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APPLICATION TO PROVIDE MEDICAID NON-EMERGENCY MEDICAL TRANSPORTATION SERVICES

1. This application form is to be filed annually by any motor carrier seeking to institute or renew a license to provide Medicaid Non-Emergency Medical Transportation in and between points within Nebraska.

2. All applications must be submitted to the Nebraska Public Service Commission using approved forms with required supporting documentation as listed on the application form. The application package must be approved by the Commission prior to a license being issued. NOTE: a license issued by the Commission does not guarantee that a license holder will provide Medicaid Non-Emergency Medical Transportation services. A licensee must still independently contract with the appropriate agent for a Medicaid Managed Care Organization. 

3. Application form must be completed by a person authorized to complete such forms on behalf of the company.

4. A non-refundable $250 license fee is required with the application. Fees are payable online or by business or certified cashier’s check to the Nebraska Public Service Commission.

5. Insurance: your insurance carrier MUST provide the Commission with a Form E Uniform Motor Carrier Bodily Injury and Property Damage Liability Certificate of Insurance prior to a license being issued.

Liability insurance must be a minimum of $1,500,000 for vehicles with a rated seating capacity of fifteen (15) passengers or less, $5,000,000 for vehicles with a rated seating capacity of sixteen (16) passengers or more, and uninsured/underinsured motorist coverage with a minimum of $100,000 per person and $300,000 aggregate per accident.

6. The application package, including supporting documents and required fee, may be filed by mail or by personal delivery to: Nebraska Public Service Commission, 1200 N Street, Ste. 300, Lincoln, NE 68508 or P.O. Box 94927, Lincoln, NE 68509-4927.  The application package may also be filed electronically to psc.motorfilings@nebraska.gov. 



LICENSE APPLICATION 
MEDICAID NON-EMERGENCY MEDICAL TRANSPORTATION CARRIER


	APPLICATION TYPE

	

	
	NEW LICENSE

	
	LICENSE RENEWAL

	
	LICENSE REINSTATEMENT





	SECTION 1: APPLICANT INFORMATION

	Owner/Officer:
	

	Carrier Name:
	

	D/B/A:
	

	Business Structure:
		Individual
	Partnership
	Corporation
	LLC
	Association




	Nebraska Business Address:
	

	Mailing Address:
	

	Telephone Number:
	

	Email Address:
	









	DESIGNATED NEBRASKA AGENT (For service of NPSC notices, orders, and process):

	Name:
	

	Address:
	

	Telephone Number:
	

	Email address:
	



NPSC License Number (if reinstating license): ________________________________________

Has a license granted to this carrier ever been suspended or revoked by the Commission for failure to comply with Neb. Rev. Stat. § 75-307, any rule or regulation of the Commission, or any lawful order of the Commission?  _______________________________________________



	ADDITIONAL INFORMATION REQUIRED (please check box to indicate enclosed):

	
	Annual license fee of $250.00

	
	A copy of the Articles of Incorporation, Organization, or Certification to Transact Business from the Nebraska Secretary of State

	
	A copy of the most current list of vehicles to be used by Applicant in its Nebraska intrastate operations.

	
	A copy of a Form E Uniform Motor Carrier Bodily Injury and Property Damage Liability Certificate of Insurance


	
	A copy of a statewide background check report from the Nebraska State Patrol or similar entity if Applicant is not located in Nebraska (if a new/reinstating applicant)












DECLARATION OF APPLICANT

By signing this form, the Applicant agrees to adhere to and comply with the statutes of Nebraska and to all rules and regulations of the Nebraska Public Service Commission, including rules and regulations related to driver qualifications, equipment, operating standards, recordkeeping, and insurance. The Applicant also agrees, should any information submitted with this application change, to update any information provided to the Commission by the Applicant or its insurance carrier.

The Applicant understands that the filing of this application does not constitute authority to operate.

The Applicant understands that the granting of this license alone does guarantee that Applicant will be able to provide Medicaid Non-Emergency Medical Transportation services only that this license is a prerequisite for contracting with the appropriate designated agent of the Manage Care Organizations overseeing Medicaid services. 

I attest that I have read and know the contents of this application and that the contents are true and correct to the best of my knowledge and belief.

Dated at _________________, ____, this ____ day of ______________, ______


By _____________________________
	           Signature

      _____________________________
        Printed Name

      _____________________________
		Title	   

