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PROVIDER ENROLLMENT AGREEMENT 
(Revised 7t1/2012) 

This Agreement sets forth the conditions for being enrolled as a Provider with the Department of Humanservices (DHS), to receive provider number(s) in order to submit payment claims, and to receive payment forcommunity service Programs. community Program Services are provided to persons with developmentaldisabilities' Payments for services are made using federal Medicaià or state or'o..gtn fi.lnds or a combination-'-Þ'of both state and federal funds. 

Portland Parks & Recreation 7lt/2012
(Provider Name) (Date) 
As a-condition for participation as a Provider with DHS for community service programs for persons withdevelopmental disabilities (Recipients), Provider 

?grees to comply witú all provision's of OAR Chapter 4l l,Division 370, oAR chapter 411 Division 323 ancl ihe followin! conditions: 

l' Provider understands and agrees that all information submitted in and in support of this
Agreement is true and accurate. Information disclosed by the provider rnuy t" subject toverifìcation. Provider must notify DHS of any changes tå the information contained in this
Agreement within 30 days of the date of the change.- Provider unclerstands DHS may terminate
this Agreement if it cletermines that the Provider did not fully and accurately make any disclosure
required in this Agreement or if the Provicler fails to notify óHS of uny changes within 30 days.Any deliberate omission, misrepresentation or falsification of any informatioã contained in this
Agreement or contained in any communication supplying information to DI-IS may be punished
by administrative or criminal law or both, including U,ut ãot limitecl to revocation of the
Provider's Iicense or-cerlification reqr-rired to delivãr Community Service progr.am services and
receive payment f'or Medicaid services. 

2. Provider agrees to comply with all applicable licensing, certifìcation and regulatory requirements 
atr.ons, aãd rures, n"".,,*y ;"";,*å: õå.mffi;:::::1fl:l!1:Tl, ^"d *?:. :,.",,1.:: 11s-rfService Program services. the reqqirements for insuran
 

r Exhihi
 

-t- Providel undet'stands that prior authorization is required before placement of, or service to, any
Recipient and that payment will not be issLrecl if prior authorizatlon was not granteci. 

4. Plovider agrees to provide the care and services r]ecessary to ensure the health, safety and well
being of recipients ancl to promote their inclependence. communjtv inresrar,ion and nrorjrrr-rirritr¡ '"' Provider agrees payment may be crenied or sùbject to recovery if Éarl ;;r;;;;;;;;;;;"
authorized or not providecl in accordance with ih. p.ogrurn-specifìc ";rules. 

5. Provider agrees to accept the rate authorized by DHS as payment in full and will not charge the
recipient or any person responsible fbr the recþienr uny ädåitionut o-oror, f;; r¡.]; services, 
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other than the permissible charges authorized or requirecl by administrative rule. payment cannot 
be made to iury individual or entity that has been excluded tiom participation in fecteral or state 
programs or that employs or is managed by exclucled individuals or entities. As a condition of 
payment, Provider must meet ancl maintain compliance with the Provider Rules, OAR 407-120

and ,I-L¿ ce the 
toD than 2012. This information 

6.	 Provider agrees to participate in and cooperate with the approaches used by the DHS and its
 
representatives to promote the integrity and quality of the Community Services program.
 
Provider agrees to respond to the actions or improvements requirecl as a result of program
integrity and quality assuranÇe activities. 

Provider agrees that by signature ofthe Provider or designee, including electronic signatures on a 
claim form or transmittal document, that the services claimed were actually provided and 
appropriate, were documented, and were provicled in accordance with the standards of services,
applicable DHS Rules and this Agreement. The Provider is solely responsible for the accuracy of 
claims submifted, and the use of a billing entity does not change the provider's responsibility îor 
the claims submitted on Provider's behalf. Any overpayment made to provider Uy bnS may be 
recouped by DHS including withholding of future payments or other process as åuthorized-by
law. 

8.	 Provider may terminate this Agreement at any time by submitting a written notice in person or by
certified mail with the specifìc date on which termination wiil ta[e place to the local CDDp and
DHS. Notification must be submitted a minimum of 90 days prior io the termination date 

'nlessotherwise provided by OAR Chapter 411, Division3T0,program-specific rules, or other DHS 
rule or with the agreement of DHS. Provider must also suU-lt appropriate and iimely notice to all 
Recipients affected by this termination as outlinecl in the appli"obl. progtam specifìc rules. 

9.	 DHS may terminate this Agreement at any time by submitting a written notice in person or by

certifìed mail with the specific date on which termination will take place.
 

10.	 Provider understands and agrees provider is not employecl by any division of DHS or any

Cornmr"rnity Developmental Disability Program (CDDP) and shall not for any purposes be
 
deemed an employee of the State of Oregon or any CDDP. Provider is responsibie for its 
employees and for providing ernployment-related benefits and de<luction, ihut are required by
law. Provider is solely responsible fbr its acts or omissions, incl¡ding the acts or omissions of its 
own officers, employees or agents. 

l1' 	Provider has fully read anclunderstands this Agreement. This Agreement becomes effèctive upon
the date of signature and will terminate fìve years from that date unless terminated earlier in 
accordance with this Agreement. 

:il arl: :.1ji.r.::rr:..l'-.,i
.,rirt:riÈ-iilirri'-, ì,.'r l¡
:::. i1._..:/llrilr. .r.J 

Signature of Provider or Authorized Business Representàtive	 Date 

Page 2 of 15 
sDS 0466D (02/12) 



å&ss5#
 

Title of Plovider or Business Representative 

API'ROVHD AS ]'O TJOIìiVI 

Reference Links: Va-^"b¡.[cy a"fl*.-* rù 

-
OAR Division 411. Chapter 370 \i crry Al't'()r{Nry /*r /n
OAR Division 407. Division 120 
hftp ://www. ore gon. sov/DHS/spd/provtools/index. shtml#CDDp 
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EXHIBIT A 

PROVIDER INSURANCE RXQUIRXMENTS 

TYPBS AND AMOUNTS. 

1. WORKERS COMPENSATION. Insurance in compiiance with ORS 656.017, which requires all 
employers that employ subject workers, as defined in ORS 656.027, to provide workers' compensation 
coverage for those workers, unless they meet the requirement for an exemption under ORS 6j6.126(2). 
Employers Liability insurance with coverage limits of not less than $500,000 must be included. 

., PROFESSIONAL LIABILITY: Covers any damages caused by an error, omission or negligent act 
related to the Services to be provided turder the agreement, with limits not less than the follówing, as 
determined by DHS, or such lesser amount as DHS approves in writing: 

ffi ter occurrence for all claimants for claims arising out of a singie accident or occurïence: 

Agency not-to-exceed amount : Required Insurance Amount: 
Not over $ 1,000,000. $1,000,000.
 
Over $1,000,000, but not over $2,000,000. $2,000,000.
 
Over $?,000,000 but npt over $3,000,000. $3,000,000. 
Over $3,000,000. $4,000,000. 

Professional liability insurance is required for profèssionals or entities that provide profèssional Services 
for which professional liability insurance is available for the protèssion. 

-t. COMMERCIAL GENERAL LIABILITY: 

Covers bodily injury, death, and properly damage in a f-orm and with coverages that are satisfactory to 
DFIS. This insurance shall include personal injuly liability, products and completed operations. Coverage 
shall be w¡itten on an occuÍrence form basis. with not less than the f'ollowing amounti as determined b/
DHS, or such lesser amount as DHS approves in writing: 

Bodiþ Injury, Death and Property Damage: 

X Per occurrence for all claimants for claims arising out of a singìe accident or occurrence; 

Agency not-to-exceed amount: Required Insurance Amount:
 
Not over $1,000,000. $ 1,000,000.
 
Over $1,000,000, but not over $2,000,000. $2,000,000.
 
Over $2,000,000 but not over $3,000,000. $3,000,000. 
Over $3,000,000. $4,000,000. 

4. AUTOMOBILE LIABILITY INSURANCE: Required f'or Contractors when the scope of work 
includes transportation. Covers all owned, non-owned a-nd hired ..,ehicles. This coverage may be 
written in combination with the Commercial General Liability Insurance (with separate limits f-or 
"Commercial General Liability" and "Automobile Liability"). Automobile Liability Insurance must 
be in not less than the following amounts as determined by DHS, or such lesser amount as DHS 
approves in writing: 
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Bodily Injury, Death and Properfy Damage:
 

X Per occurrence for all claimants f'or claims arising out of a single accident or occurrence:
 

Agency not-to-exceed amount: Required Insurance Amount: 
Not over $1,000,000. $ 1,000,000. 
Over $1,000,000, but not over $2,000,000. $2,000,000. 
Over $2,000,000 but not over $3,000,000. $3,000,000. 
Over $3,000,000. $4,000,000. 

ADDITIONAL INSURED. The Commercial GeneralLiability insurance and Automobile Liability 
insurance must include the State of Oregon, its officers, employees and agents as Additional lnsurecls 
but only with respect to the Contractor's activities to be performed under the agreement, Coverage must 
be primary and non-contributory with any other insurance and self-insurance. 

"TAIL" COVERAGE. If any of the required insurance policies is on a "claims made" basis, such as 
professional liability insurance, the Contractor shallmaintain either "tail" coverage or continuous 
"claims made" liability coverage, provided the effective date of the continuous "claims made" coverage 
is on or before the effective date of the Agreement, for a minimum of 24 months ftrllowing the later of : 

(i) the Contractor's completion ¿nd DHS 's acceptance of all Services required under the Agreement or, (ii) 
the expiiation of all wananty periods provided under the Agreement. Notwithstanding the i'oregoing 24
month requirement, if the Contractor elects to maintain "tail" coverage and if the ma,rimum time period 
"tail" coverage reasonably available in the marketplace is less than the 24-month perìod described above, 
then the Contractor may request and DHS may grant approval of the ma.rimum "tail " coverage period 
reasonably available in the markeþlace. If DHS approval is granted" the Contractor shall maintain "tail" 
coverage for the ma,rimum time period that "tail" coverage is reasonably available in the marketplace. 

NOTICE OF CANCELLATION OR CHANGE. The Contractor or its insurer must provide 30 days' 
written notice to DHS before cancellation of, material change to, potential exhaustion of aggregate limits 
of, or non-renewal of the required insurance coverage(s). 

CBRTIFICATE(S) OF INSURANCE. DHS shall obtain frorn the Contractor a certifrcate(s) of 
insurance for all required insurance before the Contractor performs under the Agreement. 'fhe 
certificate(s) or an attached endorsement must specify: i) all entities and individuals who are endorsed 
on the policy as Additional Insured and ii) for insurance on a "claims made" basis, the extendecl 
reporling period applicable to "tail" or continuous "claims made" coverage. 
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EXHIBIT B
 

lnHs\ Oregon Department of Human Servíces 
Seniors and People with Disabilities Purpose and lnstructions for Completing 

Provider Ownership and Control 

lnterest Statement 

v/fdsvs/	 I t-l CFRndand 4242 c¡.R 455.104;455.104;tofacilitatemonitoringofproviderssanctiõ@artmãñt.õtrtealthandHumanServices 
(DHHS) Centers for Medicare and Medicaid Services (cMS), bHus office of lnspector General,
and/or the Oregon Department of Human Services (DHS). 

Completion and submission of this form is a condition of certification or recertification under any of theprograms established by titles XVlll (Medicare) or XIX (Medicaid) or as a condition of approvaltr
renewal of a contractor agreement between the disclosìng entity and DHS. 

ì:i1:::jj:11jiar,.:ìr,ì:. : . 

a :,:rìr::ù:¡,, i. :.:.rr:::, 
i:: :a,ii:it:: ;:. 

The following instruclions are designed to clarify certain questions on the form. lnstructions are listedin order of question for easy reference. see ¿z cFn ¿ss.ror for additional definitions. No instructions

have been given for questions considereO sett-exptanatory.
 

It is essential thatall applicable questions be answered accurately and that all information is
current' Answer a// questions as of the current date. lf additional rp".ã is needed, attach a sheet

referencing the part and question being completed. 

A' 	 Specifu the name of the facility licensee/owner submitting this statement of ownership and
control. Note: lf the facility licensee/owner is not the opeiator/manager please submit an
additionalform for the operator.

B' specífy the doing business as/assumed business name (DBA/ABN) of the facility. This name
must be registered with the Oregon Secretary of State Corporate Division.

C. 	List the applicant's Employer ldentification number (ElN) as issueC by the lRS.
For more ínformation about an ElN, please check https:/iwww.irs.gov ior "Employer ldentification -numbers" or "ElN". Whenever this Disclosure Statement r"eques6ã Employer

ldentification number (ElN) about an individual or entity, it has the same meaning.


D' Check the entity type that best describes the structure of the applicant's organization. 
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' M"n"gi1s em.Rloyee means a general manager, business manager, administrator, director 

or other individual who exercises operational õr managerial contrõl ou",. o,. who direc¡y orindirectly conducts the day-to-day operation of an institution. 

Employer ldentification Number (ElN) - also known as a Federal Tax ldentification' 
Number means the number used to identify a business entity, http://www.irs,gov/businesses 

o "Direct ownership interest" is defined as the possession of stock, equity in capital or anyinterest in the profits of the disclosing entity. see +zcpF.qss.tozto calculaie ownership or'
control percentages. 

o "Dis-closing entity" the applicant is the disclosing entity, defined as the entity requesting
certification or recertification under any of the programs established by tifles XVlll

(Medicare), XIX (Medicaid) or as a condition of apìproval or renewal oí a Medicaid

Contractor agreement.
 

o "lndirect ownership interest" is defined as ownership interest in an entity that has direct 
or indirect ownership interest in the disclosing entity. T.he amount of indireót ownersnip inthe disclosing entity that is held by any otherãntityis determined oy muttiptying the
percentage of ownership interest at each level. For example, if A owns 10 perðent of the
stock in a corporation that owns 80 percent of the stock oi tfre disclosing entity, A's interest 
equates to an 8 percent indirect ownershíp and must be reported. Coniersely, if B owns g0
percent of the stock of a corporation that owns 5 percent of the stock of the disclosing entity,
B's interest equates to a 4 percent indirect owner'ship interest in the disclosing entityänd
need not be reported. 

"Gontrolling interest" is defined as the operational direction or management of a' 
disclosing entity which may be maintained by any or all of tfre fottowing"devices; the abilityor authority, expressed or reserved to amend or change the corporate-identity (i.e. joint
venture agreement, unincorporated business status) of ttre disciosing entity; inà anitity orauthority to nominate or name members of the Board of Directors orirustees of the
disclosing entity; the ability or authority, expressed or reserved to amend or change the bylaws, constitution or other operating or management direction of the disclosing en"tity; the'
right to control any or all of the assets or othel property of the disclosing entit/ upoithe sale 
or dissolution of that entity; the ability or authority, expressed or reservãO to ."onirol the saleof any or all of the assets to encumber such assôts by way of mortgage or other
indebtedness, to dissolve the entity. or to. arrange for ihe sale or traãsíer of the disclosing
entity to new ownership or control. ln 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 oÍ the disclosing entit!'s assets used to secure theobligation. For example, if A owns 10 percent of a note securud by 60 percent of theprovider's assets, A's interest in the provider's assets equates to 6 percent of the provider,s
assets, B's interest in the provider's assets equates to 4 percent an'd need not be'reported.
An indirect ownership interest must be reported if it equates to an ownership interest of S% or more in the disclosing entity 

o "Other disclosing entity" means any other Medicaid disclosing entity and any entity thatdoes not participate in Medicaid, but is requirecl to ciisciose certãin ownership ãnd contro¡
information because of participation in any title XVlll (Medicare) or XIX (Medicaid). This
includes any entity that provides health related servicàs for which it claims payment under 
any plan or program established under titles XVlll (Medicare) or XIX (Medicaid) of the Act. 

. "Subcontractor" means anindiui@on to which a disclosing entity 
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has contracted or delegated parl of its management functions or responsibilities of providing
medical care to its paiients; or an individual, agency, or organization with which a fiscal 
agent has entered into a contract, agreement, purchase order, or lease (or lease of real
propedy) to obtain space, supplies, equipment, or services provided und'er the 
Medicaid 

Part 3 - Criminal offenses. This section asks about criminal offenses and exclusions. 
Complete this section for any of the indívíduats lisieà il pårt z óiÛ,¡. form. 

Part 4 - Board of Directors: For organizations that are corporations, this section asks
forinformationabouteachperSonoñtheBoardofDirectors' 
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lpHst Oregon Department of Human Services ProviderSeniors and People with Disabilities 

Ownership and Control lnterest Statement 

Applicant name. Portland Parks & Recreation 
Street address: 426 NE lZth 
Phone: 503-823-4328	 Email: Jane.doyle@portland.gov 
I Facilitybusinessowner/lícensee I Facility operator/manager 

B,	 ABN/DBA name registered with Oregon Secretary of State: 

C. 	 Federal Employer ldentification number (ElN): ?_ 
Forinitialcertification,initialMedicaidenrollm 
.Attach a copy of the IRS confirmation letter showing your ElN.

D' 	 Check the entity type that best describes the structure of the licensee/owner
Check only one box. 
fJ For profit corporation I Non-profit corporation I Partnership
ElGovernment owned [J Sole proprietorship I t¡m¡teo liabitity company 

A' 	 Direct or indirect ownership or controlling interest in the disclosing entity (see instructions for 
definition of ownership and controlling interest). 
Attach additional as necessary to list all individuals and entities. 

Name Title or entity 

City of 426 NE 12 
Portland Portland, Or 

97232 

*En : ln the "entitv tvþe" fìel d, enter one of the codes listed below for each inclividuat tiqrert
I = Sole proprietorship 2 = Partnership 3 = Limited liabiliW companv
4 = Corporation 5 = G"overnment or tribal 6 = Other (Specifv) 
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B.	 List the name, address and EIN or SSN of each person or entity with an ownership or

controlling interest in any subcontractor in which the provider entity has direct or indirect 
ownership of five t (5%\or more. 

G. List those persons named in A or B that are related to each other (spouse, parent, sibling,
or other family members by marriage or othenvise 

D. 

E.	 List the name, address, SSN and date of birth of each person with a five percent (S%) orgreater ownership interest in the disclosing entity ever held ownership or disclosuie iÁterest in afacility providing services to the elderly, disabled or ill individuals for which license, registration
or certification was either denied or involuntarily terminated or terminated voluntarily d:uring a 
state or federal termination 
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F. List the name, SSN and date of birth for any manag@
disclos 

A" List the name, title, and address for any person or entity with an ownership or control interest in
the d.isclosing entity, or is an agent or managing employee of the disclosing entity that has been
convicted of a criminal offense related to that person's or entity's involvemãnt in ãny program
under Medicare or Medicaid. 

r$i€iÉî$.n{,'it¡| i¡,ili+iÌ:ii¡,rffi 

B. List the name, title, and address of any individual or entity with an ownership or controlling
interest in the disclosing entity that has been suspended or debarred from participation in'
Medicare or Medicaid. 

iiîi;1Ìì::!.11ì,i,r,iliir ¡äñËitï+'ÌÌ,Ë 

lf the disclosing entity is a corporation (for gxa
 
corPgj?le for,T), list the name, title, address SSN and date of birth of the directors.
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