Agenda Item #: 3E-4

PALM BEACH COUNTY
BOARD OF COUNTY COMMISSIONERS

AGENDA ITEM SUMMARY

Meeting Date: June 21, 2016 [X] Consent [ 1 Regular

[ 1 Ordinance [ ] Public Hearing
Department
Submitted By: Community Services

Submitted For: Division of Senior Services

I. EXECUTIVE BRIEF

Motion and Title: Staff rcommends motion to:

A) approve UnitedHealthcare Community Plan (UnitedHealthcare) Provider
Credentialing Application, to verify Division of Senior Services (DOSS) credentials for
long-term care managed programs, as required by Florida Agency for Health Care
Administration (ACHA); and

B) delegate to the County Administrator, or her designee signatory authority on re-
credentialing applications, and any other necessary documents related to ACHA
requirements.

Summary: DOSS is a service provider and currently has a Standard Agreement
(R2013-0864) with UnitedHealthcare, a Florida Statewide Medicaid Long Term Care
Managed Care Plan (LTCMCP). DOSS provides services such as Case Management
and Adult Day Care to their members. LTCMCP credential verification requires ongoing
monitoring and maintenance of providers’ records to ensure that information is accurate
and up to date as required by AHCA and in accordance with applicable state law.
DOSS will continue to provide long-term managed care, in-home care, and community
based services as a service provider. (DOSS) Countywide (HH)

Background and Justification: As a Service Provider, DOSS affords eligible seniors
with help to avoid long term placement in a nursing facility. Long-term Care Managed
Care plans are required to have a sufficient network to provide covered services

Attachments: Provider Credentialing Application

Recommended By: W ‘ é//‘f//@

Department Director Date =

Approved By: )\/EWM r—izﬂ {2&1@%’\ /o // / /Jfﬂfi%a

) e

Assistant County Administrator Date '




Il. FISCAL IMPACT ANALYSIS

A. Five Year Summary of Fiscal Impact:

Fiscal Years 2016 2017 | 2018 2019 2020

Capital Expenditures

Operating Costs

External Revenue

Program Income

In-Kind Match (County)

NET FISCAL IMPACT 0 0 0 0 0
# ADDITIONAL FTE

POSITIONS (Cumulative)

Is item Included In Current Budget? Yes No

Budget Account No.:

Fund _Dept _ Unit _Object . Program Code __ Program Period
B. Recommended Sources of Funds/Summary of Fiscal Impact: No M-POE(-

C. Departmental Fiscal Review: W
Taruna Malhotra, Assistant Department Director

lll. REVIEW COMMENTS

A. OFMB Fiscal and/or Contract Development and Control Comments:

B. Legal Sufficiency:

ol (g

Assistant County Attorney (/

C. Other Department Review:

Department Director

This summary is not to be used as a basis for payment.



@J UnitedHealthcare

Community Plan

PROVIDER CREDENTIALING APPLICATION
- LONG TERM CARE - FLORIDA

PROVIDER B ISINI: §S

Provider Name: Palm Beach Oounty Board of County Oonnnssmners/ Adult Daycare Center

Corporate Name (if different):

Federal Tax ID Number: _ 59-6000785

Are there mu]tiple_iocati_ons? HYes o No
Is this Tax ID used for all locations? & Yes o No

Medicaid #__6700732700

"NPI # 1,184962847

Are you a participating provider in the Florida Medicaid Program? o Yes i No

If Minority Business, Check: whlch response applies:
0 African American
@ Hispanic American
0 Asian American
o Native American
0 Amierican Woman

FPROVIDER D

Address (Physical Location)
5217 Northlake Boulevard o

Phone: ( 561) 6% . 5435 Fax:(56l ) 6% . _ %ll

Billing Address (if different from physical location address above):
810 Datura Street, Suite 300 .

City: West PalmBeach = State: FL Zip Code: 33401

Contact person: __ Faith Manfra

Contact person’s email: ___fmanfra@begov.org.

Phone: ( 501 ) _355 A0 Fax:(561ly 355 . 3222

2 - FLORIDA HCBS PROVIDER CREDENTIAL]N G APPLICATION_DEC2014
Proprietary Document.



@ﬂ UnitedHealthcare

Coammunity Plan

PROVIDER CREDENTIALING APPLICATION
LONG TERM CARE - FLORIDA

Additional Locations (if Applicable)

DEVMOGRA]

Provider Name: . Palm Beach County Board of County Commissioners/ Adult Daycare Center
Address; 3650 Take Vorth Road, Lake Vorth, L 3461
Phone Number: __(561) 357'77100
*Tax ID Number (if different): 5}6900785
NPI Numiber (if different): __ 1’*84962847 »
Medicaid ID Number f different): (6700732700

Provider Name:
Address: :
Phone Number: .
Tax ID Number if different:
NPI Number (if different): _
Medicaid ID Number (if different):

Provider Name:
Address:
Phone Number: _,_ '
Tax ID Number (if different):.
NPI Number (if different);
Medicaid 1D Number (if different):

Provider Name: .
Address:. »
Phone Number: ___
Tax ID Number (if different): __

NPI Nilm'ber (if different): | _
Medicaid ID Number (if different): _

2 - FLORIDA HCBS YPROVIDER CREDENTIALING APPLICATION_DEC2014
Proprietary Document.



i) UnitedHealthcare

Community Plan

INDICATE COUNI

PROVIDER ’CREDENTIALING APPLICATION
LONG TERM CARE - FLORIDA

SERVED BY CHEC

BELOW:

INDICAEE SERVICES YOU GAN PROVIDE BY CHECKING. T

EAPPROPRIATEBOX

[JAlachua | [[JCollier [1Glades [JJackson [ IMarion | [JPasco | [Jsuwannee
[Baker . | []Columbia | [JGuif [lJdefferson | CIMartin._ | [JPinellas __ | [Taylor
[IBay [JDeSoto | [JHamilton | [Lafayette | [JMiami-Dade | [[JPolk [JUnion
[JBradford | [(Dixie . | [[JHardee [CLake | [CMonroe [CJPutnam | Clvolusia
[Brevard | [ JDuval [IHendry [CLee [INassau [JSanta Rosa | [ JWakulla
[IBroward_ | [[JEscambia | [[JHernando [JLeon [ ]Okaloosa | [[JSarasota [Cwalton
| .CICalhoun | [[JFiagler -[Highlands | [Levy | [JOkeechobee | [[J8eminole [IWashington
[ICharlotte .| [[JFranklin [_Hillsborough. | [JLiberty | [JOrange | ISt Johris
[ICitrus [[Gadsden | [[JHolmes [“IMadison [JOsceola [Jst. Lucie
CJclay | [CGilchrist | [lindian River. | [ IManatee | X]Palm Beach | [JSumter

SBELOW

] Adult Companion-Setrvices

[_I'Caregiver Training

[] Homemaker Services (may include
Chore and Pest Control)

L] Attendant Care (RN)

T Atiendant Cars (LPN)

ABN)

[T Intermittent and Skilled Nursing

[ Intermltté‘nt and Skilled
1 Nursing (LPN)

] Personal Care

] Respite Care Serwces (Non-
Facility) '

[l Occupatlonal Therapy -

[T Physical Therapy

[] Speech Therapy

] Resplratory Therapy

T TMedication Administration

[} Comb'rehen’swe Medication
.| Services (Medication Management).

[:] Con‘s'uméble'l\/ledicél S’uphlies _

[THome Delivéred Meals

i K] Nutrition/Risk Reduction
(Requires Dietician or Nutritionist

License) .

I TIPERS

[j Envifonmerital Accessibility
Adaptation

] Pest Control

[T Assisted Living Services

T Nursing Faciiity Services

T Respite Care Services

(Facility. Based)

"X Adult Day Health Servioes

TTAssistive Care (AFCH only)

ANDICATT

Days of Week Facility / Provider is Operational - Please check all that apply

K ]Monday [X]Tuesday [K]Wednesday [X]Thursday [ XFriday [ ]Saturday [JSunday

Indicate Business Office Hours / Days Available:

8700am — 5;00pm

Indicate After Hours Contact Information:

2- FLORIDA HCBS PROVIDER CREDENTIALING APPLICATION _DEC2014

Proprietary Document.



@w UnitedHealthcare

Community Plon

PROVIDER CREDENTIALING APPLICATION
LONG TERM CARE - FLORIDA

REQUIRED QUESTIONS (Plcase. ; , ‘ ~ Tospe
Failure to check an answer or provnde explanatlons will result in delay of appllcatlon processmg

1. Has the license to do business in any applicable jurisdiction ever been denied, restricted, suspended,
teduced or not renewed?
“4 1YES [ANO

2. Has the business been denied partlclpanon suspended from or denied renewal from Medicare or
Medicaid? -
[JYES K]NO

3. Has business ever had its pxofesswnal liability coverage cancel]ed but not renewed?

['_'] YES K]NO

4. Has the business been denied accreditétidn by its selected accrediting body (e.g. JCAHO), or had its -
accreditation status reduced, suspended revoked or in any way revised by the accrediting body?
JYES KINO

5.If you are an Asswted Living Facﬂlty, has your Florida licensing agent approved you to provide Adult Day
Care Services? If yes, please include a copy of the letter provided showing that you are approved. Without
the letter, we will not be able to include this service in your contract.

[JYES [No - :

2 - FLORIDA HCBS PROVIDER CREDENTIALING APPLICATION_DEC2014
Proprietary Document.



@J UnitedHealthcare

Commurdty Plan
PROVIDER CREDENTIALING APPLICATION
LONG TERM CARE - FLORIDA

Component Attestation/Consent & Release Form

ANY ALTERATION OR FAILURE TO SIGN AND DATE THIS FORM WILL RESULT IN THE DELAY OF
PROCESSING THIS APPLICATION

By signing below, I attest that I am the duly authonzed representative of the Component that all information on
the Application pertains to the above-named Component, and that such information is current, complete and
correct.

Your signature is required to complete this application. Stamped signatures are NOT acceptable,

[, Mary Lou Berger (name of person completing this form) attest that all

credentialing requirements have been met.

Signature ___

Title I"hyqr _

Date: _

UNTEEDHESLTHCARE LECMEDTCATN C

‘Community Plan Network Operations
Email Address fI_ltc_network @uhc.com
Address: 495 N. Keller Rd. #200, Maitland, F1, 32751
Phone: 407-659-7241

Attest:
Sharon R. Bock
Clerk and Comptroller

Approved As To Form
And Legal Sufficiency

By:

Deputy Clerk

'APPROVEDAS 'ro'mms ™

2 - FLORIDA HCBS PROVIDER CREDENTIALING APPLICATION _DEC2014
Proprietary Document.



Form W" 9

Request for Taxpayer Give Fotrm to thet
Bepatoen oo T ey Identification Number and Certification man o e e
Intemal Revenue Servics

1 Name (ag shown.on your Income tax retum). Name I8 required on this iine; do ol taave this line blank,
Board of County Commissioners Palm Beach County
2 Buslness name/disregardad entity nama, If dilferent from above

3 Check appropriata box for faderal tax classification; check orily oha of the following seven boxes:

[7] individual/sole proprietor or [ ccomeration [ 5 Comporation ] Parinership
single-member LLC

|:| United llabliity company. Enter the tax classification (C=C corporation, S=8 corporation, =parinership) »

Nota. For a singls-member LLG that is disregarded, do not check LLC; check the appropriate box In the Jine sbove for | EX6MPtion from FATCA reporting
the tax classification of the single-member owner. code (if any)

Other (gee inatructions) » Apptiex to atoounts muintakied outside the LS.}
5 Addrass (number, strest, and apt, or sulte no.) Requester's name and address (optional)
PO Box 4036 .
8 Clty, state, and ZIP code
West Palm Beach, Fl 33402
7 List account number(s) here {optional}

4 Exemptions (codes apply only to
certain antitles, not individuals; see
Instructions on page 3):

Exampt payss cods (if any)

[:I Trust/estata

Government/Political Subdivision

Print or type
See Specific Instructions on page 2.

(Part |G axpayer Identification Number (TIN}

Enter your TIN In the appropriate box. The TIN provided must match the name given on line 1 to avald Socidl sacurity number
backup withholding. For individuals, this Is generally your soclal security number (SSN), However, for a

rasident allen, sole proprietor, or disregarded entity, see the Part ) Instructlons on page 3. For other - -
entitles, it is your employer identiflcation number (EIN). If you do not have a number, sea How to get &

TIN on page 3, or

Note. if the account Is In more than one name, see the instructions for {ine 1 and tfie chart on page 4 for [ Employer identification number

guidelines on whose number to entar.

5|8| -|6/l0|0|0|7[8]5

Cartification

Under penalties of perjury, | certify that:

1. The number shown on this form Is my carrect taxpayer Identification number (or | am walting for a number to be issued to me); and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or {b) | have not baen notified by the Internal Revenue
Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notifled me that { am

no longer subject to backup withholding; and

3. 1 am a U.S, citizen or other U.S. person (defined below); and

4. The FATCA code(s) entered on this form (if any} Indicating that § am axempt from FATCA reporting Is catrect,

Cartification Instructions. You must cross out itam 2 above if you have bean notified by the IRS that you are currently subject to backup withholding
because you have falled to report all interest and dividends on your tax relumn. For real estate transactions, ftem 2 doss not apply. For mortgage
interest paid, acquisition or abandonment of secured property, cancsliation of dabt, contributions to an Individual retirement arrangement (IRA), and
generally, paymenis other than Interest and dividends, you are not requi!rgd 1o sign the certification, but you must provide your correct TIN, Ses ths

instructions on page 3.

Sign | Slgriature of
Here | us, person®

Section relerences ara 10 the Internal Revenue Code unless otherwise noted.

Future developments, Informalion about developmenis affecting Form W-8 {such
a3 fegislation enacted after we relonse 1) ts at www.irs.gov/iiwg,

Purpose of Form

An indlvidual or enilty (Form W-8 raquester) who I8 required to file an infgrmation
raturn with the IRS must obtain your correct taxpayer identlfication number (TIN)
which may ba your social securily number {SSNY, individuat taxpayer [dentification
. number (ITiN), adoption taxpayer identiflication number (ATIN), or employser

' identification nurmber (EIN), 1o repont uiy an Infarmation retum the amount pald to
you, or other amount reportable on an Information return, Examples of jriformation
reiurs include, but are not fimiled to, the following:

* Form 1099-INT {interest parned or paid)

» Form 1098-01V {dividends, inciuding those from stocks or mutual funds)

* Form 1098-MISC (varlous types of income, prizes, swards, or gross priigeeds)

* Form 1098-B {stock or mulual fund sales and.certaln other transattions by
brokars) o

» Form 1093-8 (proceeds from reaj estate transactions)

+ Form 1089-K {merchant card and third party network transaetions)

AT Date b L”V,t%(’fgw

. Fc;rm) 1096 (home mortgage Interest), 1098-E {student loan Intersst), 1088-T
(tuition

= Form 1089-C {canceled dabt)
* Form 1099-A (acquisltion or abandonment of secured property)

Use Form W-9 only if you are 8 U.8. person {including a resident afien), to
provide your coract TiN,

# yous do not retum Form W-9 to the raquaster with a TIN, you might be subject
to backup withholding. Sae What Is backup withhalding? on pags 2.

By slgning tha fifed-out form, you:

1, Ceriify that the TIN you ara giving ls correct (or you are waiting for 8 number
to be tasued),

2. Gertify that you are not subject to backup withhalding, or

3. Claim exemption fram backup withholding if you are a U.S, exempt payea. If
appilcable, you are alao certifying that as a U,S, person, your allocabla share of
iy partnership lncome from a U.S, trade or businass is not subject to the
withholding tax on foreign partners’ shars of effectively connested income, and

4. Certify that FATCA code(s) entered on this form (If any) indicating that you are

axempt from the FATCA reporting, is corract. See What Is FATCA raporting? on
page 2 for further information,

Cat. No, 10231X

Form W-9 (Rev. 12-2014)




Form W"g .

(Rev. December 2011}

Request for Taxpayer

Give Form to the
requester. Do not

Dopertment of e Transury Identification Number and Certification send to the IRS.
Intemal Revenue Sepvice o )
‘ Name (as shown on youi Incérie tax returm)
Business narme/disragarded entity nams, if differant from above
Cfieck appropriate box for fedieral tax classification: '
O fndividuél/so]e proprietor Oc Corporation [ ]S Corporation [} Partnership M Trust/esta’(e
O Exempt payée

Print or type

[:] Other (sge instructions) »

[[] timited liability éompany. Enter-the tax classification (G=C corporation, S=8 corporatiqn,‘P=partnsrship) >

Address (numbaer, street, and apt. of suite no.)

Requestér’s name and address (optional)

City, state, and ZIP code -

See Specific Instructions on page 2.

List accoﬁm humbér(s) here (optlonal)

BTN Taxpayer identification Nurber (TIH]

Enter your TIN in the appropriate box. The TIN provided must match the name given on the “Name" line
to avoid backup withholding. For individuals, this is your social security number (SSN). However, fot:a

resident alien, sole propristor, or disregarded entity, see the Part | instructions on page 3. For other - ‘ o
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a g ]

TIN on page 3.

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter.

‘Social security number

Employer ifdenﬁﬁcatiqn number

EGYE Certification

‘Under penalties of perjury, | certify that:

1. The number-shown on this form is my corfect taxpayer identification number (or I am waiting for a.number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) I have not been notified by the Internal Reveriue
Service (IRS) that | am subject to backup withholding asa result of a failure to report all interest or dividends, or (c) the RS has notified me that | am

no longer subject to backup withholding, and

3. lam a U.S. gitizen or other U.5. personi(défijned'below)h

Certification instructioris. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding
bécause you have failed to report all interest and dividends on your tax return. For real estate transactions, itern 2'does not apply. For mortgage
interest paid, acquisition or abandonment of secured property, cancellation of debt, cantributions to an individual retirement arrangement (IRA), and
generally, payments other than interest and dividends, you are not required to sigi the certification, but you must provide your correct TIN. See the

instructions on page4.

Sign | signature of
Here | us.person>

_Dater

General Instructions
Section referenctss:are to the Internal Revenue Code unless otherwise
noted.
Purpose of Form ;
A person who is required to file an information return with the IRS must
obtain your correct taxpayer identification number (TIN) to report, for
example, income paid to you, real estate transactions, mortgage interest
you paid, acquisition or abandonmerit of secured property, cancellation
of debt, or contributions you made to an IRA. '

Use Form W-9 only if you are a U.S. person (including a resident
alien), to provide your correct TN to the person requesting it {the
requester) and, when applicable, to: ‘

1. Certify that the TIN you are giving is correct {or you are waiting for a
number to be issued), :

2. Certify that you aré not subject to backup _‘withholding, or

3. Claim exemption from backup withholding if you are a U.S. exempt
payee. If applicable, you are also certifying that as a U.S. person, your
allocable share of any partnership income from a U.S. trade  or business
is not subject to the withholding tax on foreign partners’ share of
sffagiively connected ircome, .

Note. If a requester gives youa form other than Form W-9 to request

* your TIN, you must use the requester's form if it is substantially similar

to this Form W-9,

Definition of.a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:

* An individual who is a U.S. citizen or U.S. resident alien,

* A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United States,
* An estate (other than a foreign estate), or

* A domestic trust (as defined in Regulations section 301.7701-7).

Special rules for partnerships. Partnerships that conduct a trade or
business in the United States are generally required to pay a withholding
tax on any foreign partners’ share of income from such business.
Further, in certain cases where a Form W-9-has not been received, a
partnership is réquired to presume that a partner is a foreign pérson,

-and pay the withholdirig tax. Therefore, if you are a U.S. person that is a

partner in a partnership conducting a trade or business in the United
States, provide Form W-9 to the partnership to establish your U.S.
status and avoid withholding on your share of partnership income.

Cat. No. 10231X

Form W-8 (Rev, 12-2011)



gﬂ UnitedHealthcare
o ‘Community Plan

Provider Entity Disclosure of Ownership, Controlling Interest and Management Statement

UnitedHealthcare Community Plan (“UnitedHealthcare™) is required. to collect disclosure of ownership, controlling interest and management
information from providers that participate in the Medicaid and/or the Children’s Health Insurance Program (CHIP) managed care network
pursuant to a Medjcaid and/or CHIP State Contract with. the State Agency and the federal regulations set forth in 42 CFR Part §455. Required
information includes: 1) the identity of alt owners and others with a controlling interest of 5% or greater; 2) certain business transactions as deseribed
in 42 CFR §455:105; 3) the identity of managing eraployees, agents and others in a position of influence or authority; and 4) criminal conviction
information for the provider, owners, agents and managing employees. The information required includes, but it is not limited to, name, address, date
of birth, social security number (SSN) and tax identification (TIN). ’

Completion and submission of this Statement is a condition of parlicipation in the Medicaid and/or CHIP managed care network and is a contractual
obligation with UnitedHealthcare for services to members under Medicaid and CHIP benefit plaris. Failure to submit the réquested information may
result in denial of a claim, a refusal to enter into a provider contract, of termination of existing provider contracts.

This Statement should be submitted with the initial contract and updated every three (3) years or at the renewal of the contract and at any time there
is a revision to the information ‘or upon a request for updated. information. A Statement must be provided within 35 days of a request for this
information. Physician and health care professional members of a group practice that are credentialed or enrolled into the Medi¢aid or CHIP managed
care program by UniledHealthcare or by a delegate of UnitedHealthcare must submit a signed Individual Provider Stalement attesting to the
requitements under these regalations at the time of credentialing, enroliment, or contracting, if requested by UnjtedHealthcare or by a delegate of
UnitedHealthcare. Any members of a group practice that have an ownership or controlling interest in the Provider Entity identified below, or is
related to another owner of the Provider Entity, must subimit a signed Individual Provider Statement.

Detailed instructions and a glossary for capitalized terms can be found at the end of this form. If attachments are included, please indicate to which
section those attachments refer. ’ :

Contracted Provider Entity information

Please fill out the entive section. Every field must be complete. If fields are Left blank, the form will not be processed and will be returned. for
corrections/completeness. If the forin is unreadable due io illegible handwriting, tlie form will not be processed.

As applicable, if Provider Entity is a medical group or facility, attach a roster of individual providers covered under this Statement.
Please include provider name, address, date of birth, and social security number.

Do you have a roster to attach? ___. Yes ____No

Type of disclosing entity. o “Name of Pe1~son Coinpleting the Form

Please choose appropriate category: Faith Manfra

—__Partnership TR e -

— Non-Profit v " Director

—- Corporation : ~“Phone Number -

—_ Limited Liability Corporation (LLC)

X_ Government/Public Entity = _(361) 355-4750

—_HCBS Provider Fax -

_.Other:,_ . L (561) 355-3222

: Email

In which state do you L. fmanfra@pbcgov.org

participate in Medicaid? L L "
‘Legal Name (“Provider Entity™): o DBA Name (if different from Provider Entity Legal Name):

Palm Beach County Board of County.Commissioners. - e ,
Complete Address (must include at léast one street address; corporations must include the primary business address and
every business location and P.O. Box address):

STREET 810 Datura Street, Ste ¥5'Y  West Palm Beach ~ STATE g ZIP 3307

Additional Addresses (list all Praciice locations — attach a separate sheet if necessary): Do you have a list (o aftach? __Yes _X No

North County ADC 5217 Northlake Blvd, PBG, FL 33418 and MCADC 3680 Lake Worth Rd, Iw, FL 33461

**Federal Tax ID/SSN # | *Medicaid D# "N atidnéi Provider ID (NPI) #: *CAQH #:
59-6000785 . 6700732700 1184962847 ‘
o ’ —__Applied for Medicaid ID ___Applied for NPI —__Applied for CAQH
___Not Applicable . , Not Applicable ) ___Not Applicable

*These ficlds cannot beleft-blanky, “"NIA " non-dpplicable and “applied for” are uccepiable responses. :
**Individlical providers please use social security number; field cannot be leff blank: “N/A” non-applicable and “applied for” are
acceptable responses ) .

UnitedHealthcare Provider Entity Disclosure Form 01/01/2015



Section I: Provider Eiitity Ownership Information

Are there any indiyiduals or organizations with a Direct or Indifect Ownership or Controlling Interest of 5% or more in the Provider
Entity? ___Yes_“2No Do you have a list to attach? ___Yes_._._No

H yes, list the name, primary address, date of birth (DOB) and Social Security Number (SSN) for each person having an' Ownership
or Controlling Interest in the Provider Entity of 5% or greater. List the name, Tax Identification Number (TIN), pnmaly business
address; every business location and P.O: Box address of each organization, corporation, or entity having an Ownership or Conﬁollmg
Interest of 5% or greater. (42 CFR §455,104) Attach additivnal sheet-as necessary

Name of Owner DOB Complete Address (Street/City/State/Zip) o SSN (individual) and/or{ %
Palm Beach County Board of {(mm/ddlyyyy)| 810 Datura Street, Ste 300, WB, FL 33401 TIN (entity) Tnterest
County..Commissioners ‘ | List both as applicable

Street
City State Zip
Street .
_ . city State Zip
" iStreet ’
ICity State Zip

** SSN and TIN requlred under §455 104; sé¢ Sect 431 3 of Balanced Budget Act of 1997 ainended Sect 1124 and Fedeml Register Vol. 76 No. 22

Sectlon II; Ownership in Other Providers & Entities

Does the Provider Entity’s Owner identified in Section I have an Ownership or Controlling Interest in any other r. provider or entity?
. Yes _X No

l)o you have a list to-attach? __ Yes_ X No

i yes, list the name and the SSN or TIN of the other provider or entlty in which the Owner identified i in Sectmn I also has an

Other Provider or Entlty s }

Name of Owner from Sectlon I
: SSN (individual) or TIN (entity)

Name of Othel Provider or Enttty

Section III Subcontracmr Ownerslnp

Does the Pr0v1der Entity. have a D1rect or Indlrect Owncrshlp Interest of 5% or more in any Subcontractor? ©__Yes __No
fyes, does another individual or organization also have an Ownership or Controlling Interest in the same Subcontractor? __-Yes ___No
[fyes, list the following inforimation for-each person or entity with an Ownership or Controlling Interest in any Subcontractor in which the
?rovider’ Ennty also_has Direct or Indn ect.Ownership Interest of 5% or more. (42 CFR 8455. 104) Attach additional sheets as necéssary
Do you have a list to attach? _Yes_ No

Legal Name of Subcontractor
NOT' APPLICABLE
Name of Subcontractor’s
-Jther Owner 1o
ther Owner’s Complete Street City State - Zip
Address Street/City/State/Zip) : v , .
Mher Owner TIN " iDther Owner SSN Other Ownrer DOB % Interest in Subcontractor
, 1 (mm/dd/yyyy)
Legal Naine of .Su'bcon»t‘rac'tbrf
Vame of Subcontractor’s
DJther Owner . 1. »
Mher Owner’s Complete Street City State U Zip
Address . C o :
Dther Owner TIN Other Owner SSN Other Owner DOB % Interest in Subcontractor’
Lo (mm/dd/yyyy) o

UnifedHealthcare Provider Entity Disclosure Form 01/01/2015



Section IV: Familial Relationships of All Owners

e Yes *_}E“ _No

Arc any of the individuals identified in Sections I, 1T or T reiated to'each other?

If yes, list the individuals identified and the relationship to each other (e.g., spouse, sibling, parent, child) X
(42 CFR §455.104(b)(2)) ‘Attach additional sheets ds necessary Do you have a list to attach? __._Yes No

Name of Ovwner 1 o T - Name of Owner 2: Relationship

NOT APPLICABLE

Medical Groups Only: Are any provndcr members of the: ‘group related to the llsted owners or those with a.controlling interest?
. Yes X No

Do you have a list to attach” ch X No

[f yes, hst the followmg information for each group provider member related to the listed owners and. those withi a controlling interest,
" Wittach additional sheets as necessary. Note: each prowder rmember lnsted must submit a signed Individual Provider Statement.

SSN

Name of group prov1der N . o Relatlonshlp ‘ | DOB. (mm/dd/yyyy)

UnitedHealthcare Provider Entity Disclosure Form 01/01/2015




Section V: Criminal Convictions, Sanctions, Exclusions, Debarment and Terminations*

1. Has the Provider Entity, or any person who has an Ownership or Controlling Inferestin the Provider Entity, or who is an Agent or
Managing Employee of the Provider Entity ever been convicted of a crime rclated to that person’s involvement in any program under
Medicaid, Medicare, CHIP or a Title XX program since the inception of those programs? __ Yes ___No

If yes, list those persons and the required information below. (42 CFR §455.106)

Antach documentation and additional sheets as necessary Do yon have documents to attach? ___Yes___No

Name . ‘

DOB (mnvdd/yyyy) o SSN (individual) or TIN (entity)- State of Conviction
Complete Addross (Street/City/State/Zip) B
Stlje'et_ ’ _ City State’ - Zip
Matter of the Offense o

Date of Convictidh(:ﬁﬁﬂdd/yyyy) C | Date of Reinstatement(mm/dd/yyyy)

2. Has the Provider Entity, or any person who has an Ownership or Controlling Interest in the Provider Entity, or who is an Agent or
Managing Employee of the Provider Entity ever been sanctioned, excluded or debarred {rom Meédicaid, Medicare, CHIP or a Title XX
program?.__Yes __ No ‘

If yes, list those persons and the required information below. (42 CFR §455.436)
Attach documentation and.additional sheets as necessary Do you have documents to attach? . Yes No

| Name

DOB (mm/ad/yyyy) T T T S8N (individual) or TIN (entity)
Complete Address (Street/City/State/Zip) T T o
Street ‘ City ~ State . Zip

Reason for Sanction, Exclusion or Debarment

Daite(s) of Sanctions; Exclusions or ' Date of Reinsiétement 4 ] List all States where currently excluded:
Debarments (mm/dd/yyyy) (mm/dd/yyyy)

3. Has the Provider Entity, or any person who has an Ownership or Controlling Interest in the Provider Entity, or who is an Agent or ‘
Managing Employee of the Provider Entity ever been terminated from participation in Medicaid, Medicare, CHIP or a Title XX program?
_Yes___No .

If yes, list those persons and the required information below. »

Attach documentation and additional sheets as necessary Do you have documents to attack? ___Yes_ No

Name

DOB (mmvdd/vyyy) ' ' B " 88N Gndividual) or TIN (entity)

Complete Address (StreeUCity/State/Zip) . , ' ,

Street ' ' ~ City A State Zip

Reason for Termination

Date of Terniination " IState that 6figinfite&_‘ v Date of Reinstatement  [Terminated from Medicare?
mm/dd/yyyy) Termination (mm/dd/yyyy) -

Yes_____ No___.

*At any time during the Contract period, it is the responsibility of the Provider Entity to prompily provide noticé upon
learning of convictions, sanctions, exclusions, debarments and terminations (See Fed. Register, Vol. 44, No. 138)
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Section VI: Business Transaction Information

Business Transactions « Subcontractors: Hag the Provider Entity had any buginess transactions with a Subcontractor Lol dlmg more than
$25,000 in the previous twelve (12) month period? _W_TYes ..o Do you have a list to attach? ___Yes____ No

¥t yes, list the information for Subcontraciors with whom the Provider Entity has had business fransactions iotaling more than $23,000
during the previous 12 month period ending on the date of this request (42 CFR §455.105(b)(1)) Attach additional sheets as neecessary

Name of S‘ubcontrh“c‘tox;:b , T Sllbaontx‘a¢1C)r;s SSN (individual) or
' NOT APPLICABLE TIN (entity):
Subcontractor's Strect Address ‘Ci'tjl:: B “State: “zip
- Name of Subcontractor’# Owner; ) 1 Subcontractor’s Owner's SSN/TIN:
: Subcontractor's Owner's Street Address City: | State: ‘ Z1p

Significant Business Transactions — Wholly Owned Suppliers: Has the Provider Entity had any Significant Business Transactions
with a Wholly Owned Supplier exceodmg the lesser of $25,000.0r 5% of opuatlng expenses during any one fiscal year in the past
five (5) year period? ___Yes __'No Do youhavea list to attach? __ Yes_.. _No

If yes, list the information for any Wholly Owned Supplier with whom the Pr ovider Ennty has had any Significant Business Tnansa(,tlons
exceeding the lesser of $25,000 or 5% of operating expenses. during any one fiscal year in the past 5-year period

(42 CFR §455.105(b)(2))
Attach additional sheets as necessary. See Glo ssary for defi nition.

Name of Supplier: ' v ' Supplier’s SSN (individuai) or
TIN (entity);
S‘upplilér’s Street Address City: . State: ZIP

Slgmﬁc.mt Business Transactions — Subcontractors: Has the Providet Entity had any Slgmﬁmnt Business Transactions with a
Subcontractor exceeding the lesser of $25,000 or 5% of opelatmg expenses during any one fiscal year in the past five (5) year.
period? Yes Mo

Do you have a list to attach? __ Yes____No

If yes, list the information for Subcontractor with whom the: Provider Entity has had: any Significant Busil;css Transactions exceeding the
lesser of $25,000 or 5%:of operating expensés during any one fiscal year in the past 5-year period (42 CFR §455.105(b)(2))
Attach additional sheets as iiecessary. See Glossary for definition.

. Name of Subeontractor: o ' , ' o Subconnactoz s SSN (individual) or
L TIN (entxty)

Subcontr’actor,’s’Strect Address B | City: ' State: ‘ , | ZIP

Name of Shbcoﬁfr}aotbf"s}OWner: | o T Subcontractor's wajer’s SSN/TIN:

Subcoptrz_ictor’s~Ownér’s'S{r'ec(j Addréss ) ‘f City: T "1 State: [zip

This mformatnon must be provided and/or updated within 35 days ot a request. Medicaid payments may be denied Jor services
Jurnished during the period begzmzzng on the day following. the date the mformarwn was due until it is recerved (42 CFR §4‘55 105)
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Instructions for Disclosure of Ownership/Controlling Interest and Management Statement

If additional space is needed; please note on the form that the answer is being continued, and attach a sheet referencing the section
riumber that is being continued. (For example: Section I Ownership Information, continued). Please see Glossary for definitions
of capitalized terms.

Section I: Provider Entity Ownership Information:

Please list the required information for gach individual or organization that has a Direct or Indirect Ownership of 5% or more or has a
Controlling Interest in your entity. If the Owner is a corporation; the primary business address must be listed and every business
location and P.O. Box address, Provider members of a group practice who have ownership or a controlling interest in Provider Entity
must submit a separate Statement.

Providing the SSN and TIN (as applicable) is required under 42 CFR 455.104; please see Section 4313 of the Balanced Budget Act of
1997, amended Section 1124, and the Federal Register Vol. 76 No. 22. Any form without the required SSN and TIN (as applicable) is
incomplete and will not be processed.

Section IT: Ownership in Other Providers & Entities:

‘Please identify the other providers or entities that are owned or cor\trollcd at least 5% by the samé individual or orgdnization identified
in-Section I that has an Ownership or Controlling Interest in y0u1 entity. This information is to identify shared and interconnected
ownership and wntmllmg interests.

Section III: Subcontracmr Ownership:

If'your entity has a Direct or-Indirect Ownership of 5% or more in a Subcontractor and other individuals or entities also have a Direct
or Indirect: OWnershlp of that-same Subcontractor, please identify the Subcontracmr and provide the required information for the
additional owners,

Section IV: Familial Relationships of All Ownels.

Repon whether any of the persons listed in Sections I, II, and III are related to each other and identify the parties and their
relationship. Prowder members of a group: placme who are related to the Provider Entity’s owners or those with a controlling interest
must submit a separate Statement.

Sectlon V: Criminal Convrctlons, Sanctions, Exclusions, Debarment and Termmatlons.

List your own ) ¢criminal convictions, exclusions, sanctions, debarments.and terminations, and for any person who has an ownership or
controlling interest, or is-an agent or managing employee of your entity. List all offenscs related to each person’s or entity’s
involvement in any program under Medicare, Medicaid, CHIP or the Title XX services since the mcepnon of these programs. Review
all of the’databases necessaryto verify (his information:

1. Exclusion status may be verified through the HHS-OIG List of Excluded Individuals/Entities (LEIE) at
https://oig.hhs. gov/exclusions/index.asp

2. Sanction information is available in the GSA’s SAM (System for Award Management) database
3. State specific ekclusion/sanction databases may be accessed through the State Agency’s website

Section VI: Business Transactmn Information:

1. List the Ownership of any Subcontracfors that you have had. busmess transactions totaling rmiore than $25,000 thhm the last twelve
(12) month period ending on the date of the request.

2. List any Significant Business Transaction between your entity and any Wholly Owned Supplier during the past 5 years.

3. List any Significant Business Transaction between your entity and any Subcontr actor during the past 5 years.

Remember that a ‘Sighificant Business Tmnsactwn is defined as any transaction or series of related transactions that exceeds the
lesser-of $25,000 or 5% of a provider’s oper ating expenses during any one fiscal yeat.

This information must be available within 35 days of a request by the U.S. Department of Health and Humman Services (HHS), the
State Medicaid Agency, and the Medicaid Managed Care Organization responding to an HHS or State request.

Section VII: Managemen’t & Control:

1. List the required information for all employees that hold a position of Managing Employee within your entity.

2. List the required information for all Agents that have the authority to obligate or act on behalf of your entity.

3. List the required information for all individuals on the governing board or board of directors if your entity is organized as a
corporation. CMS requires the identification of officets and directors of a Provider Entity that is or; gamzed as a corporation, without
regard to the for-profit or not-for-profit status of that corporation.
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GLOSSARY

Provider Entify: an individual or.entity who operates as a Medicaid provider and is engaged in the delivery of health care services and is Jegally
authorized to do so by the state in which it delivers the services. For pulposes of this Statement, the Provider Entity is the individual or entity
identified ov this form as the disclosing entity:

HCBS Provider: a provider of Homé and Community Based Services for Medicaid beneficiaries.

Ownership or Control Interest: an individual:or corporation (hat—

-(a) Has an ownership interest totaling 5 percent or-more in a disclosing enti tys

(b) Has an:indirect ownership intérest equal to 5 percent ot rhore. in a disclosing entity;

(c) Has a combination of direct and indirect ownership interests squal to 5 percent or more in a disclosing entity;

(d) Owns an interest of 5 percent or more it any mortgage, deed of trust, note, or other obligation secured by the disclosing
entity if that interest equals at Jeast 5 percent of the value of the property or assets of the disclosingentity; .

(e) 1s an officer or difector of a disclosing entity that is organized as a cotporation; or

() Ts a partner in a disclosing euntity that is organized as a partnership.

Direct Ownership Interest: the possession.of equity in the capital, the stock, or the profits of the disclosing entity.

Indirect Ownership Interest: an ownership interest in an entity that has an ownership interest in the dlsclosmg enuty This term includes an
ownushxp interest in any enmy that has an jndirect owne1sh1p interest in the disclosing entity.

Controlling Interest: defined as the operational direction or management of a disclosing entity which may be maintained by.any ot:all of the
following devices: the abxhty or authority, expressed or reserved, to amend or change the corporate identity; the ability or authority-to nominate or
name members of the Board of Directors or Trustees; the ability or authority, expressed or reserved to amend or change the by-laws, constitution, or
other operating or management direction; the ability or authority, expressed or reserved; to control the sale of any or all of the assets, to encimber
such assets by way of mortgage or other indebtedness, to dissolve the entity, or to arrange for the sale or transfer of the disclosing entity to new

. ownership control,

Determination of ownership or control percentages 3(a). Indirect ownership interest, The amount of indirect ownership interest is detertiined by
multiplying: the percentages of ownership in each entity. For example, if A owns 10 percent of the stock in a corporation which owns 80 percent of
the stock of the disclosing entity, A’s interest equates to an 8 percent indirect ownership interest in the disclosing entity and must be reported.
Conversely, if B owns 80 percent of the stock of a corporation which owns 5 percent of the stock of the disclosing entity, B’s fnterest equates to a 4
percent indirect ownership intefest in the disclosing entity and need not be reported.

(b) Person with an ownership’ or control interest, In order to determine percentage of ownership, mortgage, deed of trust, note, or

other obligation, the, percentage of interest owned in the obligation is multiplied by the percentage of the disclosing entity’s assets used to secure the
obligation. For example, if A owns 10 percent of a note secured by 60 peicent of the provider’s assets, A's interest in the providet’s assets equates to
6 percent and must be reported. Conversely, if B owns 40 percent of a note secured by 10 percent of the provider's assets, B's interest in the
provider’s assets equates to 4:percent and need not be reported

Other Entity: any other Medrcald disclosing entity and any entity that does not participate in Medicaid, but is required to disclose certain ownership
and contro} information because of participation in any of the programs established under title V, XV Il1, or XX of the Act. This includes:
(a) Any hospital, skilled nursing facility, home health agency, independent clinical iabor atory, renal disease facility, rural health

c¢linic, or health maintenance orgaujzation that participates it Medicare (litle XV II1); -

(b) Auy Medicare intermediary or carrier; and

(c) Any entity (othet than an individual practitioner or group of p1act1tlonel s) that furnishes, or arranges for the furnishing of,
health-related services for which it claims payment under any plan or program established under fitle V or title XX of the Act.

Significant Business Transaction: any business transacti on or séries of related trarisactions that, during any one fiscal year, exceeds the lesser of
twenty-five thousand ($25,000) or five percent (5 %) of a Provider Entity's total aperating expenses.

Subcontractor: (2) an mdlvadua} agency, or or ganization to which a Provider Entity has contracted or delegated some of its management functions
or responslblht:es of providing medical care to its patients; or

(b} an'individual, agency, or organization with which a fiscal agent has entered into a contract, agreement, purchase order, or lease Lo obtain space,
supplies, equipment, or services provided under the Medicaid agreement, -

Supplier: an individual, agency, or organization from which a provider purchases goods or services used in carrying out ils responsibilities.under
Megdjcaid (e, g., a commercial launidry; manufacturer of hospnal beds, or pharmaceutical firm).

Wholly Owned Supplier; & Supplier whose total ownership interest is held by the Provider Entity or by a person(s) or other entity with an ownership
or control interest in the Provider Entity.

Agent; any person who has béen delegated the authority to Gbligate or act on behalf ofa Provider Entity.

Managing Employee: s general manager, business manager, administratot, director, or other individual who exercises operational or
managerial control -over, or who directly or indirectly conduects the day-to-day operation of an institution, organization, or agency.
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FLORDAAGENCY FOR HEALTH CARE ADMINISTRATION

AFFIDAVIT OF COMPLIANCE WITH

Background Screening
Requirements

Autﬁority:' This form maybe ueéd ‘by allyemplo"yees to comply with:‘ '

». . the attestation. reqmrements of sectlon 435 .05(2), Florlda Statutes whlch state that every employee .
) requured to undergo Level 2 background screenmg must attest, subject t to- penalty of perjury, to meeting the
+requirements for qualifying for employment pursuant to thig chapter and agreeing to inform the employer
nmmediately if arrested for any of the: dlsquahfymg offenses whlle employed by the amp!oyer, AND .

e the proof of screemng within the prevueus 5 years in Sectlon 408. 809(2), Flonda Statutes which requlres;
“proof of compliance with level 2 screemng standards submltted within the previous 5 yeats 1o meet any providef

o professional licensure requnrements of the Agency; the- Department of Health, the Agency for Persons with
" Disabilities, the Department of Chuldren and Family Setvices, or the. Deparlment of Fmancial Services for an
vapphcant for a certificate of authomy or. provnsnonal certificate of alithority to operate a continuing care
,retlrement communhy under chapter 651:if the person has not been unemployed for more than' 90 days

Thls form must be maimained in.the employee S personnel ﬂle. If this form is used as proof of screemng for an

administrator or chief financual offlcer to satisfy the réquirements of an application for a health care: provider
Ilcense please attach a copy of the soreening results and submlt with the licensure applncetlon. -

,EmployeelContractor Name. Teresa Pedlc:mo

Health: Care Prowder/ Employer Name Palm Beach County Board of County Commissioners

' AAddress of Health Care Provuder. V

[ hereby attest to meeting the requirements for employment and that | have not been arrested for or been
found guilty of, regardless of adjudication, or entered a plea‘of nolo contendere, or gwlty to any offense;.
or-have an arrest awaiting a flnal disposition prohibited under any of the followung provisions of the Florida’
Statutes or under any similar statute of another jurisdiction:

Criminal offenses 'fo'(jnd in section 435.04 F.S

a) Section 393.135, relating to sexual misconduct with
-certain developmentally disabled clients and repomng of
such sexual mlsconduct

(b) Saction 394.4593, relating to:sexual misconduct with
certain mental health pailents and reporting of such sexual
misconduct.

(c) Section 415.111, relatmg to adult abuse, neglect, or
exploitation.of aged persons or disabled adults.

(d) Section 782.04; vreljétihg- to murder.

(e) Saction 782.07, relating to manslaughter, aggravated
manslaughter of an elderly person or disabled adult, or
aggravated manslaughter of a child, .

(f) Section 782.071, relaling to vehicular homiolde

(9)- Sectnon 782.09, relating fo killing of an unborn quick
child by injury to the mother.

(h) Chapter 784, relating to assault, battery, and culpable
negligence, if the offense was a felony.

(i) Section 784.011, reiating to assault, if the victim of the
offense was a minor:

() SGCIIOH 784.03, relating to battery, if the victim of the
offense was a mlnor

(k) Section 787.01, relating to kidnapping.

() Section 787.02, relating to false imprisanment.

(m). Section 787.025, relafing to luring or enticing a child.
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(n) Section 787.04(2), relating to taking, enticing, or
removing a child beyond the state limits with criminal intent
pending custody proceedings.

(o) Ssction 787.04(3), relating ta carrying a chiid beyond the
state lines with eriminal Intent to avoid producing a child at a
custody héafing or dalivering the child to thé designated
parson.

(p) Section 780.115(1), relating to exhlbltmg firearms or
weapons within 1,000 featof a school,

{q) Section 790.118 (2’)‘(b), relating to possessing an electric
weapon of dev:ce, destructive device, or other weapon on
school property,

(r) Section 794.011, relating to sexual battery.

(s) Former s, 794.041, relating tg prohibited acts of persons
in familial or custodial authority.

(t) - Section 794.086, relatlng to unlawful sexual actlvnly with
certain’ mlnors

(u) ‘Chapier 796, relating to prostitution.

vy Section 798,02, relating to lewd and lascivious behavior.

{(w) Chapter 800, relating to lewdness and lndecent
exposure. :

(X) Sectlon 806.01, relating to arson.

(v) Section 810.02, relating to burglary.

(z) Section 810.14, relating to voyeurism; if the offenseis a.
felony.

{aa) Section 810.145, jrﬁelaﬁ‘ng‘ 1o video voyeurism, if the
offense is a felony. :

(bb) Chapter.812, relatmg to theft, robbery, and related
-crimes, if the offense is a felony.

{cc) Section 817,563, relating to fraudulent sale of controlled
substances, only. if the offense was a falohy.

(dd) Section 825,102; relating to abuse, aggravated-abuss,
or-neglect of an elderly person or disabled adult.

(e8) Section 825.1 025, relating to lewd or lascivious
offenses committed upon or.in the presence of an. elderly
person or disabled adult,

(ff) Section- 82s. 103, relating to exploitation of an elderly
person or disabled adutt, if the offense was a felony,

{9g) Section 826.04, reiaﬂng to incest.

(hh) Section 827.03, relating to child abuse, aggravated
child abuss, or neglect-of a child.

(i) Section 827.04; relating to contributing to the
delinguency or dependency of a child..

(i) Former s B27.05, relating to regligant treatment of
children.

(ki) Section 827.071, relating to sexual perlorrnance by a
chiild.

() Section 843.01, relating to resisting arrest with violance.

(mm) Section 843,025, relating to.depriving a law
enforcement,- correctlonal or correctional probation officer
means of protection or communication.

{(nn) Section B43.12, relating to aiding in an escape.

(oo} Section B43.13, relating to aldmg in the. escape of
juvenile inmates in correcnonal mstltuuons

{pp) Chapter 847, relating to obscene literature.

(ag) Section 874.05(1), felating to encouraging or recruiting
another to join a criminal gang.

(rm) Chapter 893, relating to drug abuse prevention and
control, only if the offense was a felony or if any-other person
involved in the offense was.a minor. .

(ss) Section 916.1075, relating fo ‘seX'Ual misconduct with
certain forensic clients and reporting of such sexual
misconduct. -

(tt) Section 944.35(3), relating to-inflicting. cruel or inhuman
treatment on an inmate resulting in great bodily harm.

(uu) Section 944.40,‘ relating to sscape,

(w) Saction 944.46, Telating to harboring, concealing, or
aiding an escaped prisone.

(ww) Section 944.47, relating to mtroductlon of contraband
into a correctional facility.

(xx) Secuon 986.701, relatlng to sexual misconduct In
juvenile justice programs

(yy) Section 985.71 1, relating to contraband introduced into
detention facilities.

(3) The security background investigations under this -
section must ensure that no persen subject to this section
has been found guilty of, regardiess of adjudication, or
entered a plea of nolo contendere or guilty to, any offense
that constitutes domastic violence as defined in s. 741.28,
whether such act was commiitted in this state or in another

Criminal offenses found in section 408.809(4), F.S

{a) Any authorizing statutes, if-the offense was a felony.
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{b) This chapter, if the offense was a felony,

(¢) Section 409.920, relating to Medicaid provider fraud.

{d) Settion 409.9201, relating to Medicid fraud,

(e) Section 741.28, relating to domestic violence.

() Section 817, 034 relating to fraudulent acts through mail,
wire, radio, electromagnetic, photoslactronic, or photooptlcal
systems,

(g) Saction 817.234, relating to false and fraudulent
insurance claims,

(h) Section 817.505, relating to patient brokering;j

(i) Section 817.568, relating to criminal Use of personal
identification information,

(i) ‘Section 817.80, relatlng to obtaining a credit card
through-fraudulent means. .

(k) Section 817.61, relaling to fraudulent use of credit

. cards, If the offenss was a felony.

(I) Section 831.01, relating to forgery.

{m) Section 831.02, relating to uttering forged instruments,

(n) Section 831.07, relating to forging bank bills, checks,
drafts, or prormssory notes,

(o) Section 831.09, relallng to utteting forged barik bills,

- checks, drafts, or promissory notes,

(p) Section 831.30; relating to fraud in obtgining medicinal
drugs.

(q) Section 831.31, relating to the sale, manufacture,
delivery, or possession with the intent to sell, manufacture,
or deliver any counterfait controlled substance, if the offense
was a felony.

If you are also using this form to provide evidence of prior Level 2 screening (fingerprinting) in
the last 5 years and have not been unemployed for more than 90 days, please provide the
followmg mformatlon Acopy of the prior screening results must be attached.

Purpose of Prior Screening:

Screened conducted by:

[0 Agency for Health Care Administration
[] Depatriment of Health

[J Agency for Persons with Disabilities
[ Department of Children and Family Services
"] Department of Financial Serwces

Date of Prior Screening:

A‘f'fi'dav,lt

Under penalty of perjury, I,

, hereby swear or affirm that | mest the

requirements.for qualifying for employment in regards to the background screening standards set forth in
Chapter 435 and section 408.809, F.S. ln addition, | agree to immediately inform my employet if arrested
or convicted of any of the dlsquallfylng offenses whlle employed by any health care provider licensed

pursuant to Chapter 408, Part Il F.S.

vEmplo‘;‘ree/Cohtraclthig‘naturé

Title ' ‘ Date

AHCA’ Form # 3100~0008 August 2010 '
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e 1 . 495 N. Keller Rd. Suite 200
Y Umtedﬁealtﬁwam ' Maitland, FL 32751

Community Plan

Re: Attestation of training on Abuse, Neglect and Exploitation

The Agency for Health Care Administration (AHCA) requires that each provider who has direct contact
with any Medicaid enrollee certify that they, and all their sub-contractors, have received AHCA-approved
training on abuse, neglect and exploitation.

Please complete this:attestation within 30 days of receipt-of this letter. A copy of the attestation will
be retained in your provider file. This information will also be on file for inspection by AHCA.

To be in compliance with AHCA requirements, please sign this attestation verifying that you, your
employees and/or your subcontractors have attended an ACHA-approved training and return with your
completed application. If you have not attended a training and need information on accessing the course
or if you have questions, piease call 407-659-7241: or visit

hitn://elderattairs.state.fl.us/doea/dons/APS Training, for_Professionals 2013:pdf

Thank you for your prompt response to this matter.

Sincerely,

LTC Provider Networks, FL .
UnitedHealthcare. Community Plan

Pfovider Nameil/bakgu?‘%%]%gv ggggtgng%@ml SS1 oner,ilx D # 59-60 0 07 8 5, .

Contact Person: __Faith Manfra = = . Phone:(561)355-4750

I attest that 1, each of my emiployees and/or sub-contracts have attended training on Abuse, Neglect and
Exploitation approved by AHCA '

Name:.. Marv. Lou Berger, Mayor i Date:
Signature:
Attest:

Sharon R. Bock
Clerk and Comptroller

By:

Deputy Clerk

Doc# UHC2297d_20121108

Approved As To Form
And Legal Sufficiency

oy iy, st d

Assistant County Attcﬁwey




w UnitedHealthcare 495 N. Keller Rd. Suite 200

Community Plan Maitland, Fl, 32751

Re: Provider Attestation to Compliance with Employment Eligibility Verification
Requirements

We require pamcipating"pljov,iders in our long-term care plans to a one-time attestation to their
compliance with the following Agency for Health Care Administration requirements:

* A provider may not contract with any other provider who has a record of illegal conduct; (i.e.,
found guilty of, regardless of adjudication, or who entered a plea of nolo contendere or guilty to
. any of the offenses listed in Florida statute 435, 04, E.S.).

« Useof Employment Eligibility Verification System
— Verification of direct service workers’ information (c1tlzemhxp or ]egal alien verification
' documematlon), and social security numbers with the Social Security Administration’s
Verification Service
— 'Verification of employment legibility using the Us. Department of Homeland Security’s
E-Verify Emp]oyment Eligibility Veuflcatlon system, https /fe-verify.uscis. gov/emp for
all new hires.

Pleaqe sign this attestatlon verifying your compliance with the employment eligibility verification
requirernents and return-with. your completed apphcatron

If you have any questions, please contact Fl_ltc_network @uhc.com, or 407-659-7241.

ghallk }1‘.011-~ SR ‘Attest:  Approved As To Form
mcerely, : Sharon R. Bock And Legal Sufficiency
Clerk and Comptroller .
LTC Provider Networks, FL o Deputy Clerk Ass;sta nt County Attorrdy

UnitedHealthcare Community Plan

Palm Beach Count Commlss1oners/
Prov]derName AdUlt Daycare Cn%r o TaxlD# 59- 6000785

Falth Manfra

ContactPerson:'v ~.Phone: (561 ) 355—47'30,

Lattest that my facility meets the state of Florida requirements for Employment Eligibility Verification.

Signature: . U ~ Date:

Print Name: _Mary Lou Berger, Mayor

Doc#::UHC2297f_20121213 .




