VALLEY AREA AGENCY ON AGING

DIRECT PURCHASE OF SERVICES AGREEMENT

COVER SHEET
This contract has no expiration date
	
	
	
	
	

	
	PROVIDER AGENCY
	
	CONTACT PERSON & TITLE
	

	
	
	
	
	

	
	Name:
	
	
	Name:
	
	

	
	
	
	
	
	

	
	Address:
	
	
	Title:
	
	

	
	
	
	
	
	

	
	
	
	
	Telephone:
	
	

	
	
	
	
	
	

	
	
	
	
	FAX:
	
	

	
	
	
	
	
	


	
	
	
	
	
	

	
	FEDERAL TAX ID #
	
	TYPE OF AGENCY
	
	SERVICE AREA

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Public
	
	
	
	Genesee County

	
	
	
	
	
	
	
	
	

	
	
	
	
	Private, Non-Profit
	
	
	
	Lapeer County

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Private, For- Profit
	
	
	
	Shiawassee County

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	Other:
	
	
	

	
	
	
	
	
	
	
	
	
	


	
	
	
	
	
	

	COST SUMMARY

	
	
	
	
	
	
	
	
	

	SERVICE
	UNIT
	UNIT COST
	SERVICE
	UNIT
	UNIT COST

	1
	Adult Day Health
	Per 15 minutes

Per half day
	
	9
	Non-Medical Transportation
	Per month
	

	2
	Chore Services
	Per 15 minutes

Per diem-lawn

Per diem-snow
	
	10
	Personal Emergency Response System
	Per installation
Per month
	

	3
	Community Living Supports
	Per 15 minutes
	
	11
	Personal Care
	Per 15 minutes
	

	4
	Counseling Services
	Per visit- regardless of duration
	
	12
	Private Duty Nursing 
	Per 15 minutes
	

	5
	Environmental Accessible Adaptations
	Per service
	
	13
	Residential Services, Waiver
	Per diem
	

	6
	Goods and Services
	Per item
	
	14
	Respite Services – provided inside of the home 
	Per 15 minutes
Per diem
	

	7
	Home Delivered Meals
	Per delivered meal
	
	15
	Respite Services – provided in the home of another
	Per 15 minutes
Per diem
	

	8
	Homemaker Services
	Per 15 minutes
	
	16
	Respite Services – provided outside of the home (self directed care only)
	Per 15 minutes

Per diem
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Signature of Authorized Provider Agency Representative:

	
	
	
	
	

	
	
	
	
	

	Name
	
	Title
	
	Date


	Signature of Authorized Valley Area Agency on Aging Representative:

	
	
	
	
	

	
	
	Chairperson, VAAA Board of Directors
	
	

	Name
	
	Title
	
	Date

	VALLEY AREA AGENCY ON AGING

Subcontractor Agreement


	This agreement is between
	Valley Area Agency on Aging
	

	
	hereinafter referred to as VAAA (OHCDS)
	

	
	
	

	
	and
	

	
	
	

	
	
	

	
	hereinafter referred to as the Provider Agency
	

	
	
	

	and is for the purpose of promoting the development of a comprehensive and coordinated service delivery system to met the needs of those individuals who are “medically eligible” for institutional placement as established by the Michigan Department of Community Health under the guidelines of the Federal Home and Community-Based Services Waiver for the Elderly and Disabled and those persons eligible for services through the Older Americans Act (OAA) as administered by the State of Michigan Office of Services to the Aging.

	

	This Agreement provides a mechanism for the creation of an individualized network of community resources on a client-by-client basis, through VAAA’s (the Organized Health Care Delivery System, or OHCDS) Care Management and Case Coordination & Support programs.

	

	This Agreement shall include all information as outlined in the:

	

	
	(
	Operational Guidelines

	
	(
	Service Definitions

	
	(
	Business Associate Agreement

	
	(
	Addendums

	
	
	

	Provider signature on all Agreements and Assurances is binding for the term of the Agreement.

	

	

	SIGNATURES
	
	

	
	
	

	VAAA (OHCDS)
	
	PROVIDER AGENCY

	
	
	

	
	
	

	Signature of VAAA (OHCDS) Representative
	
	Signature of Provider Agency Representative

	
	
	

	
	
	

	Typed Name
	
	Typed Name

	
	
	

	Chairperson, VAAA Board of Directors
	
	

	Title
	
	Title

	
	
	

	
	
	

	Date
	
	Date


	ADDENDUM A

Purchase of Service Agreement


This Agreement, negotiated between Valley Area Agency on Aging (VAAA), the OHCDS, 
and

	

	

	Outlines the services that may be purchased from the latter party.


	Services to be Rendered
	

	

	VAAA (OHCDS) may purchase services from the Provider Agency, if selected from the Direct Service Purchasing pool.  Services are purchased at the levels specified in the Care Management or Case Coordination & Support plan of care on a per client basis as developed by VAAA (OHCDS) Care Managers or Case Coordinators.  Provider activities must meet service definitions and all standards presented in the Service Definitions and Standards, as established by the Department of Community Health.

	

	Payment and Reporting

	

	The Provider Agency will receive payment for approved services delivered through a monthly reimbursement method.  A monthly report is due by the 10th day of the month following the month in which services are provided and are being billed. Billing for partial units is NOT allowed. Bills MUST be  submitted and date stamped by VAAA no later than the 10th day of the month following the month in which services are provided. In the event VAAA is closed on said day, bills MUST be received and date stamped on the next open business day.   Checks made payable to the Provider Agency each month upon receipt and approval of billing voucher by VAAA (OHCDS).  Late bills may be paid at the next month’s Board of Director’s meeting.  Direct Purchase of Service (DPOS) contractors will have sixty (60) calendar days from the date that services were delivered, to submit bills to VAAA.  Any bills received later than sixty (60) days will not be processed except re-bills, which can be resubmitted within ninety (90) days of service delivery.  Rejected bills will be returned immediately upon processing. The Valley Area Agency on Aging fiscal year begins October 1st and ends September 30th. Therefore, to receive payment for a current year’s services, ALL BILLING MUST BE SUBMITTED BY NOVEMBER 9TH FOLLOWING THE END OF THE FISCAL YEAR, NO EXCEPTIONS.

	

	The amount to be reimbursed is established from the charge or bid presented in this Agreement.  The Provider Agency must establish accessible record systems to verify all programmatic and fiscal information reported and make such records available for review by VAAA (OHCDS) staff and/or the Department of Community Health.

	

	The Provider Agency shall bill no more than one hour for visits to clients who are not available, at the designated time, for services.  The Provider Agency shall not bill at all when either the client or VAAA staff notifies the Provider Agency at least two hours in advance that the client is unavailable prior to a scheduled appointment.

	

	Cost Per Unit

	

	Please see “Cost Summary” on Agreement Cover Sheet

	

	Length of Agreement

	

	Please see “Cost Summary” on Agreement Cover Sheet

	

	Signatures

	

	
	
	

	Signature of VAAA (OHCDS) Representative
	
	Signature of Provider Agency Representative

	
	
	

	
	
	

	Typed Name
	
	Typed Name

	
	
	

	Chairperson, VAAA Board of Directors
	
	

	Title
	
	Title

	
	
	

	Date
	
	Date


	ADDENDUM B

Minimum Standards Assurance


	Any service funded by the Valley Area Agency on Aging (VAAA), the OHCDS, must be in compliance with appropriate standards of the Michigan Office of Services to the Aging (OSA) and VAAA.  This includes service definitions, unit definitions, and service standards for operation, as contained in appropriate sections of the VAAA Direct Purchase of Service Agreement, Addendums, Business Associate Agreement, Operational Guidelines and Service Definitions.

	

	I hereby enter this assurance of compliance:

	
	
	

	
	
	

	
	herein called the Provider Agency
	

	
	
	

	Hereby Assures: 

	

	The persons involved in implementing the Subcontractor Agreement have read the OSA and VAAA service standards, including the Business Associate Agreement, the general standards and specific standards for each of the services for which funds are being requested.

	

	Furthermore:

	

	The Provider Agency assures that it is completely in compliance with all standards for the following services and will maintain compliance with these standards throughout the term of this Agreement.

For a list of these services, see “Cost Summary” on Agreement Cover Sheet.

	

	Furthermore:

	

	The Provider Agency assures that it possesses insurance coverage as required by the Department of Community Health in the Service Standards/Definitions and that a “Certificate of Insurance” indicating VAAA as the Certificate Holder is included in as an appendix to this Agreement.  The Provider Agency understands that service purchasing cannot begin until such time as VAAA has in its possession such Certificate of Insurance.

	

	This assurance is given in consideration of and for the purpose of obtaining Federal or State funds, contracts, or other financial assistance from VAAA.  The Provider Agency recognizes and agrees that any approved financial assistance will be extended based o agreements made in this assurance and that VAAA shall have the right to seek enforcement of this assurance.

	

	This assurance is binding on the Provider Agency, its successors, transferees, and assignees.

	

	Signatures

	

	

	
	
	

	Signature of VAAA (OHCDS) Representative
	
	Signature of Provider Agency Representative

	
	
	

	
	
	

	Typed Name
	
	Typed Name

	
	
	

	Chairperson, VAAA Board of Directors
	
	

	Title
	
	Title

	
	
	

	
	
	

	Date
	
	Date


	ADDENDUM C

Assurance Compliance with Section 504 of the 

Rehabilitation Act of 1973, as Amended


	The Provider Agency,

	

	

	
	
	

	
	
	

	Which receives funds from the Michigan Department of Community Health, HEREBY AGREES THAT it will comply with Section 504 of the Rehabilitation Act of 1973, as amended (29.USC.794), all requirements imposed by the applicable Health and Human Services regulations (45 CFR Part 84), and all guidelines and interpretations issued pursuant thereto.

	

	Pursuant to 84.5(a) of the regulation [45 CFR 84.5(a)], the Provider Agency gives this Assurance in consideration of, and for the purpose of, obtaining any and all grants, loans, contracts, (except procurement contracts and contracts of insurance or guaranty), property, discounts, or other financial assistance extended by the above-noted Department after the date of this Assurance, including payments or other assistance made after such date on applications for financial assistance that were approved before such date.  The Provider Agency recognizes and agrees that such financial assistance will be extended in reliance on the representations and agreements made in this Assurance and that the above-noted Department will have the right to enforce this Assurance through lawful means.  This Assurance is binding on the Provider Agency, its successors, transferees, and assignees, and the person or persons whose signature appears below as authorized to sign this assurance on behalf of the Provider Agency.

	

	This Assurance obligates the Provider Agency for the period during which federal financial assistance is extended to it by the above-noted Department of the State of Michigan, or, where the assistance is in the form of real or personal property for the period provided for in 84.5(b) of the regulation [45 CFR 84.5(b)].

	

	I certify that the above stated information is complete and correct to the best of my knowledge.

	

	
	

	Signature of Provider Agency
	

	
	

	
	

	Title
	

	
	

	
	

	Date
	


	ADDENDUM D

Assurance of Compliance with 

Health and Human Services Regulations 


	
	
	

	

	The Provider Agency which receives funds from the Michigan Department of Community Health,

	

	HEREBY AGREES THAT it will comply with Title VI of the Civil Rights Act of 1964 (P.L.88-352), the Michigan Handicappers Civil Rights Act of 1976 (P.A.220), and the Elliott-Larsen Civil Rights Act of 1976 (P.A.435, Section 209) and will comply with the requirements imposed by, or pursuant to, the Regulation of the Department of Health and Human Services (45 C.F.R. Part 80) issued pursuant to that Title, to the end that, in accordance with title VI of the Act and the Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in, be denied the benefits of, or be otherwise subjected to discrimination under any program or activity for which the Provider Agency received Federal or State financial assistance from Valley Area Agency on Aging (VAAA) , the OHCDS, and HEREBY GIVES ASSURANCE THAT it will immediately take measures necessary to effectuate this Agreement.

	

	If any real property or structure thereon is provided or improved with aid of Federal or State financial assistance extended to the Provider Agency by VAAA (OHCDS), this Assurance shall obligate the Provider Agency for the period during which said property or structure is used for a purpose for which Federal and State financial assistance is extended.  This Assurance further certifies that the Provider Agency has no other commitments or obligations that are inconsistent with compliance of these and any other pertinent Federal or State regulations and policies and that any other agency, organization, or party that participated in this project shall have no such commitments or obligations, and all activities shall not run counter to the purpose and intent of this Agreement.

	

	This Assurance is given in consideration of, and for the purpose of, obtaining any and all grants, loans, contracts, property, discounts, or other financial assistance extended after the date of this Assurance, including payment of other assistance made after such date on applications for financial assistance that were approved before such date.  The Provider Agency recognizes and agrees that such financial assistance will be extended in reliance on the representations and agreements made in this Assurance, and that the above-noted Department will have the right to enforce this Assurance through lawful means.  This Assurance is binding on the Provider Agency, its successors, transferees, and assignees, and the person or persons whose signature appears below as authorized to sign this Assurance on behalf of the Provider Agency.

	

	

	Signature
	

	
	

	
	

	Signature of Provider Agency Representative
	

	
	

	
	

	Title
	

	
	

	
	

	Date
	


	ADDENDUM E

Home & Community Based Services Waiver for the Elderly & Disabled

Subcontractor Enrollment Agreement


	Michigan Department of Community Health=

	

	VAAA (OHCDS) Use Only
	Eligibility Begin Date:
	October 1, 2010
	
	Eligibility End Date 
	NONE

	
	
	
	
	
	

	This form is to be completed by all providers who wish to receive payment from the Medicaid-enrolled organized healthcare delivery system for services provided under the Home & Community Based Services Waiver for the Elderly & Disabled.  An original payment agreement must be submitted for each business location and for each eligible provider.

	

	COMPLETION INSTRUCTIONS
	Please type or print clearly

	
	
	

	Item #1
	
	Individual providers must enter their last name, first name and middle initial.  All other applicants (e.g., a licensed business) must enter the complete business name as licensed/certified.

	
	
	

	Item #3
	
	If the applicant is employed/contracted by a business, or in partnership, enter the name of the business you are employed by, affiliated with, contracted with, or in partnership with.

	
	
	

	Item #4
	
	Proof of the EIN number (federal tax number) is REQUIRED.

	
	
	

	Item #5
	
	Providers must attach a copy of their licensure/certification, as applicable.

	
	
	

	Item #6
	
	The SSN is required for an individual and is confidential to be used only for the administration of the program.

	
	
	


	APPLICANT INFORMATION

	

	1.
	provider name (see instructions)
	2
	professional title, if applicable 

	
	
	
	

	3
	employers name (see instructions)
	4
	ein number (see instructions)

	
	
	
	

	5
	state license number  (see instructions)
	6
	applicants social security number

	
	
	
	

	
	
	
	

	BUSINESS LOCATION
	
	

	
	
	
	

	7
	mailing address (no. & street)
	p.o. box

	
	
	

	city
	state
	zip
	phone number

	
	
	
	


	medical assistance (medicaid) provider payment agreement conditions

	
	

	1
	All information furnished on this payment agreement for is true and complete.

	2
	I consent that, upon request and at a reasonable time and place, I will permit authorized agents of the State of Michigan or the federal government to inspect, and copy, any records related to my delivery of goods or services to, or on behalf of, a participant under the Medicaid Program.

	3
	I am not currently suspended, terminated, or excluded from any state Medicaid Program or by the U.S. Department of Health and Human Services.

	4
	I agree to accept the Michigan Medicaid payment as payment in full for the services rendered.  Except for patient liability as determined by the Michigan Medicaid Program including applicable co-payments, I will not seek no accept additional or supplemental payment from the participant, his/her family, or representatives. 

	5
	I may be prosecuted under applicable federal or state criminal and civil laws for submitting false claims, concealing material facts, misrepresentation, falsifying data, other acts of misrepresentations, or conspiracy to engage therein.

	6
	I agree to comply with MDCHs policies and procedures for the Medical Assistance Program and the Home and Community Based Services for the elderly and Disabled contained in manuals, manual updates, provider bulletins, and other program notifications.

	
	

	As a condition of receiving payment from the Michigan Medicaid Program for services provided to an eligible participant, I certify and/or agree to all of the conditions listed above.  I certify that the undersigned has the authority to execute this agreement.

	

	applicants signature
	title
	date

	
	
	
	
	


The Michigan Department of Community Health will not discriminate against any individual or group because of race, sex, religion, age, national origin, marital status, political beliefs , or disability.
	ADDENDUM F

Insurance Compliance Items


	Valley Area Agency on Aging will require a copy of the cover page for each type of insurance which is required for the provision of the proposed service for successful applicants. Insurances that are in bold are REQUIED. Failure to provide certificate PRIOR  to services being provided will result in a reduction in payment in order to reimburse Valley Area Agency on Aging for the General Liability and Worker’s Compensation overages. Valley Area Agency on Aging MUST be listed as an additional insured on the provider’s insurance policy. Certificates must be forwarded to Valley Area Agency on Aging and cover the entire period services are provided.
On the chart below, indicate the amount of coverage and expiration date next to the appropriate type of insurance.

	

	Agency Name:
	
	

	
	
	

	Does your agency maintain the following insurance:

	

	type of insurance
	yes
	no
	amount of coverage
	expiration date

	1.
	Facility Insurance
	
	
	
	

	2.
	Auto Liability Insurance
	
	
	
	

	3.
	Insurance on Program Driver
	
	
	
	

	4.
	Worker’s Compensation 

(Minimum coverage of $500,000/$500,000/$500,000 required)
	
	
	
	

	5.
	Unemployment Liability Insurance
	
	
	
	

	6.
	Professional Liability

(Minimum coverage of $1,000,000/$2,000,000 required)
	
	
	
	

	7.
	Personal Liability
	
	
	
	

	8.
	General Liability
(Minimum coverage of $1,000,000 per occurrance/$2,000,000 aggregate required)
	
	
	
	

	9.
	Property and Theft Coverage
	
	
	
	

	10.
	Directors & Officers
	
	
	
	

	11.
	Fidelity Bonding Insurance
	
	
	
	

	12.
	Malpractice Insurance
	
	
	
	

	13.
	Other
	
	
	
	


* * Entities utilizing Independent Contractors MUST complete ,sign and return the Independent Contractor Statement included. Entities utilizing independent contractors must ensure said contractors have the appropriate licensures, insurances and/or certifications.

	ADDENDUM G

Business Associate Agreement


	This Business Associate Agreement (“Agreement”) is entered into between

	

	Valley Area Agency on Aging

	

	and

	

	
	
	

	

	 Provider Agency

	

	Effective as of
	
	

	
	
	

	I
	The Provider is a Direct Purchase of Service Provider licensed in the State of Michigan.  The Provider wishes to disclose certain information to the Business Associate, and/or have the Business Associate obtain certain information from other parties, for use on behalf of the Provider for the activities or functions described in Paragraph 2.  This information will include Protected Health Information (“PHI”), as that term is defined in privacy regulation issued by the United States Department of Health and Human Services pursuant to the Health Insurance Portability Accountability Act (HIPAA).

	
	

	II
	The Business Associate is a Direct Purchase of Services Provider which provides the following services:

	
	

	
	In the State of Michigan.  The Business Associate wishes to receive information from the Provider in order to perform the activities or functions described in Paragraph 2.  The Business Associate cannot perform these activities or functions without the use of PHI obtained from or on behalf of the Provider.

	
	

	III
	The Provider intends to protect PHI as required by the HIPAA Privacy Regulation.  The Business Associate’s entry into and compliance with this Agreement is therefore a condition to the Provider’s disclosure of information PHI for the purposes stated below.

	
	

	
	The parties, therefore, agree, as follows:

	
	
	

	
	1.
	Interpretation: This Agreement shall be interpreted consistently with HIPAA and with the privacy regulations issued by the United States Department of Health and Human Services (“HHS”) pursuant to HIPAA, as amended from time to time (“HIPAA Privacy Regulations”).

	
	
	

	
	2.
	Authorized Use(s) of PHI by Business Associate:  The Business Associate may use PHI it obtains on behalf of the Provider only:

	
	
	

	
	
	i
	In order to provide the following services:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	ii
	For proper management and administration of the Business Associate; or

	
	
	
	

	
	
	iii
	In order to carry out the legal responsibilities of the Business Associate.

	
	
	
	

	
	The Business Associate may not use the PHI obtained on behalf of the Provider in any other activity or function without the Provider’s express written consent, which may be withheld at the Provider’s sole discretion.

	
	

	
	3.
	Administrative Obligations of Business Associate:  The Business Associate shall implement and maintain the following throughout the term of this Agreement:

	
	
	

	
	
	i
	Administrative policies and procedures intended to safeguard the confidentiality of PHI including:

	
	
	
	

	
	
	
	a
	Limitation of PHI access to those involved in activities or functions authorized under Paragraph 2;

	
	
	
	
	

	
	
	
	b
	Personal policies and documentation enforcing PHI access limitations;

	
	
	
	
	

	
	
	
	c
	Appropriate background checks, training and disciplinary procedures for those personnel permitted access to PHI, including, but not limited to, documentation of agreement to the restrictions and conditions of this Agreement; and

	
	
	
	
	

	
	
	
	d
	Accountable supervision of the Business Associate’s compliance with this Agreement.

	
	
	
	
	

	
	
	ii
	Physical safeguards and procedures to safeguard the confidentiality of PHI, including appropriate locked facilities, key and/or access device controls, and accountable facility security responsibility.

	
	
	
	

	
	
	iii
	If PHI obtained on behalf of the Provider is stored, processed, or transmitted in electronic form, safeguards for the confidentiality of the PHI which is present in the computers and networks in which such activities occur, consistent with those required by any draft, final or amended security regulations promulgated by HHS pursuant to HIPAA.

	
	
	
	

	
	
	iv 
	Procedures for tracking all disclosures of PHI obtained on behalf of the Provider, to any individual or third party, including:

	
	
	
	

	
	
	
	a
	The date of disclosure;

	
	
	
	
	

	
	
	
	b
	The name, and if known, address, of the individual or entity to which it was disclosed;

	
	
	
	
	

	
	
	
	c
	A brief description of the PHI disclosed; and

	
	
	
	
	

	
	
	
	d
	A brief statement of the purpose of the disclosure or copy of the written authorization or request authorizing it.

	
	
	
	
	

	
	
	
	No later than fourteen (14) days from any request by the Provider, the Business Associate will provide a complete report of all such disclosures for any given individual whose PHI has been obtained by the Business Associate on behalf of the Provider.

	
	
	
	

	
	
	v
	Procedures for providing the Provider with a current copy or data set of all PHI pertaining to any given individual in the possession of the Business Associate, or the possession of any third party to which the Business Associate has disclosed PHI subject to this Agreement, within fourteen (14) days of the Provider’s request.

	
	
	
	

	
	
	vi
	Procedures for promptly amending the Business Associate’s PHI  records pertaining to any given individual upon request by the Provider.

	
	
	
	

	
	
	vii
	Procedures for permitting the inspection of the Business Associate’s internal practices, books and records, relating to the use and disclosure of PHI available to HHS for purposes of determining the Provider’s compliance with HIPAA, upon request by the Provider of HHS.

	
	
	
	

	
	4.
	Authorized Disclosure(s) of PHI by Business Associate:  The Business Associate may only disclose PHI it obtains on behalf of the Provider to a third party for the following reasons:

	
	
	
	

	
	
	i
	In order to obtain activities or services from that third party which are necessary for the Business Associate’s own performance of the activities or functions for which the Business Associate is authorized to use PHI obtained on behalf of the Provider under Paragraph 2, and the third party has:

	
	
	
	

	
	
	
	a
	Been provided with a copy of this Agreement; and

	
	
	
	
	

	
	
	
	b
	Entered into a written agreement with the Business Associate which binds the third party to terms and conditions pertaining to PHI subject to this Agreement which are materially consistent with, or more protective of PHI, than this Agreement; or

	
	
	
	
	

	
	
	
	c
	If the disclosure is required by law.

	
	
	
	
	

	
	5
	Reporting of Misuse of PHI:  In the event the Business Associate becomes aware of any disclosure of PHI obtained by the Business Associate on behalf of the Provider which is not provided for in this Agreement, the Business Associate shall report the use or disclosure immediately to the Provider.

	
	
	
	
	

	
	6
	Effect of Misuse of PHI:  In the event the Provider receives information which leads the Provider to believe that the Business Associate has materially breached this Agreement, the Provider may, at its sole discretion, elect to:

	
	
	
	
	

	
	
	i
	Require the Business Associate to cure the breach at the Business Associate’s sole cost and expense;

	
	
	
	
	

	
	
	ii
	Terminate this Agreement; and/or

	
	
	
	

	
	
	iii
	Report the breach to HHS.

	
	
	
	

	
	7
	Effect of Termination of Agreement:  Upon the Termination of this Agreement, for any reason:

	
	
	
	

	
	
	i
	The Business Associate shall permanently destroy all PHI obtained from, or on behalf of, the Provider; or

	
	
	
	

	
	
	ii
	The Business Associate may archive all, or a portion, of such PHI in an escrow to the Provider, at the Business Associate’s sole expense, for potential use as evidence in regulatory or law enforcement investigative or enforcement proceedings, and administrative or judicial proceedings pertaining to this Agreement, the Provider, and/or any individual(s) to whom such PHI pertains.

	
	
	
	

	
	
	
	

	
	
	
	

	Signatures

	

	
	
	

	Signature of VAAA (OHCDS) Representative
	
	Signature of Provider Agency Representative

	
	
	

	
	
	

	Typed Name
	
	Typed Name

	
	
	

	Chairperson, VAAA Board of Directors
	
	

	Title
	
	Title

	
	
	

	
	
	

	Date
	
	Date
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