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SERVICES AGREEMENT BETWEEN COLLIN COUNTY HEALTH CARE FOUNDATION
and COMMUNITY HEALTH SERVICE AGENCY, INC. OF HUNT COUNTY dba
CAREVIDE

This Agreement is made March 1, 2024 by and between the Collin County Health Care
Foundation, 825 N. McDonald Street, McKinney, Texas 75069 and Community Health
Service Agency, Inc. of Hunt County dba Carevide, 111 N. Johnson Street, Farmersville,
Texas, 75442.

Whereas, Collin County Health Care Foundation, hereinafter referred to as
“CCHCF”, wishes to provide assistance to the most vulnerable, low income United States
Citizens and Resident Aliens of Collin County, Texas, who are at or below 100% of the
Federal Poverty Level needing primary health care.

Whereas, Community Health Service Agency, Inc. of Hunt County dba Carevide,
hereinafter referred to as “Carevide,” provides assistance to Collin County, Texas
residents needing prescription assistance, who are at or below 100% of the current
published Federal Poverty Level.

NOW THEREFORE, this agreement is made and entered into by the Collin County
Health Care Foundation and Carevide.

1. Term of Agreement. This agreement shall be effective as of March 1, 2024
and ends on February 28, 2025.

a. Provider shall agree that their organization will not participate in, promote,
make referrals or directly provide any type of abortion related services during
the term of the contract year with Collin County Health Care Foundation.

2, Scope of Work. Provider shall perform the following during the term of this
agreement:

a. Provider shall provide limited primary health care assistance to U.S. Citizens
and Resident Aliens with more than 40 working quarters of U.S. residency, of
Collin County, Texas. This agreement will not pay for well visits, school,
sports or work physicals, or for individuals who are enrolled in SCHIP,
Medicaid, Medicare, Collin County Indigent Health Care Program, or have
private health insurance.

b. Provider is required to use due diligence in determining patient eligibility as
condition of payment from CCHCF. Patients eligible for payment under this
agreement are those individuals who are U.S. Citizens and Resident Aliens
residing and domiciled in Collin County, Texas, and whose household
incomes are at or below 100% of the current published federal Poverty Level
to pay for primary health care services and prescriptions provided by
Provider.
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c. Provider will be paid on a fee-for-service basis of $85.00 per Patient Visit for
allowable services. Allowable services under this agreement include sick
medical visits, laboratory services, immunizations and prescription
medications. Patients must be domiciled and reside in Collin County, Texas.
Well patient visits will not be reimbursed. No application or administrative
costs are allowed.

d. Payment from CCHCF to Provider shall be contingent upon the completion of
the invoice in the format provided and attached as Exhibit “A”. (See Exhibit
“A”). All data fields contained in Exhibit “A” must be completed in electronic
format and submitted to CCHCF before any payment will be paid to Provider.
CCHCEF reserves the right to reject any claim for payment for incomplete or
unverifiable data submitted by Provider.

e. CCHCF will only pay for services provided between March 1, 2024 and
February 28, 2025.

f. A prearranged site visit may be conducted on behalf of CCHCF by the
Manager, Collin County Health Care Services, her designee or the Collin
County Auditors Office. CCHCF reserves the right to audit records for
financial accuracy and contractual compliance for any and all claims made
for payment for services rendered under this agreement.

g. Any revision to this scope of work, including the use of funds, must be
mutually approved in writing prior to the implementation of the revision, by
both the Manager of the Collin County Health Care Services and Provider.

3. Payment of Services. The total amount of this agreement shall not exceed
$15,000.00. Provider shall submit all invoices in an electronic, Microsoft Excel
format on a quarterly basis. Payment for services shall not exceed the actual
cost incurred for allowable services. The payment will be on an after-the-fact,
actual cost basis.

a. The first invoice shall be submitted no later than June 7, 2024 for the period
March 1, 2024 — May 31, 2024.

b. The second invoice shall be submitted no later than September 6, 2024 for
the period June 1, 2024 — August 31, 2024.

c. The third invoice shall be submitted no later than December 6, 2024 for the
period September 1, 2024 — November 30, 2024.

d. The final invoice shall be submitted no later than March 7, 2025 for the
period December 1, 2024 — February 28, 2025.

The Collin County Health Care Foundation reserves the right to adjust the
payments based on incomplete or unverifiable data. Invoices shall be
submitted in a Microsoft Excel format by e-mail to Bethany MacDonald
at healthcare@co.collin.tx.us.

4. Indemnification.  To the fullest extent allowed by law, each party agrees to
release, defend, indemnify, and hold harmless the other (and its officers, agents,
and employees) from and against all claims or causes of action for injuries
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(including death), property damages (including loss of use), and any other
losses, demands, suits, judgments and costs, including reasonable attorneys’
fees and expenses, in any way arising out of, related to, or resulting from
performance under this agreement, or caused by its negligent acts or omissions
(or those of its respective officers, agents, employees, or any other third parties
for whom it is legally responsible) in connection with performing this agreement.
Provider expressly agrees to indemnify and defend CCHCF for any medical
malpractice claim, or related claim, brought against Provider in which CCHCF is
made a party.

5. Provider Licensure and Insurance. Provider warrants that it is in legal
compliance with all state and federal licensure requirements. Provider agrees to
notify CCHCF of any suspension, revocation, or disciplinary action by any state
or federal licensing body related to Provider's ability to provide the services
contemplated by this agreement. Provider has a current insurance policy which
covers the services contemplated by this agreement. Provider agrees to
maintain licensure and insurance for the term of this agreement.

6. Venue. The laws of the State of Texas shall govern the interpretation, validity,
performance and enforcement of this agreement. The parties agree that this
agreement is performable in Collin County, Texas and that exclusive venue shall
lie in Collin County, Texas.

8 Confidentiality of Protected Health Information. Provider is required to
comply with state and federal laws relating to the privacy and confidentiality of
patient and client records that contain protected health information, or other
health information made confidential by law.

Provider agrees to provide certain basic data and information to CCHCF. This
data and information is the same data and information requested for Exhibit “A”.
Provider agrees that CCHCF is authorized to request, collect and receive
protected health information under this agreement. Provider agrees to have
each client or legal guardian of the client treated under this agreement to sign
the attached HIPAA release form, attached as Exhibit “B”, or similar HIPAA
release form assigned by the organization. This data may be used by CCHCEF,
but is not limited to, verify contractual compliance, statistical research, health
research and awareness.

As further condition for transmitting the data and information subject to this
agreement, Provider agrees to execute the attached Business Associate
Agreement. Attached as Exhibit “C”.

8. Successors and Assigns. This agreement shall be binding upon the parties
hereto, their successors, heirs, personal representatives and assigns. Neither
party will assign or transfer an interest in this agreement without the written
consent of the other party.
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10.

11.

12.

13.

Severability. The provisions of this agreement are severable. If any term or
provision of this Agreement is invalid, illegal, or unenforceable in any jurisdiction,
such invalidity, illegality, or unenforceability shall not affect any other term or
provision of this Agreement or invalidate or render unenforceable such term or
provision in any other jurisdiction. Upon such determination that any term or
other provision is invalid, illegal, or unenforceable, the parties hereto shall
negotiate in good faith to modify this Agreement so as to effect the original intent
of the parties as closely as possible in a mutually acceptable manner in order
that the transactions contemplated hereby be consummated as originally
contemplated to the greatest extent possible.

Entire Agreement. This agreement embodies the entire agreement between
the parties and may only be modified in writing executed by both parties.

Immunity. It is expressly understood and agreed that, in the execution of this
agreement, neither party waives, nor shall be deemed hereby to have waived
any immunity or defense that would otherwise be available to it against claims
arising in the exercise of governmental powers and functions. By entering into
this agreement, the parties do not create any obligations, express or implied,
other than those set forth herein, and this agreement shall not create any rights
in parties not signatories hereto.

Termination. This agreement may be terminated by either party for any reason
after thirty (30) days written notice. The written notice shall be sent to the
addresses identified in the first paragraph of this agreement. Provider shall be
paid for all services provided up to the effective date of termination upon proper
proof and submission of all required documentation.

Force Majeure. No party shall be liable or responsible to the other party, nor be
deemed to have defaulted under or breached this Agreement, for any failure or
delay in fulfilling or performing any term of this Agreement, when and to the
extent such failure or delay is caused by or results from acts beyond the affected
party’s reasonable control, including, without limitation: acts of God; flood, fire or
explosion; war, invasion, riot or other civil unrest; actions, embargoes or
blockades in effect on or after the date of this Agreement; or national or regional
emergency (each of the foregoing, a “Force Majeure Event’). A party whose
performance is affected by a Force Majeure Event shall give notice to the other
party, stating the period of time the occurrence is expected to continue and shall
use diligent efforts to end the failure or delay and minimize the effects of such
Force Majeure Event.
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Carevide

DocuSigned by:
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Name: Michelle Carter

Title: Chief Executive Officer
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Collin County Health Care Foundation
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Name: Chris Hill

Title: President

Date: 27 Fei= 2024
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Exhibit A
Quarterly Report for the Period
At or Below
100% of the US Citizen
Federal or Resident
Date of Service |Povety Level [Alien HIPAA (Y/N)| SSN(XXXX)/BC Name - First/Last Street Address City Zip Code |[M/F |Age [Amount |N/R |Prescription
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REPORTING INSTRUCTIONS - EXHIBIT A

Submission Instructions:
The spreadsheets provided must be submitted electronically in an Excel format to Bethany MacDonald at healthcare@co.collin.tx.us

If you have any questions about completing the spreadsheet please contact Bethany MacDonald at 972-548-5520 or healthcare@co.collin.tx.us

Data Field Definitions - All data fields are required. Incomplete data may result in a reduced payment.

At or Below 100% of the Federal Poverty Level - Yes or No Must maintain documenation that clients household income is at or below
100% of the current published federal poverty level.
Date of Service - The date the client received service.
U.S. Citizen or Resident Alien with more than 40 working quarters of U.S. residency (Yes or No)
HIPAA - Yes or No. A current HIPAA release form must be in the patient file.
SSN(XXXX)/BC - Last 4 Digits of Social Security Number must be provided or "BC" placed in the column stating that a copy of a Birth Certificate
showing birth in the United States is on file with the Provider)
First Name, Last Name - of patient/client seen
Street Address - Please provide full Street Address - Street, Avenue, etc. should be abbreviated i.e. (St., Ave., etc.); e.g. 123 Apple St. #310
(Note: P.O. Boxes or incomplete addresses will not be reimbursed )
City - Required
State - Required
Zip Code - Required
Age - Age of patient at time of visit.
M/F - Male or Female
DX Code - Diagnosis Code (please record primary diagnosis code for visit)
Amount - Amount Requested for reimbursement (may not exceed amount in Services Agreement)
N/R - New or Returning Patient
Prescription - Provide name(s) of prescription, quantity
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Exhibit B
Community Health Service Agency, Inc. of Hunt County dba Carevide

CASE INFORMATION RELEASE

Case Name: Case Number:

By signing this authorization form, you are giving COMMUNITY HEALTH SERVICE AGENCY, INC. consent, authorization, and
permission to release and discuss part of your case record (hereinafter collectively referred to as “Records”), which may also
include personal health information. | authorize Community Health Service Agency, Inc. to release my Record(s) to the person(s)
or agencies listed below for the purpose(s) stated below. My information will remain available to the person(s) or agencies
indicated until the expiration date stated below.

Consent and Authorization for Release of information: | understand that my Record(s) may contain protected health
information (PHI), in addition to treatment, payment, health care operation, personal financial, and transportation information. |
hereby consent to and authorize communication about my Records between agents and employees of Community Health Service
Agency, Inc. of Hunt County dba Carevide, and Collin County Health Care Foundation (CCHCF).

Check one of the following:
D Release all of my case record.

D Release only the following information:
Full Name, Date of Service, Address, Age (date of birth), Sex, Last Four Digits of Social Security Number, U.S. Citizen or
Resident Alien with at least 40 working quarters of United States residency, Household Income, Number of Dependents,
Federal Poverty Level, Prescription Name, Prescription Cost, Primary Health Care Provider, Cost of Service, Invoice for
Service Provided, Copy of Birth Certificate, HIPAA release, designation of new or returning patient, any insurance
coverage.

Purpose(s) of this Consent, Authorization, and Release: This consent, authorization, and release of information is to
help CCHCF determine whether | qualify for financial assistance for healthcare services that may be provided to me by
Community Health Service Agency, Inc. This consent, authorization, and release of information may also be used to assist
CCHCEF to participate in research and studies for health care and awareness.

Expiration of Authorization: This authorization expires in 365 days from today’s date or until my eligibility for services can
be determined, whichever occurs first.

Notice to Client/Applicant

= By signing this release, consent, and authorization, | acknowledge that the information used or disclosed pursuant to
this release and authorization may be subject to re-disclosure by the persons, entities, or agencies whose name(s) is/are
written above, and the information once disclosed will no longer be protected by the rules created in HIPAA. CCHCF is
not responsible for any re-disclosure of the information by others who may receive it.

=  Client/Applicant may revoke this permission and cancel this release, consent and authorization at any time. Any request
for cancellation must be in writing and delivered to CCHCF Attn: Bethany MacDonald, Collin County Health Care
Services, 825 N. McDonald St., Suite 130, McKinney, TX 75069.

= This release, consent, and authorization is a mandatory condition for payment of the health care services by CCHCF.
However, you have a right to pay for your own services and not sign this document.

*  You may receive a copy of any information obtained by CCHCF and Community Health Service Agency, Inc. of Hunt
County dba Carevide about you. You have the right to review such information and request that any information
obtained in error or any information that is incorrect be corrected.

Signatures:
(Client/Applicant or Personal Representative’s Signature) Date
D If you are signing for the client/applicant, please describe your authority to act for the client/applicant on the following
line:

Note: If the person requesting the release of case information cannot sign her/her name, two witnesses to his/her mark (X) must
sign below:

Witness: Date:

Witness: Date:

HCAP Form 2
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Exhibit C
Collin County Health Care Foundation
Business Associate Contract
in accordance with
the Health Insurance Portability and Accountability Act
And Incorporated Security Addendum

This Agreement is entered into by and between Collin County Health Care
Foundation (“CCHCF” and “Business Associate”) and Community Health Service
Agency, Inc. of Hunt County dba Carevide (“Provider”) and is intended to be effective as
of March 1, 2024 (“Effective Date™).

WITNESSETH:

WHEREAS, CCHCEF, as an entity involved in providing Health Care to the citizens of
Collin County, Texas, and is a payor of medical services for individuals living in Collin
County, Texas, and desires to become a Business Associate of Provider who is a treating
physician, medical clinic, medical facility, or similar entity which provides health care
services, treatment, or goods to individuals residing in Collin County, Texas; and

WHEREAS, CCHCF, as an entity involved in providing Health Care to the citizens of
Collin, County, Texas, and is a payor of medical services, has a duty to ensure proper use
of all funds extended to Provider for treating citizens of Collin County, Texas, and
CCHCEF participates in studies and rescarch to aid in health care treatment and awareness
of the citizens of Collin County, Texas, and therefore has a need to review certain data
and information associated with medical services being paid to and provided by Provider;
and

WHEREAS, Provider will make available and/or transfer to CCHCF certain data and
information which may be Protected Health Information, in conjunction with goods,
services, and treatment that are being provided by Provider to an individual whose
medical treatment is paid by CCHCF, and therefore such data and information that is
confidential must be afforded special treatment and protection; and

WHEREAS, CCHCF will have access to and/or receive from Provider certain Protected
Health Information that can be used or disclosed only in accordance with this Contract
and the HHS Privacy Regulations; and

WHEREAS, CHHCF and Provider hereby agree to comply in all of their business
transactions with the Administrative Simplification requirements of the Health Insurance
Portability and Accountability Act of 1996 (“HIPAA™), as set forth in Title 45, Parts 160
and 164 of the Code of Federal Regulations (the “CFR”™). In the event of conflicting
terms or conditions in any other written or oral agreement entered by the parties, the
terms of this Agreement shall govern.



DocuSign Envelope ID: D4F36937-C70C-4209-947F-7B6C688A7351

NOW, THEREFORE, CCHCF and Provider agree as follows:

i,

[\

Definitions. The following terms shall have the meaning ascribed to them in this
Section. Other capitalized terms shall have the meaning ascribed to them in the
context in which they first appear.

a.

b.

s

h.

Contract” shall refer to this document.

BUSINESS ASSOCIATE” shall mean Collin County Health Care
Foundation also referred to as CCHCF.

“CCHCF” shall mean the COLLIN COUNTY HEALTH CARE
FOUNDATION, a Business Associate under this Agreement.

“Health Care Operations™ are certain administrative, financial, legal, and
quality improvement activities of a covered entity that are necessary to run
its business and to support the core functions of treatment and payment.
These activities are listed in the definition of “health care operations™ at 45
CFR 164.501.

“HHS Privacy Regulations™ shall mean the Code of Federal Regulations
("C.F.R.") at Title 45, Sections 160 and 164.

“Individual” shall mean the person who is the subject ot the Protected
Health Information, and has the same meaning as the term "individual" is
defined by 45 C.F.R. 164.501 and shall include a person who qualifies as a
personal representative in accordance with 45 CFR 164.502(g).

“Protected Health Information” shall have the same meaning as the term
protected health “Protected Health Information" in 45 CFR 164.501,
limited to the Protected Health Information created or received by
Business Associate from or on behalf of CCHCF..

“Required by Law” shall have the same meaning as the term has in 45
CRT 164.501.

“Parties” shall mean Community Health Service Agency, Inc. (Provider)
and Collin County Health Care Foundation (BUSINESS ASSOCIATE and
CCHCEF).

“Secretary” shall mean the Secretary of the Department of Health and
Human Services ("HHS") and any other officer or employee of HHS to
whom the authority involved has been delegated.

Term. The term of this Agreement shall commence as of the Effective Date, and
shall expire when all of the Protected Health Information provided by Provider to
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6.

Business Associate is destroyed, deleted from data indices, or returned to Provider
pursuant to clause 7(1).

Renewal Terms. This Agreement may be renewed for additional terms following
the expiration of the Term, by a writing executed by the Parties setting forth such
renewal terms.

Limits on Use and Disclosure Established by Terms of Contract. CCHCF
hereby agrees that it shall be prohibited from using or disclosing the Protected
Health Information provided or made available by Provider for any purpose other
than as expressly permitted by this Contract or as required by law. (ref.
164.504(e)(2)(1).)

Stated Purposes for which CCHCF May Use or Disclose Protected Health
Information. The Parties hereby agree that CCHCF shall be permitted to use
and/or disclose Protected Health Information provided or made available from
Provider for the following stated purposes:

CCHCEF shall be entitled to access and or use the minimum
necessary Protected Health Information as is necessary for
CCHCEF to carry out its duties to ensure that CCHCF funds
are used as stated in the attached and incorporated Collin
County Health Care Foundation Agreement with the
Provider for the provision of primary health care and
prescription assistance to low income, uninsured United
States Citizens and Resident Aliens, who are at or below,
100% of the Federal Poverty Level, and residing and
domiciled in Collin County, Texas, and further to use such
data and information to participate in studies and research
for the benefit of health care and awareness to the benefit
of the citizens of the United States, Texas, and Collin
County, Texas. (ref. 164.504(e)(2)(i); 65 Fed. Reg.
82505.)

Additional Purposes For Which CCHCF May Use Or Disclose Protected
Health Information. In addition to the Stated Purposes for which CCHCF may
use or disclose Protected Health Information described in clause 5, CCHCF may
use or disclose Protected Health Information provided or made available from
Provider for the following additional purpose(s):

a. Use of Protected Health Information for Management,
Administration and Legal Responsibilities. CCHCF is permitted to use
Protected Health Information if necessary for the proper management and
administration of CCHCEF or to carry out legal responsibilities of CCHCF.
(ref. 164.504 (e)(4)(1)(A-B))
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b. Disclosure of Protected Health Information For Management,
Administration and Legal Responsibilities. CCHCF is permitted to
disclose Protected Health Information received from Provider for the
proper management and administration of CCHCF or to carry out legal
responsibilities of CCHCF, provided:

L. The disclosure is required by law; or

1. That CCHCF obtains reasonable assurances from the
person to whom the Protected Health Information is
disclosed that it will be held confidentially and used or
further disclosed only as required by law or for the
purposes for which it was disclosed to the person, the
person will use appropriate safeguards to prevent use or
disclosure of the Protected Health Information, and the
person immediately notifies the CCHCF of any instance of
which it is aware in which the confidentiality of the
Protected Health Information has been breached. (ref.
164.504(c)(4)(i1).

C. Data Aggregation Services. CCHCF is also permitted to use or disclose
Protected Health Information to provide data aggregation services, as that
term is defined by 45 C.F.R. 164.501, relating to the health care operations
of Provider or CCHCF. (ref.164.504(¢)(2)(1)(B))

7. CCHCF OBLIGATIONS:

a. Limits on Use and Further Disclosure Established by Contract and
Law. CCHCF hereby agrees that the Protected Health Information
provided or made available by Provider shall not be further used or
disclosed other than is permitted or required by the Contract or as required
by law. (ref. 45 C.F.R. 164.504(¢)(2)(i1)(A))

b. Appropriate Safeguards. CCHCF will establish and maintain appropriate
safeguards to prevent any use or disclosure of the Protected Health
Information, other than as provided for by this Contract. (ref.
164.504(e)(2)(i1)(B))

c. Reports of Improper Use or Disclosure. CCHCF hereby agrees that it
shall report to Provider within two (2) days of discovery any use or
disclosure of Protected Health Information not provided for or allowed by
this Contract. (ref. 164.504(e)(2)(i1)(C)

d. Subcontractors and Agents. CCHCF hereby agrees that anytime
Protected Health Information is provided or made available to any
subcontractors or agents, CCHCF must enter into a subcontract with the
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subcontractor or agent that contains the same terms, conditions and
restriction on the use and disclosure of Protected Health Information as
contained in this Contract. (ref. 164.504(e)(2)(i1)(D))

e. Right of Access to Protected Health Information. CCHCF hereby
agrees to make available and provide a right of access to Protected Health
Information by an Individual. This right of access shall conform with and
meet all of the requirements of 45 C.F.R. 164.524, including substitution
of the words "CCHCF" with BUSINESS ASSOCIATE where appropriate.
(ref. 164.504(e)(2)(11)(E))

f. Amendment and Incorporation of Amendments. CCHCF agrees to
make available Protected Health Protected Health Information available
for amendment and to incorporate any amendments to Protected Health
Information in accordance with 45 C.F.R. 164.526, including substitution
of the words "CCHCF" with BUSINESS ASSOCIATE where appropriate.
(ref. 164.504(e)(2)(11)(F))

g. Provide Accounting. CCHCF agrees to make Protected Health
Information available as required to provide an accounting of disclosures
in accordance with 45 C.F.R. 164.528, including substitution of the words
"CCHCF" with BUSINESS ASSOCIATE where appropriate. (ref.
164.504(e)(2)(11)(Q))

h. Access to Books and Records. CCHCF hereby agrees to make its internal
practices, books, and records relating to the use or disclosure of Protected
Health Information received from, or created or received by Provider
available to the Secretary or the Secretary's designee for the purposes of
determining compliance with the HHS Privacy Regulations. (ref.
164.504(e)(2)(i1)(H))

1. Return or Destruction of Protected Health Information. At termination
of this Contract, CCHCF hereby agrees to return, delete from its indices,
or destroy all Protected Health Information received from, or created or
received by CCHCF from Provider. CCHCF agrees not to retain any
copies of the Protected Health Information after termination of this
Contract. If return or destruction of the Protected Health Information 1s not
feasible, CCHCF agrees to extend the protections of this Contract for as
long as necessary to protect the Protected Health Information and to limit
any further use or disclosure. If CCHCF elects to destroy or delete from its
indices the Protected Health Information, it shall certify to Provider that
the Protected Health Information has been destroyed. (ref.
164.504(e)(2)(11)(1))

J: Mitigation Procedures. CCHCF agrees to have procedures in place for
mitigating, to the maximum extent practicable, any deleterious effect from
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10.

11.

the use or disclosure of Protected Health Information in a manner contrary
to this Contract or the HHS Privacy Regulations. (ref. 164.530(f))

CCHCF agrees and understands that it must develop and implement a
system of sanctions for any employee, subcontractor or agent who violates
this Agreement or the HHS Privacy Regulations. (164.530(¢)(1))

Obligations of Business Associate

Provisions for Business Associate to Inform Provider of Privacy Practices and
Restrictions:

a. Business Associate shall notify Provider of any limitation(s) in its notice
of privacy practices in accordance with 45 CFR 164.520, to the extent that
such limitation may affect Business Associates use or disclosure of
Protected Health Information.

b. Business Associate shall notify Provider of any changes in, or revocation
of, permission by Individual to use or disclose Protected Health
Information, to the extent that such changes may affect Business
Associates use or disclosure of Protected Health Information.

C. Business Associate shall notify Provider of any restriction to the use or
disclosure of Protected Health Information that Business Associate has
agreed to in accordance with 45 CFR 164.522, to the extent that such
restriction may affect Business Associates use or disclosure of Protected
Health Information.

Property Rights. The Protected Health Information shall be and remain the
property of Provider. CCHCF agrees that it acquires no title or rights to the
Protected Health Information, including any de-identified Protected Health
Information, as a result of this Contract.

Termination of Contract. Both parties agree that either party has the right to
immediately terminate this Contract and seek relief under the Disputes Article if
either party determines that either party has violated a material term of this
Contract. (ref. 164.506(e)(2)(ii1))

Grounds for Breach. Any non compliance by Business Associate with this
contract or the HHS Privacy Regulations will automatically be considered
grounds for Breach, if Business Associate knew or reasonably should have known
of such non-compliance and failed to immediately take reasonable steps to cure
the non compliance.
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12.

14.

Choice of Law. This Contract shall be governed by the law of the State of Texas.
The Parties also agree that for purposes of privacy rights, the HHS Privacy
Regulation shall supersede all applicable state laws.

Disputes. Any controversy or claim arising out of or relating to the contract will
be finally settled by compulsory arbitration in accordance with the Commercial
Arbitration Rules of the American Arbitration Association ("AAA"), except for
injunctive relief as described below in article or in court of competent jurisdiction.

Injunctive Relief. Notwithstanding any rights or remedies provided for in this
Contract, Provider retains all rights to seek injunctive relief in a court of
competent jurisdiction to prevent or stop the unauthorized use or disclosure of
Protected Health Information by CCHCF or any agent, contractor or third party
that received Protected Health Information from CCHCEF.

MISCELLANEOUS:

15.

16.

Binding Nature and Assignment. This Contract shall be binding on the Parties
hereto and their successors and assigns, but neither Party may assign this
Agreement without the prior written consent of the other, which consent shall not
be unreasonably withheld.

Notices. Whenever under this Contract one party is required to give notice to the
other, such notice shall be deemed given if mailed by First Class United States
Mail, postage prepaid, and addressed as follows:

CCHCEF:

Candy Blair
Collin County Health Care Services
825 N. McDonald Street, Suite 110
McKinney, TX 75069

Provider:

17.

Community Health Service Agency, Inc. of Hunt County
dba Carevide
111 N. Johnson Street
Farmersville, TX 75442

Either Party may at any time change its address for notification purposes by
mailing a notice stating the change and setting forth the new address.

Good Faith. The Parties agree to exercise good faith in the performance of this
Contract.
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18.

19.

20.

21.

22.

Article Headings. The article headings used are for reference and convenience
only, and shall not enter into the interpretation of this Contract.

Force Majeure. Business Associate shall be excused from performance under
this Contract for any period Business Associate is prevented from performing any
services pursuant hereto, in whole or in part, as a result of an Act of God, war,
civil disturbance, court order, labor dispute or other cause beyond its reasonable
control, and such nonperformance shall not be grounds for termination.

Attorney's fees. Except as otherwise specified in this Contract, if any legal action
or other proceeding is brought for the enforcement of this Contract, or because of
an alleged dispute, breach, default, misrepresentation, or injunctive action, in
connection with any of the provisions of this Contract, the prevailing Party shall
be entitled to collect reasonable attorney’s fees related to the enforcement of this
Contract.

Entire Agreement. This Contract consists of this document, and constitutes the
entire agreement for the purposes of a Business Associates Contract in accordance
with the Health Insurance Portability and Accountability Act. There are no
understandings or agreements relating to this Agreement which are not fully
expressed in this Contract and not change, waiver or discharge of obligations
arising under this Contract shall be valid unless in writing and executed by the
Party against whom such change, waiver or discharge is sought to be enforced.

Security Addendum. Pursuant to the requirements of the Security Regulations
promulgated under the Health Insurance Portability and Accountability Act of
1996 (“Security Rule™) found at 45 CFR Part 164. The Provider and CCHCF
agree to assume the following obligations regarding electronic Protected Health
Information (e-PHI):

a. CCHCF and Provider agree to implement administrative, physical and
technical safeguards that reasonably and appropriately protect the
confidentiality, integrity and availability of the e-PHI that it creates,
receives, maintains or transmits.

b. CCHCF and Provider will ensure that any agent, including a
subcontractor, to whom it provides e¢-PHI that was created, received,
maintained or transmitted agrees to implement reasonable and appropriate
safeguards to protect the confidentiality, security, and integrity of e-PHI.

c. CCHCEF and Provider agree to alert the other party of any security incident
(as defined by the HIPAA Security Rule) of which it becomes aware, and
the steps it has taken to mitigate any potential security compromise that
may have occurred, and provide a report of any loss of data or other
information system compromise as a result of the incident.
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d. CCHCF and Provider agree to termination of the BA Agreement if either
party reasonably determines that either party has violated a material term
of this Amendment.

IN WITNESS WHEREOF, Provider and CCHCF have caused this Contract to be
signed and delivered by their duly authorized representatives, as of the date set forth

above.
Community Health Service Agency, Collin County Health Care Foundation
Inc. of Hunt County (“Provider™) (“CCHCF and Businegs Associate™)
DocuSigned by: =
By: I\Mdu.,u)t/ CM\LLV :
F2834E23155B4AA . \
Print Name: Michelle Carter Print Name: Chris Hill
Title: Chief Executive Officer Title: President of CCHCF






