







































































































































































San Francisco Department of Public Health (SFDPH) Office of Compliance and Privacy Affairs (OCPA) ATTACHMENT 1

Consctorfeme: | Heliog Healthcare LLC [ Commsaor 11000009327
PRIVACY ATTESTATION

INSTRUCTIONS: Contractors and Partners who receive or have access to health or medical information or electronic health record systems maintained by SFDPH must complete this
form. Retain completed Attestations in your files for a period of 7 years. Be prepared to submit completed attestations, along with evidence related to the following items, if requested

to do so by SFDPH.
Exceptions: If you believe that a requirement is Not Applicable to you, see instructions below in Section IV on how to request clarification or obtain an exception.

I. All Contractors.
DOES YOUR ORGANIZATION... Yes No*
A | Have formal Privacy Policies that comply with the Health Insurance Portability and Accountability Act (HIPAA)?
B | Have a Privacy Officer or other individual designated as the person in charge of investigating privacy breaches or related incidents?
If Name & | . T : Phone # | . : Email: e
yes: | Title: - 3 ‘ ;
C | Require health information Privacy Training upon hlre and annually thereafter for all employees who have access to health information? [Retain
documentation of trainings for a period of 7 years.] [SFDPH privacy training materials are available for use; contact OCPA at 1-855-729-6040.]
D | Have proof that employees have signed a form upon hire and annually thereafter, with their name and the date, acknowledging that they have received
health information privacy training? [Retain documentation of acknowledgement of trainings for a period of 7 years.]
E | Have (or will have if/when applicable) Business Associate Agreements with subcontractors who create, receive, maintain , transmit, or access SFDPH’
health information?
F | Assure that staff who create, or transfer health information (via laptop, USB/thumb-drive, handheld), have prior supervisorial authorization to do so
AND that health information is only transferred or created on encrypted devices approved by SFDPH Information Security staff?
1. Contractors who serve patients/clients and have access to SFDPH PHI, must also complete this section.
Yes No*

If Applicable: DOES YOUR ORGANIZATION...
G | Have (or will have if/when applicable) evidence that SFDPH Service Desk (628-206-SERV) was notified to de-provision employees who have access to

SFDPH health information record systems within 2 business days for regular terminations and within 24 hours for terminations due to cause?

H | Have evidence in each patient's / client’s chart or electronic file that a Privacy Notice that meets HIPAA regulations was provided in the patient’s /
client’s preferred language? (English, Cantonese, Vietnamese, Tagalog, Spanish, Russian forms may be required and are available from SFDPH.)

1 | Visibly post the Summary of the Notice of Privacy Practices in all six languages in common patient areas of your treatment facility?

Document each disclosure of a patient's/client’s health information for purposes other than treatment, payment, or operations?
K | When required by law, have proof that signed authcrization for disclosure forms (that meet the requirements of the HIPAA Privacy Rule) are obtained

PRIOR to releasing a patient’s/client’s health information?
Ill. ATTEST: Under penalty of perjury, | hereby attest that to the best of my knowledge the information herein is true and correct and that | have adthority to sign on behalf of and
bind Contractor listed above.

ATTESTED by Privacy Officer : i :
or designated person (print) e i b i fle Sighature oy Y ' SPATTREEER Date

e

Name:

IV. *EXCEPTIONS: If you have answered “NO” to any question or believe a question is Not Applicable, please contact OCPA at 1-855-729-6040 or.
compliance.privacy@sfdph.org for a consultation. All "No or "N/A” answers must be reviewed and approved by OCPA below.

EXCEPTION(S) APPROVED | Name ! . A LS j, e
by OCPA {print) : - |-Signature " i : P ~ | Date

FORM REVISED 06072017 SFDPH Office of Compliance and Privacy Affairs (OCPA)



San Francisco Department of Public Health (SFDPH) Office of Compliance and Privacy Affairs (OCPA) ATTACHMENT 2

conmactortame: | Heljos Healthcare LLC S | Ciyveneorip | 1000009327
DATA SECURITY ATTESTATION

INSTRUCTIONS: Contractors and Partners who receive or have access to health or medical information or electronic health record systems maintained by SFDPH must complete this
form. Retain completed Attestations in your files for a period of 7 years. Be prepared to submit completed attestations, along with evidence related to the following items, if requested
to do so by SFDPH.

Exceptions: If you believe that a requirement is Not Applicable to you, see instructions in Section Il below on how to request clarification or obtain an exception.

I. All Contractors.
DOES YOUR ORGANIZATION... Yes No*
A | Conduct assessments/audits of your data security safeguards to demonstrate and document compliance with your security policies and the
requirements of HIPAA/HITECH at least every two years? [Retain documentation for a period of 7 years]

B | Use findings from the assessments/audits to identify and mitigate known risks into documented remediation plans?

Date of last Data Security Risk Assessment/Audit:

Name of firm or person(s) who performed the
Assessment/Audit and/or authored the final report:
C | Have a formal Data Security Awareness Program?

D | Have formal Data Security Policies and Procedures to detect, contain, and correct security violations that comply with the Health Insurance Portability
and Accountability Act (HIPAA) and the Health Information Technology for Economic and Clinical Health Act (HITECH)?

E | Have a Data Security Officer or other individual designated as the person in charge of ensuring the security of confidential information?

If Name & : Phone # : .| Email:
yes: | Title: ‘ - :
F | Require Data Security Training upon hire and annually thereafter for all employees who have access to health information? [Retain documentation of
trainings for a period of 7 years.] [SFDPH data security training materials are available for use; contact OCPA at 1-855-729-6040.]

G | Have proof that employees have signed a form upon hire and annually, or regularly, thereafter, with their name and the date, acknowledging that they
have received data security training? [Retain documentation of acknowledgement of trainings for a period of 7 years.]

H | Have {or will have if/when applicable) Business Associate Agreements with subcontractors who create, receive, maintain , transmit, or access SFDPH’s
health information?

1 | Have (or will have if/when applicable) a diagram of how SFDPH data flows between your organization and subcontractors or vendors (including named
users, access methods, on-premise data hosts, processing systems, etc.)? ‘

{I. ATTEST: Under penalty of perjury, | hereby attest that to the best of my knowledge the information herein is true and correct and that | have authority to sign on behalf of and
bind Contractor listed above.

ATTESTED by Data Security | Name:
Officer or designated person | (Print

Signature |- 5 Date

Iil. *EXCEPTIONS: If you have answered “NO” to any question or believe a question is Not Applicable, please contact OCPA at 1-855-729-6040 or
compliance.privacy@sfdph.org for a consultation. All “No” or “N/A” answers must be reviewed and approved by OCPA below.

EXCEPTION(S) APPROVED by | Name
ocpa | (print)

Signature : ] Date

FORM REVISED 06072017 SFDPH Office of Compliance and Privacy Affairs (OCPA)



DEPARTMENT OF PUBLIC HEALTH CONTRACTOR
FEE FOR SERVICE STATEMENT OF DELIVERABLES AND INVOICE

Appendix F
PAGE A
Control Number

INVOICE NUMBER: [ Mo1 _JL 18 !

Contractor: Helios Healthcare, LLC

Ct.Bianket No.: BPHM [TBD

User Cd
Address: 520 Capitol Mall, Suite 800, Sacramento, CA 958144718 Ct. PO No.: POHM {TBD

TelNo.: {916) 471-2235 Fund Source: |General Fund
FaxNo.: B H S
Invoice Period : [Juiy 2013

Funding Term: 07/01/2018 - 06/30/2019

Final Invoice: L T (Check ff Yes)

PHP Division: Behavioral Health Services

ACE Control Number: | .

Rematning
Total Confracted Delivered THIS PERIOD Delivered to Date % of TOTAL Deliverables
Exhibit UDC Exhibit UDC _Exhibit UDC Exhibit UDC Exhipit UDC -
Unduplicated Clients for Exhibit: ; R TR iy R A : e | R T B
DEL!VERABLES Delivered THIS Delivered Remaining
Program Name/Reptg. Unit Tota! Contracted PERIOD Unit to Date % of TOTAL Dgliverables
Modality/Mode # - Svc Func (M ony) U0S CLENTS| uos CLIENTS] Rate AMOUNT DUE UoS CLIENTS | UOS JLiEN] _UOS _ |CLIENTS
Faolllty - Idylwood - HMHMLT730416 SR Sl 5
Neuro/ SNFS O )8 1240018 = 0000] " .- {#ovOlf " 0.000f © -
Neuro Single/ SNF7 218 1500018 - 00000 - . ]#Divioif. | 0000}
1:1/ Line of Sight x 1 Shift/ SNF10 $ 2480018 - 0000 " | #Dwviol ) 0.000] .
1:1/ Line of Sight x 1 Shift/ SNF13 |s 372008 - o000 - l#oivio| 0000].
1:1/ Line of Sight x 1 Shift/ SNF16 | .8 4960018 - 0.000] . . |#Divior ] - 0.000] -
|BH/ SNF12 L o ys 2870018 - 0000l .. -7 | #piviol ] 0.000]_.
TOTAL - ] 0.000 0.000 #DIV/O! 0.000
" Expenses To Date % of Budget Remaining Budget |
Budget Amount § - $ - #DIVIOL | § -
NOTES:
SUBTOTAL AMOUNT DUE| $ -
Lesa: Initlal Payment Recovery

(For DPH Uss) Other Adjustments| 5 !
NET REIMBURSEMENT{ $ - .

| certify that the infarmation provided abave is, to the best of my knowledge, complete and accurate; the amount requested for relmbursement is+A1

in accordance with the contract approved for services provided under the provision of that contract. Full justification and backup records for those
claims are maintained in our office at the address indicated.

Signature: Date:

Title:

Send to:

DPH Authorization for Payment

Behavioral Health Services-Budget/ Invoice Analyst
1380 Howard St., 4th Floor

San Franecisco, CA 84103

‘Authorized Signafory Date

Jul NewAgreement 03-28 Prepared: 3/28/2018






Helios Healthcare
Appendix G
7/1/18
Appendix G
Reserved
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Helios Healthcare
Appendix H
7/1/18

Appendix H

San Francisco Department of Public Health
Privacy Policy Compliance Standards

As part of this Agreement, Contractor acknowledges and agrees to comply with the following:

In City’s Fiscal Year 2003/04, a DPH Privacy Policy was developed and contractors advised that they would
need to comply with this policy as of July 1, 2005.

As of July 1, 2004, contractors were subject to audits to determine their compliance with the DPH Privacy
Policy using the six compliance standards listed below. Audit findings and corrective actions identified in City’s
Fiscal year 2004/05 were to be considered informational, to establish a baseline for the following year.

Beginning in City’s Fiscal Year 2005/06, findings of compliance or non-compliance and corrective actions
were to be integrated into the contractor’s monitoring report.

Item #1: DPH Privacy Policy is integrated in the program’'s governing policies and procedures
regarding patient privacy and confidentiality.

As Measured by: Existence of adopted/approved policy and procedure that abides by the rules outlined in the
DPH Privacy Policy

Item #2: All staff who handle patient health information are oriented (new hires) and trained in the
program's privacy/confidentiality policies and procedures.

As Measured by: Documentation showing individual was trained exists

Item #3: A Privacy Notice that meets the requirements of the Federal Privacy Rule (HIPAA) is written
and provided to all patients/clients served in their threshold and other languages. If document is not
available in the patient’s/client’s relevant language, verbal translation is provided.

As Measured by: Evidence in patient's/client’s chart or electronic file that patient was "noticed.” (Examples
in English, Cantonese, Vietnamese, Tagalog, Spanish, Russian will be provided.)

Item #4: A Summary of the above Privacy Notice is posted and visible in registration and common
areas of treatment facility.

As Measured by: Presence and visibility of posting in said areas. (Examples in English, Cantonese,
Vietnamese, Tagalog, Spanish, Russian will be provided.)

Item #5: Each disclosure of a patient's/client’s health information for purposes other than treatment,
payment, or operations is documented.

As Measured by: Documentation exists.

Item #6: Authorization for disclosure of a patient's/client’s health information is obtained prior to
release (1) to non-treatment providers or (2) from a substance abuse program.

As Measured by: An authorization form that meets the requirements of the Federal Privacy Rule (HIPAA) is
available to program staff and, when randomly asked, staff are aware of circumstances when authorization form is
needed.

n






Helios Healthcare
Appendix I
7/1/18

Appendix I
THE DECLARATION OF COMPLIANCE

Each Fiscal Year, CONTRACTOR attests with a Declaration of Compliance that each program
site has an Administrative Binder that contains all of the forms, policies, statements, and
documentation required by Community Behavioral Health Services (CBHS). The Declaration of
Compliance also lists requirements for site postings of public and client information, and client
chart compliance if client charts are maintained. CONTRACTOR understands that the
Commounity Programs Business Office of Contract Compliance may visit a program site at any
time to ensure compliance with all items of the Declaration of Compliance.

171
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ACORD
;/’

CERTIFICATE OF LIABILITY INSURANCE

CRESBEH-01

DUNSH1
DATE (MM/DD/YYYY)

08/30/2017

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

IMPORTANT:

If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.

If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

propucer License # 0HB81923 ﬁgg@ cT
?}0"g,g‘;,",},‘g;,gg’,;f”'z';';&bo, e, e (415) 426-6600 | 4%, n:(415) 426-6601
San Francisco, CA | RoBNEss:
| INSURER(S) AFFORDING COVERAGE NAIC #
e e = insurer A : Philadelphia Indemnity Insurance Company [18058
INSURED _INSURER B : U —
Crestwood Behavioral Health, Inc. | INSURER C : N - | O——
520 Capitol Mall, Suite 800 INSURER D :
Sacramento, CA 95814 oo T S L ——
| INSURERE: o U —. | = _—
INSURERF :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS

CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

Sunnyvale, CA

SR TYPE OF INSURANCE oes POLICY NUMBER (NDOI YY) | (MABDY) LMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE
clamsmape [ | occur DAMAGE TO RENTED
— MED EXP (Any ons person)
PERSONAL & ADV INJURY
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE
PoLICY & Loc PRODUCTS - COMP/OP AGG
OTHER:
A | AuTOMOBILE LIABILITY | SINGLE LM
X | aNY AUTO e PHPK1704549 09/01/2017 | 09/01/2018 | poDILY INJURY (Per person) | !
OWNED x SCHEDULED '
|| AuTOS ONLY _BODILY INJURY (Per accident) | e
WNE OPER AGE
X | RS oy X RH‘PO ONL' _(lirtw Sl St
|| UMBRELLA LIAB _ | OCCUR | EACHOCCURRENCE |
EXCESS LIAB CLAIMS-MADE AGGREGATE
DED | | RETENTION§
WORKERS COMPENSATION PER OTH-
AND EMPLOYERS' LIABILITY YIN - SIALU_E_J___
ANY PROPRIETORPARTNER/EXECUTIVE E.L. EACH AGCIDENT $
OFF E‘ME R EXCLUDED? NI/A
(Windatory n E.L. DISEASE - EA EMPLOYEE| §
If yes, describe under
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | §
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedul K d if more space is required)
City & County of San Franclsco, its officers, agents and employees are included as ddmonal Insured with respect to liability arising out of the sole
negligence of the Named Insured.

Helios Healthcare LLC Is included as Named Insured only as respects Management Agreement for Idylwood Care Center, 1002 W. Fremont Avenue in

CERTIFICATE HOLDER

CANCELLATION

City and County of San Francisco Department of Public
Health CBHS Contracts Office

1380 Howard Street, Room 442

San Francisco, CA 94103-2614

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE

THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

W

1
ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD



Named Insured: Crestwood Behavioral Health, Inc.

Policy Term: 9/1/2017-9/1/2018
Policy Number: PHPK1704549 PI-CA-003 (04/14)

THIS ENDORSEMENT CHANGES THE POLICY. PLEASE READ IT CAREFULLY.

BLANKET ADDITIONAL INSURED

This endorsement modifies insurance provided under the following:

BUSINESS AUTO COVERAGE FORM

With respect to coverage provided by this endorsement, the provisions of the Coverage Form apply
unless modified by the endorsement.

A.

SECTION Il - COVERED AUTOS LIABILITY COVERAGE, A. Coverage, 1. Who Is An Insured is
amended by adding the following:

The following are also "insureds":

Any person or organization for whom you are required by an “insured contract” to procure “bodily
injury” or “property damage” liability insurance arising out of the operation of a covered "auto" with
your permission. However, this additional insurance does not apply to:

1. The owner or anyone else from whom you hire or borrow a covered "auto." This exception does
not apply if the covered "auto" is a "trailer” connected to a covered "auto” you own;

2. Your "employee” if the covered “auto” is owned by that "employee” or a member of his or her
household;

3. Anyone using a covered "auto” while he or she is working in a business of selling, servicing,
repairing, parking or storing "autos” unless that business is yours;

4. Anyone other than your "employees,” partners (if you are a partnership), members (if you are a
limited liability company), or a lessee or borrower or any of their "employees,” while moving
property to or from a covered "auto"; or

5. A partner (if you are a partnership), or a member (if you are a limited liability company) for
covered "auto” owned by him or her or a member of his or her household.

The “insured contract” must be in effect during the policy period shown in the Declarations and must
have been executed prior to the “bodily injury” or “property damage”.

This person or organization is an “insured” only to the extent you are liable due to your ongoing
operations for that “insured”, whether the work is performed by you or for you, and only to the extent
you are held liable for an “accident” occurring while a covered “auto” is being driven by you or one of
your employees.

There is no coverage provided to this person or organization for “bodily injury” to its employees or for
“property damage” to its property.

Coverage for this person or organization shall be limited to the extent of your negligence or fault
according to the applicable principles of comparative negligence or fault.

The defense of any claim or “suit” must be tendered by this person or organization as soon as
practicabie to all other insurers which potentially provide insurance for such claim or “suit”.

A person’s or organization's status as an “insured” under this endorsement ends when your
operations for that “insured” are completed.

Page 1 of 2



PI-CA-003 (04/14)

H. The coverage extended to any additional insured by this endorsement is limited to, and subject to all
terms, conditions, and exclusions of the Coverage Part to which this endorsement is attached.

In addition, coverage shall not exceed the terms and conditions that are required by the terms of the
written agreement to add any “insured,” or to procure insurance.

I. The following additional exclusions apply:

The insurance afforded to any person or organization as an “insured” under this endorsement
does not apply to “loss™

1.

2.

Which occurs prior to the date your contract is effective with such person or organization;

Arising out of the sole negligence of any person or organization that would not be an “insured”
except for this endorsement; or

Which occurs after you returned the leased or rented “auto” to the lessor or the policy period
ends, whichever occurs first.

Page 2 of 2






CERTIFICATE OF INSURANCE

This Certificate is issued as a matter of information only and confers no rights upon the

Certificate Holder. This Certificate is not an insurance policy and does not amend, extend or alter
the coverage afforded by the policies listed herein.

CERTIFICATE HOLDER: Any California County

INSURED: Helios Healthcare LLC (all locations), 520 Capitol Mall #800, Sacramento,
CA 95814

COVERAGES:

This is to certify that the policies of insurance listed below have been issued to the Insured named
above for the policy period indicated notwithstanding any requirement, term or condition of any
contract or other document with respect to which this certificate may be issued or may pertain.
The insurance afforded by the policies described herein is subject to the terms and conditions,
exclusions and conditions of such policies. Limits shown may have been reduced by paid claims.

WORKERS COMPENSATION CARRIER:
National Union Fire insurance Co., Policy WC 80740916; 1/1/2018-1/1/2019
Statutory WC; Employers Liability $1,000,000 claim/aggregate/employee

GENERAL& PROFESSIONAL LIABILITY CARRIER:

AIG Specialty Lines Insurance Co. Policy 1929959; 1/1/2018-1/1/2019
$2/6,000,000 Each & Aggregate Claims; Occurrence Manuscript form both parts;
Products/Completed Operations $6,000,000; Personal/Advertising $1,000,000

DESCRIPTION OF OPERATIONS: Psychiatric & Skilled Nursing Facility

CANCELLATION:
Should any of the above described policies be cancelled prior to expiration, the issuing company
. will endeavor to mail 30 days written notice to the certificate holder but failure to mail such

notice will impose no obligation or liability of any kind upon the company, its agents, brokers or
representatives.

Certificate holder is an Additional Insured for General Liability coverage only.
Subrogation is wazved for Workers CompenSa'aon coverage only.

LA o

Rober't M. Hunt, Authonzed Representatlve
RM Hunt & Associates, Inc.

625 Second St. Suite #206

Petaluma CA 94952 Tel: 707 769 2970

12/21/2017






ENDORSEMENT #MANOD1
This endorsement, effective 12:01 AM: 01/01/2018
Forms a part of policy no: GL 192-99-59
issued to: HELIOS HEALTHCARE, LLC.
By: AIG SPECIALTY INSURANCE COMPANY
THIS ENDORSEMENT CHANGES THE POLICY, PLEASE READ IT CAREFULLY.
ADDITIONAL INSUREDS ENDORSEMENT
The HEALTHCARE GENERAL LIABILITY OCCURRENCE COVERAGE PART is amended as follows:
Schedule

ANY CALIFORNIA COUNTY

In Section 1I. WHO IS AN INSURED is amended to include as an additional insured the personis) or
organization{s) shown in the Schedule, but only with respect to liability for bodily injury, property
damage or personal and advertising injury caused, in whole or in part, by your acts or omissions or the
acts or omissions of those acting on your behalf:

1. in the performance of your ongoing operations; or
2. In connection with your premises owned by or rented to you

The insurance provided to the scheduled person or organization will not exceed the coverage and/or
limits of this Policy.

All other terms, conditions and exclusions of the policy remain unchanged.,

At

/T puthorized Representative

Manuscript






