






































































Transportation Disadvantaged 
Trust Fund 

How the Statute Defines TD: 

Florida Stautes 427 .ott(t)"Transportation disadvantaged" 
means those persons who because of physical or mental 
disability, income status, or age are unable to transport 
themselves or to purchase transportation and are, therefore, 
dependent upon others to obtain access to health care, 
employment, education, shopping, social activities, or other 
life-sustaining activities, or children who are handicapped or 
high-risk or at-risk as defined in s. 411.202 
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CTD Eligibility Criteria 
Adopted May 22, 1997 

At a minimum: 

• No other funding available- A person would 
not be considered TDTF eligible if another 
purchasing agency is responsible for such 
transportation. 

• No other means of transportation is available 
- As specified by the LCB and CTC. (The dreaded 
car in driveway dilema) 

• Public Transit - If fixed route transit is available 
the person must demonstrate why it cannot be 
used. 
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Eligi bi I ity 
At a minimum: 
• Physical or mental disability - Disability as 

outlined in the ADA of 1990. 

• Age -As specified by the cre and LeB. 

• Individual and household income status is a 
specified percent of the poverty level - As 
specified by the CTC and LeB. 

~ 
Eligibility 

At a minimum: 
• No self-declarations allowed - The cre will use 

an enrollment process that substantiates the 
individual's ability to meet the criteria listed and 
any other ere determined criteria. 
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• Ability to pay- The ere & LeB may establish an 
ability to pay policy for 'non-sponsored" customers 
using a sliding scale based on the customer's 
income and/or assets status. 
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E I i g i b i I i ty 

What is Required & Who is Responsible: 

• Local TD Eligibility Policy to be developed by CTC 
&LCB 

• Local Policy based upon CTD Criteria 

• Local Policy must be detailed in TDSP 

• CTC implement Policy as stated in TDSP 

9 

~ 

Eligibility -Audit Requirements 

Quality Assurance Reviews ....... . 
....... What is being looked for and Why? 

++++Plus Common Findings & Tips 
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Eiigibility 

Governed by 

• Florida Statutes Chapter 427.0155 

• TD Trip & Equipment Grant 

•MOA 
• Medicaid Contract 

-------E I i g i b i I i ty 
Common Findings 

• Non-sponsored TD not defined in TDSP 

• No documentation maintained 

• Insufficient documentation maintained 

8/5/2011 
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VEiigibility 
Best Practices and Going Forward 

• Standard In-take form 

• Periodic Recertifications 

• Self-monitoring 

• FCTD Guidance on Documentation 
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Contact Information 
• Daniel Anderson, CPA 

• Thomas Howell Ferguson 

• 2615 Centennial Blvd., Suite 200 

• Tallahassee, Florida 32308 

• Phone 941-794-0110 

• Tallahassee Office 8so-668-81oo Ext. 199 

• Fax 8so-668-8199 
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MTM 
Medi::aiTransP.ortation 
Management, tnc. 

Martin County, Florida 

BENEFICIARY INTAKE FORM 
IMPORT ANT NOTE: Please be sure to answer all questions. Failure to do so may result in your transportation 
benefits being denied. lf you do not know the answer, please write "don't know". If a question does not apply, 
please write N/ A. 

Last Name: First Name:-------- Ml: Medicaid#-------

Address:---------- City: ------• FL Zip ___ County ______ _ 

DOB: _/_/_Gender:_ Phone#: (_). ____ TDD #: (_). ____ .SS# ____ _ 

Emergency Contact: __________ Relation: Phone#: __________ _ 

Other Household Members: Name Relationship Age SS# Own A vehicle 

Do you own a car? Yes_ No_ Do you drive? Yes_ No_ Do you have access to a working vehicle?Yes_No_ 

Annual household income: Source: Do you have the ability to pay for transportation? __ _ 

Are you frail, disabled, or have some other physical or mental limitation? Yes _No_ 

How do you get to the grocery store? (Circle one) 

DRIVE SELF FRIEND/FAMILY BUS/PUBLIC TRANSPORTATION TAXI WALK 

Is there any reason you cannot walk to your appointment? Yes_ No_ 

lfYes, please give reason---------------------------­

Do you live in a Facility that provides transportation? Yes _No_ 

IfYes, could they transport you to Medical appointments? Yes_ No_ Don't Know_ 

Is there any reason you cannot take public transportation to your medical appointments? Yes _ No_ 

Are you enrolled in any other programs that will pay for or provide transportation? Yes _ _ No __ 

If yes, please describe-----------------------------
Are you a veteran? Yes __ No ___ _ 

Please check or list any special needs or services you require during transportation 

___ Powered Wheelchair Manual Wheelchair Walker/Cane ___ Stretcher 

___ Portable Oxygen ___ Service Animal __ Personal Care Attendant __ Scooter 

I understand and affirm that the information provided in this application for CTD Medicaid Non Emergency 
Transportation {NET) and/or TD services is true and correct, to the best of my knowledge, and will be kept 
confidential and shared only with Medical Professionals involved in evaluating my needs and eligibility for 
transportation to and from MedicaidtrD eligible services and appointments. I understand providing false and/or 
misleading information, making fraudulent claims or making false statements constitutes a felony under the laws of 
the state of Florida. 

Applicant Signature _ Date: 
16 Hawk Ridge Drive • Lake St. Louis MO 63367 • (636) 561-5686 • www.mtm-inc.net 



MTM 
Medical Transportation 
Managa'nerlt, Inc. 

Please return this form using the self-addressed stamped envelope or fax to 877-406-0658 

LEVEL OF NEED ASSESSMENT FORM 
MUST BE COMPLETED BY MEDICAL PROFESSIONAL 

Dear Medical Professional: Our office has received a request for transportation service; please fill the form out in its entirety. This form will 
be used to determine the recipient's most appropriate mode of transportation based on their functional abilities and limitations. Please 
provide any information that will assist us in identifYing the mode of transportation that best fits the recipient's needs. 

Recipient's First Name: __ 

Trip Number: __ 

Address: __ 
Facility Fax: __ 

Last Name: __ 

0.0.8. __ 

City, ST Zip: __ 

Medicaid # __ 

PlaniD: __ 

Diagnosis (must provide): _______________________ _ 

DIAGNOSIS IS: (circle one) PERMANENT I TEMPORARY THROUGH (date) __ 

RECENT HOSPITALIZATIONS/SURGERIES (must provide) ________________ _ 

PHYSICAL ABILITIES AND EQUIPMENT CIRCLE ANSWER 

Can ambulate independently YES NO 
If yes, Distance able to ambulate independently 
Uses Crutches Walker Cane YES NO 
soecitv: 
Uses Wheelchair YES Electric or Manual (circle) NO 
Able to propel self in wheelchair YES NO 
Able to transfer self from wheelchair into vehicle YES NO 
Portable Oxygen YES NO 
Has there been a decline in functionality? If yes. explain YES NO 
Reauire a change jn mode of transport due to instability? If yes. explain YES NO 
COGNITIVE ABILITIES please check one COMMENTS 
Alert and Oriented (i.e. person, place, time) 0 ____ _ 
Alert and mildly confused (i.e. oriented to person, place, mildly confused) 0:-----
Confused (i.e. dementia/alzheimers) 0~=~-=---
SENSORY ABILITIES please check all that apply COMMENTS 
Normal vision/Normal Hearing 0 ____ _ 
Wears glasses/contacts/hearing aid 0 ____ _ 
Cataracts/legally blind/deaf 0 ___ _ 
Service animal due to blindness 0 ____ _ 
Speech Impairment 0,..--___,...,......,..,..---
LIVING ARRANGEMENT please check one COMMENTS 
lives alone or with Family/Friends 0 ____ _ 
Nursing facility 0 ___ _ 
Group Home 0 ____ _ 
Residential rehab facility 0 ___ _ 
Note: MTM is unable to transport Individuals with more than three (3) steps #steps: __ _ 

Physicians Printed Name:---------------------------
Signature of Medical Professional: __________________ _ 

NPI Number: ________________________ _ 

Physicians Phone Number:---------------------

16 Hawk Ridge Drive • Lake St. Louis MO 63367 • (636) 561-5686 • www.mtm-inc.net 


