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Service Agreement

This Agreement is by and between

hereafter known as the "Individual", and

,

,

 hereafter known as the "Service Provider".

1.  TERM
   This Service Agreement shall be effective between Begin Date
   and Dec. 31, 20 (end date), or earlier end date of , 20 .

2.  GENERAL PROVISIONS
A.  The Service Provider will perform specific services to implement the individual service plan as outlined in Section 4,
      SERVICES AND PAYMENT, listed below.

B.  The Service Provider accepts all of the responsibilities of being a Medicaid provider as specified in the Waiver Program
      Provider Agreement for Participation in the Illinois Medical Assistance Program. These include, among other
      requirements, performing the specified services, documenting the time and date of service provision, and documenting
      how the services implement the Individual Service Plan.

C.  The Service Provider will perform and bill for the specified services in accordance with the requirements of the Medicaid
      program in Illinois and with the requirements of the Adult and Children's Home-Based Support Services programs.

D.  The Individual or the Service Provider may, on 30 calendar days written notice of their intention to do so, terminate this
      agreement.  This notification requirement may be waived for cause, such as allegations of abuse or neglect,
      non-performance, fraud, or unsatisfactory performance.  In such cases, cancellation may be immediate.

3.  TAXPAYER CERTIFICATION
Under penalties of perjury, the Service Provider certifies that the name (stated above), federal taxpayer identification number
and legal status listed below are correct.

  Federal Taypayer Identification Number:

Legal Status:  (check one)

Owner of sole proprietorship

Partnership

Tax-exempt hospital or extended care facility

Corporation providing or billing medical and/or health care services

Corporation NOT providing or billing medical and/or health care services

Governmental entity

Estate or legal trust

Foreign corporation, partnership, estate or trust

Other
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SERVICES AND PAYMENT
A.  The Service Provider agrees to provide for the Individual named above:

Service
Type Code

Maximum Units
Per Month

Unit
Rate

Maximum
Monthly Charge

1.  The Service Provider will be paid by the Department on behalf of the Individual for actual services provided up to the
      maximum monthly charge as listed in A.  above and the individual's monthly service maximum.

2.  The Service Provider is responsible for payment of applicable federal and state taxes.

3.  The duties and obligations of the Department and the payments of any monies hereunder by the Department are contingent
     on the Individual's continued enrollment in the Waiver Program, and approval of the Department's Executive Budget by the
     Illinois General Assembly and the Governor of the State of Illinois.

4.  SIGNATURES

     The signatures below certify that the Individual and the Service Provider named above agree to all of the provisions as stated
      in this Service Agreement.

Individual/Guardian Signature: Date:

Date:Service Provider Signature:

Provider Address:

I hereby authorize this Service Agreement and verify that it is consistent with the Individual's Service Plan and monthly service
maximum.

HBS Service Facilitator Signature: Date:

CC:  Individual Service and Support Advocate
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