2001-0063
INTRODUCED BY: ALBERT D. LAQUE, PARISH PRESIDENT
(DEPARTMENT OF COMMUNITY SERVICES)

ORDINANCE NO. 01-4-3

An ordinance to approve and authorize the
execution of an Agreemnent with the Department
of Health & Hospitals to interview potential
Medicaid clients.

WHEREAS, the Department of Community Services has applied for approval from
the Depariment of Health and Hospitals to interview potential Medicaid
clients and complete applicable applications: and,

WHEREAS, in order to operate this program it is necessary that an Agreement be
executed.

THE ST. CHARLES PARISH COUNCIL HEREBY ORDAINS:

SECTION I. That the Agreement between the State of Louisiana, Department of
Health and Hospitals, Bureau of Health Services Financing, and the St. Charles Parish
Department of Community Services is hereby approved.

SECTION II. That the Parish President is hereby authorized to execute said
Agreement on behalf of St. Charles Parish Department of Community Services.

NOW, THEREFORE BE IT ORDAINED, THAT WE, THE MEMBERS OF THE

ST. CHARLES PARISH COUNCIL, do hereby approve and authorize the execution of

an Agreement with the Department of Health & Hospitals to interview potential Medicaid

clients.

The foregoing ordinance having been submitted to a vote, the vote thereon was
as follows:

YEAS: RAMCHANDRAN, FAUCHEUX, HILAIRE, FAERE, ABADIE, AUTHEMENT,
BLACK, MARINO, MINNICH
NAYS ; NONE

ABSENT: NONE

And the ordinance was declared adopted this 2nd day of _ April | 2001,
to become effective five (5) days after publication in the Official Journal.
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MV A FORM . [Please copy s form) before conmpietny Jrefisrn e ofiginal o e AC Handbook) o

Revised Aqril |, 2000 _
L OUISIANA’S MEDICAID PROGRAM
APPLICATION CENTER CONTRACTUAL AGREEMENT

Section One: ldentifying information
Asslgnad AC-ID Mo, 03— 05- 0095 Application Center Mame 5T, CHARLES PARISH DEPARTMENT OF COMMUNITY SERVICES

Sureet Address 14564 RIVER ROAD . Post Offfce Bow/Malling Address B, O.BOX 1690
Cly  NEW SARPY Staee  Li Iip Code 70073 Cly NEW SARPY Staee  1h Zip Cede 7007¢
Parlsh 5T. CHARLES Faderal Tax 1D or Sochl Security Number  72-8001208
Contact Person BARBARA DORSEY Telephote Mumber { 504 ) 764-7944 FAX Mumber { 504 764-7043
Section Two: Type of Facility 0 07 Medical or Physiclan’s Clinfc/Office 0 15 Other State Government Agency
Qa1 Councll on Aging .[1 08 Mental Health Facility (Mot group home} Q (& FQHC (Federally Quallfied Health Cantar}
0O 02 Pharmacy O 09 Head Start 0 17 KidiMed Clinic
0 03 Adult Day Health Care O 10 Group Homa/Resldenttal Care Facility 1 18 Mative American Health Center/Tribe
O 04 Long Term Care {Mursing Home) 0 ! | Dental Clinic/Office r 19 Cley/Parish Government Agency
KEKOS Community Action Center or 0 12 Home Health Care Agency Q 20 Cffice of Mental Health
Communlty Services Provided 13 A OTHER Approved : Q 21 Case Management or Walver Service Provider
Q 06 Hospleal - Private O 14 Rellglows Organization/Church 0 22 School Based Health Clinlc
Section Three: Control of Facility
1 Public-Federal Agency FEFPublic-Parish Agency 0 Non-Profit Corporation 1 Privately Owned O Partnership {Board Resofution Required)
O Public-State Agency O Publlc-City Apancy O Charltable or Relliglous Org. 0 Other (Spaclfy) O Corporation {Board Resolutfon Requlred}
Section Four: Types of Clients to Be Served for Medicaid Applications (Check afl appllcable boxes)
WB Walk-Ins by General Public XK1 Referrals from Hospltals O Referrals from Community Centers or other Application Centers
Referrals from the Parlsh Medicald office EXReferrals from Doctors’ Offices 03 MOMNE-WII Interview only Qwn Patlents/Cllents

Section Five: Notice _

The Department of Health & Hospitals has assured complfance with ‘the Department of Health & Human Services regulattons promuigated under Tlitle V1 of the Clvll dghts Act of (964
and section 504 of the Rehabilitadon Act of 1973, as amended, which require that: No pevson in the U.S, shall, on the grounds of race, color, religlon, sex, nadonal orlgln, or handlean
be excluded from participation In, be denfed the benefits of, or be subject to disciminatlon under any program or activisy secalving Federal finarclal assistance.

Under tiese requirements, payment cannot be made for care and services under federally asslsted programs conducted by the Bureay of Health Services Financing unfess such care and
services are provided without discrimination on the grounds of race, color, religlon, sex, natlonai origin, or handlcap. Written complaints of non-compliance should be made to the Secretary

of the Department of Health and Hosplials, P.O. Box 91030, Baton Rouge, Loulslana 70821-9030, or the Secretary of GHE, Wathington, D.C., or both.

Section Six: Printed Name and Signature %m@ﬁ\

bl

ROBEL HOWARD \ﬂ\%& \mﬁé%.\rb%\ cm.ﬂ\% /

Printed or Typed Nameé of Adminisirator/CED Sgnaturé of AdminisiratorfLED

Section Seven: DHH State Office Use Only

Signature of Medicafd of Louisiana Representative ate




Section Eight: Administrator/CEQ Confidentiality Statement

L ROBET, HOWARD . understand my organizalion as a designaled siale approved Applicalion Cenler must adhere o the foliowing regulzalions
regarding confidentalily responsibililies

4 Federal Regulations 42 CFR 4231.300 reslricts the use or disclosure of informalion concerning applicantsfrecipients to purposes directly connected with the administraffion of
Medicaid.

+ Purposes directly related (o Medicaid include:
Eslablishing Medicald eligibllily and delesmining the type and amount of medical assistance,

+ Confidential information includes, at a minimurn, the following: .
Wame and addrass of applican¥recipient, medical services provided, social and ecanomic conditions or circumstances, evalualion of personal information and medical cala,
including diagnosis and past hislory of disease or disabilily.

+ It shall be unlawful for any person lo solicil, disciose, receive, make use of, or lo aulharize, knowingly permil, parficipale in, or acqulasce in the use of applicalions or client
information or the information conlained therein for any purpese nal direclly cannected with the administration of lhe Medicaid Program.

+ Publications of lisls of names of applicanis/recipienlts is prohibiled,

+ Any pecgan who violales any poovisians af canfidentialily is subject o a fine not mare than twa thousand fve hundrad doltars ($2,500) or imprisonment for nal mare than fwo {2)
years [n the parish [all or both, not less than five bundred doliars (5500} or ninety {30} days on each count. 1n addition to {hese criminal penallies, viclation of confidentiality
requiremants shall result in the lerminalion of cerfiication 1o compiete Medicaid appiications,

+ | acknowledge that stafiwill E._Wmn 1l confidentfality provislons set forth in this agreement,
Volal Vi 2/7/

Sihalure of Application Cenler Admtinistrator/CEDQ 7 Dale
Section Nine: Agreements and Responsibiiities

# | do hereby agree lo adhere lo published regulations of the Secretary and DHH/MVA, | agree to any rules governing my parficipation as an Appiication Center.

+ { understand thal | have lhe dght to larminate this agreemant for any reason in wiiling wilh thirty {36} days advance notice to DHH. | understand thal DHH has the right to
tarminala Lhis agreement wilh ten {10} days notica for violatior of any of ihe slated agreements and responsibiliies as set forlh in this agresment.

+ | hereby agres (o kesp such records as are identified in ihe Application Center Handbook 1o disciose Tily the axtent of services provided to Madicatd individuals,

+ | agree to maintain informalion regarding such recards and regarding any payments claimed lor providing such services Ihal Lovisiana’s Medicaid Agency, the DHH
Sacretary, ihe Medicaid Fraud Conlrel Unit, or the 1.5, Departmenl of Health 2nd Hospitals may request for five {5) years from (he dale of service. ! lurther agres (hat any
recard being reviewed or under liligation musl be maintained unlil complelion andfor finatization of the audit or lawsuit. .

+ | understand thal lo qualify for cerlifficalion training, employees must agree to be bound by Federal and Stale requirements on client confidenliality, non-discrimination, and
qualily standards,

# | agrae lo sign Ihe above conlidenialily stalemanl on behalf of my facility.

+ ( agree to pariodic monitering by Stale officials without prior notica given. | further agree that Slate officials will have access o the premises lo inspect and evaluale work teing
performed and to audit compliance wiih the Application Cenler Agreement requirements. 1 understand thal decertificalion may result if non-compliance with policy is found.

+ | agies that only persons wi have suctessfully compleied cerlification traiming with 2 passing grade will be afiowed 1o 1aks Medicaid Appfications and agree to any additional
follow-up training. | agree that any changes in cenliffied staff will be reported to DHH wilhin ten {10) calandar days and recerded in the facllity’s AC profile.

* 1 furtner agree to mainlain training cerlificales and letlers of regret on file and undarsiand that each cerliffed representative is requlred to take a minimum of two [2) applicalions
per month to rermain certified wilh (he excentfon of LTC fachties

# ! understand that the Medfcaid Application Carfer Handbook will be furnished lo my (acility (reptacemen or addilianal manuals must Be purchased). | understand that ail copies
of the Appfication Center Handbook must be mainlained and updalad by 2 cepragentalive of my facilily as revisions ta palicy and (orms are lssued.

+ | undersland that applicalion packets lo he used will be distributed by the DHH Qffice which will maintain a record of quanlities issued to each Cenler.

+ It is the responsibility of my (acility lo maintain an Applications Transmittal Log of applications taken for approval, monitoring, and review purposes.

# ln the avent this agreement is terminatad by sither party, | am responsible for returning aff unused applicalion packels within tan {10) days of the {ermination of the agraement.

+ | ynderstand that all Medicaid application inlerviews musi be scheduled and compieted within fiva {3) working days fram the firsl day of request and t understand that alt
compieted Medicald Applicalions must be senl within three {3] working days from inlarview date to the Parish Medicaid Offics.

Fabd Moanl 7 /07

Signalwre of Applicalion Center AdminiskalorfCEDQ Dal




