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Procedures for the Organisation and Financing of Health Care

Issued pursuant to

Section 4

of the Medical Treatment Law

I. General Provisions

1. These Regulations prescribe the procedures for the organisation and financing of health care, the types and amounts of medical treatment services that shall be paid from the State budget and the resources of the recipient of services, the procedures for the payment of the referred to services, as well as the procedures by which centralised queues of applicants for the receipt of planned type health care services shall be formed.

2. The classification of health care shall be as follows:

2.1. emergency medical assistance;

2.2. primary health care;

2.3. secondary health care;

2.3.1. secondary outpatient health care; and

2.3.2. secondary inpatient health care; and

2.4. tertiary health care;

2.4.1. tertiary outpatient health care; and

2.4.2. tertiary inpatient health care.

3. State budget resources provided for health care shall be used:

3.1. for payment for the services referred to in Paragraph 2 of these Regulations;

3.2. for payment of  medicinal products and medical devices in accordance with the regulatory enactments that regulate the procedures for the compensation of expenditures for the purchase of medicinal products intended for outpatient medical treatment and medical devices; and

3.3. for payment for centralised procurements.

4. Resources of a reserve fund shall be comprised of State budget resources in accordance with the law on the State budget for the current year and of resources transferred by other Member States of the European Union and the European Economic Zone for the health care services provided to the citizens thereof in the Republic of Latvia. The resources of the reserve fund shall be used in accordance with the procedures specified by these Regulations in the following cases:

4.1. unintended changes in the number of patients (except for cases of epidemics in accordance with the regulatory enactments regulating epidemiological safety);

4.2. for the fulfilment of the requirements specified in the international agreements regulating the field of health care and in European Union legislation regarding the application of a social security plan to persons moving within the territory of the European Union;

4.3. for measures related to the informing of the public regarding the opportunities for receiving health care services; and

4.4. for the ensuring of health care reform and the optimisation of the structure of service providers.
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5. The Health Compulsory Insurance State Agency (hereinafter – Agency) shall plan to redirect the State budget resources intended for the payment of the health care services referred to in Paragraph 2 of these Regulations:

5.1. for payment for outpatient medical treatment services – in the amount of not less than 32 %, of which:

5.1.1. not less than 20 % is for primary health care; and

5.1.2. not more than 12 % is for secondary outpatient health care; and

5.2. not more than 61.6 % is for payment for inpatient medical treatment services;

5.3. not less than 6.4 % is for payment for the services of emergency medical assistance teams .

6. A person shall receive the health care services paid from the State budget, taking into account the procedures specified in these Regulations and other regulatory enactments regulating health care.

7. Upon the receipt of health care services, a person shall make a patient contribution in the amount specified in Annex 1 of these Regulations.

8. The total amount of a patient contribution for each hospitalisation shall not exceed 80 lats.

9. The sum total of a patient contributions for outpatient and inpatient health care services within one calendar year shall not exceed 150 lats.

10. The following categories of residents shall be exempt from a patient contribution:

10.1. children up to 18 years of age;

10.2. pregnant women and women in the period following childbirth up to 42 days, if health care services related to the medical supervision  of the pregnancy and during the period following childbirth, as well as to the course of pregnancy, are received;

10.3. politically repressed persons, participants of the National Resistance Movement and persons who suffered during the liquidation of the consequences of the accident at the Chernobyl Atomic Electricity Station; 

10.4. poor persons who have been recognised as such in accordance with the regulatory enactments regarding the procedures by which a family or a person living alone shall be recognised as poor;

10.5. tuberculosis patients and patients for whom examinations for the determination of tuberculosis are conducted;

10.6. mentally ill persons, upon the receipt of psychiatric medical treatment;

10.7. patients, upon the receipt of chronic haemodialysis, haemodiafiltration and peritoneal dialysis treatments;

10.8. persons who receive health care services in the cases of such infectious diseases that have been confirmed in a laboratory and are subject to registration in accordance with the regulatory enactments regarding the procedures for the registration of infectious diseases;

10.9. persons to whom emergency medical assistance is provided by emergency medical assistance teams;

10.10. persons who are under the care of State social care centres and local government rest homes (centres);

10.11. all residents for whom a preventative  examination is conducted in accordance with the procedures specified in Annex 2 of these Regulations; and

10.12. all residents for whom vaccination (in accordance with the procedures specified in the regulatory enactments regarding vaccination) or passive immuno-therapy (within the framework of the State immunisation programme) is performed.

11. A patient contribution for the categories of residents referred to in Paragraph 10 of these Regulations, as well as a patient contribution in the case of the death of a patient shall be covered from State budget resources.

12. A patient contribution shall be collected by a medical treatment institution. 

13. The health care services paid from the State budget shall be provided by the medical treatment institutions that have entered into a contract with the Agency, as well as State agencies that provide health care services in accordance with a by-law.

14. Health care services shall not be paid from the State budget if a patient does not have a referral  from a family doctor or a specialist who is under contractual relations with the Agency (except for emergency medical assistance in the cases referred to in these Regulations) and payment for the following health care services shall not be covered:

14.1. for orthodontic treatment (except for a primary consultation for children up to 18 years of age, and in cases of cheilognathouranoschisis for a person up to 22 years of age), for the use of sealants, for dental aid for persons over 18 years of age, as well as for teeth prosthetics. Expenditures for dental aid shall be covered in the amount of 50 % and expenditure for teeth prosthetics with removable plastic dentures shall be covered in full amount for the persons specified in Section 14 of the Law On Social Protection of the Participants of the Liquidation of the Consequences of the Accident at the Chernobyl Atomic Power Plant and the Persons who Suffered due to the Accident at the Chernobyl Atomic Power Plant;

14.2. for outpatient injection to be done cutaneously, subcutaneously, intramuscularly and intravenously (except for cases where emergency medical assistance is provided and medical care is provided to oncological patients, diabetes patients, patients with mental illnesses, children up to 18 years of age, tuberculosis patients, pregnant women and women in the period after childbirth up to 42 days, haemophilic patients, pernicious anaemia patients);

14.3. for primary medical preventative measures that are required in taking up work, as well as for mandatory health examinations if the factors of the work environment change;

14.4. for periodic medical examinations that are required due to working conditions and the nature of work;

14.5. for a legal abortion in accordance with the regulatory enactments regarding the organisational procedures for the termination of pregnancy;

14.6. for the maintenance of a semen donor bank, artificial insemination, and in vitro fertilisation;

14.7. for the same examinations or informatively equal examinations in secondary health care that are repeatedly conducted within a time period of one month from the day when an examination was conducted with the referral of a family doctor (except for cases where the patient is provided with emergency medical assistance);

14.8. for sexological medical treatment;

14.9. for the provision of medical assistance at public events;

14.10. for cosmetic services and cosmetic surgical operations;

14.11. for homeopathic medical treatment;

14.12. for the prescription and purchase of optical appliances for the correction of visual acuity;

14.13. for the purchase of a hearing-aid (except for cochlear implants for children);

14.14. for psychotherapeutical aid (except for aid in psychiatric profile units or specialised hospitals);

14.15. for vaccination (except for the vaccinations specified in the State immunisation programme);

14.16. for preventive and other medical examinations (except for the preventive examinations referred to in Paragraph 2 of these Regulations);

14.17. for the determination of the influence of alcohol, narcotic, psychotropic or toxic substances (except for cases where such determination is required for the provision of a medical treatment process);

14.18. for inpatient medical treatment of patients whose illness or injury may be with treated with ambulatory care;

14.19. for health care service provided by specialists and inpatient medical treatment institutions if a patient refuses in writing to wait for a planned type health care service and pays for the relevant health care service himself or herself or a third person pays for such service;

14.20. for medical treatment using unconventional medical methods;

14.21. for transplantation of organs and tissues (except for blood and the preparations thereof, kidneys, autologous cells, bones and connective tissues, fascia, skin, tendons, cartilaginous tissues, heart valves and corneas);

14.22. for a home visit by specialists (except for home visits of a psychiatrist to psychiatric patients by choice of the psychiatrist);

14.23. for a home visit by a family doctor, except for visits to:

14.23.1. children up to 18 years of age;

14.23.2. disabled persons of group I; or

14.23.3. persons older than 80 years of age;

14.24. for outpatient laboratory examinations (except for the examinations referred to in Annex 3 of these Regulations);

14.25. for consultations and clinical and paraclinical diagnostic examinations that are conducted on the basis of a referral of a forensic medicine expert for persons who have suffered from unlawful offences. Payment for the referred to health care services shall be made by the requester of the forensic medical expert-examination;

14.26. for medical rehabilitation in day-and-night hospitals, except for:

14.26.1. patients who have been sent for the receipt of medical rehabilitation services directly from regional or local multipurpose hospitals or specialised centres (hospitals) and hospitalised for rehabilitation within a time period of six months after being discharged from the referred to medical treatment institutions;

14.26.2. patients with consequences of inherited and acquired organic damages to the nervous system with paralysis;

14.26.3. outpatient case monitoring in accordance with Annex 4 of these Regulations; or

14.26.4. participants of the liquidation of the consequences of the accident at the Chernobyl Atomic Power Plant and persons who suffered as a result of the accident at the Chernobyl Atomic Power Plant in accordance with the Law On Social Protection of the Participants of the Liquidation of the Consequences of the Accident at the Chernobyl Atomic Power Plant and Persons who Suffered due to the Accident at the Chernobyl Atomic Power Plant;

14.27. for surgical operations in hospitals (except for regional and local emergency aid hospitals, specialised centres and specialised hospitals, outpatient units of inpatient medical treatment institutions and inpatient day hospitals);

14.28. for temporary social care of patients in medical treatment institutions (basic diagnoses in accordance with the codes of the International Statistical Classification of Diseases and Related Health Problems (ICD – 10th Revision): Z59 – problems related to housing and economic circumstances; Z60 – problems related to the social environment);
14.29. for health care services that have been provided by medical treatment institutions or medical practitioners who are not in contractual relations with the Agency;

14.30. for medical treatment in sanatoriums and health resorts; or

14.31. for outpatient physical medicine manipulations (except for the manipulations referred to in Annex 5 of these Regulations).

15. The Ministry of Defence, the Ministry of Justice and the Ministry of the Interior shall cover payment for health care services for the following persons:

15.1. the Ministry of Defence:

15.1.1. patient contributions – for soldiers of the professional military service, military servants and soldiers of the compulsory military service, as well as for retired soldiers who, in accordance with regulatory enactments in the field of defence, have been granted the rights to receive health care paid for by the State;

15.1.2. for health care services that have been provided for soldiers of the professional and compulsory service and military servants, as well as for retired soldiers who, in accordance with regulatory enactments, have been granted the rights to receive health care paid for by the State while undergoing a medical expert-examination or a prophylactic medical examination; and

15.1.3. for outpatient health care services that have been provided for national guards while undergoing a health examination (prophylactic medical examination);

15.2. the Ministry of Justice – for persons who are in prisons subordinate to the Latvian Prisons Administration (except for medicinal products for the medical treatment of tuberculosis and HIV/AIDS that are paid for from the State budget resources provided for health care); and

15.3. the Ministry of the Interior:

15.3.1. for employees in the system of the Ministry of the Interior and in the Latvian Prisons Administration of the Ministry of Justice and for trainees with special service ranks – shall cover patient contributions and payments for health care services that such persons have the right to receive in accordance with the regulatory enactments regulating the field of internal affairs and that are not paid from the State budget resources provided to the Ministry of Health for health care;

15.3.2. for asylum seekers, as well as foreigners who have been detained in accordance with the procedures specified in the Immigration Law – for health care services that are required during the time period and in the place of the accommodation thereof and are guaranteed to such persons in accordance with regulatory enactments (except for emergency medical assistance, assistance during childbirth and the cases specified in the Epidemiological Safety Law, as well as medicaments necessary for the medical treatment of tuberculosis that are paid for from the State budget resources provided to the Ministry of Health for health care). If the health care of such persons has been insured, health care expenditures shall be covered by the insurer; and

15.3.3. for outpatient health care services provided to persons placed in short-term detention facilities of the State Police (except for emergency medical assistance and the cases specified in the Epidemiological Safety Law where health care services are paid for from the State budget resources provided to the Ministry of Health for health care). 

16. If a person has received a health care service due to unlawful activity or inactivity thereof, the Agency shall collect the sum that such Agency has paid for the provided health care service from the relevant person by way of subrogation.

II. Organisation of Primary Health Care
17. Primary health care shall be an aggregate of health care services that health care service providers provide to a person in outpatient medical treatment institutions, an outpatient unit of an inpatient medical treatment institution or a place of residence.

18. Primary health care service providers shall be:

18.1. a family doctor;

18.2. a physician's assistant;

18.3. a certified nurse;

18.4. a midwife; and

18.5. a dentist, dental assistant, dental nurse and dental hygienist.

19. A person shall receive primary health care services:

19.1. upon their  personal  initiative of  turning to a family doctor, dentist or hygienist; and

19.2. upon the request of a family doctor, this can be part of  a preventive examination programme in accordance with Annex 2 of these Regulations. 

20. Each person has the right to choose a family doctor. In order to register in a list of patients of a family doctor, the person shall turn to the selected family doctor and complete a registration form (Annex 6) signed by the person and the family doctor.

21. A family doctor may not agree with the registration of a person in the list of patients thereof if:

21.1. the place of residence of the person is located outside the basic territory of operation of the family doctor that is determined in the contract entered into by the Agency and the family doctor in accordance with the plan of the basic territory of operation of the family doctor approved by the Agency and co-ordinated with the relevant local government; or

21.2. the list of patients of the family doctor already includes 2 000 registered patients or 900 registered children, except for first-degree descending relatives or spouses of an already registered patient and persons residing in the basic territory of operation of the family doctor.

22. Each person has the right to choose another family doctor and to perform re-registration not more than twice in a time period of one calendar year (except for cases where the reason for re-registration is a change of the place of residence).

23. In order to re-register, a person shall turn to the selected family doctor and repeatedly complete a registration form.

24. A family doctor shall submit the completed registration form referred to in Paragraphs 20 and 23 of these Regulations to the Agency within a time period of five working days. 

25. In order to include a person in the list of patients of a family doctor or to delete a person therefrom, the Agency shall perform:

25.1. primary registration of the patient – the patient is registered in the list of patients of the family doctor for the first time;

25.2. re-registration of the patient – the previously registered patient is re-registered in the list of patients of another family doctor;

25.3. blocking of the registration of the patient. Such blocking shall be a registration event with which the patient shall be conferred a status that temporarily suspends the present registration and does not allow the re-registration of the patient at another family doctor;

25.4. unblocking of the registration of the patient. Such unblocking shall be a registration event with which the registration of the patient that such patient had before the blocking thereof is renewed; or

25.5. deleting of the patient – the patient is deleted from the list of patients of the family doctor.

26. If a family doctor terminates contractual relations with the Agency, the Agency shall announce the re-registration of the patients registered in the list of patients of the family doctor in the local mass media. The time period of re-registration shall be at least 30 calendar days.

27. Patients shall choose another family doctor from a list of family doctors presented by the Agency within a time period of 30 calendar days and submit a registration form to the selected family doctor.

28. The Agency is entitled to re-register patients who have not re-registered within a time period of 30 calendar days with another family doctor  taken from the family doctors included in the list referred to in Paragraph 27 of these Regulations.

29. If re-registration is performed in accordance with Paragraph 28 of these Regulations, the Agency and family doctor shall come to an agreement regarding the number of patients to be re-registered and inform the patients in writing regarding the re-registration.

30. The Agency is entitled to re-register children to whom a personal identity number has been issued, but who have not been registered with a family doctor, with the family doctor of the mother, father or guardian of the child upon preliminary co-ordination of the registration with the relevant family doctor.

31. If the number of patients registered in the list of patients of a family doctor exceeds the number referred to in Sub-paragraph 21.2 of these Regulations, the Agency is entitled to offer the patients residing outside the basic territory of operation of the family doctor to register with the family doctor in whose basic territory of operation the patient resides.

32. In the cases specified in Section 42 of the Medical Treatment Law, the Agency is entitled to delete a patient from the list of patients of a family doctor and inform the patient thereof on the basis of a submission  from the family doctor and a statement as a result of an examination   by the Quality Control Inspection for Expert-Examination in Medical Care and Ability to Work. The patient has the right to register with another family doctor.

33. The Agency shall delete patients who have lost the status of nationality of the Republic of Latvia and deceased patients from a list of patients on the basis of information that the Agency has received from the Population Register. 

34. The Agency shall block the registration of a patient for:

34.1. patients residing in psychiatric hospitals;

34.2. persons who are in places of imprisonment; and

34.3. persons who have been residing outside the Republic of Latvia for more than six months.

35. If the reason for blocking the registration of a patient referred to in Paragraph 34 of these Regulations has disappeared, the Agency shall  unblock the registration of the patient.

36. A family doctor has the right to receive from the Agency a full list of the patients thereof (in electronic (including using an Internet connection) or written form) and information regarding changes in the list ( monthly).

37. The Agency shall send a written notification regarding registration to a family doctor and a patient not later than within a time period of 30 days after the receipt of a registration form. The registration form shall also be sent to the family doctor, which the family doctor shall store while the patient is registered in his or her list of patients. If the patient re-registers with another family doctor, the Agency shall inform, within a time period of five working days, the family doctor from whose list of patients the person has withdrawn.
38. A person may be registered with only one family doctor. 

39. Upon the request of a person the Agency shall provide information regarding family doctors with whom one may register, the location of the practice of such family doctors and the procedures for registration. The Agency shall post the referred to information on the Internet page thereof.

40. A patient of a family doctor shall be:

40.1. a person who is registered in the list of patients of the family doctor; or

40.2. a person not registered in the list of patients of the family doctor (hereinafter – temporary patient):

40.2.1. a person whom the family doctor has agreed to include in his or her list of patients, but who has not yet received a registration confirmation from the Agency;

40.2.2. a person who has fallen ill during a temporary residence (for example, a business trip, visit) in the basic territory of operation of the family doctor and has sought the help of the family doctor in accordance with Annex 7 of these Regulations;

40.2.3. a person who is periodically under the care of relatives or guardians in the basic territory of operation of the relevant family doctor; or

40.2.4. a person to whom vaccination is performed in a vaccination institution and who is not registered in the list of patients of the family doctor.

41. Each family doctor shall provide health care services in the basic territory of operation in accordance with a contract entered into with the Agency, ensuring health care of the patients registered in the list of patients thereof. 

42. A family doctor may also provide, upon a written agreement with the patient, health care services outside the basic territory of operation thereof to a patient registered in the list of patients thereof.

43. In accordance with the by-law of speciality, a family doctor, together with a certified nurse or certified physician’s assistant, shall provide a patient with health care service at the location of the practice of the family doctor or at the place of work of the family doctor (if the family doctor is an employee in a medical treatment institution) and at the place of residence of the patient, taking into account the following conditions:

43.1. patient reception hours – not less than 20 hours per week;

43.2. office hours of the practice – not less than 40 hours per week;

43.3. the time when the family doctor sees patients – both in the morning hours (from 8.00 to 13.00) and in the evening hours (from 13.00 to 19.00);

43.4. reception hours for patients who have not made an appointment in advance (for acute patients) have been specified for each day – not less than one hour;

43.5. reception hours for patients who have made an appointment in advance have been specified;

43.6. provision of primary health care services within a time period of five working days; and

43.7. provision of calling a doctor for home visits on working days – at least up to 15.00.

44. Upon evaluation of the health condition of a patient, a family doctor may refer a patient registered in the list of patients thereof to receive secondary health care services. 

45. A family doctor shall provide a patient with information regarding the procedures for the receipt of primary health care services provided by the family doctor during the reception hours of the family doctor, outside the reception hours or in the case of substitution, as well as with information regarding the possibilities for the receipt of other health care services. The family doctor shall ensure that information regarding substitution shall be publicly available at his or her place of work.

46. If the absence of a family doctor does not exceed one month, the family doctor shall inform the Agency regarding such absence. If the absence of the family doctor exceeds one month, the family doctor shall co-ordinate the time period of his or her absence with the Agency and inform it regarding the family doctor who will substitute him or her.

47. A family doctor shall ensure that another family doctor substitutes for him or her during the time period of his or her absence. If the family doctor is not able to ensure a substitute, he or she shall inform the Agency 30 days in advance regarding such lack of a substitute. The Agency shall offer the family doctor to choose possible substitutes, taking into account the amount and territorial convenience  of the services to be provided by the possible substitute of the family doctor.
48. A family doctor shall ensure the substitution of the nurse or doctor’s assistant referred to in Paragraph 43 of these Regulations during the time period of their absence, taking into account the following conditions:

48.1. a certified nurse may be substituted by a certified nurse or a certified doctor’s assistant; and

48.2. a certified doctor’s assistant may be substituted by a certified doctor’s assistant or a certified nurse.

49. If a family doctor is an employee in a medical treatment institution, substitution of the family doctor shall be ensured by the medical treatment institution in accordance with Paragraphs 46, 47 and 48 of these Regulations.

50. The Agency shall form a waiting list of the health care service providers referred to in Sub-paragraphs 18.1, 18.2 and 18.3 of these Regulations.

51. A family doctor shall be registered in a waiting list of family doctors if the family doctor has submitted a written submission to the Agency in which he or she has expressed a wish to work as a family doctor in the basic territory of operation of the family doctor approved by the Agency and co-ordinated with the relevant local government and to have contractual relations with the Agency.

52. A certified nurse or a doctor’s assistant shall be registered in a waiting list of certified nurses and doctor’s assistants if the certified nurse or doctor’s assistant has submitted a written submission to the Agency in which he or she has expressed a wish to work together with a family doctor in the basic territory of operation of the family doctor approved by the Agency and co-ordinated with the relevant local government.

53. A family doctor shall be deleted from a waiting list of family doctors if:

53.1. the family doctor has expressed such a wish;

53.2. the certificate of the family doctor has been cancelled;

53.3. the family doctor has been deleted from the register of medical practitioners;

53.4. the family doctor does not comply with the primary health care procedures specified in these Regulations or with the provisions included in the contract entered into with the Agency; or

53.5. the minimum number of patients has not been registered with the family doctor, taking into account the provision of the territory with the health care services provided by family doctors.

54. A nurse or a doctor’s assistant shall be deleted from a waiting list of certified nurses and doctor’s assistants if:

54.1. the nurse or doctor’s assistant has expressed such a wish;

51.2. the nurse or doctor’s assistant certificate of the nurse or the  doctor’s assistant, respectively, has been cancelled; or

54.3. the nurse or doctor’s assistant has been deleted from the register of medical practitioners.

III. Financing of Primary Health Care
55. The Agency shall plan resources for payment for primary health care services in accordance with the following territories:

55.1. Rīga (Rīga, Jūrmala, Rīga District);

55.2. Kurzeme (Liepāja, Liepāja District, Ventspils, Ventspils District, Talsi District, Kuldīga District, Saldus District, Tukums District);

55.3. Latgale (Daugavpils, Daugavpils District, Rēzekne, Rēzekne District, Preiļi District, Krāslava District, Ludza District);

55.4. Vidzeme (Valmiera District, Cēsis District, Madona District, Alūksne District, Valka District, Limbaži District, Balvi District, Gulbene District); and

55.5. Zemgale (Jelgava, Jelgava District, Dobele District, Jēkabpils District, Aizkraukle District, Bauska District, Ogre District). 

56. Not less than 20 % from the State budget resources that are intended for payment for health care services shall be planned for in the financing of primary health care. The Agency shall redirect the resources for payment for primary health care services to territorial departments of the Agency for administration, taking into account the number and age of the recipients of health care services in accordance with the formula referred to in Annex 8 of these Regulations.

57. Territorial departments of the Agency shall plan to redirect the State budget resources referred to in Paragraph 56 of these Regulations for payment for:

57.1. health care services provided by family doctors, including the payment that is to be calculated by taking into account the number of patients registered in the list of patients of a family doctor, the division of the referred to patients according to age groups, and the coefficient (capitation fee) of consumption of the service of the family doctor in accordance with Annex 8 of these Regulations, providing for capitation fee resources in the amount of not less than 30 % from the resources for payment for primary health care services provided for in Paragraph 56 of these Regulations. The average payment of the capitation fee shall be determined for one patient who is registered with the family doctor;

57.2. the work of a certified nurse and certified doctor’s assistant;

57.3. health care services provided by dentists, dental assistants, dental nurses and hygienists;

57.4. health care of the patients who are not registered with the family doctor;

57.5. the work of a midwife, doctor on duty, vaccination co-ordinator;

57.6. health care services provided by specialists (with a referral of a family doctor); and

57.7. medical treatment performed by family doctors.
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58. The monthly income of family doctors for the care of patients shall be composed of:

58.1. a payment that is calculated by taking into account the number of registered patients in the list of patients of a family doctor, the division of the referred to patients according to age groups and the coefficient of consumption of the service of the family doctor in accordance with Annex 8 of these Regulations;

58.2. a fixed payment for the maintenance of the practice of the family doctor in the amount of 160 lats;

58.3. payment for manipulations performed by the family doctor (in accordance with Annex 9 of these Regulations) in the amount of 4-7 % from the resources for health care financing referred to in Paragraph 56 of these Regulations;

58.4. fixed supplements in accordance with Annex 10 of these Regulations;

58.5. a payment for the care of temporary patients (patients who are not registered with the family doctor who provides the health care service) in accordance with Annex 7 of these Regulations;

58.6. work remuneration of a certified nurse and certified doctor’s assistant in accordance with Chapter X of these Regulations; and

58.7. resources for payment for health care services provided by specialists (with a referral of the family doctor) – not more than in the amount of 75 % from the remainder of the granted resources that has not been used for payment for the health care services provided by specialists (with a referral of the family doctor).

59. A territorial department of the Agency shall divide the monthly capitation fee calculated for the health care of patients of the relevant family doctor into:

59.1. a basic payment – in the amount of 85 % from the calculated amount of the monthly capitation fee; and

59.2. a variable payment of an assessment of the operation of a family doctor – in the amount of 15 % from the amount of the calculated monthly capitation fee.

60. A variable payment of an assessment of the operation of a family doctor shall be divided into a variable payment of an assessment of the monthly operation of the family doctor and a variable payment of an assessment of the annual operation of the family doctor at a proportion of 1:1.

61. Territorial departments of the Agency shall calculate a variable payment of an assessment of the monthly operation of a family doctor in accordance with Annex 11 of these Regulations.

62. A variable payment of an assessment of the annual operation of a family doctor shall be calculated on the basis of an evaluation of the annual performance indicators of the family doctor in accordance with Annex 12 of these Regulations. 

63. Territorial departments of the Agency shall form provisions from the unpaid part of the capitation fee of a variable payment of an assessment of the operation (monthly and annual) of a doctor, and such provisions shall be used for the following purposes:

63.1. for the development of primary health care in the region (for example, the opening and equipping of practices, the organisation of training for family doctors, payment for the operation of newly-opened practices); and

63.2. paid to family doctors who have had unforeseen expenditures due to the deterioration of the epidemiological situation in the basic territory of operation thereof.

64. Full work remuneration for a certified nurse and doctor’s assistant shall be specified for:

64.1. the health care of 1 800 patients in the practice and territory of a doctor; and

64.2. the health care of 800 patients who are up to 18 years of age in the practice and territory of a doctor.

65. The Agency shall calculate the work remuneration of a certified nurse and doctor’s assistant proportionally in accordance with the number of patients under the care of a particular family doctor.

66. Taking into account the territorial encumbrance for the provision of health services (for example, undeveloped transport infrastructure), territorial departments of the Agency may also determine full payment for the health care of a smaller number of residents than is specified in Paragraph 64 of these Regulations.

67. Payment for the ensuring of the operation of a certified nurse and doctor’s assistant shall be calculated in accordance with Annex 13 of these Regulations.  

68. A family doctor may determine additional remuneration from his or her income for a certified nurse and doctor’s assistant.

69. If more than 2 000 patients or 1 000 children are registered with a family doctor, in calculating the capitation fee of the family doctor a subrogation coefficient may be applied in accordance with Annex 14 of these Regulations, taking into account the following criteria:

69.1. co-operation with other health care service providers;

69.2. provision of the receipt of the services of the family doctor in the territory;

69.3. the availability of primary health care services;

69.4. the quality of the provided primary health care services, including indicators of work activity during the previous period and an assessment of annual operations (especially – the organisation of the operations of the practice);

69.5. the possibilities  for the patients to re-register with other family doctors; and

69.6. complaints of residents.

69.1 Work performed by dentists, dental assistants, dental nurses and dental hygienists shall be paid in accordance with dental service rates.
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IV. Organisation of Secondary and Tertiary Health Care
70. Secondary health care is an aggregate of health care services provided by a medical practitioner who has specialised in a disease profile to a person:

70.1. in an outpatient medical treatment institution;

70.2. in the outpatient unit of a hospital;

70.3. in an emergency medical aid institution if the provision of outpatient aid is organised therein;

70.4. in an inpatient day hospital; and

70.5. in a hospital.

71. A person shall receive secondary health care services:

71.1. upon a the referral of a family doctor or a specialist;

71.2. by turning, upon his or her initiative, to the following direct availability specialists:

71.2.1. a psychiatrist, if the person has a mental illness;

71.2.2. a narcologist, if the person is addicted to alcohol, narcotic or psychotropic substances;

71.2.3. a phthysiopulmonologist, if the person has tuberculosis;

71.2.4. a dermatovenereologist, if the person has a sexually transmitted disease;

71.2.5. an endocrinologist, if the person has diabetes; or

71.2.6. an oncologist, if the person has an oncological illness;

71.3. by turning, upon his or her initiative, to a gynaecologist in order to conduct the preventive gynaecological examination referred to in Annex 2 of these Regulations;

71.4. by turning, upon his or her initiative, to the admission department of an inpatient medical treatment institution in order to receive emergency medical assistance; or

71.5. upon the referral of an emergency medical assistance team.

72. In order to receive secondary health care services (except for the cases referred to in Sub-paragraphs 71.2, 71.3 and 71.4 of these Regulations), a family doctor or a specialist shall draw up a referral. The referral shall be drawn up on a form that has been approved in the regulatory enactments regarding the procedures for the record-keeping of medical documentation.

73. In order for a patient to receive an outpatient health care service, a family doctor or a specialist shall:

73.1. choose the place of consultation or diagnostic examination together with the patient, evaluating the urgency of the receipt of the service; and

73.2. inform the patient regarding the necessity to apply for a consultation or a diagnostic examination by phone or in person. Upon referring the patient to an inpatient day hospital, the family doctor or specialist shall come to an agreement with the patient and the medical treatment institution regarding the time period of the receipt of the health care service and make a note regarding such time period in the referral.

74. A patient shall come to an agreement with the medical treatment institution referred to in Paragraph 73 of these Regulations regarding the particular time period when the consultation indicated in a referral shall be received or the diagnostic examination be conducted.

75. The medical treatment institution indicated in the a referral shall inform the relevant family doctor or specialist regarding the provided health care service in accordance with the purpose of the referral.

76. A patient shall be referred to an inpatient day hospital for the receipt of outpatient health care services in the following cases:

76.1. the patient requires secondary outpatient health care services and, according to his or health condition, the use of means of medical treatment is necessary during the time period of the receipt of which the supervision of a doctor is required;

76.2. the administering of pharmacotheurapeutic measures  to the patient, using different methods, is necessary during the day after a specific period of time;

76.3. the patient requires a complicated diagnostic examination;

76.4. prior to the diagnostic examination, the patient requires special preliminary preparation;

76.5. the use of an anaesthetic (except for a local anaesthetic) is required for the examination of the patient;

76.6. for the performance of surgical operations; and

76.7. for the receipt of rehabilitation services.

77. In order for a patient to receive an inpatient health care service, a family doctor or a specialist shall:

77.1. refer the patient to a hospital if the twenty-four-hour supervision of a medical practitioner is required, attaching an extract with the results of an examination that justifies the particular reason for the referral and the health condition of the patient;

77.2. choose a hospital together with the patient, evaluating the urgency of the receipt of the service; and

77.3. come to an agreement with the patient and the medical treatment institution regarding the time period of hospitalisation of the patient and make a note regarding such time period in the referral.

78. If a family doctor or a specialist considers that a patient must receive immediate medical attention at the reception of a health care service in a hospital , he or she may provide the person with a referral without coming to an agreement with the hospital regarding the time period of hospitalisation. In such case, the necessary diagnostic examinations shall be conducted at the admission department of the hospital and the medical indications for immediate receipt of the health care service shall be again evaluated. If it is determined in the admission department of the hospital that the provision of the health care service is not immediately required, the hospital shall come to an agreement with the patient regarding the possible time period of hospitalisation and inform the family doctor of the patient regarding such time period. 
79. An emergency medical assistance team shall refer a patient for the receipt of a health care service in a hospital in accordance with that which is specified in Sub-paragraph 77.1 of these Regulations, delivering the patient to the nearest hospital that complies with the mandatory requirements for the provision of emergency assistance for medical treatment institutions and the structural units thereof.

80. If a patient turns to a hospital upon his or her own initiative, the necessary diagnostic examinations shall be conducted in the admission department of the hospital, the medical indications shall be evaluated and a decision shall be taken regarding the immediate provision of a health care service. If it is determined in the admission department of the hospital that the provision of the health care service is not immediately required, the patient shall be provided with a written refusal of hospitalisation and informed regarding the possibility to receive the necessary health care service.

81. Medical treatment institutions shall mutually recognise the results of conducted examinations within a time period of one month from the day of the performance of the examinations.

V. Financing of Secondary and Tertiary Health Care

82. The Agency shall plan the resources for payment for secondary and tertiary health care services in accordance with the territories specified in Paragraph 55 of these Regulations:

82.1. for payment for outpatient health care services provided by specialists and controlled by family doctors (with a referral of a family doctor), which shall be calculated for each family doctor by using one of the specified payments:

82.1.1. payment for each registered resident if the proportion of children registered with the family doctor does not exceed 70 %; or

82.1.2. payment for each registered resident if the proportion of children registered with the family doctor exceeds 70 %; and

82.2. payment for other secondary outpatient health care services provided by specialists.
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83. In addition to the resources referred to in Paragraph 82 of these Regulations, the Agency shall plan and, if necessary, redirect the resources for payment for outpatient health care services provided by specialists from the family doctor  capitation fee referred to in Sub-paragraph 59.1 of these Regulations, but not more than 20 % from such amount if the payment for the outpatient health care services provided by specialists (with a referral of a family doctor) exceeds the amount referred to in Sub-paragraph 82.1 of these Regulations. 

84. Payment for secondary outpatient health care services provided by specialists, including in an inpatient day hospital, shall be made:

84.1. in accordance with the list of medical care episodes (Annex 15) and the list of manipulations for which extra payments are made (Annex 16);

84.2. for laboratory, functional diagnostic, radiological, endoscopy, rehabilitation services – in accordance with the price list of health care services; and

84.3. in accordance with the estimated financing.

85. Estimated financing shall be applied for payment for the work of the following specialists and structural units of medical treatment institutions:

85.1. psychiatrist;

85.2. narcologist;

85.3. phthysiopulmonologist;

85.4. dermatologist-venereologist;

85.5. endocrinologist;

85.6. oncologist;

85.7. diabetic foot care room;

85.8. palliative care room;

85.9. bronchial asthma room;

85.10. trauma station;

85.11. stoma room; and

85.12. room of the doctor on duty.

86. Calculation of the amount of estimated financing shall include:

86.1. working wage of doctors and nurses in the amount referred to in Chapter X of these Regulations;

86.2. compulsory social insurance payments of an employer; and

86.3. the ensuring of the resources required for ensuring operation.

87. The amount of the resources referred to in Sub-paragraph 86.3 of these Regulations shall be determined separately for each medical treatment institution by using the information provided by a medical treatment institution regarding:

87.1. public utility payments and the actual expenditure connected to the maintenance of a building; and

87.2. actual expenditure for the purchase and maintenance of internal infrastructure (for example, low-value inventory, medicine, clothes, medical equipment and devices).

88. The Agency shall make a payment for health care services provided by an inpatient health care institution in accordance with the service price formula referred to in Chapter X of these Regulations, using the following types of payment:

88.1. occasional payment for a particular medical diagnosis or group of medical diagnoses;

88.2. payment for diagnoses included in disease profiles; and

88.3. payment for actual bed days.

89. Occasional payment shall be a fixed payment for a specific diagnosis or a group of diagnoses the treatment costs of which, in performing accounting of treatment costs, are similar. In forming groups, the following criteria shall be taken into account:

89.1. the diagnoses included in the payment group;

89.2. characteristic features of the payment group (for example, surgical operations, examinations, groups of patients);

89.3. the length of treatment from the duration of  which fixed treatment costs are determined;

89.4. the cost gap in age groups (0-18 years, 18-60 years, more than 60 years); and

89.5. the cases where supplements are determined for the payment group rate – concomitant diagnoses, complication diagnoses, application of special treatment plans, specific changes in medical technologies.

90. Occasional payment groups shall be determined and group rates shall be reviewed not less than once every three years, performing a full accounting of the treatment costs for the reporting period.

91. If a patient undergoes medical treatment for a shorter period of time than is provided for by the interval referred to in Sub-paragraph 89.3 of these Regulations, the Agency shall pay for the days actually spent in the hospital (in accordance with the rate of bed days in an inpatient institution that has been specified in the contract with the medical treatment institution) and for the manipulations performed during such time period (in accordance with the rates of medical care episodes and manipulations).

92. If a patient undergoes medical treatment for a time period longer than is provided for by the interval referred to in Sub-paragraph 89.3 of these Regulations, the Agency shall pay the specified occasional rate, adding a monetary sum thereto that is composed of the number of bed days spent during the post-interval period multiplied by 70 % from the bed-day rate in an inpatient institution specified in the contract and the sum of rates for manipulations performed during the post-interval period (in accordance with the rates of medical care episodes and manipulations).

93. Diagnoses shall be joined in medical profile groups according to clinical specialities, using the codes of the International Statistical Classification of Diseases and Related Health Problems (ICD – 10th Rev.). The Agency shall review the average medical treatment duration of medical profiles once every three years, using data regarding health care services provided by medical treatment institutions.

94. If a patient undergoes medical treatment for a time period that is shorter than the average medical treatment duration specified for the particular medical profile or equal thereto, the Agency shall pay the inpatient medical treatment institution for the actual time period of treatment of the patient and for the manipulations performed during such time period (in accordance with the rates of medical care episodes and manipulations). 

95. If a patient undergoes medical treatment for a time period that is longer than the average medical treatment duration specified for the medical profile, the Agency shall pay the outpatient institution 70 % from the bed-day rate specified in the contract for each bed day and for the performed manipulations (in accordance with the rates of medical care episodes and manipulations). 

96. Bed-day rates shall be determined as the average rates in the relevant hospital group not less than once every three years on the basis of reports of medical treatment institutions regarding actual costs during the previous period. 

97. In making payments for actual bed days, the Agency shall pay an inpatient medical treatment institution for the actual time period of treatment of a patient and for the manipulations performed during such time period (in accordance with the rates of medical care episodes and manipulations). 

98. Procedures for settling accounts for inpatient health care services provided by a medical treatment institution shall be determined in the contract of the Agency and the medical treatment institution.

99. In calculating the number of bed days spent in an inpatient institution (the duration of medical treatment), the day of entering and the day of discharging of the patient shall be regarded as one day.

VI. Emergency Medical Assistance
100. If a victim (person who has taken ill) is in a condition that is critical to his or her life and health, emergency medical assistance shall be provided by:

100.1. a team of an emergency medical assistance institution; and

100.2. a medical treatment institution.

101. A team of an emergency medical assistance institution shall provide emergency medical assistance to a victim (person who has taken ill) at the place of the event, as well as during transport to a medical treatment institution, in the following cases:

101.1. if the life of victim is endangered (for example, sudden falling ill, intensification of a chronic illness, accident, catastrophe, a heavy mechanical, thermal, chemical or combined trauma , electrical trauma , presence of a foreign object   in the respiratory tract, drowning, choking, poisoning);

101.2. sudden falling ill or injury to a child in a public place;

101.3. if, in accordance with a diagnosis or the level of the gravity of a health condition, the emergency transport of a patient, as well as the transport of a woman in labour to the relevant medical treatment institution, is necessary; or

101.4. outside the working hours of outpatient medical treatment institutions, if waiting until the opening hours of the outpatient medical treatment institutions may endanger the life of the person.

102. In cases that are not referred to in Paragraph 101 of these Regulations, a health care service provided by a team of an emergency medical assistance institution shall be a paid service in accordance with the price list of the paid services of the medical treatment institution.

103. An outpatient medical treatment institution, the outpatient department of a hospital or an inpatient day hospital shall ensure the provision of emergency medical assistance during the working hours thereof. The emergency medical assistance and admission department of regional and local hospitals shall provide emergency medical assistance twenty-four hours a day.

104. An emergency medical assistance institution shall register emergency calls. The responsible on-duty medical practitioner of the relevant institution shall evaluate the received information, determine the urgency with which the victim (person who has taken ill) is to be provided with emergency medical assistance, as well as reject ungrounded calls (calls that are not referred to in Paragraph 101 of these Regulations) and provide information regarding other possibilities for the receipt of health care services.

105. A competent institution that organises the provision of emergency medical assistance in the state, shall set up the teams of an emergency medical assistance institution so that upon the receipt of an emergency call, emergency medical assistance might be ensured in 75 % of cases:

105.1. in republic cities and district cities - not later than within a time period of 15 minutes from the moment of the receipt of an emergency call; and

105.2. in other territories - not later than within a time period of 25 minutes from the moment of the receipt of an emergency call.

106. The Agency shall plan the number of teams required for the provision of emergency medical assistance by taking into account:

106.1. the population density in the republic cities and district cities;

106.2. the population density and the size of the area to be serviced in district cities with rural territories;

106.3. the size of the area to be serviced in other territories; and

106.4. other factors that influence the accessibility of emergency medical assistance in accordance with the specified time (for example, poor road  quality).

107. Payment for the work of an emergency assistance team shall be performed on the basis of the principles of estimated financing in accordance with actual expenditure divided according to the types of expenditure.

VII. Entering into Contracts

108. The Agency shall ensure the entering into of contracts with health care service providers regarding:

108.1. the provision of outpatient health care services – in accordance with the procedures referred to in Paragraph 111 of these Regulations;

108.2. the provision of inpatient health care services – with the medical treatment institutions referred to in Annex 17 of these Regulations; and

108.3. the provision of emergency medical assistance – with the medical treatment institutions referred to in Annex 18 of these Regulations.

109. The Agency shall select health care service providers in the territories referred to in Paragraph 55 of these Regulations in accordance with the following procedures:

109.1. primary health care practitioners – in forming waiting lists of primary health care practitioners; and

109.2. secondary outpatient health care service providers – in performing selection procedures.

110. In performing selection procedures, the Agency is entitled to enter into contracts with other inpatient medical treatment institutions if the medical treatment institutions referred to Annex 17 of these Regulations do not ensure the provision of services paid from the State budget resources in accordance with the required amount.

111. The Agency shall publish an announcement regarding the selection procedures for health care service providers in the newspaper “Latvijas Vēstnesis” [the official Gazette of the Government of Latvia], as well as post information on the Internet page of the Agency. Health care service providers shall submit a proposal for the provision of health care services within a time period of 20 days after the publication of the announcement of the Agency. 
112. The Agency shall establish a selection commission for health care service providers that shall be composed of not less than 5 members. 

113. The selection of health care service providers shall take place taking into account the following criteria:

113.1. a health care service provider complies with the requirements specified by regulatory enactments for medical treatment institutions and the structural units thereof;

113.2. the health care service provider submits a development strategy for a time period of at least three years;

113.3. the types of health care services provided by the health care service provider and the medical technologies used for the provision thereof;

113.4. the provision of the health care service provider with a qualified medical staff;

113.5. appropriate material and technical provisions of the health care service provider;

113.6. proposals of the health care service provider for an increase in the cost-effectiveness of the use of State budget resources, including the possibilities for a decrease in the prices of health care services;

113.7. the health care service provider confirms the possibilities and readiness to provide health care services, within the framework of a contract, for a specific price, not requesting additional payment from the recipient of health care services, except for a patient contribution and/or co-payments;

113.8. appropriate experience of the health care service provider in the provision of the relevant services;

113.9. the health care service provider has not been declared insolvent, is not undergoing the process of liquidation, the economic activity thereof has not been suspended or discontinued, court proceedings regarding the termination of the operation thereof, or the insolvency or bankruptcy thereof, have not been initiated;

113.10. the health care service provider does not have tax debts or debts of State compulsory social insurance contributions; and

113.11. other criteria that characterise the possibilities of the health care service provider to provide good-quality health care services.

114. The Agency shall evaluate health care service providers in accordance with the criteria specified in Paragraph 113 of these Regulations, select the most appropriate provider, and enter into a contract regarding the provision of health care services. 

115. The amount of finances (budget) for health care services to be paid from the State budget shall be determined for each health care service provider for a calendar year. During the time period of operation of a contract, the Agency shall determine the amount of health care services for a health care service provider and include such amount in the contract not later than within one month after the announcement of the law on the State budget for the current year.

116. The Agency shall determine the amount of finances of the contract for health care service providers on the basis of the following indicators:

116.1. the number of patients treated  and the types of  health care services provided (within the dynamics of the previous three years);

116.2. the amount of funding for payment for services in accordance with the law on the State budget for the current year; and

116.3. the provision of bed load in regional multi-profile hospitals is at least 85 %.

117. In determining the amounts of contracts for inpatient medical treatment institutions, the Agency shall take into account the regulation regarding the premises of a medical treatment institution, calculating not less than 7 m2 per bed in wards and 21 m2 of additional space (administrative premises, corridors, admission department, kitchen, operating rooms, closed-type pharmacy, rooms of auxiliary services and auxiliary rooms). 

118. The Agency shall enter into contracts with service providers for a time period not exceeding five years. 

119. A contract between a health care service provider and the Agency shall be entered into in accordance with the conditions of the Civil Law regarding the entering into of contracts, including the following additional conditions therein:

119.1. the amount of finances (budget) and the intended division thereof according to quarters;

119.2. restrictions on the health care service provider, specified within the framework of State budget resources, in relation to the rights to use other health care service providers (referrals, specialist consultations) or to prescribe   medicaments covered by compensation;

119.3. conditions and time periods for the exchange of information, the procedures by which reports regarding the provided services are to be submitted;

119.4. conditions for the provision of services and the procedures for the formation of queues for the receipt of specialised services;

119.5. the duty of the compensation of losses, sanctions in the form of penalties and a fine for late payments; and

119.6. procedures for the control of the operation of the service provider.

120. The Agency shall include in a contract with a health care service provider the duty of the parties to make amendments to the contract, upon the request of the Agency, in relation to the amount of health care services or the amount of finances (budget) if:

120.1. the law on the State budget for the current year has been adopted;

120.2. amendments to the law on the State budget for the current year have been adopted;

120.3. new regulatory enactments have been adopted or amendments have been made to the regulatory enactments in force that are related to health care services;

120.4. re-structurisation of the health care service provider has taken place or a specialist who provides the relevant health care service specified in the contract has terminated employment relations with the health care service provider who has entered into contractual relations with the Agency; or

120.5. the service provider does not fulfil the amount of health care services specified in the contract.

121. In order to ensure the execution of the contract referred to in Paragraph 108 of these Regulations, the Agency shall examine the validity and efficiency of services, medical and financial documentation in relation to health care services paid from the State budget resources, as well as control, not less than once a quarter, the data regarding the reaching of the planned amount of finances and the intended division thereof according to quarters.

122. If a health care service provider does not reach or exceeds the planned amount of annual finances by not more than 5 % from the planned amount of annual finances, the Agency shall disburse the whole amount of intended annual finances to the health care service provider. 

123. If a health care service provider exceeds the planned amount of annual finances by more than 5 %, the Agency, in evaluating the reasons for the exceedance (for example, an unplanned increase in illness, epidemic, disaster, or other unforeseen circumstances) and the explanations of the health care service provider, is entitled to pay the health care service provider up to 25 % of the exceeded amount.

124. The Agency shall not pay for health care services provided by a health care service provider if medical documentation regarding the relevant services has been filled in incompletely or illegibly or medical documentation has not been filled in, or the health care service provider does not present the medical documentation upon the first request of a medical assessor  working in the Agency or another person authorised by the Agency.

125. The Agency shall include in a contract with a health care service provider the right of the Agency to unilaterally withdraw from the contract with the health care service provider prior to the time period specified in the contract in the following cases:

125.1. the provider of services does not fulfil the provisions of the contract or does not fulfil such provisions completely and in a timely manner, or violates the requirements of regulatory enactments;

125.2. insolvency proceedings have been initiated against the service provider in accordance with the procedures specified by law, or the service provider complies with the features of insolvency specified by law, or the service provider has been recognised as insolvent;

125.3. the time period of validity of the certificate of the service provider regarding the compliance of the service provider with mandatory requirements has terminated and is not being renewed or such service provider has lost the rights to provide health care services or such rights have been restricted in the form specified by regulatory enactments; and

125.4. the service provider has refused to come to an agreement regarding amendments to the provisions of the contract in the cases referred to in Paragraph 120 of these Regulations.

126. The Agency shall include in a contract with a health care service provider the right of the Agency to unilaterally withdraw from the contract prior to the time period specified in the contract in cases not referred to in Paragraph 125 of these Regulations, by submitting a written warning regarding the discontinuation of the contract not less than three months in advance.

127. The Agency shall include in the contract with a health care service provider the duty for the health care service provider to submit to the Agency a written warning regarding a unilateral withdrawal from the contract not less than three months in advance.

128. A medical treatment institution shall submit information regarding the health care services prescribed and provided to patients in the previous month until the time period specified in a contract with the Agency, recording such services in medical documentation in accordance with the regulatory enactments regarding the record-keeping of medical and accounting documents. 

VIII. Performance of Centralised Procurements
129. The Agency shall conduct procurements regarding the delivery of the medicinal products, medical devices and products (hereinafter - means of medical treatment) referred to in Annex 19 of these Regulations for State administrative institutions and hospitals that are under contractual relations with the Agency.

130. The Agency, in operating as a contracting authority or a representative of a contracting authority, shall conduct centralised procurements of the means of medical treatment in accordance with the Law On Procurement for State or Local Government Needs.

131. In conducting centralised procurements of means of medical treatment, the Agency shall: 

131.1. operate as a contracting authority and payer if the health care service rate does not include the costs of the means of medical treatment referred to in Section 1 of Annex 19 of these Regulations; and

131.2. operate as an organiser of a procurement competition – a representative of a contracting authority if the payer is a State administrative institution or a hospital.

132. If the Agency operates as a contracting authority and a payer of a procurement, the Agency shall conduct activities related to the procurement procedure, enter into a contract with the supplier and pay for the procurement. 

133. If the Agency operates as the organiser of a procurement competition/representative of a contracting authority, the Agency shall conduct the activities related to the procurement procedure and prepare a draft procurement contract, but State administrative institutions and hospitals shall enter into a contract with a supplier and pay for the procurement. 

134. State administrative institutions and hospitals shall submit to the Agency the technical specification of a procurement, calculations of intended financial resources and the amount of the procurement, but the Agency shall ensure the fulfilment of the duties related to the operation of a procurement commission. The composition of the procurement commissions established for the relevant procurement shall consist of authorised persons of the Agency and State administrative institutions and hospitals. Authorised persons of other competent authorities (for the procurement of medicaments – an authorised representative of the State Medicines Pricing Agency and the State Agency of Medicines, for the procurement of medical supplies – an authorised representative of the Health Statistics and Medical Technologies State Agency) may also be included in the composition of the procurement commission.
135. State administrative institutions and hospitals for the needs of which the Agency conducts centralised procurements as a contracting authority and payer shall submit reports to the Agency and ensure that data regarding the utilisation of the financial resources that are related to the conducted procurement is entered in the health care data information system. 

136. The Agency shall conduct procurement of only such means of medical treatment that are allowed to be distributed in accordance with the procedures specified in the regulatory enactments regulating the field of health care. In order to achieve the effective utilisation of State budget resources in the procurement process, and in order to evaluate the usefulness of the procurement, the Agency may request that State administrative institutions and hospitals include the following information in the procurement request:

136.1. the number of patients for which the requested amount of means of medical treatment is intended;

136.2. the methods of use of the requested means of medical treatment in the medical treatment of the relevant diagnosis;

136.3. the average costs per patient;

136.4. analogues of the requested means of medical treatment; and

136.5. the surplus of the means of medical treatment and the quantity of minimum reserves in State administrative institutions and hospitals. 

137. If necessary, the Agency shall request the relevant statements from competent authorities.

138. In determining the requirements for applicants, the Agency shall request that an applicant submit a certification regarding the ability to ensure the supply, in the quantity specified in the procurement, of such means of medical treatment for which the Agency has submitted a tender. If the applicant is not a manufacturer of means of medical treatment, such applicant has a duty to also submit to the procurement commission certification  from the manufacturer regarding the ability to ensure the manufacturing of the quantity of  medical treatment specified in the procurement.

139. A procurement commission shall choose the lowest price or the most economically advantageous tender as the criterion for the evaluation of tenders. If necessary, the Agency shall conduct a procurement procedure the purpose of which is to enter into a general contract with a contracting authority and one or several suppliers regarding the supply of means of medical treatment, determining the price of one unit. In determining the most economically advantageous tender as the criterion for the evaluation of tenders, the Agency shall take into account the following criteria, in addition to the criteria referred to in Section 1, Clause 9, Sub-clause “a” of the Law On Procurement for State or Local Government Needs:
139.1. the advantages of the means of medical treatment proven with published clinical research data;

139.2. the compliance of the means of medical treatment with medical treatment guidelines and approved medical technologies;

139.3. clinical efficiency;

139.4. adverse effects;

139.5. mode of administration of the means of medical treatment;

139.6. time period of validity;

139.7. storage regime; and

139.8. provisions for supply.

140. The applicable criteria and the importance of each criterion in the total evaluation of a tender shall be determined in a competition conducted according to regulations.

141. If a selected applicant refuses to enter into a procurement contract or does not submit a performance security for the procurement contract, a contracting authority shall offer to enter into such contract with the applicant whose tender is the next most economically advantageous tender or, accordingly, the tender with the lowest price. 

IX. Use of the Reserve Fund
142. Proposals for the use of resources of the reserve fund referred to in Paragraph 4 of these Regulations may be submitted by:

142.1. the Ministry of Health;

142.2. the Agency;

142.3. a local government;

142.4. the medical treatment institution that has entered into a contract with the Agency regarding the provision of health care services and payment for such services; or

142.5. other institutions that receive State budget funding for the provision or supervision of health care services.

143. Institutions that are not referred to in Paragraph 142 of these Regulations may submit proposals for the use of the resources of the reserve fund with the intermediation of the institutions referred to in Paragraph 142 of these Regulations.

144. Proposals for the use of the resources of the reserve fund shall submitted to the Agency in writing.

145. The following information shall be indicated in a proposal for the use of the resources of the reserve fund:

145.1. the name and address of the submitter (for a natural person – given name, surname, place of residence or other information that helps to identify the person; for a legal person – name, address, registration number);

145.2. the purpose of the use of the monetary resources in accordance with the cases of use specified in Paragraph 4 of these Regulations;

145.3. the required amount of monetary resources in lats; and

145.4. the calculation that justifies the required amount of monetary resources.

146. An evaluation commission shall evaluate proposals for the use of the reserve fund and take a decision regarding the allocation of resources.

147. An evaluation commission shall be composed of five members:

147.1. two representatives of the Ministry of Health;

147.2. two representatives of the Agency; and

147.3. a representative of the Health Statistics and Medical Technologies State Agency.

148. The composition and by-law of an evaluation commission shall be approved by the Minister for Health. 

149. An evaluation commission shall examine proposals for the use of the resources of the reserve fund within a time period of 30 days after the receipt thereof.

150. In evaluating a proposal for the use of the resources of the reserve fund, an evaluation commission shall take into account the compliance of a proposal with the cases referred to in Paragraph 4 of these Regulations.

151. The chairperson of an evaluation commission shall submit the minutes of a meeting of the evaluation commission to the Minister of Health for information within a time period of 10 days after the meeting of the evaluation commission. If necessary, the Minister for Health shall send a decision of the evaluation commission for review or request additional information that justifies the taking of the decision of the evaluation commission.

152. A decision of an evaluation commission regarding the use of the resources of the reserve fund shall be approved by the Minister for Health.

153. The resources of the reserve fund shall be redirected by entering into a written contract between the Agency and a recipient of the resources of the reserve fund. The contract shall determine the procedures for the receipt and use of resources and the procedures for the submission of reports.

154. The Agency shall ensure the control of the use of resources allocated from the reserve fund.

155. The Agency shall submit a report regarding the use of the resources of the reserve fund to the Minister for Health every six months.

X. Costs of Health Care Services
156. The Agency shall calculate health care service rates for:

156.1. manipulations;

156.2. medical care episodes;

156.3. bed days; and

156.4. occasional payment.

157. In calculating a health care service rate, the Agency shall use average costs of medical treatment institutions in accordance with the reports of medical treatment institutions submitted in the time period of the previous three calendar years.

158. A health care service rate shall be calculated using the following formula:

C = TC + P, where

C – health care service rate;

TC - total costs of the provision of the service;

P – profit (development expenditures).

159. 5 % of the collected patient contribution and of the patient contribution paid from the State budget regarding the categories of exempted persons shall be redirected for the covering of costs involved in development  (element P of the formula). 95 % of the collected patient contribution shall be redirected for the covering of the costs of the other elements of the rate formula. 
160. The total costs of the provision of a health care service shall be calculated using the following formula:

TC = VC (D + S + M + E) + FC (U + A + R + N), where

VC - variable costs (direct costs);

D - work remuneration (lats per hour);

S - mandatory payments of State social insurance;

M – medicaments (means of medical treatment);

E – food and catering costs;

FC – fixed costs (indirect costs);

U - overhead costs;

A - administrative costs;

R – indirect manufacturing costs (in such case – expenditures for the purchase of soft and other inventory, ongoing maintenance  work of buildings and constructions);

N – depreciation.

161. Coefficient D shall be calculated by taking into account that the average monthly work remuneration has been specified in the following amount:

161.1. for doctors – in the amount of 364 lats;

161.2. medical practitioners and patient care persons – in the amount of 211 lats; and

161.3. medical practitioners and assistant patient care persons – in the amount of 153 lats.
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XI. Receipt of Health Care Services in the European Union and European Economic Zone Member States and Settlement of Accounts with Persons regarding Received Health Care Services

162. A resident of the Republic of Latvia is entitled to receive health care services financed from the State budget in other European Union and European Economic Zone Member States (hereinafter - EU and EEZ Member States) in accordance with Council Regulation (EEC) No. 1408/71 of 14 June 1971 on the application of social security plans to employed persons and their families moving within the Community (hereinafter – Regulation No. 1408/71) and Council Regulation (EEC) No. 574/72 of 21 March 1972 fixing the procedure for implementing Regulation (EEC) No. 1408/71 on the application of social security plans to employed persons and their families moving within the Community (hereinafter – Regulation No. 574/72).

163. The following E forms filled-in and approved by the Agency in accordance with these Regulations shall certify the rights of a person to receive health care services financed from the State budget in other EU and EEZ Member States:

163.1. E 106, Certificate of Entitlement to Sickness and Maternity Insurance Benefits in Kind for Person Residing in a Country Other than the Competent Country (hereinafter – E 106);

163.2. E 109, Certificate for the Registration of Members of the Employed or Self-employed Person’s Family and Updating of Lists (hereinafter – E 109);

163.3. E 111, Certificate of Entitlement to Benefits in Kind during a Stay in a Member State (hereinafter – E 111);

163.4. E 112, Certificate Concerning the Retention of the Right to Sickness or Maternity Benefits Currently Being Provided (hereinafter – E 112);

163.5. E 120, Certificate of Entitlement to Benefits in Kind for Pension Claimants and Members of Their Families and the Updating of Lists (hereinafter – E 120); and

163.6. E 121, Certificate for the Registration of Pensioners or Members of Their Families and the Updating of Lists (hereinafter – E 121).

164. The E forms referred to in Paragraph 163 of these Regulations shall be available to persons in the Agency and on the Internet page of the Agency. Filled-in and approved E forms shall be issued by the Agency.

165. Health care services in other EU and EEZ Member States shall not be paid from the State budget resources to persons regarded as insured in accordance with the provisions of Regulation No. 1408/71 and Regulation No. 574/72 within the framework of the social security plan of other EU or EEZ Member State.

166. An E form may be issued for a time period that does not exceed the time period indicated in a temporary residence permit to persons who reside in the Republic of Latvia on the basis of a temporary residence permit.

167. Persons who, in accordance with Regulation No. 1408/71 and Regulation No. 574/72, are entitled to receive health care services financed from the State budget may be issued filled-in and approved E forms for a time period that does not exceed the time period of the existence of such rights. 

168. Filled-in and approved E forms shall provide persons with the rights to receive health care services financed from the State budget of the Republic of Latvia in other EU and EEZ Member States pursuant to Regulation No. 1408/71 in accordance with the same procedures as the persons who are insured pursuant to the social security plans of such Member States. 

169. In order to receive an E 106, E 109, E 111, E 120 or E 121 form filled-in and approved by the Agency, the person shall present a submission to the Agency. If the person resides in the Republic of Latvia on the basis of a residence permit, a copy of the passport shall be attached.

170. A person shall present a submission to the Agency in person or send such submission by mail or fax. The person may fill in a submission for the receipt of an E 111 form online on the Internet page of the Agency.

171. The Agency shall fill in the E forms referred to in Paragraph 169 of these Regulations and issue such forms to the person within a time period of 15 days from the day of the receipt of the submission, issuing such forms in person or by sending such forms by mail.

172. A person does not have the right to receive the E forms referred to in Paragraph 169 of these Regulations if such person does not comply with the conditions referred to in the Medical Treatment Law (except for the persons referred to in Paragraph 167 of these Regulations) or the conditions referred to in Paragraphs 165 or 166 of these Regulations. In such case, the Agency shall take a written decision wherein the reasons for the refusal to issue an E form shall be indicated, and shall inform the person regarding such decision.

173. The Agency shall issue a filled-in and approved E 112 form in order to provide the persons with the rights to receive planned type health care services financed from the State budget in other EU and EEZ Member States if the person travels thereto in order to receive the relevant health care service. 

174. The Agency shall issue a filled-in and approved E 112 form only in relation to the health care services that are financed from the State budget if the following conditions are in effect concurrently:

174.1. the Agency has entered into a contract with a health care service provider regarding such service or the health care service provider has been provided with financing from the State budget for such a service;

174.2. upon the moment of the presentation of the submission none of the health care service providers referred to in Sub-paragraph 174.1 of these Regulations is able to provide such service due to an insufficiency of technological resources or insufficient level of preparedness of the medical staff;

174.3. such service is necessary for the person in order to avert irreversible deterioration of the life functions or state of health , taking into account the state of health  of the person at the moment of the examination thereof and the possible development of the disease; and

174.4. such service may be ensured within the framework of the budget of the financial year.

175. The Agency shall not issue a filled-in and approved E 112 form in relation to such health care services that are provided within the framework of clinical research or for which experimental medical treatment technologies are used. 

176. In order to receive a filled-in and approved E 112 form, a person shall submit to the Agency:

176.1. a submission in which the following information is indicated:

176.1.1. given name, surname, personal identity number, address, contact telephone number;

176.1.2. the health care service that the persons requires in accordance with the statement of a council of doctors;

176.1.3. justification of the receipt of such service in another EU or EEZ Member State;

176.1.4. the preferred state for the receipt of the service and the service provider; and

176.1.5. medical treatment costs at the preferred service provider;

176.2. a copy of the passport; and

176.3. a statement of the council of doctors wherein the medical diagnosis of the person, the required health care service, and the possible effectiveness of the treatment are specified.

177. If necessary, the Agency may request an additional statement of the council or refer a person for the performance of additional examinations.

178. Documents submitted by a person shall be examined and a decision regarding the issuance or refusal to issue a filled-in and approved E 112 form shall be taken by a commission established by the Agency. The procedures for the establishment of the commission and the operational procedures thereof shall be approved by the Ministry of Health.

179. The Agency shall take a decision regarding a refusal to issue a filled-in and approved E 112 form if:

179.1. a person does not comply with the conditions referred to in Section 17 of the Medical Treatment Law (except for the case referred to in Paragraph 167 of these Regulations) or the conditions referred to in Paragraphs 165 or 166 of these Regulations; or

179.2. a case for which a submission has been received does not comply with the provisions referred to in Paragraphs 174 and 175 of these Regulations and Article 22 of Regulation No. 1408/71.

180. The Agency shall take a decision regarding the issuance of a filled-in and approved E 112 form or a refusal to issue a filled-in and approved E 112 form within a time period of 30 days from the day of the receipt of all the necessary documents. 

181. In taking a decision regarding the issuance of a filled-in and approved E 112 form, the Agency has the right to determine the Member State and the health care service provider from which the services shall be received, taking into account considerations of economic advantageousness. If a person refuses to receive services from the service provider selected by the Agency, the Agency has the right to take a decision regarding a refusal to issue a filled-in and approved E 112 form.

182. In submitting a filled-in and approved E 112 form, the Agency shall indicate therein the Member State in which a person has the right to receive the requested health care services, the health care service provider and the time period in which the services shall be received.

183. The Agency shall take a substantiated written decision regarding the issuance of a filled-in and approved E 112 form or a refusal to issue an E 112 form and inform a person regarding such decision.

184. Persons who have received health care services in other EU and EEZ Member States, settling the accounts thereof with their own resources, have the right to receive a reimbursement of expenditures for the received services in the cases referred to in these Regulations. 

185. Expenditures shall be reimbursed by the Agency from State budget resources.

186. Expenditures shall be reimbursed for services received by such persons who are entitled to receive a health care service in the Republic of Latvia financed from the State budget. 

187. The Agency shall reimburse expenditures only for the services for which payment has already been made to the service provider. 

188. The Agency shall reimburse the expenditures of a person for services received in other EU and EEZ Member States if:

188.1. the person has received services to which such person is entitled on the basis of Article 22, Paragraph 1, Clause a, Sub-clause i, Article 22 (a), Article 22 (3), Article 31 (a) or Article 34 (a) of Regulation No. 1408/71, but has not fulfilled the requirements in relation to the receipt of the E 111 form and the presentation thereof to the service provider;

188.2. the person has received services to which such person is entitled on the basis of Article 22, Paragraph 1, Clause a, Sub-clause i, Article 22 (a), Article 22 (3), Article 31 (a) or Article 34 (a) of Regulation No. 1408/71, but has not fulfilled the requirements in relation to the receipt of reimbursement of expenditures from the competent authority of the state of for the receipt of services;

188.3. the person has received services to which such person is entitled on the basis of Article 22, Paragraph 1, Clause c, Sub-clause i of Regulation No. 1408/71, but has not fulfilled the requirements regarding receipt of the E 112 form and the presentation thereof to the service provider;

188.4. the person has received services to which such person is entitled on the basis of Article 22, Paragraph 1, Clause c, Sub-clause i of Regulation No. 1408/71, but has not fulfilled the requirements in relation to the receipt of reimbursement of expenditures from the competent authority of the state of the receipt of services; or

188.5. the person has received services on the basis of Article 49 of the Treaty establishing the European Community, and the rights of the European Communities provide for the reimbursement of such expenditures from the budget of the competent state.

189. In order to receive reimbursement of expenditure, a person shall personally submit to the Agency the following documents or send such documents by mail within a time period of 60 days from the day such person ceases to receive services in the other EU or EEZ Member State:

189.1. a submission in which the following information is indicated:

189.1.1. given name, surname, personal identity number, address, contact telephone number;

189.1.2. the received services for which the person has paid;

189.1.3. the EU or EEZ Member State and the service provider from which the services have been received; 

189.1.4. the time period of the receipt of the services;

189.1.5. the reason for the receipt of services in the other EU or EEZ Member State;

189.1.6. expenditure for services;

189.1.7. the sum to be reimbursed; and

189.1.8. receipts of the paid accounts;

189.2. the original of the document certifying payment by    which it is possible to identify the payer;

189.3. a document that certifies the receipt of services (for example, a statement of the service provider, a statement of the attending physician, an extract from the health record); and

189.4. in the cases referred to in Sub-paragraphs 188.2 and 188.4 of these Regulations – a copy of an E form.

190. Upon the receipt of the documents referred to in Paragraph 189 of these Regulations, the Agency shall:

190.1. evaluate which of the expenditures of a person shall be reimbursed, receiving the relevant information from the competent authority of the EU or EEZ Member State (in which the services have been received) in accordance with Article 34, Paragraph 2, Clause 1 of Regulation No. 574/72;

190.2. examine the authenticity of the documents certifying the expenditures;

190.3. analyse the necessity of the receipt of health care services; and

190.4. in the case referred to in Sub-paragraph 188.5 of these Regulations, examine whether the services are to be reimbursed from the State budget.

191. The Agency shall reimburse the expenditure of a person in the amount specified in Regulation 1408/71 and other legislation of the European Communities. The Agency shall not reimburse the expenditures that form a patient contribution. 
192. Within a time period of six months after the receipt of the documents referred to in Paragraph 189 of these Regulations from a person, the Agency shall examine the issue regarding reimbursement of the expenditure, take a decision, and notify the person in writing regarding such decision.

193. In taking a decision regarding reimbursement of expenditure to a person, the Agency shall transfer the sum to be reimbursed to the account indicated by the person within a time period of 30 days after the taking of the decision.

194. The Agency shall disburse the sum to be reimbursed in lats on the basis of the currency exchange rate specified by the Bank of Latvia on the payment day that has been indicated in the payment document.

195. A person may appeal to the Ministry of Health a decision of the Agency regarding the issuance of E forms or a refusal to issue an E form. A person may appeal the decision of the Ministry of Health to a court in accordance with the procedures specified in the Administrative Procedure Law.

XII. Forming of Centralised Queues of Applicants for the Receipt of Planned Type Health Care Services
196. The Agency shall form a centralised queue of applicants for the receipt of planned type health care services (hereinafter – queue) in co-operation with medical treatment institutions.

197. The Agency shall conduct supervision of queues and develop a uniform computerised system for the planning and recording of the receipt of planned type health care services (hereinafter – queue register).

198. A queue shall be formed in:

198.1. orthopaedics – in accordance with Paragraph 1 of Annex 20 of these Regulations;

198.2. otorhinolaryngology (implantation of cochlear implants for children) - in accordance with Paragraphs 3 and 4 of Annex 21 of these Regulations; and

198.3. haematology (transplantation of autologous cells).

199. A queue shall be formed in accordance with:

199.1. medical indications for the receipt of planned type health care services;

199.2. the financial resources allocated to health care in the law on the State budget for current year; and

199.3. the technological provision of a medical treatment institution and provision with medical practitioners.

200. A family doctor, upon consulting with a doctor who accordingly works in one of the specialities referred to in Paragraph 198 of these Regulations (hereinafter – doctor specialist), shall evaluate the health condition of a patient and take a decision regarding the inclusion of the patient in a queue. 

201. A family doctor shall inform a patient regarding the possibilities and procedures for the receipt of a planned type health care service. The family doctor shall fill in a referral form in accordance with the regulatory enactments regarding the procedures for the record-keeping of medical documentation, indicating in which of the queues referred to in Paragraph 198 of these Regulations the patient shall be included, and send such form to the Agency.

202. If necessary, a family doctor shall refer a patient to additional examinations within the time period until the receipt of a planned type health care service.

203. The Agency shall register the referral form referred to in Paragraph 201 of these Regulations and include the patient in the queue indicated by a family doctor, granting an order number and planning the possible time period for the receipt of the service.

204. The Agency shall inform the patient and family doctor regarding the planned time period and medical treatment institution in which it will be possible to receive a planned type health care service.

205. A patient and the medical treatment institution that will provide the planned type health care service shall come to a mutual agreement regarding the particular time when the patient will enter the medical treatment institution. The medical treatment institution shall inform the Agency regarding such agreement.

206. A patient shall arrive at a medical treatment institution at the specified time in order to receive their planned type health care service.

207. A medical treatment institution and patient may come to an agreement regarding another time for the receipt of their planned type health care service if:

207.1. it is not possible to provide the relevant health care service at the planned time due to the health condition of the patient or a reason that is independent of the medical treatment institution; or

207.2. the patient cannot arrive to receive their planned type health care service due to a justifiable reason, and he or she has informed the medical treatment institution thereof at least three days in advance.

208. If a medical treatment institution and a patient come to an agreement regarding a time for the receipt of a planned type health care service, the medical treatment institution shall inform the Agency regarding such time in writing.

209. If a patient does not arrive at a medical treatment institution at the specified time to receive their planned type health care service, the medical treatment institution shall inform the Agency regarding such non-arrival. The Agency shall determine another time for the receipt of the service, make amendments to the queue register, and inform the patient and family doctor regarding such time.

210. In the time period until the receipt of a planned type health care service, a doctor specialist of the medical treatment institution that will provide the planned type health care service shall provide the patient with outpatient consultations. During the consultation, the doctor specialist shall:

210.1. perform supplementary diagnostic examinations, if necessary;

210.2. evaluate medical indications and contraindications for the receipt of the planned type health care service;

210.3. provide the family doctor with recommendations regarding the care of the patient; and

210.4. in determining non-compliance with medical indications, issue to the patient a substantiated written refusal for the receipt of the planned type health care service and inform the patient regarding the optimum form of medical treatment. The doctor shall immediately inform the Agency in writing regarding the decision taken.

211. The Agency shall delete a patient from a queue if:

211.1. the patient no longer requires the relevant health care service and the patient has informed the medical treatment institution that will provide the planned type health care service in writing. The medical treatment institution shall inform the Agency;

211.2. the patient receives the relevant health care service out of queue and the patient or a third party, in making a payment to the medical treatment institution, ensures complete payment for the relevant service;

211.3. such institution has received the information referred to in Sub-paragraph 201.4 of these Regulations; or

211.4. the patient has died.

212. A medical treatment institution shall inform the Agency after the provision of a planned type health care service. 

213. The Agency shall determine the division of the State funding provided for a planned type health care service in separate types of services, as well as, in evaluating the criteria referred to in Sub-paragraph 198.2 and 198.3 of these Regulations, perform an analysis of the process of the receipt of the planned type health care service in the State.

214. The Agency shall inform patients and medical treatment institutions regarding changes in or the suspension of the time period for the receipt of a planned type health care service, indicating the reason.

215. Upon the request of a patient, the Agency shall inform him or her regarding changes in a queue.

216. The Agency shall perform recording of patients who are in a queue, including the following information therein:

216.1. personal data of the patient (given name, surname, personal identity number);

216.2. the date when the patient was included in the queue;

216.3. the diagnosis, type of planned type health care service and the medical treatment institution in which the relevant service will be provided;

216.4. the order number of the patient in the queue (in sequence of application) and the intended date and time of the receipt of the planned type health care service; and

216.5. if the planned type health care service has been deferred - the reason for the deferral thereof and the updated time of the provision of the referred to service.

217. The Agency shall update the information in the queue register:

217.1. exclude patients from the queue register;

217.2. update the personal data of patients;

217.3. make changes in the time and place of the receipt of services; and

217.4. note the receipt and type of payment for a planned service.

218. The Agency shall supervise the process of the provision of planned type health care services in a medical treatment institution and, if necessary, prepare amendments to the contract with the service provider.

219. In order to urgently ensure patients with the necessary planned type health care services in orthopaedics (for endoprosthetic replacement of the pelvic bone and knee joints), the Agency shall form additional queues:

219.1. on the basis of the medical indications referred to in Paragraphs 2 and 3 of Annex 20 of these Regulations the existence of which has been approved to a patient by a council of doctors established in a medical treatment institution; and

219.2. on the basis of the medical indications referred to Paragraph 1 of Annex 20 of these Regulations if the patient covers the costs of a planned type endoprosthetic replacement in the amount of 50 % of the specified health care service rate (the value of endoprothesis is included in the rate).

220. In order to urgently ensure patients with the necessary planned type health care services in otorhinolaryngology (implantation of cochlear implants for children), the Agency shall form additional queues:

220.1. on the basis of the medical indications referred to in Paragraph 1 of Annex 21 of these Regulations the existence of which has been approved to a patient by a council of doctors established in a medical treatment institution; and

220.2. after the inclusion of the patients referred to in Sub-paragraph 220.1 of these Regulations in an additional queue formed by the Agency, patients shall be included in the queue consecutively on the basis of the medical indications referred to in Paragraph 2 and 4 of Annex 21 of these Regulations the existence of which has been approved to a patient by a council of doctors established in a medical treatment institution. 

XIII. Closing Provisions
221. These Regulations shall come into force on 1 April 2005. 

222. The list of services and service providers referred to in Sub-paragraph 82.2 of these Regulations for 2005 shall be approved by the Minister for Health.

223. The health care service rates and payments referred to in Sub-paragraph 57.1, Paragraph 69.1, Sub-paragraphs 82.1, 84.1 and 84.2, Paragraphs 90, 93 and 96 of these Regulations for 2005, the lists of health care services for 2005 that comply with the diagnostic examination groups specified in Annex 1, Paragraph 6 of these Regulations and the operations referred to in Annex 1, Paragraph 7 of these Regulations, as well as the health care service rates referred to in Annex 7, Paragraph 2 of these Regulations specified by the Agency and approved by the Minister for Health shall be in force until 1 November 2005.
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224. The Agency shall re-calculate the rates and payments of health care services referred to in Paragraph 223 of these Regulations in accordance with the health care service price formula referred to in Chapter X of these Regulations. The Ministry of Health shall submit the list of services and service providers referred to in Sub-paragraph 82.2 of these Regulations, as well as the list of rates and payments for health care services referred to in Paragraph 223 of these Regulations, for approval to the Cabinet by 1 November 2005.

[14 June 2005]
225. The functions of a family doctor referred to in these Regulations shall also be performed by a primary health care paediatrician and a primary health care internist.

226. From 1 June 2005, the Agency shall not register new primary health care paediatricians and primary health care internists in the list of primary health care doctors.

227. The following are repealed:

227.1. Cabinet Regulation No. 360 of 21 October 1997, Regulations for the Establishment and Operation of Sickness Funds (Latvijas Vēstnesis, 1997, No. 280, 342/346; 2003, No. 167; 2004, No. 27, 173); and

227.2. Cabinet Regulation No. 35 of 2 February 1999, Procedures by which the Rights to Receive Emergency Medical Assistance are to be Ensured (Latvijas Vēstnesis, 1999, No. 32/33; 2003, No. 167).

Prime Minister 








A. Kalvītis

Minister for Health 








G. Bērziņš

Annex 1
 Cabinet Regulation No. 1036

21 December 2004

Amount of a Patient Contribution

	1.
	For an outpatient visit to a family doctor*
	(in lats)

0.50

	

	2. 
	For an outpatient visit to a doctor of secondary outpatient health care
	2.00

	

	3. 
	For medical treatment in an inpatient day hospital (for each day)
	0.50

	

	4. 
	For a home visit by a family doctor
	2.00

	

	5. 
	For medical treatment in an inpatient day-and-night hospital, beginning with the second day, but not more than 80,00 lats per each case of hospitalisation:
	

	5.1. 
	in regional multi-profile hospitals
	5.00

	5.2. 
	in specialised centres and State agencies
	4.00

	5.3. 
	in local multi-profile hospitals
	3.00

	5.4. 
	in specialised hospitals, other hospitals and health centres
	1.50

	5.5. 
	for medical treatment in oncology and oncohaemotology (codes of diagnoses in accordance with ICD 10th Rev.: C00-C97, D00-D16, D18-D21, D23-D48), for addiction to alcohol, narcotic, psychotropic and toxic substances (codes of diagnoses in accordance with ICD 10th Rev.: F10-F19) and upon the receipt of medical rehabilitation in accordance with the conditions of Sub-paragraph 14.26 of these Regulations
	1.00

	

	6. 
	For outpatient diagnostic examinations and diagnostic examinations conducted in an inpatient day hospital:
	

	6.1.
	electrocardiographic examinations
	0.50

	6.2.
	non-invasive functional heart investigations
	1.50

	6.3.
	functional examinations of the great blood vessels of the head and limbs
	1.00

	6.4.
	neuroelectrophysiological examinations
	1.00

	6.5.
	functional examinations of the gastrointestinal tract
	2.00

	6.6.
	endoscopic examinations
	3.00

	6.7.
	sonoscopic examinations
	1.00

	6.8.
	X-ray examinations without contrast media
	0.50

	6.9.
	X-ray examinations with contrast media
	1.50

	6.10.
	radionuclide diagnostics
	1.50

	6.11.
	computer tomography examinations without contrast media
	2.50

	6.12.
	computer tomography examinations with contrast media
	5.00

	6.13.
	nuclear magnetic resonance examinations without contrast media
	6.00

	6.14.
	nuclear magnetic resonance examinations with contrast media
	9.00

	

	7. 
	For outpatient operations and operations performed in an in-patient day hospital (per each operation performed)
	3.00


* Note. A consultation by telephone, laboratory examination, functional examination and medical treatment procedure shall not be regarded as an outpatient visit.
[14 June 2005]
Minister for Health 
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