PROVIDER RESPONSIBILITIES AND AGREEMENTS


Name of Provider:  







  Date:  





As an individual who is being paid with Department (Medicaid) funds to care, train supervise or provide other personal assistance for an individual(s), under a specific Case Management plan written with that individual, I understand and agree to the following:

	□  Mandatory responsibility to report suspected abuse of a child or an adult;

□  Responsibility to immediately notify the family and EOSSB of injury, illness,
    accidents, or any unusual circumstances which may have a serious effect on the
    health, safety, physical, emotional wellbeing or level of services required by the
    individual for whom services are being provided;                                       
□  I understand the requirements of maintaining confidentiality and safeguarding

    individual information;

□  Department Fund payments for the agreed-upon services shall be considered full 

    payment and as the provider under no circumstances shall I demand or receive

    additional payment for these services from the individual, family, or any other 

    source unless the payment is a financial responsibility (spend-down) of an 

    individual under Medically Needy Program;

□  As a provider I shall bill all third party resources before using Department funds
    unless another arrangement is agreed upon by the Case Management Entity in the
    ISP Plan 



Provider Signature
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