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To:   Prospective Residential Options Waiver Providers 
 
From:  Office for Citizens with Developmental Disabilities   
 
RE: Residential Options Waiver Provider Enrollment/Medicaid Certification 

Process (Limited to ROW Recipients Only) 
 
 
The enclosed information/packet is designed to guide you through the process of initial 
application for Medicaid Certification as a provider of Transportation-Community Access  
services in the Residential Options Waiver services. 
 
Please read all instructions carefully as you complete these forms to avoid delays in processing 
your application. Applications containing incomplete information, or missing required applicable 
forms, and/or information will be returned for correction. 
 
Completed Provider Enrollment Packet(s) containing all required and applicable eligibility 
documentation as requested must be submitted for review to:     
 

Office for Citizens with Developmental Disabilities 
ROW Program Manager 

P.O. Box 3117 
Baton Rouge, LA  70821-3117 

 
Compliance with enrollment requirements will be verified. 
 
If enrollment requirements are not met, the applicant will be notified in writing regarding areas 
that need correction before the enrollment process can be completed. 
 
Approved Residential Options Waiver Providers must complete documentation to be added to 
the Freedom of Choice list.  The Medicaid Freedom of Choice Request Form is located on the 
DHH website at: http://www.dhh.louisiana.gov/offices/publications.asp?ID=191&Detail=1217 
 
Waiver service providers are required to comply with all documentation requirements contained 
in provider manuals and as located on the DHH/OCDD website at: 
http://www.dhh.louisiana.gov/offices/publications.asp?ID=191 
 
 
 
 
 
 

http://www.dhh.louisiana.gov/offices/publications.asp?ID=191&Detail=1217
http://www.dhh.louisiana.gov/offices/publications.asp?ID=191
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FRIENDS AND FAMILY TRANSPORTATION (ROW) PROVIDER ENROLLMENT FORM 
This section is for Provider Enrollment Unit use only: 
 

Driver Parish Code:                                               Begin Date:           /                /                     Rep: 
 

Provider#:                                                               End Date:             /                /                      Extension: 
 

This Friends and Family Enrollment                   New Enrollment                     Recertification                 Add-On 
Form is for: 
 

                    Trans # _____                   Trans # _____ 
 

Please fill out the entire form below.  Incomplete forms will be rejected which will delay the enrollment date.  Please print. 
 
Driver Information                                           Mr.                  Mrs.                  Ms.         Date of Birth of Driver: ____/____/_________ 
 
 

Full Name of Driver                               ____________________________________________________________________________ 
                                                                Last                                 First                             Middle Initial                Maiden (if applicable)  
 

Mailing Address of Driver                    _____________________________________________________________________________ 
                                                                Street or P.O. Box                City                                  State                        ZIP Code 
 
_______________________________    _____________________________                     _______-__________-__________________ 
Parish of Driver                                        Telephone Number of Driver                              Social Security Number of Driver 
 

I will transport the following people (limited to total of 5 individuals) 
 

     Medicaid Recipient Name    Date of Birth  
   (mm/dd/yyyy) 

     Medicaid Plastic Card Control Number(16 digit CCN Number  
                                        on Medicaid Card) 

 
1.          /        / 

                

 
2.          /        / 

                

 
3.          /        / 

                

 
4.          /        / 

                

 
5.          /        / 

                

 

Check off the boxes and fill in the information below: 
A . I have a current Louisiana Driver’s license that is not                                                          Driver’s License 
      suspended or revoked.                                                                       Yes             No          Number:               _____________________ 
 
B.   I have a current Louisiana State inspection sticker on my                                                  Car License Plate 
      car.                                                                                                     Yes              No         Number:               _____________________ 
 
C.  I carry liability insurance on my car and it is at least the                                                     Name of Insurance 
      minimum.                                                                                            Yes             No        Company:            _____________________ 
 
I promise/attest that all of the above information is true and accurate.  I understand that false statements regarding this 
information can result in fines, penalties, and/or imprisonment. 
 
_____________________________________             __________________________________          _________________________ 
Print Name of Driver                                                       Signature of Driver                                                Date of Signature                            
 
 
Signature must be witnessed by two individuals who are NOT FAMILY MEMBERS or PARTICIPANTS and who are 18 years of age or older. 
 
_____________________________________             __________________________________          _________________________ 
Print Name of Witness #1                                              Signature of Witness #1                                        Date of Signature                       
 
_____________________________________             __________________________________          _________________________ 
Print Name of Witness #2                                              Signature of Witness #2                                        Date of Signature                       
 

 Please mail to: 
Office for Citizens with Developmental Disabilities 

ROW Program Manager 
P.O. Box 3117 

Baton Rouge, LA 70821-3117 
 

 

 

 

 

 

 

 

 

 

 

 

 


