DSS- 4037EL (Rev. 9/89)
Transmttal No: 94 LCM 97

Date: August 9, 1994

Division: Health and Long Term
Care

TO Local District Conmi ssioners
SUBJECT: Provider Agreenent Under the Care at Home Program
Ef fective August 1, 1994 for Hone Adaptations
ATTACHVENTS: | DSS- 4400 Care at Honme Home Adapt ations Approval Form

(not avail able on-Iline)

Il Provi der Agreenent and Statenent of Reassignnents
(avail abl e on-1ine)

Based upon a review by the Health Care Financing Adm nistration of our Care
at Hone Medicaid Mddel Waivers, we are required to establish a provider
agreenent for the home adaptation portion of the waivered services.

Attached is the provider agreenent and reassignnment of Medicaid paynents

which will need to be conpleted and attached to each hone adaptation request
when you' ve chosen the contractor/provider. This formwll be used for hone
adaptations in Care at Hone |, Il and V.

The contractor needs only to have one agreenent on file with each | oca
soci al services district. Phot ocopi es of the original agreenent nmay be
attached to the hone adaptati on request subnitted to this office.

Contact Janice Tricarico at (518) 473-5840 USER ID OMAO90 with any
questions.

Sue Kelly
Deputy Conmi ssi oner
Di vision of Health and Long Term Care



PROVI DER AGREEMENT

BETWEEN THE NEW YORK STATE DEPARTMENT OF SCOCI AL SERVI CES

AND
STATEMENT OF REASSI GNMVENT
BETWEEN THE LOCAL SOCI AL SERVI CES DI STRI CT
AND
PROVI DERS OF HOVE ADAPTATI ONS SERVI CES

The bel ow named Provi der of hone adaptations services agrees to:

(1)

(2)

(3)

(4)

(5)

(6)

(7

Bill only the local social services district for the hone
adaptation service(s) specified in the child' s approved plan
and provided according to this agreenent and reassi gnnent.

Accept as paynent in full the agreed to anmount for the hone
adapt ati on service(s).

Acknowl edge that the local social services district can bil
Medi cai d on behal f of the hone adaptation provider and retain
any rei nbursenent obtained for these services.

Abide by all applicable Iocal building and zoni ng codes and
mai ntai n appropri ate and adequate insurance coverage.

Keep records necessary to disclose the extent of hone
adapt ati on services furnished to Medi cal Assistance recipients
for a mnimumof 6 years.

On request, furnish to the New York State Department of Socia
Services, or its designee, or the United States Departnent of
Heal th and Hunan Services, any information nmmintained under
par agr aph (1), ownership and control infornmation, and
informati on regarding any Medicaid clains reassigned by the
Provider to the local social services district.

Conply with federal and State statutory nondiscrimnation
provi sions whi ch prohibit discrimnation on the basis of race,
col or, nati onal origin, handicap, age, sex, religion and
marital status.

Hone Adaptation Provider Aut hori zed Signature DATE

Hone Adaptation Provider

Addr ess of Provider

Tel ephone Nunber of Provider Aut hori zed Signature DATE

Local Social Services District



