declared Disaster or
Emergency.

1.  An HCBS provider licensed in a parish which is the
subject of an executive order or proclamation of emergency
or disaster, as issued in accordance with R.S. 29:724 or R.S.
29:766 may seek to inactivate its license for a period not to
exceed one year, provided that the following conditions are
met:

a. the licensed provider shall submit written
notification to the Health Standards Section within 60 days
of the date of the executive order or proclamation of
emergency or disaster that:

i. the HCBS provider has experienced an
interruption in the provisions of services as a result of events
that are the subject of such executive order or proclamation
of emergency or disaster issued in accordance with R.S.
29:724 or R.S. 29:766;

ii. the licensed HCBS provider intends to resume
operation as an HCBS provider in the same service area;
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iii. includes an attestation that the emergency or
disaster is the sole casual factor in the interruption of the
provision of services;

iv. includes an attestation that all clients have been
properly discharged or transferred to another provider; and

v. provides a list of each client and where that
client is discharged or transferred to;

b. the licensed HCBS provider resumes operating as
a HCBS provider in the same service area within one year of
the issuance of an executive order or proclamation of
emergency or disaster in accordance with R.S. 29:724 or
R.S. 29:766;

c. the licensed HCBS provider continues to pay all
fees and cost due and owed to the department including, but
not limited to, annual licensing fees and outstanding civil
monetary penalties; and

d. the licensed HCBS provider continues to submit
required documentation and information to the department.

2. Upon receiving a completed written request to
inactivate a HCBS provider license, the department shall
issue a notice of inactivation of license to the HCBS
provider.

3. Upon completion of repairs, renovations, rebuilding
or replacement, an HCBS provider which has received a
notice of inactivation of its license from the department shall
be allowed to reinstate its license upon the following
conditions being met.

a. The HCBS provider shall submit a written
license reinstatement request to the licensing agency of the
department 60 days prior to the anticipated date of
reopening.

b. The license reinstatement request shall inform the
department of the anticipated date of opening, and shall
request scheduling of a licensing survey.

c. The license reinstatement request shall include a
completed licensing application with appropriate licensing
fees.

d. The provider resumes operating as an HCBS
provider in the same service area within one year.

4. Upon receiving a completed written request to
reinstate an HCBS provider license, the department shall
conduct a licensing survey. If the HCBS provider meets the
requirements for licensure and the requirements under this
Section, the department shall issue a notice of reinstatement
of the HCBS provider license.

a. The licensed capacity of the reinstated license
shall not exceed the licensed capacity of the HCBS provider
at the time of the request to inactivate the license.

5. No change of ownership in the HCBS provider
shall occur until such HCBS provider has completed repairs,
renovations, rebuilding or replacement construction, and has
resumed operations as an HCBS provider.

6. The provisions of this Section shall not apply to an
HCBS provider which has voluntarily surrendered its license
and ceased operation.

7. Failure to comply with any of the provisions of this
Section shall be deemed a voluntary surrender of the HCBS
provider license and any applicable facility need review
approval for licensure.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.
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HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter G. Adult Day Care Module
§5071. General Provisions

A. Providers applying for the Adult Day Care module
under the HCBS license shall meet the core licensing
requirements as well as the module specific requirements of
this Section.

B. Adult Day Care is designed to meet the individual
needs of functionally impaired adults. This is a structured
and comprehensive group program which provides a variety
of health, social, and related support services in a protective
setting for a portion of the 24-hour day.

C. An ADC program shall provide services for 10 or
more functionally impaired adults who are not related to the
owner or operator of the HCBS provider.

1. For the purposes of this Section, “functionally
impaired adult” shall be defined as individuals 17 years of
age or older who are physically, mentally or socially
impaired to a degree that requires supervision.

D. The following two programs shall be provided under
the ADC Module:

1. Day Habilitation Services

a. Day habilitation services include assistance with
acquisition, retention or improvement in self-help,
socialization, and adaptive skills that take place in a non-
residential setting separate from the recipient’s private
residence or other residential living arrangement. Day
habilitation services provide activities and environments
designed to foster the acquisition of skills, appropriate
behavior, greater independence and personal choice.

b. Services are furnished to a client who is 17 years
of age or older and has a developmental disability, or who is
a functionally impaired adult, on a regularly scheduled basis
during normal daytime working hours for one or more days
per week, or as specified in the recipient’s service plan.

c. Day habilitation services focus on enabling the
recipient to attain or maintain his or her maximum functional
level, and shall be coordinated with any physical,
occupational, or speech therapies in the service plan. These
services may also serve to reinforce skills or lessons taught
in other settings.

2. Prevocational/Employment-Related Services

a. Prevocational/employment-related services
prepare a recipient for paid or unpaid employment. Services
include teaching such concepts as compliance, attendance,
task completion, problem solving and safety. Services are
not job-task oriented, but are aimed at a generalized result.
These services are reflected in the recipient’s service plan
and are directed to habilitative (e.g. attention span, motor
skills) rather than explicit employment objectives.

b. Prevocational services are provided to clients
who are not expected to join the general work force or
participate in a transitional sheltered workshop within one
year of service initiation.

c. This service is not available to clients eligible to
receive services under a program funded under the
Rehabilitation Act of 1973 or the IDEA.

E. When applying for the ADC module under the HCBS
provider license, the provider shall indicate whether it is
providing day habilitation, prevocational/employment-
related services or both.
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AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5073. Operational Requirements

A. The client/staff ratio in an ADC facility shall be one
staff person per eight clients, unless additional staff coverage
is needed to meet the needs of the client, as specified in the
service plan.

B. Staff Training

1. ADC Staff in supervisory positions shall have
annual training in supervisory and management techniques.

2. Each ADC facility shall have a training supervisor
who shall receive at least 15 hours of annual vocational
and/or community-based employment training.

3. Once the training supervisor receives all of the
required training, he/she shall be responsible for ensuring
that direct care staff receives training on vocational and/or
community-based employment training.

C. Food and Nutrition

1. If meals are prepared by the facility or contracted
from an outside source, the following conditions shall be
met:

a. menus shall be written in advance and shall
provide for a variety of nutritional foods;

b. records of menus, as served, shall be filed and
maintained for at least 30 days;

c. modified diets shall be prescribed by a physician;

d. only food and drink of safe quality shall be
purchased;

e. storage, preparation, and serving techniques shall
be provided to ensure nutrients are retained and spoilage is
prevented;

f.  food preparation areas and utensils shall be kept
clean and sanitary;

g. there shall be an adequate area for eating; and

h. the facility shall designate one staff member who
shall be responsible for meal preparation/serving if meals are
prepared in the facility.

2. When meals are not prepared by the facility, the
following conditions shall be met:

a. provisions shall be made for obtaining food for
clients who do not bring their lunch; and

b. there shall be an adequate area for eating.

3. Drinking water shall be readily available. If a water
fountain is not available, single-use disposable cups shall be
used.

4. Dining areas shall be adequately equipped with
tables, chairs, eating utensils and dishes designed to meet the
functional needs of clients.

5. Adequate refrigeration of food shall be maintained.

D. General Safety Practices

1. A facility shall not maintain any firearms or
chemical weapons at any time.

2. A facility shall ensure that all poisonous, toxic and
flammable materials are safely stored in appropriate
containers and labeled as to the contents. Such materials
shall be maintained only as necessary and shall be used in
such a manner as to ensure the safety of clients, staff and
visitors.

3. Adequate supervision/training shall be provided
where potentially harmful materials such as cleaning
solvents and/or detergents are used.



4. A facility shall ensure that a first aid kit is available
in the facility and in all vehicles used to transport clients.

5. Medication shall be locked in a secure storage area
or cabinet.

6. Fire drills shall be performed at least once a month.

E. Physical Environment

1. The ADC building shall be constructed, equipped
and maintained to ensure the safety of all individuals. The
building shall be maintained in good repair and kept free
from hazards such as those created by any damage or
defective parts of the building.

2. The provider shall maintain all areas of the facility
that are accessible to individuals, and ensure that all
structures on the ground of the facility are in good repair and
kept free from any reasonable foreseeable hazards to health
or safety.

3. The facility shall be accessible to and functional for
those cared for, the staff and the public. All necessary
accommodations shall be made to meet the needs of clients.
Training or supports shall be provided to help clients
effectively negotiate their environments.

4. There shall be a minimum of 35 square feet of
space per client. Kitchens, bathrooms and halls used as
passageways, and other spaces not directly associated with
program activities, shall not be considered as floor space
available to clients.

5. There shall be storage space, as needed by the
program, for training and vocational materials, office
supplies, etc.

6. Rooms used for recipient activities shall be well
ventilated and lighted.

7. There shall be separate space for storage of a
client’s personal belongings.

8. Chairs and tables shall be adequate in number to
serve the clients.

9. Bathrooms and lavatories shall be accessible,
operable and equipped with toilet paper, soap and paper
towels or hand drying machines. Every bathroom shall be
wheelchair accessible.

a. For existing, licensed ADCs, there shall be one
bathroom per every 12 persons at the ADC facility.

b. For newly licensed, newly constructed, renovated
or relocated ADCs, there shall be two bathrooms, one for
male and one for female, each having a commode/toilet and
lavatory for every 15 persons at the ADC facility. c.

Individuals shall be provided privacy when using
bathroom facilities.

d. Every bathroom door shall be designed to permit
opening of the locked door from the outside, in an
emergency, and the opening device shall be readily
accessible to the staff.

10. Stairways shall be kept free of obstruction and fire
exit doors shall be maintained in working order. All
stairways shall be equipped with handrails.

11. There shall be a telephone available and accessible
to all clients.

12. The ADC shall be equipped with a functional air
conditioning and heating unit(s) which maintains an ambient
temperature between 65 and 80 degrees Fahrenheit
throughout the ADC.

13. The building in which the ADC is located shall
meet the standards of the Americans with Disabilities Act.
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F.  Employment of Clients

1. The provider shall meet all of the state and federal
wage and hour regulations regarding employment of clients
who are admitted to the agency.

a. The provider must maintain full financial records
of clients’ earnings if the facility pays the client.

b. The provider shall have written assurance that the
conditions and compensation of work are in compliance with
applicable state and federal employment regulations.

c. The provider must have a U.S. Department of
Labor Sub-Minimum Wage Certificate if the provider pays
sub-minimum wage.

2. Clients shall not be required to perform any kind of
work involving the operation or maintenance of the facility
without compensation in accordance with the U.S.
Department of Labor sub-minimum standard.

3. Clients shall be directly supervised when operating
any type of power driven equipment such as lawn mowers or
electrical saws, unless:

a. the ID team has
supervision is not necessary;

b. equipment has safety guards or devices; and

c. adequate training is given to the recipient
and the training is documented.

4. Clients shall be provided with the necessary safety
apparel and safety devices to perform the job.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter H. Family Support Module
§5075. General Provisions

A. Providers applying for the Family Support module
under the HCBS license shall meet the core licensing
requirements as well as the module specific requirements of
this Section.

B. The purpose of family support services is to:

1. keep the family of a person with a disability
together by promoting unity, independence of the family in
problem solving and maintenance of the family as the
primary responsible caretaker;

2. determine if barriers to home placement for persons
with a disability can be eliminated or relocated through
financial assistance for purchases, special equipment and
supplies;

3. allow a person with a disability to remain in or
return to a family setting as an alternative to placement in a
more restrictive setting; and

4. link families of a person with a disability to existing
support services and to supplement those services where
necessary (i.e. transportation to reach services when not
otherwise provided).

C. Services covered by the family support module may
include:

1. special equipment;
limited adaptive housing;
medical expenses and medications;
nutritional consultation and regime;
related transportation;
special clothing;
special therapies;
respite care;

determined that direct
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9. dental care; and

10. family training and therapy.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5077. Operational Requirements

A. Providers shall ensure that each family receiving
services is assigned a service coordinator.

B. The service coordinator shall perform the following
tasks:

1. prepare a family study, based on a home visit
interview with the client, in order to ascertain what
appropriate family support services may be provided;

2. visit each client at least quarterly;

3. maintain documentation of all significant contacts;
and

4. review and evaluate, at least every six months, the
care, support and treatment each client is receiving.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter 1. Personal Care Attendant Module
§5079. General Provisions

A. Providers applying for the Personal Care Attendant
module under the HCBS license shall meet the core
licensing requirement as well as the module specific
requirements of this Section.

B. Personal care attendant services may include:

1. assistance and prompting with:
personal hygiene;
dressing;
bathing;
grooming;
eating;
toileting;
ambulation or transfers;
behavioral support;
other personal care needs; and
any medical task which can be delegated;

2. assistance and/or training in the performance of
tasks related to:

a. maintaining a safe and clean home environment
such as housekeeping, bed making, dusting, vacuuming and
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laundry;
b. cooking;
c. shopping;
d. budget management;
e. Dbill paying; and
f. evacuating the home in emergency situations;

3. personal support and assistance in participating in
community, health and leisure activities which may include
transporting and/or accompanying the participant to these
activities;

4. support and assistance in developing relationships
with neighbors and others in the community and in
strengthening existing informal, social networks and natural
supports; and

5. enabling and promoting individualized community
supports targeted toward inclusion into meaningful,
integrated experiences (e.g. volunteer work and community
awareness) activities.
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AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5081. Operational Requirements

A. PCA providers shall schedule personal care attendant
staff in the manner and location as required by each client’s
ISP.

B. PCA providers shall have a plan that identifies at least
one trained and qualified back-up worker for each client
served.

1. It is the responsibility of the provider to ensure that
a trained and qualified back-up worker is available as needed
to meet the requirements of the ISP.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORY NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing,
LR 37:

Subchapter J. Respite Care
§5083. General Provisions

A. Providers applying for the Respite Care module under
the HCBS license shall meet the core licensing requirement
as well as the applicable module specific requirements of
this Section.

B. The goal of respite care is to provide temporary,
intermittent relief to informal caregivers in order to help
prevent unnecessary or premature institutionalization while
improving the overall quality of life for both the informal
caregiver and the client.

C. Respite care may be provided as an in-home or
center-based service. The services may be provided in the
client’s home or in a licensed respite center.

D. Providers of in-home respite care services must
comply with:

1. all HCBS providers core licensing requirements;
2. PCA module specific requirements; and

3. the respite care services module in-home
requirements.

E. Providers of center-based respite care services must
comply with:

1. all HCBS providers core licensing requirements;

2. respite care services module in-home requirements;
and

3. respite
requirements.

F. When applying for the respite care service module
under the HCBS provider license, the provider shall indicate
whether it is providing in-home respite care, center-based
respite care or both.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5085. Operational Requirements for In-Home Respite

Care

A. All in-home respite care service providers shall:

1. make available to clients, the public and HSS the
day and hours that respite is to be provided;

2. make available to clients, the public and HSS a
detailed description of populations served as well as services
and programming; and

care services module center-based



B. In-home respite care service providers shall have
adequate administrative, support, professional and direct
care staff to meet the needs of clients at all times.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5087. Operational Requirements for Center-Based

Respite Care

A. All center-based respite care service providers shall
meet the following daily aspects of care.

1. The daily schedule shall be developed in relation to
the needs of the clients.

2. Clients shall be assisted in ADL’s as needed.

a. The provider shall ensure that the family supplies
the client with his/her own clothing.

3. The provider shall make available to each client an
adequate number of supervised recreational activities.

B. All center-based respite care service providers shall
meet the following health aspects of care.

1. Responsibility for the health supervision of the
client shall be placed with the client’s personal physician.

a. The provider shall have written agreements for
obtaining diagnosis and treatment of medical and dental
problems for clients who do not have a personal physician.
This agreement can be with a local hospital, clinic or
physician.

2. Arrangements for medical isolation shall be
available. The provider shall inform the family to remove the
client when necessary.

3. Medication shall be prescribed only by a licensed
physician.

C. Food and Nutrition

1. Planning, preparation and serving of foods shall be
in accordance with the nutritional, social, emotional and
medical needs of the clients. The diet shall include a variety
of food, and be attractively served. Clients shall be
encouraged, but not forced, to eat all of the food served.

2. Food provided shall be of adequate quality and in
sufficient quantity to provide the nutrients for proper growth
and development.

3. Clients shall be provided a minimum of three meals
daily, plus snacks.

4. All milk and milk products used for drinking shall
be Grade A and pasteurized.

5. There shall be no more than 14 hours between the
last meal or snack on one day and the first meal of the
following day.

D. The provider shall request from the family that all
clients over five years of age have money for personal use.
Money received by a client shall be his own personal
property and shall be accounted for separately from the
provider’s funds.

E. Privacy

1. The HCBS provider staff shall function in a manner
that allows appropriate privacy for each client.

2. The space and furnishings shall be designed and
planned to enable the staff to respect the clients’ right to
privacy and at the same time provide adequate supervision
according to the ages and developmental needs of the client.
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3. The provider shall not use reports or pictures, nor
release (or cause to be released) research data, from which
clients can be identified without written consent from the
client, parents or legal guardians.

F. Contact with Family, Friends and Representatives

1. Clients in care shall be allowed to send and receive
uncensored mail and conduct private telephone
conversations with family members.

2. If it has been determined that the best interests of
the client necessitate restrictions on communications or
visits, these restrictions shall be documented in the service
plan.

3. If limits on communication or visits are indicated
for practical reasons, such as expense of travel or telephone
calls, such limitations shall be determined with the
participation of the client and family.

G. Furnishings and Equipment

1. Furnishings and equipment shall be adequate,
sufficient and substantial for the needs of the age groups in
care.

2. All bedrooms shall be on or above street grade level
and be outside rooms. Bedrooms shall accommodate no
more than four residents. Bedrooms must provide at least 60
square feet per person in multiple sleeping rooms and not
less than 80 square feet in single rooms.

3. Each resident shall be provided a separate bed of
proper size and height, a clean, comfortable mattress and
bedding appropriate for weather and climate.

4. There shall be separate sleeping rooms for adults
and for adolescents. When possible, there should be
individual sleeping rooms for clients whose behavior would
be upsetting to others.

5. Appropriate furniture shall be provided, such as a
chest of drawers, a table or desk, an individual closet with
clothes racks and shelves accessible to the residents.

6. Individual storage space reserved for the client’s
exclusive use shall be provided for personal possessions
such as clothing and other items so that they are easily
accessible to the resident during his/her stay.

H. Bath and Toilet Facilities

1. There shall be a separate toilet/bathing area for
males and females beyond pre-school age. The provider
shall have one toilet/bathing area for each eight clients
admitted, but in no case shall have less than two
toilet/bathing areas.

2. Toilets should be convenient to sleeping rooms and
play rooms.

3. Toilets, bathtubs and showers shall provide for
individual privacy unless specifically contraindicated for the
individual, as stated in the service plan.

4. Bath/toilet area shall be accessible, operable and
equipped with toilet paper, soap and paper towels or hand
drying machines.

5. Every bath/toilet shall be wheelchair accessible.

6. Individuals shall be provided privacy when using a
bath/toilet area.

7. Every bath/toilet area door shall be designed to
permit opening of the locked door from the outside, in an
emergency. The opening device shall be readily accessible to
the staff.
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I.  There shall be a designated space for dining. Dining
room tables and chairs shall be adjusted in height to suit the
ages of the clients.

J. Heat and Ventilation

1. The temperature shall be maintained within a
reasonable comfort range (65 to 80 degrees Fahrenheit).

2. Each habitable room shall have access to direct
outside ventilation by means of windows, louvers, air
conditioner, or mechanical ventilation horizontally and
vertically.

K. Health and Safety

1. The facility shall comply with all applicable
building codes, fire and safety laws, ordinances and
regulations.

2. Secure railings shall be provided for flights of more
than four steps and for all galleries more than four feet from
the ground.

3. Where clients under age two are in care, gates shall
be provided at the head and foot of each flight of stairs
accessible to these clients.

4. Before swimming pools are made available for
client use, written documentation must be received by DHH
confirming that the pool meets the requirements of the
Virginia Graeme Baker Pool and Spa Safety Act of 2007 or,
in lieu of, written documentation confirming that the pool
meets the requirements of ANSI/APSP-7 (2006 Edition)
which is entitled the “American National Standard for
Suction Entrapment Avoidance in Swimming Pools, Wading
pools, Spas, Hot Tubs and Catch Basins.”

a. An outdoor swimming pool shall be enclosed by
a six foot high fence. All entrances and exits to pools shall
be closed and locked when not in use. Machinery rooms
shall be locked to prevent clients from entering.

b. An individual, 18 years of age or older, shall be
on duty when clients are swimming in ponds, lakes or pools
where a lifeguard is not on duty. The individual is to be
certified in water safety by the American Red Cross.

c. There shall be written plans and procedures for
water safety.

5. Storage closets or chests containing medicine or
poisons shall be securely locked.

6. Garden tools, knives and other dangerous
instruments shall be inaccessible to clients without
supervision.

7. Electrical devices shall have appropriate safety
controls.

L. Maintenance

1. Buildings and grounds shall be kept clean and in
good repair.

2. Outdoor areas shall be well drained.

3. Equipment and furniture shall be safely and sturdily
constructed and free of hazards to clients and staff.

4. The arrangement of furniture in living areas shall
not block exit ways.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter K. Substitute Family Care Module
§5089. General Provisions

A. Providers applying for the Substitute Family Care
module under the HCBS license shall meet the core
licensing requirements as well as the module specific
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requirements of this Section. In addition to complying with
the appropriate licensing regulations, SFC providers shall
also establish:

1. an advisory committee comprised of persons with
developmental disabilities and their families to provide
guidance on the aspirations of persons with developmental
disabilities who live in home and community settings.

2. amedical decision-making committee for each SFC
client who is unable to give informed consent for surgical or
medical treatment which shall fulfill the requirements for
executing medical decision-making for those clients as
required by R.S. 40.1299.53 or its successor statute.

B. Substitute family care services provide 24-hour
personal care, supportive services, and supervision to adults
who meet the criteria for having a developmental disability.

C. The SFC Program is designed to:

1. support individuals with developmental disabilities
in a home environment in the community through an array
of naturally occurring and arranged community resources
similar to those enjoyed by most individuals living in the
community in all stages of life;

2. expand residential options
developmental disabilities;

a. This residential option also takes into account
compatibility of the substitute family and the participant,
including individual interests, age, health, needs for privacy,
supervision and support needs;

3. provide meaningful opportunities for people to
participate in activities of their choosing whereby creating a
quality of life not available in other settings.

4. serve persons who require intensive services for
medical, developmental or psychological challenges;

a. The SFC provider is required to provide the
technical assistance, professional resources and more
intensive follow-up to assure the health, safety and welfare
of the client(s).

D. Substitute family care services are delivered by a
principal caregiver, in the caregiver’s home, under the
oversight and management of a licensed SFC provider.

1. The SFC caregiver is responsible for providing the
client with a supportive family atmosphere in which the
availability, quality and continuity of services are
appropriate to the age, capabilities, health conditions and
special needs of the individual.

2. The licensed SFC provider shall not be allowed to
serve as the SFC caregiver.

E. Potential clients of the SFC program shall meet the
following criteria:

1. have a developmental disability as defined in R.S.
28:451.1-455.2 of the Louisiana Developmental Disability
Law or its successor statute;

2. be at least 18 years of age; and

3. have an assessment and service plan pursuant to the
requirements of the HCBS provider licensing rule;

a. The assessment and service plan shall assure that
the individual’s health, safety and welfare needs can be met
in the SFC setting.

F. SFC Caregiver Qualifications

1. An SFC caregiver shall be certified by the SFC
provider before any clients are served. In order to be
certified, the SFC caregiver applicant shall:

a. undergo a professional home study;
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b. participate in all required orientations, trainings,
monitoring and corrective actions required by the SFC
provider; and

c. meet all of the caregiver specific requirements of
this Section.

2. The personal qualifications required for certification
include:

a. Residency. The caregiver shall reside in the state
of Louisiana and shall provide SFC services in the
caregiver’s home. The caregiver’s home shall be located in
the state of Louisiana and in the region in which the SFC
provider is licensed.

b. Criminal Record and Background Clearance.
Members of the SFC caregiver’s household shall not have
any felony convictions. Other persons approved to provide
care or supervision of the SFC client for the SFC caregiver
shall not have any felony convictions.

i. Prior to certification, the SFC caregiver, all
members of the SFC caregiver applicant’s household and
persons approved to provide care or supervision of the SFC
client on a regular or intermittent basis, shall undergo a
criminal record and background check.

ii. Annually thereafter, the SFC caregiver, all
members of the SFC caregiver applicant’s household and
persons approved to provide care or supervision of the SFC
client on a regular or intermittent basis, shall have
background checks.

c. Age. The SFC principal caregiver shall be at least
2] years of age. Maximum age of the SFC principal
caregiver shall be relevant only as it affects his/her ability to
provide for the SFC client as determined by the SFC
provider through the home assessment. The record must
contain proof of age.

3. The SFC caregiver may be either single or married.
Evidence of marital status must be filed in the SFC
provider’s records and may include a copy of legal
documents adequate to verify marital status.

4. The SFC caregiver is not prohibited from
employment outside the home or from conducting a business
in the home provided that:

a. the SFC home shall not be licensed as another
healthcare provider;

b. such employment or business activities do not
interfere with the care of the client;

c. such employment or business activities do not
interfere with the responsibilities of the SFC caregiver to the
client;

d. a pre-approved, written plan for supervision of
the participant which identifies adequate supervision for the
participant is in place; and

e. the plan for supervision is signed by both the
SFC caregiver and the administrator or designee of the SFC
provider.

G. The SFC caregiver shall not be certified as a foster
care parent(s) for the Department of Social Services (DSS)
while serving as a caregiver for a licensed SFC provider.

1. The SFC provider, administrator or designee shall
request confirmation from DSS that the SFC caregiver
applicant is not presently participating as a foster care parent
and document this communication in the SFC provider’s
case record.
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H. In addition to the discharge criteria in the core
requirements, the client shall be discharged from the SFC
program upon the client meeting any of the following
criteria:

1. incarceration or placement under the jurisdiction of
penal authorities or courts for more than 30 days;

2. lives in or changes his/her residence to another
region in Louisiana or another state;

3. admission to an acute care hospital, rehabilitation
hospital, intermediate care facility for persons with
developmental disabilities (ICF/DD) or nursing facility with
the intent to stay longer than 90 consecutive days;

4. the client and/or his legally responsible party(s)
fails to cooperate in the development or continuation of the
service planning process or service delivery;

5. a determination is made that the client’s health and
safety cannot be assured in the SFC setting; or

6. failure to participate in SFC services for 30
consecutive days for any reason other than admission to an
acute care hospital, rehabilitation hospital, ICF/DD facility
or nursing facility.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5090. Operational Requirements for Substitute Family

Care Providers

A. Training

1. Prior to the introduction of an SFC client into a
SFC home, the SFC provider shall ensure that the caregiver
receives a minimum of six hours of training designed to
assure the health and safety of the client, including any areas
relevant to the SFC client’s support needs.

a. The provider shall also conduct a formal review
of the SFC client’s support needs, particularly regarding
medical and behavioral concerns as well as any other
pertinent areas.

2. Within the first 90 days following the client’s move
into the home, the SFC provider shall provide and document
training to the SFC caregiver(s) on:

a. the client’s support plan and the provider’s
responsibilities to assure successful implementation of the
plan;

b. emergency plans and evacuation procedures;

c. client rights and responsibilities; and

d. any other training deemed necessary to support
the person’s individual needs.

3. Annually, the SFC provider shall provide the
following training to the SFC caregiver:

a. six hours of approved training related to the
client’s needs and interests including the client’s specific
priorities and preferences; and

b. six hours of approved training on issues of health
and safety such as the identification and reporting of
allegations of abuse, neglect or exploitation.

4. On an as needed basis the SFC provider shall
provide the SFC caregiver with additional training as may be
deemed necessary by the provider.

B. Supervision and Monitoring. The SFC provider shall
provide ongoing supervision of the SFC caregiver to ensure
quality of services and compliance with licensing standards.
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Ongoing supervision and monitoring shall consist of the
following.

1. The SFC provider shall conduct in-person monthly
reviews of each SFC caregiver and/or household in order to:

a. monitor the health and safety status of the client
through visits;

i. more frequent visits shall be made when
concerns are identified,;

b. monitor the implementation of the client’s service
plan to ensure that it is effective in promoting
accomplishment of the client’s goals;

c. assure that all services included in the service
plan are readily available and utilized as planned;

d. assure that the objectives of the medical,
behavioral or other plans are being accomplished as
demonstrated by the client’s progress; and

e. resolve discrepancies or deficiencies in service
provision.

2. The SFC provider shall conduct annual reviews of
each SFC caregiver and/or household in order to assure the
annual certification relating to health, safety and welfare
issues and the client’s adjustment to the SFC setting. The
annual review shall include:

a. written summaries of the SFC caregiver’s
performance of responsibilities and care for the client(s)
placed in the home;

b. written evaluation of the strengths and needs of
the SFC home and the client’s relationship with the SFC
caregiver, including the goals and future performance;

c. review of all of the licensing standards to ensure
compliance with established standards;

d. review of any concerns or the need for corrective
action, if indicated; and

e. complete annual
possessions.

C. The SFC provider shall assure the following
minimum services are provided by the SFC caregiver:

1. 24-hour care and supervision, including provisions
for:

inventory of the client’s

a flexible, meaningful daily routine;
household tasks;

food and nutrition;

clothing;

care of personal belongings;
hygiene; and

. routine medical and dental care;

2. room and board,

3. routine and reasonable transportation;

4. assurance of minimum health, safety and welfare
needs;

5. participation in school, work or recreational/leisure
activities, as appropriate;

6. access to a 24-hour emergency response through
written emergency response procedures for handling
emergencies and contact numbers for appropriate staff for
after hours; and

a. For purposes of these provisions, after hours shall
include holidays, weekends, and hours between 4:31 p.m.
and 7:59 a.m. on Monday through Friday;

7. general supervision of personal needs funds
retained for the client’s use if specified in the service plan.
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D. Client Records
1. SFC Providers shall ensure that the SFC caregiver
complies with the following standards for client records.

a. Information about clients and services of the
contract agency shall be kept confidential and shared with
third parties only upon the written authorization of the client
or his/her authorized representative, except as otherwise
specified in law.

b. The SFC caregiver shall make all client records
available to the department or its designee and any other
state or federal agency having authority to review such
records.

c. The SFC caregiver shall ensure the privacy of the
client’s protected health information.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:

§5091. Operational Requirements for Substitute Family
Care Caregivers
A. The SFC caregiver(s) shall provide adequate

environments that meet the needs of the clients.

B. The SFC caregiver’s home shall be located within a
25 mile radius of community facilities, resources and
services such as medical care, schools, recreation facilities,
churches and other community facilities, unless a waiver is
granted by the department.

C. The home of the SFC family shall not be used as
lodging for any person(s) who is not subject to the prior
approval certification process of the SFC family. The SFC
family shall notify the administrator, or designee of the SFC
provider, of any person(s) allowed to live in the home
following the initial certification.

1. In a non-emergent situation, prior notification is
required. In an emergent situation, notification shall be made
within 48 hours of the additional person’s move into the
substitute’s family home.

2. All persons residing with the SFC family, even on a
non-permanent basis, shall undergo criminal record and
background checks.

3. The SFC family shall accept persons requiring care
or supervision only through the SFC provider with whom
they have a current contract.

D. The SFC caregiver shall care for no more than two
SFC clients in the caregiver’s home. The SFC caregiver shall
allow no more than three persons unrelated to the principal
caregiver to live in the home. These three persons include
the SFC clients.

E. The SFC caregiver shall have a stable income
sufficient to meet routine expenses, independent of the
payments for their substitute family care services, as
demonstrated by a reasonable comparison between income
and expenses conducted by the administrator or designee of
the SFC provider.

F.  The SFC caregiver must have a plan that outlines in
detail the supports to be provided. This plan shall be
approved and updated as required by the SFC provider. The
SFC caregiver shall allow only approved persons to provide
care or supervision to the SFC client.

1. An adequate support system for the supervision and
care of the participant in both on-going and emergent
situations shall include:



a. identification of any person(s) who will supervise
the participant on a regular basis which must be prior
approved by the administrator or designee of the SFC
agency provider;

b. identification of any person(s) who will supervise
for non-planned (emergency) assumption of supervisory
duties who has not been previously identified and who shall
be reported to the agency provider administrator or designee
within 12 hours; and

c. established eligibility
appropriate community resources.

G. The SFC caregiver and/or household shall receive
referrals only from the licensed SFC provider with whom it
has a contract.

H. SFC Caregiver’s Home Environment

1. The home of the SFC caregiver shall be safe and in
good repair, comparable to other family homes in the
neighborhood. The home and its exterior shall be free from
materials and objects which constitute a danger to the
individual(s) who reside in the home.

2. SFC homes featuring either a swimming or wading
pool must ensure that safety precautions prevent
unsupervised accessibility to clients.

3. The home of the SFC caregiver shall have:

a. functional air conditioning and heating units
which maintain an ambient temperature between 65 and 80
degrees Fahrenheit;

b. a working telephone;
secure storage of drugs and poisons;
secure storage of alcoholic beverages;
pest control;
secure storage of fire arms and ammunition;
household first aid supplies to treat minor cuts or

for available and
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burns;

h. plumbing in proper working order and
availability of a method to maintain safe water temperatures
for bathing; and

i. a clean and sanitary home, free from any health
and/or safety hazards.

4. The SFC home shall be free from fire hazards such
as faulty electrical cords, faulty appliances and non-
maintained fireplaces and chimneys, and shall have the
following:

a. operating smoke alarms within 10 feet of each
bedroom;

b. portable chemical fire extinguishers located in
the kitchen area of the home;

c. posted emergency evacuation plans which shall
be practiced at least quarterly; and

d. two unrestricted doors which can be used as
exits.

5. The SFC home shall maintain environments that
meet the following standards.

a. There shall be a bedroom for each client with at
least 80 square feet exclusive of closets, vestibules and
bathrooms and equipped with a locking door, unless
contraindicated by any condition of the client.

i. The department may grant a waiver from
individual bedroom and square feet requirements upon good
cause shown, as long as the health, safety and welfare of the
client are not at risk.
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b. Each client shall have his own bed unit, including
frame, which is appropriate to his/her size and is fitted with
a non-toxic mattress with a water proof cover.

c. Each client shall have a private dresser or similar
storage area for personal belongings that is readily
accessible to the client.

d. There shall be a closet, permanent or portable, to
store clothing or aids to physical functioning, if any, which
is readily accessible to the client.

e. The client shall have access to a working
telephone.

f.  The home shall have one bathroom for every two
members of the SFC household, unless waived by the
department.

g. The home shall have cooking and refrigeration
equipment and kitchen and or dining areas with appropriate
furniture that allows the client to participate in food
preparation and family meals.

h. The home shall have sufficient living or family
room space, furnished comfortably and accessible to all
members of the household.

i.  The home shall have adequate light in each room,
hallway and entry to meet the requirements of the activities
that occur in those areas.

j- The home shall have window coverings to ensure
privacy.

I.  Automobile Insurance and Safety Requirements

1. Each SFC caregiver shall have a safe and
dependable means of transportation available as needed for
the client.

2. The SFC caregiver shall provide the following
information to the SFC provider who is responsible for
maintaining copies in its records:

a. current and valid driver’s licenses of persons
routinely transporting the client;

b. current auto insurance verifications
demonstrating at least minimal liability insurance coverage;

c. documentation of visual reviews of current
inspection stickers; and

d. documentation of a driving history report on each
family member who will be transporting the client.

3. If the client(s) are authorized to operate the family
vehicle, sufficient liability insurance specific to the client(s)
use shall be maintained at all times.

J. Client Records

1. The SFC caregiver shall forward all client records,
including progress notes and client service notes to the SFC
provider on a monthly basis. The following information shall
be maintained in the client records in the SFC caregiver’s
home:

a. client’s name, sex, race and date of birth;

b. client’s address and the telephone number of the
client’s current place of employment, school or day provider;

c. clients’ Medicaid/Medicare and other insurance
cards and numbers;

d. client’s social security number and legal status;

e. name and telephone number of the client’s
preferred hospital, physician and dentist ;

f.  name and telephone number of the closest living
relative or emergency contact person for the client;

g. preferred religion (optional) of the client;
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h. Medicaid eligibility information;

i. medical information, including, but not limited
to:

i. current medications,
frequency and means of delivery;
ii. the condition for which each medication is
prescribed; and
iii.  allergies;

j- identification and emergency contact information
on persons identified as having authority to make emergency
medical decisions in the case of the individual’s inability to
do so independently;

k. progress notes written on at least a monthly basis
summarizing services and interventions provided and
progress toward service objectives; and

i.  Checklists alone are not adequate documentation
for progress notes;

1. a copy of the client’s ISP and any vocational and
behavioral plans.

2. Each SFC family shall have documentation
attesting to the receipt of an adequate explanation of:

a. the client’s rights and responsibilities;

b. grievance procedures;

c. critical incident reports; and

d. formal grievances filed by the client.

3. All records maintained by the SFC caregiver shall
clearly identify the:

a. date the information was entered or updated in
the record;

b. signature or initials of the person entering the
information; and

¢. documentation of the need for ongoing services.

K. The SFC caregiver shall be required to take
immediate actions to protect the health, safety and welfare of
clients at all times.

1. When a client has been involved in a critical
incident or is in immediate jeopardy, the SFC caregiver shall
seek immediate assistance from emergency medical services
and local law enforcement agencies, as needed.

2. If abuse, neglect or exploitation is suspected or
alleged, the SFC caregiver is required to report such abuse,
neglect or exploitation in accordance with R.S.40:2009.20 or
any successor statute.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter L. Supervised Independent Living Module
§5093. General Provisions

A. Providers applying for the Supervised Independent
Living Module under the HCBS license shall meet the core
licensing requirements as well as the module specific
requirements of this Section.

B. When applying for the SIL module under the HCBS
provider license, the provider shall indicate whether the
provider is initially applying as an SIL or as an SIL via
shared living conversion process, or both.

C. Clients receiving SIL services must be at least 18
years of age. An SIL living situation is created when an SIL
client utilizes an apartment, house or other single living unit
as his place of residence.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.
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HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5094. Operational Requirements for the Supervised

Independent Living Module

A. A provider shall ensure that the living situation is
freely selected by the client and that the living situation shall
be:

1. accessible and functional, considering any physical
limitations or other disability of the client;

2. free from any hazard to the health or safety of the
client;

3. properly equipped with accommodations for
activities of daily living;
4. in compliance with applicable health, safety,

sanitation and zoning codes;

5. a living situation that affords the client individual
privacy;

6. arranged such that if there is more than one client in
the living situation, the living environment does not conflict
with the individual clients ISP;

7. equipped with a separate functional kitchen area
including space for food storage and a preparation area.

8. equipped with a separate functional private
bathroom. There shall be at least one bathroom for every two
clients residing at the SIL. Entrance to a bathroom from one
bedroom shall not be through another bedroom. Entrance to
the client’s bathroom shall be accessible without the client
having to traverse through another client’s bedroom;

9. equipped with a separate living area;

10. equipped with a separate private bedroom with a
locking door, if not contraindicated by a condition of the
client residing in the room.

a. There shall be at least one bedroom for each two
clients living in the SIL. There shall be a window in each
bedroom. Each bedroom shall contain a minimum of 80
square feet for single resident bedrooms or 120 square feet
for two resident bedrooms. This square footage shall be
exclusive of closets, vestibules and bathrooms.

b. There shall be no more than two clients per
bedroom. Each client shall be provided his own bed.
However, a married couple may share a bed;

11. equipped with hot and cold water faucets that are
easily identifiable and are equipped with a method for scald
control;

12. equipped with functional utilities, including:

a. water;

b. sewer; and

c. electricity;

13. equipped with functional air conditioning and
heating units which maintain an ambient temperature
between 65 and 80 degrees Fahrenheit throughout the SIL;

14. kept in a clean, comfortable home-like
environment;

15. equipped with the following furnishings:

a. a bed unit per client which includes a frame,
clean mattress and clean pillow;

b. a private dresser or similar storage area for
personal belongings that is readily accessible to the resident.
There shall be one dresser per client;

c. one closet, permanent or portable, to store
clothing or aids to physical functioning, if any, which is



readily accessible to the resident. There shall be one closet
per client;

d. aminimum of two chairs per client;

e. atable for dining;

f.  window treatments to ensure privacy; and

g. adequate light in each room, hallway and entry to
meet the requirements of the activities that occur in those
areas; and

16. equipped with a functional smoke detector and fire
extinguisher.

B. An SIL shall provide any client placed in the living
situation:

1. 24-hour access to a working telephone in the SIL;

2. access to transportation; and

3. access to any services in the client’s approved ISP.

C. The department shall have the right to inspect the SIL
and client’s living situation.

D. An SIL provider shall ensure that no more than four
clients are placed in an apartment, house or other single
living unit utilized as a supervised independent living
situation.

1. A SIL living situation shall make allowances for the
needs of each client to ensure reasonable privacy which shall
not conflict with the program plan of any resident of the
living situation.

2. No clients shall be placed together in a living
situation against their choice. The consent of each client
shall be documented in the clients’ record.

E. Supervision

1. For purposes of this Section, a supervisor is defined
as a person, so designated by the provider agency, due to
experience and expertise relating to client needs.

2. The licensed/certified professional shall meet the
following requirements:

a. have one year of experience working directly
with persons with mental retardation or other developmental
disabilities and is one of the following:

i. adoctor of medicine or osteopathy;

ii. aregistered nurse;

iii. an individual who holds at least a bachelor’s
degree in a health care service field such as occupational
therapy, physical therapy, psychology, or social work.

3. A supervisor or a licensed/certified professional
qualified in the state of Louisiana must have a minimum of
three documented contacts per week with the client, with at
least one contact being face-to-face in the home with the
client. The other two contacts may be made by telephone.

a. No combination of SIL telephone contacts and
the face-to-face contact will be accepted as having met more
than one of the required contacts on the same date. Providers
may make as many contacts in a day as are necessary to
meet the needs of the client. However, only one of those
contacts will be accepted as having met one of the three
required contacts.

4. Attempted face-to-face contacts or telephone
contacts are unacceptable and will not count towards
meeting the requirements.

F. In addition to the core licensing requirements, the SIL
provider shall:

1. provide assistance to the client in obtaining and
maintaining housing;
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2. allow participation in the development,
administration and oversight of the client’s service plan to
assure its effectiveness in meeting the client’s needs; and

3. assure that bill payment is completed monthly in
the plan of care, if applicable.

G. An SIL provider shall assess the following in
conjunction with the client or client’s legal representative
when selecting the location of the SIL situation for the
client:

a. risks associated with the location;
b. client cost;
c. proximity to the client’s family and friends;
d. access to transportation;
e. proximity to health care and related services;
f. client choice;
g. proximity to the client’s place of employment;
and
h. access to community services.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
§5095. Supervised Independent Living Shared Living

Conversion Process

A. The SIL Shared Living Conversion process is a
situation in which a home and community-based shared
living model, for up to six persons, may be chosen as a
living option for participants in the Residential Options
Waiver or any successor waiver.

B. Only an existing ICF/DD group or community home
with up to 8 beds as of promulgation of the final Rule
governing these provisions, may voluntarily and
permanently close its home and its related licensed,
Medicaid certified and enrolled ICF/DD beds to convert to
new community-based waiver opportunities (slots) for up to
six persons in shared living model or in combination with
other ROW residential options. These shared living models
will be located in the community.

1. Notwithstanding any other provision to the
contrary, an SIL Shared Living Conversion model shall
ensure that no more than six ROW waiver clients live in an
apartment, house or other single living situation upon
conversion.

C. The DHH Office for Citizens with Developmental
Disabilities (OCDD) shall approve all individuals who may
be admitted to live in and to receive services in an SIL
Shared Living Conversion model.

D. The ICF/DD provider who wishes to convert an
ICF/DD to an SIL via the Shared Living Conversion model
shall be approved by OCDD and shall be licensed by HSS
prior to providing services in this setting, and prior to
accepting any ROW participant or applicant for residential
or any other developmental disability service(s).

E. An ICF/DD provider who elects to convert to an SIL
via the Shared Living Conversion model may convert to one
or more conversion models, provided that the total number
of SIL Shared Living Conversion slots; beds shall not
exceed the number of Medicaid facility need review bed
approvals of the ICF(s)/DD so converted.

1. The conversion of an ICF(s)/DD to an SIL via the
Shared Living Conversion process may be granted only for
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the number of beds specified in the applicant’s SIL Shared
Living Conversion model application to OCDD.

2. At no point in the future may the provider of a
converted SIL, which converted via the Shared Living
Conversion process, be allowed to increase the number of
SIL slots approved at the time of conversion.

3. Any remaining Medicaid facility need review bed
approvals associated with an ICF/DD that is being converted
cannot be sold or transferred and are automatically
considered terminated.

F. An ICF/DD provider who elects to convert to an SIL
via the Shared Living Conversion process shall obtain the
approval of all of the residents of the home(s) (or the
responsible parties for these residents) regarding the
conversion of the ICF/DD prior to beginning the process of
conversion.

G. Application Process

1. The ICF/DD owner or governing board must sign a
conversion agreement with OCDD regarding the specific
beds to be converted and submit a plan for the conversion of
these beds into ROW shared living or other ROW residential
waiver opportunities, along with a copy of the corresponding
and current ICF/DD license(s) issued by HSS.

a. This conversion plan must be approved and
signed by OCDD and the owner or signatory of the
governing board prior to the submittal of a HCBS provider,
SIL module licensing application to DHH-HSS.

2. A licensed and certified ICF/DD provider who
elects to convert an ICF/DD to an SIL via the Shared Living
Conversion process shall submit a licensing application for a
HCBS provider license, SIL Module. The ICF/DD applicant
seeking to convert shall submit the following information
with his licensing application:

a. a letter from OCDD stating that the owner or
governing board has completed the assessment and planning
requirements for conversion and that the owner or governing
board may begin the licensing process for an HCBS
provider, SIL Module;

b. a letter of intent from the owner or authorized
representative of the governing board stating:

i. that the license to operate an ICF/DD will be
voluntarily surrendered upon successfully completing an
initial licensing survey and becoming licensed as an SIL via
the Shared Living Conversion process; and

ii.  that the ICF/DD Medicaid facility need review
bed approvals will be terminated upon the satisfactory
review of the conversion as determined by OCDD, pursuant
to its 90 day post conversion site visit; and

3. an executed copy of the conversion agreement.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter M. Supported Employment Module
§5099. General Provisions

A. The provider applying to be licensed as a supported
employment provider agency shall meet all of the HCBS
provider core licensing requirements with the exception of
the following requirements. The supported employment
provider agency is not required to:

1. return all telephone calls from clients within one
hour, other than during working hours;
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2. have written policies and procedures approved by
the owner or governing body that addresses client funds and
emergency preparedness;

3. have written policies and procedures for behavior
management, provided that the provider has no client with
behavior management issues;

4. ensure that the administrator shall be available to be
onsite at the supported employment provider location within
one hour;

5. have nursing services staff and direct care staff;

6. have a client’s assessment of needs conducted by a
registered nurse; and

7. maintain two weeks of progress notes at the client’s
home.

B. The administrator of the supported employment
provider agency shall be exempt from the education
qualifications listing in the core licensing requirements of
this Chapter.

C. The assessment of needs shall be done prior to
placement of the client on a job site. A Medicaid HCBS
comprehensive assessment approved by a DHH program
office for a Medicaid recipient shall not substitute for the
assessment of needs. A comprehensive plan of care approved
by the department for Medicaid or waiver reimbursement
shall not substitute for the ISP.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and R.S. 40:2120.1.

HISTORY NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing,
LR 37:

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#052

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Inpatient Hospital Services—Major Teaching
Hospitals—Supplemental Payments
(LAC 50:V.1333)

The Department of Health and Hospitals, Bureau of
Health Services Financing adopts LAC 50:V.1333 in the
Medical Assistance Program as authorized by R.S. 36:254
and pursuant to Title XIX of the Social Security Act. This
Emergency Rule is promulgated in accordance with the
provisions of the Administrative Procedure Act, R.S.
49:953(B)(1) et seq., and shall be in effect for the maximum
period allowed under the Act or until adoption of the final
Rule, whichever occurs first.

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing amended the
provisions governing the reimbursement methodology for
inpatient hospital services to provide for a supplemental



Medicaid payment to non-rural, non-state acute care
hospitals for having a Medicaid inpatient utilization greater
than 30 percent and teaching hospitals for furnishing
additional graduate medical education services as a result of
the suspension of training programs at the Medical Center of
Louisiana at New Orleans due to the impact of Hurricane
Katrina (Louisiana Register, Volume 34, Number 5).

The Department of Health and Hospitals, Bureau of
Health Services Financing now proposes to amend the
provisions governing the reimbursement methodology for
inpatient hospital services to provide a supplemental
Medicaid payment to acute care hospitals designated as
major teaching hospitals to facilitate the development of
public-private collaborations in order to preserve access to
medically necessary services for Medicaid recipients.

This action is being taken to promote the health and
welfare of Medicaid recipients by encouraging provider
participation in the Medicaid Program so as to assure
sufficient access to hospital services. It is estimated that the
implementation of this Emergency Rule will increase
expenditures in the Medicaid Program by approximately
$5,000,000 for state fiscal year 2011-12.

Effective July 1, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions governing the reimbursement methodology for
inpatient hospital services rendered by non-rural, non-state
hospitals designated as major teaching hospitals.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part V. Hospital Services
Subpart 1. Inpatient Hospitals
Chapter 13.  Teaching Hospitals
Subchapter B. Reimbursement Methodology
§1333. Major Teaching Hospitals

A L.

B. Effective for dates of service on or after July 1, 2011,
a quarterly supplemental payment shall be issued to non-
rural, non-state acute care hospitals for inpatient services
rendered during the quarter. These payments shall be used to
facilitate the development of public-private collaborations to
preserve access to medically necessary services for Medicaid
recipients. Aggregate payments to qualifying hospitals shall
not exceed the maximum allowable cap for the quarter.

1. Qualifying Criteria. In order to qualify for the
supplemental payments the non-rural, non-state acute care
hospital must:

a. be designated as a major teaching hospital by the
Department of Health and Hospitals in state fiscal year 2011;

b. have provided at least 25,000 Medicaid acute
care paid days for state fiscal year 2010 dates of service; and

c. have provided at least 5,000 Medicaid distinct
part psychiatric unit paid days for state fiscal year 2010
dates of service.

2. Payments shall be distributed quarterly and shall be
calculated using the Medicaid paid days for service dates in
state fiscal year 2010 as a proxy for SFY 2012 service dates.

3. Payments are applicable to Medicaid service dates
provided during the first quarter of state fiscal year 2012
only and shall not exceed $14,000,000.

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, Bureau of Health Services Financing, LR 37:
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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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to all inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#055

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Inpatient Hospital Services—Major Teaching
Hospitals—Qualifying Criteria
(LAC 50:V.1301-1309)

The Department of Health and Hospitals, Bureau of
Health Services Financing proposes to adopt LAC
50:V.1301-1309 in the Medical Assistance Program as
authorized by R.S. 36:254 and pursuant to Title XIX of the
Social Security Act. This Emergency Rule is promulgated in
accordance with the provisions of the Administrative
Procedure Act, R.S. 49:953(B)(1) et seq., and shall be in
effect for the maximum period allowed under the Act or until
adoption of the final Rule, whichever occurs first.

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing adopted a
rule that established the reimbursement of major and minor
teaching hospitals as peer groups under the prospective
reimbursement methodology for hospitals (Louisiana
Register, Volume 20, Number 6). The department amended
the June 20, 1994 Rule to adopt new criteria for the
reimbursement of graduate medical education (GME)
pursuant to Section 15 Schedule 09 of Act 19 of the 1998
Regular Session of the Louisiana Legislature and R.S. 39:71
et seq (Louisiana Register, Volume 26, Number 3).

Act 347 of the 2009 Regular Session of the Louisiana
Legislature revised the qualifying criteria for major teaching
hospitals. In compliance with Act 347, the department
promulgated an Emergency Rule which amended the
provisions governing the qualifying criteria for major
teaching hospitals. This Emergency Rule also repromulgated
the March 20, 2000 Rule governing teaching hospitals in a
codified format for inclusion in the Louisiana Administrative
Code (Louisiana Register, Volume 36, Number 6). This
Emergency Rule is being promulgated to continue the
provisions of the July 1, 2010 Emergency Rule. This action
is being taken to promote the health and welfare of Medicaid
recipients by encouraging provider participation in the
Medicaid Program so as to assure sufficient access to
hospital services.

Effective June 29, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions governing inpatient hospital services rendered by
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non-rural,
hospitals.

non-state hospitals designated as teaching
Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part V. Hospital Services
Subpart 1. Inpatient Hospital Services
Chapter 13.  Teaching Hospitals
Subchapter A. General Provisions
§1301. Major Teaching Hospitals

A. The Louisiana Medical Assistance Program's
recognition of a major teaching hospital is limited to
facilities having a documented affiliation agreement with a
Louisiana medical school accredited by the Liaison
Committee on Medical Education (LCME). A major
teaching hospital shall meet one of the following criteria:

1. be a major participant in at least four approved
medical residency programs. At least two of the programs
must be in medicine, surgery, obstetrics/gynecology,
pediatrics, family practice, emergency medicine or
psychiatry; or

2. maintain an intern and resident full-time
equivalency of at least 20 filled positions with an approved
medical residency program in family practice located more
than 150 miles from the medical school accredited by the
LCME.

B. For the purposes of recognition as a major teaching
hospital, a facility shall be considered a "major participant"
in a graduate medical education program if it meets the
following criteria. The facility must:

1. pay for all of the costs of the training program in
the non-hospital or hospital setting, including:

a. the residents' salaries and fringe benefits;

b. the portion of the cost of teaching physicians'
salaries and fringe benefits attributable to direct graduate
medical education; and

c. other direct administrative costs of the program;
and

2. participate in residency programs that:

a. require residents to rotate for a required
experience;

b. require explicit approval by the appropriate
Residency Review Committee (RRC) of the medical school
with which the facility is affiliated prior to utilization of the
facility; or

c. provide residency rotations of more than one
sixth of the program length or more than a total of six
months at the facility and are listed as part of an accredited
program in the Graduate Medical Education Directory of
the Accreditation Council for Graduate Medical Education
(ACGME).

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, Bureau of Health Services Financing, LR 37:
§1303. Minor Teaching Hospitals

A. The Louisiana Medical Assistance Program's
recognition of a minor teaching hospital is limited to
facilities having a documented affiliation agreement with a
Louisiana medical school accredited by the LCME. A minor
teaching hospital shall meet the following criteria:

1. must participate significantly in at least one
approved medical residency program in either medicine,

Louisiana Register Vol. 37, No. 06 June 20, 2011

1534

surgery, obstetrics/gynecology, pediatrics, family practice,
emergency medicine or psychiatry; and

2. maintain an intern and resident
equivalency of at least six filled positions.

B. For the purposes of recognition as a minor teaching
hospital, a facility is considered to "participate significantly"
in a graduate medical education program if it meets the
following criteria. The facility must:

1. pay for all of the costs of the training program in
the non-hospital or hospital setting, including:

a. theresidents' salaries and fringe benefits;

b. the portion of the cost of teaching physicians'
salaries and fringe benefits attributable to direct graduate
medical education; and

c. other direct administrative costs of the program;

full time

and

2. participate in residency programs that:

a. require residents to rotate for a required
experience;
b. require explicit approval by the appropriate

Residency Review Committee of the medical school with
which the facility is affiliated prior to utilization of the
facility; or

c. provide residency rotations of more than one
sixth of the program length or more than a total of six
months at the facility and are listed as part of an accredited
program in the Graduate Medical Education Directory of
the Accreditation Council for Graduate Medical Education.

i. If not listed, the sponsoring institution must
have notified the ACGME, in writing, that the residents
rotate through the facility and spend more than 1/6th of the
program length or more than a total of six months at the
facility.

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, Bureau of Health Services Financing, LR 37:
§1305. Approved Medical Residency Program

A. An approved medical residency program is one that
meets one of the following criteria:

1. counts toward certification of the participant in a
specialty or sub-specialty listed in the current edition of
either The Directory of Graduate Medical Education
Programs published by the American Medical Association,
Department of Directories and Publications, or The Annual
Report and Reference Handbook published by the American
Board of Medical Specialties;

2. is approved by the ACGME as a fellowship
program in geriatric medicine; or

3. is a program that would be accredited except for the
accrediting agency's reliance upon an accreditation standard
that requires an entity to perform an induced abortion or
require, provide, or refer for training in the performance of
induced abortions, or make arrangements for such training
regardless of whether the standard provides exceptions or
exemptions.

B. Aresidency program at a non-hospital facility may be
counted by a hospital if:

1. there is a written agreement with the non-hospital
facility that requires the hospital facility to pay for the cost
of the training program; and



2. the agreement requires that the time that residents
spend in the non-hospital setting is for patient care.

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, Bureau of Health Services Financing, LR 37:
§1307. Graduate Medical Education

A. The bureau adopts criteria for the reimbursement of
graduate medical education (GME) in facilities that do not
qualify as major or minor teaching facilities. GME
recognized by the Medical Assistance Program for
reimbursement shall be limited to facilities having a
documented affiliation agreement with a Louisiana medical
school accredited by the LCME.

B. Payment for GME costs shall be limited to the direct
cost of interns and residents in addition to the teaching
physician supervisory costs. Teaching physician supervisory
costs shall be limited in accordance with the provisions of
the Medicare Provider Reimbursement Manual. The GME
component of the rate shall be based on hospital specific
graduate medical education Medicaid cost for the latest year
on which hospital prospective reimbursements are rebased
trended forward in accordance with the prospective
reimbursement methodology for hospitals.

C. Hospitals implementing GME programs approved
after the latest year on which hospital prospective
reimbursements have been rebased shall have a GME
component based on the first full cost reporting period that
the approved GME program is in existence trended forward
in accordance with the prospective reimbursement
methodology for hospitals.

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, Bureau of Health Services Financing, LR 37:
§1309. Requirements for Reimbursement

A. Qualification for teaching hospital status or to receive
reimbursement for GME costs shall be re-established at the
beginning of each fiscal year.

B. To be reimbursed as a teaching hospital or to receive
reimbursement for GME costs, a facility shall submit the
following documentation to the Bureau of Health Services
Financing, Program Operations Section within 30 days of
the beginning of each state fiscal year:

1. a copy of the executed affiliation agreement for the
time period for which the teaching hospital status or GME
reimbursement applies;

2. a copy of any agreements with non-hospital
facilities; and

3. a signed Certification For Teaching Hospital
Recognition.

C. Each hospital which is reimbursed as a teaching
hospital or receives reimbursement for GME costs shall
submit the following documentation to the Bureau of Health
Services Financing, Program Operations Section, within 90
days of the end of each state fiscal year:

1. acopy of the Intern and Resident Information

System report that is submitted annually to the Medicare
intermediary; and

2. a copy of any notice given to the ACGME that
residents rotate through a facility for more than one sixth of
the program length or more than a total of six months.
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D. Copies of all contracts, payroll records and time
allocations related to graduate medical education must be
maintained by the hospital and available for review by the
state and federal agencies or their agents upon request.

E. No teaching hospital shall receive a per diem rate
greater than 115 percent of its facility specific cost based on
the latest rebasing year trended forward to the rate year in
accordance  with  the  prospective  reimbursement
methodology for hospitals.

F. The peer group maximum for minor teaching
hospitals shall be the peer group maximum for minor
teaching hospitals or the peer group maximum for peer
group five, whichever is greater.

G. If it is subsequently discovered that a hospital has
been reimbursed as a major or minor teaching hospital and
did not qualify for that peer group for any reimbursement
period, retroactive adjustment shall be made to reflect the
correct peer group to which the facility should have been
assigned. The resulting overpayment will be recovered
through either immediate repayment by the hospital or
recoupment from any funds due to the hospital from the
department.

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, Bureau of Health Services Financing, LR 37:

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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to all inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#063

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Inpatient Hospital Services—Neonatal and Pediatric
Intensive Care Units and Outlier Payment Methodologies
(LAC 50:V.953-954 and 967)

The Department of Health and Hospitals, Bureau of
Health Services Financing amends LAC 50:V.953-954 and
§967 in the Medical Assistance Program as authorized by
R.S. 36:254 and pursuant to Title XIX of the Social Security
Act. This Emergency Rule is promulgated in accordance
with the provisions of the Administrative Procedure Act,
R.S. 49:953(B)(1) et seq., and shall be in effect for the
maximum period allowed under the Act or until adoption of
the final Rule, whichever occurs first.

The Department of Health and Hospitals, Bureau of
Health Services Financing amended the provisions
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governing the reimbursement methodology for inpatient
hospital services rendered by non-rural, non-state hospitals
to align the prospective per diem rates more closely with
reported costs, including the neonatal intensive care unit
(NICU) and pediatric intensive care unit (PICU) rates
(Louisiana Register, Volume 35, Number 9).

The Department of Health and Hospitals, Bureau of
Health Services Financing repromulgated all of the
provisions governing outlier payments for inpatient hospital
services in a codified format for inclusion in the Louisiana
Administrative Code (Louisiana Register, Volume 36,
Number 3).

The department promulgated an Emergency Rule which
amended the provisions governing the reimbursement
methodology for inpatient hospital services to adjust the
reimbursement rates paid for NICU and PICU services
rendered by non-rural, non-state hospitals and to revise the
outlier payment methodology (Louisiana Register, Volume
37, Number 3). This Emergency Rule is being promulgated
to continue the provisions of the March 1, 2011 Emergency
Rule. This action is being taken to promote the health and
welfare of Medicaid recipients by maintaining access to
neonatal and pediatric intensive care unit services and
encouraging the continued participation of hospitals in the
Medicaid Program.

Effective June 30, 2011 the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions governing the reimbursement methodology for
inpatient hospital services to adjust the reimbursement rates
paid to non-rural, non-state hospitals for neonatal and
pediatric intensive care unit services and to revise the
provisions governing outlier payments.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part V. Hospital Services
Chapter 9. Non-Rural, Non-State Hospitals
Subchapter B. Reimbursement Methodology
§953. Acute Care Hospitals

A -G ..

H. Neonatal Intensive Care Units (NICU)

1.-2.

3. Effective for dates of service on or after March 1,
2011, the per diem rates for Medicaid inpatient services
rendered by NICU Level III and NICU Level III regional
units, recognized by the department as such on December
31, 2010, shall be adjusted to include an increase that varies
based on the following five tiers:

a. Tier 1. If the qualifying hospital’s average
percentage exceeds 10 percent, the additional per diem
increase shall be $601.98;

b. Tier 2. If the qualifying hospital’s average
percentage is less than or equal to 10 percent, but exceeds 5
percent, the additional per diem increase shall be $624.66;

c. Tier 3. If the qualifying hospital’s average
percentage is less than or equal to 5 percent, but exceeds 1.5
percent, the additional per diem increase shall be $419.83;

d. Tier 4. If the qualifying hospital’s average
percentage is less than or equal to 1.5 percent, but greater
than O percent, and the hospital received greater than .25
percent of the outlier payments for dates of service in state
fiscal year (SFY) 2008 and SFY 2009 and calendar year
2010, the additional per diem increase shall be $263.33; or

Louisiana Register Vol. 37, No. 06 June 20, 2011

1536

e. Tier 5. If the qualifying hospital received less
than .25 percent, but greater than 0 percent of the outlier
payments for dates of service in SFY 2008 and SFY 2009
and calendar year 2010, the additional per diem increase
shall be $35.

4. A qualifying hospital’s placement into a tier will be
determined by the average of its percentage of paid NICU
Medicaid days for SFY 2010 dates of service to the total of
all qualifying hospitals’ paid NICU days for the same time
period, and its percentage of NICU patient outlier payments
made as of December 31, 2010 for dates of service in SFY
2008 and SFY 2009 and calendar year 2010 to the total
NICU outlier payments made to all qualifying hospitals for
these same time periods.

a. This average shall be weighted to provide that
each hospital’s percentage of paid NICU days will comprise
25 percent of this average, while the percentage of outlier
payments will comprise 75 percent. In order to qualify for
Tiers 1 through 4, a hospital must have received at least .25
percent of outlier payments in SFY 2008, SFY 2009, and
calendar year 2010.

b. SFY 2010 is used as the base period to determine
the allocation of NICU and PICU outlier payments for
hospitals having both NICU and PICU units.

c. If the daily paid outlier amount per paid NICU
day for any hospital is greater than the mean plus one
standard deviation of the same calculation for all NICU
Level III and NICU Level III regional hospitals, then the
basis for calculating the hospital’s percentage of NICU
patient outlier payments shall be to substitute a payment
amount equal to the highest daily paid outlier amount of any
hospital not exceeding this limit, multiplied by the exceeding
hospital’s paid NICU days for SFY 2010, to take the place of

the hospital’s actual paid outlier amount.
NOTE: Children’s specialty hospitals are not eligible for the
per diem adjustments established in §953.H.3.

5. The department shall evaluate all rates and tiers two
years after implementation.

I.  Pediatric Intensive Care Unit (PICU)

1.-2.

3. Effective for dates of service on or after March 1,
2011, the per diem rates for Medicaid inpatient services
rendered by PICU Level I and PICU Level II units,
recognized by the department as such on December 31,
2010, shall be adjusted to include an increase that varies
based on the following four tiers:

a. Tier 1. If the qualifying hospital’s average
percentage exceeds 20 percent, the additional per diem
increase shall be $418.34;

b. Tier 2. If the qualifying hospital’s average
percentage is less than or equal to 20 percent, but exceeds 10
percent, the additional per diem increase shall be $278.63;

c. Tier 3. If the qualifying hospital’s average
percentage is less than or equal to 10 percent, but exceeds 0
percent and the hospital received greater than .25 percent of
the outlier payments for dates of service in SFY 2008 and
SFY 2009 and calendar year 2010, the additional per diem
increase shall be $178.27; or

d. Tier 4. If the qualifying hospital received less
than .25 percent, but greater than 0 percent of the outlier
payments for dates of service in SFY 2008, SFY 2009 and
calendar year 2010, the additional per diem increase shall be
$35.



4. A qualifying hospital’s placement into a tier will be
determined by the average of its percentage of paid PICU
Medicaid days for SFY 2010 dates of service to the total of
all qualifying hospitals’ paid PICU days for the same time
period, and its percentage of PICU patient outlier payments
made as of December 31, 2010 for dates of service in SFY
2008 and SFY 2009 and calendar year 2010 to the total
PICU outlier payments made to all qualifying hospitals for
these same time periods.

a. This average shall be weighted to provide that
each hospital’s percentage of paid PICU days will comprise
25 percent of this average, while the percentage of outlier
payments will comprise 75 percent. In order to qualify for
Tiers 1 through 3, a hospital must have received at least .25
percent of outlier payments in SFY 2008, SFY 2009, and
calendar year 2010.

b. SFY 2010 is used as the base period to determine
the allocation of NICU and PICU outlier payments for
hospitals having both NICU and PICU units.

c. If the daily paid outlier amount per paid PICU
day for any hospital is greater than the mean plus one
standard deviation of the same calculation for all PICU
Level I and PICU Level II hospitals, then the basis for
calculating the hospital’s percentage of PICU patient outlier
payments shall be to substitute a payment amount equal to
the highest daily paid outlier amount of any hospital not
exceeding this limit, multiplied by the exceeding hospital’s
paid PICU days for SFY 2010, to take the place of the

hospital’s actual paid outlier amount.
NOTE: Children’s specialty hospitals are not eligible for the
per diem adjustments established in §953.1.3.

5. The department shall evaluate all rates and tiers two
years after implementation.

J.-0O.1.

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 34:876 (May 2008), amended LR 34:877
(May 2008), amended by the Department of Health and Hospitals,
Bureau of Health Services Financing, LR 35:1895 (September
2009), amended LR 36:1552 (July 2010), LR 36:2561 (November
2010), LR 37:

§954. Outlier Payments

A.-B.

C. To qualify as a payable outlier claim, a deadline of
not later than six months subsequent to the date that the final
claim is paid shall be established for receipt of the written
request for outlier payments.

1. Effective March 1, 2011, in addition to the 6 month
timely filing deadline, outlier claims for dates of service on
or before February 28, 2011 must be received by the
department on or before May 31, 2011 in order to qualify for
payment. Claims for this time period received by the
department after May 31, 2011 shall not qualify for
payment.

D. Effective for dates of service on or after March 1,
2011, a catastrophic outlier pool shall be established with
annual payments limited to $10,000,000. In order to qualify
for payments from this pool, the following conditions must
be met:

1. the claims must be for cases for:
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a. children less than six years of age who received
inpatient services in a disproportionate share hospital setting;
or

b. infants less than one year of age who receive
inpatient services in any acute care hospital setting; and

2. the costs of the case must exceed $150,000.

a. The hospital specific cost to charge ratio utilized
to calculate the claim costs shall be calculated using the
Medicaid NICU or PICU costs and charge data from the
most current cost report.

E. The initial outlier pool will cover eligible claims with
admission dates from the period beginning March 1, 2011
through June 30, 2011.

1. Payment for the initial partial year pool will be
$3,333,333 and shall be the costs of each hospital’s
qualifying claims net of claim payments divided by the sum
of all qualifying claims costs in excess of payments,
multiplied by $3,333,333.

2. Cases with admission dates on or before February
28, 2011 that continue beyond the March 1, 2011 effective
date, and that exceed the $150,000 cost threshold, shall be
eligible for payment in the initial catastrophic outlier pool.

3. Only the costs of the cases applicable to dates of
service on or after March 1, 2011 shall be allowable for
determination of payment from the pool.

F. Beginning with SFY 2012, the outlier pool will cover
eligible claims with admission dates during the state fiscal
year (July 1 through June 30) and shall not exceed
$10,000,000 annually. Payment shall be the costs of each
hospital’s eligible claims less the prospective payment,
divided by the sum of all eligible claims costs in excess of
payments, multiplied by $10,000,000.

G.  The claim must be submitted no later than six months
subsequent to the date that the final claim is paid and no
later than September 15 of each year.

H. Qualifying cases for which payments are not finalized
by September 1 shall be eligible for inclusion for payment in
the subsequent state fiscal year outlier pool.

I.  Outliers are not payable for:

1. transplant procedures; or

2. services provided to patients with Medicaid
coverage that is secondary to other payer sources.

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, Bureau of Health Services Financing, LR
36:519 (March 2010), amended LR 37:

§967. Children’s Specialty Hospitals

A.-F ..

G. Children’s specialty hospitals are not eligible for the
per diem adjustments established in §953.H.3 and §953.1.3.

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, Bureau of Health Services Financing, LR
36:2562 (November 2010), amended LR 37:

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.
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Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#065

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Intermediate Care Facilities for Persons with
Developmental Disabilities—Public Facilities
Reimbursement Methodology
(LAC 50:VIIL.32965-32969)

The Department of Health and Hospitals, Bureau of
Health Services Financing adopts LAC 50:VII1.32965-32969
in the Medical Assistance Program as authorized by R.S.
36:254 and pursuant to Title XIX of the Social Security Act.
This Emergency Rule is promulgated in accordance with the
provisions of the Administrative Procedure Act, R.S.
49:953(B)(1) et seq., and shall be in effect for the maximum
period allowed under the Act or until adoption of the final
Rule, whichever occurs first.

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing amended the
provisions governing the reimbursement methodology for
state-operated intermediate care facilities for persons with
developmental disabilities (ICFs/DD) and established
payments using a formula that established per diem rates at
the Medicare upper payment limit for these services
(Louisiana Register, Volume 29, Number 11). Upon
submission of the corresponding State Plan amendment to
the Centers for Medicare and Medicaid Services for review
and approval, the department determined that it was also
necessary to establish provisions in the Medicaid State Plan
governing the reimbursement methodology for quasi-public
ICFs/DD. The department promulgated an Emergency Rule
which amended the provisions governing the reimbursement
methodology for public ICFs/DD to establish a transitional
Medicaid reimbursement rate for community homes that are
being privatized (Louisiana Register, Volume 36, Number 8).
This Emergency Rule also adopted all of the provisions
governing reimbursements to state-owned and operated
facilities and quasi-public facilities in a codified format for
inclusion in the Louisiana Administrative Code. The
department now proposes to amend the August 1, 2010
Emergency Rule to revise the provisions governing
transitional rates for public facilities. This action is being
taken to avoid a budget deficit in the medical assistance
programs.

Effective July 1, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions of the August 1, 2010 Emergency Rule governing
the reimbursement methodology for public intermediate care
facilities for persons with developmental disabilities.
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Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE

Part VII. Long Term Care

Subpart 3. Intermediate Care Facilities for Persons with
Developmental Disabilities

Chapter 329. Reimbursement Methodology

Subchapter C. Public Facilities

§32965. State-Owned and Operated Facilities

A. Medicaid payments to state-owned and operated
intermediate care facilities for persons with developmental
disabilities are based on the Medicare formula for
determining the routine service cost limits as follows:

1. calculate each state-owned and operated ICF/DD’s
per diem routine costs in a base year;

2. calculate 112 percent of the average per diem
routine costs; and

3. inflate 112 percent of the per diem routine costs
using the skilled nursing facility (SNF) market basket index
of inflation.

B. Each state-owned and operated facility’s capital and
ancillary costs will be paid by Medicaid on a “pass-through”
basis.

C. The sum of the calculations for routine service costs
and the capital and ancillary costs “pass-through” shall be
the per diem rate for each state-owned and operated
ICF/DD. The base year cost reports to be used for the initial
calculations shall be the cost reports for the fiscal year ended
June 30, 2002.

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, Bureau of Health Services Financing, LR 37:
§32967. Quasi-Public Facilities

A. Medicaid payment to quasi-public facilities is a
facility-specific prospective rate based on budgeted costs.
Providers shall be required to submit a projected budget for
the state fiscal year beginning July 1.

B. The payment rates for quasi-public facilities shall be
determined as follows:

1. determine each ICF/DD’s per diem for the base
year beginning July 1;

2. calculate the inflation factor using an average CPI
index applied to each facility’s per diem for the base year to
determine the inflated per diem;

3. calculate the median per diem for the facilities’ base
year;

4. calculate the facility’s routine cost per diem for the
SFY beginning July 1 by using the lowest of the budgeted,
inflated or median per diem rates plus any additional
allowances; and

5. calculate the final approved per diem rate for each
facility by adding routine costs plus any “pass through”
amounts for ancillary services, provider fees, and grant
expenses.

C. Providers may request a final rate adjustment subject
to submission of supportive documentation and approval by
the department.

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, Bureau of Health Services Financing, LR 37:



§32969. Transitional Rates for Public Facilities

A. Effective August 1, 2010, the department shall
establish a transitional Medicaid reimbursement rate of
$302.08 per day per individual for a public ICF/DD
community home that is transitioning to a private facility,
provided that the community home meets the following
criteria. The community home:

1. shall have a fully executed Cooperative Endeavor
Agreement (CEA) with the Office for Citizens with
Developmental Disabilities for the private operation of the
facility;

2. shall have a high concentration of medically fragile
individuals being served, as determined by the department;

a. for purposes of these provisions, a medically
fragile individual shall refer to an individual who has a
medically complex condition characterized by multiple,
significant medical problems that require extended care;

3. incurs or will incur higher existing costs not
currently captured in the private ICF/DD rate methodology;
and

4. shall have six to eight beds.

B. The transitional Medicaid reimbursement rate shall
only be for the period of transition, which is defined as the
term of the CEA or a period of three years, whichever is
shorter.

C. The transitional Medicaid reimbursement rate is all-
inclusive and incorporates the following cost components:

1. direct care staffing;
medical/nursing staff, up to 23 hours per day;
medical supplies;
transportation;
administrative; and
. the provider fee.

D. If the community home meets the criteria in §32969.C
and the individuals served require that the community home
has a licensed nurse at the facility 24 hours per day, seven
days per week, the community home may apply for a
supplement to the transitional rate. The supplement to the
rate shall not exceed $25.33 per day per individual.

E. The total transitional Medicaid reimbursement rate,
including the supplement, shall not exceed $327.41 per day
per individual.

F. The transitional rate and supplement shall not be
subject to the following:

1. inflationary factors or adjustments;

2. rebasing;

3. budgetary reductions; or

4. other rate adjustments.

G. Effective July 1, 2011, the transitional rate for public
facilities over 50 beds that are privatizing shall be restored to
the rates in effect on January 1, 2009 for a six to eight bed
facility.

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, Bureau of Health Services Financing, LR 37:

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.

ERVECRES
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Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#056

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Medical Transportation Program—Emergency Ambulance
Services—Supplemental Payments
(LAC 50:XXVIL327)

The Department of Health and Hospitals, Bureau of
Health Services Financing adopts LAC 50:XXVII.327 in the
Medical Assistance Program as authorized by R.S. 36:254
and pursuant to Title XIX of the Social Security Act. This
Emergency Rule is promulgated in accordance with the
provisions of the Administrative Procedure Act, R.S.
49:953(B)(1) et seq., and shall be in effect for the maximum
period allowed under the Act or until adoption of the final
Rule, whichever occurs first.

The Department of Health and Hospitals, Bureau of
Health Services Financing provides reimbursement for
emergency ambulance transportation services. The
department now proposes to establish supplemental
payments for governmental ambulance providers who render
emergency medical transportation services to low income
and needy patients in the state of Louisiana.

This action is being taken to promote the health and
welfare of Medicaid recipients by ensuring continued access
to emergency ambulance services. It is estimated that
implementation of this Emergency Rule will increase
expenditures in the Medicaid Program by approximately
$14,441,539, of which approximately $10,013,763 will be
paid from federal funds. The required state match of
approximately $4,427,776 will be paid through an
intergovernmental transfer from a qualifying statewide
ambulance service district.

Effective July 1, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing adopts the
provisions to establish supplemental payments for
emergency medical transportation services rendered by
governmental ambulance providers.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part XXVII. Medical Transportation Program
Chapter 3. Emergency Medical Transportation
Subchapter B. Ground Transportation
§327. Supplemental Payments for Governmental
Ambulance Providers

A. Effective for dates of service on or after July 1, 2011,
quarterly supplemental payments shall be issued to
qualifying  governmental ambulance providers for
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emergency medical transportation services rendered during
the quarter.

B. Qualifying Criteria. In order to qualify for this
supplemental payment, the governmental ambulance
provider must be affiliated with a statewide ambulance
service district through a Low Income and Needy Care
Transportation Agreement.

1. For purposes of these provisions, a governmental
ambulance provider is defined as a provider of emergency
medical transportation which is owned or operated by a local
governmental entity.

2. For purposes of these provisions, a Low Income
and Needy Care Transportation Agreement is a written
agreement between an ambulance provider and a statewide
ambulance service district to facilitate enhanced emergency
transportation services to low income and needy patients.

C. Payment Methodology. Each qualifying ambulance
provider may receive quarterly supplemental payments for
emergency transportation services rendered during the
quarter. Quarterly payment distribution to a qualifying
ambulance provider shall be based on a formula which may
recognize and adjust payment amounts for differences such
as governmental or non-governmental ownership, rural or
urban primary service area, payer mix of patients served,
amount of uninsured patients served, and other factors.
Payments shall be limited to the difference between
Medicaid payments for emergency transportation services
provided by the provider and the amount of the provider’s
usual charges. Medicaid billed charges and payments shall
be based on a 12 consecutive month period for claims data
selected by the department.

D. Calculation of Provider’s Usual Charges. For
purposes of this payment, usual charges, for the state fiscal
year (SFY) beginning July 1, 2011 shall be calculated as
follows:

1. An average of the following amounts shall be
made:

a. the amounts billed to cash paying patients;

b. the amounts billed to patients covered by
indemnity insurers with which the provider has no
contractual arrangement; and

c. fee-for-service rates it contractually agrees to
accept from any payor, including any discounted fee-for-
service rates negotiated with managed care plans.

2. Amounts not included in the average are:

a. free of charge services provided to uninsured
patients;

b. charges to uninsured patients at a substantially
reduced rate;

c. capitated payments;

d. rates offered under hybrid fee-for-service
arrangements whereby more than 10 percent of the
individual’s or entity’s maximum potential compensation
could be paid in the form of a bonus or withheld payment;
and

e. fees set by Medicare, state health care programs,
and other federal health care programs.

3. In the SFY beginning July 1, 2011, usual charges
shall be determined by a study conducted by the department
of ambulance providers’ charges. For each SFY thereafter,
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each provider’s usual charges shall be based, at the option of
the department, on a recalculation of the provider’s usual
charges or on the previous year’s usual charges increased by
the Medicare Ambulance Inflation Factor.

4. The payment shall not exceed the amount under
Subparagraph D.4.f of this Section, which is calculated as
follows.

a. The department shall identify qualifying
ambulance providers that received reimbursement from
Medicaid for emergency transportation services during the
quarter.

b. For each qualifying ambulance provider
described in Subparagraph D.4.a of this Section, the
department shall identify the emergency medical
transportation services for which the qualifying ambulance
provider was reimbursed.

c. For each qualifying ambulance provider
described in Subparagraph D.4.a of this Section, the
department shall calculate the reimbursement paid to the
qualifying ambulance provider for the emergency medical
transportation services identified under Subparagraph D.4.b
of this Section.

d. For each qualifying ambulance provider
described in Subparagraph D.4.a of this Section, the
department shall calculate the qualifying ambulance
provider’s usual charges for each of the Medicaid provider’s
services identified under Subparagraph D.4.b of this Section.

e. For each qualifying ambulance provider
described in Subparagraph D.4.a of this Section, the
department shall subtract an amount equal to the
reimbursement calculated for each of the emergency medical
transportation services under Subparagraph D.4.c of this
Section from an amount equal to the amount calculated for
each of the qualifying ambulance transportation services
under Subparagraph D.4.d of this Section.

f. For each Medicaid provider described in
Subparagraph D.4.a of this Section, the department shall
calculate the sum of each of the amounts calculated for each
emergency medical transportation  service  under
Subparagraph D.4.e of this Section.

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, Bureau of Health Services Financing, LR 37:

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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#057



DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Nursing Facilities—Minimum Licensing
Standards—Approval of Facility Plans
(LAC 48:1.9707)

The Department of Health and Hospitals, Bureau of
Health Services Financing amends LAC 48:1.9707 in the
Medical Assistance Program as authorized by R.S. 36:254
and R.S. 40:2009.1-2116.4. This Emergency Rule is
promulgated in accordance with the provisions of the
Administrative Procedure Act, R.S. 49:953(B)(1), et seq.,
and shall be in effect for the maximum period allowed under
the Act or until adoption of the final Rule, whichever occurs
first.

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing repealed the
existing nursing facility licensing regulations and established
new licensing regulations in order to assure that a high
quality of care was provided to persons residing in nursing
facilities (Louisiana Register, Volume 24, Number 1).

The department now proposes to amend the January 20,
1998 Rule to revise the provisions governing the approval of
facility plans in order to require nursing facilities to comply
with the Facility Guidelines Institute’s requirements for the
design and construction of healthcare facilities, and to allow
certain facilities to opt out of compliance under certain
conditions. This action is being taken to avoid imminent
peril to the public health and welfare by ensuring that
planned nursing facilities do not incur delays and prohibitive
expenses by being required to meet new regulatory standards
for those projects already under construction or in late
planning stages. It is estimated that implementation of this
Emergency Rule will have no programmatic costs for state
fiscal year 2011-12.

Effective July 1, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions governing the approval of plans included in the
minimum licensing standards for nursing facilities.

Title 48
PUBLIC HEALTH - GENERAL
Part I. General Administration
Subpart 3. Licensing and Certification
Chapter 97.  Nursing Facilities
Subchapter A. General Provisions
§9707. Approval of Plans

A. Plans and specifications for new construction of, or to
a nursing facility, and any major alterations to a nursing
facility shall be submitted for approval to the Department of
Health and Hospitals, or the specific entity designated by the
department, to conduct reviews of plans and specifications
of such new construction or major alterations.

B. The plans and specifications shall comply with all of
the following:

1. these nursing facility licensing requirements;

2. the Facility Guidelines Institute (FGI) Guidelines
for Design and Construction of Healthcare Facilities,
specifically the Section(s) regarding nursing facilities;

a. nursing facilities that submit plans prior to
January 1, 2014 may opt out of complying with the specific
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reference in the FGI Guidelines for Design and Construction
of Healthcare Facilities regarding the use of central air
handling systems for outside air requirements for resident
bedrooms; and

3. the Office of the State Fire Marshal’s requirements
for plan submittals and compliance with all codes required
by that office.

C. The applicant must furnish one complete set of plans
and specifications to the Department of Health and Hospitals
or the specific entity designated by the department to
conduct plan reviews, together with fees and other
information as may be required.

. ...
2. No residential conversions shall be considered for a
nursing facility license.

D.-E. ..

AUTHORITY NOTE: Promulgated in accordance with R.S.
40:2009.1-2116.4.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Office of the Secretary, Bureau of Health
Services Financing LR 24:46 (January 1998), amended by the
Department of Health and Hospitals, Bureau of Health Services
Financing, LR 37:

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#058

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Nursing Facilities—Reimbursement Methodology—Direct
Care Multiplier and Fair Rental Value Component
(LAC 50:11.20005)

The Department of Health and Hospitals, Bureau of
Health Services Financing amends LAC 50:11.20005 in the
Medical Assistance Program as authorized by R.S. 36:254
and pursuant to Title XIX of the Social Security Act. This
Emergency Rule is promulgated in accordance with the
provisions of the Administrative Procedure Act, R.S.
49:953(B)(1) et seq., and shall be in effect for the maximum
period allowed under the Act or until adoption if the final
Rule, whichever occurs first.

In anticipation of projected expenditures in the Medical
Vendor Program exceeding the funding allocated in the
General Appropriations Act for state fiscal year 2011, the
Department of Health and Hospitals, Bureau of Health
Services Financing amended the provisions governing the
reimbursement methodology for nursing facilities to reduce
the per diem rates paid to non-state nursing facilities
(Louisiana Register, Volume 37, Number 4).

Act 150 of the 2010 Regular Session of the Louisiana
Legislature directed the department to amend the case mix
reimbursement methodology for nursing facilities to revise
the provisions governing the direct care and care related
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costs, to change the minimum occupancy penalty, and to
provide for changes in the frequency of rate rebasing and
related matters. In compliance with the directives of Act 150,
the department promulgated a Notice of Intent which
proposed to amend the provisions governing the
reimbursement methodology for nursing facilities to increase
the direct care and care related price multiplier, provide for
the exclusion of certain costs from the direct care and care
related median cost, and to increase the fair rental value
minimum occupancy percentage (Louisiana Register,
Volume 37, Number 3). A public hearing was held April 28,
2011.

As a result of the comments received, the department has
now determined that it is necessary to revise and republish
the provisions of the March 20, 2011 Notice of Intent
(Louisiana Register, Volume 37, Number 6). This action is
being taken in order to avoid a budget deficit in the medical
assistance programs. It is estimated that implementation of
this Emergency Rule will reduce expenditures in the
Medicaid Program by approximately $195,000 for FY 2011-
12.

Effective July 1, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions governing the reimbursement methodology for
nursing facilities.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part II. Nursing Facilities
Subpart 5. Reimbursement
Chapter 200. Reimbursement Methodology
§20005. Rate Determination
[Formerly LAC 50:VIIL.1305]

A.-D.l.c.

d. Effective July 1, 2011, the statewide direct care
and care related price is established at 112.40 percent of the
direct care and care related resident-day-weighted median
cost.

D.l.e. - D.3.b.ii. .

iii. Effective July 1, 2011, the nursing facility’s annual
fair rental value shall be divided by the greater of the
facility’s annualized actual resident days during the cost
reporting period or 85 percent of the annualized licensed
capacity of the facility to determine the FRV per diem or
capital component of the rate. Annualized total patient days
will be adjusted to reflect any increase or decrease in the
number of licensed beds as of the date of rebase by applying
to the increase or decrease the greater of the facility’s actual
occupancy rate during the base year cost report period or 85
percent of the annualized licensed capacity of the facility.

D.3.biv.-G

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 Human Resources, Office of Family Security, LR
10:467 (June 1984), repealed and promulgated by the Department
of Health and Hospitals, Office of the Secretary, Bureau of Health
Services Financing, LR 28:1791 (August 2002), amended LR
31:1596 (July 2005), LR 32:2263 (December 2006), LR 33:2203
(October 2007), amended by the Department of Health and
Hospitals, Bureau of Health Services Financing, LR 36:325
(February 2010), repromulgated LR 36:520 (March 2010),
amended LR 36:1556 (July 2010), amended LR 36:1782 (August
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2010), amended LR 36:2566 (November 2010), amended LR
37:1174 (April 2011), amended LR 37:

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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#059

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Outpatient Hospital Services—Diabetes
Self-Management Training
(LAC 50:V.Chapter 63)

The Department of Health and Hospitals, Bureau of
Health Services Financing adopts LAC 50:V.Chapter 63 in
the Medical Assistance Program as authorized by R.S.
36:254 and pursuant to Title XIX of the Social Security Act.
This Emergency Rule is promulgated in accordance with the
provisions of the Administrative Procedure Act, R.S.
49:953(B)(1) et seq., and shall be in effect for the maximum
period allowed under the Act or until adoption of the final
Rule, whichever occurs first.

Act 11 of the 2010 Regular Session of the Louisiana
Legislature authorized the Department of Health and
Hospitals, through its primary and preventive care activity,
to provide reimbursement to providers for rendering services
that will educate and encourage Medicaid enrollees to obtain
appropriate preventive and primary care in order to improve
their overall health and quality of life. In keeping with the
intent of Act 11, the Department of Health and Hospitals,
Bureau of Health Services Financing promulgated an
Emergency Rule which amended the provisions governing
the Hospital Program to provide Medicaid reimbursement
for diabetes self-management training (DSMT) services
rendered in an outpatient hospital setting (Louisiana
Register, Volume 37, Number 2). It is anticipated that this
new service will promote improved patient self-management
skills which will reduce diabetes-related complications that
adversely affect quality of life, and subsequently reduce
Medicaid costs associated with the care of recipients
diagnosed with diabetes-related illnesses. The department
now proposes to amend the February 20, 2011 Emergency
Rule to clarify the provisions governing service limits. This
action is being taken to promote the health and welfare of
Medicaid recipients diagnosed with diabetes and to
ultimately reduce the Medicaid costs associated with their
care. Effective June 20, 2011, the Department of Health
and Hospitals, Bureau of Health Services Financing amends



the provisions of the February 20, 2011 Emergency Rule
governing the Hospital Program to provide coverage for
diabetes self-management training services rendered in an
outpatient hospital setting.
Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part V. Hospital Services
Subpart 5. Outpatient Hospital Services
Chapter 63. Diabetes Education Services
Subchapter A. General Provisions
§6301. Introduction

A. Effective for dates of service on or after February 20,
2011, the department shall provide coverage of diabetes self-
management training (DSMT) services rendered to Medicaid
recipients diagnosed with diabetes.

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, Bureau of Health Services Financing, LR 37:
§6303. Scope of Services

A. DSMT services shall be comprised of one hour of
individual instruction and nine hours of group instruction on
diabetes self-management.

B. Service Limits. Recipients shall receive up to 10
hours of services during the first 12-month period beginning
with the initial training date. After the first 12-month period
has ended, recipients shall only be eligible for two hours of
individual instruction on diabetes self-management per
calendar year.

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, Bureau of Health Services Financing, LR 37:
§630S. Provider Participation

A. In order to receive Medicaid reimbursement,
outpatient hospitals must have a DSMT program that meets
the quality standards of one of the following accreditation
organizations:

1. the American Diabetes Association;

2. the American Association of Diabetes Educators; or

3. the Indian Health Service.

B. All DSMT programs must adhere to the national
standards for diabetes self-management education.

1.  Each member of the instructional team must:

a. be a certified diabetes educator (CDE) certified
by the National Certification Board for Diabetes Educators;
or

b. have recent didactic and experiential preparation
in education and diabetes management.

2. At a minimum, the instructional team must consist
of one the following professionals who is a CDE:

a. aregistered dietician;

b. aregistered nurse; or

c. apharmacist.

3. All members of the instructional team must obtain
the nationally recommended annual continuing education
hours for diabetes management.

C. Members of the instructional team must be either
employed by or have a contract with a Medicaid enrolled
outpatient hospital that will submit the claims for
reimbursement of outpatient DSMT services rendered by the
team. AUTHORITY NOTE: Promulgated in
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accordance with R.S. 36:254 and Title XIX of the Social
Security Act.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR 37:
Subchapter B. Reimbursement
§6311. Reimbursement Methodology

A. Effective for dates of service on or after February 20,
2011, the Medicaid Program shall provide reimbursement
for diabetes self-management training services rendered by
qualified health care professionals in an outpatient hospital
setting.

B. Reimbursement for DSMT services shall be a flat fee
based on the appropriate Healthcare Common Procedure
Coding (HCPC) code.

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, Bureau of Health Services Financing, LR 37:

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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#060

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Professional Services Program—Diabetes
Self-Management Training
(LAC 50:IX.Chapter 7 and 15103)

The Department of Health and Hospitals, Bureau of
Health Services Financing adopts LAC 50:1X.Chapter 7 and
§15103 in the Medical Assistance Program as authorized by
R.S. 36:254 and pursuant to Title XIX of the Social Security
Act. This Emergency Rule is promulgated in accordance
with the provisions of the Administrative Procedure Act,
R.S. 49:953(B)(1) et seq., and shall be in effect for the
maximum period allowed under the Act or until adoption of
the final Rule, whichever occurs first.

Act 11 of the 2010 Regular Session of the Louisiana
Legislature authorized the Department of Health and
Hospitals, through its primary and preventive care activity,
to provide reimbursement to providers for rendering services
that will educate and encourage Medicaid enrollees to obtain
appropriate preventive and primary care in order to improve
their overall health and quality of life. In keeping with the
intent of Act 11, the Department of Health and Hospitals,
Bureau of Health Services Financing promulgated an
Emergency Rule which amended the provisions governing
the Professional Services Program to provide Medicaid
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reimbursement for diabetes self-management training
(DSMT) services (Louisiana Register, Volume 37, Number
2). It is anticipated that this new service will promote
improved patient self-management skills which will reduce
diabetes-related complications that adversely affect quality
of life, and subsequently reduce Medicaid costs associated
with the care of recipients diagnosed with diabetes-related
illnesses.

The department now proposes to amend the provisions of
the February 20, 2011 Emergency Rule governing the
Professional Services Program in order to clarify the
provider participation requirements for the provision of
DSMT services. This action is being taken to promote the
health and welfare of Medicaid recipients diagnosed with
diabetes and to reduce the Medicaid costs associated with
their care.

Effective June 20, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions of the February 20, 2011 Emergency Rule
governing diabetes self-management training services
rendered in the Professional Services Program.

Title 50
PUBLIC HEALTH-MEDICAL ASSISTANCE
Part IX. Professional Services Program
Subpart 1. General Provisions
Chapter 7. Diabetes Education Services
§701. General Provisions

A. Effective for dates of service on or after February 20,
2011, the department shall provide coverage of diabetes self-
management training (DSMT) services rendered to Medicaid
recipients diagnosed with diabetes.

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, Bureau of Health Services Financing, LR 37:
§703. Scope of Services

A. DSMT shall be comprised of one hour of individual
instruction and nine hours of group instruction on diabetes
self-management.

B. Service Limits. Recipients shall receive up to 10
hours of services during the first 12-month period beginning
with the initial training. After the first 12-month period has
ended, recipients shall only be eligible for two hours of
individual instruction on diabetes self-management per
calendar year.

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, Bureau of Health Services Financing, LR 37:
§705. Provider Participation

A. In order to receive Medicaid reimbursement,
professional services providers must have a DSMT program
that meets the quality standards of one of the following
accreditation organizations:

1. the American Diabetes Association;
2. the American Association of Diabetes Educators; or
3. the Indian Health Service.
B. All DSMT programs must adhere to the national
standards for diabetes self-management education.
1. Each member of the instructional team must:
a. be a certified diabetes educator (CDE) certified
by the National Certification Board for Diabetes Educators;
or
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b. have recent didactic and experiential preparation
in education and diabetes management.

2. At a minimum, the instructional team must consist
of one the following professionals who are also a CDE:

a. aregistered dietician;
b. aregistered nurse; or
c. a pharmacist.

3. All members of the instructional team must obtain
the nationally recommended annual continuing education
hours for diabetes management.

C. Members of the instructional team must be either
employed by or have a contract with a Medicaid enrolled
professional services provider that will submit the claims for
reimbursement of DSMT services rendered by the team.

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, Bureau of Health Services Financing, LR 37:
Subpart 15. Reimbursement
Chapter 151. Reimbursement Methodology

Subchapter A. General Provisions
§15103. Diabetes Education Services

A. Effective for dates of service on or after February 20,
2011, the Medicaid Program shall provide reimbursement
for diabetes self-management training services rendered by
qualified health care professionals.

B. Reimbursement for DSMT services shall be a flat fee
based on the appropriate Healthcare Common Procedure
Coding (HCPC) code.

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, Bureau of Health Services Financing, LR 37:

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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#061

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Professional Services Program—Reimbursement
Methodology—Supplemental Payments
(LAC 50:1X.15151 and 15153)

The Department of Health and Hospitals, Bureau of
Health Services Financing adopts §15151 and §15153 in the
Medical Assistance Program as authorized by R.S. 36:254
and pursuant to Title XIX of the social Security Act. This
Emergency Rule is promulgated in accordance with the



provisions of the Administrative Procedure Act, R.S.
49:953(B)(1) et seq., and shall be in effect for the maximum
period allowed under the Act or until adoption of the final
Rule, whichever occurs first.

The Department of Health and Hospitals, Office of the
Secretary, Bureau of Health Services Financing adopted
provisions in the Professional Services Program to provide
supplemental payments to physicians and other eligible
professional service practitioners employed by state-owned
or operated entities (Louisiana Register, Volume 32, Number
6). The department promulgated an Emergency Rule which
amended the provisions governing the reimbursement
methodology for professional services to provide a
supplemental payment to physicians and other professional
practitioners employed by, or under contract with, non-state
owned or operated governmental entities (Louisiana
Register, Volume 36, Number 6). In addition, this
Emergency Rule also repromulgated the provisions of the
June 20, 2006 Rule in a codified format for inclusion in the
Louisiana Administrative Code. This Emergency Rule is
being promulgated to continue the provisions of the July 1,
2010 Emergency Rule. This action is being taken to promote
the health and welfare of Medicaid recipients by
encouraging continued provider participation in the
Medicaid Program and ensuring recipient access to services.

Effective June 29, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions governing the reimbursement methodology for
services rendered by physicians and other professional
service practitioners.

Title 50
PUBLIC HEALTH—MEDICAL ASSISTANCE
Part IX. Professional Services Program
Subpart 15. Reimbursement

Chapter 151. Reimbursement Methodology
Subchapter F. Supplemental Payments
§15151. Qualifying Criteria — State Owned or Operated

Professional Services Practices

A. In order to qualify to receive supplemental payments,
physicians and other eligible professional service
practitioners must be:

1. licensed by the state of Louisiana;
2. enrolled as a Louisiana Medicaid provider; and
3. employed by a state-owned or operated entity, such
as a state-operated hospital or other state entity, including a
state academic health system, which:
a. has been designated by the bureau as an essential
provider; and
b. has furnished satisfactory data to DHH regarding
the commercial insurance payments made to its employed
physicians and other professional service practitioners.

B. The supplemental payment to each qualifying
physician or other eligible professional services practitioner
in the practice plan will equal the difference between the
Medicaid payments otherwise made to these qualifying
providers for professional services and the average amount
that would have been paid at the equivalent community rate.
The community rate is defined as the average amount that
would have been paid by commercial insurers for the same
services.

C. The supplemental payments shall be calculated by
applying a conversion factor to actual charges for claims
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paid during a quarter for Medicaid services provided by the
state-owned or operated practice plan providers. The
commercial payments and respective charges shall be
obtained for the state fiscal year preceding the
reimbursement year. If this data is not provided satisfactorily
to DHH, the default conversion factor shall equal “1.” This
conversion factor shall be established annually for qualifying
physicians/practitioners by:

1. determining the amount that private commercial
insurance companies paid for commercial claims submitted
by the state-owned or operated practice plan or entity; and

2. dividing that amount by the respective charges for
these payers.

D. The actual charges for paid Medicaid services shall be
multiplied by the conversion factor to determine the
maximum allowable Medicaid reimbursement. For eligible
non-physician practitioners, the maximum allowable
Medicaid reimbursement shall be limited to 80 percent of
this amount.

E. The actual base Medicaid payments to the qualifying
physicians/practitioners employed by a state-owned or
operated entity shall then be subtracted from the maximum
Medicaid reimbursable amount to determine the
supplemental payment amount.

F. The supplemental payment for services provided by
the qualifying state-owned or operated physician practice
plan will be implemented through a quarterly supplemental
payment to providers, based on specific Medicaid paid claim
data.

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, Bureau of Health Services Financing, LR 37:
§15153. Qualifying Criteria—Non-State Owned or

Operated Professional Services Practices

A. Effective for dates of service on or after July 1, 2010,
physicians and other professional service practitioners who
are employed by, or under contract with, a non-state owned
or operated governmental entity, such as a non-state owned
or operated public hospital, may qualify for supplemental
payments for services rendered to Medicaid recipients. To
qualify for the supplemental payment, the physician or
professional service practitioner must be:

1. licensed by the state of Louisiana; and

2. enrolled as a Louisiana Medicaid provider.

B. The supplemental payment will be determined in a
manner to bring payments for these services up to the
community rate level.

1. For purposes of these provisions, the community
rate shall be defined as the rates paid by commercial payers
for the same service.

C. The non-state governmental entity shall periodically
furnish satisfactory data for calculating the community rate
as requested by DHH.

D. The supplemental payment amount shall be
determined by establishing a Medicare to community rate
conversion factor for the physician or physician practice
plan. At the end of each quarter, for each Medicaid claim
paid during the quarter, a Medicare payment amount will be
calculated and the Medicare to community rate conversion
factor will be applied to the result. Medicaid payments made
for the claims paid during the quarter will then be subtracted
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from this amount to establish the supplemental payment
amount for that quarter.

E. The supplemental payments shall be made on a
quarterly basis and the Medicare to community rate
conversion factor shall be recalculated periodically as
determined by the department.

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, Bureau of Health Services Financing, LR 37:

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#065

DECLARATION OF EMERGENCY

Department of Health and Hospitals
Bureau of Health Services Financing

Rural Health Clinics—Diabetes Self-Management Training
(LAC 50:XI.Chapters 163-165 and 16701)

The Department of Health and Hospitals, Bureau of
Health Services Financing amends LAC 50:XI.Chapters
163-165 and §16701 in the Medical Assistance Program as
authorized by R.S. 36:254 and pursuant to Title XIX of the
Social Security Act. This Emergency Rule is promulgated in
accordance with the provisions of the Administrative
Procedure Act, R.S. 49:953(B)(1) et seq., and shall be in
effect for the maximum period allowed under the Act or until
adoption of the final Rule, whichever occurs first.

Act 11 of the 2010 Regular Session of the Louisiana
Legislature authorized the Department of Health and
Hospitals, through its primary and preventive care activity,
to provide reimbursement to providers for rendering services
that will educate and encourage Medicaid enrollees to obtain
appropriate preventive and primary care in order to improve
their overall health and quality of life. In keeping with the
intent of Act 11, the Department of Health and Hospitals,
Bureau of Health Services Financing promulgated an
Emergency Rule which amended the provisions governing
rural health clinics to provide Medicaid reimbursement for
diabetes self-management training (DSMT) services
(Louisiana Register, Volume 37, Number 2). It is anticipated
that this new service will promote improved patient self-
management skills which will reduce diabetes-related
complications that adversely affect quality of life, and
subsequently reduce Medicaid costs associated with the care
of recipients diagnosed with diabetes-related illnesses. The
February 20, 2011 Emergency Rule also reorganized the
existing provisions governing provider participation and
services in a more clear and concise manner in the Louisiana
Administrative Code. The department now proposes to
amend the February 20, 2011 Emergency Rule to clarify the
provisions governing service limits.
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This action is being taken to promote the health and
welfare of Medicaid recipients diagnosed with diabetes and
to reduce the Medicaid costs associated with their care.

Effective June 20, 2011, the Department of Health and
Hospitals, Bureau of Health Services Financing amends the
provisions of the February 20, 2011 Emergency Rule
governing rural health clinics.

Title 50
PUBLIC HEALTH-MEDICAL ASSISTANCE
Part XI. Clinic Services
Subpart 15. Rural Health Clinics
Chapter 163. Services
§16301. Scope of Services

A. Medicaid reimbursement is limited to medically
necessary services that are covered by the Medicaid State
Plan and would be covered if furnished by a physician. The
following services shall be covered:

1. services furnished by a physician, within the scope
of practice of his profession under Louisiana law;
2. services furnished by a:

a. physician assistant;

b. nurse practitioner;

¢. nurse midwife;

d. clinical social worker;
e. clinical psychologist; or
f. dentist;

3. services and supplies that are furnished as an
incident to professional services furnished by all eligible
professionals;

4. other ambulatory services; and

5. diabetes  self-management
services.

B. Effective February 20, 2011, the department shall
provide coverage of diabetes self-management training
services rendered to Medicaid recipients diagnosed with
diabetes.

1. The services shall be comprised of one hour of
individual instruction and nine hours of group instruction on
diabetes self-management.

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 32:1904 (October 2006), repromulgated LR
32:2267 (December 2006), amended by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 37:
§16303. Service Limits

A. Rural health clinic visits (encounters) are limited to
12 visits per year for medically necessary services rendered
to Medicaid recipients who are 21 years of age or older.
Visits for Medicaid recipients who are under 21 years of age
and for prenatal and postpartum care are excluded from the
service limitation.

1. - 3. Repealed.

B. Recipients of DSMT services shall receive up to 10
hours of services during the first 12-month period beginning
with the initial training date.

1. After the first 12-month period ends, recipients
shall only be eligible for two hours of individual instruction
on diabetes self-management per calendar year.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

training  (DSMT)



HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Office of the Secretary, Bureau of Health
Services Financing, LR 32:1905 (October 2006), repromulgated LR
32:2267 (December 2006), amended by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 37:
Chapter 165. Provider Participation
§16501. Provider Enrollment

A. In order to enroll and participate in the Medicaid
Program, a RHC must submit a completed provider
enrollment packet.

1. -4. Repealed.

B. The effective date of enrollment to participate in the
Medicaid Program shall not be prior to the date of receipt of
the completed enrollment packet.

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 32:1905 (October 2006), repromulgated LR
32:2267 (December 2006), amended by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 37:
§16503. Standards for Participation

A. Rural health clinics must comply with the applicable
licensure, accreditation and program participation standards
for all services rendered. If a RHC wishes to initiate
participation, it shall be responsible for meeting all of the
enrollment criteria of the program. The RHC provider shall:

1. maintain an acceptable fiscal record keeping system
that readily distinguishes one type of service from another
type of service that may be provided;

2. retain all records necessary to fully disclose the
extent of services provided to recipients for five years from
the date of service and furnish such records, and any
payments claimed for providing such services, to the
Medicaid Program upon request; and

3. abide by and adhere to all federal and state
regulations and policy manuals.

B. Medicaid enrollment can be no sooner than
Medicaid’s receipt of the complete enrollment packet. A
complete enrollment packet for RHCs must include a copy
of the CMS provider certification letter approving rural
health clinic status.

C. In order to receive Medicaid reimbursement for
DSMT services, a RHC must have a DSMT program that
meets the quality standards of one of the following
accreditation organizations:

1. the American Diabetes Association;

2. the American Association of Diabetes Educators; or

3. the Indian Health Service.

D. All DSMT programs must adhere to the national
standards for diabetes self-management education.

1. Each member of the instructional team must:

a. be a certified diabetes educator (CDE) certified
by the National Certification Board for Diabetes Educators;
or

b. have recent didactic and experiential preparation
in education and diabetes management.

2. At a minimum, the instructional team must consist
of one the following professionals who is a CDE:

a. aregistered dietician;

b. aregistered nurse; or

c. apharmacist.
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3. All members of the instructional team must obtain
the nationally recommended annual continuing education
hours for diabetes management.

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 32:1905 (October 2006), repromulgated LR
32:2267 (December 2006), amended by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 37:
Chapter 167. Reimbursement Methodology
§16701. Prospective Payment System

A.-B.2.NOTE.

3. Effective for dates of service on or after February
20, 2011, the Medicaid Program shall include coverage for
diabetes self-management training services rendered by
qualified health care professionals in the RHC encounter
rate.

a. Separate encounters for DSMT services are not
permitted and the delivery of DSMT services alone does not
constitute an encounter visit.

C.-D. ..

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 32:1905 (October 2006), repromulgated LR
32:2267 (December 2006), amended by the Department of Health
and Hospitals, Bureau of Health Services Financing, LR 37:

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.

Interested persons may submit written comments to Don
Gregory, Bureau of Health Services Financing, P.O. Box
91030, Baton Rouge, LA 70821-9030. He is responsible for
responding to inquiries regarding this Emergency Rule. A
copy of this Emergency Rule is available for review by
interested parties at parish Medicaid offices.

Bruce D. Greenstein

Secretary
1106#062

DECLARATION OF EMERGENCY

Department of Natural Resources
Office of Conservation

Statewide Orders No. 29-B and 29-B-a
(LAC 43:XIX.Chapters 2 and 11)

This Order extends the deadline of drilling and completion
operational and safety requirements for wells drilled in
search or for the production of oil or natural gas at water
locations

Pursuant to the power delegated under the laws of the
state of Louisiana, and particularly Title 30 of the Revised
Statutes of 1950, as amended, and in conformity with the
provisions of the Louisiana Administrative Procedure Act,
Title 49, sections 953(B)(1) and (2), 954(B)(2), as amended,
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the following Emergency Rule and reasons therefore are
now adopted and promulgated by the Commissioner of
Conservation as being necessary to protect the public health,
safety and welfare of the people of the state of Louisiana, as
well as the environment generally, by extending the
effectiveness of the Emergency Rule it supersedes for
drilling and completion operational and safety requirements
for wells drilled in search of oil and natural gas at water
locations. The following Emergency Rule provides for
Commissioner of Conservation approved exceptions to
equipment requirements on  workover  operations.
Furthermore, the extension of the Rule allows more time to
complete comprehensive rule amendments.

Need And Purpose For Emergency Rule. In light of the
Gulf of Mexico Deepwater Horizon oil spill incident in
federal waters approximately fifty miles off Louisiana’s
coast and the threat posed to the natural resources of the
state, and the economic livelihood and property of the
citizens of the state caused thereby, the Office of
Conservation began a new review of its current drilling and
completion operational and safety requirements for wells
drilled in search of oil and natural gas at water locations.
While the incidents of blowout of Louisiana wells is
minimal, occurring at less than three-tenths of one percent of
the wells drilled in Louisiana since 1987, the great risk
posed by blowouts at water locations to the public health,
safety and welfare of the people of the state, as well as the
environment generally, necessitated the rule amendments
contained herein.

After implementation of the Emergency Rule,
Conservation formed an ad hoc committee to further study
comprehensive rulemaking in order to promulgate new
permanent regulations which ensure increased operational
and safety requirements for the drilling or completion of oil
and gas wells at water locations within the state.

Synopsis of Emergency Rule. The Emergency Rule set
forth hereinafter is intended to provide greater protection to
the public health, safety and welfare of the people of the
state, as well as the environment generally by extending the
effectiveness of new operational and safety requirements for
the drilling and completion of oil and gas wells at water
locations. Following the Gulf of Mexico Deepwater Horizon
oil spill, the Office of Conservation ("Conservation")
investigated the possible expansion of Statewide Orders No.
29-B and 29-B-a requirements relating to well control at
water locations. As part of the rule expansion project,
Conservation reviewed the well control regulations of the
U.S. Department of the Interior's Mineral Management
Service or MMS (now named the Bureau of Ocean Energy
Management, Regulation and Enforcement). Except in the
instances where it was determined that the MMS provisions
were repetitive of other provisions already being
incorporated, were duplicative of existing Conservation
regulations or were not applicable to the situations
encountered in Louisiana's waters, all provisions of the
MMS regulations concerning well control issues at water
locations were by the preceding Emergency Rules, which
this rule supersedes, integrated into Conservation's Statewide
Orders No. 29-B and 29-B-a. Conservation is currently
performing a comprehensive review of its regulations as it
considers future amendments to its operational rules and
regulations found in Statewide Order No. 29-B and
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elsewhere. Specifically, the Emergency Rule extends the
effectiveness of a new Chapter within Statewide Order No.
29-B (LAC 43:XIX.Chapter 2) to provide additional rules
concerning the drilling and completion of oil and gas wells
at water locations, specifically providing for the following:
rig movement and reporting requirements, additional
requirements for applications to drill, casing program
requirements, mandatory diverter systems and blowout
preventer requirements, oil and gas well-workover
operations, diesel engine safety requirements, and drilling
fluid regulations. Further, the Emergency Rule amends
Statewide Order No. 29-B-a (LAC 43:XIX.Chapter 11) to
provide for and expand upon rules concerning the required
use of storm chokes in oil and gas wells at water locations.
Reasons. Recognizing the potential advantages of expanding
the operational and safety requirements for the drilling and
completion of oil and gas wells at water locations within the
state, it has been determined that failure to establish such
requirements in the form of an administrative rule may lead
to the existence of an imminent peril to the public health,
safety and welfare of the people of the state of Louisiana, as
well as the environment generally. By this Emergency Rule
Conservation extends the effectiveness of the following
requirements until such time as final comprehensive rules
may be promulgated.

Protection of the public and our environment therefore
requires the Commissioner of Conservation to extend the
following rules in order to assure that drilling and
completion of oil and gas wells at water locations within the
state are undertaken in accordance with all reasonable care
and protection to the health, safety of the public, oil and gas
personnel and the environment generally. The Emergency
Rule, Amendment to Statewide Order No. 29-B (LAC
43:XIX.Chapter 2) and Statewide Order No. 29-B-a (LAC
43:XIXChapter 11) (Emergency Rule) set forth hereinafter
are adopted and extended by the Office of Conservation.

The Emergency Rule signed by the commissioner and
effective January 12, 2011 is hereby rescinded and replaced
by the following Emergency Rule.

The effective date of this Emergency Rule will be May 12,
2011.

Title 43
NATURAL RESOURCES
Part XIX. Office of Conservation—General Operations
Subpart 1. Statewide Order No. 29-B

Chapter 2. Additional Requirements for Water
Locations
§201. Applicability

A. In addition to the requirements set forth in Chapter 1
of this Subpart, all oil and gas wells being drilled or
completed at a water location within the State shall comply
with this Chapter.

B. Unless otherwise stated herein, nothing within this
Chapter shall alter the obligation of oil and gas operators to
meet the requirements of Chapter 1 of this Subpart.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

§203. Application to Drill

A. In addition to the requirements set forth in Section
103 of this Subpart, at the time of submittal of an application
for permit to drill, the applicant will provide an electronic



copy on a disk of the Spill Prevention Control (SPC) plan
that was submitted to DEQ pursuant to the provisions of Part
IX of Title 33 of the Louisiana Administrative Code or any
successor rule. Such plan shall become a part of the official
well file.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

§204. Rig Movement and Reporting

A. The Operator must report the movement of all drilling
and workover rig units on and off locations to the
appropriate district manager with the rig name, well serial
number and expected time of arrival and departure.

B. Drilling operations on a platform with producing
wells or other hydrocarbon flow must comply with the
following.

1. An emergency shutdown station must be installed
near the driller’s console.

2. All producible wells located in the affected wellbay
must be shut in below the surface and at the wellhead when:

a. arig or related equipment is moved on and off a
platform. This includes rigging up and rigging down
activities within 500 feet of the affected platform;

b. a drilling unit is moved or skid between wells on
a platform;

c. a mobile offshore drilling unit (MODU) moves
within 500 feet of a platform.

3. Production may be resumed once the MODU is in
place, secured, and ready to begin drilling operations.

C. The movement of rigs and related equipment on and
off a platform or from well to well on the same platform,
including rigging up and rigging down, shall be conducted in
a safe manner. All wells in the same well-bay which are
capable of producing hydrocarbons shall be shut in below
the surface with a pump-through-type tubing plug and at the
surface with a closed master valve prior to moving well-
completion rigs and related equipment, unless otherwise
approved by the district manager. A closed surface-
controlled subsurface safety valve of the pump-through type
may be used in lieu of the pump-through-type tubing plug,
provided that the surface control has been locked out of
operation. The well from which the rig or related equipment
is to be moved shall also be equipped with a back-pressure
valve prior to removing the blowout preventer (BOP) system
and installing the tree.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

§205. Casing Program

A. General Requirements

1. The operator shall case and cement all wells with a
sufficient number of strings of casing and quantity and
quality of cement in a manner necessary to prevent fluid
migration in the wellbore, protect the underground source of
drinking water (USDW) from contamination, support
unconsolidated sediments, and otherwise provide a means of
control of the formation pressures and fluids.

2. The operator shall install casing necessary to
withstand collapse, bursting, tensile, and other stresses that
may be encountered and the well shall be cemented in a
manner which will anchor and support the casing. Safety
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factors in casing program design shall be of sufficient
magnitude to provide optimum well control while drilling
and to assure safe operations for the life of the well.

3. All tubulars and cement shall meet or exceed API
standards. Cementing jobs shall be designed so that cement
composition, placement techniques, and waiting times
ensure that the cement placed behind the bottom 500 feet of
casing attains a minimum compressive strength of 500 psi
before drilling out of the casing or before commencing
completion operations.

4. Centralizers

a. Surface casing shall be centralized by means of
placing centralizers in the following manner.

i. A centralizer shall be placed on every third
joint from the shoe to surface, with two centralizers being
placed on each of the lowermost three joints of casing.

ii.  If conductor pipe is set, three centralizers shall
be equally spaced on surface casing to fall within the
conductor pipe.

b. Intermediate and production casing, and drilling
and production liners shall be centralized by means of a
centralizer placed every third joint from the shoe to top of
cement. Additionally, two centralizers shall be placed on
each of the lowermost three joints of casing.

c. All centralizers shall meet API standards.

5. A copy of the documentation furnished by the
manufacturer, if new, or supplier, if reconditioned, which
certifies tubular condition, shall be provided with the Well
History and Work Resume Report (Form WH-1).

B. Conductor Pipe. A conductor pipe is that pipe
ordinarily used for the purpose of supporting unconsolidated
surface deposits. A conductor pipe shall be used during the
drilling of any oil and gas well and shall be set at depth that
allows use of a diverter system.

C. Surface Casing

1.  Where no danger of pollution of the USDW exists,
the minimum amount of surface ef or first-intermediate
casing to be set shall be determined from Table 1 hereof,
except that in no case shall less surface casing be set than an
amount needed to protect the USDW unless an alternative
method of USDW protection is approved by the district
manager.

Table 1
Surface Casing
Casing Test Pressure

Total Depth of Contact Required (Ibs. per sq. in.)
0-2500 100 300
2500-3000 150 600
3000-4000 300 600
4000-5000 400 600
5000-6000 500 750
6000-7000 800 1000
7000-8000 1000 1000
8000-9000 1400 1000
9000-Deeper 1800 1000

a. In known low-pressure areas, exceptions to the
above may be granted by the commissioner or his agent. If,
however, in the opinion of the commissioner, or his agent,
the above regulations shall be found inadequate, and
additional or lesser amount of surface casing and/or test
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pressure shall be required for the purpose of safety and the
protection of the USDW.

2. Surface casing shall be cemented with a sufficient
volume of cement to insure cement returns to the surface.

3. Surface casing shall be tested before drilling the
plug by applying a minimum pump pressure as set forth in
Table 1 after at least 200 feet of the mud-laden fluid has
been displaced with water at the top of the column. If at the
end of 30 minutes the pressure gauge shows a drop of 10
percent of test pressure as outlined in Table 1, the operator
shall be required to take such corrective measures as will
insure that such surface casing will hold said pressure for 30
minutes without a drop of more than 10 percent of the test
pressure. The provisions of Paragraph E.7 below, for the
producing casing, shall also apply to the surface casing.

4. Cement shall be allowed to stand a minimum of 12
hours under pressure before initiating test or drilling plug.
Under pressure is complied with if one float valve is used or
if pressure is held otherwise.

D. Intermediate Casing/Drilling Liner

1. Intermediate casing is that casing used as protection
against caving of heaving formations or when other means
are not adequate for the purpose of segregating upper oil, gas
or water-bearing strata. Intermediate casing/drilling liner
shall be set when required by abnormal pressure or other
well conditions.

2. If an intermediate casing string is deemed necessary
by the district manager for the prevention of underground
waste, such regulations pertaining to a minimum setting
depth, quality of casing, and cementing and testing of sand,
shall be determined by the Office of Conservation after due
hearing. The provisions of Paragraph E.7 below, for the
producing casing, shall also apply to the intermediate casing.

3. Intermediate casing/drilling liner shall be at
minimum, cemented in such a manner, at least 500 feet
above all known hydrocarbon bearing formations to insure
isolation and, if applicable, all abnormal pressure formations
are isolated from normal pressure formations, but in no case
shall less cement be used than the amount necessary to fill
the casing/liner annulus to a point 500 feet above the shoe or
the top of the liner whichever is less. If a liner is used as an
intermediate string, the cement shall be tested by a fluid
entry test (-0.5 ppg EMW) to determine whether a seal
between the liner top and next larger casing string has been
achieved, and the liner-lap point must be at least 300 feet
above the previous casing shoe. The drilling liner (and liner-
lap) shall be tested to a pressure at least equal to the
anticipated pressure to which the liner will be subjected to
during the formation-integrity test below that liner shoe, or
subsequent liner shoes if set. Testing shall be in accordance
with Subsection G below.

4. Before drilling the plug in the intermediate string of
casing, the casing shall be tested by pump pressure, as
determined from Table 2 hereof, after 200 feet of mud-laden
fluid in the casing has been displaced by water at the top of
the column.

Table 2. Intermediate Casing and Liner

Test Pressure
Depth Set (Ibs. per sq. in.)
2000-3000' 800
3000-6000' 1000
6000-9000' 1200

Louisiana Register Vol. 37, No. 06 June 20, 2011

Table 2. Intermediate Casing and Liner

Test Pressure
Depth Set (Ibs. per sq. in.)

9000-and deeper 1500

a. If at the end of 30 minutes the pressure gauge
shows a drop of 10 percent of the test pressure or more, the
operator shall be required to take such corrective measures
as will insure that casing is so set and cemented that it will
hold said pressure for 30 minutes without a drop of more
than 10 percent of the test pressure on the gauge.

5. Cement shall be allowed to stand a minimum of 12
hours under pressure and a minimum total of 24 hours
before initiating pressure test. Under pressure is complied
with if one or more float valves are employed and are shown
to be holding the cement in place, or when other means of
holding pressure is used. When an operator elects to
perforate and squeeze or to cement around the shoe, he may
proceed with such work after 12 hours have elapsed after
placing the first cement.

6. If the test is unsatisfactory, the operator shall not
proceed with the drilling of the well until a satisfactory test
has been obtained.

E. Producing String

1. Producing string, production casing or production
liner is that casing used for the purpose of segregating the
horizon from which production is obtained and affording a
means of communication between such horizons and the
surface.

2. The producing string of casing shall consist of new
or reconditioned casing, tested at mill test pressure or as
otherwise designated by the Office of Conservation.

3. Cement shall be by the pump-and-plug method, or
another method approved by the Office of Conservation.
Production casing/production liner shall be at minimum,
cemented in such a manner, at least 500 feet above all
known hydrocarbon bearing formations to insure isolation
and, if applicable, all abnormal pressure formations are
isolated from normal pressure formations, but in no case
shall less cement be used than the amount necessary to fill
the casing/liner annulus to a point 500 feet above the shoe or
the top of the liner whichever is less. If a liner is used as a
producing string, the cement shall be tested by a fluid entry
test (-0.5 ppg EMW) to determine whether a seal between
the liner top and next larger casing string has been achieved,
and the liner-lap point must be at least 300 feet above the
previous casing shoe. The production liner (and liner-lap)
shall be tested to a pressure at least equal to the anticipated
pressure to which the liner will be subjected to during the
formation-integrity test below that liner shoe, or subsequent
liner shoes if set. Testing shall be in accordance with
Subsection G below.

4. The amount of cement to be left remaining in the
casing, until the requirements of Paragraph 5 below have
been met, shall be not less than 20 feet. This shall be
accomplished through the use of a float-collar, or other
approved or practicable means, unless a full-hole cementer,
or its equivalent, is used.

5. Cement shall be allowed to stand a minimum of 12
hours under pressure and a minimum total of 24 hours
before initiating pressure test in the producing or oil string.
Under pressure is complied with if one or more float valves
are employed and are shown to be holding the cement in



place, or when other means of holding pressure is used.
When an operator elects to perforate and squeeze or to
cement around the shoe, he may proceed with such work
after 12 hours have elapsed after placing the first cement.

6. Before drilling the plug in the producing string of
casing, the casing shall be tested by pump pressure, as
determined from Table 3 hereof, after 200 feet of mud-laden
fluid in the casing has been displaced by water at the top of
the column.

Table 3. Producing String
Test Pressure
Depth Set (Ibs. per sq. in.)
2000-3000" 800
3000-6000' 1000
6000-9000' 1200
9000-and deeper 1500

a. If at the end of 30 minutes the pressure gauge
shows a drop of 10 percent of the test pressure or more, the
operator shall be required to take such corrective measures
as will insure that the producing string of casing is so set and
cemented that it will hold said pressure for 30 minutes
without a drop of more than 10 percent of the test pressure
on the gauge.

7. If the commissioner's agent is not present at the
time designated by the operator for inspection of the casing
tests of the producing string, the operator shall have such
tests witnessed, preferably by an offset operator. An affidavit
of test, on the form prescribed by the district office, signed
by the operator and witness, shall be furnished to the district
office showing that the test conformed satisfactorily to the
above mentioned regulations before proceeding with the
completion. If test is satisfactory, normal operations may be
resumed immediately.

8. If the test is unsatisfactory, the operator shall not
proceed with the completion of the well until a satisfactory
test has been obtained.

F. Cement Evaluation

1. Cement evaluation tests (cement bond or
temperature survey) shall be conducted for all casing and
liners installed below surface casing to assure compliance
with LAC 43:X1X.205.D.3 and E.3.

2. Remedial cementing operations that are required to
achieve compliance with LAC 43:X1X.205.D.3 and E.3 shall
be conducted following receipt of an approved work permit
from the district manager for the proposed operations.

3. Cementing and wireline records demonstrating the
presence of the required cement tops shall be retained by the
operator for a period of two years.

G. Leak-off Tests

1. A pressure integrity test must be conducted below
the surface casing or liner and all intermediate casings or
liners. The district manager may require a pressure-integrity
test at the conductor casing shoe if warranted by local
geologic conditions or the planned casing setting depth.
Each pressure integrity test must be conducted after drilling
at least 10 feet but no more than 50 feet of new hole below
the casing shoe and must be tested to either the formation
leak-off pressure or to the anticipated equivalent drilling
fluid weight at the setting depth of the next casing string.

a. The pressure integrity test and related hole-
behavior observations, such as pore-pressure test results,
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gas-cut drilling fluid, and well kicks must be used to adjust
the drilling fluid program and the setting depth of the next
casing string. All test results must be recorded and hole-
behavior observations made during the course of drilling
related to formation integrity and pore pressure in the
driller's report.

b. While drilling, a safe drilling margin must be
maintained. When this safe margin cannot be maintained,
drilling operations must be suspended until the situation is
remedied.

H. Prolonged Drilling Operations

1. If wellbore operations continue for more than 30
days within a casing string run to the surface:

a. drilling operations must be stopped as soon as
practicable, and the effects of the prolonged operations on
continued drilling operations and the life of the well
evaluated. At a minimum, the operator shall:

i. caliper or pressure test the casing; and

ii. report evaluation results to the district manager
and obtain approval of those results before resuming
operations;

b. if casing integrity as determined by the
evaluation has deteriorated to a level below minimum safety
factors, the casing must be repaired or another casing string
run. Approval from the district manager shall be obtained
prior to any casing repair activity.

[.  Tubing and Completion

1. Well-completion operations means the work
conducted to establish the production of a well after the
production-casing string has been set, cemented, and
pressure-tested.

2. Prior to engaging in well-completion operations,
crew members shall be instructed in the safety requirements
of the operations to be performed, possible hazards to be
encountered, and general safety considerations to protect
personnel, equipment, and the environment. Date and time
of safety meetings shall be recorded and available for review
by the Office of Conservation.

3. When well-completion operations are conducted on
a platform where there are other hydrocarbon-producing
wells or other hydrocarbon flow, an emergency shutdown
system (ESD) manually controlled station shall be installed
near the driller's console or well-servicing unit operator's
work station.

4. No tubing string shall be placed in service or
continue to be used unless such tubing string has the
necessary strength and pressure integrity and is otherwise
suitable for its intended use.

5. Avalve, or its equivalent, tested to a pressure of not
less than the calculated bottomhole pressure of the well,
shall be installed below any and all tubing outlet
connections.

6. When a well develops a casing pressure, upon
completion, equivalent to more than three-quarters of the
internal pressure that will develop the minimum yield point
of the casing, such well shall be required by the district
manager to be killed, and a tubing packer to be set so as to
keep such excessive pressure off of the casing.

7. Wellhead Connections. Wellhead connections shall
be tested prior to installation at a pressure indicated by the
district manager in conformance with conditions existing in
areas in which they are used. Whenever such tests are made
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in the field, they shall be witnessed by an agent of the Office
of Conservation. Tubing and tubingheads shall be free from
obstructions in wells used for bottomhole pressure test
purposes.

8. When the tree is installed, the wellhead shall be
equipped so that all annuli can be monitored for sustained
pressure. If sustained casing pressure is observed on a well,
the operator shall immediately notify the district manager.

9. Wellhead, tree, and related equipment shall have a
pressure rating greater than the shut-in tubing pressure and
shall be designed, installed, used, maintained, and tested so
as to achieve and maintain pressure control. New wells
completed as flowing or gas-lift wells shall be equipped with
a minimum of one master valve and one surface safety
valve, installed above the master valve, in the vertical run of
the tree.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:
§207. Diverter Systems and Blowout Preventers

A. Diverter System. A diverter system shall be required
when drilling surface hole in areas where drilling hazards are
known or anticipated to exist. The district manager may, at
his discretion, require the use of a diverter system on any
well. In cases where it is required, a diverter system
consisting of a diverter sealing element, diverter lines, and
control systems must be designed, installed, used,
maintained, and tested to ensure proper diversion of gases,
water, drilling fluids, and other materials away from
facilities and personnel. The diverter system shall be
designed to incorporate the following elements and
characteristics:

1. dual diverter lines
maximum diversion capability;

2. at least two diverter control stations. One station
shall be on the drilling floor. The other station shall be in a
readily accessible location away from the drilling floor;

3. remote-controlled valves in the diverter lines. All
valves in the diverter system shall be full-opening.
Installation of manual or butterfly valves in any part of the
diverter system is prohibited,;

4. minimize the number of turns in the diverter lines,
maximize the radius of curvature of turns, and minimize or
eliminate all right angles and sharp turns;

5. anchor and support systems to prevent whipping
and vibration;

6. rigid piping for diverter lines. The use of flexible
hoses with integral end couplings in lieu of rigid piping for
diverter lines shall be approved by the district manager.

B. Diverter Testing Requirements

1. When the diverter system is installed, the diverter
components including the sealing element, diverter valves,
control systems, stations and vent lines shall be function and
pressure tested.

2. For drilling operations with a surface wellhead
configuration, the system shall be function tested at least
once every 24-hour period after the initial test.

3. After nippling-up on conductor casing, the diverter
sealing element and diverter valves are to be pressure tested
to a minimum of 200 psig. Subsequent pressure tests are to
be conducted within seven days after the previous test.

arranged to provide for
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4. Function tests and pressure tests shall be alternated
between control stations.

5. Recordkeeping Requirements

a. Pressure and function tests are to be recorded in
the driller’s report and certified (signed and dated) by the
operator’s representative.

b. The control station used during a function or
pressure test is to be recorded in the driller’s report.

c. Problems or irregularities during the tests are to
be recorded along with actions taken to remedy same in the
driller’s report.

d. All reports pertaining to diverter function and/or
pressure tests are to be retained for inspection at the wellsite
for the duration of drilling operations.

C. BOP Systems. The operator shall specify and insure
that contractors design, install, use, maintain and test the
BOP system to ensure well control during drilling, workover
and all other appropriate operations. The surface BOP stack
shall be installed before drilling below surface casing.

1. BOP system components for drilling activity
located over a body of water shall be designed and utilized,
as necessary, to control the well under all potential
conditions that might occur during the operations being
conducted and at minimum, shall include the following
components:

a. annular-type well control component;

b. hydraulically-operated blind rams;

c. hydraulically-operated shear rams;

d. two sets of hydraulically-operated pipe rams.

2. Drilling activity with a tapered drill string shall
require the installation of two or more sets of conventional
or variable-bore pipe rams in the BOP stack to provide, at
minimum, two sets of rams capable of sealing around the
larger-size drill string and one set of pipe rams capable of
sealing around the smaller-size drill string.

3. A set of hydraulically-operated combination rams
may be used for the blind rams and shear rams.

4. All connections used in the surface BOP system
must be flanged, including the connections between the well
control stack and the first full-opening valve on the choke
line and the kill line.

5. The Commissioner of Conservation, following a
public hearing, may grant exceptions to the requirements of
LAC 43:X1X.207.C-J.

D. BOP Working Pressure. The working pressure rating
of any BOP component, excluding annular-type preventers,
shall exceed the maximum anticipated surface pressure
(MASP) to which it may be subjected.

E. BOP Auxiliary Equipment. All BOP systems shall be
equipped and provided with the following:

1. a hydraulically actuated accumulator system which
shall provide 1.5 times volume of fluid capacity to close and
hold closed all BOP components, with a minimum pressure
of 200 psig above the pre-charge pressure without assistance
from a charging system;

2. a backup to the primary accumulator-charging
system, supplied by a power source independent from the
power source to the primary, which shall be sufficient to
close all BOP components and hold them closed;

3. accumulator regulators supplied by rig air without a
secondary source of pneumatic supply shall be equipped



with manual overrides or other devices to ensure capability
of hydraulic operation if the rig air is lost;

4. at least one operable remote BOP control station in
addition to the one on the drilling floor. This control station
shall be in a readily accessible location away from the
drilling floor. If a BOP control station does not perform
properly, operations shall be suspended until that station is
operable;

5. a drilling spool with side outlets, if side outlets are
not provided in the body of the BOP stack, to provide for
separate kill and choke lines;

6. a kill line and a separate choke line are required.
Each line must be equipped with two full-opening valves
and at least one of the valves must be remotely controlled.
The choke line shall be installed above the bottom ram. A
manual valve must be used instead of the remotely
controlled valve on the kill line if a check valve is installed
between the two full-opening manual valves and the pump
or manifold. The valves must have a working pressure rating
equal to or greater than the working pressure rating of the
connection to which they are attached, and must be installed
between the well control stack and the choke or kill line. For
operations with expected surface pressures greater than
3,500 psi, the kill line must be connected to a pump or
manifold. The kill line inlet on the BOP stack must not be
used for taking fluid returns from the wellbore;

7. a valve installed below the swivel (upper kelly
cock), essentially full-opening, and a similar valve installed
at the bottom of the kelly (lower kelly cock). An operator
must be able to strip the lower kelly cock through the BOP
stack. A wrench to fit each valve shall be stored in a location
readily accessible to the drilling crew. If drilling with a mud
motor and utilizing drill pipe in lieu of a kelly, you must
install one kelly valve above, and one strippable kelly valve
below the joint of pipe used in place of a kelly. On a top-
drive system equipped with a remote-controlled valve, you
must install a strippable kelly-type valve below the remote-
controlled valve;

8. an essentially full-opening drill-string safety valve
in the open position on the rig floor shall be available at all
times while drilling operations are being conducted. This
valve shall be maintained on the rig floor to fit all
connections that are in the drill string. A wrench to fit the
drill-string safety valve shall be stored in a location readily
accessible to the drilling crew;

9. a safety valve shall be available on the rig floor
assembled with the proper connection to fit the casing string
being run in the hole;

10. locking devices
preventers.

F.  BOP Maintenance and Testing Requirements

1. The BOP system shall be visually inspected on a
daily basis.

2. Pressure tests (low and high pressure) of the BOP
system are to be conducted at the following times and
intervals:

a. during a shop test prior to transport of the BOPs
to the drilling location. Shop tests are not required for
equipment that is transported directly from one well location
to another;

b. immediately following installation of the BOPs;

installed on the ram-type
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c. within 14 days of the previous BOP pressure test,
alternating between control stations and at a staggered
interval to allow each crew to operate the equipment. If
either control system is not functional, further operations
shall be suspended until the nonfunctional, system is
operable. Exceptions may be granted by the district manager
in cases where a trip is scheduled to occur within 2 days
after the 14-day testing deadline;

d. before drilling out each string of casing or liner
(The district manager may require that a conservation
enforcement specialist witness the test prior to drilling out
each casing string or liner);

e. not more than 48 hours before a well is drilled to
a depth that is within 1000 feet of a hydrogen sulfide zone
(The district manager may require that a conservation
enforcement specialist witness the test prior to drilling to a
depth that is within 1000 feet of a hydrogen sulfide zone.);

f.  when the BOP tests are postponed due to well
control problem(s), the BOP test is to be performed on the
first trip out of the hole, and reasons for postponing the
testing are to be recorded in the driller’s report.

3. Low pressure tests (200-300 psig) of the BOP
system (choke manifold, kelly valves, drill-string safety
valves, etc.) are to be performed at the times and intervals
specified in LAC 43:XIX.207.F.2 in accordance with the
following provisions.

a. Test pressures are to be held for a minimum of
five minutes.

b. Variable bore pipe rams are to be tested against
the largest and smallest sizes of pipe in use, excluding drill
collars and bottom hole assembly.

c. Bonnet seals are to be tested before running the
casing when casing rams are installed in the BOP stack.

4. High pressure tests of the BOP system are to be
performed at the times and intervals specified in LAC
43:XIX.207.F.2 in accordance with the following provisions.

a. Test pressures are to be held for a minimum of
five minutes.

b. Ram-type BOP’s, choke manifolds, and
associated equipment are to be tested to the rated working
pressure of the equipment or 500 psi greater than the
calculated MASP for the applicable section of the hole.

c. Annular-type BOPs are to be tested to 70 percent
of the rated working pressure of the equipment.

5. The annular and ram-type BOPs with the exception
of the blind-shear rams are to be function tested every seven
days between pressure tests. All BOP test records should be
certified (signed and dated) by the operator’s representative.

a. Blind-shear rams are to be tested at all casing
points and at an interval not to exceed 30 days.

6. If the BOP equipment does not hold the required
pressure during a test, the problem must be remedied and a
retest of the affected component(s) performed. Additional
BOP testing requirements:

a. use water to test the surface BOP system;

b. if a control station is not functional operations
shall be suspended until that station is operable;

c. test affected BOP components following the
disconnection or repair of any well-pressure containment
seal in the wellhead or BOP stack assembly.
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G. BOP Record Keeping. The time, date and results of
pressure tests, function tests, and inspections of the BOP
system are to be recorded in the driller’s report. All pressure
tests shall be recorded on an analog chart or digital recorder.
All documents are to be retained for inspection at the
wellsite for the duration of drilling operations and are to be
retained in the operator’s files for a period of two years.

H. BOP Well Control Drills. Weekly well control drills
with each drilling crew are to be conducted during a period
of activity that minimizes the risk to drilling operations. The
drills must cover a range of drilling operations, including
drilling with a diverter (if applicable), on-bottom drilling,
and tripping. Each drill must be recorded in the driller’s
report and is to include the time required to close the BOP
system, as well as, the total time to complete the entire drill.

I.  Well Control Safety Training. In order to ensure that
all drilling personnel understand and can properly perform
their duties prior to drilling wells which are subject to the
jurisdiction of the Office of Conservation, the operator shall
require that contract drilling companies provide and/or
implement the following:

1. periodic training for drilling contractor employees
which ensures that employees maintain an understanding of,
and competency in, well control practices;

2. procedures to verify adequate retention of the
knowledge and skills that the contract drilling employees
need to perform their assigned well control duties.

J. . Well Control Operations

1. The operator must take necessary precautions to
keep wells under control at all times and must:

a. use the best available and safest drilling
technology to monitor and evaluate well conditions and to
minimize the potential for the well to flow or kick;

b. have a person onsite during drilling operations
who represents the operators interests and can fulfill the
operators responsibilities;

c. ensure that the tool pusher, operator's
representative, or a member of the drilling crew maintains
continuous surveillance on the rig floor from the beginning
of drilling operations until the well is completed or
abandoned, unless you have secured the well with blowout
preventers (BOPs), bridge plugs, cement plugs, or packers;

d. use and maintain equipment and materials
necessary to ensure the safety and protection of personnel,
equipment, natural resources, and the environment.

2. Whenever drilling operations are interrupted, a
downhole safety device must be installed, such as a cement
plug, bridge plug, or packer. The device must be installed at
an appropriate depth within a properly cemented casing
string or liner.

a. Among the events that may cause interruption to
drilling operations are:

i. evacuation of the drilling crew;
ii. inability to keep the drilling rig on location; or
iii. repair to major drilling or well-control
equipment.

3. If the diverter or BOP stack is nippled down while
waiting on cement, it must be determined, before nippling
down, when it will be safe to do so based on knowledge of
formation conditions, cement composition, effects of
nippling down, presence of potential drilling hazards, well
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conditions during drilling, cementing, and post cementing,
as well as past experience.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

§209. Casing-Heads

A. All wells shall be equipped with casing-heads with a
test pressure in conformance with conditions existing in
areas in which they are used. Casing-head body, as soon as
installed shall be equipped with proper connections and
valves accessible to the surface. Reconditioning shall be
required on any well showing pressure on the casing-head,
or leaking gas or oil between the oil string and next larger
size casing string, when, in the opinion of the district
managers, such pressure or leakage assume hazardous
proportions or indicate the existence of underground waste.
Mud-laden fluid may be pumped between any two strings of
casing at the top of the hole, but no cement shall be used
except by special permission of the commissioner or his
agent.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

§211.  Oil and Gas Well-Workover Operations

A. Definitions. When used in this Section, the following
terms shall have the meanings given below.

Expected Surface Pressure—the highest pressure
predicted to be exerted upon the surface of a well. In
calculating expected surface pressure, reservoir pressure as
well as applied surface pressure must be considered.

Routine Operations—any of the following operations
conducted on a well with the tree installed including cutting
paraffin, removing and setting pump-through-type tubing
plugs, gas-lift valves, and subsurface safety valves which
can be removed by wireline operations, bailing sand,
pressure surveys, swabbing, scale or corrosion treatment,
caliper and gauge surveys, corrosion inhibitor treatment,
removing or replacing subsurface pumps, through-tubing
logging, wireline fishing, and setting and retrieving other
subsurface flow-control devices.

Workover Operations—the work conducted on wells
after the initial completion for the purpose of maintaining or
restoring the productivity of a well.

B. When well-workover operations are conducted on a
well with the tree removed, an emergency shutdown system
(ESD) manually controlled station shall be installed near the
driller’s console or well-servicing unit operator’s work
station, except when there is no other hydrocarbon-
producing well or other hydrocarbon flow on the platform.

C. Prior to engaging in well-workover operations, crew
members shall be instructed in the safety requirements of the
operations to be performed, possible hazards to be
encountered, and general safety considerations to protect
personnel, equipment, and the environment. Date and time
of safety meetings shall be recorded and available for
review.

D. Well-control Fluids, Equipment, and Operations. The
following requirements apply during all well-workover
operations with the tree removed:



1. The minimum BOP-system components when the
expected surface pressure is less than or equal to 5,000 psi
shall include one annular-type well control component, one
set of pipe rams, and one set of blind-shear rams.

2. The minimum BOP-system components when the
expected surface pressure is greater than 5,000 psi shall
include one annular-type well control component, two sets
of pipe rams, and one set of blind-shear rams.

3. BOP auxillary equipment in accordance with the
requirements of LAC 43:X1X.207.E.

4. When coming out of the hole with drill pipe or a
workover string, the annulus shall be filled with well-control
fluid before the change in such fluid level decreases the
hydrostatic pressure 75 pounds per square inch (psi) or every
five stands of drill pipe or workover string, whichever gives
a lower decrease in hydrostatic pressure. The number of
stands of drill pipe or workover string and drill collars that
may be pulled prior to filling the hole and the equivalent
well-control fluid volume shall be calculated and posted near
the operator's station. A mechanical, volumetric, or
electronic device for measuring the amount of well-control
fluid required to fill the hold shall be utilized.

5. The following well-control-fluid equipment shall be
installed, maintained, and utilized:

a. a fill-up line above the uppermost BOP;

b. a well-control, fluid-volume measuring device
for determining fluid volumes when filling the hole on trips;
and

c. a recording mud-pit-level indicator to determine
mud-pit-volume gains and losses. This indicator shall
include both a visual and an audible warning device.

E. The minimum BOP-system components for well-
workover operations with the tree in place and performed
through the wellhead inside of conventional tubing using
small-diameter jointed pipe (usually 3/4 inch to 1 1/4 inch)
as a work string, i.e., small-tubing operations, shall include
two sets of pipe rams, and one set of blind rams.

1. An essentially full-opening work-string safety valve
in the open position on the rig floor shall be available at all
times while well-workover operations are being conducted.
This valve shall be maintained on the rig floor to fit all
connections that are in the work string. A wrench to fit the
work-string safety valve shall be stored in a location readily
accessible to the workover crew.

F. For coiled tubing operations with the production tree
in place, you must meet the following minimum
requirements for the BOP system.

1. BOP system components must be in the following
order from the top down when expected surface pressures
are less than or equal to 3,500 psi:
stripper or annular-type well control component;
hydraulically-operated blind rams;
hydraulically-operated shear rams;
kill line inlet;
hydraulically operated two-way slip rams;
hydraulically operated pipe rams.

2. BOP system components must be in the following
order from the top down when expected surface pressures
are greater than 3,500 psi:

a. stripper or annular-type well control component;

b. hydraulically-operated blind rams;

c. hydraulically-operated shear rams;
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d. kill line inlet;

e. hydraulically-operated two-way slip rams;

f.  hydraulically-operated pipe rams;

g. hydraulically-operated blind-shear rams. These

rams should be located as close to the tree as practical.

3. BOP system components must be in the following
order from the top down for wells with returns taken through
an outlet on the BOP stack:
stripper or annular-type well control component;
hydraulically-operated blind rams;
hydraulically-operated shear rams;
kill line inlet;
hydraulically-operated two-way slip rams;
hydraulically-operated pipe rams;

a flow tee or cross;
hydraulically-operated pipe rams;

i.  hydraulically-operated blind-shear rams on wells
with surface pressures less than or equal to 3,500 psi. As an
option, the pipe rams can be placed below the blind-shear
rams. The blind-shear rams should be placed as close to the
tree as practical.

4. A set of hydraulically-operated combination rams
may be used for the blind rams and shear rams.

5. A set of hydraulically-operated combination rams
may be used for the hydraulic two-way slip rams and the
hydraulically-operated pipe rams.

6. A dual check valve assembly must be attached to
the coiled tubing connector at the downhole end of the
coiled tubing string for all coiled tubing well-workover
operations. To conduct operations without a downhole check
valve, it must be approved by the district manager.

7. A kill line and a separate choke line are required.
Each line must be equipped with two full-opening valves
and at least one of the valves must be remotely controlled. A
manual valve must be used instead of the remotely
controlled valve on the kill line if a check valve is installed
between the two full-opening manual valves and the pump
or manifold. The valves must have a working pressure rating
equal to or greater than the working pressure rating of the
connection to which they are attached, and must be installed
between the well control stack and the choke or kill line. For
operations with expected surface pressures greater than
3,500 psi, the kill line must be connected to a pump or
manifold. The kill line inlet on the BOP stack must not be
used for taking fluid returns from the wellbore.

8. The hydraulic-actuating system must provide
sufficient accumulator capacity to close-open-close each
component in the BOP stack. This cycle must be completed
with at least 200 psi above the pre-charge pressure without
assistance from a charging system.

9. All connections used in the surface BOP system
from the tree to the uppermost required ram must be flanged,
including the connections between the well control stack and
the first full-opening valve on the choke line and the kill
line.

10. The coiled tubing connector must be tested to a low
pressure of 200 to 300 psi, followed by a high pressure test
to the rated working pressure of the connector or the
expected surface pressure, whichever is less. The dual check
valves must be successfully pressure tested to the rated
working pressure of the connector, the rated working
pressure of the dual check valve, expected surface pressure,
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or the collapse pressure of the coiled tubing, whichever is
less.

G. The minimum BOP-system components for well-
workover operations with the tree in place and performed by
moving tubing or drill pipe in or out of a well under pressure
utilizing equipment specifically designed for that purpose,
i.e., snubbing operations, shall include the following:

1. one set of pipe rams hydraulically operated; and

2. two sets of stripper-type pipe rams hydraulically
operated with spacer spool.

H. Test pressures must be recorded during BOP and
coiled tubing tests on a pressure chart, or with a digital
recorder, unless otherwise approved by the district manager.
The test interval for each BOP system component must be
five minutes, except for coiled tubing operations, which
must include a 10 minute high-pressure test for the coiled
tubing string.

I.  Wireline Operations. The operator shall comply with
the following requirements during routine, as defined in
Subsection A of this Section, and nonroutine wireline
workover operations.

1. Wireline operations shall be conducted so as to
minimize leakage of well fluids. Any leakage that does occur
shall be contained to prevent pollution.

2. All wireline perforating operations and all other
wireline operations where communication exists between the
completed hydrocarbon-bearing zone(s) and the wellbore
shall use a lubricator assembly containing at least one
wireline valve.

3. When the lubricator is initially installed on the well,
it shall be successfully pressure tested to the expected shut-
in surface pressure.

J. Following completion of the well-workover activity,
all such records shall be retained by the operator for a period
of two years.

K. An essentially full-opening work-string safety valve
in the open position on the rig floor shall be available at all
times while well-workover operations are being conducted.
This valve shall be maintained on the rig floor to fit all
connections that are in the work string. A wrench to fit the
work-string safety valve shall be stored in a location readily
accessible to the workover crew.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

§213. Diesel Engine Safety Requirements

A. Each diesel engine with an air take device must be
equipped to shut down the diesel engine in the event of a
runaway.

1. A diesel engine that is not continuously manned,
must be equipped with an automatic shutdown device.

2. A diesel engine that is continuously manned, may
be equipped with either an automatic or remote manual air
intake shutdown device.

3. A diesel engine does not have to be equipped with
an air intake device if it meets one of the following criteria:

a. starts a larger engine;

b. powers a firewater pump;

c. powers an emergency generator;

d. powers a bop accumulator system;

e. provides air supply to divers or confined entry
personnel;
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f.  powers temporary equipment on a nonproducing
platform;

g. powers an escape capsule; or

h. powers a portable single-cylinder rig washer.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

§215. Drilling Fluids

A. The inspectors and engineers of the Office of
Conservation shall have access to the mud records of any
drilling well, except those records which pertain to special
muds and special work with respect to patentable rights, and
shall be allowed to conduct any essential test or tests on the
mud used in the drilling of a well. When the conditions and
tests indicate a need for a change in the mud or drilling fluid
program in order to insure proper control of the well, the
district manager shall require the operator or company to use
due diligence in correcting any objectionable conditions.

B. Well-control fluids, equipment, and operations shall
be designed, utilized, maintained, and/or tested as necessary
to control the well in foreseeable conditions and
circumstances.

C. The well shall be continuously monitored during all
operations and shall not be left unattended at any time unless
the well is shut in and secured.

D. The following well-control-fluid equipment shall be
installed, maintained, and utilized:

1. afill-up line above the uppermost BOP;

2. a well-control, fluid-volume measuring device for
determining fluid volumes when filling the hole on trips; and

3. a recording mud-pit-level indicator to determine
mud-pit-volume gains and losses. This indicator shall
include both a visual and an audible warning device.

E. Safe Practices

1. Before starting out of the hole with drill pipe, the
drilling fluid must be properly conditioned. A volume of
drilling fluid equal to the annular volume must be circulated
with the drill pipe just off-bottom. This practice may be
omitted if documentation in the driller's report shows:

a. no indication of formation fluid influx before
starting to pull the drill pipe from the hole;

b. the weight of returning drilling fluid is within 0.2
pounds per gallon of the drilling fluid entering the hole.

2. Record each time drilling fluid is circulated in the
hole in the driller’s report.

3. When coming out of the hole with drill pipe, the
annulus must be filled with drilling fluid before the
hydrostatic pressure decreases by 75 psi, or every five stands
of drill pipe, whichever gives a lower decrease in hydrostatic
pressure. The number of stands of drill pipe and drill collars
that you may pull must be calculated before you fill the hole.
Both sets of numbers must be posted near the driller's
station. A mechanical, volumetric, or electronic device must
be used to measure the drilling fluid required to fill the hole.

4. Controlled rates must be used to run and pull drill
pipe and downhole tools so you do not swab or surge the
well.

5. When there is an indication of swabbing or influx
of formation fluids, appropriate measures must be taken to
control the well. Circulate and condition the well, on or near-
bottom, unless well or drilling-fluid conditions prevent
running the drill pipe back to the bottom.



6. The maximum pressures must be calculated and
posted near the driller's console that you may safely contain
under a shut-in BOP for each casing string. The pressures
posted must consider the surface pressure at which the
formation at the shoe would break down, the rated working
pressure of the BOP stack, and 70 percent of casing burst (or
casing test as approved by the district manager). As a
minimum, you must post the following two pressures:

a. the surface pressure at which the shoe would
break down. This calculation must consider the current
drilling fluid weight in the hole; and

b. the lesser of the BOP's rated working pressure or
70 percent of casing-burst pressure (or casing test otherwise
approved by the district manager).

7. An operable drilling fluid-gas separator and
degasser must be installed before you begin drilling
operations. This equipment must be maintained throughout
the drilling of the well.

8. The test fluids in the hole must be circulated or
reverse circulated before pulling drill-stem test tools from
the hole. If circulating out test fluids is not feasible, with an
appropriate kill weight fluid test fluids may be bullhead out
of the drill-stem test string and tools.

9. When circulating, the drilling fluid must be tested
at least once each work shift or more frequently if conditions
warrant. The tests must conform to industry-accepted
practices and include density, viscosity, and gel strength;
hydrogen ion concentration; filtration; and any other tests
the district manager requires for monitoring and maintaining
drilling fluid quality, prevention of downhole equipment
problems and for kick detection. The test results must be
recorded in the drilling fluid report.

F.  Monitoring Drilling Fluids

1. Once drilling fluid returns are established, the
following drilling fluid-system monitoring equipment must
be installed throughout subsequent drilling operations. This
equipment must have the following indicators on the rig
floor:

a. pit level indicator to determine drilling fluid-pit
volume gains and losses. This indicator must include both a
visual and an audible warning device;

b. volume measuring device to accurately
determine drilling fluid volumes required to fill the hole on
trips;

c. return indicator devices that indicate the
relationship between drilling fluid-return flow rate and pump
discharge rate. This indicator must include both a visual and
an audible warning device; and

d. gas-detecting equipment to monitor the drilling
fluid returns. The indicator may be located in the drilling
fluid-logging compartment or on the rig floor. If the
indicators are only in the logging compartment, you must
continually man the equipment and have a means of
immediate communication with the rig floor. If the
indicators are on the rig floor only, an audible alarm must be
installed.

G. Drilling Fluid Quantities

1. Quantities of drilling fluid and drilling fluid
materials must be maintained and replenished at the drill site
as necessary to ensure well control. These quantities must be
determined based on known or anticipated drilling
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conditions, rig storage capacity, weather conditions, and
estimated time for delivery.

2. The daily inventories of drilling fluid and drilling
fluid materials must be recorded, including weight materials
and additives in the drilling fluid report.

3. [If there are not sufficient quantities of drilling fluid
and drilling fluid material to maintain well control, the
drilling operations must be suspended.

H. Drilling Fluid-Handling Areas

1. Drilling fluid-handling areas must be classified
according to API RP 500, Recommended Practice for
Classification of Locations for Electrical Installations at
Petroleum Facilities, Classified as Class I, Division 1 and
Division 2 or API RP 505, Recommended Practice for
Classification of Locations for Electrical Installations at
Petroleum Facilities, Classified as Class 1, Zone 0, Zone 1,
and Zone 2. In areas where dangerous concentrations of
combustible gas may accumulate. A ventilation system and
gas monitors must be installed and maintained. Drilling
fluid-handling areas must have the following safety
equipment:

a. a ventilation system capable of replacing the air
once every 5 minutes or 1.0 cubic feet of air-volume flow
per minute, per square foot of area, whichever is greater. In
addition:

i. if natural means provide adequate ventilation,
then a mechanical ventilation system is not necessary;

ii. if a mechanical system does not run
continuously, then it must activate when gas detectors
indicate the presence of 1 percent or more of combustible
gas by volume; and

iii. if discharges from a mechanical ventilation
system may be hazardous, the drilling fluid-handling area
must be maintained at a negative pressure. The negative
pressure area must be protected by using at least one of the
following: a pressure-sensitive alarm, open-door alarms on
each access to the area, automatic door-closing devices, air
locks, or other devices approved by the district manager;

b. gas detectors and alarms except in open areas
where adequate ventilation is provided by natural means.
Gas detectors must be tested and recalibrated quarterly. No
more than 90 days may elapse between tests;

c. explosion-proof or  pressurized electrical
equipment to prevent the ignition of explosive gases. Where
air is used for pressuring equipment, the air intake must be
located outside of and as far as practicable from hazardous
areas; and

d. alarms that
ventilation system fails.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

Subpart 4. Statewide Order No. 29-B-a
Chapter 11.  Required Use of Storm Chokes
§1101. Scope

A. Order establishing rules and regulations concerning
the required use of storm chokes to prevent blowouts or
uncontrolled flow in the case of damage to surface
equipment.

AUTHORITY NOTE: Promulgated in accordance with Act
157 of the Legislature of 1940.

activate when the mechanical
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HISTORICAL NOTE: Adopted by the Department of
Conservation, March 15, 1946, amended March 1, 1961, amended
and promulgated by the Department of Natural Resources, Office
of Conservation, LR 20:1127 (October 1994), amended LR 37:
§1103. Applicability

A. All wells capable of flow with a surface pressure in
excess of 100 pounds, falling within the following
categories, shall be equipped with storm chokes:

1. any locations inaccessible during periods of storm
and/or floods, including spillways;

2. located in bodies of water being actively navigated;

3. located in wildlife refuges and/or game preserves;

4. located within 660 feet of railroads, ship channels,
and other actively navigated bodies of water;

5. located within 660 feet of state and federal
highways in southeast Louisiana, in that area east of a north-
south line drawn through New Iberia and south of an east-
west line through Opelousas;

6. located within 660 feet of state and federal
highways in northeast Louisiana, in that area bounded on the
west by the Ouachita River, on the north by the Arkansas-
Louisiana line, on the east by the Mississippi River, and on
the south by the Black and Red Rivers;

7. located within 660 feet of the following highways:

a. U.S. Highway 71 between Alexandria and Krotz
Springs;

b. U.S. Highway 190 between Opelousas and Krotz
Springs;

c. U.S. Highway 90 between Lake Charles and the
Sabine River;

8. located within the corporate limits of any city,
town, village, or other municipality.

AUTHORITY NOTE: Promulgated in accordance with Act
157 of the Legislature of 1940.

HISTORICAL NOTE: Adopted by the Department of
Conservation, March 15, 1946, amended March 1, 1961, amended
and promulgated by Department of Natural Resources, Office of
Conservation, LR 20:1128 (October 1994), amended LR 37:
§1104. General Requirements for Storm Choke Use at

Water Locations

A. This Section only applies to oil and gas wells at
water locations.

B. A subsurface safety valve shall be designed, installed,
used, maintained, and tested to ensure reliable operation.

1. The device shall be installed at a depth of 100 feet
or more below the seafloor within 2 days after production is
established.

2. Until a subsurface safety device is installed, the
well shall be attended in the immediate vicinity so that
emergency actions may be taken while the well is open to
flow. During testing and inspection procedures, the well
shall not be left unattended while open to production unless
a properly operating subsurface-safety device has been
installed in the well.

3. The well shall not be open to flow while the
subsurface safety device is removed, except when flowing of
the well is necessary for a particular operation such as
cutting paraffin, bailing sand, or similar operations.

4. All SSSV's must be inspected, installed, used,
maintained, and tested in accordance with American
Petroleum  Institute = Recommended  Practice  14B,
Recommended Practice for Design, Installation, Repair, and
Operation of Subsurface Safety Valve Systems.
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C. Temporary Removal for Routine Operations

1. Each wireline or pumpdown-retrievable subsurface
safety device may be removed, without further authorization
or notice, for a routine operation which does not require the
approval of Form DM-4R.

2. The well shall be identified by a sign on the
wellhead stating that the subsurface safety device has been
removed. If the master valve is open, a trained person shall
be in the immediate vicinity of the well to attend the well so
that emergency actions may be taken, if necessary.

3. A platform well shall be monitored, but a person
need not remain in the well-bay area continuously if the
master valve is closed. If the well is on a satellite structure, it
must be attended or a pump-through plug installed in the
tubing at least 100 feet below the mud line and the master
valve closed, unless otherwise approved by the district
manager.

4. Each operator shall maintain records indicating the
date a subsurface safety valve is removed, the reason for its
removal, and the date it is reinstalled

D. Emergency Action. In the event of an emergency,
such as an impending storm, any well not equipped with a
subsurface safety device and which is capable of natural
flow shall have the device properly installed as soon as
possible with due consideration being given to personnel
safety.

E. Design and Operation

1. All SSSVs must be inspected, installed, maintained,
and tested in accordance with API RP 14H, Recommended
Practice for Installation, Maintenance, and Repair of Surface
Safety Valves and Underwater Safety Valves Offshore.

2. Testing requirements for subsurface safety devices
are as follows.

a. All SSSV's shall be tested for operation and for
leakage at least once each calendar month, but at no time
shall more than six weeks elapse between tests. SSSV's must
be tested in accordance with the test procedures specified in
API RP 14H. If a SSSV does not operate properly or if any
fluid flow is observed during the leakage test, the valve shall
be repaired or replaced.

b. Each subsurface-controlled SSSV installed in a
well shall be removed, inspected, and repaired or adjusted,
as necessary, and reinstalled or replaced at intervals not
exceeding 6 months for those valves not installed in a
landing nipple and 12 months for those valves installed in a
landing nipple.

3. Records must be retained for a period of two years
for each safety device installed.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:4 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Natural Resources, Office of Conservation, LR 37:

§1105. Waivers

A. Onshore Wells. Where the use of storm chokes would
unduly interfere with normal operation of a well, the district
manager may, upon submission of pertinent data, in writing,
waive the requirements of this order.

B. Offshore Wells

1. The district manager, upon submission of pertinent
data, in writing explaining the efforts made to overcome the
particular difficulties encountered, may waive the use of a
subsurface safety valve under the following circumstances,



and may, in his discretion, require in lieu thereof a surface
safety valve:

a. where sand is produced to such an extent or in
such a manner as to tend to plug the tubing or make
inoperative the subsurface safety valve;

b. when the flowing pressure of the well is in excess
of 100 psi but is inadequate to activate the subsurface safety
valve;

c. where flow rate fluctuations or water production
difficulties are so severe that the subsurface safety valve
would prevent the well from producing at its allowable rate;

d.  where mechanical well conditions do not permit
the installation of a subsurface safety valve;

e. in such other cases as the district manager may
deem necessary to grant an exception.

AUTHORITY NOTE: Promulgated in accordance with Act
157 of the Legislature of 1940.

HISTORICAL NOTE: Adopted by the Department of
Conservation, March 1, 1961, amended March 15, 1961, amended
and promulgated by Department of Natural Resources, Office of
Conservation, LR 20:1128 (October 1994), amended LR 37:

James H. Welsh

Commissioner
1106#002

DECLARATION OF EMERGENCY

Department of Wildlife and Fisheries
Office of The Secretary

Atchafalaya Basin Closure Continuation

Due to excessive high water throughout the Mississippi
Valley, the Atchafalaya Basin and points south are
experiencing flooding, which has been greatly exacerbated
by the opening of the Morganza Floodway. The governor has
issued an Emergency Proclamation, No. 41BJ2011, to
address flooding issues throughout the state. Entergy
(Entergy Gulf States Inc.) has approximately four miles of
high voltage electrical transmission line which spans that
area from the Henderson Levee to the Butte LaRose Levee.
This line currently has approximately 12 feet of clearance.
The water level is expected to rise an additional 5 feet,
which would provide only 7 feet of clearance. This would
create a deadly hazard for boaters in the vicinity of the line.
Without emergency action by this department, Entergy
would be required to de-energize the line. Should the line
have to be de-energized, a number of customers, as well as
the welcome center on I-10 would be without service, a
situation which all parties wish to avoid. To avoid de-
energizing the line, Entergy has requested the department to
restrict boat traffic in the vicinity of this line. Therefore, in
an effort to avoid the loss of electricity to citizens for an
indefinite period of time, while avoiding the electrocution of
boaters, and in accordance with the provisions of R.S.
34:851.14.1, the department has determined that it is
necessary to prohibit all boating in the below described area:

That portion of the Atchafalaya Basin Spillway which is
contiguous to the Entergy line and which is more
particularly described as follows:

The entirety of that portion of the Atchafalaya Basin
Spillway between the West Protection (Guide) Levee and the
Butte LaRose Levee on the west bank of the Atchafalaya
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River, which is south of a line running from 30.331556, -
91.7881 to 30.349317, -91.723331 and which is north of
Interstate 10, which coincides with a line running from
30.323706, -91.788605 to 30.342755, -91.7196.

During this closure all watercraft are prohibited in the
closed area. This closure was first put into effect on
Thursday, May 26, 2011 at 6 a.m. It was anticipated that it
would be possible to lift this closure prior to seven days
beyond the June 2011 Wildlife and Fisheries Commission
meeting; however, lingering high water levels make it
apparent that the closure must be continued in effect past
that time. This Declaration of Emergency closure shall
become effective for all boaters at 6 a.m. on Thursday, June
9, 2011. This Declaration of Emergency closure shall remain
in effect for the maximum period allowed under the
Administrative Procedure Act or until rescinded by the
secretary.

Robert J. Barham

Secretary
1106#032

DECLARATION OF EMERGENCY

Department of Wildlife and Fisheries
Office of The Secretary

Atchafalaya Basin Flooding Closure

Due to excessive high water throughout the Mississippi
Valley, the Atchafalaya Basin and points south are
experiencing flooding, which has been greatly exacerbated
by the opening of the Morganza Floodway. The governor has
issued an Emergency Proclamation, No. 41BJ2011, to
address flooding issues throughout the state. Entergy
(Entergy Gulf States Inc.) has approximately four miles of
high voltage electrical transmission line which spans that
area from the Henderson Levee to the Butte LaRose Levee.
This line currently has approximately 12 feet of clearance.
The water level is expected to rise an additional 5 feet,
which would provide only 7 feet of clearance. This would
create a deadly hazard for boaters in the vicinity of the line.
Without emergency action by this department, Entergy
would be required to de-energize the line. Should the line
have to be de-energized, a number of customers, as well as
the Welcome Center on I-10 would be without service, a
situation which all parties wish to avoid. To avoid de-
energizing the line, Entergy has requested the department to
restrict boat traffic in the vicinity of this line. Therefore, in
an effort to avoid the loss of electricity to citizens for an
indefinite period of time, while avoiding the electrocution of
boaters, and in accordance with the provisions of R.S.
34:851.14.1, the department has determined that it is
necessary to prohibit all boating in the below described area:

That portion of the Atchafalaya Basin Spillway which is
contiguous to the Entergy line and which is more
particularly described as follows:

The entirety of that portion of the Atchafalaya Basin
Spillway between the West Protection (Guide) Levee and the
Butte LaRose Levee on the west bank of the Atchafalaya
River, which is south of a line running from 30.331556, -
91.7881 to 30.349317, -91.723331 and which is north of
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Interstate 10, which coincides with a line running from
30.323706, -91.788605 to 30.342755, -91.7196.

During this closure all watercraft are prohibited in the
closed area. This Declaration of Emergency closure shall
become effective for all boaters at 6 a.m. on Thursday, May
26, 2011. This Declaration of Emergency closure shall
remain in effect for the maximum period allowed under the
Administrative Procedure Act or until rescinded by the
secretary.

Robert J. Barham

Secretary
1106#013

DECLARATION OF EMERGENCY

Department of Wildlife and Fisheries
Wildlife and Fisheries Commission

Oyster Bedding Season—CSA 1

In accordance with the emergency provisions of the
Administrative Procedure Act, R.S. 49:953, and under the
authority of R.S. 56:433(B)1 which provides that the
Wildlife and Fisheries Commission may designate what
parts or portions of the natural reefs may be fished for
oysters, the Wildlife and Fisheries Commission hereby
declares that the public oyster seed grounds within the
following areas shall open for the harvest of seed oysters for
bedding purposes only at one-half hour before sunrise on
Saturday, May 14, 2011 and shall close at one-half hour after
sunset on Tuesday, May 31, 2011:

1. Department of Health and Hospitals’ harvest area 1;

2. Department of Health and Hospitals’ harvest area 2;
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3. that portion of Department of Health and Hospitals’
harvest area 3 located north of a line of latitude 30 degrees
00 minutes 00.0 seconds N and east of a line of longitude 89
degrees 22 minutes 50.0 seconds W.

The special bedding-only season described above shall be
opened with the following provisions.

1. All oysters on board a vessel actively harvesting
oysters in the public seed grounds described above shall be
presumed to have been taken from the public seed grounds
described above.

2. No oyster harvester who is actively harvesting oysters
in the public seed ground described above shall have on
board his vessel any sacks or containers which may be used
to hold oysters for transport to market.

3. No harvester shall sell, or transport with his vessel,
oysters intended for market sales on the same day that he
harvested seed oysters from the public seed grounds
described above.

Harvestable quantities of oyster resources exist in these
public oyster seed grounds and the opening of the Bonnet
Carre’ Spillway may place those resources in imminent peril.
As significant oyster mortalities could be experienced due to
the anticipated depression of salinity, allowing limited
harvest of the resource prior to the oyster mortality is in the
best interest of the public.

The Secretary of the Department of Wildlife and Fisheries
is authorized to take emergency action as necessary to open
or close public oyster areas based on the best available
biological data upon notification to the Chairman of the
Wildlife and Fisheries Commission.

Stephen W. Sagrera

Chairman
1105#001



Rules

RULE

Board of Elementary and Secondary Education

Bulletin 746—Louisiana Standards for State Certification of
School Personnel—Requirements to Add Early Childhood
(Grades PK-3)(LAC 28:CXXX1.605)

Editor’s Note: This Rule is being repromulgated to correct a
citation error. The original Rule may be viewed on page 883
of'the March 20, 2011 edition of the Louisiana Register.

In accordance with R.S. 49:950 et seq., the Administrative
Procedure Act, the Board of Elementary and Secondary
Education has amended Bulletin 746—Louisiana Standards
for State Certification of School Personnel: §605.
Requirements to add Early Childhood (Grades PK-3). This
revision in policy specifies that to add Early Childhood PK-3
to an existing teaching certificate, PRAXIS examination
#0521 must be completed. This revision is a correction of
current Bulletin 746 policy.

Title 28
EDUCATION
Part CXXXI. Bulletin 746—Louisiana Standards for
State Certification of School Personnel
Chapter 6. Endorsements to Existing Certificates
Subchapter A. Regular Education Level and Area
Endorsements

Requirements to add Early Childhood (Grades
PK-3)

A. Individuals holding a valid elementary certificate
(e.g., 1-4, 1-5, 1-6, or 1-8) must achieve one of the
following:

1. passing score for Praxis principles of learning and
teaching early childhood (#0521); or

2. 12 semester hours of combined nursery school and
kindergarten coursework.

B. Individuals holding a valid upper elementary or
middle school certificate (e.g., 4-8, 5-8, 6-8), secondary
school certificate (e.g., 6-12, 7-12, 9-12), special education
certificate (other than early interventionist), or an all-level
K-12 certificate (art, dance, foreign language, health,
physical education, health and physical education, music)
must achieve the following:

1. passing score for Praxis elementary education:
content knowledge exam (#0014);

2. passing score for Praxis principles of learning and
teaching early childhood (#0521) OR accumulate 12 credit
hours of combined nursery school and kindergarten
coursework;

3. nine semester hours of reading coursework.

C.-C3. ..

AUTHORITY NOTE: Promulgated in accordance with R.S.
17:6 (A)(10), (11), (15); R.S. 17:7(6); R.S. 17:10; R.S. 17:22(6);
R.S. 17:391.1-391.10; R.S. 17:411.

§605.
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HISTORICAL NOTE: Promulgated by the Board of
Elementary and Secondary Education, LR 32:1815 (October 2006),
amended LR 37:1561 (March 2011).

Catherine R. Pozniak

Executive Director
1103#034

RULE

Student Financial Assistance Commission
Office of Student Financial Assistance

Scholarship/Grant Programs—Academic Year
(LAC 28:1V.301)

The Louisiana Student Financial Assistance Commission
(LASFAC) has amended its Scholarship/Grant rules (R.S.
17:3021-3025, 3041.10-3041.15, 3042.1, 3048.1, 3048.5 and
3048.6). (SG11129R)

Title 28
EDUCATION
Part IV. Student Financial Assistance—Higher

Education Scholarship and Grant Programs
Chapter 3. Definitions
§301. Definitions

A. Words and terms not otherwise defined in this
Chapter shall have the meanings ascribed to such words and
terms in this Section. Where the masculine is used in these
rules, it includes the feminine, and vice versa; where the
singular is used, it includes the plural, and vice versa.

Academic Year (college)—

a. Through the 2007-2008 academic year, the two-
and four-year college and university academic year begins
with the fall term of the award year, includes the winter
term, if applicable, and concludes with the completion of the
spring term of the award year. Intersessions ending during
the academic year are included in the academic year. The
two- and four-year college and university academic year
does not include summer sessions or intersessions that do
not end during the academic year.

b. During the 2008-2009 academic year, the
academic year begins with the fall term of the award year,
includes the winter term, if applicable, and concludes with
the completion of the intersession immediately following the
spring term of the award year. Intersessions ending during
the academic year, including the intersession immediately
following the spring term, are included in the academic year.
The two- and four-year college and university academic year
does not include summer sessions or other intersessions.

c. Beginning with the 2009-2010 academic year and
thereafter, the academic year begins with the fall term of the
award year and concludes with the completion of the spring
term of the award year or the intersession immediately
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following the spring term if such intersession ends no later
than June 15, whichever is later. Any intersession or term
that begins and ends during the academic year is included.
The two- and four-year college and university academic year
does not include other intersessions or summer sessions. See
the definition of intersession below.
k ok sk
Intersession—

a. During the 2008-2009 academic year, an
academic term between regular semesters/terms that
provides credit courses to students in an intensive,
condensed format.

b. Beginning with the 2009-2010 academic year,
any academic term that provides credit courses to students in
an intensive, condensed format that is no longer than 15
class days.

k ok sk

AUTHORITY NOTE: Promulgated in accordance with R.S.
17:3021-3025, R.S. 17:3042.1 and R.S. 17:3048.1.

HISTORICAL NOTE: Promulgated by the Student Financial
Assistance Commission, Office of Student Financial Assistance,
LR 22:338 (May 1996), repromulgated LR 24:632 (April 1998),
amended LR 24:1898 (October 1998), LR 24:2237 (December
1998), LR 25:256 (February 1999), LR 25:654 (April 1999), LR
25:1458 and 1460 (August 1999), LR 25:1794 (October 1999), LR
26:65 (January 2000), LR 26:688 (April 2000), LR 26:1262 (June
2000), LR 26:1601 (August 2000), LR 26:1993, 1999 (September
2000), LR 26:2268 (October 2000), LR 26:2752 (December 2000),
LR 27:36 (January 2001), LR 27:284 (March 2001), LR 27:1219
(August 2001), LR 27:1840 (November 2001), LR 27:1875
(November 2001), LR 28:45 (January 2002), LR 28:446 (March
2002), LR 28:772 (April 2002), LR 28:2330, 2331 (November
2002), LR 29:555 (April 2003), LR 29:879 (June 2003), LR
30:1159 (June 2004), LR 30:2015 (September 2004), LR 31:36
(January 2005), LR 31:3112 (December 2005), LR 33:86 (January
2007), LR 33:439 (March 2007), LR 33:1339 (July 2007), LR
33:2612 (December 2007), LR 34:234 (February 2008), LR
34:1388 (July 2008), LR 34:1884 (September 2008), LR 35:228
(February 2009), LR 35:1489 (August 2009), LR 35:1490 (August
2009), LR 36:311 (February 2010), LR 36:490 (March 2010), LR
36:2854 (December 2010), LR 37:1561 (June 2010).

George Badge Eldredge

General Counsel
1106#004

RULE

Student Financial Assistance Commission
Office of Student Finanical Assistance

Scholarship/Grant Programs—Tuition
(LAC 28:1V.301)

The Louisiana Student Financial Assistance Commission
(LASFAC) has amended its Scholarship/Grant rules (R.S.
17:3021-3025, 3041.10-3041.15, 3042.1, 3048.1, 3048.5 and
3048.6). (SG11125R)
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Title 28
EDUCATION
Part IV. Student Financial Assistance—Higher

Education Scholarship and Grant Programs
Chapter 3. Definitions
§301. Definitions

A. Words and terms not otherwise defined in these rules
shall have the meanings ascribed to such words and terms in
this Section. Where the masculine is used in these rules, it
includes the feminine, and vice versa; where the singular is
used, it includes the plural, and vice versa.

%k ok
Tuition—

a. Through the fall semester or term and winter
quarter of the 2010-2011 award year, the fee charged each
student by a post-secondary institution to cover the student's
share of the cost of instruction, including all other
mandatory enrollment fees charged to all students except for
the technology fee authorized by Act 1450 of the 1997
Regular Session of the Legislature:

i. which were in effect as of January 1, 1998;

ii. any changes in the cost of instruction
authorized by the legislature and implemented by the
institution after that date; and

iii. for programs with alternative scheduling
formats that are approved in writing by the Board of Regents
after that date. Any payment for enrollment in one of these
programs shall count towards the student's maximum
eligibility for his award:

(a). up to the equivalent of eight full time
semesters of postsecondary education in full time semesters
for the TOPS Opportunity, Performance and Honors Award;
or

(b). up to the equivalent of two years of
postsecondary education in full time semesters and summer
sessions for the TOPS Tech Award.

b. Beginning with the spring semester, quarter or
term of the 2010-2011 award year:

i. the tuition and mandatory fees authorized in
Subparagraph a above; or

ii. the tuition fee amount published by the
postsecondary institution, whichever is greater.

% ok k

AUTHORITY NOTE: Promulgated in accordance with R.S.
17:3021-3025, R.S. 17:3042.1 and R.S. 17:3048.1.

HISTORICAL NOTE: Promulgated by the Student Financial
Assistance Commission, Office of Student Financial Assistance,
LR 22:338 (May 1996), repromulgated LR 24:632 (April 1998),
amended LR 24:1898 (October 1998), LR 24:2237 (December
1998), LR 25:256 (February 1999), LR 25:654 (April 1999), LR
25:1458 and 1460 (August 1999), LR 25:1794 (October 1999), LR
26:65 (January 2000), LR 26:688 (April 2000), LR 26:1262 (June
2000), LR 26:1601 (August 2000), LR 26:1993, 1999 (September
2000), LR 26:2268 (October 2000), LR 26:2752 (December 2000),
LR 27:36 (January 2001), LR 27:284 (March 2001), LR 27:1219
(August 2001), LR 27:1840 (November 2001), LR 27:1875
(November 2001), LR 28:45 (January 2002), LR 28:446 (March
2002), LR 28:772 (April 2002), LR 28:2330, 2331 (November



2002), LR 29:555 (April 2003), LR 29:879 (June 2003), LR
30:1159 (June 2004), LR 30:2015 (September 2004), LR 31:36
(January 2005), LR 31:3112 (December 2005), LR 33:86 (January
2007), LR 33:439 (March 2007), LR 33:1339 (July 2007), LR
33:2612 (December 2007), LR 34:234 (February 2008), LR
34:1388 (July 2008), LR 34:1884 (September 2008), LR 35:228
(February 2009), LR 35:1489 (August 2009), LR 35:1490 (August
2009), LR 36:311 (February 2010), LR 36:490 (March 2010), LR
36:2854 (December 2010), LR 37:1562 (June 2011).

George Badge Eldredge

General Counsel
1106#005

RULE

Department of Environmental Quality
Office of the Secretary

Emergency Response for Solid Waste Facilities
(LAC 33:VIL.115, 513, 521, 711, 713,
715,717,721, 723 and 725)(SW054)

Under the authority of the Environmental Quality Act,
R.S. 30:2001 et seq., and in accordance with the provisions
of the Administrative Procedure Act, R.S. 49:950 et seq., the
secretary has amended the Solid Waste regulations, LAC
33:VIL115, 513, 521, 711, 713, 715, 717, 721, 723 and 725
(SW054).

This Rule will allow the department to implement the
revised requirements for emergency response standards at
solid waste facilities, as required by Act 862 of the 2010
Legislative Session, which became effective on July 1, 2010.
The revised requirements will help ensure that capabilities
are in place for first responders in the event of accident, fire,
explosion or other emergency at these facilities. Act 862 of
the 2010 Legislative Session repealed the statutes (R.S. 2157
and 2157.1) that provided the basis for the present
emergency response standards for solid waste facilities. The
Act directs the secretary to promulgate new regulations prior
to July 1, 2011. Under the new regulations, prospective
applicants for new or renewal solid waste standard permits
will be required to submit an emergency response plan to the
Louisiana State Fire Marshal's Office, and obtain approval of
the plan, before submitting an application to LDEQ. The
basis and rationale of this Rule creates a definitive set of
standards for emergency response requirements at solid
waste facilities in Louisiana. This Rule meets an exception
listed in R.S. 30:2019(D)(2) and R.S. 49:953(G)(3);
therefore, no report regarding environmental/health benefits
and social/economic costs is required.

Title 33
ENVIRONMENTAL QUALITY
Part VII. Solid Waste
Subpart 1. Solid Waste Regulations
Chapter 1. General Provisions and Definitions
§115.  Definitions

A. For all purposes of these rules and regulations, the
terms defined in this Section shall have the following
meanings, unless the context of use clearly indicates
otherwise.

% %k ok

Contingency Plan—Repealed.

% %k ok

1563

Emergency Response Plan—an organized, planned,
coordinated course of action to be followed in the event of a
fire, explosion, natural disaster, or discharge or release of
waste into the environment that could endanger human
health or the environment.

% %k ok

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), amended LR 22:279
(April 1996), amended by the Office of Waste Services, Solid
Waste Division, LR 23:1145 (September 1997), amended by the
Office of Environmental Assessment, Environmental Planning
Division, LR 26:2514, 2609 (November 2000), amended by the
Office of Environmental Assessment, LR 31:1576 (July 2005),
amended by the Office of the Secretary, Legal Affairs Division, LR
33:1019 (June 2007), LR 34:1023 (June 2008), LR 34:1399 (July
2008), LR 37:1563 (June 2011).

Chapter 5. Solid Waste Management System
Subchapter B. Permit Administration
§513. Permit Process for Existing Facilities and for

Proposed Facilities

A.-Bl.c.

3. The prospective applicant shall file an emergency
response plan, as defined in LAC 33:VIL.115.A, with the
Louisiana State Fire Marshal as a special structures plan,
prior to submittal of a new or renewal application for a solid
waste permit. The content of the plan shall be in accord with
applicable sections of LAC 33:VIL.Chapter 7. A copy of the
plan shall also be sent to the Office of Environmental
Services. Except as provided for in LAC 33:VIL.513.B.4 or
5, no application for a permit to process or dispose of solid
waste shall be filed with nor accepted by the administrative
authority until the plan is approved by the Louisiana State
Fire Marshal. The prospective applicant shall forward a copy
of the approval to the Office of Environmental Services. The
approved emergency response plan shall be considered
applicable to subsequent permit applications submitted by
the same applicant, unless a revised plan is filed with the
Louisiana State Fire Marshal. After June 20, 2011, a revised
plan shall be filed with the Louisiana state fire marshal prior
to submittal of a renewal application.

4. The requirements of Paragraph B.3 of this Section
shall not apply if the prospective applicant can demonstrate
that he has the ability to meet the emergency response
requirements listed below. The prospective applicant shall
provide this demonstration to the Office of Environmental
Services and the Louisiana state fire marshal, at least 30
days prior to submittal of a new or renewal solid waste
application.

a. Requirements for Demonstration

i. The prospective applicant shall describe
arrangements (including contracts, where applicable) for
providing his own emergency response services.

ii. The minimum qualification for
firefighters/emergency responders shall be that of operations
level responder from the National Fire Protection
Association, Standard 472, or other appropriate requirement
from an applicable National Fire Protection Association
standard. At least one person trained to this level shall
respond in any incident requiring activation of emergency
response services.
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iii. The demonstration shall include a list of all
emergency equipment at the facility, such as fire
extinguishing  systems, spill  control  equipment,
communications and alarm systems (internal and external),
and decontamination equipment.

5. The requirements of Paragraph B.3 of this Section
shall not apply to permit modification requests, or to
applications for permits (initial or renewal), deemed
technically complete prior to June 20, 2011, except as
directed by the administrative authority.

C.-L ..

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), amended by the
Office of Environmental Assessment, Environmental Planning
Division, LR 26:2519 (November 2000), amended by the Office of
Environmental Assessment, LR 30:2032 (September 2004),
amended by the Office of the Secretary, Legal Affairs Division, LR
31:2488 (October 2005), LR 33:1037 (June 2007), LR 33:2143
(October 2007), LR 37:1563 (June 2011).

Subchapter D. Permit Application
§521.  Part II: Supplementary Information, All
Processing and Disposal Facilities

A -Gle. ...

f.  procedures, equipment, and emergency response
plans for protecting employees and the general public from
accidents, fires, explosions, etc., and provisions for
emergency response and care, should an accident occur
(including proximity to a hospital, fire and emergency
services, and training programs); and

Gl.g.-M.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), amended LR 19:1143
(September 1993), amended by the Office of Environmental
Assessment, Environmental Planning Division, LR 26:2521
(November 2000), amended by the Office of the Secretary, Legal
Affairs Division, LR 33:1040 (June 2007), LR 37:1564 (June
2011).

Chapter 7. Solid Waste Standards

Subchapter A. Landfills, Surface Impoundments,
Landfarms

§711. Standards Governing Landfills (Type I and II)

A.-Ds5ec.

6. Emergency Response Plan

a. Ifrequired under LAC 33:VIL.513, an emergency
response plan shall be filed with the closest fire department,
emergency medical services (EMS) agency, hospital or
clinic, and the Office of Environmental Services, after
approval by the Louisiana state fire marshal. Any significant
revision of the plan shall be approved and filed in the same
manner. The plans shall be reviewed by the permit holder
annually, and updated if necessary, or when implementation
demonstrates that a revision is needed.

b. ...

c. Requirements for Emergency Response Plan

i. The emergency response plan shall describe
the actions facility personnel must take in response to
accident, fire, explosion, or other emergencies.
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ii. If the owner or operator has already prepared
an emergency response plan or contingency plan, he need
only amend that plan to incorporate solid waste management
provisions that are sufficient to comply with these
requirements as applicable.

iii. The plan must designate those fire departments
or mutual aid societies, emergency medical services
agencies, and hospitals with which the facility will
coordinate emergency services.

iv. For fire departments or mutual aid societies,
the applicable response requirement shall be that of
operations level responder from the National Fire Protection
Association, Standard 472, or other appropriate requirement
from an applicable National Fire Protection Association
standard. At least one person trained to this level shall
respond in any incident requiring activation of emergency
response services.

v. For emergency medical services (EMS), the
response requirement shall be that of emergency medical
technician—basic, or equivalent. At least one person trained
to this level shall respond in any incident requiring
activation of EMS.

vi. The plan must include a list of all emergency
equipment (where required) at the facility, such as fire
extinguishing  systems, spill  control  equipment,
communications and alarm systems (internal and external),
and decontamination equipment. This list must be kept up to
date. In addition, the plan must include the location and a
physical description of each item on the list and a brief
outline of its capabilities.

vii. The plan shall include an evacuation plan for
facility personnel. The plan must describe signals to be used
to begin evacuation, evacuation routes, and alternate
evacuation routes.

viii. The plan shall include emergency notification
procedures required in LAC 33:1.Chapter 39.

d. The provisions of this Paragraph shall not apply
if the applicant demonstrates that he meets the response
requirements of the applicable sections of the National Fire
Protection Association standards, in accordance with LAC
33:VIL.513.B.4.

E.-F3d. ...

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), amended LR 19:1143
(September 1993), repromulgated LR 19:1316 (October 1993),
amended by the Office of the Secretary, LR 24:2251 (December
1998), amended by the Office of Environmental Assessment,
Environmental Planning Division, LR 26:2523 (November 2000),
repromulgated LR 27:704 (May 2001), amended LR 30:1676
(August 2004), amended by the Office of Environmental
Assessment, LR 30:2024 (September 2004), amended by the Office
of the Secretary, Legal Affairs Division, LR 31:2492 (October
2005), LR 33:1047 (June 2007), LR 33:2145 (October 2007), LR
34:1901 (September 2008), LR 37:1564 (June 2011).

§713. Standards Governing Surface Impoundments
(Type I and II)
A.-DA4.

5. Emergency Response Plan
a. Ifrequired under LAC 33:VIL.513, an emergency
response plan shall be filed with the closest fire department,



emergency medical services (EMS) agency, hospital or
clinic, and the Office of Environmental Services, after
approval by the Louisiana State Fire Marshal. Any
significant revision of the plan shall be approved and filed in
the same manner. The plans shall be reviewed by the permit
holder annually, and updated if necessary, or when
implementation demonstrates that a revision is needed.

b. ...

c. Requirements for Emergency Response Plan

i. The emergency response plan shall describe
the actions facility personnel must take in response to
accident, fire, explosion, or other emergencies.

ii. If the owner or operator has already prepared
an emergency response plan or contingency plan, he need
only amend that plan to incorporate solid waste management
provisions that are sufficient to comply with these
requirements as applicable.

iii. The plan must designate those fire departments
or mutual aid societies, emergency medical services
agencies, and hospitals with which the facility will
coordinate emergency services.

iv. For fire departments or mutual aid societies,
the applicable response requirement shall be that of
operations level responder from the National Fire Protection
Association, Standard 472, or other appropriate requirement
from an applicable National Fire Protection Association
standard. At least one person trained to this level shall
respond in any incident requiring activation of emergency
response services.

v. For emergency medical services (EMS), the
response requirement shall be that of emergency medical
technician—basic, or equivalent. At least one person trained
to this level shall respond in any incident requiring
activation of EMS.

vi. The plan must include a list of all emergency
equipment (where required) at the facility, such as fire
extinguishing  systems, spill  control  equipment,
communications and alarm systems (internal and external),
and decontamination equipment. This list must be kept up to
date. In addition, the plan must include the location and a
physical description of each item on the list and a brief
outline of its capabilities.

vii. The plan shall include an evacuation plan for
facility personnel. The plan must describe signals to be used
to begin evacuation, evacuation routes, and alternate
evacuation routes.

viii. The plan shall include emergency notification
procedures required in LAC 33:1.Chapter 39.

d. The provisions of this Paragraph shall not apply
if the applicant demonstrates that he meets the response
requirements of the applicable sections of the National Fire
Protection Association standards, in accordance with LAC
33:VIL.513.B.4.

E.-F.2.b.iv.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), repromulgated LR
19:1316 (October 1993), amended by the Office of the Secretary,
LR 24:2251 (December 1998), amended by the Office of
Environmental Assessment, Environmental Planning Division, LR
26:2524 (November 2000), repromulgated LR 27:704 (May 2001),
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amended LR 30:1676 (August 2004), amended by the Office of
Environmental Assessment, LR 30:2025 (September 2004),
amended by the Office of the Secretary, Legal Affairs Division, LR
31:2493 (October 2005), LR 33:1053 (June 2007), LR 33:2146
(October 2007), LR 36:1241 (June 2010), LR 37:1564 (June 2011).
§715. Standards Governing Landfarms (Type I and II)
A.-DA4.
5. Emergency Response Plan

a. Ifrequired under LAC 33:VIL.513, an emergency
response plan shall be filed with the closest fire department,
emergency medical services (EMS) agency, hospital or
clinic, and the Office of Environmental Services, after
approval by the Louisiana state fire marshal. Any significant
revision of the plan shall be approved and filed in the same
manner. The plans shall be reviewed by the permit holder
annually, and updated if necessary, or when implementation
demonstrates that a revision is needed.

b. ...

c. Requirements for Emergency Response Plan

i. The emergency response plan shall describe
the actions facility personnel must take in response to
accident, fire, explosion, or other emergencies.

ii. If the owner or operator has already prepared
an emergency response plan or contingency plan, he need
only amend that plan to incorporate solid waste management
provisions that are sufficient to comply with these
requirements as applicable.

iii. The plan must designate those fire departments
or mutual aid societies, emergency medical services
agencies, and hospitals with which the facility will
coordinate emergency services.

iv. For fire departments or mutual aid societies,
the applicable response requirement shall be that of
operations level responder from the National Fire Protection
Association, Standard 472, or other appropriate requirement
from an applicable National Fire Protection Association
standard. At least one person trained to this level shall
respond in any incident requiring activation of emergency
response services.

v. For emergency medical services (EMS), the
response requirement shall be that of Emergency Medical
Technician-.Basic, or equivalent. At least one person trained
to this level shall respond in any incident requiring
activation of EMS.

vi. The plan must include a list of all emergency
equipment (where required) at the facility, such as fire
extinguishing  systems, spill  control  equipment,
communications and alarm systems (internal and external),
and decontamination equipment. This list must be kept up to
date. In addition, the plan must include the location and a
physical description of each item on the list and a brief
outline of its capabilities.

vii. The plan shall include an evacuation plan for
facility personnel. The plan must describe signals to be used
to begin evacuation, evacuation routes, and alternate
evacuation routes.

viii. The plan shall include emergency notification
procedures required in LAC 33:1.Chapter 39.

d. The provisions of this Paragraph shall not apply
if the applicant demonstrates that he meets the response
requirements of the applicable sections of the National Fire
Protection Association standards, in accordance with LAC
33:VIL.513.B.4.
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E.-F3.b. ...

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), repromulgated LR
19:1316 (October 1993), amended by the Office of the Secretary,
LR 24:2251 (December 1998), amended by the Office of
Environmental Assessment, Environmental Planning Division, LR
26:2525 (November 2000), repromulgated LR 27:704 (May 2001),
amended LR 30:1676 (August 2004), amended by the Office of
Environmental Assessment, LR 30:2025 (September 2004),
amended by the Office of the Secretary, Legal Affairs Division, LR
31:2493 (October 2005), LR 33:1058 (June 2007), LR 33:2147
(October 2007), LR 35:1880 (September 2009), LR 37:1565 (June
2011).

Subchapter B. Solid Waste Processors
§717. Standards Governing All Type I-A and I1-A

Solid Waste Processors

A. -G4.

5. Emergency Response Plan

a. Ifrequired under LAC 33:VIL.513, an emergency
response plan shall be filed with the closest fire department,
emergency medical services (EMS) agency, hospital or
clinic, and the Office of Environmental Services, after
approval by the Louisiana state fire marshal. Any significant
revision of the plan shall be approved and filed in the same
manner. The plans shall be reviewed by the permit holder
annually, and updated if necessary, or when implementation
demonstrates that a revision is needed.

b. ...

c. Requirements for Emergency Response Plan

i. The emergency response plan shall describe
the actions facility personnel must take in response to
accident, fire, explosion, or other emergencies.

ii. If the owner or operator has already prepared
an emergency response plan or contingency plan, he need
only amend that plan to incorporate solid waste management
provisions that are sufficient to comply with these
requirements as applicable.

iii. The plan must designate those fire departments
or mutual aid societies, emergency medical services
agencies, and hospitals with which the facility will
coordinate emergency services.

iv. For fire departments or mutual aid societies,
the applicable response requirement shall be that of
operations level responder from the National Fire Protection
Association, Standard 472, or other appropriate requirement
from an applicable National Fire Protection Association
standard. At least one person trained to this level shall
respond in any incident requiring activation of emergency
response services.

v. For emergency medical services (EMS), the
response requirement shall be that of emergency medical
technician—basic, or equivalent. At least one person trained
to this level shall respond in any incident requiring
activation of EMS.

vi. The plan must include a list of all emergency
equipment (where required) at the facility, such as fire
extinguishing  systems, spill  control  equipment,
communications and alarm systems (internal and external),
and decontamination equipment. This list must be kept up to
date. In addition, the plan must include the location and a
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physical description of each item on the list and a brief
outline of its capabilities.

vii. The plan shall include an evacuation plan for
facility personnel. The plan must describe signals to be used
to begin evacuation, evacuation routes, and alternate
evacuation routes.

viii. The plan shall include emergency notification
procedures required in LAC 33:1.Chapter 39.

d. The provisions of this Paragraph shall not apply
if the applicant demonstrates that he meets the response
requirements of the applicable sections of the National Fire
Protection Association standards, in accordance with LAC
33:VIL513.B.4.

H.-L3.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), amended by the
Office of the Secretary, LR 24:2252 (December 1998), amended by
the Office of Environmental Assessment, Environmental Planning
Division, LR 26:2526, 2610 (November 2000), repromulgated LR
27:704 (May 2001), amended by the Office of Environmental
Assessment, LR 30:2025 (September 2004), amended by the Office
of the Secretary, Legal Affairs Division, LR 31:2494 (October
2005), LR 33:1061 (June 2007), LR 33:2148 (October 2007), LR
34:613 (April 2008), LR 35:926 (May 2009), LR 37:1566 (June
2011).

Subchapter C. Minor Processing and Disposal Facilities

§721. Standards Governing Construction and
Demolition Debris and Woodwaste Landfills
(Type III)
A.-CA4.

5. Emergency Response Plan

a. Ifrequired under LAC 33:VIL.513, an emergency
response plan shall be filed with the closest fire department,
emergency medical services (EMS) agency, hospital or
clinic, and the Office of Environmental Services, after
approval by the Louisiana state fire marshal. Any significant
revision of the plan shall be approved and filed in the same
manner. The plans shall be reviewed by the permit holder
annually, and updated if necessary, or when implementation
demonstrates that a revision is needed.

b. ...

c. Requirements for Emergency Response Plan

i. The emergency response plan shall describe
the actions facility personnel must take in response to
accident, fire, explosion, or other emergencies.

ii. If the owner or operator has already prepared
an emergency response plan or contingency plan, he need
only amend that plan to incorporate solid waste management
provisions that are sufficient to comply with these
requirements as applicable.

iii. The plan must designate those fire departments
or mutual aid societies, emergency medical services
agencies, and hospitals with which the facility will
coordinate emergency services.

iv. For fire departments or mutual aid societies,
the applicable response requirement shall be that of
operations level responder from the National Fire Protection
Association, Standard 472, or other appropriate requirement
from an applicable National Fire Protection Association
standard. At least one person trained to this level shall



respond in any incident requiring activation of emergency
response services.

v. For emergency medical services (EMS), the
response requirement shall be that of emergency medical
technician—basic, or equivalent. At least one person trained
to this level shall respond in any incident requiring
activation of EMS.

vi. The plan must include a list of all emergency
equipment (where required) at the facility, such as fire
extinguishing  systems, spill  control  equipment,
communications and alarm systems (internal and external),
and decontamination equipment. This list must be kept up to
date. In addition, the plan must include the location and a
physical description of each item on the list and a brief
outline of its capabilities.

vii. The plan shall include an evacuation plan for
facility personnel. The plan must describe signals to be used
to begin evacuation, evacuation routes, and alternate
evacuation routes.

viii. The plan shall include emergency notification
procedures required in LAC 33:1.Chapter 39.

d. The provisions of this Paragraph shall not apply
if the applicant demonstrates that he meets the response
requirements of the applicable sections of the National Fire
Protection Association standards, in accordance with LAC
33:VIL.513.B.4.

D.-E3.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), amended LR 20:1001
(September 1994), amended by the Office of the Secretary, LR
24:2252 (December 1998), amended by the Office of
Environmental Assessment, Environmental Planning Division, LR
26:2527 (November 2000), repromulgated LR 27:705 (May 2001),
amended by the Office of Environmental Assessment, LR 30:2025
(September 2004), LR 31:1577 (July 2005), amended by the Office
of the Secretary, Legal Affairs Division, LR 31:2495 (October
2005), LR 33:1067 (June 2007), LR 33:2149 (October 2007), LR
34:1901 (September 2008), LR 37:1566 (June 2011).

§723. Standards Governing Composting Facilities

A.-D5ec. ...

6. Emergency Response Plan

a. Ifrequired under LAC 33:VIL.513, an emergency
response plan shall be filed with the closest fire department,
emergency medical services (EMS) agency, hospital or
clinic, and the Office of Environmental Services, after
approval by the Louisiana state fire marshal. Any significant
revision of the plan shall be approved and filed in the same
manner. The plans shall be reviewed by the permit holder
annually, and updated if necessary, or when implementation
demonstrates that a revision is needed.

b. ...

c. Requirements for Emergency Response Plan

i. The emergency response plan shall describe
the actions facility personnel must take in response to
accident, fire, explosion, or other emergencies.

ii. If the owner or operator has already prepared
an emergency response plan or contingency plan, he need
only amend that plan to incorporate solid waste management
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provisions that are sufficient to comply with these
requirements as applicable.

iii. The plan must designate those fire departments
or mutual aid societies, emergency medical services
agencies, and hospitals with which the facility will
coordinate emergency services.

iv. For fire departments or mutual aid societies,
the applicable response requirement shall be that of
operations level responder from the National Fire Protection
Association, Standard 472, or other appropriate requirement
from an applicable National Fire Protection Association
standard. At least one person trained to this level shall
respond in any incident requiring activation of emergency
response services.

v. For emergency medical services (EMS), the
response requirement shall be that of emergency medical
technician—basic, or equivalent. At least one person trained
to this level shall respond in any incident requiring
activation of EMS.

vi. The plan must include a list of all emergency
equipment (where required) at the facility, such as fire
extinguishing  systems, spill  control  equipment,
communications and alarm systems (internal and external),
and decontamination equipment. This list must be kept up to
date. In addition, the plan must include the location and a
physical description of each item on the list and a brief
outline of its capabilities.

vii. The plan shall include an evacuation plan for
facility personnel. The plan must describe signals to be used
to begin evacuation, evacuation routes, and alternate
evacuation routes.

viii. The plan shall include emergency notification
procedures required in LAC 33:1.Chapter 39.

d. The provisions of this Paragraph shall not apply
if the applicant demonstrates that he meets the response
requirements of the applicable sections of the National Fire
Protection Association standards, in accordance with LAC
33:VIL.513.B.4.

E.-E.4.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), amended LR 20:1001
(September 1994), amended by the Office of the Secretary, LR
24:2252 (December 1998), amended by the Office of
Environmental Assessment, Environmental Planning Division, LR
26:2528 (November 2000), repromulgated LR 27:705 (May 2001),
amended by the Office of Environmental Assessment, LR 30:2025
(September 2004), amended by the Office of the Secretary, Legal
Affairs Division, LR 31:2496 (October 2005), LR 33:1069 (June
2007), LR 33:2150 (October 2007), LR 37:1567 (June 2011).

§725. Standards Governing Separation and

Woodwaste Processing Facilities (Type 11I)

A.-CA4.

5. Emergency Response Plan

a. Ifrequired under LAC 33:VIL.513, an emergency
response plan shall be filed with the closest fire department,
emergency medical services (EMS) agency, hospital or
clinic, and the Office of Environmental Services, after
approval by the Louisiana state fire marshal. Any significant
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revision of the plan shall be approved and filed in the same
manner. The plans shall be reviewed by the permit holder
annually, and updated if necessary, or when implementation
demonstrates that a revision is needed.

b. ...

c. Requirements for Emergency Response Plan

i. The emergency response plan shall describe
the actions facility personnel must take in response to
accident, fire, explosion, or other emergencies.

ii. If the owner or operator has already prepared
an emergency response plan or contingency plan, he need
only amend that plan to incorporate solid waste management
provisions that are sufficient to comply with these
requirements as applicable.

iii. The plan must designate those fire departments
or mutual aid societies, emergency medical services
agencies, and hospitals with which the facility will
coordinate emergency services.

iv. For fire departments or mutual aid societies,
the applicable response requirement shall be that of
operations level responder from the National Fire Protection
Association, Standard 472, or other appropriate requirement
from an applicable National Fire Protection Association
standard. At least one person trained to this level shall
respond in any incident requiring activation of emergency
response services.

v. For emergency medical services (EMS), the
response requirement shall be that of emergency medical
technician—basic, or equivalent. At least one person trained
to this level shall respond in any incident requiring
activation of EMS.

vi. The plan must include a list of all emergency
equipment (where required) at the facility, such as fire
extinguishing  systems, spill  control  equipment,
communications and alarm systems (internal and external),
and decontamination equipment. This list must be kept up to
date. In addition, the plan must include the location and a
physical description of each item on the list and a brief
outline of its capabilities.

vii. The plan shall include an evacuation plan for
facility personnel. The plan must describe signals to be used
to begin evacuation, evacuation routes, and alternate
evacuation routes.

viii. The plan shall include emergency notification
procedures required in LAC 33:1.Chapter 39.

d. The provisions of this Paragraph shall not apply
if the applicant demonstrates that he meets the response
requirements of the applicable sections of the National Fire
Protection Association standards, in accordance with LAC
33:VIL.513.B.4.

D.-D.3.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2001 et seq.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Solid and Hazardous Waste, Solid
Waste Division, LR 19:187 (February 1993), amended LR 20:1001
(September 1994), LR 22:280 (April 1996), amended by the Office
of the Secretary, LR 24:2252 (December 1998), amended by the
Office of Environmental Assessment, Environmental Planning
Division, LR 26:2528 (November 2000), repromulgated LR 27:705
(May 2001), amended by the Office of Environmental Assessment,
LR 30:2026 (September 2004), amended by the Office of the
Secretary, Legal Affairs Division, LR 31:2496 (October 2005), LR
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33:1073 (June 2007), LR 33:2151 (October 2007), LR 37:1567
(June 2011).

Herman Robinson, CPM

Executive Counsel
1106#047

RULE

Department of Environmental Quality
Office of the Secretary

PM, s NSR Implementation
(LAC 33:111.504 and 509)(AQ318)

Under the authority of the Environmental Quality Act,
R.S. 30:2001 et seq., and in accordance with the provisions
of the Administrative Procedure Act, R.S. 49:950 et seq., the
secretary has amended the Air regulations, LAC 33:111.504
and 509 (Log #AQ318).

This Rule incorporates the provisions of the
Environmental Protection Agency's (EPA) final Rule entitled
"Implementation of the New Source Review (NSR) Program
for Particulate Matter Less than 2.5 Micrometers (PM; )",
found at 73 FR 28321, May 16. 2008, into the Louisiana air
quality regulations. This action also addresses concerns
raised by the EPA in correspondence dated January 24, 2008.
The Clean Air Act requires both major and minor NSR
programs to address any pollutant for which there is a
National Ambient Air Quality Standard (NAAQS) and
precursors to the formation of such pollutant when identified
for regulation by EPA. EPA's PM,s NSR implementation
Rule amends the federal NSR regulations to establish the
minimum elements for state programs implementing NSR
for the PM, s NAAQS and requires states with SIP-approved
PSD programs (like Louisiana) to "submit revised PSD
programs and revised NNSR programs for PM,s" by May
16, 2011. By letter dated January 24, 2008, EPA submitted
comments on revisions to LDEQ's Prevention of Significant
Deterioration (PSD) and Nonattainment New Source Review
(NNSR) rules promulgated on December 20, 2005. LDEQ
responded to EPA's concerns on October 6, 2008. In sum, to
ensure SIP-approvability of LDEQ's PSD and NNSR
regulations, the definition of "malfunctions" will be removed
from LAC 33:111.504 and 509 and the reference to LAC
33:1I1.519 in Section 504 will be replaced with text that
parallels the federal rule at 40 CFR 51.165. This Rule is also
a revision to the Louisiana State Implementation Plan for air
quality. The basis and rationale for this Rule are to
incorporate the provisions of EPA's PM,s NSR
Implementation Rule into the air quality regulations and
modify several existing provisions to ensure SIP-
approvability. This rule meets an exception listed in R.S.
30:2019(D)(2) and R.S. 49:953(G)(3); therefore, no report
regarding environmental/health benefits and social/economic
costs is required.

Title 33
ENVIRONMENTAL QUALITY
Part III. Air
Chapter 5. Permit Procedures
§504. Nonattainment New Source Review (NNSR)
Procedures
A.-E.S.



F. Emission Offsets. All emission offsets approved by
the department shall be surplus, permanent, quantifiable, and
enforceable in accordance with LAC 33.III.Chapter 6 and
shall meet the following criteria.

1. Except as specified in Subsection M of this Section,
offsets shall be required at the ratio specified in Subsection
L, Table 1 of this Section. All emission reductions claimed
as offset credit shall be from decreases of the same regulated
pollutant or pollutant class (e.g., VOC) for which the offset
is required, except that direct PM, s emissions or emissions
of PM, s precursors may be offset by reductions in direct
PM, 5 emissions or emissions of any PM, 5 precursor, if such
offsets comply with the interprecursor trading hierarchy and
ratio established in the approved SIP for a particular
nonattainment area.

F.2.-J.4.b.

5. Public Participation Requirement for PALs.
Procedures to establish, renew, or increase PALs for existing
major stationary sources shall be consistent with 40 CFR
51.160 and 51.161. These include the requirement that the
administrative authority provide the public with notice of the
proposed approval of a PAL permit and at least a 30-day
period for submittal of public comments. The administrative
authority shall address all material comments before taking
final action on the permit.

6.-15.b.

K. Definitions. The terms in this Section are used as
defined in LAC 33:II1.111 with the exception of those terms
specifically defined as follows.

% ok ok

Malfunctions—Repealed.
%k ok
Regulated Pollutant—

a. any pollutant for which a national ambient air
quality standard has been promulgated or any constituent or
precursor for the identified pollutant, provided that such
constituent or precursor pollutant is only regulated under
NNSR as part of regulation of the primary pollutant.
Precursors identified by the administrative authority for
purposes of NNSR include the following:

i. volatile organic compounds and nitrogen
oxides are precursors to ozone in all ozone nonattainment
areas;

ii. sulfur dioxide is a precursor to PM,s in all
PM, 5 nonattainment areas;

iii. nitrogen oxides are presumed to be precursors
to PM,s in all PM,s nonattainment arecas, unless the
administrative authority demonstrates to the administrator’s
satisfaction or EPA demonstrates that emissions of nitrogen
oxides from sources in a specific area are not a significant
contributor to that area’s ambient PM, 5 concentrations; and

iv.  volatile organic compounds and ammonia are
presumed not to be precursors to PM,s in any PM,;
nonattainment area, unless the administrative authority
demonstrates to the administrator’s satisfaction or EPA
demonstrates that emissions of volatile organic compounds
or ammonia from sources in a specific area are a significant
contributor to that area’s ambient PM, 5 concentrations.

b. PM,s emissions and PM,, emissions shall
include the gaseous emissions from a source or activity
which condense to form particulate matter at ambient
temperatures. On or after January 1, 2011, such condensable
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particulate matter shall be accounted for in applicability
determinations and in establishing emissions limitations for
PM,s and PM;, in NNSR permits. Compliance with
emissions limitations for PM, s and PM,, issued prior to this
date shall not be based on condensable particulate matter.
Applicability determinations made prior to this date without
accounting for condensable particulate matter shall not be
considered in violation of this Section.
%k k

Significant—in reference to a net emissions increase or
the potential of a source to emit any of the following
pollutants, a rate of emissions that would equal or exceed the
lower of any of the following rates or the applicable major
modification significant net increase threshold in Subsection
L, Table 1 of this Section.

Pollutant Emission Rate

rg(?rrlt())()):il de 100 tons per year (tpy)

Nitrogen oxides 40 tpy

Sulfur dioxide 40 tpy

Ozone 40‘tpy of volatile organic compounds or nitrogen

oxides

Lead 0.6 tpy

PM10 15 tpy

PM, 5 lQ tpy of di‘req PM, 5 emissior‘ls; 40 tpy f’f slulfur
’ dioxide emissions; 40 tpy of nitrogen oxide

lNitrogen oxides are presumed to be precursors to PM, s in all PM, s
nonattainment areas unless the administrative authority demonstrates to the
administrator’s satisfaction or EPA demonstrates that emissions of nitrogen
oxides from sources in a specific area are not a significant contributor to
that area’s ambient PM, 5 concentrations.

* % %
L. Table 1—Major Stationary Source/Major
Modification Emission Thresholds
Table 1
Major Stationary Source/Major Modification Emission Thresholds
Major Major
Stationary . .
Modification q
Pollutant Source Significant Net Offset Ratio
Threshold Minimum
Increase
Values (tons/year)
(tons/year)
Séocan 0, Trigger Values
Marginal 100 40(40)° 1.10 to 1
Moderate 100 40(40) 1.15t0 1
1.20 to 1 w/LAER or
Serious 50 25%(5)* 1.40 to 1 internal w/o
LAER
1.30 to 1 w/LAER or
Severe 25 25%(5)* 1.50 to 1 internal w/o
LAER
Extreme 10 Any increase 1.50to 1
CO
Moderate 100 100 >1.00to 1
Serious 50 50 >1.00to 1
SO, 100 40 >1.00 to 1
PM;o'
Moderate 100 15 >1.00to |
Serious 70 15 >1.00to 1
PM,s° 100 10 >1.00 to 1
Lead 100 0.6 >1.00 to 1

Footnotes 1. - 4.
5 Sulfur dioxide is a precursor to PM,s in all PM;s nonattainment
areas. Nitrogen oxides are presumed to be precursors to PM, s in all PM, s
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nonattainment areas unless the administrative authority demonstrates to the
administrator’s satisfaction or EPA demonstrates that emissions of nitrogen
oxides from sources in a specific area are not a significant contributor to
that area’s ambient PM, s concentrations. Volatile organic compounds and
ammonia are presumed not to be precursors to PM,s in any PM,;
nonattainment area unless the administrative authority demonstrates to the
administrator’s satisfaction or EPA demonstrates that emissions of volatile
organic compounds or ammonia from sources in a specific area are a
significant contributor to that area’s ambient PM, 5 concentrations.

VOC = volatile organic compounds

NOx = oxides of nitrogen

CO = carbon monoxide

SO, = sulfur dioxide

PMjo=  particulate matter of less than 10 microns in diameter
PM;, s = particulate matter of less than 2.5 microns in diameter
M. -M.3.

AUTHORITY NOTE: Promulgated in accordance with R.S.
30:2054.

HISTORICAL NOTE: Promulgated by the Department of
Environmental Quality, Office of Air Quality and Radiation
Protection, Air Quality Division, LR 19:176 (February 1993),
repromulgated LR 19:486 (April 1993), amended LR 19:1420
(November 1993), LR 21:1332 (December 1995), LR 23:197
(February 1997), amended by the Office of Environmental
Assessment, Environmental Planning Division, LR 26:2445
(November 2000), LR 27:2225 (December 2001), LR 30:752
(April 2004), amended by the Office of Environmental Assessment,
LR 30:2801 (December 2004), amended by the Office of the
Secretary, Legal Affairs Division, LR 31:2436 (October 2005), LR
31:3123, 3155 (December 2005), LR 32:1599 (September 2006),
LR 33:2082 (October 2007), LR 34:1890 (September 2008), LR
37:1568 (June 2011).

§509. Prevention of Significant Deterioration

A. Applicability Procedures

l.-5.

B. Definitions. For the purpose of this Section, the terms

below shall have the meaning specified herein as follows.
® k%

Malfunctions—Repealed.
% ok ok
Regulated New Source Review (NSR) Pollutant—

a. any pollutant for which a national ambient air
quality standard has been promulgated or any constituent or
precursor for the identified pollutant. Precursors identified
by the administrative authority for purposes of PSD include
the following:

i. volatile organic compounds and nitrogen
oxides are precursors to ozone in all attainment and
unclassifiable areas;

ii. sulfur dioxide is a precursor to PM,s in all
attainment and unclassifiable areas;

iii. nitrogen oxides are presumed to be precursors
to PM, s in all attainment and unclassifiable arecas unless the
administrative authority demonstrates to the administrator’s
satisfaction or EPA demonstrates that emissions of nitrogen
oxides from sources in a specific area are not a significant
contributor to that area’s ambient PM, 5 concentrations; and

iv. volatile organic compounds are presumed not
to be precursors to PM, s in any attainment or unclassifiable
area unless the administrative authority demonstrates to the
administrator’s satisfaction or EPA demonstrates that
emissions of volatile organic compounds from sources in a
specific area are a significant contributor to that area’s
ambient PM, 5 concentrations;
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b. any pollutant that is subject to any standard
promulgated under Section 111 of the Clean Air Act;

c. any Class I or II substance subject to a standard
promulgated under or established by Title VI of the Clean
Air Act;

d. any pollutant that otherwise is subject to
regulation under the Clean Air Act; except that any or all
hazardous air pollutants either listed in section 112 of the
Clean Air Act or added to the list in accordance with section
112(b)(2) of the Clean Air Act, whic