New Jersey Department of Human Services
Division of Aging Services
Provider Application Section III: Services
TRANSPORTATION SERVICES
Read carefully the description of services and requirements.
If you do not qualify, please do not apply.
Definition: 
Service offered in order to enable individuals to gain access to other community services, activities and resources specified in the plan of care.  Transportation services under the program shall be offered in accordance with the individual's plan of care.  Whenever possible, family, neighbors, friends, or community agencies, which can provide this service without charge, will be utilized.
Service Limitations/Exclusions Include:
· Whenever possible, family, neighbors, friends, or community agencies that can provide this service without charge will be utilized.
· Services are limited to those, which are required for implementation of the plan of care (POC). 
· Transportation incidental to the provision of another service is not reimbursable.
Billing Codes:

JACC			Service/Unit	
J9834			1 – 1-way trip per mile
J9835			1 – 1-way trip expenses


TRANSPORTATION SERVICES PROVIDER QUALIFICATIONS
The applicant must submit evidence that it meets all items within the following section(s).

Please check off ONE section in which you are applying
Section 1 ☐

	Section 1


	
	1.a
	☐	Evidence of Liability Insurance and Worker’s Compensation Coverage

	1.b
	☐	Description of vehicles used in service and copies of any required licenses

	1.c
	☐	Business entity with evidence of authority to conduct such business in NJ, i.e. NJ Tax Certificate, Trade Name Registration and/or Ownership proof*

	1.d
	☐	Fee Schedule



*Submit photocopy as evidence.

Check all evidence submitted with application.  
Incomplete applications and / or applications submitted without required 
documentation and evidence will be returned.


CERTIFICATION
For the purpose of establishing eligibility to receive direct payment for services to recipients under the New Jersey JACC Program, I certify that the information furnished on this application is true, accurate, and complete. I am aware that if any of the statements made by me in this application are willfully false, I am subject to punishment, including but not limited to disqualification from the New Jersey JACC Program.  I agree to notify the new Jersey Department of Human Services, Division of Aging Services of any changes in the information contained in this application.

Name and Title of Applicant Representative____________________________________________
Signature____________________________________ Date____________
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NOV 16
