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5 [ OUISIANA’S MEDICAID PROGRAM ST
APPLICATION CENTER CONTRACTUAL AGREEMENTF-GBLNT
Section One: ldentifying Information

Ansigned ACID No. 03— 05— 0os5s Applcation Canter Name 5T CEARLES PARTSH DEPARTMENT OF COMMUNLTY SERVICES

Siyenl Address 14564 RIVER ROAD Post Ofice BoxMaiing Addisss  POD 169
Cily NEW SARFY State  Li ZipCode FOO78 cly NEW SABPRY Stale L ZipCofa 70078
Paflsh 87. CHARLES Fegaral Tax IO o Soclal Securitpdlumber 72— Q01208 °
Cqnlacl Parson BARBARA DOESEY Telsphone Numbar {3853 T64-7944 FAX Humber [ 983 T64-7943
Section Two: Type of Facility
O 01 Council on Aglng 008 Mental Health Facillly (Mot group homej O 16 FDHQ {Federally Qualilied Heailh Center)
102 Pharmacy 008 Head Stail 017 KidMed Clinic
O D3 Aduoli Day Heallh Care 0 10 Group Home/Residenlial Care Facilily 0 18 Nalive American Heallh CenteriTribe
3 o5 Community Aclion Genler or 011 Deantal ClinicfOffice 2 19 CityParish Government Agency

. Communily Services Provided 0 i2 Home Health Care Agency 0 20 Oifice of Menlal Heailh
1 06 Hospital - Privale o 13 Al OTHER Approvad 021 Case Managemenl or Walver Sarvice Provider
an? tadical or Physlcian's CinicfOfice 0 14 Religious Organizallon/Church Q22 Schoo! Based Heaith Chnlc

0 15 Olher Slale Government Agency

Section Three: Control of Facility
- o _uca_“n-_ummmﬂm_ Agency XXPublic-Parish Agency O Mon-Profit Corparallon 0 Privalely Gwnad O Parinership {Board Rasolution Fequirad)
Ol pPubliic-Stale Agency O Puhlle-Cliy Agency [ Charilable or Religious Org, O Other (Specify) 0 Carporallon {Board Resolution Required)

Mm.nmn_: Four: Types of Clients to Be Served for Medicald Applications (Check all applicable boxes)
¥ Waik-Ins by General Public 33 Referrals from Hospilals 0 Referrals from Communily Centers or other Ap plicalion Canlers
A Pelerrats Irom the Parish Medicald offies XX Referrals from Doclors’ Offices 0O NONE-Will Intervisw only Own PalientsiCllents

Saction Five: Notice
Thir Depariment of Heslth & Hospitals has assuted compliance wilh Ihe Department of Health & Human Sarvices regulalions promulgaled under Tille VI of the Civil #ghls Acl of 1864

and sacllon 504 of the Rehabiltation Aci of 1873, 28 amended, which raguire that #o perscn I tha .5, shall, on the grounds of racs, coler,-religlon, sax, natlonal orlgln, or
tmncicap be extiudad from pariicipation n, be denied the benafits of, ar ba subject to discrimtnation under any program of acllvity rezelving Fedaral financial asuistanrca.

__.__.__.nm.. {hese requiremeants, payment cannol be made for care and services under Tederally assisled programs conduciad by the Bureau of Heallh Sarvices Flnancing unless such
carp and servicas are provl ded withoul discrimination on the grounds of race, color, religion, 58X, nalional orlgin, or handicap. Wrilten complainls of nen-compliance shou id be made
1o lfy= Secralary of The Deparimanl of Haslth and Hospitals, P.0. Box 91030, Balon Rouge, b ouisiana 70821-9030, or Ihe Secraiary of DHS, Washinglon, D.C., ar bolh.

Saction Six: Printed Name and Signature ‘ /
LAQUE % n @ k&x\ zoa’

¥ped Name o ministralon fahature ol Adnnmsuaniiltl x_ -= Uale

Saction Seven: DHH State Office / Designse nl g
Boun£E WUETE ATIEWDED Horp @\m‘lwg Wx\\%m‘ July 19,2001
As 38 oW m..\MD\h..U .

Signatirs of Madicaid of Loulsiana Repragenlalive Cale
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Section Eight: Administrator/CEQ Confidentiality Statement

L ROBEL HOWARD . understand my organization as a designated stale approved Applicalion Canter must adhere lo the following regulefions
regardistg confidentalily responsibililies

+ Federal Regulations 42 CFR 431.300 restricts the use or disclosure of information concerning applicantsiracigients fo purposes directly cannected with lhe administraffon of
Medicald.

+ Purposes directly related lo Medicaid include:
Establishing Medicald aligibliily and delermining the type and amount of medical assistance,

+ Confidential information includes, 24 a minimurn, the foliowing: .
Nama and address of applicantrecipient, medical services provided, sacial and economic conditions or circumstances, evaluation of persenal informaiion and  medicat caia,
including diagnosis and pasl hislory of disease or disabilily.

# It shall be unlawfu! for any person lo solicil, disciose, receive, make use of, or lo aulhorfze, knowingly permil, participale in, or goqulesce in the use of applicalions or client
informatian or the information coniained therein for any purpese nol direclly connected with the administration of the Medicaid Program.

+ Publications of lisls of names ef applicanisieecipients is prahibiled,

+ Any persan who viotales any peovisions of canfidentialily is subject lo a fine ngt mars than two (housand five hundred dollars {82 500} or imprizonment far nat mare han swo {2}
years in the parish [all or both, ot less than five hundred doliars ($500) or ninaty {90} days on each count. In addition to these criminal penalties, viclation of confidentiality
requirements shall result In the lenminafion of certification to compiete Medicaid appiications.

# | acknowledge that stafiawall &Jw_w il canfidentiality provislons set forth in this agreement.
. Ltz nw.\u k:

Sifhaliire of Application Cenler AdministratorfCEC ? Dale
Section Nine: Agreements and Responsibiiities

# | do hereby agree lo adhere lo published regulztians of (ha Secretary and DHHMVA. | agree to any rules goveming my participation as an Application Ceater.

+ | understand that | have the dght to lsiminate this agreement for any reason i vaiting wilh thirty {30} day= advance notice to DHH. | understand thal OHH has the rght (o
terminale (hiz agreemenl with tar {10) days notice for votation of any of ihe siated agresmeitts and rssponsibifiiies as set forth in this agreamsnt.

+ [ hereby agres lo keep such records as are idantiffed in ihe Application Center Handbook 1o discioss fuify the extent of sarvices provided to Medicatd Individuals.

+ | agree to maintain nformation regarding such records and regarding any payments claimed for providing such services lhal Lovisiana's Medicatd Agency, the DHH
Secretary, the Medicaid Fraud Control Unit, or the U.S. Departmeni of Health and Hospitals may cequest for five (5} years from ihe dale of service. 1 further agree (hat any
fecard baing reviewed or under liligalion musl be malntained unlil completian andfer fnalization of the audit or lawsuit. .

+ | understand thal lo gualify for cerlificalion Iraining, employees mus! agree (o be bound by Federal and Stele requirements on client confidenliality, non-discrimination, and
quality standards.

# | agree 1o sign Ihe above confident(alily statamand o behalf of my fzcility.

+ | agree to pedodic monitoring by Stals officials withaut prior notica given. | fudher agree thal State officfals will have access to the pramises lo inspect and evaluale work teing
performed and {o audit compliance with the Application Cenler Agreement requirements. 1 understand that deceriification may resuit if non-compliance with policy is found.

# | agras ihal only paisons who have successfully compleisd certification training with a passing grade wit be aflowed {0 take Medicald Applcations and agree fo any additionat
foliow-up traiing. | agres thal any changes in cariffed statf wil be re ported to DHH wilhin ten {10) cal=ndar days and recerded in the facliity's AC profite.

* [ furiher agree 1o mainlain training cerlificales and leflers of regret on file and understand that sach cerified represantative is regulred to take a minfmum of two [2) applicalions
per month ta rermain certiffied with ihe exception of LTC fagkties

¥ ! understand that the Medicaid Appfieaifon Center Handbook will be furnished lo my {acifity {repfacemenl or addilional manuals must be purchassd). | understand that all copies
of the Application Center Handbook must be mainlained and updaled by & raprasentslive of my facilily as revisions to palicy’and lorms are ssuad.

+ | understand that applicalion packels lo he used will be distiibuted by {he OHH Office which will maintaln a regord of quantilies issusd to sach Cenler,

+ lLis the respansibility of ey {acility 1o maintain an #pplications Transmitlal Log of applicalions taken for approval, monitering, and revisw purposes.

# In the event this agreement is (enminatad by sither patty, | am responsible for returning alf unused application packels within tan {10} days of the termination of the agreement.

+ | understand that all Medicaid application interviews must be scheduled and compigted within fivs (5) working days from the first day of request and ! understand that ait
completed Medicaid Applicaiions must be senl within thres {3} worklng days Irom inlandew date to the Parish Medicaid Office.

Lol ool 3/ /o

Signalure of Applicalion Center Adminislralor/GED 4 Dald




