                      PROVIDER AGREEMENT                                                    PRIVATE 

THIS AGREEMENT, made and entered into this ____ day of _______, 200_, by and between ______________, whose address is _________________, __________, Michigan 4____ (hereinafter referred to as the "PROVIDER") and the ________ County Community Mental Health _________ (hereinafter also referred to as the “__________ County CMHSP” and as the “PAYOR”).

                      WITNESSETH:                                                                                                           

   Whereas, the Provider, has agreed to provide certain services as outlined in an Individual Service Plan  for a consumer of services and/or supports funded with Medicaid Funds and/or State of Michigan General Funds from the Michigan Department of Community Health (hereinafter referred to as the “MDCH”) and administered by the __________ County CMHSP, and;
   Whereas, the consumer of services and/or supports has voluntarily agreed to participate in a Consumer Choice Voucher System administered by the __________ County CMHSP as part of the Consumer Self-Determination Initiative, and; 
   Whereas, this Agreement incorporates the regulations in accordance with the Title XIX of the Social Security Act (42 USC 1396 et. seq.), the Balanced Budget Act Amendments for Medicaid Managed Care found in 42 CFR Parts 400, 430, 431, 434, 435, 438, 440 and 447, the Health Insurance Portability and Accountability Act as set forth in 45 CFR Parts 160 through 164, as applicable, and the Michigan Mental Health Code, MCLA 330.1001 et. seq., and; 

   WHEREAS, services, agreements, costs and cost allocations, service documentation and reporting, and expenditures of the Payor pursuant to the requirements of the MDCH/CMHSP Master Contract for General Funds must be consistent with requirements for services, agreements, costs and cost allocations, service documentation and reporting, and expenditures of the Payor pursuant to the MDCH/Pre-Paid Inpatient Health Plan (PIHP) Master Contract for Medicaid Funds.

  THEREFORE, the Provider agrees:

   1.  To keep records necessary to disclose the extent of the services 

        provided to the consumer.

   2.  To maintain and make available any such records regarding payments 

        claimed to the Payor or its fiscal agent (financial management 

        services), the State Medicaid Agency or the U.S. Department of Health 

        and Human Services.

   3.  That this Agreement shall immediately terminate effective upon receipt 

        of notice and/or discovery by the Payor that the Provider is: 

       (a.) listed by a Department or Agency of the State of Michigan as 

       being suspended from service participation in the Michigan Medicaid 

       and/or Medicare programs, and/or; (b.) listed by the U.S. General 

       Services Administration in its “Excluded Parties List” as to federal 

       funding.

This is the entire agreement between the Provider and the Payor and supersedes any and all prior agreements.   Oral changes have no effect; it may be altered or amended only by a written agreement signed by both parties.                                                                                                   

BY: ____________________________            BY: ____________________________

            Provider                                     Payor

DATE: __________________________            DATE: ___________________________

WITNESS:________________________            WITNESS:_________________________





