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P.O.	Box	38	–	Sacaton,	Arizona		85147	
 
 

ATTACHMENT C 
 

                                                              Acknowledgements 
 

 
If offered the contract award, we agree to accept the minimum contracting requirements, and 

terms and conditions set forth in RFP#11-FY19-MI-001 Teleradiology Services Provider (RFP). 
Further, by signing this statement we are committed to signing the Tribal Addendum as presented in 
Attachment E to this RFP. 

 
Further, we acknowledge receipt of the following documents (check all that applies):  

 
o    Amendment (s) #  
o    Addendum 
 
COMPANY NAME:  
 
By: ___________________________________ 
 
Printed Name: __________________________ 
 
Title: __________________________________ 
 
Date: __________________________________ 
 
Tax I.D. Number__________________________ 
 
Phone Number___________________________ 
 
Email Address ___________________________  
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DISCLOSURE OF OWNERSHIP/CONTROL 

AND 

CRIMINAL OFFENSES STATEMENTS

I. Provider Information See Instructions 

(a) Name of Individual, Facility or Organization: _______________________________________________________________________ 

(b) Doing Business As (DBA) :_____________________________________________________________________________________________ 

(c) Federal Tax Identification Number (TIN) or Social Security Number (SSN):    ______________________________________________ 

(d)  National Provider Identifier # (NPI): ________________________________________ 

(e)    Check the entity type that best describes the structure of the enrolling provider entity. Check only one box. 

For-Profit Corporation    Non-Profit Corporation  Partnership Government Owned Sole Proprietorship  

(f) Is this entity chain affiliated? No Yes 

As required by 42 CFR Part 455, Subpart B, which sets forth State Plan requirements regarding Full Disclosure of Ownership and Control and Related Party 

Transactions, the following information must be submitted to AHCCCS prior to registration and upon each renewal, revalidation, or within 35 days of any 
change in ownership of the entity.  In order to participate as an AHCCCS provider, this form must be completed completely and accurately. 

AHCCCS may refuse to enter into or renew an agreement with a provider if the provider fails to disclose ownership and control interest information, 

information related to business transactions and information on persons convicted of crimes, or if the provider did not fully and accurately make the disclosures 
as required. If you are a government entity you do not need to complete items II (a), (b) and (e); however, you must submit information for item II (c). 

II. Ownership and Control Interest Information (Reference - 42 CFR, Part 455, Subpart B and State Medicaid Director Letters 08-003 & 09-001) 

 (a) List the name, address, SSN and Date of Birth (DOB) for: 1) each officer and director (if incorporated); 2) each partner or member (if partnership or 

limited liability corporation); 3) each individual who has direct or indirect ownership interest, separately or in combination, amounting to an ownership 
interest of 5% or more of the enrolling provider; 4)  each individual who has an ownership interest of 5% or more in any obligation secured by the 

enrolling provider if that interest equals at least 5% of the value of the property or assets of the enrolling provider; and 5) each individual who is an officer, 

director, partner or member, or who has a direct or indirect ownership interest, separately or in combination, amounting to an ownership interest of 5% or 

more of any subcontractor in which the enrolling provider has a 5% or more interest.   

Name Address DOB SSN Percentage 

(b) List the name, address (including primary business address and all locations), and TIN of any organization, corporation, or other entity not disclosed in 

Item II.(a) having any direct or indirect ownership, separately or in combination, amounting to an ownership interest of 5% or more, or any controlling 

interest (e.g. officer, director, partner or member), in the enrolling provider or in any subcontractor in which the enrolling provider has a 5% or more 
interest. Use attachment A if additional space is needed.   

Name Address DOB TIN Percentage 

 (c) List below the name, address, date of birth, social security number and title of all agents and managing employees of the enrolling provider. Use 

attachment A if additional space is needed. 

 Name  Address  DOB SSN  Title 
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(d) List those persons named in Item II (a) and (b) who are related to each other as spouse, parent, child, or sibling. 

Name Address DOB SSN Relationship 

     

     

     

(e) List the name, address and TIN of any other disclosing entity in which a person with an ownership or control interest in the enrolling provider also has an 

ownership or control interest of 5% or more in any other disclosing entity.  For the purposes of this specific disclosure, “other disclosing entity” means any 
entity required to make ownership and/or control disclosures pursuant to Titles V, XVIII, XIX, XX or XXI of the Social Security Act. 

Name  Address  DOB SSN Relationship 

     

     

     

III. Criminal Offenses (Reference - 42 CFR, Part 455, Subparts B and E, and SMLD 08-003 &09-001) 

(a) List the name, SSN and DOB of each individual or entity disclosed in Item II who has been convicted of a criminal offense related to that person’s or 

entity’s involvement in any program under Medicare, Medicaid or the Title XX services program since the inception of those programs. 

Name  Address  SSN DOB 

    

    

    

(b) List the name, title, SSN and DOB of each individual disclosed in Item II who has been suspended or debarred from participation in any Medicare, 

Medicaid or Title XX program at any time since the inception of those programs. 

Name  Address  SSN DOB 

    

    

    

I affirm under penalty of law that the information I have provided for this form is true, accurate and complete to the best of my knowledge. If the provider is 

using an Authorized Representative, the SSN and DOB are mandatory fields. 

 

___________________________________________________________                         ______________________            ___________________ 

 Print Name of Disclosing Entity (Provider) or Authorized Representative         SSN         DOB 

 

___________________________________________________________                                                _________________ 

 Signature of Disclosing Entity (Provider) or Authorized Representative           Date 

 
 

 

Last Updated   01/2015 
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DISCLOSURE OF OWNERSHIP/CONTROL 

AND 

CRIMINAL OFFENSES STATEMENTS 
 

 

ATTACHMENT A 

Use the additional space provided below for Item II (a). Ownership and Control Interest Information   

Name Title Address SSN/TIN 
Date of 

Birth 
Percentage 

      

      

      

      

      

      

      

      

      

      

      

      

Use the additional space provided below for Item II (b). Ownership and Control Interest Information  

Name Address TIN Percentage 
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P.O. Box 38 – Sacaton, Arizona  85147 

 
ADDENDUM 

To the 
_________ Agreement 

With 
 
This "Addendum" supplements the Agreement identified above, and to the extent of conflict 
between this Addendum and the Agreement, this Addendum will prevail. This Addendum is 
effective only when signed by you and our authorized representative in our corporate offices. All 
terms and conditions in the Agreement not expressly modified in this Addendum will remain in full 
force and effect. All capitalized terms will have the same meaning as in the Agreement. 
 
The Agreement will be modified as follows: 
  

1.   Sovereign Immunity. Gila River Health Care (GRHC) is a wholly owned subordinate economic 
entity of the Gila River Indian Community, a federally recognized tribal government with 
recognized sovereign powers and immunity.  Nothing herein shall constitute a waiver of sovereign 
immunity by the Gila River Indian Community, or any of its subordinate economic entities, 
including GRHC.  GRHC’s enforcement of contractual legal or equitable remedies it may be 
entitled to is not to be construed as an implied waiver of immunity or consent to counterclaims.  
GRHC is expressly prohibited from waiving immunity on behalf of the Gila River Indian 
Community.   
 

2. Government Status. Notwithstanding anything herein to the contrary, the adoption by GRHC, as a 
wholly owned subordinate economic entity of the Gila River Indian Community, of policies and 
procedures consistent with HIPAA and/or other federal and state laws is not intended to waive any 
exemption at law to which it is entitled as a governmental employer.  Specifically, GRHC’s 
adoption of policies modeled after such laws is not intended to be construed as a waiver of the Gila 
River Indian Community’s sovereign immunity, consent to jurisdiction outside the Gila River 
Indian Community Courts, or consent to enforcement authority, actions, or assessments except as 
may be expressly made applicable to tribal governments. 

 
3. Jurisdiction and Governing Law. All disputes arising out of or relating to the matters addressed 

herein shall be resolved within the exclusive jurisdiction of the Gila River Indian Community 
Courts, and shall be construed and enforced in accordance with the laws of the Gila River Indian 
Community.  The Parties’ execution of this Agreement is consent to such jurisdiction and governing 
law.   
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4. Indemnification.  Contractor agrees to save, indemnify and hold GRHC harmless (including 
attorneys’ fees and defense costs) from and against all claims, demands and causes of action of 
every kind and character arising on account of personal injury, property damage, or liability of any 
sort resulting from the negligent acts or omissions of Contractor, its agents, employees or 
subcontractors, in connection with the performance or non-performance of its obligations outlined 
herein.  Contractor shall not be responsible for the negligent acts of the GRHC, its employees, 
officers, directors, agents or subcontractors.  
 

5. Federal Tort Claims Act (“FTCA”).  The Parties agree that the GRHC is deemed by statute to be 
part of the Public Health Services of the United States for purposes of coverage under the Federal 
Tort Claims Act (“FTCA”), while performing services, functions or participating in activities or 
programs under a self-determination contract with the Indian Health Services.  FTCA coverage is 
more fully described in federal regulations (25 C.F.R. § 900).  Nothing in this Agreement shall be 
construed as a waiver of any rights or defenses otherwise applicable under the FTCA. 
 

6. Period of Performance.   Contractor shall perform the Services beginning on March14, 2019 and 
will be effective for a period of ________ months, thereafter it will auto renew for 12 months 
consecutively, unless a thirty (30) day notice of non-renewal is provided by either party. 
 

7. Insurance.  Contractor shall secure and maintain throughout the entire term of this Agreement, at 
Contractor’s sole cost and expense, comprehensive general liability insurance, and where 
appropriate, professional liability insurance, malpractice insurance, workers compensation 
insurance, and other insurance, in such form and amounts as shall be reasonably necessary for the 
performance of Contractor’s obligations hereunder.  Contractor shall maintain such policy or 
policies of insurance with a licensed insurance company admitted to do business in the State of 
Arizona. Contractor shall promptly notify GRHC of any lapse in coverage.  GRHC must be named 
additional insured on the Certificate of Insurance and be listed as a Certificate Holder.  Contractor 
shall purchase a 2-year Tail Coverage Insurance Policy to provide for any lapse in coverage or 
cancellation under a Claims Made policy.  Upon request, Contractor shall provide to GRHC 
certificates of proof of the insurance coverage required herein.   

 
8. Termination of Agreement.  GRHC may terminate this Agreement immediately, with no 

opportunity for Contractor to cure.  If either party terminates this Agreement, GHRC shall only be 
liable for the fees earned and reimbursable expenses incurred as a result of work actually performed 
and the results of such work delivered to GRHC prior to the effective date of the termination.   

 
9. Termination by Gila River Health Care Board of Directors: In addition to any other termination 

rights GRHC may have under the Contract, GRHC may terminate the Contract early at any time 
without any opportunity to cure and without penalty if the GRHC Board of Directors determines 
that such termination is necessary or appropriate for compliance with its obligations under the 
Indian Self-Determination and Education Assistance Act or other tribal or federal law, or to protect 
the health, safety, welfare, or interests of its patients of the Gila River Indian Community.  
Notwithstanding anything in the Contract to the contrary, Contractor shall be entitled only to actual 
fees earned for completed and approved work through the date of termination.   

 
10. Compliance with GRHC Rules, Regulations, Policies and Procedures.  Contractor shall be required 

to follow policies as instructed by GRHC and as posted at GRHC locations while in the 
performance of this contract. Policies will be shared if applicable.  Without limiting the foregoing, 
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Contractor shall comply with all GRHC rules regulations, policies and procedures related to or in 
connection with the False Claims Act, the Deficit Reduction Act, the Federal Tort Claims Act and 
the Indian Self-Determination and Education Assistance Act. 

 
11. Confidentiality of Patient Health Care Information and Proprietary Business Information:  

Contractor agrees to comply with the Health Insurance Portability and Accountability Act 
(“HIPAA”), its related regulations and standards, and all applicable federal and state privacy and 
confidentiality laws in the performance of the services under this Agreement.  Contractor shall also 
abide by all GRHC HIPAA privacy policies and procedures while performing the services, and shall 
cooperate with GRHC, so that GRHC may meet the requirements imposed by HIPAA. 
 

12. Miscellaneous.  GRHC is exempt from federal and state taxes under Section 501(c) (3) of the 
Internal Revenue Code (the “Code) and / or Code Section 7871 (Indian Tax Status Act).   
Contractor shall ensure that all services and products provided by contractor shall be suitable for 
uses or purposes contemplated in the Agreement for the term of the Agreement (as the same may be 
extended).  This Addendum shall be effective as of the same effective date(s) of the Agreement(s) 
as if included therein.   
 

13. Invoices.  Send all invoices to GRHC Accounts Payable at APVendor@grhc.org. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If there is a conflict between this Addendum and the Agreement, this Addendum will prevail. 
 
This Addendum together with the Agreement constitute the entire understanding and agreement 
between the parties concerning the subject matter hereof and supersedes all prior or 
contemporaneous negotiations, agreements and understandings, whether oral, in writing, or 
established by the course of dealing of the parties, concerning the subject matter hereof. 
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By signing this Addendum, the signatories represent that they are duly authorized to sign this 
Addendum on behalf of the parties. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

GILA RIVER HEALTH CARE 
  
 
By:        
 
  Scott Gemberling, MBA    
Printed Name 
 
  Chief Executive Officer    
Title 
 
Date:        
 
 

COMPANY’s NAME 
 
 
By:        
 
     ______ 
Printed Name 
 
       
Title 
 
Date:        
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