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March 31, 2021

His Excellency, Governor Christopher T. Sununu

and the Honorable Council

State House
Concord, New Hampshire 03301

INFORMATIONAL ITEM

Pursuant to RSA 4.45 RSA 21-P:43, and Section 4 of Executive Order 2020-04 as
extended by Executive Orders 2020-05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16,
2020-17, 2020-18, 2020-20, 2020-21, 2020-23, 2020-24, 2020-25, 2021-01, 2021-02, 2021-04,
and 2021-05, Governor Sununu has authorized the Department of Health and Human Services,
Division of Public Health Services, to enter into Retroactive, Sole Source amendments to
existing agreements with the Contractors listed below by increasing the price limitation by
$5,775,200 from $3,727,800 to $9,503,000 for COVID-19 surveillance testing for staff in long-
term care facilities, with no change to the agreement completion date of December 30, 2020,
effective retroactive to December 1, 2020. 100% Other Funds (Governor's Office for Emergency
Relief and Recovery).

The original contracts were approved by the Governor on November 20, 2020, and will be
presented to the Executive Council as an informational item on February 3, 2021 (item #J).

Increase Increase .
Current - Current - - Revised - Revised - .
Contractor Vendor Individual Shared (?::i:?zzg)l i (D;ﬂ:::: )- Individual Shared T?:z:s;r?c.e
Name Code Lir:Irtlgaon Lif:i'-tlzftu?on Price Price Lin"::lr::teion Lir:irtiz:gon Limitation*
Limitation Limitation
. Greenbriar
Operations, $79,100 $70,800 $149,900 $2,024,300
- LLC. 284076 .
. | Bear Mt N
| Hanover, LLC 314699 $27.400 $34,400 $61,800 51,936,200
Bedford '
Nursing &
.| Rehabilitation $29,600 c t $36,800 $66,400 Revicad $1,940,800
Services, LLC | 262015 1"_';;2:‘ Increased ?‘3@7
Bel-Air Nursing Shared to Shared Shared
and Rehab $22,500 Price $19,200 Price $41,700 . Price $1,916,100
Center, Inc. 257972 Limitation Limitation - Limitation -
Colonial Poptin §0 $1,874,400 $1.874.,400
Nursing Home, $26,000 $33,600 $62,600 T $1,937,000
'Inc. 234608 ' :
County of
Belknap 237705 $44,800 $57,600 $102,400 51,976,800
County of 033410 | $70.500 $62,800 $133,300 $2,007,700
County of
Cheshire 232899 $108,000 $97,200 $205,200 52,079,600

The Department of Health and Human Services’ Mission is to join communities and families

in providing opportunities for citizens to achieve health and independence.
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County of Coos

177270

$60,600

$77,200

$137,800

$2,012,200

County of Coos

232841

$60,600

$77,200

$137,800

$2,012,200

County of
Hillsborough

233087

$98,000

30

$98,000

$98,000

County of
Grafton

233411

$70,000

$90,000

$160,000

$2,034,400

County of
Merrimack

233015

$237,300

$212,400

$449,700

$2,324,100

County of
Sullivan

233088

$61,600

$79,200

$140,800

52,015,200

Edgewood
Manor, Inc.

231353

$80,000

$72,000

$152,000

$2,026,400

Franklin Home
for the Aged
Association

154062

$13,000

$15,600

$28,600

GENESIS
HEALTHCARE
HOLDING
COMPANY |,
INC.

231518

$849,200

$946,400

$1,795,600

$1,903,000

Greenleaf
Properties, Inc.

233422

$24,800

$31,600

$56,400

$3,670,000

Hanover Hill
Health Care
Center Svcs

242754

$56,000

$71,600

$127,600

$1,930,800

$2,002,000

Heartland
HealthCare
Center LLC

257277

$34,600

$40,400

$75,000

$1,945,400

Holy Cross
Health Center,
Inc.

234399

$25,200

$32,000

$57,200

$1,931,600

Jaffrey
Rehabilitation
and Nursing
Center LLC

305851

$28,000

$24,800

$52,800

Memorial Eider
Health
Services

283481

$29,900

$25,600

$55,500

$1,927,200

Merrimac
Medical
Investors, LLC

240265

$49,600

$62,800

$112,400

$1,929,900

$1,986,800

Metro Health
Foundation of
New
Hampshire,
Inc.

237706

$74,500

$66,000

$140,500

$2,014,900

New
Hampshire
Catholic
Charities

233250

$233,000

$224,800

$457,800

$2,332,200

NH Odd
Fellows Home

233413

$39,200

$50,400

$89,600

$1,964,000

Peak
Healthcare at
Keene, LLC.

337035

$28,000

$36,000

$64,000

$1,938,400
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Peak

Healthcare at
Portsmouth, $53,900 $47,600 $101.500 $1,975,900

LLC. 337037

Peak

Healthcare at
Rochester, $31.600 $36,800 $68,400 $1,942,800

LLC. 337036

Pear! Street
HealthCare $56,000 $50,400 $106,400 41,980,800

Center LLC 257276

Peterborough
Retirement

Community At $58,800 $75,600 $134,400 $2,008,800
Upland Farm,
Inc. 334149

Rannie
Webster $46,600 $59,200 $105,800 51,980,200
Foundation 231474

Rockingham
County 177468 | $116.000 $148,000 $264,000 $2,138,400

Salemhaven,
Inc. 233321 | 357.900 $51,200 $109,100 $1,983,500

School Street

Associates Inc. | 233412 $12,400 $14,800 $27,200 $1,901,600

ﬁmrstone by 305851 | $41.000 $52,000 $93,000 $1,967,400

225’:3:22 Inc. | 234866 | $20.200 $23,600 $43,800 $1,918,200

Strafford
County Nursing $150,200 $134,400 $284,600 $2,159,000
Home 233530

Taylor
Community 318565 | $82:200 $73,200 $155,400 $2,029,800

2 Nashua, Inc. | 232813 | $28.000 $36.000 $64.000 °1.938,400

The Courville
at Manchester, $28,000 $36,000 $64,000 51,938,400
Inc. 232813

The Morrison
Hospital $29,400 $36,800 $66,200 $1,940,600
Association 216949

The Prospect-
Woodward $24,200 $30,400 $54 600 $1,929,000
Home 325242

The '
Riverwoods $143,100 $129,600 $272,700 52,147,100

Group 336365

United Church
of Christ
Retirement $92,400 $118,800 $211,200 $2,085,600

Community,
Inc. 232807
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Villa Crest
HealthCare $42,000 $54,000 $96,000 $1,970,400
Center LLC 257278 '
VK Dover, LLC | 249974 $43,900 $44,000 $93,900 $1,968,300
$3,727,800 $0 $3,900,800 57,628,600 | $1,874,400 | $9,503,000

*Represents the Revised Individual Price Limitation plus Revised Shared Price Limitation.

Funds are available in the following accounts for State Fiscal Year 2021, with the authority
to adjust budget line items within the price limitation and encumbrances between state fiscal years
through the Budget Office, if needed and justified.

05-95-90-900010-19510000 HEALTH AND SOCIAL SERVICES, HEALTH AND HUMAN SVCS
DEPT OF, HHS: PUBLIC HEALTH SERV DIV, ADMINISTRATION, LONG TERM CARE
FACILITIES — GOFERR FUNDS

Increase Revised
(Decrease) to Price

State Current Individual | Limitation
Fiscal A(E:I::tsuit Class Title N:r:ger Price Vendor Price
Year Limitation Limitation

2021 103-502507 Contracts for 90029000 $3,727.800 $5,775,200( $9,503,000

Op Sve
Total $3,727,800 $5,775,200| $9,503,000
EXPLANATION

These amendments are Retroactive because the Department, in the interest of public's
health and safety, worked with the long-term care facilities to quickly provide necessary additional
funding for COVID-19 surveillance testing for their staff and did not have the fully executed
agreement documents in time for Governor approval. These amendments are Sole Source
because the agreements were originally approved as sole source and MOP 150 requires any
subsequent amendments to be labeled as sole source. The identified Contractors are the only
long-term care facilities in the State of New Hampshire.

The purpose of these amendments is to provide additional funding to long-term care
facilities to increase COVID-19 surveillance testing of staff. The State of New Hampshire is
experiencing an increase in the COVID-19 positivity rate, which directly affects long-term care
facilities. The Contractors will increase surveillance testing based on the positivity rate in their
respective counties, per Centers for Medicaid and Medicare requirements. Each long-term care
facility will coordinate its staff testing and send the tests to a laboratory. The Department will pay
$100 for each COVID-19 surveillance test sent to a laboratory. The Department has agreed to a
$1,874,400 shared price limitation among the Contractors for increased surveillance and outbreak
testing as needed. The Contractor will also coordinate outbreak testing for residents, which the
Department will reimburse for as the payer of last resort.

Approximately 47,000 individuals will be tested from October 12, 2020, through December
30, 2020.
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The Contractors will conduct COVID-19 pre-testing, testing, and post-testing functions for
staff. The Contractors will collect testing supplies from their contracted laboratories, administer
the tests, and ensure all results are reported through the Department's electronic laboratory
reporting system.

The Department will monitor contracted services by requiring the Contractors to submit
monthly testing reports to ensure all testing is completed.

Areas served. Statewide

Source of Funds: 100% Other Funds (Governor's Office for Emergency Relief and
Recovery).

Respectfully submitted,

Lori A. Shibinette

X& Commissioner
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services (“State" or
"Department") and Greenbriar Operations, LLC. ("the Contractor"). '

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the-Executive Councit on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended: and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services: and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Meodify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $2,024,300
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.8.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1} round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor’'s expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak Testing of residents to
LTCFesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Greenbriar Operations, LLC. ‘
§8-2021-DPHS-11-LONGT-25-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not madified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:
12/23/2020 _ ot . o

‘Date ' Name: - Morris
Title: Director, Division of Public Health Srvcs.

Greenbriar Operations, LLC.

DocuSigned by: .
12/23/2020 l Refrina Greondalgh
Date T Greenhatgh

Name:
Title: Administrator

Greenbriar Operations, LLC.
§5-2021-DPHS-11-LONGT-25-A01 Page 2 of 2
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New Hampshire Deparfment of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $149,900.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,499 test during the duration of the contract. A 10% plus or minus in staff is
allowable. |

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall;

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month. -

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4 3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.,

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS.nh.qov.

DocuSigned by:
;?WYZUCQ
Date
Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please fill out forns and return to: LTCFTesting@dhhs.nh.gov

1} Name of facility: )
2) How many staff members does your facility have?

3) Staffesting lab utilized:

4) Reimbursement type (please check all that apply):

D Surveillance

D Qutbreak/Response

D County rate greater than 5%
D County rale greater than 10%

5) How many residents does your lacility have? (if outbreak/response is checked)

I |

6} Resident testing lab utilized {if different from staff and owbreak/response is checked):

Month for reimbursement period: |Select Month |

Total Staff
Tested

Residents Tested
(if applicable)

Week 1 Second Test Date

1T . -
Week 1 Test Date {if applicable)

Reimbursement
Amount

[ [

5100/ Test

Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested

Reimbursement
Amount

(if applicable) Tested (if applicable)

$100/Test

T Jui i
Week 3 Test Date Week 3 Second Test Date Total Staff Residents Tested

Reimbursement

{if applicable) Tested {if applicable) Amount
m m m $100/Test
Week 4 Test Date Week 4 Second-Test Date | Total Staff Residents Tested Rate Reimbursement
{if applicable} Tested {if applicable) Amount
m» NL <m $100/Test
Week 5 Test Date | Week 5 Secopd Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) (if applicable) Tested {if applicable) . Amount
ﬂ m J $100/Test
Name Titl > Dat
itle ate
ﬁf 12/23/2020

—
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State of New Hampshire
Department of State

CERTIFICATE

1, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that GREENBRIAR OPERATIONS
LLC is a New Hampshire Limited Liability Company registered 1o transact business in New Hampshire on September 08, 2020. |
further certify that all fees and documents required by the Secretary of Stafe’s office have been received and is in good standing as

far as this office is concerned.

Business ID: 850233
Certificate Number : 0005004178

N TESTIMONY WHEREQF,

T hereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 8th day of September A.D. 2020.

Dor Lo

William M. Gardner
Secretary of State
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CERTIFICATE OF AUTHORITY

L An E(\i(hma.r\ . hereby certify that:
{Name of the elected Officer of the Corporation/LLC; cannot be contract signatory) :

1.1 am a duly elected Clerk/Secretary/Officer of _{-weetninvinie Noecotioes (L Co
{(Corporation/LLC Name) !
2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held onVeceennex Q' 2020, at which a quorum of the Directors/shareholders were present and voting.
{Date) -

VOTED: That _ ¥\t 06 Goceealnale . Adening S tsc: (may list more than one person)
{Name and Title of Contract-Signatory)

is duly authorized on behalf of S to enter into contracts or agreements with the State

{Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote. '

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This autherity remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein. '

Cated:_ {4} l&l 'ag&o

Sigrlatlire of Elected Officer
Name: ARl ERLIHI
Title: (FFICEr

Rev. 03/24/20
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CERTIFICATE OF LIABILITY INSURANCE

DATE {MMWDD/NYYY)
11/16/2020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. :

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy{ies) must have ADDITIONAL INSURED provisions or be endorsed.
Iif 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).

PRODUCER COMEACT  Andrew Gross
‘Fairmont Ins. Brokers, Ltd. FHONE . (718)232-3300 T Ny (718)256-9062
1600 60th Street AobREss: agross@fairmontins.com
INSURER(S} AFFORDING COVERAGE NAIC #
Brooklyn NY 11204 INSURER A ; National Fire & Marine
INSURED INSURER B ;
Greenbriar Operations LLC DBA Greenbriar Rehab and Healthcare INSURER C :
55 Harris Road INSURER D :
INSURER & :
Nashua NH 03062 INSURER F :
COVERAGES CERTIFICATE NUMBER:  CL20111603834 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 DESCRIEED HEREIN 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,
ADUL[SUBR
'Ersr? TYPE OF INSURANCE INSD | WVD POLICY NUMBER (_;:;?ulﬂ%rvﬁ, (5%%}'\5&1 LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1.000,000
[ cLamsamoe D OCCUR PREMISES (Ea occumence) | 5 200-000
| GLPL Retro Date 11/1/2020 MED EXP {Any one parson] s 5.000
A NSC100596 1111572020 | 1915/2021 | prpaonat & ADV INJURY 5 1.000,000
| GEN. AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 3,000,000
POLICY 5’?87 Loc PRODUCTS - COMPIOP AGG | § 000,000
OTHER: $
COMBINED SINGLE LIMIT
| AUTOMOBILE LIABILITY S Aot s
ANY AUTQ BODILY INJURY [Perperson} | §
™| OWNED SCHEDULED
|| aUtos onwy AToS BODILY INJURY {Per accident) | §
HIRED NON-OWNED PROPERTY DAMAGE s
|| auTOs onLy AUTOS ONLY | (Per accident)
$
| - |YMBRELLALIAB | | gccur EBACH OCCURRENGE s
EXCESS LIAB CLAIMS-MADE AGGREGATE 5
DED I ] RETENTION $ $
WORKERS COMPENSATION PER OTH-
AND EMPLOYERS" LIABILITY I STATUTE I ER
ANY PROPRIETOR/PARTNE R/EXECUTIVE E.L. EACH ACCIDENT $
OFFICERAMEMBER EXCLUDED? NiA
{Mandatory In NH) E.L. DISEASE - EA EMPLOYEE | §
If yes, describa under
DESCRIPTION OF OPERATIONS balow EL.DISEASE - POLICY LIMIT | §
) . Each Occurence 1,000,000
Professional Liabitity
A NSC100596 11/15/2020 | 117152021 |Aggregate 3,000,000

DESCRIPTION OF QPERATIONS { LOCATIONS / VEHICLES {ACORD 101, Addltional Remarks Schaduls, may ba attached if more space is required)

CERTIFICATE HOLDER

CANCELLATION

Proof of Ingurance

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

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved,

The ACORD name and logo are registered marks of ACORD
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CERTIFICATE OF LIABILITY INSURANCE

DATE (MM/DD/YYYY)
12/23/2020

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 cartificate 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 lisu of such endorsement(s).

PRODUCER GINEACT Rochelle Halperin
Fairmont Ins. Brokers, Lid. "PHONE Ext: (718} 232-3300 m’é Nay: (718} 256-9062
1600 60th Street EMAL " talperin@faitmonting.com ‘
' INSURER(S) AFFORDING COVERAGE NAIC &

Brooklyn NY 11204 INSURER A ; Atlantic Charter Insurance Company
INSURED INSURER B ;

Greenbriar Operations LLC DBA Greenbriar Rehab and Healthcare INSURER € :

55 Harris Road INSURER D' :

INSURER E !

Nashua NH 03062 INSURER F :

COVERAGES CERTIFICATE NUMBER:  CL20122305120 REVISION NUMBER:

INSR ADDL[SUBR
LTR

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 CONDITIQNS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

POLICY EFF_ | POLICY EAP
{MMDD/YYYY)

TYPE OF INSURANCE NSD | wvp POLICY NUMBER MDD VYY) LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s
CLAIMS-MADE D OCCUR PREMISES (Ea occurenca) $
MED EXP {Any one parson} 3
PERSONAL & ADV INJURY $
GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $
POLICY D s |:| Loc PRODUCTS - COMPIOPAGG | §
DTHER; M
AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT s
ANY AUTO BODILY INJURY (Perperson} | §
| ownED SCHEDULED
D oL SCHED BODILY INJURY {Per sccident) | §
] HIRED NON-OWNED PROPERTY DAMAGE s
|_| AUTOS ONLY AUTOS ONLY {Per accident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE s
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DEC | I RETENTION § $
WORKERS COMPENSATION PER OTH:
AND EMPLOYERS' LIABILITY YIN STATUTE l ER s
ANY PROPRIETOR/PARTNER/EXECUTIVE E.L. EACH ACCIDENT s LW
A | R ORI T ORIPARTNER/EX NiA WCA00572300 11/01/2020 | 111042021 s
{Mandatory in NH} E.L. DISEASE - EA EMPLOYEE | 5 10U,
i yes. describe under
DESCRIPTION OF OPERATIONS bolow EL. DISEASE - PoLICY LT _| 5 1.000.000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES {ACORD 101, Addidonal Remarks Schedule, may be attached if mora space is required)

CERTIFICATE HOLDER

CANCELLATION

Proof of Insurance

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

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reservad.

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
“Department”) and BEAR MT HANOVER LLC ("the Contractor").

WHEREAS, pursuant to an agreement {the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $1,936,200 ‘
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QSQ-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

BEAR MT HANOVER LLC
$8-2021-DPHS-11-LONGT-27-A01

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 10f2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

DogySigned by;
12/22/2020 , m 2 Wows,

Date Narrigoskesda . MOTTIS
Title: Director, Division of Public Health Srvcs.

BEAR MT HANOVER LLC

12/22/2020 [;mnu us,[w ;E »

Date . g:dlekkba 'TTsTey
Title: Administrator

BEAR MT HANCVER LLC
$8-2021-DPHS-11-LONGT-27-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 62,200.00, for the number of test listed
in Section 4. ‘

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020. '

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 622 test during the duration of the contract. A 10% plus or minus in staff is
allowable. :

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

43.2. Identifies and request rembursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signaturé and emailed to
LT CFtesting@DHHS.nh.qov. os
' Ml

12/22/2020

Initial

Date
Page 1 of 1



DocuSign Envelope 1D; E0373F3E-8AB4-42BD-9479-C8771264A7FC
Qe

99 "'/"/O\\ :
m:\'u DIVISION OF A3
Public Health Services

etpAaaingd Depantoent of ealth am! Human Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1y Name of facilitv:

2} How many stafl members does your facility have?

I |

3} Swfftesting lab utilized:

I |

4} Reimbursement type (please check all that apply):

D Surveillance

D Quibreak/Response -

D County rate greater than 5%
D County rutc greater than 10%

3) How many residents does your facility have? (il outhreak/response is checked)

I |

6) Resident testing lab utilized (if different from stall and owbreak/response is checked):

I |

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
N “ m 5100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
VI,IEEI( 2 Test Date {if applicable) Tested (if applicable) Rate Amount
m m $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date (if applicable) Tested {if applicable) Rate Amount

Week 4 Test Date Rate

$100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement

(if applicable) Tested (if applicable) Amount
‘ $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) (if applicable) | Tested (if applicable) ’ Amount
| $100/Test
.
Name Title ’IU Date

12/22/2020
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State of New Hampshife
Department of State

CERTIFICATE

1, William M. Gardner, Secretary of State of the Statc of New Hampshire, do hereby cerﬁfy that BEAR MT HANOVER LLC is
2 New Hampshire L.imited Liability Company registercd (o transact business in New Hampshire on March 12, 2019. [ further
certify that all fees and documents required by the Secretary of State's office have been received and is in good standing as far as

this office is concerned.

Business ID: 814669
Certificate Number: 0005033915

IN TESTIMONY WHEREOF,
| hereto set my hand and cause to be affixed
the Scal of the Statc of New Hampshire,

this 27th day of October A.D. 2020.

. RN 2
A- ) Ag‘ .3_..‘.;,’- :
-k.._ :/::75:‘135533- /
: .. E e g William M. Gardner

Secretary of Staic
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CERTIFICATE OF AUTHORITY

), S 2.skkn , hereby certify that:
(Name of the elected Officer of the Corporation/LLC: cannot be contract signalory)

1.1am a duly elected Clerk/Secretary/Officer of _{Dcov  WMosn fea Peantnceee y -
{Corporation/LLC Name)

2. The foliowing is a true copy of a vote taken al a meeting of the Board of Directors/shareholders, duly called and
heldon __0cev- 30 2020 , atwhich a quorum of the Directors/shareholders were present and voting.
(Date)

VOTED: That _ Mer T, Ml | Administoder (may list more than one person)
(Name and Tile of Contract Signatory) :

is duly authorized on behalf of _8# Wonerd 1 e to enter into contracts or agreements with the State
{Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendmenits, revisions, or modifications thereto, which
may in his/her judgment be desirable ornecessary to effect the purpose of this vote,

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | turther certify that it is understood that the State of
New Hampshire will rely on this certilicate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,

afl such limitations are expressly stated herein.
Dated:_&i_zqz& ﬁ\"\

Signature of Elected Officer
Name: S .ew 2, 8%

Title: Pr-us(.Ln-\«- Ve

Rev. 03/24/20
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ACORD.  CERTIFICATE OF LIABILITY INSURANCE N martoe

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 DDES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
l‘_\.EPRESEN']'A'I'WE OR PRODUCER, AND THE CERTIFICATE HOLDER.

MPORTANT: If the certificats holder is an ADDITIONAL INSURED, ths policy{ies) must hava ADDITIONAL INSURED provisions or be endorsed.
¥ SUBROGATION 15 WAIVED, subject to the terms and conditions of the policy, certain poficies may require an endorsement. A statement on
this certificato does not confer any rights to the certificate holder in fieu of such endorsementys),

PRODUCER '

US| tnsurance Services LLC PHORE 855 874-0123 | GAR2, soy. 203 634-5701

530 Preston Avenue ‘ M&%g e

Meriden, CT 06450 PISURERIS) AFFORDING COVERAGE HAIC #

855 874-0123 DISURER A ; Hudson Excess Insurance Company 14434

MSURED piSURER B ; AIM Mutual insurance Company 33758
Bear Mountain Healthcare LLC pesuren ¢ ; Liberty Surplus tnsurance Corporation 10725
PO Box 549 msurer p ; Zurich American insurance Company 16535

. IMSURER F : .
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS!STOWMTMMSMWMMMWB@MTOMWMMFMMPOUCYPERIOD
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 IMSURANCE AFFORDED BY THE POUCIES DESCRIBED HEREIN 1S SUBJECT TO ALL THE TERMS,

EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAD CLAIMS.
ﬁ TYPE OF IRSURANCE W POLICY NUMBER ey i [, LuaTs
A | X| COMMERCIAL GENERAL LIABILITY HFF1002112001 [12/15/2020 | 12/15/2021] EACH OCCURRENCE 51,000,000 °
' | cuamsaace Iz] oCouR B o e |5100,000
| X! Professlonzl Liab MED EXP (Any ane persocy | 310,000
_J HFF1002112001 12/15/2020{12/15/2021) Persona, s apv samy | 51,000,000
GENL AGGREGATE LIMIT APPLIES PER: GEMERAL AGGREGATE 53,000,000
:'ranD% DLOC PROCIUCTS - COMPIOP AGG | 53,000,000
| OTHER: s
JaurouocenE uasa v BAP7836525 12/15/2020[12/15/2021] DRmeo SNGETHT 1 4 660,000
= Xb anv auto BODILY SUURY (Per pecson) 1%
[ | oy SGoueD BODILY THIURY {Per accitent) | $
ey [ |Rome P i
$
| |UMBRELLALAB | | oecum EACH OCCURRENCE s
EXCESS L1AB CLAIMS-MADE AGGREGATE 5
DED l IREI'ENT)CHS s
B | WORKERS COMPESATION o WRZBOUS0072092020A  [12/15/2020{12/15/2021 [%ne | [o5*
mmmmmmamvs@ NIA EL EACH ACCIDENT 51,000,000
{Mandstory bn NM) ELnnssAse-EAEmmEE!s‘!,OOD,OﬂD
Hyers, cleacribe under
OF OPERATIONS below E1 DISEASE - POLICY LiMIT is1,000,000
C |Qil Tank-Parkway IRONTX009043761 [11/30/2020{11/30/2021] 1,000,000
E |(Crime 106796568 ) 12/15/2020(12115/2021 100,000

DESCRIPTION OF OPERATIONS | LOCATIONS | VEHICLES (ACORD 301, Addifionat Remarks Schacuts, may b atached I mxns space bs required)
Bear Mountain 320 Properties LLC & Bear Mountain 320 Operating 11.C

320 Maple Avenue, Great Barrington, MA 01230

Bear Mountain 148 Properties LLC & Bear Mountain 148 Operating LLC
148 Maple Avenue, Great Barrington, MA 01230
{See Attached Descriptions)

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
. Proof of Insurance THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED M
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

, Gobn (L tscl

@ 1988-2015 ACORD CORPORATION. All rights reservad.
ACORD 25 {2016/03) 1 of3 The ACORD name and logo are registered marks of ACORD
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Y

JACC Management LLC & JACC Healthcare Center of Norwich LLC
24 Crouch Ave, Norwich, CT 06360

JACC Management LLC & JACC Healthcare Center of Windham LLC
595 Valley St, Willimantic, CT 06226

West Roxbury Property Holdings LLC & Bear Mt West Roxbury LLC
5060 Washington St, West Roxbury , MA 02132

Parkway Property Holdings LLC & Bear Mt Parkway LLC
1190 VFW Parkway, West Roxbury, MA 02132

Mattapan Property Holdings LLC & Bear Mt Mattapan LLC
405 Rlver Stroet, Mattapan, MA 02126

Massachusetts SNF 4 LLC & Bear Mountain Stoughton LLC
1044 Park St, Stoughton MA 02072

Massachusetts SNF 5 LLC & Bear Mountain Newburyport LLC
77 High Street, Newburyport, MA 01950

Massachusetts SNF 6 LLC & Bear Mountain Swansea LLC
2045 Grand Army of the Republic Hwy, Swansea MA 02777

Massachusetts SNF 7 LLC & Bear Mountain Fall River LLC
273-291 Oak Grove Ave, Fall River MA 02723

" sgsachusetts SNF 8 LLC & Bear Mountain Franklin LLC
.+0 Chestnut Street, Franklin MA 02038

New Hampshire SNF 1 LLC & Bear Mountain Hanover LLC
49 Lyme Road, Hanover, NH 03755

CCP Springfield Business Trust, a Massachusetts business trust & Bear Mountaln Springfield LLC
215 Bicentennial Hwy, Springfield, MA 01118

CCP Properties Business Trust, a Massachusetts business trust & Bear Mountain West Springfield LLC
42 Prospect Ave, West Springfield, MA 01089

CCP Properties Business Trust, 2 Massachusetts business trust & Bear Mountaln East Longmeadow LLC
32 Chestnut Street, East Longmeadow, MA 01028

CCP Properties Business Trust, a Massachusetts business trust & Bear Mountain Sudbury LLC
136 Boston Post Road, Sudbury, MA 01776 ‘

CCP Properties Business Trust, a Massachusetts business trust & Bear Mountain Lowell LLC
500 Wentworth Avenue, Lowell, MA 01852

CCP Properties Business Trust, a Massachusetts business trust & Bear Mountain Andover LLC
80 Andover Street, Andover, MA 01810

CCP Proportles Business Trust, a Massachusetts businoss trust & Bear Mountain Reading LLC
4364 Main Street, Reading, MA 01867

CCP Properties Business Trust, a Massachusetts business trust & Bear Mountain Worcester LLC
59 Acton Street, Worcester, MA 01604

e e

SAGITTA 253 (2016/03) 2 of 3
#530676860/M30676472
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
“"Department”) and BEDFORD NURSING & REHABILIATION SERVICES LLC (“the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions speciﬁed in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
- the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8 Grant Amount not to exceed: $1,940,800
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one {1} round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

BEDFORD NURSING & REHABILITATION SERVICES LLC

§8-2021-DPHS-11-LONGT-18-A01

Page 10f 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B,

Methods and Conditions of Payment by replacing it in its

entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-

23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

12/18/2020
Date

12/18/2020
Date

State of New Hampshire
Department of Health and Human Services

DosySigned by:
[ofo T Mo
NarAasoereacsaadl. Morris
Title: Director, Division of Public Health Srvcs.

BEDFORD NURSING & REHABILIATION SERVICES LLC

[ AF ey

‘Naﬁqeglsaﬂﬁﬁa:ﬁ1 TTer
Title: Administrator

BEDFORD NURSING & REHABILITATION SERVICES LLC

$8-2021-DPHS-11-LONGT-19-A01
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 66,800.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 668 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1, .
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returmed to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS .nh.qov. 08
Initia!J jﬂ)l,

DalelZ/lB/ 2020

Page 1 of 1
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J.l:z

N

I\H DIVISIONOF .
Public Health Services

whgfugtgsgs Lcparimneal of Health al [Tumas Serviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return jo: LTCFTesting@dhhs.nh.gov

1) Name of facilitv:

I ll

2} How many staff members does your facility have?

3) SrafT'iesting lab utilized:

[ |

4) Reimbursement type (please check all that apply):

D Surveillance

D Outbreak/Response

D County ratc greater than 5%
D County rate greater than 10%

3) How many residents does your facility have? (if outbreak/response is checked)

l |

6) Resident testing lab utilized (if different from stafT and outbreak/response is checked):

Month for reimbursement period: |Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested (if applicable) Amount
JH [ $100/Test
Week 2 Test Date Week 2 Secor\d Test Date | Total Staff Re.5|dent§ Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
‘ m m $100/Test
Week 3 Test Date Week 3 Secopd Test Date Total Staff Re‘s:dent's Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
i“ [ $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimmbursement
Week 4 Test Date {if applicable) Tested {if applicable} Rate Amount
$100/Test
Woeek 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable} {if applicable) Tested {if applicable) Amount
$100/Test
p—D5
Name Title Date

12/18/2020




DocuSign Envelope |D: 73E32CFD-0BEA-4036-932F-C774ABC6C035 QuickStart

Uonline/Home/@ Back to Home {fonline)

‘Business Information

Business Details

. BEDFORD NURSING & REHAB
N : i :
Business Name SERVICES, LLC Business ID: 710969

Domestic Limited Liability

Business Status: Good Standing
Company

Business Type:

Management Style: Manager Managed
Name in State of

Business Creation Date: 07/01/2014 - . Not Available
Formation:
D fF ion i
ate of Formation In o1 1014
Jurisdiction:
Principal Office Address: 480 Donald Street, Bedford, NH, Mailing Address: NONE
03110, USA

Citizenship / State of : i
itiz ip/ ?o Domestic/New Hampshire
Formation:

Last Annual 2020
Report Year:

Next Report Year: 2021
Duration: Perpetual

Business Email: john.turcotte@BNRCenter.com . Phone #: 603-622-4323
Notification Email: NONE Fiscal Yea;?: NONE

Principal Purpose

S.No NAICS Code NAICS Subcode

OTHER / Provide skilled care residential nursing
and rehabilitation services

Page 1 of 1, records 1to 1of 1

https:/fquickstan.sos.nh.gov/online/Businessinquire/Businessinformation 7business|D=534846



Dot_:gﬁigrlgpyelope ID: 73E32CFD-08EA-4036-932F-C774ABCECO35 QuickStart

Principals Information

Name/Title Business Address
John M Turcotte / Manager 480 Donald Street, Bedford, NH, 03110, USA

Page 1 of 1, records 1to 1 of 1

Registered Agent Information

Name: Turcotte, John M

Registered Office - 480 Donald Street, Bedford, NH, 03110, USA
Address:

Registered Mailing 480 Donald Street, Bedford, NH, 03110, USA
Address:

Trade Name Information

Business Name Business ID Business Status

BNRC Active
{/online/Businessinquire/TradeNamelnformation? 711053
businesslD=532693)

Bedford Nursing & Rehabilitation Center Active
{/online/Businessinquire/TradeNamelnformation? 711048
businessID=536958)

Trade Name Owned By

Name Title : Address

Trademark Information

Trademark Number Trademark Name Business Address Mailing Address

No records to view.

Filing History Address History View All Other Addresses Name History Shares

Businesses Linked to Registered Agent Return to Search Back

NH Department of State, 107 North Main St. Room 204, Concord, NH 03301 -- Contact Us
{fonline/Home/ContactUs)

Version 2.1 © 2014 PCC Technology Group, LLC, All Rights Reserved.

hitps./iquickstarl.sos.nh.gov/online/Businessinquire/Businessinformation 7businessiD=534846

212



CERTIFICATE OF AUTHORITY

|, Solw A, T coTTR , hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1.1am a duly elected Clerk/Secretary/Officer of _BeLbvE A iy o Belinl Gapv. et o
{Corporation/LLC Name) v

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on _Pg.eyvn Sur 272 20 2 ©, at which a quorum of the Directors/shareholders were present and voting.
{Date)

VOTED: That Jeif-rey A (las Q-fI C.w (sarc@m®C (may list more than one person)
{Name and Title of Contract Signatory)

is duly authorized on behalf of Se# /v u ¢ fy @ Rebabio enter into contracts or agreements with the State
{(Name of Corporglion/ LLC) $ awwiceS (L

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repeated and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporati h the extent that there are any
limits on the authority of any listed individual to bind the corporation in 5o > 5

all such limitations are expressly stated herein.

Dated: 272220

~

Rev. 03/24/20
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CERTIFICATE OF LIABILITY INSURANCE

DATE {(MADLVYYYY)
1000772020

THI3 CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE GERTIFICATE 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

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER,

IMPORTANT: If the certificato holder [s an ADDITIOCNAL INSURED, tho policy(los) must have ADDITIONAL INSURED provisions or ba endorsed.
If SUBROGATION IS WAIVED, subjoct to the terms and conditions of tho policy, certain poficios may require an ondorsomant. A statement on
this certlficato doss not confer rghts to tho certificato holder in liow of such endorsemant(s).

PRODUCER . : A ECT Teri Davis
CGI Business Insurance PHONE — ~ (BE6} 0414600 | ;. (806) 574-2443
H L=t L
§ Dartmouth Driva AboResg: TDavis@CGiBusinessinsurancs.com
INSURER{ S} AFFORDING COVERAGE NAIC &
Auburn NH 03032 INSURERA: CNA
INSURED tnsURER D ; National Casualty Company
Badford Nursing & Rehab Services LLC INSURER € ;
DBA: Bedford Nursing & Rehabilltation Center NSURER O :
480 Donald St INSURERE :
Bedford NH 03150 NSURERF :
COVERAGES CERTIFICATE NUMBER:  20-21 Masier 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 DESCRISED HEREIN IS SURJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REQUCED BY PAID CLAIMS.
LYR TYPE OF INBURANCE 60 [wyp POLICY NUMDER [MMDDVYYYY) MD%W) uwiTs
’ COMMERCIAL GENERAL LIABILITY EAGH OCCURRENCE s 1.000,000
cumsroe [ oceur PREMISES (ta gouire s 100,000
| MED EXP (Any oowpenonp | ¢ 10.000
A 802702490 10/01/2020 | 10RU2021 | pepsona, saovmuury | & 1,000,000
| GENL AGOREGATE LIMIT APPUES FER; GENERAL AGGREGATE 3 3,000,006
| poucy D & D Lo PRODUCTS - COMPIOPAGG | 3 1,000,000
OTHER: Empicyes Bensfits s 1,000,000
_:irouoetu. LIABILITY _%gi_i@mmm LT 1
ANY AUTO BODILY INJURY (Per porscrs) | 4
| OWNED SCHEDULED
|| oS oy s BOOILY INJURY (Par accidany | §
HIRED NON-CMNED [ PROPERTY DAMAGE I
|| AUTOS OnLY AUTOS ONLY | [Per pecident)
]
UMRELLA LiAB oCCUR EACH OCCURRENCE s 5:000,000
A | ] excessuap CLAIMS-NADE UMBBO727250 10/01/2020 | 10/01/2021 | rmpeemare s 5.000,000
oo | | merenTion s 3
WORKERS COMPENSATION PER [0
AND ENPLOYERS' LIABILITY I | STATUTE I | £R
ANY PROPRIETORPARTNER/EXECUTIVE 1 T
DF FICERMEMEER EXCLUDZOT D NiA £ EACHACCIORN 2
[Mandatory in KH) E.L. DNSEASE - EAEMPLOYEE | &
1] detcriba under
DESGRIPTION OF OPERATIONS bekow E.L DISEASE - POULCYLIAT | §
&0 Par Clatm 2,000,000
D&Q Uieblilty & EPL : :
B EKO3347828 10/10/2018 | 10/10/2020 | D&C Aggregate $3,000,000
' ’ EPL Aggregate $2,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 104, Additionad Ree arks Schadube, may be aftached If more space Is requined)

CERTIFICATE HOLDER

CANCELLATION

Visiting Nuise Association of Manchester & Southern NH
1070 Hoilt Ave, Sie 1400

Manchester NH ca109

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

ACORD 25 (2016/03})

© 1988-2015 ACORD CORPORATION. All rights roserved.

The ACORD name and logo are raglstered marks of ACORD
SE00928VPLLD-4ZE6-9C0F-VIB0-Q4D2ZEICL Q) 8d¥f@aul ubignsog
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Issue Date 1z2/01/2020

) Granite State Healthcare
R@w‘}) and Human Service Trust

This certificate is issued as a matter of information only
and confers no rights upon the certificate holder. This
certificate does not amend, extend or alter the coverage

afforded by the policies below.
PO Box 4197

Concord, NH 03302-4197

Certi_ﬁcate Of Insurance

CERTIFICATE HOLDER
State of NH _ Companies Affording Coverage
Department of Health and Human Services COMPANY
120 Pleasant Street A The Granite State Healthcare And Human
9 LETTER Services Self-Insured Group Trust
Concord, NH 03301-3857 COMPANY
LETTER - B  Midwest Employers Casualty Corp.

This policy is effective on 2/1/2020 12:00 AM, and will expire on 2/1/2021 12:00 AM. This policy will automatically be
renewed unless not:ﬁed by either party by October 1st of any fund year.

. COVERAG ES

This is to certify that the Workers’ Compensation and Employer’s Liability Insurance has been issued to the insured
named above for the policy period indicated, not withstanding 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 thé policies
- described herein is subject to all the terms, exclusions and conditions of such policies.

Type of . Policy Policy LIMITS
InsurancefCarrier Policy Number Effective Expiration

Waoarkers' Comgens.‘at.ion W/C Statutory Limits

& Employer's Liability E.L. Each Accident $1,000,000
The Granite State Healthcare HCHS20200000202 | 2/1/202012:00 AM 2/1f202112:00 AM . L
. E.L. Disease - Pol Limit |$1,000,000
And Human Services Self-
Insured Group Trust . E.L. Disease - Each Emp|s1,000,000
~ Excess Insurance Workers’ Compensation | Statutory
Midwest Employers Casualty Cory EWCoo09477 2/1/z020 12:00 AM | 2/1f2021 12:00 AM o

Employer's Liability $1,000,000

Description of Operations: B Excluded Officer

" Covering operations of the insured during the policy term. Per NH Law, additional insured  tohn Turcotte
and waiver of subrogation are not allowed on workers' comp. COls.

MEMBER N Gt g s ' . " . CANCELLATION . N . N “ NP
Bedford Nursmg& ‘Rehab Serwces LLC ‘ Should any of the above described policies be canceled *
480 Donald Street, ;.. v % & 7 . before the expiration date thereof, the issuing company \glll; ;
Bedford, NH 03110 ’ endeavor to mail 30 days written-notice to the certificate

§ 8 8% gw wN N 4n waA & s ». holder named to the left; but failure to mail such notice shall ;
lmpose no obllgatlon or liability of any. kmd upon the

\ LI R AT it * * 7 &, Pk G % \(’

: K X _'; “ : A 5 o Company, 1ts agents or represematlves N . . “ % g

v % g R N s i i 3, N ) s e R ot T . 2}

I > = ¥ I R 3 ES ~ a i\\
) : ‘ )
w4 e e % 12/01/2020 L

¥ o LI S B T s 7= &
Author:zcd Reprcscntat:vc Date i

i “ " D L A I T T T e s st R A S et A oy s oxh
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State of New Hampshire

Department of Health and Human Services

Amendment #1°

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
“Department") and BEL-AIR NURSING AND REHAB CENTER INC ("the Contractor"). <

WHEREAS, pursuant to an agreement {the "Contract”) approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upen the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisicns, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services: and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

Modify COVID-19 Grant Agreement, Section 1., General Provisions: |dentification., Subsection

1.8, to read:

‘ 1.8 Grant Amount not to exceed: $1,916,100
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine. testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>1(0% County Positivity Rate = The Contractor shall test 100% of staff
twice per.week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

BEL-AIR NURSING AND REHAB CENTER INC

$8-2021-DPHS-11-LONGT-20-A01

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-08, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions,

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:
12/23/2020 . l 0;2« . Wows
Date 3 : ADM, MO TS

Title: Director, Division of Public Health Srvcs.

BEL-AIR NURSING AND REHAB CENTER INC

DocuSigned by:
12/23/2020 [_Kol:wf U’MJ)'
Date . AR aERObart Lenox
Title; CEO

BEL-AIR NURSING AND REHAB CENTER INC
$5-2021-DPHS-11-LONGT-20-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 42,100.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 421 test during the duration of the contract. A 10% plus or minus in staff is
aliowable. ‘

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
' Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,

the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2.  |dentifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to inittate payment. :

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. s
Initials' KL

12 20
Date /23/20

Page 1 of 1
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/NH DIVISIONOF by
Public Health Services

Nt Depariment ol Heatth and Human Services

New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facility:

I ]

2) How many stafli members does your facility have?

3) Staff testing lab utilized:

4} Reimbursement type (please check all that apply}:

D Surveillance

D Outbreak/Response

El County rate greater than 5%
D County rate greater than 10%

3) How many residents does your facility have? (if outbreak/response is checked)

[ |

6) Resident testing lab ulilized (if different from staff and outbreak/response is checked):

l |

Month for reimbursement period: [Select Month |

Week 1 Test Date Woeek 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable} Tested {if applicable) ) Amount
m <” J $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Ti .
Week 2 Test Date {if applicable) . Tested {if applicable) Rate Amount
“ $100/Test
Week 3 Test Date Week 3 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
m m 5100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Weelk 4 Test Date {if applicable} Tested {if applicable) Rate Amount
m m $100/Test
Woeek 5 Test Date | Week 5 Second Test Date Total Stafi Residents Tested Rate Reimbursement
{if applicable) (if applicable) Tested {if applicable) Amount
m m m 5100/ Test
l—ns
Name ' Title Date

12/23/2020
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Business Information

Business Details

BEL-AIR NURSING AND REHAB

i N : i -
Business Name CENTER, INC. Business [D: 696435

Business Type: Domestic Profit Corporation Business Status: Good Standing

. ] N in State of .
Business Creation Date: 08/20/2013 ame In State of \ ot Available
Incorporation:

Date of Formation in

08/20/2013
Jurisdiction: /20/201

Principal Office Address: S60 Granite Lake Rd, Munsonville, Mailing Address: NONE
NH, 03457, USA
Citizenship / State of

. Domestic/New Hampshire
Incorporation:

Last Annual Report
Year:

Next Report Year: 2021

2020

Duration; Perpetual

Business Email: s.ellison@CLRM.com Phone #: 603-621-7100
Notification Email; NONE Fiscal Year End NONE
) ) Date:
Principal‘Purpose
S.Na  NAICS Code NAICS Subcode
1 OTHER / operate a residential care facility, including
nursing home services and rehabilitation services
Page 1l of 1, records 1 to 1 of 1
Principals Information
Name/Title Business Address
Robert W. Lenox / President 560 Granite Lake Road, Munsonville, NH, 03457, USA
Robert W, Lenox / Treasurer 560 Granite Lake Road, Munsonville, NH, 03457, USA
Robert W. Lenox / Secretary 560 Granite Lake Road, Munsonville, NH, 03457, USA
Robert W. Lenox / Director 560 Granite Lake Road, Munsonville, NH, 03457, USA

Page 1l of 1, records 1 to 4 of 4

a L e,

hitps://quickstart.sos.nh.govionline/Businessinquire/Businessinformation?businessiD=523318 : 1042212020



CERTIFICATE OF AUTHORITY

|, Bette J. Lenox, hereby certify that:
1. | am a duly elected CIerkISecrefarlefﬁcer of Bel-Air Nursing & Rehab Center.

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on December 19, 2020, at which a quorum of the Directars/shareholders were present and voting.

VOTED: That Robert W. Lenox is duly authorized on behalf of Bel-Air Nursing & Rehiab Center to enter.into
contracts or agreements with the State of New Hampshire and any of its agencies or departments and further is
authorized to execute any and all documents, agreements and other instruments, and any amendments, revisions,
or modifications thereto, which may in his/fher judgment be desirable or necessary 1o effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there ‘are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein. ' '

Dated: December 23, 2020 o ﬁdé NPV

"Signature of Elected Officer
Name: Bette J. Lenox
Title: Vice President

Rev. 03/24/20
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CERTIFICATE OF LIABILITY INSURANCE

DATE {MM/DD/YYYY)
10/21/2020

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

certificate holder in lieu of such endorsemaent(s).

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must 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

GONTACT :
PRODUCER HAME: Susan Gilman
THE ROWLEY AGENCY INC. TN Een; (603)224-2562 % o). (6031224-0012
45 Constitution Avenue s 89ilman@rowlayagency.com
P.0. Box 511 INSURER{$) AFFOROING COVERAGE NAIC #
Concozd NH 03302-0511 INSURER A: Submissiona ‘
INSURED INSURER B : American Cas Co of Reading PA 20427
Bel-Air Nursing and Rehab Center, Inc. MSURER C; Columbia Casualty
29 Center Street INSURER D ; Granite State HC & HS
INSURER E :
Goffstown NH 03045 INSURER F :
COVERAGES CERTIFICATE NUMBER:20-21 Cert 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 QR MAY PERTAIN, THE INSURANGE 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.
ADDI UBR
IE?RR TYPE OF INSURANCE INSD [ wWyp POLICY NUMBER {;%gﬁzl [:S}DI%},YEYxY"‘() LIMITS
A | X | cCOMMERCIAL GENERAL LIABILITY PLOGOT 6054909 2/1/2020 2/1/2021 | EACH OCCURRENCE s 1,000,000
CLAIMS-MADE E’ OCCUR Profesaional Liability EAM:"GE Jo RENFEE ) [ 100,000
$1,000,000 Each Claim Limit MED EXP {Any one parson} s 5,000
$3,000,000 Aggregate Limit PERSONAL & ADV INJURY [ 1,000,000
GEN'LAGGREGATE LIMIT APPLIES PER: Policy Aggregate Limit of GENERAL AGGREGATE 5 3,000,000
X | pouicy ggg{. LoC Insurance: $6,000,000 PRODUCTS - COMPIOPAGG | § Included
OTHER: s
B | AUTOMOBILE LiaBILITY §076054943 2/1/2020 | 27172021 c[anMaB:IGNHE:EsS} INGLE LIMIT 5 1,000,000
X | ANy auTO BODILY INJURY (Per person} { $
ALL OWNED SCHEDULED
ko s BODILY INJURY {Per accldent) | §
- NON-GWNED PROPERTY DAMAGE s
HIRED AUTOS AUTOS {Per pecident)
$
C | X | UMBRELLALIAB X | occur 6076054912 /172020 2/1/2021 | EACH OCCURRENCE s 1,000,000
EXCESS LIAB CLAIMS-MADE AGGREGATE 5 1,000,000
DED I X l RETENTION $ 10,000 - $ )
WORKERS COMPENSATION 2 20 2/1/202 2 % | PER DT
D |WORKERS COMPENSATION N HCHS20200000204 //2020 | z/172021 1288 e | [SF
ANY PROPRIETORIPARTNER/EXECUTIVE +{ 3A State: NH E.L. EACH ACCIDENT 3 1,000, 000
OFFICERMEMBER EXCLUDED? E N1A
{Mandatory in NH) EL. DISEASE - EAEMPLOYEE | § 1,000,000
If yas, describe under
DESCRIPTION OF DPERATIONS below E.L. DISEASE - POLICY LIMT | § 1,000,000

Attesting to liability coverages.

DESCRIFTION OF OPERATIONS / LOCATIONS / VEHICLES {ACORD 101, Additional Ramarks Schadule, may be attached if more space Is requirad}

CERTIFICATE HOLDER

CANCELLATION

FOR INFORMATIONAL PURPOSES ONLY

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOQOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHQRIZED REPRESENTATIVE

Susan Gilman/SJG

ACORD 25 (2014/01)
INS025 (201401}

© 1988-2014 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire ‘
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department") and COLONIAL POPLIN NURSING HOME INC (“the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: ldentification., Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $1,937,000
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity -
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of setection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1, The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to.a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
. laboratory is unable to bill an individual's insurance, the Department will
be the payer last resot. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such

requests contingent upon funding availability.

COLONIAL POPLIN NURSING HOME INC
58-2021-DPHS-11-LONGT-21-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein,

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14,2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:
12/18/2020 rQ?ﬁ D Wow

Date Narrfessosrbdciaadl. Morris
Title: Director, Division of Public Health Srvcs.

COLONIAL POPLIN NURSING HOME INC

DocuSigned by:

12/17/2020 Gina Gluives
Dale Nateig: 762ftaseQue i ros
Title: admn

COLONIAL POPLIN NURSING HOME INC
$5-2021-DPHS-11-LONGT-21-A01 Page 2 of 2
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New Hampshire Department of Health and Human Servicés
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 63,000.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded unt|I the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 630 test dunng the duration of the contract. A 10% plus or minus in staff is
allowable. ‘

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1° on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. lIdentifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2.  |dentifies and request reimbursement for the number of Outbreak tests performed
~in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LT CFtesting@DHHS.nh.qov. 0s
[«
Initial

12/1?/2020
Date -

Page 1 of 1
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m NH DIVISION OF
Public Health Services

Napdaggings Lcparimcul of Health and Humag Serviees

New Hampshire Long-Term Care Facility Sentinél
Surveillance Tracking and Reimbursement Form

Please {ill out form and return to; LTCFTesting@dhhs.nh.gov

1} Name of facilitv:

2} How many staff members does your facility have?

3) Stail testing lab utilized:

[ 1

4) Reimbursement type (pleasc check all that apply):

l:l Surveillance

I:l Qutbreak/Response

l:l County rate greater than 5%
D County rate greater than 10%

5) How many residents does your lacility have? (it outbreak/response is checked)

6) Resident testing lab wilized {if different from staff and outbreak/response s checked):

I |

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date (if applicable) Tested (if applicable) Rate Amount
m $100/Test )
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date (if applicable) Tested {if applicable) Rate Amount
' $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
W
eek 4 Test Date {if applicable) Tested {if applicable) Rate Amount
$100/Test
Week 5 Test Date | Week S Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable} Tested {if applicable) Amount
‘ m $100/Test
p—D05

Name ‘ Title Q@Date

|

12/17/2020
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State of New Hampshire
Department of State

CERTIFICATE

[, William M. Gardner, Secrctary of State of the State of New Hampshire, do hereby certify that COLONIAL POPLIN
NURSING HOME, INC. is a New Hampshirc Profit Corporation registered to transact business in New Hampshire on June 18,
1996. | further cenify that all fees and documents required by the Secretary of State’s office have been received and is in good

standing as far as this officc is concerned.

‘Business |D: 251778
Certificate Number: 0005030717

IN TESTIMONY WHEREOF,

I hereto set my hand and cause 1o be affixed
the Seal of the State of New Hampshire,
this 20th day of October A.D. 2020.

Do ok

William M. Gardner

Sccretary of State




CERTIFICATE OF AUTHORITY

[, Tefies, Plelbn. . hereby certify that:
(Name of {he elected Officer of the Corpaoration/LLC; cannot be contract signatory)

1. | am a duly elected Clerk/Secretary/Officer of _ Co fpuiz/ p%ég[m 4Ag.m‘“? lowse Zuc..
(Corporation/LLE Name)

2. The folldwing is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and

heldon _s2/z Yz2 , 20 2C, at which a quorum of the Directors/shareholders were present and voting.
" (Date)
VOTED: That _ G (Pdti'vp s ' {may list more than one person)

{Name and Title of Contract Signatory)

is duly authorized on behalf of &m%ﬁh_ﬁm"_&,@o enter into contracts or agreements with the State
. {(Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein.

Dated: (?ZZL‘ZZQ W/%///
. , Signatfife of Elected Officer
Name: Je & F’h-ﬁnb&

Title: e 0 Lo

Rev. 03/24/20
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| COLOPOP-01 LJUKIC
ACORD CERTIFICATE OF LIABILITY INSURANCE 02172020

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.

1f 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).

PRODUCER

Peog)le's United Insurance Agency, Inc.
1555 Lafayette Road

Portsmouth, NH 03801

CONTACT Anna Gallant, ACSR, CISR, CRIS

PaNes, Exy; (603) 427-7534 413
| E3Mk <. Anna.Gallant@peoples.com

[TAX wopB44) 254-7670

INSURER{S) AFFORDING COVERAGE NAIC ¥

nsurer A : Columbia Casualty Company 31127

INSURED insurer B : New Hampshire Employers Insurance 13083
Colonial Poplin Nursing Home, Inc. ‘| INSURER € ;
Poplin Way, Inc & Bittersweet Prop, LLC ” :
- 442 Main Street INSURERD.:
Fremont, NH 03044 INSURERE ;
INSURER F :

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS 1S TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIQD
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,

lisp TYPE OF INSURANCE o e FOLICY NUMBER e | A LIMITS
A | X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1,000,000
X ] cuamsamane [ ] occur 6049803248 7112020 | 7r1/2021 | DRMAGE TORENTED o Ls 100,000
|| MED EXP (Any one person)__| § 5,000
|| PERSONAL & ADV INJURY | § 1,000,000
| GEN1 AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 3,000,000
| X | poucy [ ] 58 toc PRODUCTS - COMPIOP AGG | §
QTHER; s
| AUTOMOBILE LIABILITY | GOMBIRED SINGLEUMT | ¢
|| anyauTo | BODILY INJURY (Per person) _| §
OWNED SCHEQULED
|| AUTOS ONLY AUTOS BODILY INJURY (Per accident)| §
GPERTY DAMAGE
| s oy ROHUNES .@yﬂﬂ? $
$
UMBRELLA LIAB ©CCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE s
pep | | ReTENTIONS $
RHE p PER TH
B RS SR ST, Yin 112212021 N
ANy PROPRIETORPARTNEREXECUTIVE wia|  [FCC80040003442015A 112212020 E L EACH ACCIOENT . 100,000
{Rindatoey in W) E.L. DISEASE - EA EMPLOYEE] § 100,000
i yes, describe under 500,000
DESCRIPTION OF OPERATIONS beiow E.L DISEASE - POLICY LIMIT | § d
A |Professional Liab 6049803248 7172020 | 7/1/2021 ($1,000,000 EA Claim 3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS { VEHICLES {ACORD 101, Additlonal Remarks Scheduls, may be aitached if more space Is required)

CERTIFICATE HOLDER

CANCELLATION

New Hampshire Department of Health and Human Services
129 Pieasant St
Concord, NH 03301

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREQF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

“The ACORD name and logo are registerad marks of ACORD
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and COUNTY OF BELKNAP ("the Contractor").

WHEREAS, pursuant to an'agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certaln services based
upon the terms and conditions specified in the Contract as amended: and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
- Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

Modify COVID-19 Grant Agreement Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8 Grant Amount not to exceed: $1,976,800
Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read: _

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

'1.6.1. The Contractor shall eon.duct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximurmn of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

COUNTY OF BELKNAP
55-2021-DPHS-11-LONGT-02-A01

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Quthreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 of 2
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2. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reférence herein.

3. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect.- This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor’s approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-

.05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020 21, 2020-
23, and any subsequent extensions,

IN WITNESS WHEREQF, the parties have set their hands as of the date written below,

State of New Harhpshire
Department of Health and Human Services

Slgnod by:
1/14/2021 _ W Wowis
Date - @&a&sm» Morris

Title: Director, Division of Public Health Srvcs.

COUNTY OF BELKNAP

DocuSigned by:
1/14/2021 Pebra Shackdl
Date - A SHacketTT

Title: County administrator

COUNTY OF BELKNAP
5$5-2021-DPHS-11-LONGT-02-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Deparfment of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $102,400.00__, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period spéciﬁed in Section 3,
and will not exceed _1024 test during the duration of the contract. A 10% plus or minus in
“staff is allowable. '

Cost Per Test - $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2 Funding for mcreased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility

Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the

following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

43.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtestina@DHHS.nh.qov. oS

Initials|

Date 2/ 14/ 1/14/2021

Page 1 of 1
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m NH DIV ISION OF
Public Health Services

Mgty Dopariment of Health and Huma Sersiess

New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please fill out form and return to; LTCFTesting@dhhs.nh.gov

1) Name of facility;

- )

2) How many staff members does your facility have?

3} Stafftesting lab ulilized:

4) Reimbursement type {please check all that apply):

I:] Surveillance

|:| Qutbreak/Response

D County rate greater than 5%
. D County rate greater than 10%

5) How many residents does your fucility have? (il outbreak/response is checked)

I |

6) Restdent testing lab utilized {if different from staff snd outbreak/response is checked):

l ]

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
l I'L $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date . . . . Rate
’ (if applicable) . Tested {if applicable) Amount
H ) $100/Test
Week 3 Test Date Week 3 Secon.'ld Test Date Total Staff Re-sndentls Tested Rate Reimbursement
(if applicable) Tested (if applicable) Amount
” m J $100/Test
Week 4 Second Test Date Total Staff Residents Tested . Reimbursement
Week 4 Test Date {if applicable) Tested {if applicable) Rate Amount
<m W 5100/ Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) (if applicable) Tested {if applicable) Amount
jm $100/Test
}—Ds
Name Title S Date

1/14/2021
—
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CERTIFICATE OF AUTHORITY

I, David DeVoy, hereby certify that; ‘
{Name of the elected Officer of the Corporation/LLC; cannot be contract signalory)

1. 1 am 2 duly elected CIerleecrelarlefflcer of Belknap County.
(Corporation/LLC Mame)

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on December 03, 2020, at which a quorum of the Directors/shareholders were present and voting.
{Date)

VOTED: Tha! Debra Shackett (may list more than one person)
{Name and Title of Contracl Signatory})

is duly autherized on behalf of Belknap County to enter into a contract or agreement with the State
: {(Name of Carporation/ LLC)

of New Hampshue DHHS and further is authorized 1o execute any and all documents, agreements and other
instriments, and any amendments, revisions, or modifications thereto, which may in hlslher judgment be desirable
or necessary to effect the purpose of this vote.

3. i hereby certify that said vote has nol been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is altached. This authority remains valid for
thirty (30} days from the dale of this Certificate of Authority. | further certify that it is understood that the Stale of
New Hampshire will rely on this certificale as evidence that the person(s) listed above currently occupy the
position({s} indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authorily of any listed individua) to bind the corparation in contracts with the State of New Hampshire,
. all such limitations are expressly stated herein.

Dated:_12/16/2020

Signature of Elected Offic
Name: David DeVoy
Title: Commissioner, Chairman

Rev. 03/24/20
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Primex* | |

NH Public Risk Monogemen: Exchange CERTIFICATE OF COVERAGE

The New Hampshire Public Risk Management Exchange (Primex?) is organized under the New Hampshire Revised Staltutes Annotated, Chapter 5-B,
Pooled Risk Management Programs. In accordance with those slatutes, its Trust Agreement and bylaws, Primex?® is authorized {o provide pooied risk
management programs established for the benefit of political subdivisions in the State of New Hampshire, '

Each member of Primex” is entitted to the categories of coverage set forth below. In addition, Primex® may extend the same coverage to non-members.
However, any coverage extended to a non-member is subject to all of the terms, condilions, exclusions, amendments, rules, policies and procedures
that are applicable to the members of Primex?, including but not limited to the final and binding resalution of all daims and coverage disputes before the
Primex® Board of Trustees, The Additional Covered Party's per occurrence limit shall be deemed included in the Member's per occurrence limit, and
therefore shall reduce the Member's limit of liability as set forth by the Coverage Documenis and Declarations. The limit shown may have been reduced
by claims paid on behail of the member. General Liability coverage is limited to Coverage A (Personal Injury Liability) and Coverage B (Property
Damage Liability} only, Coverage's C {Public Officials Errors and Omissions), D (Unfair Employment Practices), E (Employee Benefit Liability) and F
(Educator's Legal Liability Claims-Made Coverage) are exctuded from this provision of coverage. ’

The below named entity is a member in good standing of the New Hampshire Public Risk Management Exchange. The coverage provided may,
however, be revised at any time by the actions of Primex®. As of the date this certificate is issued, the information set out below accurately reflects the
categories of coverage established for the current coverage yeer,

This Certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does not amend, extend, or
aller the coverage afforded by the coverage categories listed balow.

Participating Member: Member Number: Company Affording Coverages:
Belknap County 607 NH Public Risk Management Exchange - Primex®
34 County Drive Bow Brook Place
Laconia, NH 03246 ; 46 Dongvan Street
. Concord, NH 03301-2624 -
Type of Coverage fnf:’rf,:;;" D"'J’ ﬁ;’m’;”f °’;° Limits - NH Statutory Limits May Apply, If Not:
X__ i General Liability (Occurrence Form) 17112020 1112021 Each Occurrence $ 5,000,000
Professicnal Liability {describe) General Aggregate $ 5,000,000
0 Claims D Occurrence 1/1/2021 1/1/2022 Fire Damage (Any one
Made fire)
Med Exp (Any one person)
X I Automobiie Liability 17172020 111/2021
Deductible  Comp and Coll: $1,000 Combined Single Limit $ 5,000,000
P s 1/1/2021 17112022 {Each Accident)
Any auto Aggregate $ 5.000.000
X | Workers’ Compensation & Employers’ Liability 1/1/2020 17112021 X | statutory $ 2,000,000
111/2021 1112022 Each Accident $ 2,000,000
Disease ~ Each Employee
Disease — Policy Limit
X | Property {Special Risk includes Fire and Theft} 11112020 1/1/2021 Blanket Limit, Replacement
Cost (unless otherwise statad)
11142021 11112022 Deductible: $1,000
Description: Proof of Primex Member coverage only.
CERTIFICATE HOLDER: I I Additional Covared Party I I Loss Payee Primex’ = NH Public Risk Management Exchange
By: Hary Stk Docreell
State of New Hampshire Date:  12/16/2020 mpurcell@nhprimex.org
Department of Health and Human Services Pleasa direct inquires to;
129 Pleasant Street Primex® Claims/Coverage Services
603-225-2841 phone
Conoord, NH 03301 603-228-3833 fax




This Amendment to the Hospital-based Long Term Care Facility COVID-19.Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or

State of New Hampshire

Department of Health and Human Services

Amendment #1

"Department"} and COUNTY OF CARROLL ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform cenain services based

upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
- Standard Contract Provisions, Paragraph 1.2, the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these serviceS' and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contamed
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-18 Grant Agreement, Section 1., General Provisions: identification., Subsection.

1.8, to read:

1.8 Grant Amount not to exceed: $2,007,700
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre- ‘testing. testing and post-testing functions set forth
abave in accordance with routine testing guidance as defined in QSO-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contracter shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the. Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a:contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laberatory if increased volume is accepted at a reference laboratory.

1.6.2.1.

COUNTY OF CARROLL
$5-2021.DPHS-11-LONGT-33-A01

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Departiment will approve such
requésts contingent upon funding availability.

75
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replading it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020- 18, 2020-20, 2020 21, 2020-

_ 23, and any subsequent extensions. ‘

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Hurman Services

01/14/2021 | O(\{L@«Q.w

Date Name: Lisa Morris
Title:  Director

COUNTY OF CARROLL

///:f’/be;/

Date

COUNTY OF CARROLL
$5-2021-DPHS-11-LONGT-33-A01 Page 2 of 2



New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration. .

2. The Department shall pay the Grantee a total amount of $133,300.00, for the number of test
listed in Section 4. .

3. The Grantee shall contract with a Clinical Laboratory improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
- and will not exceed 1,333 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Qutbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shail submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

43.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month. ’

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate paymient.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emaited to

LTCFtestina@DHHS.nh.gov.
|nitsal%

: Date /. 7204/
Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please i)l eat form and rewum to: LTCFTesting@dhhs.nh.gov

1)} Name of facility:

[

2} How many statf members does vour facility have?

|
_'
3} Suaff testing Jub ulilized: :

L _

4) Reimbursement type (please check all that apphy:

D Surveillance

D Outbreak/Response
D County rme greater than 5%

D County rate greater thun 10%

3) How many residents does your facility have? {if outbreak/response is checked)

[

6) Resident testing fab wtilized {if different from stalf and owlbreak/response is checked):

Month for reimbursement period: |Select Month

Reimbursement

Week 1 Test Date Week 1 Second Test Date | Total Staff | Residents Tested Rate
(if applicable) Tested {if applicable) Amount
$100/Test
Week 2 Test Date Week 2 Secorad Test Date Total Staff Re'mdent's Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
$100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
j R
Week 3 Test Date (if applicable) Tested {if applicable) ate Amount
S100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date (if applicable) Tested (if applicable) Rare Amaount
$100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) (if applicable) Tested (if applicable) Amount
$100/Test
Name Title Date

lnm%

Date

/4 géfz /




CERTIFICATE OF AUTHORITY

I/ , hereby certify that:
" {Name of the electéd Officer of the Corporation/LLC; cannot be contract signatory)

1.1 am a duly elected Clerk/Secretary/Officer of Carroll County

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on January 13, 2021, at which a quorum of the Directors/shareholders were present and voting.

VOTED: That Howard Chandler, Administrator or Paula Coates, Director of Finance (may list more than one
person) is duly authorized on behalf of Carroll County to enter into contracts or agreements with the State of New
Hampshire and any of its agencies or depariments and further is authorized to execute any and all documents, .
agreements and other instruments, and any amendments, revisions, or modlﬂcatlons thereto, which may in hisfher
judgment be desirable-or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein.

Dated: Qéz +3 g;{a;\ J W M
/ : Slgnature of Efected Ofﬁcer

Name: 7 Zo/eeo. e & AR
Title: Ot mre Bo sl o” ijms‘rfonasg

Conpisione. . [/— f—
rj o5ty M%/
Oommwﬁner 4

Mat-thew Plache

Rev. 03/24/20
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NH Public Risk Managemant Exchange

The New Hampshire Public Risk Management Exchange (Primex
Pooled Risk Management Programs. In accordance with those st

CERTIFICATE OF COVERAGE

management programs established for the benefit of poliicat subdivisions in the State of New Hampshire.

%) is organized under the New Hampshire Revised Statutes Annotated, Chapter 5-B,
atutes, lts Trust Agreement and bylaws. Primex® is authorized to provide pooled risk

Each member of Primex? is entilled to the categories of coverage set torth below. In addition, Primex® may extand the same coverage lo non-members,

Howaver, any coverage exiended to a non-member is subject to all of the 1erms, conditions, exclus
that are applicable to the members of Primex?, including but not limited to the final and biriding resolution of all claims and coverage disputes before the

Primex® Board of Truslees. The

by claims paid on behalf of tha member. General Liability coverage is limiled
Damage Liabllity) only, Coverage's C (Public Officials Errors and Omissions

ions. amendments, rules, policies and procedures

Additional Covered Party’s par occurrence limit shall be deemed included in the Member's per occurrence limit, and
therefora shall reduce the Member's limit of liabifity as set forth by the Coverage Documents and Declarations, The limit shown may have been reduced

io Coverage A (Personal Injury Liability) and Coverage B (Property
). D (Unfair Employment Practices), E (Employee Benefit Liability) and F

{Educator's Legal Liability Claims-Made Coverage) are excludad from this provision of coverage.

-The below named entity is a member in good sianding of the New Hampshire Public Risk ‘Management Exchange. The coverage provided may,
however, be revised at any time by the actions of Primex®. As of the date this cerlificate is i

categories of coverage eslablished for the current covarage year,

This Certificals is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does nol amehd. extend, or

aiter the coverage afforded by the coverage categories listed balow.

Farticipating Mamber:

Carrall County
95 Water Village Road
Ossipee, NH 03864

600

Member Number:

Company Afforging Coverage:

Bow Brook Place -
46 Donovan Street
Concord, NH 03301-2624

ssued, the information set out below accurately raflects the

NH Public Risk Management Exchange - Primex®

Depariment of Health and Human Services
129 Pieasant Street
Concord, NH 03301

Lk oo TerGheene T lE ISR [ Bt et T Lk N Sidutory Lirike May Applyo 1 NGT:
X__| General Liability {Occurrence Form) 11112020 1112021 Each Occurrence $ 5.000.000
Professional Liability (describe) General Aggregate $ 5,000,000
I:l Claims D -Occurrence 1112021 11172022 Fire Damage (Any one
Made ceu fire}
Mad Exp (Any one person)
X__| Automobile Liability 11112020 11172021
Deductitle  Comp and Coll: $1,000 Combined Single Limit $ 5,000.000
P s 14112021 1112022 | Esen acooeny
Any auto Aggregete $ 5.000.000
X | Workers’ Compensation & Employers’ Liability | 1/1/2020 11172024 x__| Statutory $ 2.000.000
112021 11112022 Each Accident $ 2,000,000
' Disease - Each Employee
Disease - Paiicy Limh
X I Property (Special Risk includes Fire and Thaett) 1/1/2020 14112024 Blanket Lim#, Repiacement
Cost {unless otherwise stated)
11172023 V172022 Deductible: $1,000
Description: Proof of Primex Member coverage only.
CERTIFICATE HOLDER: I | Additional Coveorod Party I [ Loss Payee | Primex? = NH Public Risk Mapagement Exchange
By: Wazy Eetf Pusectt
State of New Hampshire Date: _ 12/8/2020 mpurcell@nhprimex.org

Please direct inquires to:
Primex’ Claims/Coverage Sorvices
603-225-2841 phone
603-228-3831 fax
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State“ or
"Department”) and COUNTY OF CHESHIRE ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive. Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph'- 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and .

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8 Grant Amount not to exceed: $2,079,600
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routing testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

. COUNTRY OF CHESHIRE
5S5-2021-DPHS-11-LONGT-07-A01

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive QOrders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:
12/18/2020 , g%e Y/
Date Nam 3 L-MOFFTS

Title: Director, Division of Public Health Srvcs.

COUNTRY OF CHESHIRE

DocuSignaed by:
12/18/2020 ! éaf{,ggw {q'w”,
Date . ET LN ~Kindopp

Title: Administrator

COUNTRY OF CHESHIRE
$8-2021-DPHS-11-LONGT-07-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditidns of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $205,200.00, for the number of test
listed in Section 4. _

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
- and will not exceed 2052 test during the duration of the contract. A 10% plus or minus in staff is
allowable. |

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1" on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shalt: - -

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

43.2. |dentifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment. '

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LT CFtesting@DHHS.nh.qov. DS
Initialsl "1{1

Date 12/18/2020

Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form’
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facility:

2) How many staff members does your facility have?

3) Staff testing tab utilized:

4} Reimbursement type {please cheek all that apply):

D Surveillance

D Outbreak/Response

] D County rate greater than 5%
D County rate greater than 10%

3) How many residents does your facility have? (if outbreak/response is checked)

6) Resident testing lab utilized {if differcnt from siaif and outbreak/response is checked):

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable} Tested {if applicable) Amount
$100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amaunt
“ $100/Test
Week 3 Test Date Week 3 Secolnd Test Date Total Staff Re'sment.s Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
J ” 5100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable) Tested {if applicable) Rate Amount
$100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) (if applicable) Tested {if applicable) Amount
” $100/Test

L L —os
ame Title Date
bk
) O

12/18/2020
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CERTIFICATE OF AUTHORITY

I, Robert Englund » hereby certify that:
{Narne of the slected Ofticer of the Corporation/LLC; cannot be contract signatory)

1. 1 am & duly elected Clerk/Secretary/Officer of Cheshire County Board of Commissioners,
{Corporation/LLC Name)

2. The following Is a true copy of a vote taken at a meeting of the Board of Directors/sharehoiders, duly called and
held on Decembar 30, 2020, at which a quorum of the Diractors/sharsholders were present and voting.
. (Data’

VOTED: That Kathryn Kindapp, Chashire County Maplewcad Nursing Home Adminlstrator
{Name and Title of Contract Slgnatory) .

is duly authorized on behaf of Chashire County to enter Into contracts or agresments with the State
(Name of Corporation/ LLC}

of New Hampshire and any of its agencies or departments and further Is authorized to execute any and ali
documents, agreements and other Instruments, and any amendments, revisions, or modifications thereto, which
may In his/er judgment be desirable or necessary to effact the purpase of this vote.

3. | hareby cerliy that sald vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendmant to which this certificate Is attached. This authorily remains valid for
thirty (30) days from the date of this Certificate of Authority. ! further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) Indicated and that they have full authority to bind the corporation. Ta the extent that there are any
limits on the authority of any listed individua! to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herain.

Dated:_12/30/20_ : ?"’6‘1— CEA(Z‘-L-/

Signature of Elacted Officel’
Name: Robert Englund
Title: Clerk of the Board of Commissloners

Rav. 03/24/20
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NH Publlc Risk Manogemant Exchange CERTIFICATE OF COVERAGE

The Now Hampshiro Public Risk Management Exchange (Primex?®) Is organized under lhe New Hampshire Revised Stalules Annotated, Chapler 5-8,
Pooled Risk Managoment Programs, In accordance with those statutes, Its Trust Agreamant and bylawa, Primox? Is autharized to provide poolad risk
managenient programs establishad for the benelt of polilical subdivislons In the Stale of New Hampshira.

Each member of Primex® Is onlilled to the categories of coveraga set forth below. In addltion, Primex® may extend tha same caverage lo nan-members.
However, any coverage extended lo a non-mamber |s subjeol to all of the tarms, condllions. exclusiens, amandments, rules, policies and procedures
thal arg applicable to the members of Primax?, fncluding but not limited to the final and binding resolutlon of all clalms and coverage dispules before the
Primex® Board of Trustees. The Additlonal Covered Party's per occurrence llmi shall be deemed Included In he Member's per occurrence Hmit, and
iherefore shall reduce the Mamber's imit of llabliity as set forth by the Coverage Documants and Declerations. Ths limit shown may hava been reduced
by claims pakd on behalf of tho membor. General Llabllily coverage i limited to Coveraga A (Personal Injury Liabllity} and Covarage B (Property
Damags Llability) only, Covarage's C (Pubilc Officlals Errors and Omisslons), D (Unfair Employment Praclices), E (Employee Benaefll Liabllity) and F
(Educator's Legal Llability Claims-Made Caverage) are excluded from thls provision of coverage.

The below namad entlty Is a nember in good standing of the New Hampshire Public Risk Management Exchange. The coverage provided may,
howavaer, be revised at any {ime by the actions of Primex®. As of tha dato Lhis cortificate is Issued, the information set out balow accurataly reflocts the
categories of coverage established for the cumant covarage year,

This Certificate Is Issued as 8 malter of information only end confers no rights upon the certificate holder. This cerlificate doas not amend, extend, or
aiter the coverage afforded by the covarage calegories lisled below.

Parficipating Mamber, Moamber Number; Company Alfording Coverage:
Cheshire County 601 NH Public Risk Managemeni Exchangs - Primex?
12 Court Street : Bow Brook Place
1st Floor - Room 171 ' 46 Donovan Streot
Keene, NH 03431 : Concord, NH 03301-2624
-_H@_-M:'-w_i- e S— —-— :;_H s T T e — — 1%\*"?_«_{.
R e e R o e O B
X _| Genaral Liabllity {Oceurronce Form) 111/2020 11142021 Each Occurrence $ 5,000,000
Professlonal Liabltity {describo)} Gonoral Aggregalo $ 5,000,000
Clai Fire D An
D M:drgs D Occumenceo ) ﬁr;e) amage (Any one

Med Exp (Any one parson)

| Automobile Liability

Daductible  Comp and Colt: . ggcr:medgm ?Ingle Limit
Any auto Aggregate
X Workers’ Compansation & Employers’ Liability 11112020 11172021 X | Stolutory $2,000,000
Each Accidant | s2.000,000

Diseass — Each Employse

Dlseasea — Polcy Limk

Property (Speclal Risk includas Flre and Thoft) Blanket Limil, Replacernent

Cost (unless otherwisa slatad)

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: l ] Addlitional Covered Party I ] Loss Payee Primex® — NH Public Risk Management Exchange

By: Wary Beck Porecl!

Stale of New Hampshire Date:  10/21/2020 mpurceli@nhprimex.org
Deparimeni of Heallh and Human Services . Ploasa diroct inqulres Lo:

129 Pleasant Street ] Primox*® Clalms/Coverage Services
Concord, NH 03301 603-225-2841 phona

803-228-3823 fax
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
“Department”) and COUNTY OF COOS ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth-herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read;

1.8  Grant Amount not to exceed: $2,012,200.00
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor opérates:

16.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week,

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

COUNTY OF COOS
$8-2021-DPHS-11-LONGT-03-A01

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of residents to
LTCFlesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 0of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

. Signhed by:
12/23/2020 _ Q;?A.W Mo,

M. MOTFTS

Date ‘ Name™.
Title: Director, Division of Public Health Srvcs.

COUNTY OF COOS

DocuSigned by:
12/23/2020 we M. Pude
Date AMRS EyFeH. Beede

4 Title:  NHA

COUNTY OF COOS
55-2021-DPHS-11-LONGT-03-Al1 Page 2 of 2



DocuSign Envelope 1D: 4DBE294A-3E39-412A-A667-B486C4AZ0ATO

New Hampshire Depaﬁment of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $137,800.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,378 test during the duration of the contract. A 10% plus or minus in staff is
aIIowabIe

- Cost Per Test _ $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in'their combined facilities.

4.2. Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and QOutbreak Testing is a shared price Ilmltat|on of
$1,874,400 across all vendors statemde ‘

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reambursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Depanment in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS .nh.gov. os
lnitiaIJ (/5
D

12/23/2020

Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1} Name of facilitv:

L |

2) How many staff members docs your facility have? .
3) Staff testing Jab utilized:

4) Reimbursement type {please check all that apply);

|:| Surveillance

D Qutbreak/Response

D County rate greater than 5%
D. County rate greater than 10%

3) How many residents does your facility have? (if outbreak/response is checked)

I ' ]

6} Resident testing lab utilized (if different from staff and owtbreak/response is checked):

l |

Month for reimbursement period: [Select Month |

Reimbursement

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate
(if applicable) Tested {if applicable) Amount
m m $100/Test
Week 2 Test Date Week 2 Seco.nd Test Date Total Staff Re-sndent.s. Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
’ m m $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
T
Week 3 Test Date {if applicable) Tested {if applicable) Rate Amount
m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date (if applicable) Tested {if applicable) Rate Amount
” 5100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
5100/Test
l— DS
Name Title Date

12/23/2020




Cods County Commissioners’ Office

0. Box 10

West Stewartstawn, NI 03597
603-246-31321

fax: 603-246-8117

CERTIFICATE OF AUTHORITY

|. Rick Samson, Clerk of New Hampghire Co&s County Board of Commissioners. hereby certify that:
(Name of the efecied Qtlicer of the Corparation/LLE, eannot by contracs sigoatory)

1. lam a duly elected Clerk/Secretary/Officer of Cofs Counly, New Hampshire, Board of Commissioners.

(Corporation/LLC Mame)

2. The following is a true copy of avote taken al a meeling of the Board of Directors/shareholders, duly
called and held on Qclober 13, 2020, at which a quorum of the Directors/sharaholders were present and
voling. .

{Data)

VOTED: That Lynn M, Beede, MSN, RN Nursing Home Adminisimtor (may list mare than one person)
{Mamo and THie of Coniract Signatory)

is duly authorized on behalf of Cobs County, Nursing Home to enler inta contracts or agreements with
the State

(Name of Corparation/ LLC)

of New Hampshire and any of its agencies or depariments and further is autharized to exacute any and
all documents, agréements and other ‘instruments. and any amendments, revislons, or modifications
therelo, which may in his/her judgment be desirable or necessary 1o elfecl the purpose of this vote,

3. I'hereby cenify that sald vole has not been amended or repealed and remains in {ull force and effect
as of the dale of the contract/contract amendmenl (o which this cedificate is attached. This authority
remagins valid for thirty (30) days from the dale of this Cedificate of Authority. | further centily that it is’
understood that the State of Néw Hampshire will rely on Lhis cerificale as evidenca that the parson(s)
listed above cumently occupy the position{s) indlcated and that they have full authorily to bind the
corparation. To the exlent that there are any timits on 1he authority of any listed individual to bind 1he
corporation in conlracts with the State .of New Hampshire, all such limilalions .are exprassly slated

hearein, .
Bitard Samion

Dated: Dec 29, 2020 Richard Samsun {Dec 29, 2020 10:35 EST)
Signature of Elected Officer
Name: )
Title:

COMMISSIONERS

Rev. 03/34IP04AS M. BRADY, JcfTerson = PAUL R. GRENIER, Berlin & RICK SAMSON, Stewaristown
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rimex

NH Public Risk Mancgemnent Exchange c ERT'F lCATE 0 F COVERAG E

The New Hampshire Public Risk Management Exchange (Primex?) is organized under the New Hampshire Revised Statutes Annotated, Chapter 5-B,
Pooled Risk Management Programs. In accordance with those statutes, its Trust Agreemant and bylaws, Primex® is authorized to provide pooled risk
management programs established for the benefit of political subdivisions in the State of New Hampshire,

Each member of Primex’ is entitled to the categories of coverage set forth below. In addition, Primex® may extend the same coverage 10 non-members.
However, any coverage extended 1o a non-member is subject to all of the terms, conditions, exclusions, amendments, rules, policies and procedures
that are applicable to the members of Primex?, including but not limited to the final and binding resolution of all claims and coverage disputes before the
Primex® Board of Trustees, The Additional Covered Party’s per occurrence limit shall be deemed included in the Member's per occurrence limit, and
therefore shall reduce the Member's limit of liability as set forth by the Coverage Documents and Declarations. The limit shown may have been reduced
by claims paid on behalf of the member. General Liability coverage is limited to Coverage A (Personal Injury Liability) and Coverage B (Property
Damage Liability) only, Coverage's C (Public Officials Errors and Omissions), D (Unfair Employment Practices). E (Employee Benefit Liability) and F
(Educator's Legal Liability Claims-Made Coverage) are excluded from this provision of coverage. .

The below named entity is a member in good standing of the New Hampshire Public Risk Managemant Exchange. The coverage provided may,
however, be revised at any time by the actions of Primex®, As of the date this cerlificate is issued. the information set out below accurately reflacts the
categories of coverage established for the current coverage year.

This Certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does not amend, extend, or
alter the coverage afforded by the coverage categories listed below. ‘

Participating Member: Mamber Number: Company AHording Coverags:
Coos County 602 NH Public Risk Management Exchange - Primex?’
PO Box 10 Bow Brook Place
West Stewartstown, NH 03597 46 Donovan Street
. Concord, NH 03301-2624
" Typeof Caverage =, o "'f:,"::,g;‘ D"‘; : "—’{’;f:;ﬁ;%%" Limits - NH Statutory Limits May Apply, If Not;
X General Liabillty (Occurrance Form}) 7/1/2020 71112021 Each Oc¢currence $ 5,000,000
X Professional Liability {(describe) General Aggregate $ 5,000,000
Claims Fire Damage {Any one
D Made D Occurrence fire)
Med Exp (Any one person)
| X_| Automobile Liability 71112020 7112021 . -
Deductible  Comp and Coll: $1,000 Combined Single Limit $5,000,000
(Each Accident)
Any auto Aggregate $5,000,000
X | Workers' Compensation & Employers’ Liability 1/1/2020 11112021 X | Statutory
Each Accident $2,000,000
Disease — Each Employes $2,000,000
Disease — Policy Uimit
X | Property (Special Risk includes Fire and Theft) 71112020 7/1/2021 Blanket Limit, Replacement
: Cost (unless otherwise stated) Deductible:
$1,000
Description: Proof of Primex Member coverage only.
CERTIFICATEHOLDER: | | Additional Covered Party | | Loss Payes Primex® — NH Public Risk Management Exchange
By: Wary Betk Pereelt
Coos County . Date:  11/4/2020 mpurceli@nhprimex.org
PO Box 10 Please direct inquires to:
Woest Stewartstown, NH 03597 Primex® Claims/Coverage Services
‘ 603-225-2841 phone
603-223-3833 fax
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department”) and COUNTY OF COQS ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended: and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of the'se services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., _General Provisions: Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $2,012,200.00
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week,

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

COUNTY OF COO0S
$5-2021-DPHS-11-LONGT-04-A01

If OQutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 10f 2 -
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
- itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
" Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant. Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor’'s approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire ‘
Department of Health and Human Services

Signed by:
12/18/2020 Q,;ﬁ W Wom

MUI[IS

Date Name:
Title: Ubirector, Division of Public Health Srvcs,

COUNTY OF CO0OS

DecuSigned by:
12/18/2020 || Lawra M{ls -
Date ‘ ame: BT

Title: WNursing Home Administrator

COUNTY OF COOS
$5-2021-DPHS-11-LONGT-04-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $137,800.00, for the number of test
listed in Section 4. _
3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
~ services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020. '

4. The Grantee shall bill for COVID-19 tests performed, during the period 'specified in Section 3,
and will not exceed 1,378 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
~ Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month,

4.3.2.  Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. ‘In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. 08
Inilialsl UDL

Datel2/18/2020

Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1} Name of facilitv:

l |

2) How many stalf members does your facility have?

3) Staff testing lab utilized;

l |

4) Reimbursement type (please check all that apply):

D Surveillance

D Qutbreak/Response

D County rate greater than 5%
D County rate greater than 10%

3} How many residents does your facitity have? (if outbreak/response is cheeked)

6} Resident testing tab utilized {if different from staff and outbreak/response is checked):

Month for reimbursement period: |Select Month |

Week 1 Test Date Rate

Week 1 Second Test Date Total Staff Residents Tested Reimbursement
(if applicable) Tested {if applicable} Amount

$100/Test

Week 2 Second Test Date Total Staff

Week 2 Test Date {if applicable) Tested

" Rate

Residents Tested Reimbursement
{if applicable) Amount

$100/Test

Week 3 Second Test Date Total Staff

Week 3 Test Date {if applicable) Tested

Rate

Residents Tested Reimbursement
{if applicable) Amount

W
M
|
N

Week 4 Test Date Week 4 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) (if applicable) Tested {if applicable) Amount
m $100/Test
p—DS
Name Title Date

12/18/2020
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NH Public Risk Manogement Exchange CERTIFICATE OF COVERAGE

The New Hampshire Public Risk Managemant Exchange (Primex?) is organized under the New Hampshire Revised Statutes Annotated, Chapter 5-8,
Pooled Risk Management Programs. In accordance with those statutes, its Trust Agreement and bylaws, Primex® is authorized to provide pooled risk
management programs established for the benefit of political subdivisions in the State of New Hampshire.

Each member of Primex is entitled to the categories of coverage set forth below. In addition, Primex® may extend the same coverage {o non-members.
However, any coverage extended to a non-member is subject to all of the terms, conditions, exclusions, amendments, rules, policies and procedures
that are applicable to the members of Primex®, including but not limited to the final and binding resolution of all ciaims and coverage disputes before the
Primex® Board of Trustees. The Additiona! Covered Parly's per occurrence limit shall be deemed included in the Member's per occurrence limit, and
therefore shall reduce the Member's limit of liability as set forth by the Coverage Documents and Declarations. The limit shown may have been reduced
by claims paid on behalf of the member. Genaeral Liability coverage is limited to Coverage A {Personal Injury Liability) and Coverage B (Property
Damage Liability) only, Coverage's C (Public Officials Errors and Omissions), D (Unfair Employment Practices), E (Employee Benefit Liability) and F
{Educator's Legal Liability Claims-Made Coverage} are excluded from this provision of coverage.

The below named enlity is a member in good standing of the New Hampshire Public Risk Management Exchange. The coverage provided may,
however, be revised at any time by the actions of Primex®. As of the date this certificate is issued, the information set out below accurately reflects the
categories of coverage established for the current coverage year.

This Certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does not amend, extend, or
alter the coverage afforded by lhe coverage categories listed below.

Participating Member: Member Number: Company Afferding Coverage:
Coos County 602 ' NH Public Risk Management Exchange - Primex®
PO Box 10 Bow Brook Place
West Stewartstown, NH 03597 46 Donovan Street
) Concord, NH 03301-2624
Type of Coverage ‘Fﬂ’:;c,g:", D’")’ Eﬂ’m:f D";’ Limits - NH Statutory Limits May Apply, If Not:
X General Liablllty (Occurrence Form) 71112020 74112021 Each Occurrence $ 5,000,000
Professional Liability {describe) Genera! Aggregate $ 5,000,000
Claims Fire Damage (Any one
D Made D Occurrence fire)
Med Exp (Any one person)
1 X | Automobile Liability 71112020 71112021 ) ) »
Deductible Comp and Coll: $1,000 Combined Single Limit $5,000,000
{Each Accident)
Any auto Aggreqate $5,000.000
X__ | Workers' Compensation & Employers' Liability 111£2020 11112021 X | Statutory
Each Accident $2,000,000
Disease — Each Empicyee $2,000,000
Disease — Policy Limit
X Property (Spectal Risk includes Fire and Theft) 7/1/2020 71112021 Blanket Limit, Replacement
Cost {unless otharwise statad) Deductible:
$1,000
Description: Proof of Primex Member coverage only.
CERTIFICATE HOLDER: | ] Additional Coverad Party | I Loss Payea Primex® — NH Public Risk Managemant Exchange
By: Wary Getk Pureel!
DHHS, State of NH Date:  11/6/2020  mpurcell@nhprimex.org
129 Pleasant Street Please direct inquires to:
Concord NH 03301 Primex® Claims/Coverage Services
603-225-2841 phone
603-228-3833 fax




.

Co0s County Commissioners’ Office

P.0. Box 10

West Stewartstown, N.H. 03597
603-246-3321

fax: 603-246-8117

CERTIFICATE OF AUTHORITY

l, Rick Samsgon . hereby certify that:
{Name of the elactad Officer of the Corperation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Officer of ___COOS COUNTY
(Corporation/LLC Name}

2. The following is & true copy of & vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on October 13, 2020, at which a quorum of the Directors/sharehoiders were present and voting.

(Date)
VOTED: That Laura Mills, Nurging Home Administrator of Coos County Institution DBA Coos County Nursing
Hospital {may list more than one person)

(Name and Titte of Contract Signatory)

is duly authorized on behalf of __COOS COUNTY to enter into contracts or agreements with the State
{Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized lo execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thersto, which
may in his/her judgment be deslrable or necessary to effect the purpose of this vote,

3. ! hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remalns valid for
thirty (30) days from the date of this Certificate of Authority. | further cerlify that It is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein,

Dated: osn. 00 Lided e
Signature of Eiected Officer
Name: Rick Samson
Titte: Coos County, Clerk

COMMISSIONERS

Rev. 03/24/20 THOMAS M. BRADY, Jefferson = PAUL R. GRENIER, Berlin ® RICK SAMSON, Stewarlsiown
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services {"State” or
"Department”) and COUNTY OF GRAFTON ("the Contractor”).

WHEREAS, pursuant to an agreement (the “Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2,, the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8 Grant Amount not to exceed: $2,034,400
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

16.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1, The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the-
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

COUNTRY OF GRAFTON
58-2021-DPHS-11-LONGT-05-A01

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreemeht Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
03, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions. '

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

— Signed by:
12/22/2020 Q;?A. ). Hovs,
Date Name: Lis& M: MOrris
' Title:  Director, Division of Public Health Srvcs.

COUNTRY OF GRAFTON
DocuSigned by:
12/21/2020 0\«1 3’ :}a,fm
Date ) N e g Labore

Title:  administrator

COUNTRY OF GRAFTON
$5-2021-DPHS-11-LONGT-05-A01 ; Page 2 of 2
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New Hampshire Debartment of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $160,000.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,600 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1" on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2.  |dentifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment,

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. o3
IniiiaL m——

12/21/2020

Date” " "~
Page 1 of 1
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o8 7OS )
1 EO: NH DIVISIONOF S
Public Health Services

epAggtes [epanmens ol Meahh and Humar Sepviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs nh.gov

1} Name of facility:

2} How many staff members does your facility have?

3) Stafftesting lab utilized:

I |

4) Reimbursement type (please check ali that apply):

D Surveillance

D QOutbreak/Response

D County rate greater than 5%
D County ratc greater than 10%

3} How many residents does your facility have? (if outbreak/response is checked)

G) Resident testing lab utitized (if different from staff and owbreak/response is checked):

Month for reimbursement periad: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable} Tested {if applicable) Amount
5100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested (if applicable) Rate Amount
$100/Test
) Week 3 Test Date Woeek 3 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) : Amount
$100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
D
Week 4 Test Date {if appticable) Tested (if applicable) Rate Amount
$100/Test
Woeek 5 Test Date | Week 5 Second Test Date Total Staft Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
” $100/Test
p—D5
Name Title ate

12/21/2020




CERTIFICATE OF AUTHORITY

I, Marcia Morris, Clerk of the Commissioners, do hereby certify that:

1. | am a duly elected Clerk of the County of Grafton.

2. The following is a true copy of a vote taken at a meeting of the Commissioners of the County of
Grafton duly held on December 22, 2020:

-VOTED: That Craig J. Labore, Grafton County Nursing Home Administrator is duly authorized on behalf of
Grafton County to enter into contracts and agreements with the State of New Hampshire and any of its
agencles or departments_and further is authorized to execute any and all documents, agreements and
other instruments, and any amendments, revisions, or modifications thereto, whlch may in his/her
judgement be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect
as of the date of the contract/contract amendment to which this certificate is attached. This authority
remains valid for thirty (30) days from the date of this Certificate of Authority. | further certify that it is
understood that the State of New Hampshire will rely on this certificate as evidence that the person(s)
listed above currently occupy the position(s) indicated and that they have full authority to bind the
County. To the extent that there are any limits on the authority of the listed individual to bind the
County in contracts with the State of New Hampshire, all such limitations are expressly stated herein.

{Clerk of the Commissioners, Marcla Morris)

STATE OF NEW HAMPSHIRE
County of Grafton

The forgoing Instrument was acknowledged before me this 22nd day of December, 2020 by Marcia

Qumﬁ Mﬁu

Julte L Libby, Notary

_SULIE L. LIBBY, Notary Publio-
My Commission Expires July 17, 2023 A
{NOTARY SEALY

Commission Expires:
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rimex’

NH Public Risk Manogement Exchange CE RT'F I CATE 0 F COVE RAG E

The New Hampshire Public Risk Management Exchange (Primex?) is organized under the New Hampshire Revised Statutes Annotated, Chapter 5-B,
Pooled Risk Management Programs. In accordance with those statutes, its Trust Agreament and bylaws, Primex® is authorized to provide pooled risk
managament programs established for the benefit of political subdivisions in the State of New Hampshire.

Each member of Primex” is entitled to the categories of coverage set forth below. In addilion, Primex® may extend the same coverage lo non-members.
However, any coverage extended 10 a non-member is subject lo all of the terms, conditions, exclusions, amendments, rules, policies and procedures
that are applicable to the members of Primex?, including but not limited 1o the final and binding resolution of all claims and coverage disputes before the
Primex® Board of Trustees. The Additional Covered Party's per occurrence limit shall be deemed included in the Member's per oceurrence limit, and
therefore shall reduce the Member’s limit of liability as set forth by the Coverage Documents and Declarations. The limit shown may have been reducad
by ¢laims paid on behalf of the member. General Liability coverage is limited to Coverage A (Personal Injury Liability) and Coverage B (Property
Damage Liabllity) only, Coverage's C (Public Officials Emors and Omissions), D (Unfair Employment Practices). E (Employee Benefit Liability} and F
(Educator's Legal Liability Claims-Made Coverage) are excluded from this provision of coverage.

The below named entily is 8 member in good standing of the New Hampshire Public Risk Management Exchange. The coverage provided may,
however, be revised at any time by the actions of Primex®. As of the date this certificate is-issued, the information set out below accurately reflects the
categories of coverage established for the current coverage year.

This Cerlificate is issued as a matter of information only and confers ro rights upon the certificate holder. This certificate does not amend, extend, or
alter the coverage afforded by the coverage categories listed balow.

Participating Member: Mamber Number: Company Allording Coverage:
Grafton County 603 NH Public Risk Management Exchange - Primex?
3855 Dartmouth College Highway Bow Brook Place
Box #1 ’ 46 Donovan Street .
North Haverhill, NH 03774 : Concord, NH 03301-2624
Type of Caverage i | ey | Limits - NH Statutory Limits May Apply, If Not:
X General Liability (Occurrence Form) 7/1/2020 71412024 Each Occurrence $ 5,000,000
Professional Liability (describe) General Aggregate $ 5,000,000
Clai Fire D A
L__] M::jr:s D Oceurrence f:;:; amage (Any one

Med Exp (Any one person)

| Automobile Liability )

Deductible  Comp and Coll: Combined Single Limit
' : {Each Accident)
Any auto Aggregale
X Workers' Compensation & Employers' Liability 7/1/2020 71112021 X | Statutory $2,000,000
Each Accident $2,000,000

Disease — Each Employea

Disease — Policy Limit

Property (Special Risk includes Fire and Theft) Blanket Limit, Replacement

Cost (unless otherwise stated)

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: | | Additional Coverad Party I [ Loss Payge Primex® = NH Public Rislg Management Exchange

By: Wary Beth Purcell

State of NH, Department of Health and Human Services Date:  10/20/2020 mpurcali@nhprimex.org
129 Pleasant St Please direct inquires to:
Concord, NH 03301 ’ Primex® Claims/Coverage Services

603-225-2841 phono
603-228-3833 fax
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department”) and COUNTY OF MERRIMACK ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended:; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval: and .

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read: '

1.8 Grant Amount not to exceed: $2,324,100
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.8, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor’s expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracte
laboratory if increased volume is accepted at a reference laboratory. '

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

COUNTRY OF MERRIMACK
55-2021-DPHS-11-LONGT-08-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval'issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

. Signed by:
12/18/2020 _ I Q;?A. W Wows
Date Name: a oML Morras

Title: Director, Division of Public Health Srvcs.

COUNTY OF MERRIMACK

DocuSigned by:
12/18/2020 l PNIY\(L KOMIA.S&IAJ
Date Name' “Robinson

Title:  Infection prevention

COUNTRY OF MERRIMACK
$5-2021-DPHS-11-LONGT-08-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $449,700.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 4,497 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2.  Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. bs
lnitialJ Pﬂ

Date 12/18/2020

Page 1 of 1
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whAigd Depariment ol Heakth and Hunan Services

New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Pleage fill out form and return to; LTCFTesting@dhhs.nh.gov

1} Name of facilitv:

2} How many swaff members does your facility have?

3} Stafftesting lab wilized:

I |

4) Reimbursement type {please check all that apply):

D Surveillance

D Outbreak/Response

I:] County rate greater than 5%
D County rate greater than 16%

5) How many residents does your facility have? (i outbreak/response is checked)

l |

6} Resident testing lab utilized (if different from staff and outbreak/response is checked):

Month for reimbursement period: {Select Month |

Week 1 Test Date Woeek 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable} Amount
m $100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
H ” m $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
‘Week 3 Test Date (if applicable) Tested {if applicable) Rate Amount
m ” T $100/Test
Week 4 Test Date Week 4 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
I
m i $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
$100/Test
l—DS
Name Title Date

12/18/2020




CERTIFICATE OF AUTHORITY

, W ok /[tz/ Za,éa-‘* , hereby certify that:

{Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Officer of Coont 7 "/ Mers Ay ﬂé:"’fl// ety (oA

(Corporalion/LLC Name) rivisny  fhouw
2. The follgwing is a true copy of a vote taken at a meeting of the Board of Directors/sharehclders, duly called and
held on -3 , 2020, atwhich a quorum of the Directors/shareholders were present and voting.
_ {Date) _
VOTED: That ﬂ@f/ <y Z‘?é HooH, ﬂﬂ {may list more than one person)

(Name and Title of Contract Signatory}

is duly authorized on behalf of CGY)/F 7 72 # ”n’/ .’&ZV/ to enter into contracts or agreements with the State
(Name/of Corporation/ LLC) '

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valld for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currenlly occupy the
position(s) indicated and that they have full authority to bind the corporation, To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,

all such limitations are expressly stated herein. %
Dated; /) ~lg Fe %/

Signature pFElected Officer
Name:“Perthe v lagers.
Title: A m-op! e it

Rev. 03/24/20
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ex’

HNH Public Risk Monagement Exchange CE RTIF'CATE OF COVE RAG E

The New Hampshire Public Risk Management Exchange {Primex®) is organized under the New Hampshire Revised Slalutes Annotated, Chapter 5-B,
Pooled Risk Management Programs. In accordance with those statutes, its Trust Agreement and bylaws, Primex?® is authorized to provide pooled risk
management programs established for the benefit of politicat subdivisions in the State of New Hampshire.

Each member of Primex” is entitied to the categories of coverage set forth below. In addition, Primex® may extend the same coverage (o non-members.
However, any coverage extended to a non-member is subject lo alt of the terms, conditions, exclusions, amendments, rules, policies and procedures
that are applicable to the members of Primex®, including but not limited to the finaf and binding resolution of all claims and coverage disputes before the
Primex® Board of Trustees. The Additional Covered Party's per occurrence limit shall be deemed included in the Member's per occurrence limit, and
therefore shall reduce the Member's limit of liability as set forth by the Coverage Documents and Declarations, The limit shown may have been reduced
by claims paid on behalf of the member. General Liability coverage is limited to Coverage A {Personal Injury Liability) and Coverage B (Property
Damage Liability) only, Coverage's C (Public Officials Errors and Omissions), D (Unfair Employment Practices). E (Employee Benefit Liability) and F
{Educator's Legal Liability Claims-Made Coverage) are excluded from this provision of coverage.

The below named entity is a member in good standing of the New Hampshire Public Risk Management Exchange. The coverage provided may,
however, be revised at any time by the actions of Primex®. As of the date this certificate is issued, the information set out below accurately reflects the
categories of coverage established for the current coverage yéar,

This Certificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does not amend, extend, or
alter the coverage afforded by the coverage calegorias listed below.

Parlicipating Mamber: Momber Number: Company Affording Coverage:

Merrimack County 604 NH Public Risk Management Exchange - Primex?
333 Daniel Webster Highway Bow Brook Place

Suite 2 46 Donovan Street

Boscawen, NH 03303 : Concord, NH 03301-2624

& Effective Date |' . Explration Daté

" Type of Caverage iyt | (mesddiryeh, | LIS NH Statutory Limits May Apply, If Not:

X General! Liability {Occurrence Form) 1/1/2020 17112021 Each Qccurrence $ 5,000,000
Professional Liability {(describe) General Aggregate $ 5,000,000
O Claims [0 Occurence : Fire Damage (Any ong

Made fire}

Med Exp (Any one person)

| Automobile Liability

i : Combined Single Limit
Deductible  Comp and Coll: o e g
Any auto Aggregate
X__| Workers’ Compensation & Employers’ Liability 111/2020 1/1/2021 X | Statutory $2,000,000
Each Accident $2,000,000

Disease — Each Employas

Disease — Policy Limis-

Property {Special Risk includes Fire and Theft) Bianket Limit, Replacerment

Cost (unless otherwise stated)

Description: Proof of Primex Member coverage only.

CERTIFICATEHOLDER: | [ Additional Covered Party | | Loss Payee Primex® — NH Public Risk Management Exchange

By: 77{41y Btk Purcelt

State of NH DHHS Date:  10/27/2020 mpurcell@nhprimex.org

129 Pleasant St Please direct inquires lo:
Concord, NH 03301 Primex® Claims/Coverage Services

603-225-2841 phone
603-228-3833 fax




DocuSign Envelope 1D: 3E38544F-CF2B-45EA-B8D1-3B2E93B1EB3A

State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and COUNTY OF SULLIVAN ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract"} approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and '

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $2,015,200 _
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.8, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week,

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
~laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

COUNTRY OF SULLIVAN
$8-2021-DPHS-11-LONGT-09-A01

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 0f 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Trackmg Form

Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment

#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions,

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

12/18/2020

Date

12/18/2020
Date

COUNTRY OF SULLIVAN
§8-2021-DPHS-11-LONGT-09-A01

State of New Hampshire
Department of Health and Human Services

Name: CMOTTTS
Title: Director, Division of Public Health Srvcs.
COUNTRY OF SULLIVAN

[ Punsy

NEme e purdy
Title:  administrator

Page 2 of 2
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New Hampshire Department of Health and Human Services
“Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $140,800.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,408 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ' '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1" on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. ldentifies and -requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. l|dentifies and request reimbursement for the number of Qutbreak tests performed
in the prior month,

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
‘Department in order to initiate payment.

3. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFlesting@DHHS.nh.gov. Ds
N l J0P
Initial

Date 12/18/2020

Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to; LTCFTesting@dhhs.nh.gov

1Y Name of facilitv:

2) How many sl members does your facility have?

I

3) SwafTtesting lab utilized:

4} Reimbursement type (please check all that apply):

D Surveillance

D Outbreak/Response

D County rale greater than 5%

D County rate greater than 10%

3) How many residents does your facility have? (il outbrepk/response is checked)

6} Resident testing 1ab utilized (if different from stalT and outbreak/response is checked):

Month for reimbursement period: |Select Month |

Week 1 Test Date Week 1 Second Test Date | Total Staff | Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable} Amount
m $100/Test
Week 2 Second Test Date | Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested (if applicable) Rate Amount
m $100/Test
T v B .
Week 3 Test Date Week 3 Seco.nd est Date Total Staff Re.5|dent-s Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m $100/Test
Week 4 Second Test Date | Total Staff Residents Tested Reimbursement
w 9
eck 4 Test Date (if applicable) Tested {if applicable) Rate Amount
' m m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
ﬂ W $100/Test
jo—DS5
Name Title

3 3 ‘Bate

12/18/2020




CERTIFICATE OF AUTHORITY

l, Joe Osgood, hereby certify that:

{Mame nting slectzd Ofbnar of the CorgoralionlL] S canoes be contract anators
4 3 iy

1. 1 am a duly elected Clerk/Secretary/Officer of Sullivan County Commissioners.
{Comporaiion 1 G Name)

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and

held on January 25, 2021 at which a quorum of the Directors/shareholders were present and voting.
(1ani=)

VOTED: That Ted J. Purdy, Administrator {may list more than one person)
(Mame and Title of Contract Signilary)

is duly authorized on behalf of Sullivan_County Commissioners to enter into contracts or agreements with the
State {Name of Craooationd 14600

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty {30} days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,

all such limitations are expressly stated herein.
,,

: gnatuj yof Elected Officer
Name:”Joe Osgood
Title: Clerk, Sullivan County Commissioners

Dated: 1/25/2021

Rev, 03/24/20



Sullivan County, NH
Board of Commissioners
Monday, January 25, 2021, 3:00 PM
Regular Business Meeting Minutes - DRAFT
Meeting was open to public via Zoom Webinar [D: 927 7922 0636 | T. 1-312-626-6799
Physical location of meeting: 14 Main Street, Newport, NH, 03773 = Probate Court Room

Attendees at physical location: Commissioners George Hebert, Chair, Bennie Nelson, Vice
Chair and Joe Osgood, Clerk; Rep. Judy Aron, District 7 Delegate; and Derek Ferland, County
Manager. . '

Zoom attendees: Sara Rouillard, Facilities & Operations Administrative Assistant; Hilary Snide,

Human Resources Director; Mary Bourque, Facilities & Operations Director; Supt. David Berry,

Department of Corrections; Ted Purdy, Sullivan County Health Care Administrator;, Delegation

Rep’s Terry Spilsbury, District 8 (R), and Walt Stapleton, District 5 Ward 3 Claremont (R); Dodi -
Violette, Commissioners Office/Financial Account Clerk I; and Sharon Callum, Commissioners

Office Admin. Assist./Minute Taker (Commissioners Office I*' Floor).

Chair George Hebert brought the meeting to order at 3:30 p.m.

1. County COVID-19 Update, Derck Ferland, County Manager: County Manager (CM)
Derek Ferland updated the COVID19 outbreak numbers in the Sullivan County Health Care
(SCHC) building and at the jail. Ted Purdy, SCHC Administrator reported that as of 1/22/2021
49 residents tested positive and 12 new cases brought the running total of resident cases to 61
as of today; additionally, the running total of staff positives is now 34 staff but 15 of these have
recovered and are back at work. Purdy confirmed that of those testing positive on SCHC
Stearns 3 many are making improvements and are in their second week and those in the new
Stearns | and Stearns 2 exhibited none or slight symptoms, some with coughs.and chills. Next
vaccination date is Wed. Jan. 27 for those doing well and making improvements with the
following scheduled date three weeks out. Ten to fifteen of the staff who did not take the
vaccine on the first round have confirmed they’ll be taking it this week. DOC Supt. Berry
reported that they had 1 employee who tested positive yesterday, 9 today, and three 3 Saturday
and of the 7 who tested positive a week ago, 1 is dropping off the list tomorrow; accordingly,
they’ll have 18 active cases tomorrow with most symptoms being runny noses with no fevers.
DOC is scheduled to receive 30 vaccine vials Feb. 10™ 2:00 p.m., nurses there have already
received their vaccines and they’ll be vaccinating one (1) clinician and (1) administration staff,
as well. Purdy confirmed that their new Nurse Practitioner is reviewing all eligible for
vaccination to ensure they can get their second dosage.

2. Facilities & Operations, Mary Bourque, Director
a. January 2021 Facilities & Operations Department Report: Director Mary Bourque (MB)
reported that January was a tough month for them as they performed winter maintenance,
chased heating issues, dealt with complications of the COVIDI9 restrictions and limitation
of staff on floors; doing all while prioritizing urgent work vs. work that can wait until the
pandemic passes. She highlighted on the new Helpfill Hints resource they’ve provided to
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staff; a copy was viewed by the BOC (See Footnote'). Central Supply Update: they
continue to work with NH State for PPE, which is delivered on a weekly basis by the
National Guard; Amanda does a great job tracking PPE and has met with the new Nurse
Practitioner for items to prescribe, eliminating other items or consolidating lines of
products with redundant vendors. They are almost finished with the new med and
treatment rooms. Completed projects: Denron replaced the heat pump in the Newport
complex foyer.

b. Biomass Annual Public Utilities Commission (PUC) Report (See Footnote): MB
explained that as a result of receiving a grant to help build the biomass facility, she reports
[to PUC], annually, data related to its operations and conducted outreach. She briefed all
on the data, which included a $106,143 cost savings based on the cost difference of
woodchips vs. #2 fuel oil. MB pointed out that the report illustrates 1,641 Thermal RECs
produced but should say “6,565”. She added that they typically provide tours and
presentations throughout the year, a stipulation of receiving the grant, but were unable to
hold these due to the pandemic, however, the PUC report included a news article about
the condensate repair project. Chair Hebert asked what the term was for the supply chip
contract. MB noted during the meeting she believed it was for 2-years, but would check. -
[After the meeting, she confirmed that the wood chip fuel contract with Cousineau Forest
Products is a 2-year term covering FY21 and FY22 that included an option for a third year
(FY23; to be exercised by 2/28/2022]

c. Biomass T-REC Sales Contract Renew; Motion Required: A summary of the Thermal
Renewable Energy Credits CY2021-CY2022 Purchase Proposal Summary was viewed by
all (SeeFootnotel). The recommendation is to stay with Wilson Energy & Environment
(WE&E) based on the “Advantages/Additional Services” that MB reviewed on the
summary document; added advantages more than covers the $1,400 less difference from
others. MB pointed out that for Q3 WE&E sold RECs at $25.55/REC. She confirmed she
did a comparison to last year and that #'s will decrease next year as they’ll burn less chips;
but this is good news because it means we are burning fewer chips and therefore spending
less on chips. MB confirmed that Froling Energy’s net price is without all the fees. She
confirmed self-managing (finding people to buy RECs) would involve making and
fielding phone calls; and most inquirtes received over the last [2-months average a value
of 85% of the ACR ((Alternative Compliance Rate that utilities pay to state (penalty) for
not producing or purchasing offsets (T-RECs) for their allocated renewable energy quote))
MB confirmed Froling would charge additional for the extra items WE&E is already
providing.

Nelson moved, and Osgood seconded, a motion at 3:53 p.m. in accordance with
Purchasing Policy Section 2.1.1, to approve a limited competition waiver for the
procurement of services to market and sell thermal renewable energy credits
generated by the County and authorize the Director of Facilities and Operations to
execute a contract with WES (Wilson Engineering Services) Energy & Environment,
LLC of Meadville, PA for a 7.5% commission rate for all credits generated through

! All documents not in draft or confidential format can be found at www.sullivancountynh.gov website by selecting
Budgets, Minutes & Annual Reports; Commissioners Meeting Agenda and Minutes; the folder for the calendar year
of the date of the meeting; then the appropriate meeting date. Call 603-863-2560 with any questions.
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December 31, 2022. A roll call vote was taken, with all three Commissioners voting
‘Yes’. The motion carried, unanimously.

3. Department of Corrections, David Berry, Superintendent

a. December 2020/January 202] Report (See Footnotel): Supt. Berry reported that they
continue to work on the MAT (Medication-assisted Treatment] policy as they now have
two providers and he anticipates the BOC reviewing this at their second meeting in
February; they are waiting for the upload of XJail onto the clinical computers; they are
drafting a training manual for FTO’s to use for new hires; there were no major incidents
to report; as far as staffing, one Correctional Officer (CO) and a Corporal resigned so they
now have eight (8) CO and two (2) Corporal vacancies; they currently have six (6) males
and two (2) females in treatment; programing continues for the female population and they
suspended it for males, due to COVID; one (1) male inmate returned from the State
hospital to finish their sentence; they are waiting for a RedHawk quote to update
camera/video equipment as the switch-over is not working; they continue to see heating
issues in the male flex unit; most events/meetings listed in the report relate to department
head Zoom meetings; he attended a successful VINE presentation for the Rockingham
BOC (via Zoom), as they were considering not funding the program and as a result they
decided to fund it; the NHAC job description was completed and posted and they are
working on the NH Police Standards lesson plan that NHAC Corrections Affiliate teaches
retated to understanding what county corrections does; two (2) male inmates and one (1)
female graduated from the TRAILS 90-day program, while one (1) male graduated from
the 12-month Afiercare program; due to COVID, outside agencies have moved to holding
Zoom classes; the NHAC 14" Academy is being reschedule to April; CERT training was
canceled; and two (2) FTO’s completed their training. Over the time period, they recorded
115 nurse visits for medial issues; 26 VRH physician in house visits; and 177 Covid tests
conducted. Investigations this period included: a one-on-one between inmates where no
one pressed charges and was dismissed; a possible PREA incident that was unfounded;
assisting the County Attorney on phone calls for three (3) offenders and with an ongoing
introduction of contraband case related to two (2) females. The VINE digital ad outreach
campaign has been successful, and they had 6,302 hits in January!

4. Human Resources, Hilary Snide, Director: All viewed the December 2020/January 202!
Report (See Footnote'): HR Director Hilary Snide reported that they are wrapping up the
Long-Term Care (LTC) stabilization payments with (2) more to go! W2 forms were
distributed to employees 1/22/2021. They are performing off sight new employee orientations.
(At this point, Snide’s internet failed and she rejoined the Zoom BOC meeting at 4:11) She
reported they are all working on end of year processes and though ACA was reconciled, they
are waiting for the forms to print it on. Open enrollment for benefit plans will be rolled out in
March, with further conversations to take place in May, as plans become effective July 1.
Monica Lizotte spear headed a county wide Wellness Challenge based on volume of steps and
they are seeing good participation! As mental health has been a predominant discussion among
all HR reps, Sullivan is researching Colonial Life Insurance’s coverage (3™ party) to learn
more, meanwhile, they continue to support staff through the HealthTrust EAP. NACo
Leadership Training continues with April Bartley, Shawn Coughlin, Lionel Chute and Ms.
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Snide; this program entails two meetings a week and 6-7 hours of additional time. HR is also
prepping for the FY 22 budget season and helping the County Manager with reviews of policies.

5. Natural Resources, Lionel Chute, Director: Director Lionel Chute (LC) reported that the
Conservation District is in good shape and that Dawn Dextraze produced a glossy annual report
booklet that should boost the District image; this report has not been published in 15-20 years
and its circulation, soon, is expected to reach more people!

On the Natural Resources side Chute discussed the taxation on County property by the Town
of Unity; briefly mentioning the back-and-forth that occurred last year with the town regarding
lessees of specific farm land parcels and how it was resolved with the town withdrawing the
duplicate tax payment request (to lessees); and, the town’s letter of 12/16/2020 requesting that
the County complete a form identifying what parcels they are claiming tax exemptions on and
to submit that list within 15-days. CM Ferland requested an extension for their response to
allow time to figure out the best route to go. Chute has researched the property taxes paid in
previous years; plus, revisited the NH State RSA’s around leasing, and ascertained that
government use of lands is automatically exempt from taxation but county ‘farm usage ' is not.
He feels they’ve overpaid taxes on the nursing home and jail, which are clearly government
functions, for years by about $8,016/year (2020 payment) and feels it should be more around
$3,000. He feels the BOC should decide whether to continue overpaying taxes or make the
appropriale property exemptions to pay less; for example, exempting properties like the parcel
the NH State DOT salt shed is located on; the shooting range [used for firing arm
recertification] area; all properties with buildings; and, possibly, ones they keep open for public
use as hunting, hiking, snowmobiling, educational functions, and for the Boy Scouts. Osgood
pointed out that the Marshall Pond parcel is used to provide water for the fire pond that
provides fire protection for the Unity complex buildings. CM mentioned this will likely result
in a discussion between BOC and Unity select board because any change from the current
$18K in taxes the County pays each year will be noticeable. According to the RSAs, the
County should probably only pay about $3K per year. CM said it doesn’t make sense for the
County to overpay Unity and it’s not fair to the other County taxpayers. Furthermore, in the
past the town’s select board has not necessarily treated the County particularly well—the
condition of County Farm Road is a glaring example of the fact that the County has not
received much from the town in exchange for its generous tax payment. A brief discussion
commenced between BOC members related to the interpretation of ‘farmiand’. At the BOC
request, CM and Chute will continue working on this project and return to the BOC with a
summary of properties and their uses for consideration to include on the exemption form. BOC
reviewed trespassing memos from the County Manager to two Unity parcel abutters: 1)
involves illegal campsite, a trail to it, and signs that the abutters have been placing on County
property — County has been in communication with the trespassers, and 2) abutters who cut a
2/3 mile long ATYV trail for joy riding that spilis out into the hiking trail; maps and pictures
will accompany the letters and be delivered certified and registered — they’ ve already received
a signature receipt from one of the recipients. LC and CM will deconstruct the trails and keep
a better eye on the two areas and consider other strategies to cease activity. They are
researching cell based wireless game cams that run approximately $400/each; they’ll check
signal strength in those locations and consider purchasing so that any motion activating the
cameras would take pictures and transmit them immediately. LC confirmed trespassers have
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chopped and shot into trees, abandoned tents, and that the County cleaned up the sites and
returned to find them constructed again; either they don’t realize they are on County land or
don’t care and they hope the letters will provide clarity about the boundaries and foster future
respect. LC pointed out that the County has a standing policy related to having no fire or
camping on lands without possible permission.

6. Sullivan County Health Care, Ted Purdy, Administrator

a. NH DHHS Requires Updated Certificate of Authority Ratified by BOC Clerk, for the
Amended Hospital-based LTC Facility COVID 9 Testing Program contract signed by Mr.
Purdy 12/18/2020. All viewed the Certificate of Authority (Footnote!). Mr. Purdy noted
this was a required authorization retroactive to the contract signed by him 12/18/20.
Nelson moved, Osgood seconded, a motion at 4:10 pm to authorize the Board of
Commissioners Clerk to enter into the minutes the Certificate of Authority that
authorizes Ted Purdy, Sullivan County Health Care long term care facility
Administrator to ratify the NH DHHS Amended Hospital-based LTC Facility
COVIDIY9 Testing agreement |[retroactive to signing the amended agreement
12/18/2020]. A roll call vote was taken. Allin favor. (jpg below of ratified Certifi cate
of Authority reviewed and approved)
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CERTIFICATE OF AUTHORITY
I harwly et
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b. December 2020/January 2021 Reports (See Footnote"): SCHC Administrator Ted Purdy
reviewed the December 2020 reports, pointing out that the average daily census was 130,
they saw a Medicare negative variance of $56,135; a Private pay positive variance of
$41,830; a $21,325 Medicaid revenue variance; and additional Managed Care positive
variance of $13,105; and, ended the month with a $3,068 positive variance. The FY2/
Revenue Review through 12/31/2020 report (lower left box) reflects the additional
Medicaid payments of $220K and MQIP bed 1ax of $544,508. The Medicare Length of
Stay report illustrates three (3) Admits & Readmits with an average total MCR LOS of 34
days. The Quarterly Resident Census report second quarter illustrates 132 average census
and 130 total year-to-date. Due to Covidl9 issues they’ve been unable to accept new
admissions therefore the daily census has decreased and is averaging 125. Purdy noted
that during a COVID outbreak the requirement for the 3-day hospital stay for Medicare
Part A services is waived. The average Med A census for January was eight (8) Skilled
and two (2) replacement plan Medicare skilled for total of 10 eligible for skilled services.
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The Summary Admission/Discharge Report illustrates 3 Admissions/Readmits and 6
Discharges; with 46 Admissions/Readmits and 47 Discharges year-to-date. The Month-
End Aged Analysis Summary report reflects a total of $2.077Million, which is $128K less
than December 2020; reflective of the Business Office’s diligent work!

7. County Manager’s Report, Derek Ferland

a.

Employee ‘Shoutout’: County Manager (CM) Ferland noted that the SCHC nursing staff
wanted to recognize Amanda Tomasko of Central Supply as she’s been wonderful
throughout the pandemic coming in afterhours and weekends to ensure staff — especially
nursing —has the needed PPE: masks, gloves, face shields, and gowns — much appreciated!

Annual review of repetitive purchases (RSA 28:8): CM Ferland noted this is being
deferred to next week; and feels this should be a discussion for the NHAC Legislative
Strategy Committee to review and revise, as he feels it is antiquated and makes no sense
as the RSA 28:8 was written for each vendor and for $5,000 limit - more to come!

COVID-19 Sullivan Strong Community Assistance Update: All viewed the report (See
Footnote'). CM Ferland noted that there is $50,293 remaining to use and that the reports
detail zll organizations that have received this funding, to date.

Sullivan County Health Care Renovation Project Update: CM Ferland provided a print
of the NH Municipal Bond Bank January interest rates bonds with ‘unbelievable’ interest
rates for long term bonds [1.76% on 25-year bond]. He feels it would behoove the County
to act quickly as he anticipates these rates increasing in a couple years. Hebert expressed
hope that the Delegation members would consider cost options and understand them.
Nelson requested CM Ferland include in his Delegation presentation how much per
$1,000. Osgood requested he also include the cost to dismantle buildings that are not
marketable and considered ‘eye sores’, based on today’s prices by square foot.

Sober Housing Project Update: CM Ferland reported that: the interior sand blasting on
19 Sullivan Street sober housing building is close to completion and once done he’ll
schedule a walk-through for Board members interested in viewing it; outside sewer and
water connection work was been deferred to spring, however, they can address water
connection aspects at the building foundation; NHH Board is meeting 1/28/20; that he’s
rethinking the Community Loan Fund aspect — a traditional debt - as, based the newest
info, they may want to borrow from the NH Bond Bank which could save them
$1,000/month - they would need to convene the Delegation for a public hearing on this
aspect. CM Ferland provided a briefing on the unsuccessful BDAS grant application and
follow up messages back and forth about RSA’s, timelines, how many applications
received; monies that were available; how the request for info was presented to Sullivan
and his response, and the feeling they may have misunderstood how much was actually
needed of funding from them, and his last follow up. CM Ferland reported that PUC
issued another funding opportunity that hes preparing to present at their February meeting
— he’ll reuse info supplied in their previous roof solar array system application.
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f. NH Association of Counties Updates. CM Ferland pointed out that the BOC received a
print of a Primex flyer regarding the virtual conference date.

i

State-County Finance Committee Update: Mr. Purdy confirmed that they continue
to meet, strategize, and prepare for their next meeting; where they’1l present to the
Commission about FMAP monies retained by the State and how it gets back to the
counties.

Legislative Items Update: CM Ferland noted that the BOC received a printed list of
legislation that the NHAC is tracking, plus would have received this electronically
with active blue font hyperlink to drafi text. Chair Hebert confirmed email receipt.
NHAC did a quality check of all, vectored out some to each affiliate for further
consideration to prepare for the February Executive meeting and continue weekly
meetings. NHAC is tracking a bill that relates to killing thermal RECs, which affects
four counites who have biomass plants.

Strategy Committee: Nothing reported in this section.

g. Regional Economic Profile (REP) Project

1.

iii.

Economic Infrastructure Task Force: CM Ferland and Penelope Whitman are
working with the regional planning commission on a CEDS (Comprehensive
Economic Development Strategy) document; this is vital to update, otherwise it
negatively impacts some that apply for grants and the CEDS will include the
building blocks from the UNH community REP efforts. He and Whitman attended
USDA workshops. CM attended NH CDFA HUD Tax Credit program application
info {Zoom webinar].

Workforce Development Task Force: CM noted an article about the adult education
class was placed in the BOC meeting binders for review.

Quality of Life Task Force: No updates at this time.

h.  HUD Lead Abatement Grant Project Update: CM Ferland shared copies of a draft letter
to be sent with businesses related to Selling Tax Credits for Sullivan County's Lead Paint
Abatement and Healthy Homes Programs along with a draft fyer for “Sullivan County is
Getting the Lead Out to Prevent Childhood Lead Poisoning”. Chair Hebert requested a
simple summary of the Tax Credit program that he can use as he reaches out to businesses
for when he is secking their support. CM will attain that info.

8. Board of Commissioner Business, Bennie Nelson-Chair, George Hebert, Vice Chair and
Joe Osgood, Clerk
a.  Old Business: nothing reported.
b.  New Business

Sullivan County HUD Grant Program Policies: Lead Paint Abatement & Healthy
Homes Policy: Motion Required: CM noted this is two parts; an overarching policy;
and Kate as Program Manager has indicated what is being done and how. (Tabled)
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i.

1.

Authority to Submit a NH CDFA Tax Credit Program Application in the amount
up to $500,000: CM Ferland reported that they expect to apply for between $100K-
$250K and it will depend on response received from business. BOC requested
more information before completing the formal authorization. (Tabled)

Authority to apply for New Hampshire Public Utilities Commission grant, RFP #
2021-004 LMI Community Solar; Motion Required.

Nelson moved, and Osgood seconded, a motion at 5:01 p.m. to authorize the
County Manager to apply to NH Public Utilities Commission for a grant
RFP#2021-004 LMI Community Solar roof top system for the sober housing
project. A roll call vote was taken, with all three Commissioners voting ‘Yes’.
The motion carried, unanimously.

Authority to accept a CHI/NH DHHS $36,500 Grant and for the County Manager
to Sign Further Documents Associated with it: CM explained that CHI money will
help pay for training in contractor capacity and as funds are set to expire NH DHHS
and CHI decided to send the full amount to Sullivan County as a grant (not here
yet), which is considered as match in the HUD Lead Abatement grant project; this
way, the County will have full control of how and when to pay out the monies.
Nelson moved, and Osgood seconded, a motion at 5:04 p.m. to accept a
Community Health Institute (CHI))NH DHHS $36,500 grant and for the
County Manager to sign further documents associated with the grant
agreement that will provide match to the HUD Lead Abatement & Healthy
Homes Program, and funding to increase #’s of lead abatement supervisors,
workers and RRP (Renovation, Repair & Painting) contractors to be trained.
All three Commissioners voted ‘Yes’ in favor of the motion. The motion
carried, unanimously.

Mon. Feb. 15 BOC Meeting Requires Date Change (Holiday): Ms. Callum
mentioned that Rep. Merchant needs to know the dates for both February BOC
meetings in order to set their [Doodle Poll] dates for the next EFC meeting. The
BOC members concurred in changing Mon. Feb. 15" to Tue. Feb. 16®, CM Ferland
will connect with Rep. Merchant tomorrow.

9. Public Participation: There was no public participation at this time.

10. Draft Meeting Minutes Review
FY21 BOC/EFC Budget Review Work Sessions: Not in typed format.

a.

b.

4

C.

Mon. Sep. 21, 2020 12Noon Strategic Planning Work Session: Not in typed format.

Mon. Oct. 5, 2020 Public Meeting Minutes: Not in typed format,

Mon. Oct. 19, 2020 Non-public Session Per RSA 91-A.3.11.(a): Not in typed format.
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e.  Mon. Dec. 7, 2020 Public Meeting Minutes: Nelson moved, and Osgood seconded, a
motion at 5:09 p.m. to accept the Mon. Dec. 7, 2020 Public Meeting Minutes as
printed. Comm. Osgood recused himself from the vote, Commissioners Hebert and
Nelson voted ‘Yes.” in favor of the motion. The motion carried, with the majority.

f.  Wed. Jan. 6, 2021 Public Meeting Minutes: Nelsen moved, and Osgood seconded, a
motion at 5:10 p.m. to approve the Wed. Jan. 6, 2021 meeting minutes as printed.
All three Commissioners voted ‘Yes’. The motion carried, unanimously.

CM Ferland requested they adjourn to a non-meeting with County Attorney first, then return
to conduct the non-public session [per RSA 91-A:3.11.c.].

5:11 p.m. Nelson moved, and Osgood seconded, a motion to adjourn the public meeting
to conduct a non-mecting with legal counsel. All three Commissioners voted ‘Yes’. The

motion carried, unanimously.

Respectfully submitted,

Joe Osgood, Clerk
Board of Commissioners
Sullivan County NH

JO/sjc/df

Date minutes reviewed & ratified;
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NH Public Risk Manogemaen: Exchenge

CERTIFICATE OF COVERAGE

The New Hampshire Public Risk Management Exchange (Primex®} is organized under the New Hampshire Revised Statutes Annotated, Chapter 5-B,
Pooled Risk Management Programs. In accordance with those statutes, its Trust Agreement and bylaws, Primex® is authorized to provide pooled risk
management programs established for the benefit of political subdivisions in the State of New Hampshire.

Each member of Primex? is entitled to the categaries of coverage set forth betow. In addition, Primex® may extend the same coverage to non-members.
However, any coverage extended to a non-member is subject to all of the terms, condilions, exclusions, amendments, rules, policies ard procedures
that are applicable to the members of Primex?, including but not limited to the final and binding resolution of all dlaims and coverage dispules before the
Primex* Board of Trustees. The Additional Covered Party's per occurrence limit shall be deemed included in the Member's per occurrence limit, and
therefore shall reduce the Member's limit of liability as set forth by the Coverage Documents and Declarations. The limit shown may have besn reduced
by claims paid on behalf of the member. General Liability coverage is limited to Coverage A (Personal Injury Liability) and Coverage B (Property
Damage Liability} only, Coverage’s C (Public Officials Emrors and Omissions), D (Unfair Employment Practices), E (Employee Benefit Liability) and F
(Educator's Legal Liability Claims-Made Coverage) are excluded from this provision of coverage.

The below named entity is @ member in good standing of the New Hampshire Public Risk Managemant Exchangs. The coverage provided may,
howaver, be revised at any lime by the actions of Primex®. As of the date this certificate Is issued, the information set out below accurately reflects the
categories of coverage established for the current coverage year,

This Cerlificate is issued as a matter of information only and confers no rights upon the certificate holder. This certificate does not amend, extend, or
alter the coverage afforded by the coverage categories listad below.

129 Pleasant Street
Concord, NH 03301

State of New Hampshire
Department of Health and Human Services

Participating Member: Mamber Number: Company Affording Covarage:
Sullivan County 606 NH Public Risk Management Exchange - Primex3
14 Main Street Bow Brook Place
Newport, NM 03773 46 Donovan Street
.| Concord, NH 03301-2624
Type of Coverage fgf:/g;"! Dm; E’: :;:ﬂg? D’;’ Limits - NH Statutory Limits “May Apply, If Not:
X | General Liability (Occurrence Form) 7/1/2020 71112021 Each Occurrence $ 5,000,000
Professional Liability (describe) General Aggregate $ 5,000,000
Claims Fire Damage (Any one )
O ade [ Occurence fire) _
Med Exp (Any one person)
] Automobile Liability . . o
Deductible  Comp and Coll; Combined Single Limit
(Each Accident)
Any auto Aggregate
X | Workers' Compensation & Employers' Liability 711/2020 71112021 X | Statutory $2.000,000
' Esach Accident $2,000,000
Disease — Each Employea
Disease — Policy Limit
Property (Special Risk includes Fire and Theft) Blanket Limit, Replacement
Cost {(unless otherwise stated)
Description: Proof of Primex Member coverage only.
CERTIFICATEHOLDER: | | Additional Covored Party | | Loss Payes Primex’ = NH Public Risk Management Exchange

By: Wary Ceth Pareel!

Data: 10/26/2020  mpurcell@nhprimex.org

Please direct inquires to:
Primex?® Claims/Coverage Services
603-225-2841 phone
603-228-3833 fax




DocuSign Envelope ID: 328A9516-27EA-4082-AAB5-3AFAQS070FAC

State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and THE EDGEWOOD MANOR INC ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
‘and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:;

1.8  Grant Amount not to exceed: $2,026,400
2. Maodify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.21.

THE EDGEWOOD MANCR INC
$5-2021-DPHS-11-LONGT-43-A01

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable.to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS .nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor’s approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

State of New Hampshire
Depariment of Health and Human Services

. : ‘ DogySigned by:
12/18/2020 0]?4. Y/ Wow;%

AAAAA

Date Name: M. MorTis
Title: ©Oirector, Division of Public Health Srvcs.

THE EDGEWOOD MANOR INC

DocuSigned by:
12/18/2020 Patricia (ummingg
Date Name. &a Cummings

Title: administrator

THE EDGEWOOD MANOR INC
$5-2021-DPHS-11-LONGT-43-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $152,000.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
- and will not exceed 1,520 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ' '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
" Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

43.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2.  lidentifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

43.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

9. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS.nh.gov.

Initials @

12/18/2020

Dale
Page 1 of 1
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m NH DIVISION OF ST
Public Health Services

g Elepanment of Jiezhh and Humae Serviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting(@dhhs.nh.gov

1) Name of facilitv:

2) How many staff members does your facility have?

3) Stafl testing lab ulilized:

I 1

4) Reimbursement type {please check all that apply):

D Surveillance

D Qutbreak/Response

|:| County rate greater than 5%
D County rate greater than 10%

5) How many residents does your facility have? (if outbreak/response is checked)

L I

6) Resident testing lab wtilized (if different from staff and outbreak/response is checked);

l |

Month for reimbursement period: ISeIect Month I

Week 1 Test Date Week 1 Second Test Date- | Total Staff Rasidents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
5100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date . . ) . Rate
(if applicable) Tested {if applicable) Amount
|| m $100/Test
Week 3 Test Date Week 3 Secopd Test Date Total Staff Re.sldent.s Tested Rate Reirmbursement
{if applicable) Tested {if applicable)} Amount
m i $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable) Tested (if applicable) Rate Amount
W $100/Test
Week 5 Test Date | Week 5 Secand Test Date Total Staff Residents Tested ) Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
m M $100/Test

l—DS

Name Title Date
| Pl
~—

12/18/2020
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State of New Hampshire
Department of State

CERTIFICATE

1, William M. Gardner, Secretary of State of the State of New Hampshire, do hercby certify that EDGEWOOD MANOR, INC. is
a New Hampshire Profit Corporation registered to transact business in New Hampshire on September 28, 1984, | further certify
that all fees and documents required by the Sccretary of State’s office have been received and is in good standing as far as this

office is concerned.

Business [D: 80207
Certificate Number: 0005036036

IN TESTIMONY WHEREOQOF,

I hereto set my hand and causc to be affixed
the Scal of the State of New Hampshire,
this 30th day of October A.D. 2020,

Dor ok

William M. Gardner

Sceretary of State




the
F dgewood
*7') Centre

regr

January 12, 2021

To Whom It May Concern:

Patricia Cummings is authorized to sign contracts for Edgewood Manor, Inc. dba the Edgewood Centre in
accordance with her position as the licensed Administrator. Patricia has been authorized to sign
cantracts since she assumed this position back in 1996 to the present time.

Sincerely,
Patricia M. Ramsey

Patricia M. Ramsey
President/Owner
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ACORD.. CERTIFICATE OF LIABILITY INSURANCE 262020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 torms and conditions of the policy, certain policles may require an endorsement. A statement on
this certificate doas not confer any rights to the certificate holder in lieu of such endorsement(s).

PRODUCER e
US| Insurance Services, LLC JPA_P;&NNEo, Ext): 855 874-0123 FA%. No): 877-775-0110
75 John Roberts Road, Building C EMAL
South Portland, ME 04106 INSURER{S) AFFORDING COVERAGE NAIC #
855 874-0123 INSURER A : Medical Mutual Insurance Company of ME 36277
INSURED INSURER 8 : MEMIC Indemnity Co 11030 -
Edgewood Manor Inc.
INSURER C :
928 South Street INSURER D -
Portsmouth, NH 03801-5421 -
INSURER E :
INSURER F :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE PQLICIES OF INSURANCE LISTED BELOW HAVE BEEN {SSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR QTHER DOCUMENT WITH RESPECT TOQ 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 QF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

AL TYPE OF INSURANCE P v, POLICY NUMBER (MDONYYY) [(RMBBY YY) LTS
A | X} COMMERCIAL GENERAL LIABILITY NHNHLO004758 09/10/2020 | 09/10/2021| EACH OCCURRENCE 51,000,000
I CLAIMS-MADE @ OCCUR : Bﬁﬁ‘ﬂ&%ﬁé%ﬁw $100,000
|| MED EXP {Any one persony | $5,000
| PERSONAL & ADV INJURY | 51,000,000
| GENUAGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 53,000,000
Y| poucy D Secr D LoC PRODUCTS - COMPIOP AGG | §
OTHER: s
AUTOMOBILE LIABILITY coa«sl_réeol ISINGLE OMIT .
ANY AUTO BODILY INJURY (Per parson) | §
|| R oy SCHEQULED BODILY INJURY (Per accident) | $
HIRED NON-OWNED PROPERTY DAMAGE s
AUTOS ONLY AUTOS ONLY {Per accident}
' 3
|| UMBRELLALIAB | | oecur EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE 3
DED I l RETENTION S s
WORKERS COMPENSATION PER OTH-
B | em ot O, in 3102800456 09/10/2020{09/10/2021 X |85 e | [EF
ANY PROPRIETORPARTNEREXECUTIVE NIA E.L. EACH ACCIDENT $300,000
{Mandatory in NH) E.L DISEASE - EA EMPLOYEE| $500,000
If yas, describe under
DESCRIPTION OF OPERATIONS beiow EL. DISEASE - POLICY LMIT | 500,000
A |Professional Liab NHNHL004758 09/10/2020(09/10/2021| $1,000,000 Ea Incident
Claims Made Basis $3,000,000 Aggregate

DESCRIPTION OF OPERATIONS / LOCATIONS | VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space Is required)
This certificate is issued for insured operations usual to Edgewood Manor Inc.

CERTIFICATE HOLDER CANCELLATION

Proof of | e SHOULD ANY OF THE ABOVE DESGRIBED POLICIES BE CANCELLED BEFORE
roof of Insuranc THE EXPIRATION DATE THEREOF, NOTICE WiLL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

. 2P Dy

©1988-2015 ACORD CORPORATION. All rights reservod.

ACORD 25 (2016/03) 1 of1 The ACORD name and logo are registerad marks of ACORD

#530286486/M30286161 MKYZp
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
“Department”) and FRANKLIN HOME FOR THE AGED ASSOCIATION ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended: and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of -
the parties and appropriate State approval: and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and .

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: ldentification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $1,903,000
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resont. The Contractor may submit a request for
reimbursement  for  OQutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

FRANKLIN HOME FOR THE AGED ASSQCIATION
$8-2021-DPHS-11-LONGT-35-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form .

Amendment #1, which is attached hereto and incorporated by reference herein.

Modify Grant Agreement Exhibit B,

Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment

#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-

23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

1/12/2021

Date

1/12/2021
Date

FRANKLIN HOME FOR THE AGED ASSOCIATION
58-2021-DPHS-11-LONGT-35-A01

State of New Hampshire
Department of Health and Human Services

Signed by: -
azjm M. Dows.
T i TTMOTTTS

Title: Director, Division of Public Health Srvcs.

FRANKLIN HOME FOR THE AGED ASSOCIATION

DocuSigned by:
€. Mller
3 é WOE., M1 TTer

Title: Exective Director

Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 29,000.00, for the number of test listed
in Section 4,

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 290 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ' '

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In liev of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS.nh.gov. oS

Inilial@

Datelf12/2021

Page 1 of 1
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e

(R ES T
m/NH DIVISIONOF S
Public Health Services

Narhatrggingd cpranimient ol Health and Humas Servives

New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please fill out form and return to: LTCFTesting@dhhs,nh,gov

“1} Name of facility:

2) How many staff members does your facility have?
3) StalT1esting lab utilized:

4) Reimbursement type (please check all that apply):

I:] Surveillance

D Qutbreak/Response

D County rate greater than 5%

l:l County rate greater than 10%

5) How many residents does your facility have? (it ombreak/response is checked)

l

6) Resident testing lab utilized (if different from staff and outbreak/response is checked):

Month for reimbursement period: [Select Month |

Name

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m m» $100/Test
T - .
Week 2 Test Date Week 2 Seco?d est Date Total Staff Re.sn:ient.s Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
N‘i $100/Test
Woeek 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date {if applicable) Tested (if applicable) Rate Amaunt
m $100/Test
Week 4 Test Date Week 4 Secornd Test Date Total Staff Re_5|dent.s Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
$100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
i $100/Test
jcps

Title

M’Eﬁlﬁte
|

1/12/2021
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that FRANKLIN HOME FOR THE .
AGED ASSOCIATION is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on October
13, 1938. 1 further certify that all fees and documents required by the Secretary of $tate’s office have been received and is in good

standing as far as this office is concerned.

Business 1D: 60606
Certificate Number: 0005040481

IN TESTIMONY WHEREOQF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 10th day of November A.D. 2020.
Do ok

William M. Gardner

Secretary of Staic
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CERTIFICATE OF AUTHORITY

I, Christopher Seufert, hereby certify that:
1. | am a duly elected Officer of Franklin Home for the Aged Association.

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly cafled and
held on October 21, 2020, at which a quorum of the Directors/shareholders were present and voting.

VOTED: That Mary E. Miller, Executive Director is duly authorized on behalf of Franklin Home for the Aged
Association to enter into contracts or agreements with the State of New Hampshire and any of its agencies or
depariments and further is authorized to execute any and all documents, agreements and other instruments, and
any amendments, revisions, or modifications thereto, which may in his/her judgment be desirable or necessary to
effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty {30) days from the date of this Certificate of Authority. | further cerlify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corparation. To the extent that there are any
limits on the authority of any listed individua! to bind the corporation in contracts with the State of New Hampshire,

all such limitations are expressly stated herein.
Dated: Lt z .2 [
W Officer
Chnslopher Se

Rev. 03/24/20
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FRANKHOM1

ACORD.. CERTIFICATE OF LIABILITY INSURANCE 12000

THIS CERTIFICATE 18 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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITEONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subject to the tarms and conditions of the policy, certain policies may require an endorsement. A statement on
this cartificate doas not confer any rights to the certificate holder in lieu of such endorsement(s).

PRODUCER )
USl Insurance Services LLC | [N, £x; 855 874-0123 AK, Noj:
3 Executive Park Drive, Suite 300 EMAL
Bedford, NH 03110 INSURER({S) AFFORDING COVERAGE NAIG #
855 874-0123 INSURER A : Lexington Insurance Company 19437
INSURED INSURER B ; AIM Mutual Insurance Company 33758
Franklin Home For The Aged Association INSURER ¢ ; Amarican Alternative Insurance Corp 18720
dba Peabody Home
INSURER D :
24 Peabody Place NSURER € -
Franklin, NH 03235 -
INSURER F :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TC 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 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

ADDL[S_UBDR

R TYPE OF INSURANCE SR POLICY NUMBER (eI TeY) (R B O For) LINITS
A | X| COMMERCIAL GENERAL LIABILITY SLGANLE00000300 i 03/13/1202003/13/2021) EACH OCCURRENCE 51,000,000
X| cLAMSMADE D OCCUR A R e o ce) | 31,000,000
|| MED EXP (Any one person) | $15,000
| PERSONAL & ADV inJURY | 31,000,000
 GEN'L AGGREGATE le'r APPLIES PER: GENERAL AGGREGATE $3,000,000
___| pouicy I:I JECT [:' LoC PRODUCTS - COMPIOP AGG | 53,000,000
OTHER: s
C | AuTOMOBILE LIABILITY SLHHHA 105082901 03/13/2020]03/13/2021 HENED SWCLELMIT T 4 000,000
X| any auto BODILY INJURY (Per person) | $
: D oLy SCHEQULED BODILY INJURY (Per accident} | $
X Rowr X R0 A D
s
A | |usereraume | foceur SLG4NES00000400 03/13/2020 | 03/13/2021| EACH OCCURRENCE $1,000,000
EXCESS LIAR CLAIMS-MADE AGGREGATE $1,000,000
DED ’ Xl RETENTION$10000 [

B | e i ECCE0040000272020A  P6/01/2020|06/01/2021| X [ERnre | [SR™
3#;.5?%@5@2@%[55@’53@““@ NIA E.L. EACH ACCIDENT $500,000
(Mandatory in NH) E.L. DISEASE - EA EMPLOYEE[ $500,000
LSRR ON L(')nggPERATIONS balow E.L. DiSEASE - POLICY LMIT | $500,000

A |Professional Liab SLG4NL800000300 03/13/2020|03/13/2021| $1,000,000 ea. claim

) ’ $3,000,000 aggregate

DESCRIPTION OF OPERATIONS / LOCATIONS { VEHICLES (ACORD 101, Additional Remarks Scheduls, may bs attached if more space is raquired)
This certificate covers all operations usual and customary to the business of the insured.

CERTIFICATE HOLDER

CANCELLATION

State of New Hampshire

129 Pleasant Street
Concord, NH 03301

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

Dept. of Health & Human Services ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZEQ REPRESENTATIVE

Sea Slrt

© 1988-2015 ACORD CORPORATION. All rights reserved.

ACORD 25 (2016/03) 1 of1 The ACORD name and logo are registered marks of ACORD

#530408719/M30408711

LCACA
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and Genesis Administrative Services, LLC. ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract"} approved by the Governor on November 20, 2020

and presented to the Executive

Council on TBD, the Contractor agreed to perform certain services based

upon the terms and conditions specified in the Contract as amended: and

WHEREAS, pursuant to Form
Standard Contract Provisions,

P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in conside

ration of the foregoing and the mutual covenants and conditions contained

in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Gran
1.8, to read:

t Agreement, Section 1., General Provisions: Identification., Subsection

1.8 Grant Amount not to exceed: $3,670,000

2. Modify Grant Agreemen

t Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.31, The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

Genesis Administrative Services, LLC.
§5-2021-DPHS-11-LONGT-11-A01

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  QOutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 0of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Cenditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10. 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

01/14/2021 : M.MM

Date Name: LiSa Morris
Title: Director

Genesis Administrative Sewlces, LLC.

\ \ \ \aoa\ qém/fﬁfbw\ - UQ(,M/U\ :

Date

ithe;

Genasis Administrative Services, LLC.
55-2021-DPHS-11-LONGT-11-A01 Page 2 of 2



Exilbit &-2, Amendrent L

Fatiity tint

Project ID Faciity Nama Verdor {Addrass City Siste  |Zip TES] Rembursemeni Amount
58.2021-DPHS-11-LONGT-11 Applewood 30809618 Snow Road Wi NH Q3470 &40 3 64.000.00
$9-2021-DPHS-11-LONGT-11_[Badiord Hils Canter 234296130 Coly Court Bedford NH 03110 122 1 8 112.200.00
$5-2021-DPHS-11-LONGT-11_|Country Village Healthcare 44219|US Rouls #3 Wasi NH 03597 566 |8 38.500.00
8§5-2021-DPHS-11-LONGT-11 {Crestwood 30645740 Crosby Streat Mitford NH 03055 840 84.000.00
88-2021-DPHS-11-LONGT-11 |Eim Wood Ceniar Clarsmont 41721]200 Hanovar St Claremont NH 03743 500 50,000,00
83-2021-DPHS-11-LONGT-11_|Exater Conter 2334 16| 8 Hampton Rosd Exgter NH 03833 7680 76.000.00
£5.2021-DPHS-11-LONGT-11_[Hachat: Hiil Canter 263830 191 Hacket! Hill Road Muanchesier NH 03102 848 58.200,00
55-2021-0PHS-11-LONGT-11 |Hawris Hill Centar 24428520 Maitland Sirest Concord NH 0331 T04 0,400.0C
$5-2021-0PHS-11-LONGT-11 |Kesne Center 244284677 Courl Strest Keeors NH 03431 832 $ ,200.00
£5-2021-DPHE-11-LONGT-11 |Leconia Rehabildagon Center 280154 |175 Blusberry Lane Laconin NH 03248 1185 | § 116,500.00
§8-2021-DPHS-11-LONGT-11 |Latay Caner 24428893 Main Sueel Franconia NH 03580 548 800.00
83-2021-0DPHS-11-LONGT-11 |Langdon Place of Dover 2336454 |50 Middis Road Dover NH Q3820 80 78.000.00
55-2021-DPHB-11-LONGT-11_|Langdon Place of Keene 235683881138 172 Arch Brrest Katne NH 03431 10 $1,000.00
55-2021-DPHS-11.LONGT-11_|Labanon Center 24424024 Old Etra Road Lebsnon NH Q3768 1058 105.800.00
55-2021-DPHS-11-LONGT-11_| Mineral Springs 231518]1251 White Meuntain Highway _|North Conway NH 03860 677 &7.700.00
89-2021-0PHS-11-LONGT-11 [Mountan Ridge Center 244265 |7 Bakiwin Strest Frankkn NH 03235 194 78 400,00
$5-2021-0PHS-11-LONGT-11_|Ocesriside Skilled Nuﬂing and Rehabilitation 241785122 Tuck Road Hamplon NH 03842 720 72,000.00
83-2021-DPHS-11-LONGT-11 | Phessant Wood 308498130 Phassant Road Peterborough NH 0458 3. 762 |3 78,200.00
88-2021-DPHS-11-LONGT-11_| Pleasant View Cantar 244263210 Plaasant Straet Concord NH 03301 iz |s 115,200,060
55-2021-0PHS- 11-LONGT-11 Ridgewood Centar 244241[25 Ridgewood Road Badiord NH 03110 088 |5 £6.800.00
58-2021.DPHS-11-LONGT-11_jRochesier Manor 270757 4G Whitehall Road Rochasier NH 03867 861 S 80,100.00
58-2021-DPHS-11-LONGT-11 | Tha Ekns Center 2342851276 Hanovar Stree! Manch NH 03104 497 49.700.00
88-2021-DPHS-11-LONGT-11_Wolleboro Bay Center 233423(38 Chpper Drive \Wollsboro NH 03854 T44 74.400.00

1,795,800,00

Grantee initlals
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Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, dependlng on the vendor registration.

2. The Department shail pay the Grantee a total amount of $1,795,600, for the number of test listed
in Exhibit A-2 — Facility List.

3. The Grantee shall contract with a Clinical Laboratory improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 test performed, during the peridd specified in Section 3, and
will not exceed the number of staff in each facility identified in Exhibit A-2 — Facility List,
Amendment #1. A 10% plus or minus in staff is allowable,

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2 Fund'ing for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statemde

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testlng as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2, Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Departmentin order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS .nh.gov.
initials JJU/\

Date ‘_\m}\

Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and retumn to: LTCFTesting@dhhs.nh.gov

1} Name of facility:

I

2) How many staff members does your facility have?

3) Staff testing lab utilized:

4) Reimburgsement type (please check all that apply):
D Surveillance
D Outbreak/Response
D County rate greater than 5%

D County rate greater than 10%

5) How many residents does your facility have? {if outbreak/response is checked)

l

6) Resident testing lab utilized (if different from stuff and outbreak/response is checked):

[

“Month for reimbursement period: [Setect Month |

Total Staff

Week 1 Test Date Week 1 Second Test Date Restdents Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
m $100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Refldent‘s Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
$100/Test
Week 3 Test Date Week 3 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m H $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date (if applicable) Tested {if applicable} Rate Amount
m j $100/Test
Week 5 Test Date | Week S _Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) {if applicable) Tested | (if applicable) Amount
” J{I $100/Test

VT PANEE

Name

\.( L(_Lt_f\(\(\'m{u./}/

Title

(Ill

Date



CERTIFICATE OF AUTHORITY

Michael Berg
1, Michael Berg . hereby certify that
(Name of the etected Officer of the Corporation/LLC; cannot be contract signatory}

1. | am a duly elected Clerk/Secretary/Officer of Genesis Administrative Services LLC
' {Corporation/LLC Name)

2. The following is a true copy of a vote taken al a meeting of the Board of Direclors/shareholders, duly called and
held on January 11,2021, at which a quorum of the Directors/shareholders were present and voting.
{Date)

VOTED: That Lauren Murrav. LNHA. Vice President Of Operations (may list more than one person)
{Name and Title of Contract Signatory)

is duly authorized on behalf of Genesis Administrative Services LLC to enter into contracts or agreements with
{Name of Corporation/ LLC)

the State of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necassary to effect the purpose of this vote.

3. ' hereby cerlify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contracl/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30} days from the date of this Certificate of Autharity. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation.in contr‘ej:f with the State of New Hampshire,

all such limitations are expressly slated herein. \ g
Dated: 1/11/2021 1% /%

Signature of Electéd-Officer
Name: Michael Berg
Title:  Assistant Secretary

Rev. 03/24/20
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N, '
A‘CORD CERTIFICATE OF LIABILITY INSURANCE 111252020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.,

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 leu of such endorsement(s).

CONTACT
PRODUCER :

MARSH USA, INC. s FAX

99 HIGH STREET ,%cﬁp._ﬁan (AJC, Mo

BOSTON, MA 02110 | ADORESS:

INSURER(S) AFFORDING COVERAGE NAIC ¥

CN130089801-5TND-GAWP-20-21 INSURER A : Hutson Excess Insurance Company 14484
INSURED (L i 035

Genesis Healthcare, Inc. INSURER 8 : Liberty Mutual Fire Insurance Co 23

101 East State Streat INSURER € ; Al Insurance Co. 19398

Kennet! Square, PA 19348 INSURER D :

INSURERE :
INSURERF :

COVERAGES CERTIFICATE NUMBER: NYC-010766282-11 REVISION NUMBER: 0

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 8Y PAID CLAIMS.

TNSR ADDLTSUBR] P Y EFF | POLICY EXP
LTR TYPE OF INSURANCE INSD | wvp POLICY NUMBER ma."'r;%rvww mam%fvwv) LIMITS
A | X | COMMERCIAL GENERAL LIABILITY HFF100067-2005 12012020 | 1240172021 EACH OCCURRENCE s 3,000,000
DAMAGE TO RENTED
X ] cuamswaoe [__] occur PREMISES (Ea occurence) | 3 3,000,000
| MED EXP (Any one person) 3 EXCLUDED
PERSONAL 8 ADVINJURY | § 3,000,600
GEN'L AGGREGATE LIMIT APPLIES PER; GENERAL AGGREGATE s 3,000,000
X | PoLicY D & LoC PRODUCTS - COMP/OP AGG | § 3,000,000
| oTHER: 3
X - COMBINED SINGLE LIMIT
B EOMOBILE LIABILITY AS52-631-004087-240 1210112020 12/01/2021 Ea acendenl) s 1,000,000
X | any auTo SIR: $250,000 BODILY INJURY (Per person} | §
Dy || SCyEQULED BODILY INJURY (Per accident)| $
“X_| HIRE NONOWNED PROPERTY DAMAGE s
| * | AUTOS oMLY AUTOS ONLY |_(Per actident}
3
| |umereLLatian OCCUR EACH OCCURRENCE 3
EXCESS LIAB CLAIMS-MADE AGGREGATE 3
DED l ] RETENTIONS $
C |WORKERS COMPENSATION 045886637 (AOS) 152020 02152021 X | PER | l OTH-
AND EMPLOYERS' LIABILITY STATUTE ER
YIN Deductible:51,500,000 1.000.000
Sl el i | 510 cLcxcnrcaen . _|s o
{(Mandatory In NH) {Continued on Acord 101) E.L. DISEASE - EA EMPLOYEE| § 1,000,000
- | yes. deseribe under 1,000,000
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | § D00,
A Medical Professional Liability HFF160067-2005 1210172020 12/01/2021 Each Meqical Incident; 3,000,000
Aggregate: 3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Scheduls, may be attached if more space is requirad)
*GL and MPL Policy subject a combined $3,000,000 policy eggregata and is inclusive of the applicable policy deductible.

The Narmed Insured is Sel Insured for auto physical damages. Evidence of Insurance

CERTIFICATE HOLDER

CANCELLATION

7 Baldwin Street Qperations LLC
dftva Mountain Ridge Center

7 Baldwin Street

Franklin, NH 3235

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREQF, NOTICE WILL BE DELIVERED
ACCORDANCE WITH THE POLICY PROVISIONS.

IN

of Marsh USA Inc.

Michael. P. Walsh

AUTHORIZED REPRESENTATIVE

ey Lield

ACORD 25 (2016/03)

©1988-2016 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD



AGENCY CUSTOMER ID: _CN130089801

LOC #: Boston

- ’ ' .
ACORD ADDITIONAL REMARKS SCHEDULE Page 2 of 2
AGENCY NAMED INSURED

MARSH USA, INC. Genesis Healthcare, Ing.
101 East State Street
POLICY NUMBER Kennett Square, PA 19348
CARRIER NAIC CODE
EFFECTIVE DATE:

ADDITIONAL REMARKS
THIS ADDITIONAL REMARKS FORM IS A SCHEDULE TO ACORD FORM,
FORM NUMBER: 25 . rorm TITLE: Cerificate of Liability Insurance

Othar WC policies;

States covered: CA

Carrier; American Home Assurance Company

Policy Number: (45886640

Limit:

Erapioyers Liability Each Accident: $2,000.000
Employers Liabllity Dissase-Policy Limil: $2,000,000
Employers Liablity Dissase-Each Employes: $2,000,000
Deductible: $1,500,000

States covered: MAND, WA W1 WY

Carrier: New Hampshire Insuranca Company

Policy Number: (45886639

Limit:

Employers Liability Each Accident: $ 1,000,000
Employers Liablity Disease-Policy Limit: $1,000,000
Employers Liabllity Disease-Each Employee: $1,000,000
Deductible: $1,500,000

Slates covered: FL

Carrier: AlU Insurance Company

Policy Number; (045836633

Limit:

Empicrvers Liabllity Each Accident: $1,000,000
Empioyers Liability Disease-Policy Limil; $1,000,000
Employers Liability Disease-Each Employee: $1,000,000
Deductible: $1,500,000

States covarad: OH

Carier: National Union Fire Insurance Company of Pittsburgh, PA
Policy Number: XWC 6559378

Lisnit:

Employers Liability Each Accident: $1.000,000

Empioyers Liabilty Disease-Policy Limit: $1,000,000

Sell insured retention: $1,500,000

ACORD 101 {2008/01)

® 2008 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD




DocuSign Envelope ID: F7182113-DD11-43B3-B60A-1337EE1819F1

State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Sewlces ("State” or
"Department”) and GREENLEAF PROPERTIES INC (“the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended: and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and -

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $1,930,800
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read;

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates: -

1.6.1.1. <5% County Paositivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1, The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Cutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory,

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of  residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

GREENLEAF PROPERTIES INC
$8-2021-DPHS-11-LONGT-46-A01 Page 1 of 2



OocuSign Envelope ID: F71B2113-DD11-43B3-B60A-1337EE1819F1

3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:
12/18/2020 _ @?& . Wowis

nnnnnnnnnn

Date Name: L1sa M. Morris
Title:  pj4 rector, Division of Public Health Srves.

GREENLEAF PROPERTIES INC

DocuSigned by .
12/18/2020 | Um'SfbM Markin
Date Name: ¢hri Stopher wartin

Title: President

GREENLEAF PROPERTIES INC
$8-2021-DPHS-11-LONGT-46-A01 Page 2 of 2



DocuSign Envelope ID: F7182113-D011-43B3-B60A-1337EE1819F1

New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6} in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 56,400.00, for the number of test listed
in Section 4. :

3. The Grantee shall contract with a Clinical Laboratbry Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 564 test during the duration of the contract. A-10% plus or minus in staff is
allowable. :

Cost Per Test $100

4 1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
- Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2.  |dentifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qgov. 0s
. Initial@

12/18/2020

Date
Page 1 of 1



DocuSign Envelope 10: F71B2113-DD11-43B3-B60A-1337EE1819F1
N/
'\

/NH DIVISION OF i
Public Health Services

natadrgtagings Licpatimicnt of lieahth and Human Services

New Hampshire Long-Term Care Facility Sentinel

“Surveillance Tracking and Reimbursement Form
Piease Aill out form and return 1o: LTCFTesting@dhhs.nh.gov

1) Name of facility:

l

2} How many staff members does your facility have?

]

3) Stafltesting lab utilized:

4) Reimbursement type (please check all that apply):

I:] Surveillance
[:I Quitbreak/Response
E] County rate greater than 5%

D County ralc greater than 10%

6) Resident testing lab wtilized {if different from staf¥ end outbreak/response is checked):

Month for reimbursement period: [Select Month |

3) How many residents does your Macility have? (if outbreak/response is checked)

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
$100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested {if applicable) Rate Amount
$100/Test
Resi T i
Week 3 Test Date Week 3 Secor\d Test Date Total Staff efldent's ested Rate Reimbursement
(if applicable) Tested {if applicable)} Amount
HL $100/Test
Week 4 Test Date Weekt.l Secopd Test Date Total Staff Re.s'dent.s Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
] $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
I $100/Test
—D5
Name Title

U\& Date

—

12/18/2020
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State of New Hampshire
Department of State

CERTIFICATE

[, William M. Gardner, Secretary of Siate of the State of New Hampshire, do hereby certify that GREENLEAF PROPERTIES,
[NC. is a New Hampshire Profit Corporation registered to transact business in New Hampshire on June 07, 1982, | further certify
that all fees and documents required by the Secretary of State's office have been received and is in good standing as far as this

office is concerned.

Business [D: 47907
Certificatc Number: 0005032619 ,

IN TESTIMONY WHEREOF,
1 hereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,

this 23rd day of October A.D. 2020.

Don ok

William M. Gardner

Secrctary of State




CENTIFICATE OF AUTHORITY

Chy -SbvﬂA(/ Magri N .. hereby certify that: |

1. | am the sole shareholder and director of éf dd ﬂ//ff / wpelrr ES
_ Chee orporation) ’
2, On_/9 date), hﬂj/ﬂfﬂﬂ yad (name), the sole shareholder and director of

& ff{m@ vl ﬁ@gﬁm ﬂ ¢ .(corporation), vated to enter intd a contract or agreement with the State of

New Hampshire and any of its agencies or departments and further authorized

Kk W'S/é/}ll/ N#FM’ {(name) to execute any and all documents, agreements and other instruments.

3. | further certify that it is understood that the State of New Hampshire will rely on this certificate as
evidence that 1 have full authority to bind the corporation. To the extent that there are any limits on my
authority to bind the corporation in contracts with the State of New Hampshire, ait such limitations are
expressly stated herein.

4. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of
‘the date of the contract/contract amendment to which this certificate Is attached. This authority remains
valid for thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood
that the State of New Hampshire will rely on.this certificate as evidence that the person(s) listed above
currently occupy the position(s) indicated and that they have full authority to bind the corporation. To the
extent that there are any limits on the authority of any listed individual to bind the corporation in contracts
with the State of New Hampshire, all such limitations are éxpressly stated herein.

Dated: _Q&g_/ x0 , %/,m ﬁ/a%ﬂ

(Name of Sole Shareholdér and Director)

Rev. 10/10/19
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ACORD. INSURANCE BINDER 09104120
THIS BINDER IS A TEMPORARY INSURANCE CONTRACT, SUBJECT TO THE CONDITIONS SHOWN ON THE REVERSE SIDE OF THIS FORM.
PRODUCER ‘ch.NNEo. £x: 253.761.3256 COMPANY BINDER #

f,.% No}: 253.761.3256 Allied Property and Casualty Ins. C ACP3047817483

Propel Insurance DATE EFFECTIVE TIME D“Exmmnon
Commercial Insurance X[ am X [12:01 am
1201 Pacific Ave, Suite 1000 10/25/20 12:01 ] e 1225120 ] oo
Tacoma, WA 88402 THIS BINDER IS ISSUED TO EXTEND COVERAGE IN THE ABOVE NAMED COMPANY
CODE: ’ SUB CODE: PER EXPIRING POLICY #:
Tﬁ;‘C;ER 0. 186742 OESCRIPTION OF OPERATIONS/VEHICLES/PROPERTY (Including Location}
INSURED Greenleaf Properties, Inc. Veh#1: 2012 Dodge Ram 2500 Truck

dba Woodlawn Care Center 3CELDSAT4CG 188097 NH

84 Pine Street Veh#2: 2014 Dodge Ram Promaster Van

Newport, NH 03773-2005 3CE6TRVPGS5EE124628 NH

A {See Special Conditions Below)
COVERAGES ) LIMITS

TYPE OF INSURANCE COVERAGE/FORMS DEDUCTIBLE | COINS % AMOUNT
PROPERTY  CaUSES OF LOSS Blanket 1: Combined Bldg & Per Prop Varies 100 |$5,624,722
BASIC D BROAD E spec | Blanket 2: BVEE Incl Rental Value 72 Hours 100  ($1,929,300

X |RCV
X | Agreed Value See Spec. Conditions/Other Coverages
GENERAL LIABILITY EACH OCCURRENCE 3 1,000,000
X | COMMERCIAL GENERAL LIABILITY Q%AESJQEWSES 5 100,000

X | cuams mane D OCCUR ‘ MED EXP (Any one person) | $ 5,000
PERSONAL & ADV INJURY s 1,000,000
| Sea Spec. Conditions/Other Coverages . GENERAL AGGREGATE $ 3,000,000
RETRO DATE FOR CLAIMS MADE:  10/25/2005 PRODUCTS - COMPIOP AGG |5 3,000,000 -
AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT $ 1,000,000
X | ANy AUTO BODILY INJURY (Per person) | s
ALL DWNED AUTOS BODILY INJURY (Per accident) | S
SCHEDULED AUTOS PROPERTY DAMAGE 3
HIRED AUTOS . MEDICAL PAYMENTS $ 5,000
NON-OWNED AUTOS PERSONAL INJURY PROT $
| UNINSURED MOTORIST s 1,000,000
) 5
| AUTO PHYSICALDAMAGE pepucTIBLE | | ALLVEHICLES [ | screouLen vericLes X ACTUAL CASH VALUE
X | coLusion: 1000 STATED AMOUNT s
X [oTtHER THAN cOL: 1000 ; OTHER
GARAGE LIABILITY , AUTO ONLY - EAACCIDENT | $
ANY AUTO ' OTHER THAN AUTO OMLY:
EACH ACCIDENT | $
AGGREGATE _|§
EXCESS LIABILITY EACH OCCURRENCE s 1,000,000
X_| UMBRELLA FORM AGGREGATE s 1,000,000
OTHER THAN UMBRELLA FORM RETRO DATE FOR CLAmS Mmape:  10/25/05 ‘| SELFINSURED RETENTION | §
WC STATUTQRY LIMITS
WDRKER'S C&%PENSATION E.L. EACH ACCIDENT 3
EMPLOYER'S LIABILITY . E.L. DISEASE - EA EMPLOVEE | §
E.L. DISEASE - POLICY LIMIT $
prom ;loar:ied Insureds: FEES $
OTHER ne Senior Living, LLC TAXES $
COVERAGES (See attached Spec Conditions/Other Covs page.) _ ESTIMATED TOTAL PREMIUM | §
NAME & ADDRESS
|| MORTGAGEE || ADDiTioNAL msurRED
LOSS PAYEE
LOAN #
AUEOR %F_{EEESENTATNE
I

ACORD 75(2001/01)10of 3 #36745 NOTE: IMPORTANT STATE INFORMATION ON REVERSE SIDE  CXC00 © ACORD CORPORATION 1983
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CONDITIONS

This Company binds the kind(s) of insurance stipulated on the reverse side. The Insurance is subject to the
terms, conditions and limitations of the policy(ies) in current use by the Company.

This binder may be cancelled by the Insured by surrender of this binder or by written notice to the Company
stating when cancellation will be effective. This binder may be cancelled by the Company by notica to the
Insured in accordance with the policy conditions. This binder is cancelled when replaced by a policy. If this
binder is not replaced by a policy, the Company is entitled to charge a premium for the binder according to the
Rules and Rates in use by the Company.

Applicable in California

When this form is used to provide insurance in the amount of one million doflars ($1,000,000) or more, the title
of the form is changed from "Insurance Binder” to "Cover Note".

Applicable in Delaware -

The mortgagee or Obligee of any mortgage or other instrurment given for the purpose of crealing a lien on real
property shall accept as evidence of insurance a written binder issued by an authorized insurer or its agent if
the binder includes or is accompanied by: the name and address of the borrower; the name and address of the
lender as loss payee; a description of the insured real property, a provision that the binder may not be canceled
within the term of the binder unless the lender and the insured borrower receive written notice of the cancel-
lation at least ten (10) days prior to the cancellation; except in the case of a renewal of a policy subsequent to
the closing of the loan, a paid receipt of the ful amount of the applicable premium, and the amount of
insurance coverage.
Chapter 21 Title 25 Paragraph 2119

Applicable in Florida

Except for Auto Insurance coverage, no notice of cancellation or nonrenewal of a binder is required unless the
duration of the binder exceeds 60 days. For auto insurance, the insurer must give 5 days prior notice, unless
the binder is replaced by a policy or another binder in the same company.

Applicable in Nevada

Any person who refuses to accept a binder which provides coverage of less than $1,000,000.00 when proof is
required: (A) Shall be fined not more than $500.00, and (B) is liable to the parly presenting the binder as proof
of insurance for actual damages sustained therefrom.

ACORD 75 (2001/01) 2 of 3 #36745
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SPECIAL CONDITIONS/OTHER COVERAGES (Cont. from page 1)

88 Pine Senior Living, LLC

Greenleaf Properties, Inc. .

Martin, Christopher - Individual

Philbkin, Pamela - Individual

Woodlawn Nursing Home Resident Trust Account
Woodlawn Properties LLC

dba Woodlawn Care Center

** Continued from Description of Operations/Vehicles/Property Section **
Loc#l: 84 Pine St, Newport, NH 03773-2005

Loc#2: 88 Pine St, Newport, NH 03773

Loc#4: 30 Pine St, Newport, NH 03773

** Continued from General Liability Section **

Coverage: Employee Benefits Liability Retro 10/25/05

Limit: 1,000,000/3,000,000 Deductible $1,000

Coverage: Abuse or Molestation Retxo 10/25/05 Limit: 1,000,000/3,000,000
Coverage: Professional Liability Retro 10/25/05 Limit: 1,000,000/3,000,000

** Continued from Property Section **
Bldg/BPP Deductibles - Location 1 $5,000, Locations 2 & 4 $1,000
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o Granite State Healthcare
Rﬁ\fp and Human Service Trust

PO Box 4197
Concord, NH 03302-4197

Certificate Holder

Issue Date:Qct 27, 2020

This certificate is issued as a matter of information only

and confers no rights upon the certificate holder.

This certificate does not amend, extend or alter
the coverage afforded by the policies below,

Certificate of Insurance

Chris Martin

Greenleaf Properties, Inc.
B4 Pine Street

Newport, NH 03773

Companies Affording Coverage

Company Granite State HC&HS Trust
Letter A

Company  midwest Employers Casualty Corp.
Letter B

This policy is effective at 12:00 am on02/01/2020. and will expire at 12:01 am on02/01/2021.
This policy will automatically be renewed unless notified by either party by October 1st of any fund year.

Coverages

This is to certify that the Workers” Compensation and Employer’s Liability Insurance has been issued to the insured
named abaove for the policy period indicated, not withstanding 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, exctusions and conditions of such policies.

Type of Insurance/Carrier

A: Workers' Compensation

Policy Number Effective Date

Expiration Date LIMITS

& Employer’s Liability E.L. Each Accident $1.000,000
Granite State HC&HS Trust HCHS20200000216 0270172020 02/01/2021  E.L Disease-Pol Limit $1,000,000
E.L. Disease-Each Emp $1,000,000
B: Excess Insurance Workers’ Compensation Statutory
Employer's Liability $1,000,000
Midwest Employers Casualty Corp. EWC009477 -02/01/2020 02/01/2021
Description of Operations O officers Excluded
Member Cancellation
Chris Martin

Greenleaf Properties, Inc.
84 Pine Street
Newpeort, NH 03773

The

LAWSON
GROUP

Thinking. Withour che Hov

Should any of the above described policies be
cancelled before the expiration date thereof, the
issuing company will endeavor to mail 30 days
written notice to the certificate holder named

to the left, but failure to mail such notice shall
impose no obligation or liability of any kind upon
the company, its agents or representatives.

Oct 27,2020
Date

prcsentative
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department") and HANOVER HILL HEALTH CARE CENTER SERVICES ("the Contractor").

WHEREAS, pursuant to an agreement (the ."Contract“) approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended: and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
- 1.8, to read:

1.8  Grant Amount not to exceed: $2,002,000
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QSQ-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-18 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
he different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week,

1.6.1.3. >10% County Positivity Rate = The Contractor shalt test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.  If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upen funding availability.

HANOVER HILL HEALTH CARE SERVICES
S§8-2021-DPHS-11-LONGT-26-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
Long-Term Care Facility Sentinel Surveillance Tracking Form

it in its entirety with New Hampshire

Amendment #1, which is attached hereto and incorporated by reference héerein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment

#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-

23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have

12/31/2020
Date

12/28/2020
Date

HANOVER HILL HEALTH CARE SERVICES
$5-2021-DPHS-11-LONGT-26-A01

set their hands as of the date written below,

State of New Hampshire
Department of Health'and Human Services

DosuSigned by:
(oS oin
Name: > Morris

Title: Director, Division of Public Health Srvcs.

HANOVER HILL HEALTH CARE CENTER SERVICES

DocuSignad by:
I Lon Melwdine
clntire

Name:
Title; Administrator

Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $128,000.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4, The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
" and will not exceed 1,280 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ' ‘

Cost Per Test $100

4 .1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Sérvices, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. b8
Inilialsl LM

Date 12/28/2020

Page 1 of 1
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[ //o\\
m NH DIVISION OF \
Public Health Services

et Depasiment of Health and Himan Serviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facilitv:
2) How many staff members does your facility have?

3} Stafftesting lab wilized:

4) Reimbursement kype (please check all that apply):

D Surveillance

D Outbreak/Response

D County rate greater than 5%
D County raic greater than 10%

3) How many residents does your facility have? (ifoulbreakfrcsponsé is checked)

l |

6} Resident Lesting Lab utilized (il differem from stall and outbreak/response is checked):

I _

Month for reimbursement period: |§elect Month |

Week 1 Second Test Date Total Staff Residents Tested Reimbursement
Week 1 Test Date . . X N Rate
{if applicable) Tasted (if applicable) Amount
] —
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested {if applicable) Rate Amount
N W $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date (if applicable) Tested {if applicable) Rate Amount
I ‘m» 5100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable) Tested {if applicable) Rate Amount
' m $100/Test
Week S Test Date | Week S Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
m m $100/Test

13

Date
UUL 12/28/2020

Name Title
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that HANOVER HILL HEALTH
CARE CENTER SERVICES, INC. is a New Hampshire Profit Corporation registered to transact business in New Hampshire on
December 15, 2006. 1 further centify that all fees and documents required by the Secretary of State’s office have been received

and is in good standing as far as this office is concerned.

Business ID: 569040
Certificatc Number: 0005034271

IN TESTIMONY WHEREOF,
| hereto set my hand and cause to be affixed
the Scal of the State of New Hampshire,

this 27th day of October A.D. 2020.

Don ok

William M. Gardner

Sccretary of State




CERTIFICATE OF AUTHORITY

|, Theodore J. Lee, hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. | am a duly elected Clerk/Secretary/Officer of Hanover Hill Health Care Center Services, Inc.
(Corporation/LLC Name)

2. The following is a true copy of a vote taken at a meeling of the Board of Direclorsfshareholders, duly called and
held on December 30, 2020, at which a quorum of the Directorsishareholders were present and voting.
{Date) :

VOTED: That Lori Mcintire, Administrator (may list more than one person)
{Name and Title of Conlract Signatory)

is duly authorized on behalf of Hanover Hill Health Care Center Services Inc to enter into coniracts or agreements
with the State

(Name of Corporation/ LLC)

of New Hampshire and any of its agencies or depariments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in hisfher judgment be desirable or necessary to effect the purpose of this vole. -

3. | hereby certify that said vote has not been amended or repealed and remains in fufl force and effect as of the
date of the contract/contract amendment to which this cerdificate is attached. This authority remains valid for
thirty (30) days from the date of this Cerlificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this cerlificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individua) to bind the corporation in contracts with the State of New Hampshire,

all such limilations are expressly stated herein. ; G
Dated: / f\ﬂ el

Signalure of Elefted Officer
Name: -Ta\) L_{ 55

me:?/[_({f»b&/\ﬁ/

Rev. 03/24/20
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) &
ACORD
L——'/

CERTIFICATE OF LIABILITY INSURANCE

DATE (MMDODIYYYY)
12/03/2020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 lisu of such endorsement(s).

PRODUCER ﬁg‘ﬁgcr Carrie Morgan
FIAN/Cross Insurance PHONE - (503} 669-3218 f:,xc _Nop (803) 645-4331
1100 Elm Street AbMﬁ‘RI.IESS: cmorgan@crossagency.com
. INSURER(S) AFFORDING COVERAGE NAIC #
Manchester NH 03101 (NSURER A: Medical Mutual Insurance Co of Maine
INSURED iNSURer B The Travelers Indemnity Co. & its Affiliates.
Hanover Hill Health Care Center Services Inc. NSUREr ¢ : New Hampshire Employers Ins Co 13083
700 Hanover Strest INSURER D ¢
INSURERE :
Manchester NH 03104 INSURER F ;
COVERAGES CERTIFICATE NUMBER:  20-21 All Lines REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOQVE 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.

INSR ADDL [ POLICY EXP
LTSR TYPE OF INSURANCE INSD | wYD POLICY NUMBER (M%%FYW:-, tMa}D%N%YY) LIMITS
3| COMMERGIAL GENERAL LIABILITY EACH OCCURRENCE ¢ 1,000,000
. DAMAGE 10 RENTED
| CLAIMS-MADE OCCUR PREMISES (Ea occurence) 3 100,000
. ) MED EXP {Any one parson) s 5.000
A NH NHL 004352 1210172020 | 12002021 | pepsomar s apvimsury | s 1000000
GEML AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 3.000.000
X| poLicy 5’?& Loc PRODUCTS - COMPIOPAGE | 5 1,000,000
| orHer: Professional Liability Each OccurfAggregate s 1 mill/ 3 mill
COMBINED SINGLE LIMIT
AUTOMOBILE LIABILITY Ea accident) s 1,000,000
| ANY AUTO BOOILY INJURY (Per person) [ §
OWNED SCHEDULED - . ¥
B AUTOS ONLY noToS BA-4AR751664-20-43-G 12/01/2020 | 12/01/2021 | BOOILY INJURY (Per accident) | $
— | HIRED NON-OWNED PROPERTY DAMAGE s
|| AUTOS ONLY AUTOS ONLY Per accident)
Uninsured motorist $ 1.000,000
UMBRELLALIAB | 3] occur EACH OCCURRENCE s 2.000.000
A | D¢| EXCESS LIAB CLAIMS-MADE NH UMB 004353 12/01/2020 | 120112021 | sgerecate ¢ 2.000.000
oeo | <] retenmion s 10.000 5
WORKERS COMPENSATION PER OTH-
AND EMPLOYERS' LIABILITY YIN | Shirure | (&5 250,000
C | e o e UTIVE NiA ECC60040001082020 (3a.) NH | 12/31/2020 | 12/31/2021 |EL. EACHACCIDENT s T
{(Mandatary in NH) ELL. DISEASE - EA EMPLOVEE | 3 T00-000
If yas, describe under 500,000
DESCRIPTION OF OPERATIONS betow EL. DISEASE - POLICY LIMIT_| § »
Theodore & Deborah Chambedain Lee
C | excluded from workers compensation

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES {ACORD 101, Additiona! Remarks Schaduls, may be attached If more space Is required)

CERTIFICATE HOLDER

CANCELLATION

New Hampshire Depariment of Health & Human Services
Bureau of Contracts & Procurem
129 Pleasant Street

Concord NH 03301

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREGF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department") and HEARTLAND HEALTHCARE CENTER LLC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon wrltten agreement of
the parties and appropriate State approval, and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $1,949,000
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
" above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the folldwing
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates: .

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outhreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

HEARTLAND HEALTHCARE CENTER LLC
$5-2021-DPHS-11-LONGT-15-A01 ) Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein. '

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

S‘igncdby:
12/23/2020 , . . Wows

Date Né-,ﬁeéayﬂsww.- MOrris
Title: pirector, Division of Public Health Srvcs.

HEARTLAND HEALTHCARE CENTER LLC

DeocuSigned by:
12/23/2020 ( Malislm Do
T oEan

Date Name:
Title:  NHA

HEARTLAND HEALTHCARE CENTER LLC
§5-2021-DPHS-11-LONGT-15-A01 Page 2of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-18 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 75,000.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 750 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

43.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. s
[nitiaJ MD

Datel2/23/2020

Page 10f 1
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New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facilitv:

2} How many siafl members does your facility have?

3) Suaft resting lab utilized:
4) Reimbursement type {please check all that apply):

D Surveillance

I—__] Outbreak/Response

D County rate greater than 3%
D County rate greater than 10%

5) How many residents does your facility have? (if outbreak/response is checked)

[ . I

6} Resident Lesting tab utilized (if differcmt from stafT and outbreak/response is checked):

| |

Month for reimbursement period: [Select Month J

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
]ﬂ m $100/Test
Week 2 Second Tast Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested (if applicable} Rate Amount
m HL $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date {if applicable) Tested {if applicable) Rate Amount
m «W “ $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date (if applicable} Tested {if applicable) Rate Amount
m T 1 —
Week 5 Test Date | Week S Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable} {if applicable) Tested {if applicable) Amount
m m N $100/Test
l—os
Name Title Date

12/23/2020
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Search Business Names

Search Result

CQuickStart

@ Back to Home (fonline/Businessinquire)

Business Homestate

Business Name
ID Name

Heartland HealthCare Center, LLC
(fonline/Businessinquire/Businessinformation? 649995

businessID=478367)

Page 10f 1, records 1to 1 of 1

Business
Type

Previous
Name

Domestic

Limited
Liability -

Company

Principal
Office -
Address

901 Suncook
Valley Hwy,
Epsom, NH,

03234, USA

Registered

egistere Status
Agent Name
National

. Good
Registered Standin
Agents, Inc. d
Back

NH Department of State, 107 Marth iMain St. Room 204, Concord, WH 03301 -- Contact Us (fonline/Home/ContactUs)

Version 2.1 © 2014 PCC Technelogy Group, LLC, All Rights Reserved.

https:/fquickstart.sos.nh.gov/online/Businessinquire/LandingPageBusinassSearch 1"
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CERTIFICATE OF AUTHORITY

Allison Burwin
1, Allison E. Burwin ' , hereby certify that:

1. | am a duly elected Clerk/Secretary/Officer of ___Heartland HealthCare Center, LLC d/bfa Epsom HealthCare
Center

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on December 24, 2020 at which a quorum of the Directors/shareholders were present and voting.

VOTED: That Malcolm Dean, Administrator

is duly authorized on behalf of Heartland HealthCare Center, LLC d/b/a Epsom HealthCare Center to enter into
contracts or agreements with the State of New Hampshire and any of its agencies or departments and further is
authorized to execute any and all documents, agreements and other instruments, and any amendments, revisions,
'or modifications thereto, which may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understocd that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation incontracts with the State of New Hampshire,
all such limitations are expressly stated herein.

Dated.___ December 24, 2020

Signature of ETected Officer
Name: Allison Burwin
Title: Regional Vice President

Rev. 03/24/20
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Far T, - £ ; 12/30/2019
FRODUCER [THLS CERTIFICATE 18 ISSUED AS A MATTER OF INFORMATION
USA Risk Group (Cayman LTD.}  (877) 483-1850 ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
P. O. Box 1085, Queensgate House, 5th Floor HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
Grand Cayman, KY1-1102 ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.
Cayman islands INSURERS AFFORDING COVERAGE
INSURED wsurer o: Premier Plus Insurance Company, LTD
National HealthCare Corporation [NSURER B:
100 E. Vine Street INSURER C:
Murfreesboro, TN 37130 INSURER D:
INSURER E:

COVERAGES This Certificate is not intended to spacify all endorsements, coverages, terms, conditions and éxdusions of the policies shown.

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 1SSUED OR MAY FPERTAIN, THE INSURANCE AFFORDED BY THE POLICIES
* | DESCRIBED HEREIN (S SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS OF SUCH POLICITES. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

[TNSR N P
) POLICY EFEECTIVE | POLICY EXPIRATION .
LTR TYPE OF INSURANCE POLICY NUMBER DATE (MMDDY) DATE (MMIDEY LIMITS
GENERAL LIABILITY EACH OCCURRENCE 1,000,000,
COMMERCIAL GENERAL LIABILITY FIRE DAMAGE {Any one fire} 50,000.
. o PP 019 01/01/2020 | 01/01/2021 = -
CLAIMS MADE OCcUR . MED EXP (Any one person) Excluded
Professional Liability FERSONAL & ADV INJURY Included
Premises Liability ) . GENERAL AGOREGATE 3.000.000. °
1 ¥ *
GEN'L AGGREGATE :.}l{.\g.lr APPLIES PER: PRODUCTS - COMPIOP AGG | 1/
:] POLICY D JECT El LOC —
NO Deductible Applig
AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT
ANY AUTO Bk
ALL OWNED AUTOS BODILY [NJURY
— Per person)
SCHEDULED AUTOS [ )
HIRED AUTOS BODILY INJURY
Per acxident)
: NON OWNED AUTOS o
. PROPERTY DAMAGE
] $1000 Ded. Collision {Par accident)
$250 Ded Comp
GARAGE LIABILITY AUTO ONLY - EACH ACCIDENT
[ ANy AUTO OTHER THAN EA ACC
- NLY:
AUTO ONL o0
EXCESS LIABILITY EACH QCCURRENCE
j OCCUR D CLAIMS MADE AGGREGATE
-
DEDUCTIBLE
-
RETENTION s 0
WORKERS' COMPENSATION AND ‘6%3{‘:{:?.{ o
EAPLOYERS' LIABILITY - ML -
A 10804014-15 01/01/2020 01/01/2021 JEL EAcH accipexT 1,000,000
|F_L DISEASE-POLICY LIMIT | 1,000,000
FE.L DISEASE-EA EMPLOYEE 1.000.000
3 7y

OTHER

DESCRIPTION OF OPERATIONS/LOCATIONS/VEHICLES/EXCLUSIONS ADDED BY ENDORSEMENTISPECIAL PROVISIONS

Evidence of Insurance - Heartland HealthCare Center, LLC d/b/a Epsom HealthCare Center

CERTIFICATE HOLDER CANCELLATION
Department of Health and Human Services SHOULD ANY OF THE ABOVIE DESCRIBED POLICIES BE CANCELED BEFORE THE EXPIRATION DATE
129 pl 1 Street THEROQF, THE ISSUING COMPANY WILL ENDEAVOR TO MAIL30 DAYS WRITTEN ROTICE TO THE
casant stree CERTIFICATE HOLDER NAMED TO THE LEFT, BUT FAILURE TO DO SO SHALL IMPOSE NO OBLIGATION
Concord, NH 03301 OR LIABILITY OF ANY KIND UPON THE COMPANY, ITS AGENTS OR REPRESENTATIVES
AUTHORIZED REPRESENTATIVE
Paul Macey

1 ACORD.CORPORATION 1988

ACORD 25-5 (7/97) = . ' .

Certificate No Holder Tdentiier :
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department”) and HOLY CROSS HEALTH CENTER INC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upeon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and -

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $1,931,600
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shail test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor’s expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

HOLY CROSS HEALTH CENTER INC
$5-2021-DPHS-11-LONGT-30-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor’'s approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services -

DogySigned by:
12/31/2020 [-:)%L /A
Date Na-nq@'aoawwaum. Morris
' ‘Title: Director, Division of Public Health Srvcs.

HOLY CROSS HEALTH CENTER INC

—— DocuSigned by:

12/29/2020 | Seatt M. Bthivwicr

Date ‘ s 3BoR®.- M. WO)LKTEWTCZ

Title:  administrator

HOLY CROSS HEALTH CENTER INC
§5-2021-DPHS-11-LONGT-30-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 57,600.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the pericd specified in Section 3,
and will not exceed 576 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1" on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.31. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. |dentifies and request reimbursement for the number of Qutbreak tests performed
in the prior month. :

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment. '

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS nh.gov. 0

1nitial{ SMU)
12/28/2020

Date” %/ =~
Page 1 of 1
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N
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m/ NH DIV ISION OF Ve
Public Health Services

NaaAnaied Ocpariment ol Health ad [Human Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form-
Please fill out form and return 10: LTCFTesting@dhhs.nh.gov

1} Name of facility:
2) How many staff members does your facility have?

3) Siaff testing lab utilized:

4) Reimbursement type {plcase check all that apply):

D Surveillance

D Outbreak/Response

D County rate greater than 5%
I:] Counly rate greater than 10%

3) How many residents does your facility have? (if outbreak/response is checked)

|

6) Resident testing lab wilized (if different from staff and outbreak/response is checked):

Month for reimbursement period: |Select Month |

Week 1 Second Test Date Total Staff Residents Tested Reimbursement

Week 1 Test Date {if applicable) Tested (if applicable) Rate Amount
. “ $100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested (if applicable} Amount
lﬂ $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date (if applicable} Tested {if applicable) Rate Amount
| m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable) Tested {if applicable} Rate Amount
m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Reimbursement
. . . " . . Rate
(if applicable) {if applicable) Tested (if applicable) Amount
$100/Test
p—m DS
Name Title SM[BME

| S—

12/29/2020
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that HOLY CROSS HEALTH
CENTER, INC. is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on May 23, 1995. 1
further certify that all fees and documents required by the Secretary of State’s office have been received and is in good standing as

far as this office is concermned.

Business ID: 229872
Certificate Number: 0005033398

IN TESTIMONY WHEREOCF,

T hereto set my hand and cause to be afTixed
the Seal of the State of Noew Hampshire,
this 26th day of October A.D, 2020.

G o

William M, Gardner

Secretary of State




Holy Cross Health Center

157 Istand Pond Road. Manchester, NH 03109 Phone: 603-628-3550 Fax: 603-626-6270

Certificate of Authority

CERTIFICATE OF AUTHORITY

I, Sr. Diane Y. Dupere, hereby certify that:

(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory}

1. tam a duly elected Clerk/Secretary/Officer of Holy Cross Health Center, Inc.
{Corporation/LLC Name)

~ 2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and

held on Jan. 4, 2021, at which a quorum of the Directors/shareholders were present and voting.
{Date)

VOTED: That Scott Wolikiewjcz (may list more than one person)
{Name and Title of Contract Signatory)

is duly authorized on behalf of Holy Cross Health Center, Inc. to enter into contracts or agreements with the State
(Name of Corporation/LLC}

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgement be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty {30) days for the date of this certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any limits
on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire, all
such limitations are expressly stated herein.

Dated: January 4, 2021 ﬁ:é_&a%{az_
_ Signature of Electéd Offic

Name: Sr. Diane Y Dupere
Title: U.S. Sector Leader
Board President

[ Y RPN SERRS VIS AGE SRR S TP+ .
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ACORD’ DATE (MMDOAYYYY)
\CO CERTIFICATE OF LIABILITY INSURANCE e

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 POCLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: I 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 condltions of the policy, cartain policies may require an endorgsement. A statement on
this certificate does not confer rights to the cortificate holdsr in llou of such endorsement(s).

PRODUCER ] oAt .
t-"c?"’a%;‘ gé%k Solutians, LLC A2 o ey, §31-423-9500 [ 185, oy; 631-424-3610
Huntingtan NY 11743 AbGngsy; infoghwrs1928.com

IWSURER(S) AFFORDIMG COVERAGE NAIC &

nsyreR 4 ;: Gertam Underwriters at Lloyds, London - AA1122000

INSURED
Holy Cross Health Center

HOLBIS

357 lsland Pond Road INSURERC :
Manchester, NH 03109 INSURERD :
INSURER P
INSURER F :

INSURER B :

COVERAGES

CERTIFICATE NUMBER: 17225586

REVISION NUMBER:

THIS 15 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 QR 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.

Ll

EN'L AGGREGATE LIMIT APPLIES PER;

SN - ADDLSUBR ¥ GFF P
TR TYPE OF INSURANCE S0l wvo | POUICY NUMBER |§g}6‘w\f¥m g’ﬁh‘;&*&"m LIMTTS
A | X | COMMERCIAL GENERAL LIABILITY 20W1481 772020 71112021 | EacH OCCURRENCE $ 1,000,000
| eLams maoe | X |occun

$

MED EXP [Any ore porson) | §

PERSONAL 8 ATV INJURY $

G GENERAL AGOREGATE $ 2,000,000
| X | poucy | l i D Loc PROGUCTS - COMPIOP ASG | §
OTHER: ' 5
AUTOMOBILE LIABILITY th Imm SO
ANY AUTO BODALY INJURY {Per person) | 8
| OWNED SCHEDULED -
| autos ony AUTES BOOLY INJURY (Per accident)| $
HIRED NON-CWNED PROPERTY DAMAGE s
L autosomy || AUTOS OMLY |-(Per pccige
]
A | |umersuaan’ ) X | oecur 20%5103 7M/2020 | 7172021 | gAcH oCCURRENCE $ 1,000,000
X | Excess Lian CLAIMS-MADE AGGREGATE $ 1,000,000
DED l | RETENTION § 3
WORKERS COMPENSATION ] FER I I oI
AND EMPLOYERS LIABLITY YiN K}
ANYPROPRIETORIPARTNER/EXECUTIVE EL. EACH ACCIDENT 3
OF FICERMEMELR EXCLUDED? NIA -
{Mandatory in NH). E.L. DISEASE - EA EMPLOYEE] §
H yos, dascribe ungar
D_E_scnurnm OF OPERATIONS baiow E.L. DISEASE - POLICY LiMIT | §
A | Picfassional Liabitity 20W1481 71112020 71412021 | Per Claim; §1,000,000

PROOF ONLY.

PESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Addhtions! Remarks Schedule, may be sttached Hf more space Is required)

The Excoss Liabllity will follow the terms and conditions of the General and Professiona! Liabillty,

CERTIFICATE HOLDER

CANCELLATION

Dept. of Health and Human Services
129 Pieasant street
Concord NH 03301

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE ODELIVERED IV
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORLZED REPRESENTATIVE

1M {10/

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. Ali rights reserved.

Tho ACORD name and logo are registered marks of ACORD
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Client#: 491562

ACORD.

CERTIFICATE OF LIABILITY INSURANCE

SISTEHOL1

DATE (MWDO/YYYY)
10/26/2020

THIS CERTIFICATE 1S 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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ias) must have ADDITIONAL INSURED provisions or be endorsed.
if SUBROGATION IS WAIVED, subjact to the tarms and conditions of the pollcy, certeln policles may require an endorsement. A statament on
this certificate does not confer any rights to the cortificate holdor In llau of such endorsement(s).

PROCUCER Toner
US! Insurance Services LLC ’m’g_uéu exe; 855 8740123 143 ol
3 Executive Park Drive, Suite 300 E-MAIL
Bedford, NH 03110 INSURER(S) AFFORDING COVERAGE NAIC #
855 874-0123 NSURER A : AIM Mutual Insurance Company 33758
INEURED INSURERB :
Holy Cross Health Care Center, Inc. NSURER G
357 Island Pond Road ' msuneno:
Manchester, NH 03109 *
INSURER € :
INSURER F :

COVERAGES - CERTIFICATE NUMBER:

REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEENISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERICD
INDICATED, . NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONOITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POUICIES DESCRIBED HEREIN IS SUBJECT TO AtL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

[FER TYPE OF INSURANCE Efsnﬂ_ . POLICY NUMBER Pt m‘p - uMTS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE »
CLAIMS-MADE [:I BCCUR ‘Bﬁ A sy |8
MED EXP (Any one parson) 3
| PERSONAL 8 ADVINJURY | §
GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $
__leouey | l JECT D LoC PRODUCTS - COMPIOP AGG | §
OTHER: 3
AUTOMOBILE LIABILITY &OWNED SINGLE LI s
| anv auro BODILY INJURY (Per person) | $
OWNED SCHEDULED
| AUTOS ONLY AT 'BODILY INJURY (Par accidanl) | §
HIRED NON«OWNED PROPERTY DAMAGE s
|| AUTOS ONLY AUTOS ONLY {Fe pcidand):
3
[ [umareLLA LA | oceur EACH OCCURRENCE 3
EXCESS LIAB CLAIMS-MADE AGGREGATE 3
- DED ] 1 RETENTION S i ___ s
WORKERS COMPENSATION i PER OTH:
A e e mem v o ECC60040005402020A  08/11/2020(08111/2021 X [E50nne | I -
ANY PROPRIZTORBARTNEREXECUTIVE . :
oFFiGe ER EXCLUDED? [N]{Nia El. EACH ADCIDENT + 0
(Mlndmfr in N"l ’ ‘ £ DISEASE - EA EMPLOYEE| $500,000
&, dgscribe ul
oéscawmn GF OPERATIONS below EL. DISEASE - POLICY LivT | $500,000

DESGRIPTION OF OPERATIONS | LOCATIONS / VEHICLES {ACORD 101, Addltdonal R ks Bchadyla, moy bo attachod If mare space i requirad)

CERTIFICATE HOLDER

CANCELLATION

Department of Health & Human
Services

129 Pleasant Street

Concord, NH 03301

SHOULD ANY CF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WiLL BE DELIVERED N
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03) 1 of1
#530262613/M30262146

" ©1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are reglstered marks of ACORD

LCACA




DocuSign Envelope 1D: 1BDE3CC3-ABES-4E7D-9079-DD83YATEZ67D

State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and JAFFREY REHABILITATION AND NURSING CENTER LLC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract"} approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and -

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $1,927,200
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resoit. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHMS.nh.gov. The Department will approve such
requests cantingent upon funding availability.

JAFFREY REHABILITATION AND NURSING CENTER LLC

$5-2021-DPHS-11-LONGT-31-A01

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREQGF, the parties have set their hands as of the date written below,

State of New Hampshire _
Department of Health and Human Services

DogySigned by: .
12/18/2020 _ sz?.., Y/
Date ama; . MOrris

Title: Director, Division of Public Health Srvcs.

JAFFREY REHABILITATION AND NURSING CENTER
LLC

DocuSigned by:

12/17/2020 _ Patrick {yows

Date gs1Peerick Lyons
Title:  Administrator

JAFFREY REHABILITATION AND NURSING CENTER LLC
$5-2021-DPHS-11-LONGT-31-A01 Page 2 0f 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6} in order for a payment to be issued. Payment
will be issued by check or ACH, dependlng on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 53,200.00, for the number of test listed
in Section 4. _

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shail bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 532 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ' '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2 Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874.,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

43.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.33. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHMS.nh.gov. bs
' |ﬂllla|J P(’
Date 12/17/2020

Page 1 of 1
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NH DIV ISION OF

~

Public Health Services =

gt Eeparimct ol Health ab Hugian Serviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting(@dhhs.nh.gov

1} Name of facilitv:
2) How many staff members does your facility have?

3) StafY westing lab utilized:

[ |

4) Reimbursement type {please check all that apply):

D Surveillance

D Qutbreak/Response

D County rate greaier than 5%
D County rate greater than 10%

3} How many residents does your facility have? (if outbreak/response is checked)

I |

6) Resident testing lab utilized (if different from stafT and owbreak/response is checked):

I i

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
‘ N $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date (if applicable) Tested (if applicable) Rate Amount
” m m _ $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date {if applicable) Tested {if applicable) Rate Amount
H m m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable) Tested (if applicable) Rate Amount
m “L m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
m Il] m $100/Test
}—bs
Name Title Date

Pl

12/17/2020
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State of New Hampshire
Department of State

CERTIFICATE

1, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that JAFFREY REHABILITATION
AND NURSING CENTER LLC is a New Hampshirc Limited Liability Company registered to transact business in New
Hampshire on January 17, 2019. [ further certify that all fees and documents required by the Secretary of State’s office have been

received and is in good standing as far as this office is concerned.

Business 1D: 810933
Certificate Number: 0005032566

IN TESTIMONY WHEREOF,

[ hercto set my hand and cause 10 be affixed
the Seal of the Siate of New Hampshire,
this 23rd day of October A.D, 2020.

Dor o

William M. Gardner

Secrctary of State




CERTIFICATE qF AUTHORITY

Akiva Horowitz

. hereby certify that:

P P - L [
NOME OT NG @ISiat Ul S ORI LY

OOThE L

1. | am a duly elected Clerk/Secretary/Officer of ___Jafirey

{Lornorar

2. The foliowing is a true copy of a vote taken at a meeting
held on ___December 18 . 2020 . at
present and voting.

- .
JLlmnen

VOTED: That Patrick Lyons . Administrator

[ ey =
LoTmnal G 20NUTAT &

-------
Lo v

Rehabilitation and Nursing Center LLC

oifuul, Nams,

of the Board of Directors/shareholders, duly called and
which a guorum of the Directors/shareholders were

(may list more than

one parson)

Lanen &

[P, [ PEMPAG By
Fame gng = 00 G0N

t

is duly authorized on behalf of ___ Jaffrey Rehabilitation af
agreements with the State
(Nzmes of Corporainn’LL

d Nursing Center LLC_ to enter into contracts or

-
Lo

of New Hampshire and a.ny of its ageﬁcies or departnents and further is authorized to execute any and ail

documents, agreements and other instruments, and any
may in hisfher judgment be desirable or necessary to effed

3. | hereby certify that said vote has not been amended o

amendments, revisions, or modifications thereto, which
t the purpose of this vote.

repealed and remains in full force and effect as of the

date of the contract/contract amendment to which this certificate is attached. This authority remains valid for

thirty (30) days from the date of this Certificate of Authorg
New Hampshire will rely on this cerificate as evidence
position(s) indicated and that they have full authority to
limits on the authority of any listed individual to bind the ¢q
all such limitations are expressly stated herein.

Dated:___12/18/2020

Rev. 03/24/20

by. | further certify that it is understood that the State of

that the person{s) listed above curmenlly occupy the
hind the corporation. To the extent that there are any
rporation in contracts with the State of New Hampshire,

L=
Signature of Elected Officer
Name: Hkivoa Horow 1Z

Title: m.a/uzxj,hj Membt’.f




. DocuSign Envelope |D: 1BDE3CC3-ABES-4E7D-8079-DDB3YATEZ67D

& DATE {MMIDONY YY)}
ACORD CERTIFICATE OF LIABILITY INSURANCE 0511312020

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY A
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EX
BELOW. THIS CERTIFICATE OF INSURANCE OOES NOT CONSTITUTE 4
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

3

ND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
TEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES

CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the pf
If SUBROGATION IS WAIVED, subject to the torms and conditions of the
this certificate does not confar rights to the certificate hoider in lieu of s

vl

licy(ies) must have ADDITIONAL INSURED provisions or be endorsed.

policy, certaln policles may raquire an endorsement. A statement on
Lch endorsemant(s).

PRODUCER ComESCT  Rivky Finkel
PHGNE FAX
P&G Brokerage Inc. . gy (7 18) 854.2818 (AIC, Mo (718) 854-3108
1648 E18t Street s
INSURER(S) AFFORDING COVERAGE NAIC ¥
Brooklyn NY 11204 INSURER 5, Ftallmark Specialty Insurance C
WSURED WSURER B ;
-~ Jaffrey Rehabilitation and Nursing Center LLC; Plantation Reaty LLC| | weupere:
20 Plantation Drive INSURER D :
INSURERE :
Jatfrey NH 03452 INSURER F ;
COVERAGES CERTIFICATE NUMBER:  CL2051304715 REVISION NUMBER:
THIS I3 TQ CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAYE EEFN 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 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.
Al BUBEH EFF
e TYPE OF INSURANCE | b FOLICY NUMBER ;3'53‘;0 (53.‘70'%’1}(’\%1 LIMTS
| COMMERCIAL GENERAL LLABILITY EACH OCCURRENGE 3 1.000,000
_] cuamssunoe OCCUR | PREMSES tEn poumpncey | 8 30.090 -
| Prof. Liability MED EXP (Anry one person) s 10.000
A 75LTP000733-01 0515/2020 | 05/15/2021 | pepaoniay s sovimumy | 3 1,000,000
GENL AGGREGATE LIMIT APPLIES PER GENERAL AGGREGATE s 3.000,000
PouCY s LoC PRODUCTS - coMPiOP AGa | § 3.000.000
OTHER: Employee Benefits 3 1,000,000
| AUTOMOBILE LIABILITY C;E ?ﬂiﬁ?'mm LM 3
ANY AUTO BODILY INJURY {Per parscn) | 3
OWIED SCHEDWLED
|| AuTos omty AUTOS BOOILY INJURY (Per accident) $
HIRED NON-QWNED ; s
|| AUTOS OKLY AUTOS ONLY Par acciden
]
UWBRELLA LIAB occuR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE ]
DED l I RETENTION § 3
WORKERS COMPENSATION PER OTH-
AND EMPLOYERS' LIABILITY YIN BIATUTE I =
ANY PROPRICTOR/PARTHERIEXECUTIVE £.L. EACH ACCIDENT 3
OFFICERMMEMBER EXCLUDED? D NIi&
{Mandatory In MH) - E.L. DISEASE - EAEMPLOYEE | &
H yus, describe wxier
DESCRIPTION OF OPERATIONS balow EL DISEASE . POLICY LIMIT |8

DESCRIPTION OF OPERATIONS / LOCATIONS / VEMICLES {ACORD 101, Additional Remarks Schedy
Certificate Hoider is listed as Morigagae and Additional Insured

g, may be attached If more space is required)

62 Pleasant Street

CERTIFICATE HOLDER CANCELLATION
SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
Bank of New Hampshirs ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

Laconia NH 03245 B: , ﬂf%
| .
© 1988-2015 ACORD CORPORATION. Al rights reserved.
ACORD 25 {2016/03) The ACORD name and logo afe reglstared marks of ACORD
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ACORD"
: EVIDENCE OF COMMERC

IAL PROPERTY INSURANCE

DATE {MM/DO/YYYY)
05/13/2020

THIS EVIDENCE OF COMMERCIAL PROPERTY INSURANCE IS ISSUED

AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS

UPON THE ADDITIONAL INTEREST NAMED BELOW, THIS EVIDENCE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER

THE COVERAGE AFFORDED BY THE POLICIES BELOW. THIS EVIDEN
THE ISSUING INSURER(S), AUTHORIZED REPRESENTATIVE OR PROD!

CE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN
JCER, AND THE ADDITIONAL INTEREST.

onTaes ';Em,;, ANDADORESS | [IONE , (718)B54-2818 COMPANY NAME AND ADDRESS l NAIC NO:

P&G Brokeraga Inc. Hanover Insurance Co.

Rivky Finkel P.O. Box 580045

1648 8181 Sreet

Brooklyn NY 11204 Charlotte NC 28258-0045
T boj: (718) 854.3108 . IF MULTIPLE COMPANIES, COMPLETE SEPARATE FORM FOR EACH

CODE: 3UB CODE: POLICY TYPE

AGENCT

5. 00010550

Comrmercial Property

NAMED INSURED AND ADORESS
Jalfrey Rehabllitation and Nursing Center LLC; 20 Plantation Dr LLC: Plantation Reajty
20 Plantation Drive

Jaffrey NH 03452

LOAN NUMBER

POLICY NUMBER
RHYD912400-01

EFFECTIVE DATE

0541572020

EXPIRATION DATE
0S5/15/2021

CONTINUED UNTIL
I I TERJMAINATED IF CHECKED

ADOITIONAL MAMED INSURED(S)
20 Plantation Or LLC

THIS REPLACES PRIOR EVIDENCE DATED:

PROPERTY INFORMATION (ACORD 101 may be attached if more Spac

P is required)

3 BUILDING OR BUSINESS PERSONAL PROPERTY

LOCATION / DESCRIPTION
20 Plantation Drive
Joffray

NH 03452

Loc# 00001

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 DOCUM
BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DES
OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REDUCED 8Y PAID CLAIMS,

ENT WiTH RESPECT TO WHICH THIS EVIDENCE OF PROPERTY INSURANCE MAY
CRIBED HEREIN IS SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS

COVERAGE INFORMATION PERLSINSURED | |pasic | Jeroao | srecia. | <] Seecal
COMMERCIAL PROPERTY COVERAGE AMOUNT OF INSURANCE: §$ 4.000.000 DED: 5,000
YES| NO | NiA

BUSINESS INCOME  [] RENTAL VALUE ILYES, LIMIT: 1,500,000 [ | Actal Loss Susteined: # of months;
BLANKET COVERAGE ] IFYES, indicate value(s) reported on proparty [dentifled above: $
TERRQRISM COVERAGE > Attach Disclosure Notice / DEC

13 THERE A TERRORISM-SPECIFIC EXCLUSION? >

1S DOMESTIC TERRORISM EXCLUDED? X
LIMITED FUNGUS COVERAGE x| It YES, LIMIT: DED:
FUNGUS EXCLUSION (If “YES". specify organization's form used) ¢
REPLACEMENT COST >
AGREED VALUE P
COINSURANCE > If YES, %
EQUIPMENT BREAKDOWN (If Applicable) > If YES, LIMIT: 4,000,000 DED: 5,000
ORDINANCE OR LAW - Coverage for loss (o undamaged portion of bidg > HYES, LIMIT: 4,000,000 DED: 5,000

- Demoition Costs > It YES, LIMIT: 100,000 DED: 5000
- Incr. Coat of Construction b4 NYES, LIMIT; 100,000 DED: 5,000

EARTH MOVEMENT (I Applicable) | #YES, LIMIT: 1,000,000 DED: 25,000
FLOOD {if Applicable) > ILYES, LIMIT: 1,000,000 DED: 25,000
WIND /HAIL INCL [J ¥eEs I NG Subject 1o DiMerent Provisions: #YES, LIMIT: DED:
NAMED STORMINCL [] vES [JNO  Subject o Ditterant Provisions: ITYES, LIMIT: DED:
PERMISSION TO WAIVE SUBROGATION IN FAVOR OF MORTGAGE
HOLDER PRIOR TO LOSS

CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BE
DELIVERED IN ACCORDANCE WITH THE POLICY PROVISIONS.

FORE THE EXPIRATION DATE THEREOF, NOTICE WILL BE

ADDITIONAL INTEREST

CONTRACT OF SALE LENDER'S LOSS PAYABLE LOSS PAYEE LENDER BERVICING AGENT NAME ANG ADDRESS
——
MORTGAGEE | Morigagea & Loss Payee
NAME AND ADDRESS
Bank of New Hampshire
82 Pleasant Street
AUTHORIZED REPRESENTATIVE
Laconia NH 03248 /ﬂﬁ( ﬂ’%‘_
© 2003-2015 ACORD CORPORATION, All rights resarved.
ACORD 28 (2016/03) The ACORD name and logo are registered marks of ACORD




DocuSign Envelope 1D: 1BDE3CC3-ABES-4E7D-8079-DD83IGATEZE7D

051312020

ACORD' ! DATE (MM/DOYYYY)
i CERTIFICATE OF LlﬁBlLlTY INSURANCE

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 CR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. TH!IS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. :

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the pdlicy(ies) must have ADDITIONAL INSURED provisions or bo endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of lhe’policy. certain policies may roquire an endorsement. A statement on
this certificate does not conter rights to the certificate holder in liou of sych endorsemaent(s).

PRODUCER HowEa-!  Rivky Finkel i
PAG Brokerage Inc. PHONE . (718)854-2818 | (A, no.  (719) 854-3108
1648 6131 Street ADORESS:

IMIURER(S) AFFORDING COVERAGE NAIC #
Brooklyn NY 11204 INSURER A: Fharmacists Mutual ins, Co,

WBURED INSURER B :

Jatfrey Rehabilitation and Nursing Center LLC,20 Plantation Drive LLE INSURER C -

20 Plantation Drive

INSURER D ;

INSURERE :

Jaftrey NH 03452 INSURER F :
COVERAGES CERTIFICATE NUMBER: CL2051204715 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,.

R “POLICYEFT | POLICY EXP
LTR TYPE OF INSURANCE 3D | POLICY NUMBER ;uanmvvv) (MDD YYY] LIMiTS
COMMERCIAL GENERAL LABILITY EACH OCGGURRENCE s
. ERTED
j CLAIMS-MADE D OCCUR PREMISES (Ea occumrence) 3
MEDG EXP (Any ona person) 3
PERGONAL & ADV INJURY 3
GENL AGGREGATE LIMIT APPLIES PER:; GENERAL AGGREGATE s
|| Pouicy i D Loc PRODUCTS - COMPIOPAGG | §
OTHER: 3
COMBINED BINGLE LIWIT
AUTOMOBILE LIABILITY e, s
ANY AUTO BODILY MAURY (Per person} | %
OWNED SCHEQWLED
AUTOS ONLY AUTOS BOODILY INJURY (Per acciden) | 8
— HirED NON-OWNED 3 :
| __| AuTos onLy AUTOS ONLY | {Per accldonty
s
UMBRELLA LIAB OCCUR ‘ BACH OCCURRENCE $
EXCESSLiAB CLAMEMADE AGGREGATE s
peo | ] RETENTION § s
WORKERS COMPENSATION ] PER OTH-
AND EMPLOYERS' LLABILITY YIN siavore | [ g2 350,603
ANY PROPRISTORPARTNER/EXECUTIVE E.L_EACH ACCIDENT g 1000
LN e st s it NIA WCV018322201 05/15/2020 | 051152021 ~550.000
(Mandatory In NH) E.L DISEASE - EAempLOYEE | 3 1.000,
I yas, deicriDe uncer 1.000,000
DESCRIPTION OF GPERATIONS below €.L. DISEASE - PoLICY LT [ 5 1-000,

DESCRIPTION OF OPERATIONS ! LOCATIONS { VEHICLES {ACORD 101, Additional Remarks Scheduld, may be attached if more space s required)

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFCRE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS,

AUTHORIZED REPRESENTATIVE

: Aoy foSite:.

© 1988-2015 ACORD CORPORATION. All rights reserved.
ACORD 25 (2016/03) , The ACORD name and logo &re reglstered marks of ACORD
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and MEMORIAL ELDER HEALTH SERVICES ("the Contractor”).

WHEREAS, pursuant to an agreement {the "Contract”} approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph. 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $1,929,900
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-18 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week. :

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send QOutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  OQOutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

MEMORIAL ELDER HEALTH SERVICES
S$5-2021-DPHS-11-LONGT-32-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:
12/21/2020 , 0%4, W Wowes

o MOTTTS

Date ame:
Title: Director, Divisien of Public Health Srvcs.

MEMORIAL ELDER HEALTH SERVICES

DocuSigned by:
12/21/2020 ( Dinna, 1. Mool £HEML
Date Narredands ). MLLaughTin, FHFMA
Title: cro

MEMORIAL ELDER HEALTH SERVICES
$5-2021-DPHS-11-LONGT-32-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 55,900.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
taboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 559 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ‘

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month. '

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFiesting@DHHS.nh.qov. DS
Initial DJW
Oate 12/21/2020

Page 1 of 1
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9.9 —// S Ve
I]'&NH DIVISION OF S
Pubtic Health Services

Natrwaaigd Depaniment of Heahh and Human Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
. Please fill out form and return to: LTCFTesting{@dhhs.nh.gov

1) Name of facility:

| |

2) How many staff members does your facility have?

L I

3) S1aft'testing Jab utilized:

I |

4) Reimbursement type (please check a1l that apply):

D Surveillance

D Outbreak/Response

l:l County rate greater than 5%
D County rale grcat.er than 10%

53 How many residents does your facility have? (it outbreak/response is checked)

6) Resident testing lab utilized {if different from stafl and outbreak/response is checked):

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m m m $100/Test
Week 2 Test Date Week 2 Secopd Test Date Total Staff Re.SIdent‘s Tested Rate Reimbursement
A (if applicable) Tested (if applicable) Amount
m m m $100/Test
Week 3 Test Date Week 3 Secopd Test Date Total Staff Re.ﬂdent.s Tested Rate Reimbursement
{if applicable) Tested {if applicable} Amount
W m m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
4
Week 4 Test Date {if applicable) Tested {if applicable) Rate Amount
m || m $100/Test
Week 5 Test Date | Week S Second Test Date Total Stafi Residents Tested Rate Reimbursement
(if applicable) {if applicable) Tested {if applicable) Amount
H H I $100/Test

—D05
Name Title te
DJM 12/21/2020
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State of New Hampshire
Department of State

CERTIFICATE

i, William M. Gardner, Secretary of State of the State of New Hampshirc, do hereby certify that MEMORIAL ELDER HEALTH
SERVICES is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on August 01, 2016. 1
further certify that all fces and documents required by the Secreiary of State's office have been received and is in good standing as

far as this office is concerned.

Business [D: 749134 .
Certificate Numbecr: 0004926967

IN TESTIMONY WHEREOF,

[ hereto set my hand and cause 1o be affixed
the Seal of the State of New Hampshire,
this 8th day of June A.D. 2020.

Gor ok

William M. Gardner

Seccretary of State
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Memorial Hospital
MaineHealth

December 22, 2020

State of NH

Department of Health and Human Services
129 Pleasant Street

Concord, NH 03301-3857

To Whom It May Concern:

Please accept this letter as verification that the attached Corporate Resolution effective June 1, 2020
granting Diana McLaughlin, Chief Financial Officer, the authority to execute agreements and contracts
on behalf of Memorial Hospital, parent company of Memorial Elder Health Services, continues to be in
full force and effect, and has not been revoked.

Sincerely,

MEMORIAL HOSPITAL

#aw, B Delt/irte

M'ary é]. DeVeau
Chair, Board of Trustees

3073 White Mountain Highway, North Conway, NH 03860 + 603-356-3461 + www.MemorialHospitalNH.org



THE MEMORIAL HOSPITAL AT NORTH CONWAY, N.H.

CORPORATE RESOLUTION

Resolved, that effective on the 1% of June, 2020, Arthur Mathisen, President, and Diana
Mchughlin, Chief Financial Officer, of Memorial Hospital are hereby authorized and
directed to execute and deliver lease agreements and contracts on behalf of Memonal

Hospital and its subsidiaries under its corporate'seal.

I, Mary DeVeau, Chair of the Board of Trustees of Memorial Hospital incorporated under
the laws of the State of New Hampshire, hereby certify that the foregoing is a true copy
of Resolution duly adopted by the Board of Directors of said corporation at a meeting
duly held on the 17th day of June, 2020, at which a quorum was present and voting, and
that the same has not been repealed or amended and remains in full force and effect and

does not conflict with the by-laws of said corporation.

!,% e & bb/z‘éu,c/ 6/17/2020

Me!ry DéVeau, Board of Trustees Chair Date

(Corporate Seal)
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CERTIFICATE OF LIABILITY INSURANCE

OATE (MMWDOTYYY)
1012712020

THIS CERTIFICATE 1S ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOQES 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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT:

If the certificate holder is an ADDITIONAL INSURED, the policy(ies} must 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 endorsementis).

PRODUCER
Medica! Mutual Insurance Company of Maine
One City Center PO Box 15275
Portland, ME 04112

CONTALT
| HAME:

PHONE

2077752791 | i noy: 2075238320

E-MAIL
ADDRESS:

INSURERIS) AFFORDING COVERAGE NAIC #

wsurer A: Medical Mutual Ins Co of Maine

M3IURED iNsurer g : Medical Mutual Ins Co of Maine
Memarial Hospital INSURER € :
3073 White Mountain Highway INSURER D :
: INSURER E :
North Conway NH 03860 INSURER F :

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 QTHER 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.

TNSR ﬂumn POLICY EFF_| POLICY EXP
LIR TYPE OF INSURANCE wisplwyn POLICY NUMBER {MMIDDIYYYY) | (MMIDDIYY YY) LIMITS
MMERCIAL G iy
A fx]co ENERAL LiAGILIT NH HPL 004270 10101/2020[10/01/2021| EACHoccurRence 1s 2,000,000
TAMAGE TO RENTED
CLAIMS-MADE E OCCUR ‘ PREMISES (Ea ocurrence] | 3 100,000
- MED EXP {Any one parson) | § 5.000
_ PERSONAL & ADVINJURY | § 2,000,000
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 4,000,000
| PouICY R Loc PRODUCTS - COMPIOP AGG | § 2,000,000
OTHER: 5
ouﬂo smsu.s T
| AUTOMOBILE LIABILITY | (£ sccient $
| ANY AUTO BOOILY mmnv {Per peeson) | §
ALL OWNED SCHEDULED :
Pyt i | T BODILY INJURY {Por accident) | $
] | NON-GWNED T PROPERTY DAMAGE 3
|| HIRED AUTOS AUTOS |(Ear accdenl)
P 3
| umerELLA Lire occunr EACH OCCURRENCE 5
EXCESS LIAB CLAIMS-MADE AGGREGATE 5
oeo | | metenTions 5
WORKERS COMPENSATION i3 o
AND EMPLOYERS' LIABILITY e siatete | lem
ANY PROPRIETORPARTNEREXECUTIVE E.L. EACH ACCIDENT 5
OFFICERMEMBER EXCLUDED? NiA
(Mandatory in NH) — E.L. DISEASE - EA EMPLOYEE! $
If s, CasCnbe uncer
DESCRIPTION OF OPERATIONS bakw E.L. DISEASE - POLICY LIMIT | §
A |Professional Liability NH HPL 004270 10/01/2020(10/01/202% $2 000,000/$4,000,000

DESCRIPTION OF OPERATIONS ! LOCATIONS / VEHICLES {ACORD 101, Additi

| Remnarks

iy be attached H more spsce is required)

Memorial Elder Health Services is an additional insured under the above described policy.

CERTIFICATE HOLDER

CANCELLATION

State of New Hampshire
Department of Health and Human Services
129 Pleasant Street
Concord, NH 03301

|

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELWERED IN
ACCORDANCE WITH THE POLICY PROVISIONS,

AUTHORIZED REPRESENTATIVE

Dyt W A

ACORD 25 (2013/04)

® 1988-2013 ACORD CORPORATION. Allrights reserved.

The ACORD name and logo are registered marks of ACORD
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ACORD'
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CERTIFICATE OF LIABILITY INSURANCE

THEMEMO-03 CGORDAN

DATE (MMDDAYYY)
10/30/2020

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 CR 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 tha terms and conditions of the policy, certain policles may require an endorsement. A statement on
this certificate does not confor rights to the certificate holder in lieu of such endorsement(s).

propucer License # 1780862

HUB Internationa! New England
275 US Route 1
Cumberiand Foroside, ME 04110

| GENEACT Dolly Libby
T, Ext): (207) 489-7360 {AlG, No):

#ibss, dolly.libby@hubinternational.com
INSURER(S} AFFORDING COVERAGE

NAIC ¥

INSURER A : Maine Employers' Mutual Insurance Company [11149

INSURED INSURER B ;
The Mamorial Hospital INSURER C ;
3073 White Mountain Highway INSURER D :
North Conway, NH 03860
INSURERE :
INSURERF
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS 1S 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 QF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSR TYPE OF INSURANCE ADOL [SUBR POLICY NUMBER et | S Y EXE LIMITS
|| COMMERCIAL GENERAL LiABILITY EACH DCCURRENCE $
| cramsmape [ occur [DAMAGE TORENTED T
| MED EXP {Any cna parson) s
R PERSONAL & ADV INJURY | $
| GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s
POLICY D B Loc PRODUCTS - COMPIOP AGG | §
OTHER; 3
AUTCMOBILE LIABILITY [ COMBINED SINGLE LT | ¢
] gm'N.EtéTo CHEDULED BODILY INJURY (Per person) | $
|| AUTGS oLy AUTOS | BODILY INJURY (Per sccident) | §
|| 2V ony ROFRBES | e acdea O s
: $
UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE s
pep | | reventions $

PER oTH-

A rﬁggaﬁf&%’a@EEmﬂ?ﬁ YiN 3102806246 11112020 11172021 2 I SLALTE I I = 500,000
%EEE‘E%‘:{EE%’;’E&%{?,E%&%‘EC”"VE NIA E.L. EACH ACCIDENT $ 500’000
) m‘.’;::; bf; um:er E.L. DISEASE - EA EMPLOYEE § 500*000
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT ] § :

RE: Memorial Elder Health Services

DESCRIPTION OF OPERATIONS / LOCATIONS { YVEHICLES (ACORD 101, Additlonsl Ramarks Schedule, may be attached if more space s required)

CERTIFICATE HOLDER

CANCELLATION

State of New Hampshire

Department of Health and Human Services
129 Pleasant Street

Concord, NH 03301

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

i

ACORD 25 (2016/03}

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Progrém contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
“Department”) and MERRIMAC MEDICAL INVESTORS LLC ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on’ November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agréement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, toread:

1.8  Grant Amount not to exceed: $1,986,800
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testiﬁg functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1.  The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  OQutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

MERRIMAC MEDICAL INVESTORS LLC
§5-2021-DPHS-11-LONGT-23-A01 ~ Page 10f2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written helow,

State of New Hampshire
Department of Health and Human Services

D Signed by:
12/31/2020 . @4. Y/ /-

Date OFERBERPSE4M., MOII) S

Title:  pi rector, Division of Public Health Srvcs.

MERRIMAC MEDICAL INVESTORS LLC

DocuSignad by:

12/30/2020 | Stephaw. Pamulski

Date eeorEphan Pazulski
Title: chief Executive officer

MERRIMAC MEDICAL INVESTORS LLC
$5-2021-DPHS-11-LONGT-23-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $112,800.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,128 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Qutbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS .nh.gov. bs
Initiall SP

Date 12/30/2020

Page 1 of 1
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N

o8N A
m NH DIV ISION OF :
Public Health Services

NppAgrhshs Licpariencet of Tleahh aml Human Serviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facilitv:

2} How many staff members does your facility have?

l I

3) Staff testing lab utilized: .

4) Reimbursement kype (please check all that apply):

D Surveillance

D Qutbreak/Response

[:I County rate greater than 5%
D County rate greater than 10%

5) How many residents does your focility have? (il outbreak/response is checked)

6) Resident testing lab utilized (if differem from siafT and outbreak/response is checked):

Month for reimbursement period: |Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date (if applicable) ‘ Tested {if applicable) Rate Amount
$100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date {if applicable}) Tested {if applicable) Rate Amount
J W N $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4fTest Date {if applicable} Tested . (if applicahle) Rate Amount
m m m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
m W m $100/Test
. }—20%
Name Title Date

Y4

12/30/2020
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State of New Hampshire
Department of State

CERTIFICATE OF REGISTERED TRADE NAME
or
FAIRVIEW SENTOR LIVING

This is to certify that MERRIMAC MEDICAL INVESTORS, LLC s registered in this office as doing business under
the Trade Name FAIRVIEW SENTOR LIVING, at 203 Lowel! Road, Hudson, NH, 03051, USA on 7/27/2020 4:30:00

PM.

The nature of business is Other / Skilled Nursing Facility

Expiration Date: 7/27/2025 4:30:00 PM

Business 1D: 847592

IN TESTIMONY WHERLCOF,

[ hereto set my hand and causc o be affixed
the Seai of the State of New Hampshire,
this 27th day of July A.D. 2020.

Doy fodr

William M. Gardner
Secrciary of State
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Scerctary of State of the State of New Hampshire, do hereby certify that FAIRVIEW SENIOR LIVING is
a Nocw Hampshire Trade Name registered to transact business in New Hampshire on July 27, 2020. 1 further certify that all fecs
and documents required by the Secretary of State’s office have been received and is in good standing as far as this office is

concerned,

/

Busincss 1D: 847592
Certificate Number: 0004985937

IN TESTIMONY WHERROF,

I hereto set tmy hand and causc to be affixed
the Seal of the State of New Hampshire,
this 26th day of August A.D. 2020,

G ok

William M. Gardner

Sccretary of State
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CERTIFICATE OF LIABILITY INSURANCE

OP ID: A
DATE [MM/DDIYYYY)
10/30/2020

MERRI-1

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

THI_S CERTIFICATE 1S 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 SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policles may require an endorsement.
this certificato doos not confor rights to the certificate holder in ligu of such endorsement(s).

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

A statement on

PRODUCER 703-359-8100

Hamilton Insurance Agency
Alan J. Zuccari, Inc.

4100 Monument Corner Dr. #500
Fairfax, VA 22030

SRAEECT 703-359-8100
PHONE ~703-359-8100

703-359-8108

wc Moj:

S aeagle@hamiltoninsurance.com

" INSURER(S) AFFORDING COVERAGE NAIC #

nsurer 4 : Columbia Casualty Co.

INSURED
Marrimagc M

Eﬁuﬁ"n':é;.ﬁsssi&g

INsuRer B : CONtinental insurance Company

msurer ¢ ; 1echnology Insurance Company
msurek o : American Cas Co of Reading PA

INSURERE :

INSURER F :

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 PERIQD
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 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,

POLICY EFF

"N TYPE OF INSURANCE Ak POLICY NUMBER | A e LIMITS

A | X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1,000,000
| X ] cuamsmace [ ] occur 4022671694 07/01/2020| 07/01/2021 | BAMACE TORENTED s 100,000
X | Prof Liab $1M/$3M : MED EXP (Any one person)__| § 5,000
$25,000 DED PERSONAL & ADV INJURY | § 1,000,000

| GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 5 3,000,000/
| X | Poucy D i PRODUCTS - COMP/OP AGG | § Included
OTHER: Emp Ben. s Included

D [ auromosiLe Lasiir COMBINED SINGLE UMIT | ¢ 1,000,000

i ANY AUTO 4022871677 07/01/2020(07/01/2021 | BODILY INJURY (Per parson) | §

QWNED SCHEDULED

|| AuToE omuy RUTES BODILY INJURY (Per accigent)| §

|| RGYSS onwy AOTS oS | fPor accieny 1 AGE s
CollComp Ded s 2,000
A | X |umareuains | | occur EACH OCCURRENCE s 5,000,000
EXCESS LAB X | cLamsmape 4022871680 07/01/2020| 07/01/2021 [, creare . 5,000,000

oeo | X [ rerentions 10,000 s

PER OTh-

C | WoRKERs SoREIATON, X | Strure || &K
mpaopmerommmemsxscunw TARNH1036127.00 07/01/2020| 0740172021 | & | cach acciDENT s 1,000,000
QiTICERMEMBER EXCLUDED? Nia 1,000,000
Mlnd;tor;‘bn' " E.L DISEASE - EA EMPLOYEE $ ! :

QESURPTION OF GPERATIONS below £\ DISEASE - POLICY UMIT | § 1,000,000

B [Crime 4022871663 071/01/2020|07/01/2021 |EE Theft 2,800,000

(Employsa Thaft) Ded 1,000

Location: Merrimac Medical Investors, LLC dba Fairview Nursing
CenterfLaurel Place Assisted Living, 203 Lowell Road,
Hudson, NH 63051-4909

DESCRIPTION OF OPERATIONS / LOCATIONS | VEHICLES (ACORD 101, Additional Remarks Schedule, may ba attached & more space is required}

CERTIFICATE HOLDER

CANCELLATION

For Information Only

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

Horwood MeElveen

ACORD 25 (2016/03)

© 1986-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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MERRI-1 PAGE 2
N .
OTEPAD INSURED'S NAME 4o rimac Madical Investors LLC OP ID: AL owe 10/30/2020

Named Insured:

Merrimac Medical Investors, LLC

t/a Fairview Nursing Center
Merrimac Real Estate Investors, LLC
Lauvrel Place Assisted Living

The Inn at Fairview

FG Healthcare Services, LLC is included as an insured.
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department”) and METRO HEALTH FOUNDATION OF NEW HAMPSHIRE ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price ||m|tat|on or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: |dentification., Subsection
1.8, to read:

4.8  Grant Amount not to exceed: $2,014,900
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

"1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS .nh.gov. The Department will approve such
requests contingent upon funding availability.

METRO HEALTH FOUNDATION OF NEW HAMPSHIRE
$5-2021-DPHS-11-LONGT-24-A01 Page 10f 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Govemnor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire )
Department of Health and Human Services

DosySigned by:
. 12/18/2020 - 02?.4. W Wows

Date ame: - Morris
Title: bpirector, pivision of Public Health Srvcs.

METRO HEALTH FOUNDATION OF NEW HAMPSHIRE

DocuSigned by
12/17/2020 E.D-M‘M.ama, gwm
Date - ) ame: ry Simino

Title:  Administrator

METRO HEALTH FOUNDATION OF NEW HAMPSHIRE
55-2021-DPHS-11-LONGT-24-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the. Grantee a total amount of $140,900.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020. :

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,409 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ‘

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
‘ Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of '
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall: '

43.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

43.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

- 4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. os
Initial

Dat912/17/2020

Page 1 of 1
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Public Health Services

St 13epariment of Tealih and Human Servicess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFI‘csiing@dhhs.nh.gov

1) Name of facilitv:

l |

2) How many siaff members does your facility have?

3) StafT testing lab utilized:

I ]

4) Reimbursement type (please check all that apply):

D Surveillance

D Outbreak/Response

D County rate greater than 5%
D County rute greater than 10%

5) How many residents does your facility have? {if outbreak/response is checked)

6) Resident testing lab utilized {if different from siaff and owtbreak/response is checked):

*Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicabla) Tested (if applicable) Amount
$100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
5100/ Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date {if applicable) Tested {if applicable) Rate Amount
m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week d Test Date {if applicable) Tested {if applicable) Rate Amount
HL $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
m $100/Test
r—DS
Name Title

RS Date

12/17/2020
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State of New Hampshire
Department of State

CERTIFICATE

1, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that METRO HEALTH
FOUNDATION OF NEW HAMPSHIRE, INC. is a New Hampshire Nenprofit Corporation regisiered 1o transact business in New
Hampshire on July 20, 1998. I further certify that all fees and documents required by the Secretary of State's office have been

received and is in good standing as far as this office is concemed.

Business [D: 296860
Certificate Number: 0004967019

IN TESTIMONY WHEREOQOF,

[ hereto set my hand and cause 1o be affixed
the Seal of the State of New Hampshirc,
this 28th day of July A.D. 2020,

Gor Lok

William M. Gardner

Secretary of Siate




CERTIFICATE OF AUTHORITY
N '

l, . 3 Ca_nne V g-b G C&J@.V' AN , hereby cerlify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Officer of M{-‘ﬂro Hea\ AN f:aun(_hfh‘ﬂh &'F /f,/}'ad Hd/’}?gjﬁ €, Fx,

(Corporation/LLC Name),} ewo Heatd Cave
. [blaGoiden Heati o
2. The following Is a true copy of a vote taken at a mesting of the Board of Directors/shareholders, duly-called and
heldon {2 \  f . 20402 , at which a quorum of the Directors/shareholders were present and voting.
(Date)
o

VOTED: That {\OS_,S. DG Y S’ Lo ono Ac&(‘f\d\‘\%\vo:\‘tr‘ (may list more than one person)
(Name and Title_o) Contract Signatory)
. Mekre Heonddn Foandadian of
Is duly authorized on behalf of A \Yume)rne, —nC .  to enter into contracts or agreements with the Stat
{Name of Corporation/ LLC) Albla Goden Vies Flauwnn Core Carnder

of New Hampshire and any of its agencles or depariments and further is authorized to execute any and all
documents, agreements and other instruments, and ‘any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. I hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/icontract amendment to which this certificate Is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person{s) listed above cumently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed Indlvidual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein.

Dated: /[ A/ {7/ 2020 QMM Y

ighature of Elegted. Officer
Ngme: J ¢ }Zh e Sander<

" CEO /Divector

Rev. 03/24/20
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ACORD. CERTIFICATE OF LIABILITY INSURANCE 21000

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 eny rights to the certificate holder In lieu of such endorsement(s).

PRODUCER GINIACT
US! Insurance Services LLC r N e 855 874-0123 [ e
3 Executlve Park Drive, Suite 300 & :%'Ess-
Bedford, NH 03110 INSURER{S} AFFORDING COVERAGE NAIC #
855 874-0123 INSURER A ; Ironshore Speclalty Insurance Co. 25445
INSURED INSURER B ; Atlantic Charter Insurance Company 44326
Matro Health Foundation of NH d/b/a INSURER ¢ : Continental Woltern Insurance Company 10804
Golden View Heallth Care Center
INSURER D ;
19 NH Route 104 INSURER E -
Meredith, NH 03253 -
INSURER F :

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE PQLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM QR 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 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

insa TYPE OF INSURANCE . j‘ﬂ%%" f’v"{%‘ POLICY NUMBER g i A LIMITS
A |_X| COMMEACIAL GENERAL LIABILITY 003947001 01/04/2020| 01/04/2021 EACH OCCURRENGE _ _ |$1,000,000
Xl CLAIMS-MADE L_] OCCUR : BHE‘G%EJ? E%Qilﬁam; $100,000
. MED EXP {Any onc perscr) | 510,000
| PERSONAL & ADVINJURY | 51,000,000
 GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 53,000,000
| pouicy IEI 5’?37 D LoC PRODUCTS - COMPOP AGG | 53,000,000
OTHER: ) s
C | AUTOMOBILE LIABILITY - |CAA527827614 01/04/2020|01/04/2021] F3'seen SNELELMIT 1 4 000,000
X| any auvo BODILY INJURY (Par person} | §
|| oy ScusouLee BODILY INJURY {Par acciden) | §
X| ABowy  [X] SO0 B
s
A | |UMBRELLALIAB | |ocoup 003947101 01/04/2020(01/04/2021| EACH OCCURRENCE $5,000,000
x| EXCESS LIAB X | cLams-MADE AGGREGATE $5,000.000
DED I XI RETENTION 30 5
WORKERS COMPENSATION PER OTH-
B | e e oAmoN n WCA00569601 £1/04/2020|01/04/2021| X [S8rye | |SF
ANY PROPAIETORPARTNEREXECUTIVE N|[n7a 3A States: NH E.L. EACH ACCIDENT 51,000,000
{Mandatory in NH) E.L. DISEASE - EA EMPLOYEE| $1,000,000
" describe
ESCAIPTION Bnrggpsmnows below E.L. DISEASE - Pouicy Lmir | $1,000,000
A |Professional 003947001 01/04/2020|01/04/2021] $1,000,000 Ea. Incident
Liability $3,000,000 Aggregate
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schadul may be atiached It more space I3 raquired)
CERTIFICATE HOLDER CANCELLATION
S  NH SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
tate o THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
Department of Health and Human Services ACCORDANCE WITH THE POLICY PROVISIONS.
129 Pleasant Street
COI‘lCOfd, NH 03301 AUTHORIZED REPRESENTATIVE

| Sea fhov

© 1988-2015 ACORD CORPORATION All rights reserved.

ACORD 25 {2016/03) 1 of1 The ACORD name and logo are reglstered marks of ACORD
#530227324/M27540584 SCLCA
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and New Hampshire Catholic Charities ("the Contractor").

WHEREAS, pursuant to an agreement (the “Contract”) approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Parégraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

Modify COVID-18 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $ $2,332,200
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor’'s expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1,

New Hampshire Catholic Charities
8§8-2021-DPHS-11-LONGT-01-A01

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signad by:
12/31/2020 0;:% /A /.

Date ame: 3-Morris
Title: pirector, Division of Public Health Srvcs.

New Hampshire Catholic Charities

DocuSigned by:
12/30/2020 DM-!J, &h(l by !
Date - Name. Dav T i Tdenbrand
Title:  <FO

New Hampshire Catholic Charities
$5-2021-DPHS-11-LONGT-01-A01 Page 2 of 2
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Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $457,800, for the number of test listed
in Exhibit A-2 = Facility List.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date.the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 test performed, during the period specified in Section 3, and
will not exceed the number of staff in each facility identified in Exhibit A-2 — Facility List,
Amendment #1. A 10% plus or minus in staff is allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. lIdentifies and requests reimbursement for the number of Surveillance tests
performed in the prior month. :

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
- Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS .nh.gov.

DS

Initials Dﬁﬂ'

12/30/2020
Date

Page 1 of 1
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Exhibit A-2, Amandmaent 1

Facility List
[Facility Name Vendor Code JAddress City Siate[Zip  |Phone Number | Total TESTS| Reimbursament Amount
Mi. Carmal Rehab and Nursing Canter 2332501235 Mynie Sireet Manchester |NH 31041(603) 827-3811 1257 3 125.700.00
St, ann Rehabilitation snd Nursing Certer 233414165 Dover Point Road |Dover NH  [03820)(803) 742.2812 528 3 52,800.00
St Francis Rehabilitation and Nursing Center 233415|406 Couri Strest Laconia NH_|03248)(803) 524-0488 684 $ 88,400.00
Si. Taresa Rehabililation and Nursing Center 233418518 Bridgs Strest Manchestar INH  (0:3104[(803) 886-2373 576 $ 57,600,00
Sl Vincerd de Paul Rehabilitation end Nursing Center 233417| 29 Providence Avenus |Berlin NH [03570|(803) 752-1820 §12 $ $1,200.00
Warde Nursing Home 26887321 Seares Read windham [NH |03087 ({803} 890-1200 621 3 82,100.00

Gratilee Initlal %H-

12/30/2020

Date,
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Public Heatth Services
i

Deparimend of Healh and Human Services

New Hampshire Long-Term Care Facility Sentinel

~ Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facilitv: .
2} How many staff members does your facility have?

3) Staif testing lob utilized:

4) Reimbursement type (please check all that apply}:

D Surveillance

D Ouibreak/Response

D County rate greater than 5%
I:, County rate greater than 10%

3) How many residents does your facility have? (if outbreak/response is checked)

6) Resident testing lab wtilized (if difTerem from siafl and outbreak/response is checked):

I |

Month for reimbursement period: |Select Month |

Week 1 Test Date Week 1 Second Test Date Total Stafi Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m ’ w . m $100/Test
Week 2 Second Test Date Total Stafl | -Residents Tested Reimbursement
Week 2 Test Date (if applicable) Tested (if applicable} Rate Amount
m 5100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Dat
eek 3 Test Date {if applicable) Tested {if applicable} Rate Amount
m N $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 T
€€ est Date {if applicable) Tested {if applicable) Rate Amount
m ’ 5100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable} {if applicable) Tested (if applicable) Amgount
“ $100/Test

Name Title ﬂ_DZH_Date

| S

12/30/2020
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State of New Hampshire
Department of State

CERTIFICATE

[, William M. Gardner, Sccretary of State of the Staic of New Hampshire, do hereby certify that NEW HAMPSHIRE
CATHOLIC CHARITIES is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on March
07, 1946. [ further certify that all fees and documents required by the Secretary of State’s office have been received and is in good

standing as far as this office is concerned.

Business ID: 66153
Certificatc Number: 0005031648

IN TESTIMONY WHEREQF,

[ hereto set my hand and cause 10 be affixed
the Seal of the State of New Hampshire,
this 22nd day of October A.D. 2020,

Dor oo

Willtam M. Gardner

Sceretary of Sate




CERTIFICATE OF AUTHORITY

I, __Kevin F. Barrett , hereby certify that:
{Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. | am a duly elected Clerk/Secretary/Officer of _New Hampshire Catholic Charities
(Corporation/LLC Name)

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and

held on _September 19 2019, at which a quorum of the Directors/shareholders were present and voting.
{Date)
VOTED: That _David Hildenbrand, Chief Financial Officer {may list more than one person)

(Name and Title of Contract Signatory)

is duly authorized on behalf of New Hampshire Catholic Charities to enter into contracts or agreements with the State
{Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any

limits on the authority of any listed individual to bind the corporation in contracts with the State w Hampshir
all such limitations are expressly stated herein. _?/’
Dated: 1/04/21 . : N

Name: Kevin F. Barrett
Title; Secretary

/@natl;e of‘EIecte%ﬁipE/

Rev. 03/24/20
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ACORD' CERTIFICATE OF LIABILITY INSURANCE Povionen

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy{ies) must have ADDITIONAL INSURED provisions or bo endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may requlre an endorsement. A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsemant(s).

PRODUCER . cmf‘u Vanassa Maurer
s PRI o
Media, PA 19063 ’ E!."go Al%lE'SS: VMaurer@PorerCurtis.com
INSURER{S) AFFORDING COVERAGE NAIC #
INSURER A : THE NATIONAL CATHOLIC RISK RETENTION GROUP, INC 10083
mhs:'.;rtce:::n\ THOLIC CHARITIES - AOMINISTRATION INSURER B : PRINCETON EXCESS AND SURPLUS LINES INSURANCE COMPA | 10788
215 Myrtle Street INSURERC :
Manchester, NH 03105 . INSURER D :
INSURER E :
INSURER F :
COVERAGES CERTIFICATE NUMBER: C000191454 REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POQLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITICN OF ANY CONTRACT QR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN |15 SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

[ ADDLISUBR] XP
LT’ TYPE OF INSURANCE INSO | yevD POLICY NUMBER l;%co‘fmerr Jm%‘{YF?YYI LIMITS
X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $ 1,000,000
DAMAGE TO RENTED
CLAIMS-MADE QOCCUR PREMISES (Ea ocourrence) $ Included
) MED EXP (Any Not Covered
A — RRG 10407-23 03/01/2020 | 030172021 (Any one person) | $
] PERSONAL § ADV INJURY | 3 1,600,000
| GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 3 None Applicable
POLICY ?E@f | we PRODUCTS - COMP/OP AGG | § None Applicable
QTHER: $
COMBINED SINGLE LIMIT
| AUTOMOBILE LIABILITY {Ea sccident) $
ANY AUTOQ BODILY INJURY (Par person) | $
%"Tos LY SCHggULED BODILY INJURY (Per accident)| §
Bl NON-OWNED PROPERTY DAMAGE 5
| AUTOS ONLY AUTOS ONLY . | {Par gccident)
3
| |umBRELLALIAB | X | oecyr EACH OCCURRENCE s 14,000,000 |
B {X |excessiup X | cLams-mane N2-A-FF-0000022-01 03/01/2020 | 03/01/2021 | sGGREGATE s
DED l | RETENTIONS - H
WORKERS COMPENSATION ER OTH-
AND EMPLOYERS' LIABILITY YIN STATUTE I ER
ANYPROPRIETOR/PARTNER/EXECUTIVE €.L. EACH ACCIDENT 5
OFFICER/MEMBER EXCLUDED? NiA
[Mandatory in NH) E.L. DISEASE - EA EMPLOYEE! §
W yes, dascribe under
DESCRIPTION OF OPERATIONS below E.L DISEASE - POLICY LIMIT [ §
A | Professional Liability - Incidental Medical RRG 10407-23 03/01/2020 03/01/2021 | $1,000,000 Each Occurence
$3,000,000 Aggregate
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES {ACORD 101, Addltional Remarks Schedule, may ba attached H mors space I required)
The limits include applicable retentions.
CERTIFICATE HOLDER CANCELLATION
STATE OF NEW HAMPSHIRE
DEPARTMENT OF HEALTH AND HUMAN SERVICES SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
129 PLEASANT STREET THE EXPIRATION ODOATE THEREQOF, NOTICE WILL BE DELIVERED IN
CONCORD, NH 03301-3857 ACCORDANCE WITH THE POLICY PROVISIONS.
AUTHORIZED REPRESENTATIVE
A7 @aé(_
]

©1988-2015 ACORD CORPORATION. All rights reserved.
ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD




Client#: 517491

ACORD.

CATHOCHA1

CERTIFICATE OF LIABILITY INSURANCE 12012090

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NQ 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

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be andorsad.
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 any rights to the certificate holder in lieu of such endorsemaent(s).

PRODUCER ﬁfﬂ?m
USIInsurance Services LLC PO exy: 655 874-0123 P Mok
3 Executive Park Drive, Suite 300 E-MAIL
0 ADDRESS:
Bedford, NH 0311 INSURER(S) AFFORDING COVERAGE NAIC #
855 874-0123 INSURER A : AIM Mutual Insurance Company 33758
INSURED - N INSURER 6 :
ew Hampshire Catholic Charities INSURER G :
215 Myrtle Street NSURER D
Manchester, NH 03104 -
INSURERE :
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 PERICD
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,

hid TYPE OF INSURANCE ':4%%" wv% BDR POLICY NUMBER ,.ﬁ&)ﬂ%ﬁ% (SSHEW; LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s
NT
CLAIMS-MADE D OCCUR BéB‘ﬁ%ﬂ?eﬁ%m%Pm» s
MED EXP {Any one person) $
|| PERSONAL & ADV INJURY | §
 GENL AGGREGATE Llurr APPLIES PER: GENERAL AGGREGATE 3
| PoLicY |:| JECT D Loc PRODUCTS - COMPIOP AGG | $
OTHER: 3
COMBINED SINGLE LimIT
.| AuTOMOBILE LIABILITY (o aomdon? s
ANY AUTO BODILY INJURY {Pex parson) | $
Ruro LY SCTEQULED BODILY INJURY (Per accident) | $
] NON-OWNED "PROPERTY DAMAGE s
AUTOS ONLY AUTOS ONLY (Per accident)
s
UMBRELLA LIAB OCCUR EACH OCCURRENCE 5
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED ] | RETENTION S $
WORKERS COMPENSATION PER OTH-
A AND EupLvERS Loy o ECC60040006032019A  [11/01/2020(11/01/2021 X [8Ryre [ [
PROPRIETOR/PARTNER/EXECUTIVE : L
ANY PROPRIC TORPARTNERE NIA JA States: NH E.L. EACH ACCIDENT 51,000,000
{Mandatory In NH) E.L. DISEASE - €A EMPLOVEE] $1,000,000
H yes, describe under
DESCRIPTION OF GPERATIONS below E.L. DISEASE - POLICY LT | 51,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may ba attached if more space is required)

CANCELLATION

CERTIFICATE HOLDER

For Insured's Records

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

Ses Hrt

© 1988-2015 ACORD CORPORATION. All rights reserved.

ACORD 25 {2016/03) 1 of1 The ACORD name and logo are registered marks of ACORD

#530473238/M30473230
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or .
"Department”) and NH ODD FELLOWS HOME ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and. Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $1,964,000
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
' Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.  If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
"be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

NH ODD FELLOWS HOME
$$-2021-DPHS-11-LONGT-49-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

DogySigned by:
12/21/2020 [_Oz?,t Y/ /.
Date Naeobttasddas:MorFis
Title: pirector, Division of Public Health Srvcs.

NH ODD FELLOWS HOME

DocuSigned by:

12/19/2020 fwanr Purinsgon.
Date Name A e Baang ton
Title: ceo

NH ODD FELLOWS HOME
5$5-2021-DPHS-11-LONGT-49-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 89,600.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 896 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS.nh.qgov. b3

Initials
12/19/2020
Date ___
Page 1 of 1
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m NHDIVISIONOF
Public Heaith Services

Sutgggrngy Dcpariment of Henlih amd Hubas Servives

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facility:

I |

2) How many staff members does your facility have?

3) Suaff testing lab utilized:

I |

4) Reimbursement type (please check all that apply):

D Surveillance

D Qutbreak/Response

l:l County rate greater than 5%
D County rate greater than 10%

3} How many residents does your facility have? (if outbreak/response is checked)

I ]

6) Resident testing lab utilized (if different from stafT and outbreak/response is checked):

Month for reimbursement period: |Select Month |

Week 1 Test Date Week 1 Second Test Date Total Stafi Residents Tested Rate Reimbursement
(if applicable} Tested {if applicable) Amount
1
m | 5100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date . . . . Rate
(if applicable) Tested {if applicable} Amount
| $100/Test
W : "
Week 3 Test Date eek 3 Seco?d Test Date Total Staff Re.sldent.s Tested Rate Reimbursement
. (if applicable) Tested {if applicable} Amount
ﬂ $100/Test
Week 4 Test Date Week 4 Secorld Test Date Total Staff Re.SIdentF Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
N 5100/ Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable} (if applicable) Tested (if applicable) Amount
- m ]|1 $100/Test
b—D3
Name Title Date

iy

|

12/19/2020
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State of New Hampshire
‘Department of State

CERTIFICATE

I, William M. Gardner, Secrctary of State of the Statc of New Hampshire, do hereby certify that NEW HAMPSHIRE ODD
FELLOWS' HOME is a New Hampshire Nonprofit Corporation registered to transact business in New Hémpshirc on August 5,
1883. I further certify that all fees and documents required by the Secretary of State's office have been received and is in goad

standing as far as this office is concerned.

Business ID: 69049
Certificatc Number: (004952313

IN TESTIMONY WHEREOF,

I hereto set my hand and cause (o be affixed
the Seal of the State of New Hampshire,
this 10th day of July A.D, 2020.

William M. Gardner
Secretary of State




CERTIFICATE OF AUTHORITY

1, Robert W, Wright, Jr , hereby certify that:
{Name of the elected Officer of the CorporationlLLC)

1.  am a duly elected CIeridSecretarlefﬁcer of New Hamgshlre Odd Fellows Home, Inc.
(Corporation/LLC Name)

2. The following is a true copy of a vote taken at a meeting of the Board of Direclors/shareholders, duly called and
held on December 16, 2020, at which a quorum of the Directors/shareholders were present and voting.
{Date)

VOTED: That _Anne M. Purington, Chief Executive Officer (may list more than one person) is duly authorized
{Name and Title of Contract Signatory)
on behalf of New Hampshire Odd Fellows home, Inc fo enter into contracts or agreements with the State
(Name of Corporation/ LLC)
of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in hisfher judgment be desirable or necessary to effect the purpose of this vote,

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificale as evidence that the person(s) listed above currently occupy the
position{s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporat]on in contracts with the State of New Hampshire,
all such imitations are expressly stated herein.

Dated: 2““""&““‘ ,g}/‘

Name: Robert W. wright, 4r
Title: Presiden} '

Mg

Rev. 03/24/20
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~ N 4 DATE (MDOYTYY)
ACORD CERTIFICATE OF LIABILITY INSURANCE 7/{:412020

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER,

certificato holder in Heu of such andorsoment(s).

TH1S 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
BELQW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

[ TMPORTANT: If the certificats holder l4 an ADDITIONAL INSURED, the policy(les) must be endoraed. If SUBROGATION IS WAIVED, subject to

tha tarms and conditions of the policy, certaln policles may roquire an endorsomont. A statoment on this certificate does not confer rights to the

PRODUCER

THE ROWLEY AGENCY INC.
45 Conetitution Avenue
P.0. Box 511

| fawe;  Rechel Giunta

PHONE o, (603)224-2562 [ FAX oy 19811200022

ADDREss; *Oluntedrovleyagency.con

200 Pleasant Street

INSURER(S) AFFORDING COVERAGE NAIC ¢
Concord NE 033102-0511 INSURERA: ATX Special Insurance Company
INSUHED INSURERB:Allmerica Financial Benefits 41840
New Hampshire Odd Pellows Homa Inc., DBA: Presidential Oa INSURERC:New Hampshire Employers Ins Co 13083

INSURER D -
INSURER B ;
Concord NR 03301-259%9 INSURERF ;
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS I8 TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLIGY 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.

HBR DI [SUBR] POLICY EFF | EXP
o TYPE OF INSURANCE INAD | wD POLICY NUMBER MMBDAYYYY) | _(Eyam%wn LurTs
COMMERCIAL GENERAL LIABILITY EACH OCCURRENGE s 1,000,000
A x | cmsamoz [ oceu ‘ b s 100,000
X | Gu/PRrO¥/2BL L1V-D142336 02 1/1/1020 57172021 | MED EXP {Ary one peron) s 10,000
| PERSONAL & AV INJURY | & 1,000,000
GEN, AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 3 3,000,000
L X | roucy I:I & D Loc PRODUCTS . coMPIOPAGE | & 1,000,000
QTHER: Profastion s Lietidty 3 1,000,000
UTOMOBN € LIABILITY COMBINGD SINGLE U
Faid £ | 263 acagm $ 1,000,000
B X | ANy AUTO BODILY INJURY {Par partory | §
AT SCHEMAED 2 0240860 $/t7a020 | 57173031 | BODILY INMRY (Per secident |
x| NON-CWNED PROPERTY DAMAGE
X | mReo auTos AUTOS | Par accicort) '
i Undwinitired rokorial cembined sy | § 1,000,000
uMBRELLALAG | [oceyn EACH OCCURRENCE ) 5,000,000
a | x |exceasuan CLAMS-MADE AQGREGATE s 5,000,000
DED | X | peTEnTON 3 0 L1V-D241937-02 5/1/1020 3/1/1021 s
WORKERS COMPENSATION TP — I | oh [
AND ENPLOYERS' LIABILITY Yin sre AN R E
ANY PROPRIETORIPARTNEREXECUTIVE E.L EACH ACCIDENT ) 1,000,000
OFRICERMMEMBER EXCLUBEL? NiA —
€ |MMendstory in NH) $OC-600-4000249-20200 $/1t3010 57172021 | B\ CNSEASE - EA EMPLOYEE | & 1,000,000
W yoa, duscribe under
SSCRIPTION OF OPERATIONS below EL.O{BEASE - POLICY LIMT 1,000,000
A | Professionsl Liability L1V-024203¢ 02 s/1/2020 | 57173021 | Exehciwm $1,000,000
CoauTence/Cluims Mady $3,000,000

RESCRIPTION OF OPERATIONS / LOCATIONS | VEHICLES {ACORD 104, Addittona] Remarks Schedule, mey be aitsched if more 8388 Is required)
Covering operatlons usual to insured through out the policy term.

CERTIFICATE HOLDER

CANCELLATION

- Information Only -

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DAYE THEREQF, NOTICE WILL BE DELIVERED IN
ACCOROANCE WITH THE POLICY PROVISIONS,

'AUTHORIZED) REPRESENTATIVE

Rachel Qiunta/R3

Mn&m

ACORD 25 (2014/01)
INS026 01401

© 1988-2014 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are ragistorod marks of ACORD
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”} and PEAK HEALTHCARE AT KEENE LLC {"the Contractor").

WHEREAS, pursuant to an agreement (the "Contract”) approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $1,938,400
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week. :

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense,

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

PEAK HEALTHCARE AT KEENE LLC
5$5-2021-DPHS-11-LONGT-50-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment.by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New.Hampshire
Department of Health and Human Services

Signed by:
1/4/2021 - I 0;?& A Powis
Date : Name® ~MOrFl s

Title: pirector, Division of Public Health Srvcs.

PEAK HEALTHCARE AT KEENE LLC

DocuSignad by:
1/4/2021 | fwi ol dstuin
Date ) dastein

Name:
Title: CEO

PEAK HEALTHCARE AT KEENE LLC
$8-2021-DPHS-11-LONGT-50-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Granteé shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.-

2. The Department shall pay the Grantee a total amount of $ 64,000.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 640 test during the duration of the contract. A 10% plus or minus in staff is
allowable. |

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and QOutbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1" on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

43.2. l|dentiftes and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. o3
IniliaIJ [lé

1/4/2021

Date
Page 1 of 1
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m N DIVISION OF Q5
Public Health Services

Ny Dcparimcal of Heatth and Humiag Servivss

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fitl out form and return 10: LTCFTesting@dhhs.nh.gov

1) Name of lacilitv:

2) How many staff members does your facility have?

3) Siaff testing lab utilized;

{

4) Reimburserment type {please check all that apply):
D Surveillance
D Outbreak/Response
I:] County rate greater Lthan 5%

D County rate greater than 10%

3} How many residenis does your facility have? (if outbreak/response is checked)

L

6} Restdent testing lab utilized (if difTerent from stafl and outbreak/response is checked):

I

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
m | ﬁ $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested {if applicable) Rate Amount
<m J m $100/Test
Woeek 3 Second Test Date Total Staff Residents Tested Reimbursement
R
Week 3 Test Date {if applicable) Tested {if applicable) ate Amount
" $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date (if applicable) Tested (if applicable) Rate Amount
WI m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable} (if applicable) Tested {if applicable) Amount
$100/Test
p—DS5
Name Title Date

1/4/2021
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State of New Hampshire
Department of State

CERTIFICATE OF REGISTERED TRADE NAME
OF
ALPINE HEALTHCARE CENTER

This is to certify that PEAK HEALTHCARE AT KEENE LLC is registered in this office as doing business under the
Trade Name ALPINE HEALTHCARE CENTER, at 298 MAIN STREET, Keene, NH, 03431, USA on 10/21/2020

The nature of business is Health Care and Social Assistance - Nursing Care Facilities (Skilled Nursing Facilitics)

Expiration Date: 10/21/2025

Business 1D: 853979

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 2ist day of October A.D. 2020.

Do o

William M. Gardner
Secretary of State
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State of New Hampshire
Department of State

CERTIFICATE

1, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that ALPINE HEALTHCARE
CENTER is a New Hampshire Trade Name registered to transact business in New Hampshire on October 21, 2020. | further
certify that all fees and documents required by the Secretary of State’s office have been received and is in good standing as far as

this office is concerned.

Business [D: 853979
Certificate Number : 0005031210

IN TESTIMONY WHEREOQF,

| hereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 21st day of October A.D. 2020.

Do ok

William M. Gardner

Secretary of Siate




'

CERTIFICATE OF AUTHORITY/VOTE
"~ (Limited Liability Company)

I, Zisha Margulies ' , hereby certify that:
{Name of Sole Member/Manager of Limited Liability Company. Contract Signatory - Print Name)

1. 1am the Sole Member/Manager of the Company of ____Avrohom Goldstein
{Name of Limited Linbility Company)

2. I hereby further centify and acknowledge that the Siate of New Hampshire will rely on this certification as

evidence that [ have full authority to bind _Peak Healthcare at Keene LLC
{Name of Limited Liability Company)

and that no corporate resolution, shareholder vote, or other document or action is necessary to grant me such
authority.

{Contract Signztory - Signaturc)

1/4/2021
(Date)
STATE OF
COUNTY OF
On this the day of 20 , before me ,
(Day) {Month) (Y1) (Namc of Notary Public / Justice of the Peace)
the undersigned officer, personally appeared , known to me (or

{Contract Signatory — Print Name}
satisfactorily proven) to be the person whose name is subscribed to the within instrument and acknowledged
that he/she executed the same for the purposes therein contained. In witness whereof, I hereunto set my hand

and official seal.

(NOTARY SEAL)

(Notary Public / Justice of the Peace -Signaturc)

Commission Expires:
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CERTIFICATE OF LIABILITY INSURANCE

MRCSN-1 __ OPID:BB

DATE (MMDDAYYYY)
01/04/2021

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) rnust 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 confor rights to the certificate hotder in lieu of such endorsement(s).

PRODUCER 212-687-4600

Onecap Services LLC
77 Spruce Stroet

CONTACT
E:

212-687-4600 X 3166126137

PHONE
[AJC, No, Ext):

Cedarhurst, NY 11516 EMAL.
INSURER(S) AFFORDING COVERAGE NAIC
msurer 4 : 1DC Specialty Underwriters
NSYRED msuren g : National Indemnity Co.
aak Healthcare at Keene LLC
%b!a Al b?l? :ealuhﬁrg Center wsuren ¢ : vedwood Fire & Casualty Ins Co
0ono ea , :
208 Wi Sureealty wsurer p : Great American Ins Co 16691
Keene, NH 03431 INSURERE :
INSURER F :

_COVERAGES CERTIFICATE NUMBER;

REVISION NUMBER:

THIS 15 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 TQ 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 QF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,

[NsR TYPE OF INSURANCE fiooL Suer POLICY NUMBER e e LIMITS
A | X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1,000,000
X | cLams-maoe L__[ OCCUR X | X [LTP-01238-20-00 11/19/2020|11/19/2021 | PARE IR e s 100,000
X | Prior Acts: 11119 MED EXP (Any one person)__| $ 5,000
X | Deductible $100,0 PERSONAL & ADY INJURY. | 8 1,000,000
| GEN'L AGGREGATE LIMIT APPLIES PER; GENERAL AGGREGATE 3 3,000,000
PoLCY I:l i Loc PRODUCTS - COMP/OP AGG | § 1,000,000
OTHER: s
8 | AUTOMOBILE LIABILITY , MDSINGLE LI 3 1,000,000
| {AnvauTO X | % |T3APB004063 07/14/2020(07/14/2021 | BODILY INJURY (Per parsony | §
QWNED SCHEDULED
|1 Autos onwy AUTOS BODILY INJURY (Per accident) | §
RTY GE
- ﬁms ONLY RSP&%’&B M MA $
] 3
UMBRELLA LIAB - OCCUR EACH OCCURRENCE [
EXCESS LIAB CLAIMS-MADE AGGREGATE 3
peo | | reventions s
PER, OTH-
c PR YIN AL
sy erommerommamenerecuve (41| X WMWC 114868 11/19/20201 1111912021 [ L\ Lot acoment s 1,000,000
RiEndaisny R EL DISEASE - EA EMPLOVEE] $ 1,000,000
If yas, describe und
DE?CR'_PT'ONOFgPE&AM A D -PoLiCYLIMIT | § 1,000,000
A |Prof Liability LRP-01238-20-00 11/19/2020|11/18/2021 |Each Inci 1,000,000
D [Crime SAA E651971-00-00 11/19/2020( 11/19/2021 [Aggregate 3,000,000

Location: 298 Main Street, Keene, NH 03431
included as Additional Insured. A waiver of subrogation applies.

days for nonpayment of premium.

DESCRIPTION OF OPERATIONS { LOCATIONS { VEHICLES {ACORD 101, Additionsl Remarks Scheduls, may be attached If mors space Is required)

As required by written contract and per policy form, Certificate Holder is

Certificate holder will receive 30 days written notice of cancellation, 10

CERTIFICATE HOLDER

CANCELLATION

Congressional Bank, a Maryland
chartered commercial bank ISAQA
4445 Willard Avenue

Suite 1000

Chevy Chase, MD 20815

)

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

S b S

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved,

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department") and PEAK HEALTHCARE AT PORTSMOUTH LLC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract”) approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain serwces hased
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services: and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows;

1. Modify COVID-19 Grant Agreement, Section 1., General F‘rowsmns Identification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $1,975,900
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such

' . requests contingent upon funding availability.

PEAK HEALTHCARE AT PORTSMOUTH LLC
58-2021-DPHS-11-LONGT-12-A01 Page 10of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

DoguSigned by:
1/4/2021 l Qza W Wows :
Date . Name: SLLCLLE ’
Title: Director, Division of pPublic Health Srvcs.

. PEAK HEALTHCARE AT PORTSMOUTH LLC

. Docusigned.by:
1/4/2021 | bwi ol dshuin
Date dstein

Name:
Title: CEO

PEAK HEALTHCARE AT PORTSMOUTH LLC
$8-2021-DPHS-11-LONGT-12-A01 Page 20of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $101,500.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,015 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test . $100

4.1.The Contractor shall only bill by the number of staff in each |nd|V|duaI facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. ldentifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

43.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

1 4.33. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

- 5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LT CFiesting@DHHS.nh.qov. S
Initial[ ﬁé

Datet/ 472021

Page 1 0of 1
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Public Health Services
L

Deparirent o Healh amd Humas Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCF Testing(@dhhs, nh.gov

1) Name of facilitv:

I - |

2) How many siaff members does your facility have?

[ |

3) StalT 1esting lab utilized:

4) Reimbursement type (please check all that apply):
D Surveillance
D Quibreak/Response
I:I County rate greater than 5%
[:I County rale greater than 10%

5) How many residents does your facility have? {if outbreak/response is checked)

l 1

6} Resident testing lab utitized (if different from staff and outbreak/response is checked):

l ' |

Month for reimbursement period: |Select Month - |

Week 1 Second Test Date Total Staff Residents Tested

Reimbursement

Week 1 Test Date (if applicable) Tested {if applicable) Rate Amount
ﬂ $100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
5100/Test
Woeek 3 Second Test Date Total Staff Residents Tested Reimbursement
R
Week 3 Test Date (if applicable) Tested {if applicable) ate Amount
” $100/Test
Week 4 Test Date Weekt_i Secopd Test Date Total Staff Re‘sudent.s Tested Rate Reimbursement
(if applicable) Tested (if applicable) . Amount
m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
$100/Test
L—Ds
Name Title Date

1/4/2021
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State of New Hampshire
Department of State

CERTIFICATE OF REGISTERED TRADE NAME
OF
CEDAR HEALTHCARE CENTER

This is to certify that PEAK HEALTHCARE AT PORTSMOUTH LLC is registered in this office as doing business
under the Trade Name CEDAR HEALTHCARE CENTER, at 188 JONES AVENUE, Portsmouth, NH, 03801,
USA on 10/21/2020

The nature of business is Health Carc and Social Assistance - Nursing Care Facilities (Skilled Nursing Facilities)

Expiration Date: 10/21/2025

Business 1D: 853977

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 21st day of October A.D, 2020.

= ‘1..-.7‘ I; NN '

G A J

"\""‘""*3 SER / 9/ ﬁ 4,
N\ T A
e P £ y William M. Gardner

— Secretary of State
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that CEDAR HEALTHCARE
CENTER is a New Hampshire Trade Name registercd to transact business in New Hampshire on October 21, 2020. | further
centify that all fees and documents required by the Secretary of State’s office have been reecived and is in good standing as far as

this officc is concerned.

Business [D: 853977
Certificate Number : 0005031216

IN TESTIMONY WHEREOF,

| hereto set my hand and cause to be affixed
the Scal of the State of New Hampshire,
this 2‘Ist day of October A.D. 2020.

W

William M, Gardner

Sccretary of State




CERTIFICATE OF AUTHORITY/VOTE
(Limited Liability Company)

I, Zisha Margulies , hereby certify that:
{Name of Sole Member/Manager of Limited Liability Company, Contract Signatery — Print Name)

1. Tamthe Sole Member/Manager of the Company of Avrohom Goldstein
(Name of Limited Liability Company)

2. [ hereby further certify and acknowledge that the State of New Hampshire will rely on this certification as

evidence that I have full authority to bind Peak Healthcare at Portsmouth LLC
{Name of Limited Lizbility Company)

and that no corporate resolution, shareholder vote, or other document or action is necessary o grant me such
authority.

sl

{Contract Signatory - Signature)

1/4/2021
(Date)
STATE OF
COUNTY OF
On this the day of 20 , before me ,
(Day) {Month) (Y1) (Name of Notary Public / Justice of the Peace)
the undersigned officer, personally appeared \ known to me {or

(Contract Signatory ~ Print Name)
satisfactorily proven) to be the person whose name is subscribed to the within instrument and acknowledged
that he/she executed the same for the purposes therein contained. In witness whereof, I hereunto set my hand

and official seal.

(NOTARY SEAL)

(Notary Public / Justice of the Peace -Signaturc)

Commission Expires:
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CERTIFICATE OF LIABILITY INSURANCE

OP ID;: BB

DATE (MM/DD/YYYY)
01/04/2021

THIS CERTIFICATE 1S ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE MOLDER. 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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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

If SUBROGATION 1S WAIVED, subjject 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).

PRODUCER
Onecap Services LLC
77 Spruco Stroot
Cedarhurst, NY 11516

212-687-4600

C EAC T

PHONE " 212-687-4600

| (FA%. No}:

516-612-6137

LEH

INSURER(S) AFFORDING COVERAGE NAIC #
msurer 4 : 1DC Specialty Underwriters
Hisyrep surer p : National indemnity Co.
oak Healthcare at Portsmouth LLC
d/bia Cedar Healthcare Canter msurzr ¢ : Redwood Fire & Casualty Ins Co
Postamouth SNF Realty LLC INSURER p : OTeat American Ins Go 16691
Portsmouth, NH 03804 INSURER £ :
INSURER F :

CERTIFICATE NUMBER;

REVISION NUMBER:

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 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

[NSR TYPE OF INSURANCE m"_%af POLICY NUMBER R e I Y LMITS
A | X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1,000,000
X ] cLamsmaoe [ ] occur X | x [LTP-01238-20-00 11/19/2020|11/19/2021 | SRMASEIORENTED s 100,000
X | Prior Af:ls: 1119 MED EXP (Any one person] s 5,000
| X ] Deductible $100,0 PERSONAL & ADVINIRY | 3 1,000,000
| GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 3,000,000
poucy [ ] 586 [X|ioc PRODUCTS - COMPIOP AGG | 3§, 1,000,000
OTHER: $
B | automosiLe LnsiLITy COMBINEDSINGLE LIMIT | ¢ 1,000,000
| | anvauro x | x [r3aPB0O406S 07/14/202007/14/2021 | BODILY WIURY (Per person) |
OWNED SCHEDULED
|| AUTOS oNLY AUTOS BODILY INJURY (Per accident)! §
|| K onuy NOTREND e aciony  MAGE )
3
UMBRELLA LIAB OCCUR EACH OCCURRENCE H
EXCESS LIAB | cLams-maDE AGGREGATE s
oeo | [ reventions | $
PER OTH-
C NN SoURENSATION, N AR
ANY PROPRIETORPARTNEREXECUTIVE X [WMWC114868 1111912020 1111912021 [ | pachs acoroen . 1,000,600
FICER/MERBIER EXCLUDED? NiA 1,000,000
H andatory b'; w: E.L. DISEASE - EA EMPLOYES § iuind)
, descr ar 1
DESKRIPTION OF OPERATIONS betow L. DISEASE - POLICY LIMIT | § 1,000,000
A |Prof Liability LTP-01238-20-00 11/19/2020( 11/19/2021 |Each Inci 1,000,000
D [Crimo SAA E651971-00-00 11119/2020(11/19/2021 |Aggregate 3,000,000

inclu

DESCRIPTION OF OPERATIONS / LOCATIONS J VEHICLES {ACORD 101, Additlonsl Remarks Scheduls, may be attached if mors space s required)

Location: 188 Jones Ave, Portsmouth, NH 03801

As reguired by written contract and per policy form, Certificate Holder is
ed as Additional Insured. A waiver of subrogation applies.
Certificate holder will receive 30 days written notice of cancellation, 10
days for nonpayment of premium,

CERTIFICATE HOLDER

CANCELLATION

Congressional Bank, a Maryland
chartered commercial bank ISAQA
4445 Willard Avenue
Suite 1000

Chevy Chase, MD 20815

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREQF, NOTICE WILL BE DELWERED IN

ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

Wi

ACQORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department”) and PEAK HEALTHCARE AT ROCHESTER LLC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties égree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Idéntification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $1,942,800
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. - The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week,

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of residents to
LTCFlesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

PEAK HEALTHCARE AT ROCHESTER LLC

$8-2021-DPHS-11-LONGT-51-A01

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

Ali terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

DocySigned by:
1/4/2021 : 0%1. . Wows

Date 3 At Morris
Title: " Director, Division of Public Health Srves.

PEAK HEALTHCARE AT ROCHESTER LLC

—DocuSigned by:
1/4/2021 . fi éou.sh,im,
Date , NzrtierPEebpidstern

Title: CEO

PEAK HEALTHCARE AT ROCHESTER LLC
5$86-2021-DPHS-11-LONGT-51-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 68,400.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for.
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 684 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall;

4.3.1. ldentifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2.  |dentifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. DS
Initial 1z
1/4/2021
atle

Page 1 of 1
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Q.

(N 7/ W :
m NH BIVISION OF
Public Health Services

iy Depariment ol Healik et Honan Servicss

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form

Please fill out form and rewrn 10; LTCFTesting@dhhs.nh.gov

1} Name of faciliv:

2} How many staff members docs your facility have?

I

—

3) Stafttesting lab utilized:

[

|

4) Reimbursement type {please check all that apply):

D Surveiitance

D Outbreak/Response

D County rate greater than 5%

D County rate greater than 10%

3) How many residents does your facility have? {if outbreak/response is checked)

|

6) Resident testing lab utilized (if different from staff and outbreak/response is checked):

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m $100/Test
W - -
Week 2 Test Date eek 2 Secopd Test Date Total Staff Re§|dent§ Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
]r $100/Test
k ide] i
Week 3 Test Date Wee 3 Secolnd Test Date Total Staff Re_mdent_s Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
ﬁr m $100/Test
Week 4 Test Date Week 4 Secopd Test Date Total Staff Re.smlent.s Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m J“ $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) (if applicable} Tested {if applicable) Amount
m $100/Test
j—D%
Name Title Date

1/4/2021
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State of New Hampshire
Department of State

CERTIFICATE OF REGISTERED TRADE NAME
OF
BIRCH HEALTHCARE CENTER

This is to certify that PEAK HEALTHCARE AT ROCHESTER LLC is registered in this office as doing business
under the Trade Name BIRCH HEALTHCARE CENTER, at 62 ROCHESTER HILL ROAD, Rochester, NH,
03867, USA on 10/21/2020

The nature of business is Health Care and Social Assistance - Nursing Care Facilities (Skilled Nursing Facilities)

Expiration Date: 10/21/2025

Business I1D: 853978

IN TESTIMONY WHEREOF,

[ hereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 21st day of October A.D. 2020,

W

William M. Gardner
Secretary of State
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Sccretary of State of the State of New Hampshire, do hereby certify that BIRCH HEALTHCARE
CENTER is a New Hampshirc Trade Name registered to transact business in New Hampshire on October 21, 2020. | further
certify that all fees and documents required by the Secretary of State’s office have been received and is in good standing as far as

this office is concerned.

Business 1D: 853978
Certificate Number : 0005031214

IN TESTIMONY WHEREOQF,

[ hereto set my hand and cause to be aftixed
the Scal of the State of New Hampshire,
this 21st day of October A.D. 2020.

Do
William M. Gardner

Secretary of State




CERTIFICATE OF AUTHORITY/VOTE
{Limited Liability Company)

I, Zisha Margulies , hereby certify that:
(Name of Sole Member/Manager of Limited Liability Company. Contract Signatory — Print Name)

1. 1am the Sole Member/Manager of the Company of _Avrohom Goldstein
{Name of Limited Liability Company)

[£]

I hereby further certify and acknowledge that the State of New Hampshire will rely on this certification as

evidence that 1 have full authority to bind _Peak Healthcare at Rochester LLC
{Name of Limited Liability Company)

and that no corporate resolution, shareholder vote, or other document or action is necessary to grant me such
authority.

{Contract Signatory - Signature}

1/4/2021
(Date)
STATE OF
COUNTY OF
On this the day of ' 20 , before me ,
{Day) (Month) (Yr) (Name of Notary Public / Justice of the Peace)

the undersigned officer, personally appeared , known to me (or
{Contract Signatory — Print Name) -

satisfactorily proven) to be the person whose name is subscribed to the within instrument and acknowledged
that he/she executed the same for the purposes therein contained. In witness whereof, I hereunto set my hand

and official seal.

(NOTARY SEAL}

(Notary Public / Justice of the Peace -Signaturc)

Commission Expires:
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ACCRD CERTIFICATE OF LIABILITY INSURANCE oA umor

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 cortificate does not confar rights to the certificate holder in lieu of such endorsement(s).

PRODUCER 212-687-4600 | GoNTACT
Onecap Services LLC
7 Sprﬂce Stroot T o, exyy; 212-687-4600 FA. noy, 916-612-6137
. |Cedarhurst, NY 11516 | idess:
INSURER({S) AFFORDING COVERAGE NAIC ¥

wsurer & ; 10C Specialty Underwriters
wsurer & ; National Indemnity Co.

Isue%‘tnf-l)ealthcam at Rochester LLC

d/bla Birch Healthcare Center wsurer ¢ : Redwood Fire & Casualty Ins Co
pchestar SNE Realty LLC - INSURER 0  Great American Ins Co 16691
Rochestor, NH 03867 | INSURERE :

INSURER F ;
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TQO 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.

NS TYPE OF INSURANCE At SR POLICY NUMBER RO o ARGy LmITS
A | X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE 5 1,000,000
X | cuamsmace [ Toccur X | x [LTP-01238-20:00 - 11119/202011/19/2021 | BAMAGETORENTED. s 100,000/
X | Prior Acts: 11119 MED EXP (Any ong persan], | § 5,000
X | Deductible $100,0 PERSONAL & ADY INJURY | 8 1,000,000
| GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 3 3,000,000
POLICY & Loc PRODUCTS - COMP/IOP AGG | $ 1,000,000
OTHER: 3
B | AUTOMOBILE LIABILITY _msmme LIMIT s 1,000,000
| anyauto X | X [TIAPB004068 07/14/2020|07/14/2021 | BODILY INJURY (Per poarson) | §
QWNED SCHEQULED
| | AUTO5 ONLY AUTOS BODILY INJURY (Per accident) | §
PERT
| AU onwy RORRUNER MI?AMGE 3
s
UMBRELLALIAB | | OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE 3
pep | [ Retenmions A
PER oTH
C |uememzesaestsimon i E
Arg\;lgg%merom&mggggfscmwe D A X [WMWC114868 111912020/ 11119/2021 | . EACH ACCIDENT s 1,000,000
&indﬂwﬁmﬁ; R E.L DISEASE . EA EMPLOYEH § 1,000,000
i yos, dascrive under 1,000,000
DESCRIPTION OF QPERATIONS belgw E.L. QISEASE - POLICY LIMIT | § (adetill
A |Prof Liability LTP-01238-20-00 11/19/2020|11/19/2021 |Each Inci 1,000,000
D [Crime SAA E651971-00-00 11/19/2020|11/19/2021 |Aggregate 3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additlonal Remarks Schedule, may be attached If more space is required)

Location: 62 Rochester Hill Rd, Rochester, NH 03867

As regulred by written contract and per policy form, Certificate Holder is
included as Additional Insured. A walver of subrogation applies.
Certificate holder will receive 30 days written notice of cancellation, 10
days for nonpayment of premium.

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
. THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
Congressional Bank, a Maryland ACCORDANCE WITH THE POLICY PROVISIONS,

chartered commercial bank ISAOA

4445 Willard Avenue
Sulte 1000 AUTHORIZED REPRESENTATIVE

Chevy Chase,, MD 20815 .% _@f———-
1 A

ACORD 25 (2016/03) © 1988-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are ragistered marks of ACORD
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services {"State" or
“Department”) and PEARL STREET HEALTHCARE CENTER LLC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: |dentification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $1,980,800
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine-testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conducl Surveiliance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
_ per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outhreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

PEARL STREET HEALTHCARE CENTER LLC
$5-2021-DPHS-11-LONGT-16-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Slgned by:
1/5/2021 0?2, W Wows.
Date B ¢ Ea-Rp,. Morris

Title: Director, Division of Public Health Srvcs.

PEARL STREET HEALTHCARE CENTER LLC

DocuSigned by:

1/5/2021 w{b Skafa,s
Date NHiEseerrskatas

Title: Administrator

PEARL STREET HEALTHCARE CENTER LLC
55-2021-DPHS-11-LONGT-16-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $106,400.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,064 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests.
performed in the prior month.

4.3.2.  Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. os
Initiais‘ bg

Date 1/5/2021

Page 1 of 1
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m NH DIVISION OF
Public Health Services

Saaghgd Prupasiment of liealh and FHuman Serviess

New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please fill owt form and return to: LTCFTesting@dhhs.nh,gov

1) Name of facilitv:

l 1

2) How many staff members does your facility have?

I |

3) Stafftesting lab wtilized:

4} Reimbursement type (please check all that apply):

D Surveillance

D Outbreak/Response

D County rote greater than 5%
[:I County rate greater than 10%

3} How many residents docs your facility have? {if outbreak/response is cheeked)

I il

6) Resident testing lab utilized (if different from staff and outbreak/response is checked):

[ |

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Toial Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
5100/ Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date (if applicable) Tested {if applicable) Rate Amount
.I-L | $100/Test
N Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week
eek 3 Test Date {if applicable) Tested {if applicable) Rate Amount
$100/Test
Week 4 Test Date Week 4 Secopd Test Date Total Staff Rels:dentls Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m _ S100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicabte) Tested {if applicable) Amount
[L $100/Test
j—DS
Name Title Date

&5

1/5/2021




State of New Hampshire
Depaftment of State

CERTIFICATE

1, Williarn M. Gardner, Secretary of State of the State of New Hampshire, do hereby cerify that PEARL STREET
HEALTHCARE CENTER, LLC is a New Hampshire Limited Liability Company registered to transact business in New
Hampshire on May 20, 2011. I further centify that al fecs and documents required by the Secretary of State’s office have been

reccived and is in good standing as far as this office is concerned.

Business 1D: 650000
Certificatc Number: 0005059305

IN TESTIMONY WHEREOQF,

I hereto set my hand and cause to be offixed
the Seal of the State of New Hampshire,
this 2151 day of December A.D. 2020.

G o

William M. Gardner

Secrelary of Stale




CERTIFICATE OF AUTHORITY

l, ﬂl l X g Ul a , hereby certify that;

(Name of the elécted Officer of the Corpora;&onlLLC cannot be contract signatory)

carl Yreet [1a@Rlye LC

(Corporation/LLC Name)

1.1 am a duly elected Clerk/Secretary/Officer of

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
heid on s Ay .20 4O, atwhich a quarum of the Directors/shareholders were present and voting.

(Date)
VOTED: That 9 (/}\ S . F} la\‘\' A chu\r—»./ (rmay list more than one person)
{(Name and Title of Contract Signatory)

is duly authorized on behalf of fW ( 5 h *-’f/‘/ “Za lhﬂy to enter into contracts or agreements with the State
(Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
‘may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. 1 hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire wilf rely on this certificate as evidence that the pérson(s) listed above curently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in cgptracts with the State of New Hampshire,
ali such limitations are expressly stated herein,

Date‘d:_ll_@_

Signature of Elected Offi .
Name: (1o €. ) e

Title: W

Rev. 03/24/20
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FROGUCER 'THI1S CERTIFICATE 1S ISSUED AS A MATTER OF INFORMATION
USA Risk Group (Cayman LTD.) (877) 483-1850 ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
P. 0. Box 1085. Queensgate House, 5th Floor IHOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND QR

IALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

Grand Cayman, KY 1-1102

Cayman Islands INSURERS AFFORDING COVERAGE
\NSURED msurie o, Premier Plus Insurance Company, LTD
National HealthCare Corporation TSURERE:
100 E. Vine Street INSURER C:
Murfreesboro, TN 37130 INSURER D:
INSURER E:

THE POLICIES OF INSURANCE LISTED BELOW ILAVE I:II:Eh ISSUED TO THEINSURED NAMED ABO\ £ FOR THE POLICY PERIOL INDICATED, NOTWITHSTANDING ARY RkQUIREMENT. TERM
OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED DY THE POLICIES
* | PRSCRIBED HEREIN 1§ SURSECT TO ALL THE TERMS, OXCLUSIONS AND CONDITIONS OF SUCH POLICIES, AGGREGATE LIMITS SHOWN MAY HAVE BLEN REDUCED BY PAID CLAIMS,

1:?: TYPE OF [INSURANCE POLICY NUMBER ';:'}’f;ﬁ;ﬂva “;'ff!‘;ﬁg:‘;?w LAMITS
GENERAL LIABILITY EACH OCCURRENCE 1,000,000,
COMMERCIAL GENERAL LIABILITY PP 020 01/01/2021 01/01/2022  |HREDAMAGE (Anyone e 50,000,
A CLAIMS MADE OCCUR MED EXP (Azy one penon) Excluded
Professional Liability PERSONAL & ADV ISIURY Included
Premises Liability : GENERAL AGGREGATY 3,000,000,
GEN'L AGGREGATE I;::;.IT APPLIES PER: PRODUCTS -COMPIOR AGS | 1y/A
:] ROLICY D JECT D Loc ‘
NO Deductible Applid
| AUTOMOBILE LIABILITY lc&ums;mu LT
ANY AUTD
| AL owsen auTos DODILY INFURY
: SCHEDULED AUTOS (rerpenos)
HIRED AUTOS BODALY INARY
:] NON OWNED AUTOS e s
|| 1000 edt. Cottivion :;o:m PAMAGE
5250 Ded Comp

GARAGE LIABILITY AUTO DNLY - EACH ACCIDENT

ANY AUTOQ OTHER THAN LA ACC
AUTO ONLY:
AGG

I

GNCESS LIABILITY [EACH OCCURRENCE

j OCCUR D CLAIMS MABE AGGREGATE
DEOUCTIBLE )
RETENTION s 0
SR AN
A 10804G14-16 01/01/2021 01/01/2022 L Bl ACCIDENT 7,000,000
EL INSEASH-POLICY LIMIT ]‘000|000
HL-’.L. IISEASE-EA EMPLOYEE 1,000,000
OTHER

DESCRIPTION OF CPERATIONSALOCATIONSNVEHICLESEXCLUSIONS ADDED 1Y ENDORSEMENTSPECIAL PROVISIONS

Evidence of Insurance - Pearl Street HealthCare Ccnter, LLC d/b/a Maple Leaf HealthCare Center

e

g it

* r'-

CERTIEIGATEIHOEDER ss,. o R T I TRl B et e EpeE

Department of Health and Human Services SHOULD ANY OF T ABOVE DESCRIBED POLICIES BE CANCELED DEFORE THE EXPIRATION DATE
129 Pleasant Strect THEROF, THE ISSUING COMPANY WILL ENDEAVOR TO MAIL30 DAYS W RITTEN NOTICE TO THE

CERTIFICATE HOLDER NAMED T0 THE LEFT. BUT FAILURE TO DO S0 SHALL IMPOSE NO OBLIGATION
Concord, NH 03301 OR LIABILITY OF ANY KIND UPON THE COMPANY, TS AGENTS OR REPRESENTATIVES

| AUTHORIZED REPRESENTATIVE.

Paul Macey
i e i A ACORDICORP ORATION 9883;

AC@RD}ZS“S}(?IQ?,).,K oy R e R Ty
Certificate No lloldcr ldcnl:l‘cr

el
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Heaith and Human Services ("State” or
"Department”) and PETERBOROUGH RETIREMENT COMMUNITY AT UPLAND FARM INC ("the
Contractor").

WHEREAS, pursuant to an agreement (the "Contract”) approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: |dentification., Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $2,008,800
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates;

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Paositivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted Iaboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to

PETERBOROUGH RETIREMENT COMMUNITY AT UPLAND FARM INC
§5-2021-DPHS-11-LONGT-38-A01 Page 1 of 2
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LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.
3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-08, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signad by:
12/31/2020 0;«...4. W Wows

Date Name: T Morris
Title: Director, Division of Public Health Srvcs.

PETERBOROUGH RETIREMENT COMMUNITY AT
UPLAND FARM INC

DocuSigned by:

12/30/2020 Dime Contey

11111

SO

Date Name: Jaime Conley
Title:  cro

PETERBOROUGH RETIREMENT COMMUNITY AT UPLAND FARM INC
§5-2021-DPHS-11-LONGT-38-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
LLong Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $134,400.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department wilt pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,344 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and QOutbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. oS
lnilialsl ‘£

12/30/2020

Date
Page 1 of 1
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MNH DIVISION OF Ot
Public Health Services

Nty Depariment of Heahh and Fluman Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and rewurn to: LTCFTesting@dhhs.nh.gov

1} Name of facility:

2} How many stail members does your facility hove?

I |

3) Staff testing lab wtilized:

4) Reimbursement type (please check all that apply):

D Surveillance

D Outbreak/Response ~

I:I County rate grealer than 5%
D County rate greater than 10%

5) How many residents docs your facility have? (if outbreak/response is checked)

6) Resident testing lab utilized (if different from s1aif and outbreak/response is checked):

I |

Month for reimbursement period: |Select Month

week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable} Amount
m $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable} Tested {if applicable} Rate Amount
m $100/Test
Week 3 Test Date Week 3 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable} Tested {if applicable) Amount
N $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable} Tested {if applicable) Rate Amount
m m m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable} {if applicable) Tested {if applicable) Amount
m m H[ $100/Test
Los
Name Title Date

—

12/30/2020
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State of New H'ampshire
Department of State

CERTIFICATE

I, William M. Gardrer, Secretary of State of the State of New Hampshire, do hereby certify that PETERBOROQUGH
RETIREMENT COMMUNITY AT UPLAND FARM, INC. is a New Hampshire Nonprofit Corporation registered
to transact business in New Hampshire on February 19, 1991. I further certify that all fees and documents required by the

Secretary of State’s office have been received and is in good standing as far as this office is concerned.

Business ID: 154609
Certificate Number: 0005038159

IN TESTIMONY WHEREQF,

I hereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 4th day of November A.D. 2020.

Dor o

William M. Gardner
Secretary of Statc
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CERTIFICATE OF AUTHORITY

t, Christopher Flynn hereby certify that:

1. l:am ‘a duly elected ClerkISecretaryIOfF cer of Peterborough. Retirernént Community:at:Upland Farm, Inc.
dibja "RiverMead"

2 The followmg is‘a frue copy of avotetaken at & meeting of the Board of Diréctors/shareholders, duly called and
held on Qctober: 22, 2020, at whlch a quorum of the Direclors/shareholders were present-and voting..

VOTED: That-William H. James, Jr. lCEOLnd Martin.James Conley Iil. (CFO) are duly authorized,on hehalf of
;Pelerborough Retirement Community‘at Upland Farm, Inc. d/bia *RiverMead” to éntér into contracts or

agreemenlts:with the: State of. New Hampshire and any.of its agencies or. depar{ments and further'is authorized to
execute any and all documenls agreemenls and othef inslruments and any amendments, revisions, oF
modifications: thereto, which may in histher: judgment ba. desurable or necessary lo.effect the:purpose: - of this vote.

3. | hereby certify: that:said vote:has not been amended:or-répealed and remains. in full force.and effect’as of the
dale of the contrac/contract. amendment to: wh:ch this, .certificate is attached This @uthority fémains valid for thirty.
{30) days from the date of this Certlﬁcate of. Authonty Jfurther certrfy thatit is understood that.the State :6f New.
Hampshlre wili rely on this certlf cate as evidence that the person(s) listed above currently: occupy the:position(s)
indicated -and that: they have full aulhorlty to bind lha corporation. To the €xtent that there idre ‘any. limits: on’ the:
authonty ‘of any listed mdiwdual 1o, bmd the corporation in contracts with the State.of New Hampshire; all such

limitations -are expressly stated hereln (\ Q\A ,
Dated: December 22, 2020 ; kl CLQ/\

Sngnalure of Etectedd Officer

Name: Chrlstog rJd: Flynn
Tatle ‘Board Chair

Rev. 03/24/20
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RIVERME-01 ____ TOENIGHT
ACORD CERTIFICATE OF LIABILITY INSURANCE ¥ 012612020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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

PRODUCER | FRNEACT
gohnsan, Kendall & Johnson, Inc. e, ex: (215) 968-4741 | FA% wop.(215) 968-0973
Newtown, PA 15940 | itk s, info@jkj.com
INSURER(S) AFFORDING COVERAGE HAIC ¥
msurer A : ALX Specialty Insurance Company 12833
INSURED msurer 8 : Allmerica Financial Benefit Insurance 41840
Peterborough Ratirement Community at Uptand Farm, Inc. insurer ¢ : MEMIC Indemnity Company 11030
150 RiverMead Road insurer o ;: Massachusetts Bay Insurance Company 22306
Peterborough, NH 03458
INSURERE :
INSURER ¥ :
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,

s TYPE OF INSURANCE e e POLICY NUMBER AmO ) | ereree) LIMITS
A | X | COMMERGIAL GENERAL LIABILITY EACH OCCURRENCE R 1,000,000
X cramsmoe || occur L1Y-D460734-02 11112020 | 11112021 | QAMASETORENTED = ™' 100,000
o MED EXP {Any one person) $ 5'000
| PERSONAL & ADV INJURY | § 1,000,000
| GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 3,000,000
| X | povicy SE& Lac PRODUCTS - COMP/OP AGG | § 3,000,000
QTHER; $
B | automoBiE LABILITY | GOMBINED SINGLEUMIT [ ¢ 1,000,000
X | anv ayto IAWY-D460758-02 1172020 11112021 | BODILY INJURY (Per person} | §
| owneD SCHEQULED
|| AuTos onuy AUTGS BODILY INJURY (Per scciern) | §
| K oy KPR | e SESdanpAMACE s
$
A | {umerectawns | |occur EAGH OGCURRENCE 5 6,000,000
X | excessums X | cLamsmane L1Y-D460735-02 112020 | 12021 [ . 6,000,000
peo | X | Retenmion's 0 3
PER g
C e SR, X[ | 5%
iy enopmerommmamecumve (4 3102802040 12020 | 2021 [ L acormeny . 500,000
andatory o B} E.l. DISEASE - EA EMPLOYEE § 500,000
If yes, describe under 500,000
DESCRIPTION OF OPERATIONS below EL. DISEASE - POLICY LIMIT | § :
D (Property RDY-D460740-02 11172020 111/2021 |Blanket Bldg & BPP 72,341,633
D |Property RDY-D460740-02 1172020 11112024 |Deductible 50,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additionsl Remarks Schadule, may bae attached if more space |s required}

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
DHHS ACCORDANCE WITH THE POLICY PROVISIONS.

129 Pleasant St

Concord, NH 03301

AUTHORIZED REPRESENTATIVE

| T £ Ko

ACORD 25 (2016/03) © 1988-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and RANNIE WEBSTER FOUNDATION ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $1,980,200
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
‘ twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.  If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

RANNIE WEBSTER FOUNDATION
$5-2021-DPHS-11-LONGT-45-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein, .

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor’'s approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

] DoguySigned by:
12/21/2020 0]%. W Poves,

Date 11 - PRTTES
Title: Director, Division of Public Health srvcs.

RANNIE WEBSTER FOUNDATION

~— DocuSigned by:

' 12/21/2020

Date ' é"sﬁﬁ%%ﬁg
Title:  CEO

RANNIE WEBSTER FOUNDATION
55-2021-DPHS-11-LONGT-45-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $105,800.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory ImbroVement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,058 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. B3
Initials' Tﬁ

Date 12/21/2020

Page 1 of 1
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NangaAgings  Dcpariment of 1lealth and Human Serviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return ILI): LTCFTesting@dhhs.nh.gov

1) Name of facility:

2} How many staff members does your facility have?
1 Staﬂ'tcsting lab ulilized:

4) Reimbursement type {please check all that apply):

D Surveillance

D Qutbreak/Response

I:l County rate greater than 5%
D County rate greater than 10%

3) How many residents does your facitity have? (if outbreak/response is checked)

6) Resident testing lab utitized (if difTerent from siaff and ousbreak/response is checked):

Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable} Tested {if applicable) Amount
m ' m m $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested {if applicable) Rate Amount
m m m $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date (if applicable) Tested (if applicable) Rate Amount
H . ) m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable} Tested {if applicable) Rate Amount
m m 5100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable)} Tested {if applicable) Amount
m ” m $100/Test
jo—D5
Name Title Date

™

e

12/21/2020




State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Sccretary of State of the State of New Hampshire, do hereby certify that RANNIE WEBSTER
FOUNDATION is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on December 17,
1976. I further certify that all fees and documents required by the Secretary of State's office have been received and is in good

standing os far as this office is concerned.

Business ID: 63679
Certificate Number: 0005035513

IN TESTIMONY WHEREQF,

1 hereto set my hand end cause to be affixed
the Seal of the State of New Hampshire,
this 29th day of October A D, 2020.

Do ok

Willism M. Gardner
. Secretary of State




CERTIFICATE OF AUTHORITY
i, Alan Gould heraby certify that:
1. Fam a duly elected /Officer of Rannie Webster Foundation:

2. The following is a true copy of a vote taken at a meeting of the Board of Directors, duly called and held on
December 22, 2020, at which a quorum of the Directors were present and voting.

VOTED: That Thomas Argue, CEQ, and Todd Fernald, Administrator, are duly authorized on behaif of the Rannie
Webster Foundation to enter into contracts or agreements with the State of New Hampshire and any of its agencies
or departments and further is authorized to execute any and all documents, agreements and other Instruments, and
any amendments, revisions, or modifications thereto, which may in his/her judgment be desirable or necessary to
effect the purpose of this vote.

3. | hereby cerlify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire wili rely on this certificate as evidence that the person(s} listed above currently. occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that thers are any
limits on the authority of any listed individual to bind the corporation in ¢ontracts with the State of New Hampshire,
all such limitations are expressly stated herein.

Dated:_! n /22/2¢) @‘QJ-L‘J )\d UL&W(

Signature of Elected Officer
Name: Alan Gould
Title:  Vige Chairman
Rannie Webster Foundation

Rev. 03/24/20



ot IS ' DATE [MMDOMYYY,
ACORD CERTIFICATE OF LIABILITY INSURANCE . '

10/21/2020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.,

IMPORTANT: If the certificate holder Is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, aubject to the terms and conditions of the policy, cortain policies may require an endorsement. A staternent on
this certificate does not confer rights to the certificate holder in lleu of such endorsarment(s).

PRODUCER , _ fie - Scolt Wallington
Cross Isurance-Porismouth [PHONE " ™ (603) 812-2600 [ TR ey, _(609) 670-1073
75 Portamouth Bivd, Aooress; Swelinglon@erossagency.com
Suite 100 INSURER(S) AFFORDING COVERAGE NAIC
Portsmouth NH 03801 INSURER & ; AMmerican Altemative Ins Comp
INSURED INsurer B: Granite Slate Health Care and Human Services Self-

Rannle Websier Foundetion, DBA: Webster at Rye INSURER C :

785 Washington Road ] INSURER O ;

INSURER E :

Rye NH 03870 INSURERF :

COVERAGES CERTIFICATE NUMBER: _ CL2041320082 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,

A
LTR TYPE OF INSURANCE t;;;‘ WD POLICY NUMBER [MMBONYYY) | (MMDDYYYY] LIMITS
] COMMERCIAL GENERAL LIABILITY EACH OCGURRENCE 4 1,000,000
. ’ TED
] euamsunce [_] occun | PROWSES (Ea ogryrence) | 3 1:000.000
| : MED EX?P (Ary one peson) 3 16,000
Al ’ SLAZ.NL-6150187-00 0410172020 | 04/01/2021 | peroonar & ADV INJURY s 1,000,000
GENLAGGREGATE LIWIT APPUIES PER: . GENERAL AGGREGATE s 3,000,000
poucy || 528 Loc FRODUCTS - COMPIOPAGG | 3 3.000.000
OTHER: Employee Benefils $ 1,000,000
COMBINED SINGLE LT
| AUTOMOBILE LIABILITY (E5 aesigont GLE s 1,000,000
D[ ANy auTO BODILY INJURY {Per person) | &
i [ ] owneD SCHEDULED -HA- .
A | | auTos ony erie SLHH-HA-1050849-00 04/01/2020 | 04/01/2021 | PODIY INJURY (Per accicens) | &
HIRED NON-OWNED PROPERTY DAMAGE s
| auTOS OMLY AUTOS ONLY | (Per sccidenn)
Underinsured motoris! Bl | 5 1,000,000
| unsReLLA LIAE OCCUR : . | EACHOCCURRENCE g 1.000,000
A || excessine || cams vaoe SLA3-NE-3150128-00 04/01/2020 | 04f01/2021 |, oo o s 1.000,000
oen | X reesmon 3 10.000 : s
WORKERS COMPENSATION >(l %ﬂ; I | gﬂrﬂ-
AND EMPLOYERS' LABILITY YIN 000,000
ANY PROPRIETOR/PARTNER/EXECUIVE EL. EACH ACCIDENT g LU
B | OFFICERMEMBER eXo DT E NIA HCHS20200000229 02/01/2020 | D2/01/2021 YT
(M-ncm:r:" In NH) EL DISEASE-EAEMPLOYEE | § "V
I yns. doscribe under
DESCAIPTION OF GRERATIONS beiow - EL. DISEASE . POLIGY LImT_ | g 1,000,000
General Aggregate 3,000,000
Profassional Liabillty
A SLG4-NL-8000018-00 04/01/2020 | 04/01/2021 |Each Occurrence 1,000,000

DESCRIPTION OF OPERATIONS [ LOCATIONS | VEHICLES {ACORD 101, Additional Remarks Schadule, may be sttachad If siore space [ requined]
Insuranca aflorded by the policies desciibed hereln s subject to ell the terms, exciugions, warranties and congitions of such poticies.

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
State of New Hampshire ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHCRIZED REPRESENTATIVE

, Satt P Ul

@ 1988-2016 ACORD CORPORATION. All rights reserved.
ACORD 25 (2016103} The ACORD name and logo are registered marks of ACORD




State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department”) and ROCKINGHAM COUNTY (“the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read: )

1.8  Grant Amount not to exceed: $2,138,400
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
" testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

16.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

ROCKINGHAM COUNTY
$5-2021-DPHS-11-LONGT-48-A01 Page 1 of 2



3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein. -

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executlve Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020- 17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date wriﬁe'n below,

State of New Hampshire
Department of Health and Human Serwces

01/04/2021 : : %\k@’eﬂw

Date Name: Lisa Morris
Title: Director

ROCKINGHAM COUNTY

12/23/2020
Date

ROCKINGHAM COUNTY
$8-2021-DPHS-11-LONGT-48-A01 Page 2 of 2



New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New -
Hampshire vendor number (see page 1, para 1.6) in order for 2 payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $264,000.00, for the number of test
listed in Section 4. . _

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 2,640 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shalt only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
' Scope of Services, Subparagraph 1.6.2., and Qutbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1" on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month,

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

S. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment. '

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS .nh.gov.

|nitia|s/3}.7[g

Date 12/23/2020
Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel

- Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facility:

2) How many staff members docs vour facility have?

I ]

3y Stafl testing lab utilized:

| |

4} Reimbursement type (please check all that apply):

I:] Surveillance

I:l Outbreak/Response

D County rate greater than 5%
D County rale greater than 10%

5} How many residents does vour facility have? (if outbreak/response is checked)

I |

6} Resident testing lab wilized (if different from staff and outbreak/response is checked):

I l

* Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) 1 Tested (if applicable) Amount
III J“ $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested {if appicable) Rate Amount
] |I> $100/Test
Woeek 3 Second Test Date Total Staff Residents Tested Reimbursement
W
eek 3 Test Date 1 {if applicable) | Tested {if applicable) Rate Armount
III “ $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
k4T
Wee est Date " {if applicable} Tested {if applicable) Rate Amount
$100/Test
Woeek 5 Test Date | Week S Second Test Date Total Staff . | Residents Tested Rate Reimbursement
{if applicable) {if applicable} Tested (if applicable) Amount
$100/Test
Chafr
Name Title Date

Initial /H i 14

Date12/30£2020




CERTIFICATE OF AUTHORITY

I, Kevin Coyle, Clerk, of the Rockingham County Commissioners, hereby certify that;
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. Lam a duly elected Clerk/Secretary/Officer of Rockingham County.
{Corporation/LLC Name)

2. The following is a true copy of a vote taken at a mesting of the Board of Directors/shareholders, duly called and
held on November 17, 2020, at which a quorum of the Directors/shareholders were present and voting.
{Date)

VOTED: That Kevin St. James, Chair (may list more than oﬁe person)
{Name and Title of Contract Sighatory)

is duly authorized on behalf of Rockingham County to enter into contracts or agreements with the State
(Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto which
may in hlslher judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remalns valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person{s) listed ahove currently occupy the
position(s} indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated hersin.

Dated: 12/01/2020 , ’7‘(- /6'

Signature of Elected Officer
Name: Kevin Coyle
Title:  Clerk

Rev. 03/24/20
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NH Public Risk Monogement Exchange c E RT' FlCATE OF COVERAG E

The New Hampshire Public Risk Management Exchange (Primex?) is organized under the New Hampshire Revised Statutes Annotated, Chapter 5-8,
Pooled Risk Management Programs. In accordance with those stalutes, its Trust Agreement and bylaws, Primex? is authorized to provide pooled risk
management programs established for the benefit of political subdivisions in the State of New Hampshire.

Each member of Primex? is entilled to the categories of coverage set forth below. In addition, Primex® may extend the same coverage to non-members.
However, any coverage extended to a non-member is subject to all of the terms, conditions, exclusions, amendments, rules, policies and procedures
that are applicable to the members of Primex?, including but not limited to the final and binding resolution of all claims and coverage disputes before the
Primex® Board of Trustees. The Additional Covered Party's per occurrence limit shall be deemed included in the Member's per occurrence limit, and
therefore shall reduce the Member's limit of liability as set forth by the Coverage Documents and Declarations. The limif shown may have been reduced
by claims paid on behalf of the member. General Liability coverage is imited to Coverage A (Personal Injury Liability) and Coverage B (Property
Damage Liability) only, Coverage's C {Public Officials Emors and Omissions), D {Unfair Employment Practices), E {Employee Benefit Liability) and F
{Educator's Legal Liability Claims-Made Coverage) are excluded from this provision of coverage. ‘

The below named entity is a member in good standing of the New Hampshire Public Risk Management Exchange. The coverage provided may,
however, be revised at any lime by the actions of Primex®, As of the date this certificate is Issued. the information set out below accurately reflects the
categories of coverage established for the current coverage year.

This Certificate is issued as a matter of information only and confers no rights upan the certificate holder. This certificale does not amend, extend, or
alter the coverage afforded by the coverage categories listed below.

Participating Member: Member Number: Company Affording Coverage:
Rockingharm County ' 609 NH Public Risk Management Exchange - Primex3
119 North Road Bow Brook Place
Brentwood, NH 03833 46 Donovan Street
. Concord, NH 033(01-2624
i Typer of Coverage . f::;:;a, D"T ) i‘::;?;‘:;n Da!)e Limits - NH Statutory Limits May Apply, If Not:
X General Liability (Occurrence Form) 1112020 1712021 Each Occurrence $ 5,000,000
Professional Liahility {describe) General Aggregate $ 5,000,000
Claims Fire Damage (Any one
D Made D Occurrence fire)
Med Exp {(Any ane person)
Deductible  Comp and Coll: $1,000 Combined Singte Limit $ 5,000,000
{Each Accident)
Any auto Aggregate $ 5,000,000
Workers’ Compensation & Employers’ Liability | statutory
Each Accident
Disease — Each Employea
i Disease — Policy Limit
X | Property {Special Risk includes Fire and Theft) 1712020 1/1/2021 Blankat Limil, Replacement
Cost {unless otherwise statad)
Deductible: $1.000

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: | | Additional Covered Party | . [ Loss Payee Primex® — NH Public Risk Management Exchange

By: Wary Gath Purcel!

State of New Hampshire Date:  12/2/2020 mpurcell@nhprimex.org
Department of Health and Human Services Please direct inquires to:

129 Pleasant Street Primex® Claims/Coverage Services
Concord, NH 03301 603-225-2841 phone

603-228-3833 fax
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department") and SALEMHAVEN INC ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provistons,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $1,983,500 .
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week. '

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one {1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

SALEMHAVEN INC
5§8-2021-DPHS-11-LONGT-40-A01

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual’'s insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  OQOutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

INWITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

OIDESignld by:
12/31/2020 ! . J]. Wowis,
Date Name: "M.oMOrris

Title: Director, Division of Public Health Srvcs.

SALEMHAVEN INC

DocuSigned by:
12/30/2020 | Eﬂmowi Mlliard
Date : Name: Milliard

Title: ceo

SALEMHAVEN INC
55-2021-DPHS-11-LONGT-40-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $109,100.00, for the number of test
- listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,091 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ' : '

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2 Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Qutbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1° on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. ldentifies and request reimbursement for the number of Outbreak tests pérformed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shalt ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS . .nh.qov. .
Initial{ m

Da!elz/m/ 2020

Page 1 of 1
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N

(B /q\ ‘ o
m/NH DIVISION OF A
Public Health Services

Nergrhegrieggy  Uepariment ol Heakh amd Hiuman Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please Ml out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facility:

l |

2) How many staff members does your facility have?

l I

3} StafTtesting lab utilized:

I |

4} Reimbursement type {please check all that apply);

D Surveillance

D Qutbreak/Response

D County ralc greater than 5%
D County rate greater than 10%

5} How many residents does your facility have? (if outbreak/response is checked)

6) Resident testing lab utilized (if different from staff and outbreak/response is checked):

i

Month for reimbursement period: [Select Month |

Week 1 Second Test Date Total Staff Residents Tested Reimbursement
Week 1 Test Date . . . . Rate
(if applicable) Tested {if applicable) Amount
I[ il $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date . . X . Rate
(if applicable) Tested (if applicable) Amount
m m $100/Test
I - -
Week 3 Test Date Week 3 Secorrd Test Date Total Staff Re_sldent_s Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
m $100/Test
k4 i i
Week 4 Test Date Wee : Seco.nd Test Date Total Staff Re'sldent.s Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
I” m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested (if applicable) Amount
W $100/Test
}—= DS
Name Title Date

12/30/2020
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that SALEMHAVEN, INC. is a New
Hampshire Nonprofit Corporation registered to transact business in New Bampshire on February 07, 1972. [ further certify that all
fees and documents required by the Secretary of State’s office have been received and is in good standing as far as this office is

concerned.

Business ID: 64360
Cenificate Number: 0005045483

IN TESTIMONY WHEREOQF,

1 hereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 19th day of November A.D. 2020.

Do Sk

William M. Gardner
Secretary of State
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CERTIFICATE OF AUTHORITY
|; Greg Brown, hereby certify that;

1. am a duly elected Clerk/Secretary/Officer of Salembaven, Inc..

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on , 2020 , at which a quorum of the Directors/shareholders were present and voting.

VOTED: That Ray Milliard and Brendan Slein

are duly authorized on behalf of Salemhaven, Inc ‘o enter into contracts or agreements with the State

documents, agreements and cther instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the .
date of the contract/contract amendment to which this certificate is attached. This authority remains vatid for
thirty (120) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all

all such limitations are expressly stated herem
Dated: ﬁ@[&gg‘ /&7 _ —_—

‘S@natureg:f Elected Officer
Name: wey v
Title: Sn,:eg

Rev. 03/24/20
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ACORD
L/

CERTIFICATE OF LIABILITY INSURANCE

Page 1 of 1

DATE (MM/DO/YYYY)
10/29/2020

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 bo 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 holdar in lieu of such endorsement(s),

PRODUCER am‘?CT Willis Towers Watson Certificate Center
Aon Insurance Managers (Cayman) Ltd. PHONE FAX
1e.0. Box 69 gi.'i'_’ Ext: 1-877-945-7378 (AJC, Ng); 1-B80-467-2378
18 Forum Lane, 2nd Floor | ADDRESS: certificates@willis.com
Camans Bay INSURER(S) AFFORDING COVERAGE NAIC
Grand Cayman, Cayman Islands, . KY1-11i02 . {NSURER A: Columbia Casualty Company 31127
INSURED INSURER B ;
Salechaven, Inc.
23 Geremonty Drive INSURERC :
Salem, NH 03079 INSURER D :
INSURER E -
INSURER F :
COVERAGES CERTIFICATE NUMBER; W18501140 REVISION NUMBER:

THIS 1S TO CERTIFY THAT THE PCLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM QR CONDITION OF ANY CONTRACT OR OTHER DQCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,

N ADDLTSUER POLICYEFF | POLICY EXP
L'?: TYPE OF INSURANCE INSD | yyD POLICY NUMBER {MMIDD/IYYYY) | (MMIDDIYYYY) LIMITS
X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $ 1,000,000
[[DAMAGE TO RENTED
CLAIMS-MADE OCCUR PREMISES {Ea oecurence) | § 100,000
A . MED EXP {Any one parson) 3 5,000
PLC60BO944759 08/09/2020(08/09/2021 | pergonaL £ ADVINJURY | § 1,000,000
| GENL AGGREGATE LIMIT APPUIES PER: GENERAL AGGREGATE 3 3,000,000
POLICY D JECT E’ LoC PRODUCTS - COMPIOPAGG | $
OTHER: $
AUTOMOBILE LIABILITY wﬂsmem CIMTT s
ANY AUTO BODILY INJURY (Par parson) |
OWN SCHEQULED :
L AUTOS ONLY AUTOS BODILY INJURY (Per accident)] $
NON-OWNED PROPERTY DAMAGE s
AUTOS ONLY AUTOS ONLY |[Per accident)
s
UMBRELLA LIAS OCCUR EACH OCCURRENCE 3
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED ] l RETENTION$ $
WORKERS COMPENSATION PER, OTH-
AND EMPLOYERS LlABILITY YiN Sature | ER
ANYPROPRY| CUTIVE E.L. EACH ACCIDENT s
OFFlCERIMEMBEREXCLUDED? NiA
(unmtouy in N ) E.L. DISEASE - EA EMPLOYEE] §
describe u
DESCRIPTION OF OPERA'HONS below E.L. DISEASE - POLICY LIMIT | §
R |Professional Liability PLCE0B0944759 08/09/2020]08/09/2021 [Par Event 1,000,000.00
Aggregate 3,000,000.00

DESCRIPTION OF GPERATIONS | LOCATIONS ! YEHICLES (ACORD 101, Additionsl Remarks Scheduls, may be aitached i more space Is reguired)

CERTIFICATE HOLDER

CANCELLATION

State of NH

Departmant of Health and Human Services
129 Pleasant Street

Concord, NH 03301-3857

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

Lo b Pl

BRI GO IR AT b reastn

ACORD 25 (2016/03)
SR ID: 20269754

© 1988-2016 ACORD CORPORATION. Allrights reserved.

The ACORD name and logo are registered marks of ACORD

BATCH: 1867120
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ACORD"
\-—/

CERTIFICATE OF LIABILITY INSURANCE

DATE (MM/DDIYYYY)
11/05/2020

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 REPRESENTATIVE
OR PRODUCER, AND THE CERTIFICATE HOLDER.

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

i r s ific Ider in lisu of such endorgementis).
PRODUCER CONTACT
ME:
SANTQ INSURANCE AND . PHONE FAX
224 MAIN ST STE 24 _iENTC,N%’-_EX'): [MC, Noj:
ADDRESS:
SALEM NH 030793192
— INSURER{S) AFFORDING COVERAGE NAIC #
INSURER A: TRAVELERS PROPERTY CASUALTY COMPANY OF AMERICA
INSURED INSURER B:
SALEMHAVEN, INC. DBA NSURER o
SALEMHAVEN NURSING HOME: -
23 GEREMONTY DR INSURER D:
SALEM NH 03079-3314 INSURER E:
INSURER F:

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 QTHER 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 -

3A:NH;

BEEN REDUCED BY PAID CLAIMS.
INSR} ADDL [ SUBR POLICY EFF | POLICY EXP
LTR TYPE OF INSURANCE INSD | wvD POLICY NUMBER (MM/DDIYY YY) [{MMW/DDIYYYY) LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $
DAMAGE TO RENTED
I CLAIMS-MADE D OCCUR PREMISES {(Ea occurrenca)  |$
MED EXP {Any ons perspn) 1
PERSONAL X ADV INJURY 1§
GEN'L AGGREGATE LIMIT APPLIES PER: | GENERAL $
"E?%%ﬁ:] prosect [ Loc PRODULTS — COMPIOP AGG [§
. $
AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT
(En accident) 5
ANY AUTO |BODILY INJURY [Per parson} |S
[—|OWNED AUTOS SCHEDULED BODILY INJURY (Per secident) |$
IRED AUTOS At PROPERTY DAMA
—{ONLY PR ENG (Per accivent} 5
5
UMBRELLA LIAB OCCUR EACH OCCURRENCE Is
EXCESS LIAB CLAIMS-MADE IAGGREGATE 5
oep] [reTEnTiION 8
A | WORKERS COMPENSATION X PER CTH
AND EMPLOYERS' LIABILITY (6JUB-4N98326-3-20) 06-22-20006-22-21 STATUTE ER
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED? Y E.L. EACH ACCIDENT 5 1,000,000
{Mandatory in NH) Nfwa| N E.L.DISEASE - EA EMPLOYEE[s 1,000,000
I yes, describe under .
DESCRIPTION OF OPERATIONS below |E.L DISEASE —POLICYLIMIT [S 1,000,000
DESCRIFTION OF OPERATIONSILOCATIONS/VEHICLES {ACORD 101, Addltional Remarks Schedule, may be attached if mors apace is required)

CERTIFICATE HOLDER

CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE
EXPIRATION DATE THEREQF, NOTICE WILL BE DELIVERED IN ACCORDANCE WITH THE

STATE OF NH POLICY PROVISIONS. o Vi
DHHS AUTHORIZED REPRESENTATIVE
129 PLEASANT ST
CONCORD NH 03301
l X
©1988-2015 ACORD CORPORATION. All rights reserved.
ACORD 25 {2016/03) The ACORD name and logo are registared marks of ACORD

{Rev. 09-18)
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department”) and SCHOOL STREET ASSQCIATES INC ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
- Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8 Grant Amount not to exceed: $1,901,600
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:.

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
“testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week, S

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense,

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

SCHOOL STREET ASSOCIATES INC

$§8-2021-DPHS-11-LONGT-29-A01

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

BogySignad by;
12/31/2020 ‘ oﬁ. . Powis
Date Name: “M. Morris

Title:  pirector, Division of Public Health Srvcs.

SCHOOL STREET ASSOCIATES INC

' ' DocuSigned by:
12/30/2020 | Ardrees Truin
Date Name: Anarew Trwin

Title:  vp

SCHOOL STREET ASSOCIATES INGC
$5-2021-DPHS-11-LONGT-29-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 27,200.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 272 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. ldentifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. oS
- | AT
nitials

Date 12/30/2020

Page 1 of 1
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s Deparitoent ol Health and Tusan Senviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return 1o: LTCFTesting@dhhs.nh.gov

1} Name of facilitv:

2} How many staff members does your facility have?
3} StafTtesting lab utilized:

4) Reimbursement type (please check all that apply):

D Surveillance

D QOutbreak/Response

D County rate greater than 5%
D County rate greater than 10%

3) How many residents does your facility have? (il ouibreak/response is checked)

6) Resident testing lab wiilized {if different from staff and outbreak/response is checked);

Month for reimbursement period: [Select Month |

Reimbursement

Week 1 Test Date Woeek 1 Second Test Date Total Staff Residents Tested Rate
{if applicable) Tested {if applicable) Amount
I N S100/Test
Week 2 Secand Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date (if applicable) Tested {if applicable) Rate Amount
’ m N 5100/Test
Week 3 Test Date Week 3 Secopd Test Date Total Staff Rel5|dent.5 Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m W $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable) Tested {if applicable) Rate Amount
m $100/Test
Week 5 Test Date | Week S Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) {if applicable) Tested (if applicable) Amount
||] m m $100/Test
DS
Name Title A Date
I

12/30/2020
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State of New Hampshire
Department of State

CERTIFICATE

1, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that SCHOOL STREET
ASSOCIATES, INC. is a New Hampshire Profit Corporation registered to transact business in New Hampshire on April 17, 1973,
I further certify that all fees and documents required by the Secretary of State’s office have been received and is in good standing

as far as this office is concerned: and the attached is a true copy of the list of documents on file in this office.

Business 1D: 16745
Certificate Number: 0005032361

IN TESTIMONY WHEREOF,

1 hereto set my hand and causc to be affixed
the Seal of the State of New Hampshire,
this 23rd day of October A.D. 2020,

Dor ok

William M. Gardner

Sceretary of State
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CERTIFICATE OF AUTHORITY

I, David Irwin, hereby certify that:

1. 1 am the duly elected President of School Street Associates, Inc.

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on Dec 28, 2020, at which a quorum of the Directors/shareholders were present and voting.

VOTED: That Andrew lrwin is duly authorized on behaif of School Street Associates, Inc.to enter into contracts or
agreements with the State of New Hampshire and any of its agencies or departments'and further is authorized to
execute any and all documents, agreements and other instruments, and any amendments, revisions, or
modifications thereto, which may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract armendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is ynderstood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To thg extent that there are any
limits on the authority of any listed individual to bind the corporation in com?acts with State of New Hampshire,

all such limitations are expressly stated herein, K /
Dated:12/28/20 PR
. Sigrature of Elected Officer

me: David {rwin
Title: President/Officer

Rev. 03/24/20



DocuSign Envelope ID: 79FFES9B-8638-45C2-B104-52A1083A0830
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CERTIFICATE OF LIABILITY INSURANCE

SCHOSTR-01 LJUKIC
DATE (MM/DD/YYYY)

12/2912020

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPQON 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 1S WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsemaent. A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsemant(s).

PRODUCER

Peopte's United Insurance Agency, Inc.
One Financial Plaza
Hartford, CT 06103

_ggﬂgec'f Anna Gallant, ACSR, CISR, CRIS
T 5o, Exy: (603) 399-6148 [ FAX wo(603) 399-6148

| idlikss. Anna.Gallant@AssuredPartners.com

INSURER{S)} AFFORDING COVERAGE NAIC #
INSURER 4 : Ironshore Specialty Insurance Company 25445
INSURED wsurer 8 : Atlantic Charter Insurance Co 44326
School Street Associates Inc. d/b/a insurer ¢ : Great American Assurance Co 26344
Hillsboro House Nursing Home
PO Box 400 INSURER D :
Hilisboro, NH 03244 INSURERE :
INSURER F :
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS 1S 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.

INSR TYPE OF INSURANCE o e POLICY NUMBER A D LIMITS
A | X | commeRCIAL GENERAL LIABILI“I'Y EACH OCCURRENCE 5 1,000,000
| cuams.maoe [X | occur 002559104 11/8/2020 | 11/8/2021 | DAMAGETORENTED ' 100,000
X | Owner’'s & Contractor MED EXP (Any one person) s 10,000
X | Professional Liabili PERSONAL & ABV INJURY | $ included
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 3 3,000,000
POLICY |:| Q- Loc PRODUCTS - COMPIOP AGG | § Included
OTHER: s
| AUTOMOBILE LIABILITY fﬁm%)smcw LIMIT s
|| anvauto BODILY INJURY (Per person} | §
OWNED SCHEDULED
| Aurosoncy AUTOS BODILY INJURY {Per accident) | §
PROPERTY DAMAGE
|——i ﬂ'ﬁ%os ONLY RSHB%\%’I:EB | (Per accident s
i s
|| umereLLA LIaB OCCUR EACH OCCURRENCE 3
| Excess LB CLAIMS-MADE AGGREGATE s
DED I | RETENTIONS 3
w OMPENSATION PER QTH-
8 P EslgngERS' e YIN X I STATUTE ] | ER
ANY PROPRIETORIPARTNEREXECUTIVE - WCA00528509 11/8/2020 | 111812021 | (o oecnent s 500,000
FFICERIMEMBER EXCLUDED? \:l N/ 500000
andatory ln NH) E.L DISEASE - EA EMPLOYEE § v
Iféee. describe undaer 500.000
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | § .
C |Professional Liab MAC865898610 11/8/2020 | 11/8/2021 |$1,000,000 ea claim 3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additionsl Remarks Schedule, may be atached if mors space is required)
Workers Compensation covarage excludes coverara for: David Irwin, AnneMarle Irwin and Andrew |rwin

CERTIFICATE HOLDER

CANCELLATION

Bureau of Contracts & Procuramaents
Department of Health and Human Services
129 Pleasant Street

Concord, NH 03301

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

;e

ACORD 25 (2016/03})

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services (“State" or
"Department”) and Silverstone by Hunt ("the Contractor").

WHEREAS, pursuant to an agreement {the "Contract"} approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions; Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $1,967,400
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.8.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

Silverstone by Hunt
$5-2021-DPHS-11-LONGT-18-A01

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS .nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 10of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shali be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Slgned by;
12/31/2020 r w 2 Wows
Date N%m@?&b&F%ﬁZAMAOMO rers

Title: Director, Division of Public Health Srvcs.

Silverstone by Hunt

DocuSignad by:
12/28/2020 bmw\, ALwman,
" Date NarrezhEbadobewnan
' Title: ceo

Silverstone by Hunt
55-2021-DPHS-11-LONGT-18-A01 Page 2 of 2



DocuSign Envelope 1D: 19B9A066-1EF9-427D-8B03-6A20B2F5E48F

Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $93,000, for the number of test listed in
Exhibit A-2 — Facility List.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 test performed, during the period specified in Section 3, and
will not exceed the number of staff in each facility identified in Exhibit A-2 — Facility List,
Amendment #1. A 10% plus or minus in staff is allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.gov. os
&
Initials \——

12/28/2020
Date

Page 1 of 1
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Exhibit A-2, Ameandment 1

Fadility List
Project ID Facility Name ‘Vendor Code |Address City State  [Zip Total TESTS| Reimbursement Amount
55-2021-DPHS-11-LONGT-13 . |Hunt Community 305351120 Plantation Dr |Jaffrey |NH 03452 448 ] 44,800.00
55-2021-DPHS-11-LONGT-13 |The Huntington at Nashua 336260155 KentLn, Nashua |[NH 03062 482 3 48,200.00
3 $3,000.00
r
DS

Grantee Inltlal ___E

12/28/2020

Cate,
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Public Health Services

W Depariment of Health and Human Serviees

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill ow forn: and return Lo: LTCFTesting@dhhs.nh.gov

1) Name of facilitv;

I |

2) How many staff members does your facility have?

3} Staff testing lab utilized:

I |

4) Reimbursement type (please check all that apply):

D Surveillance

E] Qutbreak/Response

D County rate greater than 5%
D County rate greater than 10%

3) How many residents does your lacility have? (ifoutbrcak/rcs'ponsc is checked)

6) Resident testing lab utilized {il different from stafT and outbreak/response is checked):

Month for reimbursement period: ISelect Month ]

Week 1 Test Date Week 1 Second Test Date Total Staff Rasidents Tested Rate Reimbursement
{if applicable} Tested {if applicable) Amount
m Hi Ju $100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m H] T” $100/Test
Week 3 Test Date Week 3 Seco.nd Test Date Total Staff Rels.ldent? Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
H m m $100/Test
Week 4 Second Test Date Total Stafi Residents Tested Reimbursement
Wi 4T
eek 4 Test Date {if applicable) Tested {if applicable) Rate Amount
m N m $100/Test
Week S Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
m m m $100/Test
S 1]
Name Title Date
BN 12/28/2020
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that SILVERSTONE BY HUNT is
a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on June 21, 2000. | further certify that
all fees and documents required by the Secretary of State’s office have been received and is in good standing as far as this office is

concerned,

Business 1D: 349703
Certificate Number: 0004966823

IN TESTIMONY WHEREOF,

I hereto set my hand and causc to be affixed
the Seal of the State of New Hampshire,
this 28th day of July A.D. 2020.

Do ok

William M. Gardner
Secretary of Staice




CERTIFICATE OF AUTHORITY

X Mar,?af‘bf’ J_a-&-é? , hereby certify that:

(Name of the electé@i Officer of the Corporation/LLC; cannct be contract signatory)

1. | am a duly elected Clerk/Secretary/Officer of 9, !‘/ yers tfo ne. b Y. Hﬂaé
(Corporation/tLC Name) hd

2. The following is a true copy of a vole taken at a meeting of the Board of Directors/shareholders, duly called and
heldon __Jwne A3 | 20A0, atwhich a quorum of the Directors/shareholders were present and voting.
{Date)

VOTED: That Brian NMewntan £ Eo /SeCrefldef. (may list more than one person)
(Name and Title of Contract Signatory) Y

is duly authorized on behalf of >, Iverstone 5!4- Hunt to enter into contracts or agreements with the State
(Name of Corporafion/ LLCY

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that sald vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire wili rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) Indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein.

Dated: //171/“?0‘;‘/ : %pj ga.l/f/

Signatufe of Elected Officef
Name: Ma.ra aret Joed
Title: T e anserer

Rev, 03/24/20
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CERTIFICATE OF LIABILITY INSURANCE

DATE {MMDDIYYYY)
11/3/12020

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND,

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

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 doos not confer rights to the certificate holder in lieu of such endorsement(s).

PRODUCER -
Fred C. Church Insurance
41 Wellman Street

Lowell MA 01851

CON"‘CT Jenne Norton

PHONE
(NC

. 978-458-1865 [ TAX Moy 978-454-1865

ADQRES§ inorton@fredechurch.com

INSURER{S} AFFORDING COVERAGE NAIC ¥
INSURER & : Columbia Casualty Company 31127
SILVBYHO1
"és:ll:rfroStone by Hunt; Hunt at Home Continuing Care; TSURERS : A'!'M' Mu.tual surance Co 33758
Hunt Community: Huntmgton at Nashua INSURER ¢ ; The Continentat Insurance Company
10 Alids Street INSURERD :
Nashua NH 03060-4777 INSURERE :
INSURER F :

COVERAGES CERTIFICATE NUMBER: 1060196164

REVISION NUMBER:

INDICATED, NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD

OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TQ 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.

WSR ALDL sumq POLICY EFF ] POLICY EXP
LTR TYPE OF INSURANCE l'wvp POLICY NUMBER (Mgmgﬂgr’;n (MMDDIYYYY) LIMITS
A | X | COMMERCIAL GENERAL LIABILITY 6022608328 111172020 11/1/2021 | EACH OCCURRENCE $ 1,000,000
| GAMAGE TO RENTED
X | cLams-mape El OCCUR PREMISES (Ea occurrence) | $ 100,000
- MED EXP (Any one person) | $ 5,000
PERSONAL 8 ADVINJURY | $ 1,000,000
GENL AGGREGATE LIMIT APPLIES PER; GENERAL AGGREGATE $ 3.000,000
rouicy || B Loc PRODUCTS - COMPIOP AGG | § 2,000,000
OTHER: J s
COMBINED SINGLE LIMIT
C | AUTOMOBILELIABILITY 6022608300 . 11/1/2020 1102021 | g aesident) $ 1,000,000
X | ANy auTO BODILY INJURY (Per person) | §
OWNED SCHEDULED -
oDy | SGHED BODILY INJURY (Per accident}| §
X | HI X | NON-OWNED PROPERTY DAMAGE s
| | AUTOS ONLY AUTOS ONLY | (Per accident)
5
A UMBRELLALIAB OCCUR 6022608331 111172020 11/1/2021 | EACH OCCURRENCE $ 4,000,000
X | EXCESS LIAB X | CLAIMS-MADE AGGREGATE $ 4,000,000
peo | X | Revenions $
B |WORKERS COMPENSATION 4 1" 12021 X | PER OTH-
AND EMPLOYERS: LIABILITY N ECCE0040002052020 2020 STATUTE | o
ANYPROPRIETORPARTNER/EXECUTIVE E.L. EACH ACCIDENT $ 1,000,000
OFFICER/MEMBEREXCLUDED? E NIA
(Mandatory In NH) E.L. DISEASE - EA EMPLOYEE] § 1,000,000
es, dascribe under T
DESCRIPTION OF OPERATIONS below E.L DISEASE - POLICY LIMIT | $ 1,000,000
A | Professional Liability 6022608328 11/1/2020 111172021 | $1.000,000 Each Oecurrence
§3,000,000 Aggregate

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Scheduls, may be attached H mors space Is required)

CERTIFICATE HOLDER

CANCELLATION

SilverStone by Hunt
10 Allds Street
Nashua NH 03060

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE TMEREOF, NOTICE WILL BE DELWERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

Y

ACORD 25 {2016/03)

© 1988-2015 ACORD CORPORATION, All rights reserved.

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and ST JOSEPH RESIDENCE INC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract”) approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $1,918,200
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory. '

1.6.2.1.

ST JOSEPH RESIDENCE INC
$5-2021-DPHS-11-LONGT-41-A01

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  OQutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:

1/12/2021 . ( o A Howis
Date Nam?W“ﬁ’W‘ﬁ'r ris
Title:  pirector, pivision of Public Health Srvcs.

ST JOSEPH RESIDENCE INC

. DocuSigned by:
12/18/2020 | Marlune ). Makswst
Date Name Mar Tene 97 mMakowski

Title:  administrator

ST JOSEPH RESIDENCE INC
$5-2021-DPHS-11-LONGT-41-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee sh'all fegister with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 43,800.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 438 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

41.The Cdntractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testlng is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A *New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS.nh.qov. 08

M A

12/18/2020

Initials

Date
Page 1 of 1
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(A 7/ v
XHNH DIVISION OF R
Public Health Services

Nttt Dcpanment of Heakh amt Human Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of lacility:

2) How many staff members does your facility have?

3) Swaft testing lab utilized:

4) Reimbursement type {please check all that apply):

D Surveillance

D Oubreak/Response

D County rate greater than 5%
D County rate greater than 10%

3} How many residents does your facility have? (if outbreak/response is checked)

6) Resident testing lab wtilized (il different from staff and owbreak/response is checked):

Month for reimbursement period: ISeIeCt Month |

Week 1 Second Test Date Total Staff Residents Tested Reimbursement
Week 1 Test Date \ \ . . Rate
{if applicable) Tested {if applicable) Amount
m m m $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date ) \ ) . Rate
{if applicable} Tested {if applicable) Amount
Jﬂ m W $100/Test
Week 3 Test Date Week 3 Secopd Test Date Total Staff Re-5|dent.s Tested Rote Reimbursement
{if applicable) Tested {if applicable} Amount
m m “ 5100/Test
Week 4 Test Date Week 4 Secopd Test Date Total Staff Re-5|dent.s Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m m m» $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) (if applicable) Tested (if applicable) Amount
N m $100/Test
Name Title Date

MM

—

12/18/2020
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State of New ‘Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Sceretary of State of the State of New Hampshire, do hereby certify that ST. JOSEPH RESIDENCE,
INC. is a New Hampshirc Nonprofit Corporation registered to transact business in New Hampshire on November 23, 1998. 1
further certify that ail fees and documents required by the Secretary of State’s office have been received and is in good standing as

far as this office is concemed.

Busincss [D: 304367
Certificatc Number: 0005032455

IN TESTIMONY WHEREOF,

I hereto set my hand and causc to be affixed
the Sc.:at of the State of New Hampshire,
this 23rd day of October A.D, 2020,

Do Lok
William M. Gardner

Scerctary of State
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CERTIFICATE OF AUTHORITY

1, Sr Marse /é’ﬂﬂdfé 2n7 . hereby certify that:

(Name of the elected Officet*of the Corporation/LLC; cannot be contract signatory)

1. | am a duly elected Clerk/Secretary/Officer of S, j@ﬂ/} /&bﬂv@m e
(Corporation/LLC Name)

¢ is a true copy of a vote taken-at-a meeting of the Board of Directors/shareholders, duly called and

2. The follo

held on A ., 20_2] , at which a quorum of the Directors/shareholders were present and voting.
: (Date) .

‘VOTED: That ﬂ/lar/em_ {%&um AJHA (may list more than one person)

{Namé and Tille of Contract Signatbry)

is duly authorized on behalf of ,Sg Z% vié é{maa(ﬁ to enter into contracts or agreements with the State
(Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vole has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty {30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein,

Dated:Q[‘ (é;: 424

Slgna' re.of Elected Ofﬁcer )
Name: §}- /V&U’/d /.A;r/,lu/l Y-l
THIE: £ prsifes

Rev. 03/24/20
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ACOKL __ CERTIFICATE OF LIABILITY INSURANCE S

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS

CERTIFICATE DOES NOT AFFIRMATIVELY DR 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

r"’""\g-'tESENT.MI'IVE OR PRODUCER, AND THE CERTIFICATE HOLDER. .
W JRT, it the certificate holder is an ADDITIONAL INSURED, the policy{les) must have ADDITIONAL INSURED provisions or be endorsad.

RTANT: ;
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 fieu of such éndorsement(s). .

CONTAET

PRODUCER A
F,Wg'gg;' ?é%" Solutians, LLC -Emmm exn; 631-423-8500 | 748 wor. 831-424-38 10
Huntington NY 11743 | ADDRESg; lauren@wrs1928.com
INSURER(S) AFFORDING COVERAGE.. NAIG #
. INSURER A : Certain Undetwrilers at Lidyds, London - AA1122000
: CONPRE - :
' 'gsi::::s of the Presentation of Mary IMILRERS.
1 209 Lawrerice Street | INSURER € :
Methuen, MA 01844 INSURER D
| INSURER £
INSURERE: .
COVERAGES CERTIFICATE NUMBER: 279775429 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 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOWN MAY MAVE BEEN REDUCED BY PAID CLAMS,

I TYPE OF INSURANCE ADCTISUBR] POLICY NUMBER ‘m on e umrTa
A | X | COMMERCIAL GENERAL LIABIUTY Y 20W2007 71112020 1112021 | gaCH OCCURRENCE $ 1,000,000
' CLAIMS-MADE @ OCCUR | PREMISES (En ocausrrence) | 1,000,000
. : MED EXP {Any ore parson) | $
] PERSONAL 8 AV INJURY | 5 1,000,000
GEN'1 AGGREGATE LIMIT APPLIES PER; ' GENERAL AGGREGATE 32,000,000
X ] pouey [ ] 58S Loc PRODUCTS : COMPIOP AGG | § Included
.| oTHER: . L . |3
-~ *‘Frogom LABILITY ' ENTNED PNGLETHIT 5
. ANY AUTQ ) BODILY INJURY (Por parson) | §
' OWNED SCHEDULED BODILY INJURY (Per acciden)| §
AUTOS ONLY AUTOS . :
'] HireD NON-OWNED ; PROPEATY DAMAGE :
L__{ AuTtos oney AUTOS ONLY , ; occRion]
‘ ' 7 o r
umereLaLas | [aeer” | T ’ EACH OCCURRENCE '
EXCESS LIAB -| cLAIMSMADE AGGREGATE _ s
o0 | | Hevenmions , _ | 0 [s
|WORKERS COMPENBATION ) - ]_g_!gk* TEm | -
AND EMPLOYERY LIABILITY YIN - .
ANYPROPRIETORIPARTNEEXECUTIVE | | E.L, EACH ACCIDENT $
OFFICER/MEMBEREXCLUDED? ™ - D NiA . T
{Mahdatory |0 NH) : E.L. DISEASE - EA EMPLOVEE] §
fyls describmunder - — -
DESERPTION OF OPERATIONS Galow - E.L. DISEASE - POLICY LIMIT | 8
A | Apatment Conlents ) 20W2007 77172020 7172021 | Sub-Lienit 30,000
. Aggregate 100,000

DESCRIPTION OF OPERATIONS | LOCATIONS 1 VERIGLES [ACORD 107, Additiond Remarks Scheguls, may bs attached if mors space is required)
RE: 485 Mammoth Road, Manchester, NH 03104 {5t. Joseph's'Residence)

_CERTIFICATE HOLDER . CANCELLATION 30
T ———.

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED 1IN
ACCORDANCE WITH THE POLICY PROVISIONS.

.__'—) Proof of Insurance

AUTHORIZED REPRESENTATIVE

| |G

© 1988-2015 ACORD CORPORATION. All rights reserved.

ACORD 25 (2016/03) The ACORD name and logo are registored marks of ACCRD
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ACORD.

CERTIFICATE OF LIABILITY INSURANCE

CATHOCHA1

[ DATE (MWODAYYTY)
11/20/2020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. -

IMPORTANT: If the certificato holder Is an ADDITIONAL INSURED, the policy(ies) must havo ADDITIONAL INSURED provislons or be endorsed.
If SUBROGATION IS WAIVED, subjoct to tho terms and conditions of the pollcy, certain policies may require an endorsement. A statement on
this cortificate does not confor any rights to tho certificate holder In Heu of such endorsement(s).

PRODUCER
USI Insurance Services LLC

3 Executive Park Drive, Suite 300

| IP%“Eg“!EE_ £xy. 855 874-0123
E-MAIL
| ADDRESY;

RAME:

] r&, Neo):

Bedford' N H 031 1 o INSURER{S) AFFORDING COVERAGE NAIC ¥
8§55 874-0123 INSURER A : AIM Mutusl Insurance Company i 33758
INSURED A

Catholic Charlties s

215 Myrtle Street INSURER D :

Manchester, NH 03105

INSURER E 1

- INSURER F : -
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TQ 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 COCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED 8Y THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS QF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,

INS e [ADDLIEJBR] LICY POL] B
o TYPE OF INSURANCE msgugmo POLICY NUMBER :ﬁ'gmorv% (um%n N LTS
’ COMMERCIAL GENERAL LIABILITY EACH OGCURRENGE s
cumsauoe [ occus EERR N
] MED EXP (Any ones porson) $
PERSONAL & ADVINJURY | §
GEN'L AGGREGATE LIMIT APPLIES PER: CENERAL AGGREGATE H
POLICY D JECT I_—_] Loc PROGUCTS - COMP/OP AGG | §
OTHER: : . S
AUTOMOBILE LIABILITY COMSINED SINGLE LIMIT s
ANY AUTO BODILY INJURY (Per person) | §
OWNED SCHEDULED
AT oe onLY oS BODILY INJURY (Per accident) | $
HIRED NON-OWNED BROPERTY DAMAGE s
ALTOS ONLY AUTOS ONLY | [Per accident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE 5
EXCESS LiAB CLAIMS-MADE AGGREGATE 3
DED ] I RETENTIONS . . s
WORKERS COMPENSATION PER OTH-
A AND EMPLOYERS LIABILITY YN ECC60040006032019A 11/01/2020|11/01/2021| X lsmn:um | |Ea
ANY PROPRIETOR/PARTNER/EXECUTIVE : L
A P ROPIE TORIPARTNERTE) IE NIA 3A States: NH EL EACHACCIDENT $1,000,000
{Mandatory in NH) E.L. DISEASE - EA EMPLOVEE| 51,000,000
It gﬂ, dascribe unaer
DESCRIPTION OF OPERATIONS below E.L. DISEASE - poucy LmiT | 31,000,000

Insured: St. Joseph Residence

OESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES [ACORD 104, Additional Remarks Schedule, may be attached If mora spacs lu raquired)

CERTIFICATE HOLDER .

CANCELLATION

For Insured's Records

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE ODELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03) 1 of1
#RINATV2WM/MANAT 2N

© 1988-2015 ACORD CORPORATION. All rights reserved,

Tho ACORD name and logo are registered marks of ACORD

1i.dra
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and STRAFFORD COUNTY NURSING HOME ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modlfy
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $2,159,000
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

STRAFFORD COUNTY NURSING HOME
$8-2021-DPHS-11-LONGT-39-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 202(0-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

O?Slqmd by:
12/31/2020 . ). Hows

Date Name- .“’Morr‘"is,
Tille:  pirector, Division of Public Health Srvcs.

STRAFFORD COUNTY NURSING HOME

DocuSigned by:
12/30/2020 ‘ N £y C 1 g2
Date Name: George Maglaras

Title:  chairman

STRAFFQRD COUNTY NURSING HOME
$5-2021-DPHS-11-LONGT-39-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $284,600.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 2846 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ' ‘

Cost Per Test $100

- 4.1. The Contractor shall only bill by.the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall: :

4.3.1. |dentifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. os
| em
nitial

12/30/2020

Date
Page 1 of 1
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M
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Public Health Services

Netptaingd Depunimcat of licahh and Hieman Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facility;

2) How many stafl members dogs vour facility have?

L

3) Seaft 1esting kab utilized;

[

4) Reimbursement type (please check all that apply):

D Surveillance

D Qutbreak/Response

I:] County rate greater than 5%

D County raie greater than 10%

3) How many residents does your facility have? (if oulbreak/response is checked)

=

6) Restdent testing lab utilized {if different from staff and outbreak/response is checked):

|

Month for reimbursement period: [Select Month !

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
$100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m m $100/Test
Week 3 Test Date Week 3 Secor\d Test Date Total Staff Re.sn:!entls Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m $100/Test
Week 4 Test Date Woeek 4 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m | $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
|| m $100/Test
[ ]
l—os

Name

Title

Date
&M

——

12/30/2020
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COMMISSIONERS |
GEORGE MAGLARAS, Chairman ) STRAFFORD COUNTY

ROBERT J. WATSON, Vice Chairman COMMISSIONERS

DEANNA S. ROLLO, Clerk WILLIAM A. GRIMES
Justice & Administration Building
P AMTS.TSL;RRE;I{ OLD 259 County Farm Road, Suite 204

J. ' Dover, New Hampshire 03820
COUNTY ADMINISTRATOR 18‘;{{’1;?(‘“6‘32()6321‘1;;458

RAYMOND F. BOWER

CERTIFICATE OF AUTHORITY

[, Deanna S. Rollo, Clerk of the Strafford County Board of Commissioners do hereby certify that:

(1) The Strafford County Board of Commissioners voted to accept funds and enter into a contract
agreement with the State of New Hampshire Department of Health and Human Services for the

Long Term Care Facility COVID-19 Testing Program;

(2) The Strafford County Commissioners further authorizes the Chairtman of the Board of
Commissioners to execute any documents which may be necessary for this contract;

(3) This authorization has not been revoked, annulled or amended in any manner whatsoever, and
remains in full force and effect as of the date hereof: and

(4) The following now occupies the office indicated above:

George Maglaras

N WITNESS WHEREQF, 1 have hereunto set my hand as the Clerk this 23rd day of December 2020.

Deanna S. Rollo, Clerk

STATE OF NEW HAMPSHIRE
COUNTY OF STRAFFORD

On this 23rd Day of December, 2020, before me Jean L. Miccolo, the undersigned officer, personally
appeared Deanna S. Rollo, who acknowledged their self to be the Clerk for the Strafford County Board of
Commisstoners, being authorized to do so, executed the foregoing instrument for the purpose therein

contained.

IN WITNESS WHEREOQF, I hereunto set my and official sea!.
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rimex*

NH Pyblic Risk Manogement Exchonge CERTIFICATE OF COVERAGE

The New Hampshire Public Risk Managament Exchange {Primex?) Is organized under the New Hampshlre Revised Statutes Annolated, Chapter 5-B,
Pooled Risk Management Programs. In accordance with thase statules, its Trust Agreement and bylaws, Primex? is authorized to provide pooled risk
management programs established for the benefil of political subdivisions in the State of New Hampshire.

Each member of Primex? is entitled to the categories of coverage sel forth below. In addition, Primex® may extend the same coverage 1o non-members.
However, any coverage extended to a non-member is subject 1o all of the terms, conditions, exclusions, amendments, rules, policles and procedures
that are applicable to the members of Primex?, including but not limited to the final and binding resolution of all claims and coverage disputes bafore the
Primex® Board of Trustees, The Addilional Covered Party's per occurrence limit shall be deemed included In the Member's per occurrence limit, and
therefore shall reduce the Member's limit of fiabifity as sel forth by the Coverage Documents and Declarations. The limit shown may have been reduced
by claims pald on behall of the member. General Liability coverage is fimited to Coverage A (Personal Injury Liability) and Coverage B (Property
Damage Liabillty) enly, Coverage's C (Public Officials Errors and Omissions), O (Unfair Employment Practices), E {(Employee Benefit Liabillty) and F
(Educator's Legal Liability Claims-Mada Coverage) are excluded from Lhis provision of coverage,

The below named entity is @ membar in good standing of the New Hampshire Public Risk Management Exchange. The coverage provided may,
however, be revised at any time by the aclions of Pdmex®. As of the date this certificate is issued, the information set out below accurately raflects the
catagories of coverage established for the current coverage year,

This Cenificate is issued as a matter of information only and confors no rights upon the certificate holder. This cerlificate does not amend, extend, or
alter the coverage afforded by the coverage categories listed below.

Panicipating Member: Mamber Number: Company Affarding Caverags:
Strafford County 605 NH Public Risk Management Exchange - Primex?
2589 County Farm Road | Bow Brook Place :
Dover, NH 03820 46 Donovan Street
- Concord, NH 03301;3624
A T L NS LT b N0 s e FeTrE [ 2 Erfective Datd’ S| 5t Expiration ' Date 5| STt R L e sl
B e A Ry
X | General Liability {Occurrence Form) 17172020 1742021 Each Qccurrence $ 5,000,000
Professional Liability {describe) General Aggregate $ 5,000,000
Claims Fire Damage (Any one
D Made D Occeurrence fire) ge (Any

Med Exp {Any one person)

I Automobile Liability

Deductible  Comp and Coll: Combined Single Limit
(Each Accident}
Any auto Aggregata
X__| Workers' Compensation & Employers’ Liability 1/1/2020 11172021 X | statutory $2,000,000
Each Accident §2,000,000

Disease — Each Employes

Diseass — Palicy Limit

, Property {Specia! Risk includes Fire and Theft) Blanket Limit, Replacement

Cost {unless otherwise stalad)

Description: Procf of Primex Member coverage only.

CERTIFICATE HOLDER: | [ Additional Cavered Party | | Loss Payee Primex® — NH Public Risk Management Exchange
By: Warg Teth Pusca

State of New Hampshire Date:  10/27/2020  mpurcell@nhprimex.org
Department of Health and Human Services Please direct inquires lo:

129 Pleasant Street Primex® Claims/Coverago Services
Concord, NH 03301 603-225-2841 phone

603-228-3833 fax
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Primex

Primex® Contract Review

Member Name: Strafford County
Title of Contract: COVID-19 Grant Agreement (NH DHHS)
Member Contact: Diane Legere

Date: October 27, 2020

Dear Diane,

Thank you very much for sending us your contract for review and feedback. By working togsther, we can hopeifully
improve the contract's alignment with coverage and minimize your assumption of liability. Our review, as your pooled
coverage provider, is specifically focused on language that transfers liabilities through indemnification ciauses, additional
insured certificates and waivers of rights, such as our right to recoup loss payments on your behalf through subrogation.

In addition to considering our feedback, we strongly recommend that you review the contract in its entirety with your legal
counsel. We have included below language from our insuring document that explains the scope and limits of coverage
available for your contractual promises to defend and indemnify third parties. Qur recommendations provided on this form
do not increase or decrease the coverage avaitable for contractual liability.

Recommendations:

The indemnificalion obligation in section 14 can be triggered by the acts or omissions of fund recipients and
subcontractors which is not ideal. Beginning on the fifth line of section 14 and ending on the sixth line, it is recommended
to strike “or subconiractor, or subgrantee or other agent of the Graniee.” -

Thank you,

Amy Poole

Contractual Liability $1,000,000 per written contract to assume liability of third party
(assumption of liability) $1,000,000 aggregate for the policy period

Under no circumstances shall there be coverage for your contractual obligations to defend, hold harmless or indemnify;
i.e., assume liability, for: (1) architects, engineers or surveyors, or any of their business entities, employers, employees, -
contractors, subcontractors or agents; (2) your employees or officials; and (3} any person or enlity wilh respect to any
occurrences, incidents or events that transpired before you assumed the contractual liability to defend, indemnify or hold
harmless such person or entity.

However, we will cover certain contractual assumptions of liability to defend, indemnify or hold harmiess a third party
subject to the following terms and conditions. Qur coverage of a written contractual obligation of a Member or covered
entity to assume liability for; i.e. defend, indemnify or hold harmless, a third party shall be (1) subject to and limited by all
terms, conditions, exclusions and the specific Contractual Liability sublimit set forth in the Public Entity Coverage
Documents and Declaralions; (2) limited to bodily injury and property damage claims under Coverage A, Personal Injury
Liability, and Coverage B, Property Damage Liability; and (3) not in addition to or stacked upon any coverage we have
extended 1o the third party through an Additional Covered Party certificate under Amendment #3.
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-18 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”} and TAYLOR COMMUNITY ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract”") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the prlce limitation, or maodify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, toread:

1.8  Grant Amoﬁnt not to exceed: $2,029,800
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

foltows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity-
rate in the county in which the Contractor operates:

1.6.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The COntractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send QOutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

TAYLOR COMMUNITY
$5-2021-DPHS-11-LONGT-42-A01

If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  OQutbreak  Testing of residents to
LTCFtesting@PHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:
1/12/2021 _ ' 0203 Y/
Date ] Name: ¥\ ol "Morris

Title: Director, Division of Public Health Srvcs.

TAYLOR COMMUNITY

DocuSigned by:
1/11/2021 [—;Ludw,t Flalurty
Date Name - FTCRSET Flaherty

Title: President and CEO

TAYLOR COMMUNITY
$5-2021-DPHS-11-LONGT-42-A01 Page 2 of 2



DocuSign Envelope 1D: E2766A3B-03E2-4512-BOFC-8F470B44A42E

New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $155,400.00, for the number of test
listed in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 1,554 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

43.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

9. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. DS
Initialg MF

Da‘e1/11/2021

Page 1 of 1
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L] (] // \\ g

m NH DIVISIONOF Sk
Pubtic Health Services

Nrbnatggtngs Dicpartment of Heahh and Hupan Servicss

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Pleasc fill out form and return to: LTCF Testing@@dhhs.nh.gov

1) Name of facilitv;

I |

2) How many staff members does your facility have?

I |

3) Staff testing lab utilized;

I |

4) Reimbursement type (please check all that apply):

I:I Surveillance

D Outbreak/Response

D County rate greater than 5%
D County rate greater than 10%

3) How many residents does your facility have? (il outbreak/response is checked)

I |

6) Resident testing lab wilized {if different from siaff and outbreak/response is checked);

I |

© Month for reimbursement period: [Select Month |

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicabte) Tested (if applicable) Amount
. m [T $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested (if applicable) Rate Amount
-I-l m $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date {if applicable) Tested {if applicable) Rate Amount
J]]» Iﬂ $100/Test
Week 4 Test Date Week 4 Secolnd Test Date Total Staff Re.smentls Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m m m $100/Test
Woeek 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested (if applicable) Amount
m m m $100/Test
p—D5
Name Title Date

1/11/2021
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State of New Hampshire
Department of State

CERTIFICATE

1, Witliam M. Gardner, Sceretary of Siate of the State of New Hampshire, do hereby certify that TAYLOR COMMUNITY is
a New llampshire Nonprofit Corporation registered to transact business in New Hampshire an March 14, 1907. 1 further certify
that all fees und docwnents requived by the Secrerary of State’s office have heen received and is in good standing as far as this

office is concerned:

Business [D: 66900
Certificare Number: 0005030620

IN TESTIMONY WHEREOQOF,

| hereto set my hand and cause o be affixed
the Seal of the State of New Hampshire,
this 20th day of October A D. 2020.

Willism M. Gardner

Secretary of State
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CERTIFICATE 'OF AUTHORITY

I, Ronald Baker, hereby certify that:
1. I am a duly elected Clerk/Secretary/Officer of Taylor Community.

2. The following is a true copy of a vote taken at a meeting of the Board of
Trustees/shareholders, duly called and held on October 27, 2020 at which a
quorum of the Trustees/shareholders were present and voting.

VOTED: Michael Flaherty, President and Chief Executive Officer is duly
authorized on behalf of Taylor Community to enter into contracts or
agreements with the State of New Hampshire and any of its agencies or
departments and further is authorized to execute any and all ‘documents,
agreements and other instruments, and any amendments, revisions, or
modifications thereto, which may in his/her judgment be desirable or
necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended and remains in full
force and effect as of the date of the contract/contract amendment to which
this certificate is attached. This authority remains valid for ninety (90)
days from the date of this Certificate of Authority. - 1 further certify that it is
understood that the State of New Hampshire will rely on this certificate as

.evidence that the person(s) listed above currently occupy the position(s)
indicated and that they have full authority to bind the corporation in contracts
with the State of New Hampshire, all such limitations are expressly stated
herein.

Dated:_Jaxunry g 202! @7% tgaé/\

Signature of Elected Officer
Name: Ronsep A 3 kL.

Title: _774z=ﬂ_sax<<f~
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g I DATE (KMDDIYYYY)
@RD CERTIFICATE OF LIABILITY INSURANCE 102172020

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS t/PON 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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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, certaln pollcies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder In lleu of such andorsement(s).

PRODUCER EXT il Martineau
Meicher & Prescott Insurance [ PRORE " (603} 524-4535 [T o
428 Main Stree! ADDREsy: Imartineau@melcher—prescott com
INSURER(S) AFFORDING COVERAGE NAIC
Laconla NH 03248 INSURER A: Cincinnall Insurance Co.
INSURED . msurer 8 : NH Employers Insuranca Co. 13083
Taylor Community INSURER € ;
435 Union Avenue \NSURER D ;
INSURER B ;
Laconia NH 03246 NSURER F
COVERAGES CERTIFICATE NUMBER:  CL20102105857 REVISION NUMBER:

THIS 15 TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERICD
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,

LEL ADOLSUBH FOLRYEFF ]
ey TYPE OF INSURANCE S0 [ wvp POLICY NUMBER (MMDDIYYYY) m Loarry
| COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE ¢ 1/000,000
| cLanesvaoe [ occun : DL TORERTED |5 100,000
|| MED EXP (Any one person) ] 5,000
A HCF0008520 05012020 | 05/01/2021 | pensonaL aaoy ury | § 000,000
| GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 3 200,000
|| Pouey P L0C ’ PRODUCTS - COMPIOPAGG | 3 21000,000
QTHER: Cosmeiologist s 1,000,000
COMBINED SINGLE LIMIT
| AUTOMOBILE LIABILITY Ea actien $ 1,000,000
| anv auro BOOILY INJURY (Perparson) | §
[~ | OwNED SCHEDULED
A || Auros owy TGS HFADDOG417 03/01/2020 | 05/01/2021 | BODILY INJURY (For accident) | 3
HIRED NON-OWNED [ PROPERTY DAMAGE Y
|| autos onwy AUTOS ONLY | (Per sccident) .-
Underinsured motorist s 1,000,000
ST g pe : eI |3
A EXCESS LIAD CLAIME-MADE HCF0008520 0500112020 | 05/01/2021 | , camecATE N
DED || revenmon s - . 3
WORKERS COMPENSATION PER OTH
AND EMPLOYERS® LIABILITY Yin > Shre [ T
B | e e R e EXor LoD CeUTIVE NIA WMZ50080060372020A 100172020 | 1000172021 | B EACHACCIDENT 3
ftenddory tn NH} : EL. OVSEASE . gA EMPLOVEE | § 1/000,000
DESCRIPTION OF OPERATIONS beiow B DISEASE - POUCY LIMIT | 5 1.000,000
DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES [ACORD 101, Additional Remarks Schedkde, may be sttached f mors space Is raquired)
CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED PCOLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREQF, NOTICE WILL BE DELIVERED IN

State of NH, Department of Health & Human Services ACCORDANCE WITH THE POLICY PROVISIONS.
129 Pleasant St

AUTHORIZED REPRESENTATIVE

) Concord “ NH 03301 ‘\%% %W

© 1968-2015 ACORD CORPORATION. All rights reserved.
ACORD 25 (2016/03) The ACORD name and logo are registered marka of ACORD
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State“ or
"Department”) and THE COURVILLE AT NASHUA, INC ("the Contractor”).

WHEREAS, pursuant to an agreement (the “"Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8 Grant Amount not to exceed: $1,938,400
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1.

16.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

THE COURVILLE AT NASHUA, INC
$5-2021-DPHS-11-LONGT-47-A01

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

Page 1 0of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions,

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,
\

State of New Hampshire
Department of Health and Human Services

/—(K‘Dﬂslnnld by:
12/22/2020 el % WC"’“‘!
Date Nama. £18a M- Morris

Title:  pirector, pivision of Public Health Srvcs.

THE COURVILLE AT NASHUA, INC

DecuSigned by:
12/22/2020 I 4@%
Date i Name: Ryan CourviTle '

Title: wvp

THE COURVILLE AT.NASHUA, INC
5§8-2021-DPHS-11-LONGT-47-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $64,000.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 640 test during the duration of the contract. A 10% plus or minus in staff is
allowable, :

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2 Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A ° ‘New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth {10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services beguns
the Contractor shall: :

4.3.1. lIdentifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

43.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. bs
Initialsl@

Date 12/22/2020

Page 1 of 1
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::\ L/ - .
NI sS £
.m./N\H DIVISIONOF
. 'ublic Health Services

Nty Drepatiment of Jiealih ol Human Services

New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facility:

2) How many stafT members does your facility have?

3} StafTtesting lab wtilized:

I |

4) Reimbursement type (please check all that apply):

D Surveillance

D Outbreak/Response

I:] County rate greater than 5%
D County rate greater than 0%

3) How many residents does your facility have? (if outbreak/response is checked)

6) Resident testing lab wilized (if different from staff and outbreak/response is checked):

Month for reimbursement period: |Select Month |

Week 1 Test Date “Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested (if applicable) Amount
m m $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested {if applicable) Rate Amount
m m $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date (if applicable) Tested {if applicable} - Rate Amount
m m m $100/Test
Week 4 Test Date Week 4 Secu.nd Test Date Total Staff Relmdent.s Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
m m m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) (if applicable) . Tested {if applicable) Amount
m m $100/Test
pb—D%5
Name Title

,@Date

—

12/22/2020
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Sccretary of Statc of the State of New Hampshire, do hereby certify that THE COURVILLE AT
NASHUA, INC. is a New Hampshire Profit Corporation registered (o transact business in New Hampshire on March 10, 1980. |
further certify that all fees and documents required by the Secretary of State’s office have been received and is in good standing as

far as this office is concerned.

Business [D: 10404
Certificate Number; 0005031517

IN TESTIMONY WHEREOF,

| hereto sct my hand and causc to be affixed
the Scal of the State of New Hampshire,
this 21st day of October A.D. 2020.

Gon ok

William M, Gardner

Secrctary of State
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CERTIFICATE OF AUTHORITY
OF
THE COURVILLE AT NASHUA, INC.

I, the undersigned, Richard G. Courville, as Secretary of The Courville at Nashua, Inc., a New Hampshire
corporation, hereby certifies that:

1. I am a duly elected Secretary of The Courville at Nashua, Inc.
2. The following is a true copy of a resolution duly adopted by consent resolutions in lieu of a meeting of the sole
Director of The Courville at Nashua, Inc. on December 22 ,2020. -

RESOLVED: That Ryan Courville {"Mr. Rvan Courville"), as Vice President of The Courville at Nashua, Inc., is duly
authorized on behalf of The Courville at Nashua, Inc., to enter into conlracts or agreements with the State of New
Hampshire and any of its agencies or departments and that Mr. Ryan Courville is further authorized to execute any
and all documents, agreements and other instruments, and any amendments, revisions, or modifications thereto,
which may, in his judgment, be desirable or necessary to effect the purpose of this vote.

3. I hereby certify that said resolution has not been amended or repealed and remains in full force and effect as of
the date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this Certificate of Authority as evidence that the person listed above currently
occupies the position indicated and that he has full authority to bind The Courville at Nashua, Inc. To the extent
that there are any limits on the authority of any listed individual to bind the corporation in contracts with the State
of New Hampshire, all such limitations are expressly stated herein.

Dated:_ December22 2020

The Courville at Nashua, Inc.

By:

ifnature of Elected Officer
Name: Richard G. Courville
Title: Secretary

Rev. 03/24/20
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P | ® DATE (MMDDIYYYY
ACORD CERTIFICATE OF LIABILITY INSURANCE 05(,07,2020 !

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder s an ADDITIONAL INSURED, the policy(les) must have ADDITIONAL INSURED provisions or be endorsed.
if SUBROGATION IS WAIVED, subject to the tarms and conditions of the policy, certain policies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holdar in lieu of such endorsement(s).

PRODUCER SONECT Susan Dwelley
Cross Insurance - Lewiston PHONE . (207)783-8591 ] m"c No: {207) 783-3852
150 Mill Street AnbREss: Sdwelley@crossagency.com
Fourth Floor. Sulte 4 INSURER(S) AFFORDING COVERAGE NAIC
Lewiston ME 04240-3101 | \usyrera:. Medical Mutual Ins Company of Maine
TNSURED INSURER B : Massachusetis Bay Ins Co 22306
The Courville Company, Inc. INSURER ¢ . AmGuard Ins Co 42390
175 River Road INSURER 0 :
. INSURER E :
Manchester NH 03104 INSURER F :
COVERAGES CERTIFICATE NUMBER:  CL205721901 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 TOALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

[TWER KODLSUBR - “POLICY EFF_ |
TR TYPE OF INSURANCE nSp | WD POLICY NUMBER {MMDON T Y] | (MAIBONY ¥ LMITS
D<| COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1.000,000
[GAMAGE TO RENTED
l CLAIMS-MADE lz OCCUR . . PREMISES {Ea occumence) s 100,000
> $5,000 Each Event Ded/$25K Agg MED EXP (Any ona parson) s 5.000
A NHNHL002265 0510172020 | 05/0V2027 | pepsonas § ADv gURY | § 1,000,000
| GEN1, AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 3,000,000
[ X povey 1588 [ Jioe PRODUCTS - cOMPIOP AGG | 3 1+000,000
OTHER: Professional Liab - Each | s 1,000,000
| AUTOMOBILE LIABILITY 99(& Malcgaee%smea.lz LIMIT s 1,000,000
>C| any auTo : BODILY INJURY (Per person) | §
[ | OWNED SCHEDULED
B || ey N oD ADP2868404 05/01/2020 | 05/01/2021 | BODILY INJURY (Per sccident) | §
| HIRED S| NON-GwnED PROPERTY DAMAGE s
| 2N AUTOS ONLY AUTOS ONLY | (Per accigent)
Medical paymenits s 5,000
| X uMBRELLALIAB | | oecur EACHOCCURRENCE | s 9,000,000
A EXCESS LIAB > cLams-maoe NHUMB004470 05/01/2020 | 05/01/2021 | sneregatE s 9,000,000
oep | <] rerenmion s 10.000 5
WORKERS COMPENSATION PER o
AND EMPLOYERS' LIABILITY Yin > Shiure | [EF 505,000
C [OFmCERMENBER ExXCLuBEGs T UTVE Nia COWC196561 05/01/2020 | 05101/2021 | EL EACHACCIOENT s
{Mandstory In NH) EL. DISEASE - EA EMpLOvEE |3 00,000
If yas, dascribs under 500.000
DESCRIPTION OF OPERATIONS beiow E.L. DISEASE - POLICY LIMIT | § ‘
Each Loss Limit 1,000,000
Prof Liab-Claims Made; 5/1/20 Retro L
A $5.000 each loss ded / $25K agg ded NHNHL002255 05/01/2020 | 05/01/2021 | Aggregate Limit 3,000,000

DESCRIPTION OF QPERATIONS / LOCATIONS / VEHICLES {ACORD 101, Additlonal Remarks Schedule, may be attachad if more spacae is required)
Supplemental Name:

The Courville Company

The Courville Company at Nashua, Inc. & The Villas at Nashua, Inc.
The Courvllle at Manchester

Carlysle Place

Aynsley Place

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

State of New Hampshire Department of Health & Human ACCORDANCE WITH THE POLICY PROVISIONS.

Office of Operations Support
AUTHORIZED REPRESENTATIVE
129 Pleasant St.

Concord NH 03301 Sm m .—‘DM:_C__L_[_QH

© 1988-2015 ACORD CORPORATION, All rights reserved.
ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD
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AGENCY CUSTOMER ID: 00038075

gy LOC #:
ACORD’
i ADDITIONAL REMARKS SCHEDULE Page of

AGENCY NAMED INSURED

Cross Insurance - Lewiston The Courville Company, Inc.
POLICY NUMBER

CARRIER NAIC CODE

EFFECTIVE DATE:

ADDITIONAL REMARKS

THIS ADDITIONAL REMARKS FORM 1S A SCHEDULE TO ACORD FORM,

FORM NUMBER: 25 FORM TITLE: Certiiicate of Liability Insurance
RE: Surveyors

ACORD 101 (2008/01) © 2008 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD
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Additional Named Insureds

Other Named Insureds

175 North River Recad, LLC
Aynsley Place Inc.

Carlyle Place Inc.

Céurville Succession Trust

FAS Master, LLC

La Quinta I Holdings Inc.

La Quin;a 11 Holdings Inc.

Ole Blue Eyes - Manchester, LLC
Pond Haven Associates Limited Partnership
Summer Wind - Nashua, LLC

TCN Realty Limited Partnership
The Courville at Manchester LLC
The Courville at Nashua Inc.

The Villas at Nashua LLC

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Named

Named

Named

Named

Named

Named

Named

Named

Named

Named

Named

Named

Named

Insured
Insured
Insured

insured

Insured
Insured
Insured

Insured

Insured‘

Insured

Insured

Insured

Insured

OFAPPINF (02/2007)

COPYRIGHT 2007, AMS SERVICES INC
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and THE COURVILLE AT MANCHESTER, LLC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract”} approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragrabh 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read: '

1.8  Grant Amount not to exceed: $1,938,400
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6.  The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week,

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an.individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

THE COURVILLE AT MANCHESTER, LLC
§5-2021-DPHS-11-LONGT-10-A01 Page 1 of 2
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3. Madify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

DogySignad by:
12/22/2020 - , oﬁ Y/ /.

Date Name: T Morris
Title: Director, Division of Public Health Srvcs.

THE COURVILLE AT MANCHESTER, LLC

DocuSigned by:
12/22/2020 ‘ ﬁ%ggtﬁw
Date - Name: ourville

Title:  vP

THE COURVILLE AT MANCHESTER, LLC
55-2021-DPHS-11-LONGT-10-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $64,000.00, for the number of test listed
- in Section 4.
3. The Gr_'antee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
“services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 640 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shali:

43.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

43.2. |dentifies and request reimbursement for the number of Outbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. os
Inilialzl é l

Date 12/22 12/22/2020

Page 1 of 1
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o0 //O\ -
mmu BIVISION OF '
Public Health Services

Naasgagigy [Dcpartment of Heabh and Human Serviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh,gov

1} Name of facilitv:

2) How many staff members does your facility have?
3) Swflesting lab utilized:

I |

4} Reimbursement type (please check all that apply):

I:] Surveillance

D Outbreak/Response

’ D County rate greater than 5%
[:l County rate greater than 10%

3) How many residents does your facility have? {if oulbreak/response is checked)

I |

6) Resident testing lab utilized {if different from staff and outbreak/response is checked):

Month for reimbursement period: |§elect Month |

Week 1 Second Test Date Total Staff Residents Tested Reimbursament
Week 1 Test Date . . Rate
{if applicable) Tested {if applicable) Amount
$100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
T
Week 2 Test Date - (if applicable} Tested (if applicable) Rate Amount
m $100/Test
Week 3 Test Date Week 3 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
“} <m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable) Tested {if applicable) Rate Amount
$100/Test
Week S Test Date | Week 5 Second Test Date | Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
m $100/Test
pb—D5

Name Title ,@Date

—

12/22/2020
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Secretary of Siate of the State of New Hampshire, do hereby certify that THE COURVILLE AT
MANCHESTER, L.L.C, is a New Hampshire Limited Liability Company registered to transact business in New Hampshire on
October 06, 1994. | further certify that all fees and documents required by the Secrciary of State's office have been received and

is in good standing as far as this office is concerned.

Business 1D: 218046
Certificate Number; 0005031516

IN TESTIMONY WHEREOF,

I hereto set my hand and causc to be affixed
the Seal of the State of New Hampshirc,
this 21st day of October A.D. 2020. -

Gon ok

William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY
OF
THE COURVILLE AT MANCHESTER, L.L.C.

I, the undersigned, Richard G. Courville, as President of La Quinta Holdings |, Inc., a New Hampshire corporation
and the Manager of The Courville at Manchester, L.L.C., a New Hampshire limited liability company, hereby certifies
that;

1. I .am a duly elected President of La Quinta Holdings |, Inc., the Manager of The Courville at Manchester, L.L.C.

2. The following is a true copy of a resolution duly adopted by consent resolutions in lieu of a meeting of the
Manager of The Courville at Manchester, L.L.C. on December 22 . 2020.

RESOLVED: That Ryan Courville (*Mr. Rvan Courville"), as Vice President of La Quinta Holdings |, LLC, the
Manager of The Courville at Manchester, L.L.C., is duly authorized on behalf of La Quinta Holdings |, LLC, as the
Manager of The Courville at Manchester, L.L.C., to enter into contracts or agreements with the State of New
Hampshire and any of its agencies or departments and that Mr. Ryan Courville is further authorized to execute any
and all documents, agreements and other instruments, and any amendments, revisions, or modifications thereto,
which may, in his judgment, be desirable or necessary to effect the purpose of this vole.

3. I hereby certify that said resolution has not been amended or repealed and remains in full force and effect as of
the date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30} days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this Certificate of Authority as evidence that the person listed above currently
occupies the position indicated and that he has full authority to bind La Quinta Holdings 1, LLC, as the Manager of
The Courville at Manchester, L.L.C. To the extent that there are any limits on the authority of any listed individual
to bind the corporation in contracts with the State of New Hampshire, all such limitations are expressly stated
herein.

Dated:__ December22 2020 The Courville at Manchester, L.L.C.
By:
La Quinta Holdings |, Inc., its Manager
By:
Signature of Elected Officer

Name: Richard G. Courville
Title: President

Rev. 03/24/20
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& DATE (MMIDDIYYYY
ACORD CERTIFICATE OF LIABILITY INSURANCE 0;,07,2020 )

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).

PRODUCER GOMEALT Susan Dwelley ‘
. 7
Cross Insurance - Lewiston PHONE oy 1207) 783-8581 i :}é Moy, (207) 783-3852
150 Mill Street B 5. sdwelley@crossagency.com
Fourth Flcor, Suite 4 ] INSURER{S) AFFORDING COVERAGE NAIC #
Lewiston ) ME 04240-3101 INSURER & Medical Mutual Ins Company of Maine
INSURED Nsurer B: Massachusetts Bay Ins Co 22306
The Courville Company, Inc. NSsurer ¢ : AmGuard Ins Co 42390
175 River Road INSURER D :
INSURERE :
Manchester NH 03104 INSURERF :
COVERAGES CERTIFICATE NUMBER:  CL205721901 REVISION NUMBER:

THIS 1S 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 1S SUBJECT TO ALL THE TERMS,
‘EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSR [ADDLSUBR

POLICY EFF POLICY EXP

LTR TYPE OF INSURANCE INSD |wWvD POLICY NUMBER {MMIDDIYYYY) | [MMIDDIYYYY) LIMITS
| COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s 1.000,000
lcums-moe OCCUR PREMISES (€3 gceurrenca] s 100,000
| $5,000 Each Event Ded/$25K Agg MED EXP (Any onié parson) s 5.000
A NHNHL002265 05/01/2020 | 05/01/2021 | pepsonaLs Dviniury | s 1:000.000
GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 3:000,000
X poucy [ ]58% [ Jioc PRODUCTS - coMPOPAGS | 5 1:000,000
| otHer: Professional Liab - Each | s 1,000,000
AUTOMOBILE LIABILITY 99[58 D DINGLE LIMIY $ 1,000,000
| ANY AUTO BODILY INJURY (Per parson) | $
[ | ownNED SCHEDULED : :
B [ | oy [ ] soheo ADP2868404 05/01/2020 | 05/01/2021 | BODILY INJURY (Per accidert) | $
| HIRED - NON-OWNED PROPERTY DAMAGE- s
|2 AUTOS ONLY AUTOS ONLY | (Ber pccident)
Medical payments s 5,000
| | uMBRELLALIAB | | occur EACH OCCURRENCE s 9.000.000
A EXCESS LIAB > cLamsmaoe NHUMB004470 05/01/2020 | 05/01/2021 | ,cancarte s 9,000.000
peo | <] retenmon s 10,000 $
WORKERS COMPENSATION PER OTH
AND EMPLOYERS' LIABILITY xl STATUTE ER 50005
C | T EXECUTIVE NiA COWC196561 05/01/2020 | 05/01/2021 |Gk EACHACCIDENT $ o
{Mandatory In NH} E.L. DISEASE - EAEMPLOYEE | § .
H yas, cescriba ynder 500,000
DESCRIPTION OF OPERATIONS beiow E.L.DISEASE - POLICY LIMIT | § .
Each Loss Limit 1.000,000
Prof Llab-Claims Made; §/1/20 Reiro - .
A $5,000 each loss ded / $25K agg ded NHNHL002265 05/01/2020 | 05/01/2021 | Aggregate Limit 3,000,000

Supplemental Name:

The Courville Company

The Courville Company at Nashua, Inc. & The Villas at Nashua, Inc.
The Courville at Manchester

Carlyste Place

Aynsley Place

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attachad if more space is required)

_CERTIFICATE HOLDER

CANCELLATION

-

State of New Hampshire Department of Health & Human

Office of Operations Suppont

129 Pleasant St.

Concord NH 03301

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

Susorn M. Duwelley

©1988-2015 ACORD CORPORATION.‘AII rights reserved.

ACORD 25 {2016/03) The ACORD name and logo are registered marks of ACORD
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AGENCY CUSTOMER iD; 00038075

. L]
ACORD ADDITIONAL REMARKS SCHEDULE Page  of
AGENCY NAMED INSURED
Cross Insurance - Lawiston The Courville Company, Inc.
POLICY NUMBER
CARRIER NAIC CODE
EFFECTIVE DATE:
ADDITIONAL REMARKS
THIS ADDITIONAL REMARKS FORM IS A SCHEDULE TO ACORD FORM,
FORM NUMBER: 25 FORM TITLE: Certificata of Liabllity Insurance
RE: Survayors

ACORD 101 (2008/01) - @ 2008 ACORD CORPOQRATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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Additional Named Insureds

Other Named Insureds

175 North River Road, LLC

Aynsley Place Inc.

Carlyle Place Inc.

Courville Succession Trust

FAS Master, LLC

La Quinta T Holdings Inc.

La Quinta I1 Holdings Inc,

Ole Blue Eyes - Manchester, LLC

Pond Haven Associates Limited Partnership

Summer Wind - Nashua, LLC

TCH Realty Limited Partnership

The Courville at Manchester LLC

The Courville at Nashua Inc,

The Villas at Nashua LLC

Addicional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Additional

Named

Named

Named

Named

Named

Named

Named

MNamed

Named

Named

Named

Named

Named

Insured

Insured

Insured

insured

Insured

[nsured

Insured

Insured

Insured

Insured

Insured

Insured

Insured

OFAPPINF (02/2007)

COPYRIGHT 2007, AMS SERVICES INC
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and THE MORRISON HOSPITAL ASSOCIATION ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: |dentification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $1,940,600
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, toread:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week. '

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week,

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week. .

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1} round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  OQutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

THE MORRISON HOSPITAL ASSOCIATION
5§5-2021-DPHS-11-LONGT-44-A01 Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

"4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Signed by:
-12/21/2020 ﬂl;ﬁ /.

Date Namar TP e MeomMorris
Title: Director, Division of Public Health Srvcs.

THE MORRISON HOSPITAL ASSOCIATION

DocuSignad by:
12/21/2020 WSL
Date Nam'e“: T8 Be anger

Title: Executive Director

THE MORRISON HOSPITAL ASSOCIATION
$58-2021-DPHS-11-LONGT-44-A01 Page 2 of 2
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- New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 66,200.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 662 test during the duration of the contract. A 10% plus or minus in staff is
allowable.

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month,

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. bs
Initials [ {’6

Date 12/% 12/21/2020

Page 1 of 1
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o9 // v LAY
m NH DIVISIONOF 5y
Public Health Services

Nty Depanmens ol Healik and Hapa Servives

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1y Name of faciliv:

2) How many stall members does your facility have?

3) Staffresting lab wtilized;

4) Reimbursement type (please check all that apply):
D Surveillance
D QOutbreak/Response
El County rate greater than 5%
D County rate greater than 10% .
5} How many residents does your f'acil.ily have? (if outbreak/response is checked)

I |

6) Resident testing lab utitized (if different from stalT and outbreak/response is checked):

Month for reimbursement period: ISeIect Month ]

Week 1 Test Date Week 1 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) Tested (if applicable) Amagunt
m | 5100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date {if applicable) Tested (if applicable) Rate Amount
W $100/Test
Week 3 Test Date Week 3 Seco?d Test Date Total Staff Re_sldent-s Tested Rate Reimbursement
{if applicable) Tested {if applicable) - Amount
J“ m m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
R
Week 4 Test Date {if applicable) Tested {if applicable) ate Amount
m m lﬂ $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
ﬂ m m $100/Test
p—DS
Name Title Date

12/21/2020
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State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Sccretary of State of the State of New Hampshire, do hcréby certify that MORRISON HOSPITAL
ASSOCIATION is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on April 22, 1927. 1
turther centify that all fees and docnments required by the Secretary of State’s office have been received and is in good standing us

far as this office is concerned.

Business 1D: 62982
Certificate Number: 0005030515

IN TESTIMONY WHEREOF,

[ bereto set my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 20th day of October A.D. 2020.

Dor Lok

Williomy M. Gardner
Secretary of State




CERTIFICATE OF AUTHORITY

l, ;ﬁggﬂig g Q Shen:gg{ Ergé\hﬁr . hereby certify that:
{Nante of the elected Qfficer of the Corporation/LLC; cannot be conlracl sngnatory)

1.1am a duly elected Clerk/Secretary/Officer of __ Y apsrised \doswiyal Mg soc.cw-\'wd :
{Corporation/LLC Name)

2. The followmg is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and

heldon _ Tedo 28 20,4 ,atwhich a quorum of the Directors/shareholders were present and voting.
(Date)
VOTED: That N = \ \F {may list more than one person)

{Name and Title of Cofliract Signatory}

is duly authorized on behalf of MM)&\_M__ to enter into contracts or agreements with the State
{Name of Corporation/ LLC)

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all-
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not baen amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any

limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire,
all such limitations are expressly stated herein,

' Dated; 12/22/2020 QI;&&» Co. i

Signature of Eiected Officer
Name:™ cugias Q. Shewren
Title: Presidasd.

Rev. 03/24/20
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7 MORRNUR-01 DRIQU
ACORD CERTIFICATE OF LIABILITY INSURANCE ¥ 02112020

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 endorsemnent. A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

PRODUCER

| GENEACT Deborah Rioux

Eaton & Borube Insurance Agency, LLC, PHONE ] ] FAX
11 Concord Stroet Y t (AKC. No, Ext): {AKC, Mo):
Nashua, NH 03064 | f3}ihss. drioux@eatonberube.com
INSURER{S) AFFORDING COVERAGE MAIC ¥
nSuRer & : Medical Mutual Ins Co of Maine 36277
INSURED INSURER B ;
Morrison Hospital Association DBA Morrison Nursing Home | INSURERC ;
6 Tarrace Street INSURER D :
Whitefiold, NH 03598
INSURER E
INSURER F :
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 TQ WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED MEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS QF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

ISR TYPE OF INSURANCE Ao s POLICY NUMBER A e LIMITS
A | X | COMMERCIAL GENERAL LIABILITY EACH OCCURRENGE s 1,000,000
| cramsnoe [ X] oceur NHNHL002384 5/23/2020 | 5/23/2021 | AMACE IORENTED ol s * 100,000
| MED EXP {Any one person) $ 5,000
] PERSONAL & ADVINJURY | § 1,000,000
| GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s 3,000,000
X ] pouey [ 5% Loc PRODUCTS - COMPIOP AGG | § 1,000,000
QTHER: 5
| AUTOMOBILE LIABILITY ﬁ%}s‘)mme LMT T ¢
ANY AUTO BODILY INJURY (Per p s
I | OwNED SCHEDULED . Reen)
| | AUTOS ONLY AUTOS BODILY INJURY {Per accident)| $
| { A omy ATHRERS er’ﬁfcj‘-’u?““““ 3
3
UMBRELLA LIAB OCCUR EACH OCCURRENCE 3
EXCESS LIAG CLAIMS-MADE AGGREGATE 3
DED ] | RETENTIONS 3
PER OTH-
NOSKERS SOAENIANIEN, ERrE
Aﬁlgggi?%%gmﬁluwecums NIA E.L. EACH ACCIDENT s
andatory In NH) EL. DISEASE - EA EMPLOYEE §
If yos. describe under
uég;mpngn OF QPERATIONS below E.L. DISEASE - POLICY LIMIT | §
A |Professional NHNHL002394 5/23/2020 | 5/23/2021 |Each Claim 1,000,000
A |Liability NHNHL002394 512312020 | 5/23/2021 |Aggregate 3,000,000

DESCRIPTION QF OPERATIONS ! LOCATIONS { VEHICLES (ACORD 101, Additional Rernarks Scheduls, may be attached  more space I required)

CERTIFICATE HOLDER

CANCELLATION

NH Dept. of Health & Human Services
129 Pleasant Streot
Concord, NH 03301

|

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION OATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS,

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo ara registered marks of ACORD
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ACORD' CERTIFICATE OF LIABILITY INSURANCE A

12/16/2020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 polici¢s may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

PRODUCER TORTACT
Hamilton Insurance Agen g:g::s FAX
4100 Monument Corner Dr. #500 (A, No. Ex: 703-358-8100 | f4%, wo); 703-359-8108
Fairfax VA 22030 » |_ADORESS:
INSURER(S) AFFORDING COVERAGE NAIC &
INSURER A : A.LLM. Mutual Insurance Compan
INSURED THEMO-1| \ySURER B :
Morrison Hospital Association dba
Morrison Nursing Home INSURER € ©
6 Terrace Street INSURER D :
Whitefield NH 03598 (NSURBRE :
INSURER F :
COVERAGES CERTIFICATE NUMBER: 743535981 REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIQOD
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 15 SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,

INSR ADDL[SUBR POLICY EFF | POLICY EXP
LTR TYPE OF INSURANCE INSD | wvD POLICY NUMBER (MM/DONYYY) | (MMDONYYY) LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s
["DAMAGE TO RENTED
CLAIMS-MADE D OCCUR PREMISES (Ea occurrence) | $
MED EXP {Ary ona person) 5
PERSONAL & ADV INJURY [ §
GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE s
POLICY EI 5’?&‘ l:l LOC . PRODUCTS - COMPIOP AGG | $
OTHER; H
AUTOMOBILE LIABILITY fﬁ%ﬁ"s'—& LMir g
ANY AUTO BODILY INJURY {Per person) | $
QWNED SCHEDUI.ED "
AUTOS ONLY BODILY INJURY (Par accident)] $
RIRED NON-OWNED PROPERTY DAMAGE 3
|—_| AUTOS ONLY AUTOS ONLY | {Per accident)
$
UMBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED l l RETENTIONS s
A |WORKERS COMPENSATION - 4 1172021 T PER OTH-
R R naAOn, N ECC-600-4000156-2021A 1202 12022 STATUTE | ER
ANYPROPRIETOR/PARTNER/EXECUTIVE E.L, EACH ACCIDENT $ 1,000.000
OFFICER/MEMBEREXCLUDED? NiA
(Mandnt:;::yﬂ in Nm E.L. DISEASE - EA EMPLOYEE[ $ 1.000.000
as, di
DESCRIPTION OF OPERATIONS beiow E.L. DISEASE - POLICY LIMIT | $ 1,000,000

DESCRIPTION OF OPERATIONS | LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be sitached if more space is required)
Location: Morrison Hospital Association dba Morrison Nursing Home

Location 1. 6 Terrace Streel, Whitefield, NH 03598

Location 2: 56 Summil Drive, Whitefield, NH 03598

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

Evidence of Insurance AUTHORIZED REPRESENTATIVE

© 1988-2015 ACORD CORPORATION. All rights reserved,
ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD
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L
ACORDr
;——/‘

CERTIFICATE OF LIABILITY INSURANCE

MORRHOS-01 TERESAD
DATE (MM/DDIYYYY)

10/21/2020

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(les) must have ADDITIONAL INSURED provisions or be endorsad.
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statemant on
this cartificate does not confer rights to the certificate holder In lieu of such endorsement(s),

PRODUCER fRNTACT
Hunkins & Eaton Agoncy Inc {'I:'c°."§a. £xy: (603) 444-3975 [ FA% wop(603) 444-1131
Littleton, NH 03561 18bKEss.
INSURER(S) AFFORDING COVERAGE NAIC
insurer A : Philadelphia Insurance Companies 238350
INSURED INSURER B :
" Morrisan Hospital Association INSURERC ;
6 Torrace St INSURER D :
Whitefiald, NH 03598
INSURERE :
INSURER F :
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 HEREINIS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

ey TYPE OF INSURANCE o POLICY NUMBER e LIMITS
COMMERCIAL GENERAL LIABILITY EACH QCCURRENGE [
" DAMAGE TO RENTED
cramsauoe [ | occur | PREMISES (Ea occurrence) |3
MED EXP (Any one person) H
PERSOMAL & ADV INJURY | $
GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 3
POLICY I:I % | Jioc PRODUCTS - COMPIOP AGG | 3
OTHER; 3
A | auTomOBILE LIABILITY | GQMBINED SINGLELIMIT | ¢ 1,000,000
ANY AUTO PHPK2134409 5/23/2020 | 5/23/2021 | BODILY INJURY (Per porson} | $
OWNED SCHEDULED :
AUTOS ONLY AUTOS BODILY INJURY (Per accident)| $
OPERTY DAMAGE
__X_ i‘!ﬁ‘i?s ONLY NBFE)%%WLB Fﬁ r acciden 3
-]
UMBRELLA LIAB OCCUR EACH OCCURRENCE s
EXCESS LIAB CLAIMS-MADE AGGREGATE FS
DED | I RETENTION$ s
WORKERS COMPENSATION PER OTH-
AND EMPLOYERS' LIABILITY YIN [ STATUTE I ER
ANY PROPRIETORPARTNER/EXECUTIVE E.L. EACH ACCIDENT $
RFHEEWMFIW EXCLUDED? NIA
andatory In NH) E.L. DISEASE . EA EMPLOYEE §
i yes. describe under
DESCRIPTION OF QPERATIONS below E.L DISEASE - POLICY LIMIT | $
A |Property PHPK2134409 §/23/2020 | 5/23/2021 [Buildings & BPP 26,090,424

Nursing Home & Assisted Living Facllities

DESCRIPTION OF QPERATIONS / LOCATIONS [ VEHICLES {ACORD 101, Additional Remarks Schedule, may be stiached If more space Is required)

CERTIFICATE HOLDER

CANCELLATION

NH Department of Health & Human Services
129 Pleasant St
Concord, NH 03301

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

eareald

ACORD 25 (2016/03)

©1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire

Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
“"Department”) and THE PROSPECT WOODWARD HOME ("the Contractor").

WHEREAS, pursuant to an agreement (the "Contract"} approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to

Standard Contract Provisions,

Paragraph 1.2., the Contract may be amended upon written agreement of

the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection

1.8, to read:

1.8  Grant Amount not to exceed: $1,929,000
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall providé the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as

follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

16.1.1.

1.6.1.2.

1.6.1.3.

<5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

>10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense. ‘

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1.

If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

THE PROSPECT WOODWARD HOME

S$8-2021-DPHS-11-LONGT-37-A01

Page 1 of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full-force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions,

IN WITNESS WHEREQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

O?Slgmdby:
12/23/2020 | E ot A Wovis

e [YORANARARCASLAD
Date Name'L'l sa M. Morris

Title:  pirector, pivision of Public Health Srves.

THE PROSPECT WOODWARD HOME

DocuSigned by:

12/21/2020 Mary Elun Dunbeam

ALDBEAQITO A LA

Date Name:Mary Elten Dunham
Title:  administrator

THE PROSPECT WOODWARD HOME
$5-2021-DPHS-11-LONGT-37-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 54,600.00, for the number of test listed
in Section 4.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 546 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1. The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
"~ Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.ﬁ. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.33. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtesting@DHHS.nh.gov.

[+}-
1nitial@
12/21/2020

Date
Page 1 of 1
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e

o 0 // W
m NH DIVISION OF
Public Health Services

tashagsigd Deganment ol Heakth amd Human Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form

Please fill out form and return 10: LTCFTesting@dhhs.nh.gov

1) Name of facilitv:

2} How many stafT members does your facility have?

[

3} Staft testing lab utilized;

4} Reimbursement type (please check all that apply):

D Surveillance

D Quibreak/Response

D County rale greater than 5%

D County rate greater than 10%

3} How many residents does your facility have? (if outbreak/response is checked)

6) Resident testing lab utilized {if different from stafT and outbreak/response is checked):

|

Month for reimbursement period: [Select Month |

Total Staff

Week 1 Test Date Week 1 Second Test Date Residents Tested Rate Reimbursement
(if applicable) Tested (if applicable) Amount
$100/Test
Woeek 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date (if applicable) Tested (if applicable) Rate Amount
| $100/Test
Week 3 Second Test Date Total Staff Residents Tested Reimbursement
Week 3 Test Date {if applicable) Tested {if applicable) Rate Amount
' $100/Test
Week 4 Test Date Week 4 Secorwd Test Date Total Staff Re.sldent.s Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
” $100/Test
Week S Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable} Amount
$100/Test
e
Name Title

Mfﬁate

N—

12/21/2020




DocuSign Envelope 10: 01492097-EBDE-47E1-8353-AAC92C654EFQ

State of New Hampshire
Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that THE PROSPECT-
WOODWARD HOME is a New Hampshire Nonprofit Corporation registered 1o transact business in New Hampshire on March
L5, 1951. I further certify that all fees and documents required by the Scerctary of State’s oftice have been received and is in good

standing as far as this office is concerned.

Business 1D 68668
Certificate Number: 0005032086

IN TESTIMONY WHEREOF,

| hereto set my hand and causc to be affixed
the Seal of the Swate of New Hampshire,
this 22nd day of October A.D. 2020,

Gon ok

William M. Gardner

Secretary of State




' .CERTIFICATE OF-AUTHORITY

|, Rand.S. Bumstt, heréby-certify that
1.1 am the duly electéd Secretary of The Prospect- Woodward Horme.

2. The:following Is'a true copy,of a vote takeri at 8 misating of the Board of Diectors, duly called.and heid 6n
October 28, 2020, at which & quorum ot the Directors were. present and vobm '

‘VOTED: That Mary _Ellen_ ‘Dunham; Health Center.Administrator,

i duly suthorized on behalf of The Prospect-Woodward Home (o enter into the. COVID-16 Grant Agresment (in
uconnecbm with the Long Tem Care Fadmy COVID-18 Testing Program) with the-State of New Hampshire and any
"of its:agenciés. or departmenis and further'ls authorized 16- exocute ‘seid COVID-19 Grant Agraement and any and
alt documients, agreemeénts and gther Instruments, and any amendments, revisions, or modlifications thereto, which
‘may in hisMher judgment be desirable or necessary to effect the purpase. of this vota.

3. | hereby certify'that sald vote:has not been amended or repealed and remains: I full force’ and.etfect as of the

date-of the oontradlcmtract amendmnt ‘to which this ceificate is- -attached. This authority remaing vanr.l fcr
- thirty {30) days from’ ‘the-date of this Certificate of Authority | firther certify that it is:uridérstood that ihe State of

New . Hampshlre will rely on this: cef‘tiﬂcate as- evidence that the person(s) listed above currenﬂy occupy. the
.posihon(s) mcﬁcated ‘and’ that they ‘have full . suthority to ‘bind the: corparetion. To the extent that there ere any
fimits on the. authomy ol any listed indivldual to bind the corparation in contracts with the. State of New Hampshire,
I-all sucn lirmtatnons are express!y stated haraln

Dated: December 31, 2020 . ?( o, .
e M

-Signature of Eleciad Officer-
'Name:: Rand S.:Burnett
TlﬂB Secratary

‘Rev. 03124720
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(-]
ACORD
u

CERTIFICATE OF LIABILITY INSURANCE

DATE {MM/DDIYYYY)
11/5/2020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER,

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 ligu of such endorsement(s).

PRODUCER ' ‘ Nt
Qgggléjééslggggher Risk Management Services, Inc. ?_,’,%:’f" er. 312-704-0100 X 3128037443
Rolling Meadows IL 60008 DRESS:
INSURER({S}) AFFORDING COVERAGE NAIC &

INSURER A : Zurich American Insurance Company 16535
INSURED LCSHOLD-03 \ysuRer 8 ; Ironshore Specialty Insurance Co 25445
Hillside Village Keene -
The Prospect-Woodward Home INSURER C ; Hiscox Insurance Company Inc. 10200
95 Wyman Road INSURER D :
Keene NH 03431 NSURER E :

INSURER F :

COVERAGES

CERTIFICATE NUMBER: 1323708353

REVISION NUMBER:

THIS 1S 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.

NSR ADUL sumq POLICY EFF_ | POLICY EXP
LTR TYPE OF INSURANCE INSD | WYD POLICY NUMBER [MM/DD/YYYY) ma'ﬁ)nﬂwva LIMITS
B | X | COMMERCIAL GENERAL LIABILITY 004052801 613012020 6/30/2021 | EACH OCCURRENCE $ 1,000,000
[[DAMAGE TO RENTED
X l CLAIMS-MADE D OCCuR PREMISES {Ea occurrence) | § 50.000
X Policy Agq: MED EXP (Arry one parson} $ 10,000
x $27,500,000 PERSONAL & ADV INJURY | $ 1,000,000
| GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 3,000,000
POLICY D JECT - LoC PRODUCTS - COMP/OP AGG | $ 3.000.000
OTHER: . Deduciible $0
A | AUTOMOBILE LIABILITY BAP 4192983-02 613012020 | 613012021 | GOMBINED SWGLELMIT 54 600,000
X | ANY AUTO BODILY INJURY (Per parson) | §
OWNED SCHEDULED .
AUTOS ONLY AUTOS BODILY INJURY (Per accidant)| §
NON-DWNED PROPERTY DAMAGE s
| AUTOS ONLY AUTOS ONLY (Per pceident)
X | compea:s500 | X |GoliDed:5500 3
B | X | UMBRELLA LIAB OCCUR 004053001 6/30/2020 6/30/2021 | EACH OCCURRENCE $ 10,000,000
EXCESS LIAB X | ctams-mape AGGREGATE $ 50,000,000
DED | | RETENTION S Facility Agg $ 10,000,000
*A |YWORKERS COMPENSATION 192084-02 8/3 21 |x | PER QTH-
AND EMPLOYERS' LIABILITY YIN wes 072020 | 6730720 | stargre | [ &R
ANYPROPRIETOR/PARTNEI WE E.L. EACH ACCIDENT $ 500,000
OFFICER/MEMBER EXCLUDED? D NIA
(Mandatory in NH) E.L. DISEASE - EA EMPLOYEE| § 500.000
Hf yes, describe under
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT | $ 500,000
G | Cdme . UC24457814.20 6/30/2020 6/30/2021 | Limit of Ligbitity $3,000,000
B | Prof Llab {Claims Made) 004052801 8/30/2020 6/30/2021 | Per Claim $1,000,000
Aggregata $3,000,000

ke Schadul

DESCRIPTION OF OPERATIONS / LOCATIONS | VEHICLES (ACORD 101, Additional
PROFESSIONAL LIABILITY DEDUCTIBLE IS SAME AS GL DEDUCTIBLE The General Liability policy includes TRIA coverage.

2y be hed if more space Is required)

CERTIFICATE HOLDER

CANCELLATION

DHHS :
129 Pleasant Street
Concord NH 03301

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOQF, NOTICE WILL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

for V Jr—

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and The Riverwoods Group ("the Contractor”).

WHEREAS, pursuant to an agreement {the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragfaph 17, and Exhibit A, Revisions to
- Standard Contract Provisions, Paragraph 1.2, the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $2,147,100
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Cohtractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

16.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week,

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff

twice per week. 1

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contracter may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Outbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  OQOutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding avaiiability.

The Riverwoods Group
55-2021-DPHS-11-LONGT-18-A1 Page 10of 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

DogySigned by:
1/4/2021 ‘ QZ%L Y/
Date ‘ MO TTTS

Name:
Title: Director, Division of pPublic Health Srvcs.

The Riverwoods Group

DocuSigned by:

1/4/2021 o Jusfinr Vopl

Date Name: e-vogel
Title: ceo

The Riverwoods Group
$5-2021-DPHS-11-LONGT-18-A01 Page 20of 2
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Exhibit A-2, Amendment 1

Facility List
Facility Name Vendor ( Total TESTS| Reimbursement Amount
Birch Hill - The Manor 336365 684 $ 68,400.00
RiverWoods - Boulders - Winnisquam Lodge | 336365 684 $ 68,400.00
RiverWoods - Woods - Monadnock Lodge - 336365 675 $ . 67,500.00
RiverWoods Ridge - Suncook Lodge 336365 gy $ 68,400.00
$ 272,700.00

DS
Grantee Initialsl jv

Date 1/4/2021
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Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B

Methods and Conditions of Payment

1

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $272,700, for the number of test listed
in Exhibit A-2 — Facility List.

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 test performed, during the period specified in Section 3, and
will not exceed the number of staff in each facility identified in Exhibit A-2 — Facility List,
Amendment #1. A 10% plus or minus in staff is allowable.

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statemde

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

43.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronlc signature and emailed to

LTCFtestmq@DHHS nh.gov.
DS
Initials{ jU

: 1/4/2021
Date

Page 1 of 1
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N
P

a0 7S )
I ]:]0: NH DIVISIONOF :
Public Health Services

Mot Dcparimenti ¢l Heabth and Human Services

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please (ill out torm and rewurn to: LTCFTesting@dhhs.nh.gov

1) Name of Tecilitv:

2) How many stafl members does your facility have?

3) Staff testing lab utilized:

4) Reimbursement type (please check all that apply):

D Surveiltance

l:l Qutbreak/Response

D County rate greater than 5%
EI County rate greater than 10%

5) How many residents does your facility have? {if outbreak/response is checked)

I |

6) Resident testing lab utilized (if different from staff and outhreak/response is checked):

Month for reimbursement period: ISeIect Month |

Week 1 Second Test Date Total Staff Residents Tested

Reimbursement

R
Week 1 Test Date (if applicable) Tested (if applicable) ate Amount
m m $100/Test
Week 2 Second Test Date Total Staff Residents Tested . Reimbursement
Week 2 Test Date {if applicable) ' Tested {if applicable) Rate Amount
II m m 5100/Test
Week 3 Test Date Week 3 Second Test Date Total Staff RE.SIdEﬂt‘S Tested Rate Reimbursement
{if applicable) Tested {if applicable) . Amount
H m $100/Test
Week 4 Second Test Date Total Staff Residents Tested : Reimbursement
W 4T
eek 4 Test Date {if applicable) Tasted {if applicable) Rate Amount
m m m $100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested {if applicable) Amount
m N $100/Test

Name Title

p—D5
Date
N
S




State of New Hampshire
Department of State

CERTIFICATE

1, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certifv that THE RIVERWOODS GROUP is
a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on February 17, 2011, 1 further certify
that all fees and documents required by the Secretary of State’s office have been received and is in good standing as far as this

office is concerned.

Business iD: 644039
Certificate Number: 0005068032

IN TESTIMONY WHEREQF,

I hereto set my hand and cause to be affixed
the Seal of the Staté of New Hampshire,
this Sth day of January A.D. 2021.

Dok

William M. Gardner

Secretary of Siate




CERTIFICATE OF AUTHORITY

l, Beth Roberts . , hereby certify that:
{(Name of the elected Officer of the Corporation/LLC; cannot be contract signatary)

1. 1 am a duly elected Clerk/Secretary/Officer of The RiverWoods Group.
{Corporation/LLC Name)

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on January 4, 2021, at which a quorum of the Directors/shareholders were present and voting.
(Date)

VOTED: That Justine Vogel, CEQ and TRWG Board Clerk (may list more than cne person)
(Name and Title of Contract Signatory)

is duly authorized on behalf of The RiverWoods Group to enter into contracts or
agreements with the State {Name of Corporation/ LLC})

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documénts, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Autherity. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshlre

all such limitations are expressly stated herein. g
Dated:___ 1/4/2021 M &w//é—

Signature of Elected Officer
Name: Beth Roberts
Title: TRWG Board Chair

Rev. 03/24/20



ACORD® CERTIFICATE OF LIABILITY INSURANCE 0572021

THIS CERTIFICATE 1S 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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

[IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to |
the terms and conditions of the policy, certain policies may require an endorsement. A statament on this certificate does not confer rights to the
certificate holder in lieu of such endorsement(s).

PRODUCER s Underwriting Associate
Caring Communities Shared Services LTD : PHONE AR
1850 W \Mnchesler Road [NC. No. EX!).' 647-5‘49-8225 {AIC, Nob: 847-549'3095
Suite 109 EQ-MDAF.I\_'ESS; Cerlificates@caringcomm.org
Libertyville IL 60048

INSURER({S) AFFORDING COVERAGE NAIC #
INSURED The RiverWoods Company at Exeter, New Hampshire INSURER 4:  Caring Comrmunities. A Reciprocal RRG 12373
The RiverWoods Company at Exeter, New Hampshire INSURER B!’
5 While Oak Drive INSURER C:
Exeter NH - 03833 INSURER O:

INSURER E: ,

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 POQLICY 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 AFFOROED BY THE PQOLICIES DESCRIBED HEREIN 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,

INSR ADD'L|SUBR POLICY EFF | POLICY EXF
i TYPE OF INSURANCE INSR LwvD POLICY NUMBER ADEYYY) LIMITS
EACH OCCURRENCE s
AlX Cq]MMERCIALGENERﬁI\L LIABILITY CCRRRG-0040-21 010172021 | 01/01/2022 [oach oo TIRRENCE 1,000,000.00
CLAIMS MAGE OCCUR - clodes 1 Lishil _ PREMISES (Ea occumencel | 5 300,000.00
X | PUML—Claims Made neludes Management Liabily MED EXP (Any one parson) | § }
(EPLI, D&O & Fiduciary PERSONAL & ADV INJURY [ $ 1,000,000.00
| GEN'L AGGREGATE LIMIT APPLIES PER; GENERAL AGGREGATE 5 3,000,000.00
X | PoucyY E] PRO. D toc PRODUCTS - COMP/OP AGG | ind
OTHER: 5
TNED SINGLE LIMIT
| AUTOMOBILE LIABILITY GOMBINED SINGLE U s
|| ANYAUTO BODILY INJURY {Per person) |$
ALL OWNED SCHEQULED -
- ] auTos AUTCS BODILY INJURY {Per accident) | $
NON-OWNED [ R
HIRED AUTOS pari PROPERTY DAMAGE "
s
‘ EACH OCGURRENCE PL/GL |5
A T umsrerin ks (X ] occurat | CCRRRG-0040-21 _01/01/2021 | 01/01/2022 10,000,000.00
v *Sublimits apply AGGREGATE PL/GL s 10,000,000.00
X | excess uas CLAIMS MADE-PLML. “AUTO S 6,000,000.00
- “EMP BEN 5 5,000.000.00
DEDUCTIBLE EPLI/D&AD (QccurAger) [ 5,000,000.00
RETENTION s - "FIDUCIARY (Occurzagar|s 5,000,000.00
WORKERS CUMPFENSATION AND PER OTH-
EMPLOYERS' LIABILITY -~ STATUTE ] ER
ANY PROPRIETOR/PARTNEREXECUTIVE LLY
OFFICER/MEMBER EXCLUDED? NIA E.L. EACH ACCIDENT $
Mandatory In NH
DAL AN NH) E.L. DISEASE - EAEMPLOYEES
DESCRIPTION OF QOPERATIONS below E.L. DISEASE - POLICY LIMIT |S
OTHER
DESCRIPTION OF OPERATIONS f LOCATIONS / VEHICLES {ACORD 101, Additlonal Remarks Schedule, may be attached if mora space s required)
12/21/2020 10:57:03
CERTIFICATE HOLDER CANCELLATION
The RivarWoods C Exeter. New H hi SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
2 RiverWoods Company at Exeler, New Hampshire THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
§ White Oak Drive ACCORDANCE WITH THE POLICY PROVISIONS.
Exeter NH 03833

AUTHORIZED REPRESENTATIVE

ACORD 25 (2014/01) ] ©1988-2014 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD



\ 8
ACORD
u

CERTIFICATE OF LIABILITY INSURANCE

DATE (MMDD/YYYY}
11412021

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 B8Y THE POLICIES

BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED -

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificato holder is an ADDITIONAL INSURED, the policy{ias}) must have ADDITIONAL INSURED provisions or be andorsed.
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).

PRODUCER E‘fﬂé‘:‘“ Donna Harder
Fred C. Church Insurance PHONE

41 Wellman Street
Lowell MA 01851

o, Exty, B00-225-1865 (AR No): 78-454-1885

-MAl

_&pﬁg. dharder@fredcchurch.com ~

INSURER({S} AFFORDING COVERAGE NAIC #
iNSURER A : Continental Casualty Comgany 20443
'yl’shu:EF?iverWoo ds Grou RIVEGRG-01] \usurers : A.l.M. Mutual Insurance Co 33758
5 White Qak Drive g INSURERC ;
Exeter NH 03833 INSURER D
INSURERE :
INSURER F :

COVERAGES CERTIFICATE NUMBER: 330691954

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 1S SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

ADDLTSUER" i
'E‘?: TYPE OF INSURANCE IN5D | WyD POLICY NUMBER (N’:%DSYYE";FY) u:a'.r'é%v N LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $
[DAMAGE TO RENTED
CLAIMS-MADE D OCCUR PREMISES {Ea occurrence)_ | $
MED EXP (Any one parson) 3
|| PERSONAL & ADV INJURY ' | §
GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $
POLICY s LoC PRODUCTS - COMPIOP AGG | §
OTHER: $
AUTOMOBILE LIABILITY fg% ;SINGLE LT s
ANY AUTO BODILY INJLURY (Per person) | $
QWNED SCHEDULED -
AUTOS ONLY AUTOS BOBILY INJURY {Par accident) | $
HIRED NON-OWNED PROPERTY DAMAGE Iy
|| AUTOS ONLY AUTOS ONLY | {Per accident)
s
UMBRELLALIAB OCCUR EACH OCCURRENCE $
EXCESSLIAB CLAIMS-MADE AGGREGATE H
DEC I I RETENTIONS - 3
B |WORKERS COMPENSATION 8007799 11172021 1112022 ER gr-
AND EMPLOYERS' LIABILITY YIN | STATUTE | ER
ANYPROPRIETOR/PARTNER/EXECUTIVE E.L. EACH ACCIDENT $ 500,000
OFFICER/MEMBER EXCLUDED? |:| NIA
(Mandatory In NH) E.L. DISEASE - EA EMPLOYEE| § 500.000
If yes, describe under
DESCRIF‘TION E\F OPERATIONS below E.L. DISEASE - POLICY LIMIT | $ 500,000
A | Property RMP6014897220 11172020 11/1/2021 | Btanket Bldg & Cnts 200,000,000
Agread Amount Btanket Business Inc 48,067,000
Repl Cost Dad AOP/\Water 50,000/ 100,000

DESCRIPTION OF OPERATIONS / LOCATIONS { VEHICLES (ACORD 101, Additional Remarks Scheduls, may be attachad If mors space is required}

CERTIFICATE HOLDER

CANCELLATION

NH Departiment of Health & Human Services
129 Pleasant Street, Brown Building
Concord NH 03301

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WilLlL BE DELIVERED IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTATIVE

et

ACORD 25 {2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registared marks of ACORD




DocuSign Envelope 1D: D2552603-A6C4-42A4-B086-C2E7C53CB670

State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
“Department”) and UNITED CHURCH OF CHRIST RETIREMENT COMMUNITY (“the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval, and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services: and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $2,085,600
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveiilance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week,

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6:1.31.  The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense,

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
) laboratory is unable to bill an individual's insurance, the Department will
" be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such

requests contingent upon funding availability.

UNITED CHURCH OF CHRIST RETIREMENT COMMUNITY
55-2021-DPHS-11-LONGT-28-A01 Page 1 of 2



DocuSign Envelope ID: D2552603-A6C4-42AA-B0BB-C2E7CS3C8670

3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by reptacing
itin its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

. Sigred by:
12/31/2020 QZD%, Y/ /-

Date Nam AMOTTI1S
itle: Director, Division of Public Health Srvcs.
Title:

UNITED CHURCH OF CHRIST RETIREMENT
COMMUNITY

DocuSigned by:

12/31/2020 (_ﬂ/udw,t Palmin

Date Namerneraes Pamier
Title: President/CED

UNITED CHURCH OF CHRIST RETIREMENT COMMUNITY
5$8-2021-DPHS-11-LONGT-28-A01 Page 2 of 2



DocuSign Envelope ID: D2552603-A6C4-42AA-B086-C2E7C53CB670

New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $211,200.00, for the number of test
listed in Section 4. ,

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shail bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 2,112 test during the duration of the contract. A 10% plus or minus in staff is
allowable. ' '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
' Scope of Services, Subparagraph 1.6.2., and Qutbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1” on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

43.3.. The Grantee shali ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

3. The Grantee shall ensure the invoice is completed, dated and returned to the Departmentin order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. 0s
Initialsl MP

Date 12/31/2020

Page 1 of 1
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e -
o SN
i EO:/ N\H DIVISION OF s
Public Health Services

i epanimzaraf Jicnih asd Human Serviess

New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

Please fill out form and return to: LTCFTesting@dhhs.nh.gov

1) Name of facility:

I I

2) How many staff members does your facility have?

3) StalT 1esting lab utilized:

I |

4) Reimbursement type (please check all that apply):

D Surveillance

D Outbreak/Response

D County rate greater than 5%
D County rate greater than 10%

3) How many residents does your facility have? (if outbreak/respanse is checked)

6} Resident testing lab utilized {if different from staff and outbreak/response is checked):

- Month for reimbursement period: {Select Month |

Week 1 Test Date Week 1 Second Test Date | Total Staff Re;idents Tested Rate Reimbursement
{if applicable) Tested (if applicable} Amaunt
m H M $100/Test
Week 2 Test Date Week 2 Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
m Jﬂ $100/Test
e Ts o | WerRE St B | TS | Rl Tesd | e | o
m m $100/Test
ek Tstone | WESKESeBTTOne | T S [ Rl Toied | e | Pemmenen
m m $100/Test
Week 5 Test Date | Week 5 Second Test Date Totat Staff Residents Tested Rate Reimbursement
(if applicable) {if applicable} Tested {if applicable) Amount
ﬂ m ' $100/Test
Name - Title Date

M

12/31/2020
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— .
State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that THE UNITED CHURCH OF
CHRIST RETIREMENT COMMUNITY, INC. is a New Hampshire Nonprofit Corporation registered ta transact business in New
Hampshire on April 18, 1966. | further certify that all fees and documents required by the Secretary of Swate's office have been

received and is in good standing as far as this office is concerned.

Business 1D: 65625
Cenificate Number: 0005024744

IN TESTIMONY WHEREOF,

| hereto se: my hand and cause to be affixed
the Seal of the State of New Hampshire,
this 7th day of October A.D. 2020:

Gor ok

William M. Gardner

Secretary of Siate




CERTIFICATE OF AUTHORITY

a’:?.r .
7 A
I, Q\f Ahm MQ"LB &Pﬂ(’lﬁ \ , hereby certify that:
{Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)
1. | am a duly elected Clerk/Secretary/Officer of \T\\.lﬂ{mi) Qe d QAT ﬁfﬂm{r G)mﬂx(;ﬂ/ IHC. Q’{}'l(
- (Corporation/LLC Name) \Whhﬂ '\{leﬁ\( MK"“T

2. The followir@ is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
heid on § A\ , 20 8L _, at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: P\\Q\ml k m-ww\l . hlml“/ QLL) (may list more than one person) |

(Name and Titie of Contrac! Signatory)

is duly authorized on behalf of Tﬂ.bmw Chfel o QST 16 enter into contracts or agreements with the State
{Name of Corporation/ LLC) me( QW;T )’ "{C, ) / ”Rmmo m"m& ugcuﬁ

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above currently occupy the
position(s) indicated and that they have full authority to bind the corporation. To the extent that there are any
limits on the authority of any listed individual to bind the corporation in"contracts with the State of New Hampshire,

o

all such limitations are expressly stated herein. P
£ HINY ' .
DBIEdZ & 0 4 {-,/:-f‘\___g_ . __-‘""; (‘?W' - //é',é/l., ;"-—’at/'

Signature of Elected Officer /

Name: :1 N e
Title:__yj:_f:"”-'_r_:-'ﬁ TAE v)f/?///- s

7

Rev. 03/24/20 !
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Client#: 491851 UCCRCINC
DATE (MDO/YYYY)

ACORD. CERTIFICATE OF LIABILITY INSURANCE _ 1072172020

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
IF SUBROGATION IS WAIVED, subjoct to the tarms and conditions of the policy, certain policies may require an endorsement. A statomaent on
this certiticate does not confer any rights to the certificate hotder in lleu of such endorsement(s).

PAODUCER [ il
US! tnsurance Services LLC PRONE 855 874-0123 [Fa%
AKX, No, Ext): {A/C, Ha):
3 Executive Park Drive, Suite 300 E-MAIL _ ] et
Bedford, NH 03110 . INGURER{S] AFFORDING COVERAGE NAIC ¢
855 874-0123 iNsuRER 4 : AIX Spacialty Insurance Company 12833
INSURED INSURER b : NH Employers Insurance Company 13083
UCCRCinc. mSuRER ¢ ; Federal Insurance Company 20281
C/0 Tracy Judd
INSURERA D ;
33 Christian Avenue SURER £
Concord, NH 03301 -
INSURER F :

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS 1S TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIAEMENT. TERM OR CONDITION OF ANY GONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PEATAIN, THE INSURANCE AFFORDED BY THE POUICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. UMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,

VEr TYPE OF INSURANCE (Ao POLICY NUMBER PRERE LRl R umrs
A | X| COMMERCIAL GENERAL LIABILITY X} X [L1vD24296503 5/1/2020|05/01/202 1] BACH OCCURRENCE 51,000,000
1 cuams mane [zl oCCUR PAVATR IQAERTED 51,000,000
] MED EXP {Any one persony | 55,000
|| PEASONAL § ADV WJuAY | 51,000,000
 GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE 33,000,000
x| rouicy D s [:l Loc _ PRODUCTS - COMPAOP AGG | s 3,000,000
OTHER: $
C |AuTomosiLE LiaBiLITY ‘ x | X [73s97778 05/01/202005/01/2021) GOHSHED SNGLETMIT T 4 000 000
X[ ANY AUTO BODILY INJURY (Pes person) |3
: %%ESDONLY ig%gm.m BODILY INJURY (Per accident) | §
| X K5¥0S oy AOToR Oy - box ooy HAGE s
s
A | X[UMBRELLALIAG | X | occun X | X |L1vD24296603 05/)1/2020]05/01/2021 EACH OCCURRENCE 510,000,000
EXCESS LIAD CLAIMS-MADE AGGREGATE 510,000,000
pep_|_ X[ rerenmionsS0 s
B ;’ggg:fgg;’;ﬁmm " ECC60040002542020A  D5/01/2020}05/01/2020 X {8500 | [0
Anv pRgeRr ﬁg%ﬁ"é}’é[ﬁ%?ﬁ;“cwm@ nia 3A States: NH E.L. EACH ACCIDENT 51,000,000
(Ihnd-!ory in uu; £.L. DISEASE - A EMPLOYEE| $1,000,000
", describe v
Dﬁsﬂmon OF oognmons Delow E.L. DISEASE . POLICY LIMIT [ 51,000,000
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State” or
"Department”) and VILLA CREST HEALTHCARE CENTER LLC ("the Contractor"). .

WHEREAS, pursuant to an agreement (the "Contract") approved by the Governor an November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval, and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Medify COVID-19 Grant Agreement, Section 1., General Provisions: Identification., Subsection
1.8, to read:

1.8 Grant Amount not to exceed: $1,970,400
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testlng positivity
rate in the county in which the Contractor operates: '

1.6.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of cne (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
taboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Qutbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Qutbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

VILLA CREST HEALTHCARE CENTER LLC
$8-2021-DPHS-11-LONGT-17-A01 Page 10f 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREOF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Q?Shnedby:
1/5/2021 | [ o P Wows,

ACASAA0 -
$a M. MOTTTS

Date Name:
Title: Director, Division of Public Health Srvcs.

"VILLA CREST HEALTHCARE CENTER LLC

DocuSigned by:
12/28/2020 ‘ Efﬁu\, Miney
Date . ‘ Name: aryn Miner

Title: Administrator

VILLA CREST HEALTHCARE CENTER LLC
$8-2021-DPHS-11-LONGT-17-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.6) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 96,000.00, for the number of test listed
_in Section 4..
3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
-services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 960 test during the duration of the contract. A 10% plus or minus in staff is
allowable. : '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment. #1" on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month:

4.3.2. |dentifies and request reimbursement for the number of Qutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LT CFtesting@DHHS.nh.gov.

Inilial@

12/28/2020

Date
Page 1 of 1



DocuSign Envelope ID: FED4A494-BF 46-4005-9F65-127FF895679C8

| A .-

0-& ~,~ LERD,

IQ/NH BIVISION OF N
Public Health Services

gy [eputiment ol Health amd Hueman Serviess

:\

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting@dhhs.nh. gov

137 Name of facilitv:

2} How many stafT members does your facility have?

3} Stafftesting lab utilized: )

4} Reimbursement type (please check all that apply):

D Surveillance

D QCutbreak/Response

D County rate greater than 5%
D Counly rate greater than 10%

5) How many residents docs your facility have? (if outbrenk/response is checked)

6) Resident testing lab utilized (if different from staff and outbreakfresponse is cheeked):

l |

Month for reimbursement period: [Select Month |

Week 1 Second Test Date Total Staff Residents Tested Reimbursement
Week 1 Test Date ) . . . Rate
{if applicable) Tested (if applicable) Amount
M m $100/Test
Week 2 Second Test Date Total Staff Residents Tested Reimbursement
Week 2 Test Date (If apphcable) Tested (l[ applicable) Rate Amount
' m m $100/Test
Week 3 Test Date Week 3 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) - Tested (if applicable) Amount
|| m $100/Test
Week 4 Second Test Date Total Staff Residents Tested Reimbursement
Week 4 Test Date {if applicable) Tested {if applicable) Rate Amount
N H $100/Test
Woeek 5 Test Date | Week S Second Test Date Total Staff Residents Tested Rate Reimbursement
{if applicable) {if applicable) Tested (if applicable) Armnount
m T” ' $100/Test
: —DS
Name Title Date
kM 12/28/2020

| S



DocuSign Envelope ID: FED4A494-BF 46-4005-9F65-127FF89679C8

State of New Hampshire
Department of State

CERTIFICATE

"1, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify that VILLA CREST HEALTHCARE
CENTER, LLC is a New Hampshire Limited Liability Company registercd to transact business in New Hampshire on May 20,
2011. 1 further certify that all fees and documents required by the Secretary of State’s office have been received and is in good

sianding as far as this office is concerned; and the attached is a true copy of the list of documents on file in this office.

Business 1D: 649997
Certificate Number: 0005038237

IN TESTIMONY WHEREOQF,

1 hereto sct my hand and causc to be affixed
the Secal of the State of New Hampshire,
this 4th day of November A.D. 2020.

Do Lo

William M. Gardner

Secretary of State




CERTIFICATE OF AUTHORITY

b H \ lt-b)f\- V\-kfy)h"“" . hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1.1 am a duly elected CIeﬂdSecretarlef’ﬁcer of U(ﬂ fe C(HY [ l’;n Lt 41_4/1:/ Cta—h/ Lie

(Corporation/LLC Name)

2. The following is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and

held an _D-&r/. M . 20 2=, at which a quorum of the Directors/shareholders were present and voting.
(Date)
VOTED: That ’4'( m:m QCLW‘/U.J(’V&“"V (may list more than one person)

(Namdand Title of Contract Signatory)
is duly authorized on behalf of Ui“a, (/M}’ M‘ﬁfm, to enter into contracts or agreements with the State
(Name of Corporationy LLC) |

of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.

3. | hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the
date of the contract/confract amendment to which this cerfificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. | further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed above cuirently occupy the
position(s} indicated and that they have full authority to bind the corporation. To the extent that there are any
fimits on the authority of any listed individual to bind the corparation in contracts with the State of New Hampshire,

ali such limitations are expressly stated herein. / -
pase:_1[ 51 M A~

Signature of Elected Officer
Name: Aliorn €. Prom

Title: /}qW

Rev. 03/24/20
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IABHEEENEIN

A DATEQ

(MM/DD/YY)
12/23/2020

PRODUCER
USA Risk Group (Cayman LTD.)

QGrand Cayman, KY1-1102
Cayman Islands

(877) 483-1850

P. Q. Box 1085, Queensgate House, Sth Floor

THIS CERTIFICATE 1S ISSUED AS A MATTER OF INFORMATION
ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE
BOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
LTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

INSURERS AFFORDING COVERAGE

INSURED

National HealthCare Corporation
100 E. Vine Street
Murfreesboro, TN 37130

msurer o: Premicr Plus Insurance Company, LTD

INSURER B

ThEcondn bAs B AdIBRC)

AN L o

THE POLICIES DF INSURANCE LISTED BELOW HA\"E BEEN ISSUED TO 'I'HE [NSUIU!D NAMED ABOVE FOR THE POLICY mou INDICATED, NOTWITHS‘I‘A—NDING ANY REQUIREMENT, T!!l.M
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 SUDJECT TO ALL THE TERMS, EXCLUSIONS AND COMDITIONS OF SUCH POLICIES. AGGREQATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS,

129 Pleasant Street
Concord, NH 03301

Cerm' cate No .

Department of Health and Human Services

[TRaN
LT TYPE OF INSURANCE POLICY NUMBEL mm“ "%'f%m;gm LIMITS
GENERAL LIABILITY EACH OCCURRENCE 1,000,000.
A COMMERCIAL GENERAL LIARILITY PP 020 01/01/2021 01/01/2022 | FREDAMAGE (Any ons e 50,000.
CLAIMS MADE OCCUR MED EXP (Any one porsen) Excluded
Professional Liability PERSONAL & ADY INARRY Included
Premises Liability - BENERAL AGCREGATE 3.000.000
JGEN'L. AGOGREGATE LIMIT APPLIES PER; —
i o PRODUCTS - COMPAOP AGG N’A
:I BOLICY I:l T D Loc
NO Deductible Applig
AUTOMOBILE LIABILITY COMSINED SINGLE LIMT
ANY AUTO Duhecicr)
ALL OWNED AUTOS BODOLY NGURY
SCHEDULED AUTOS C_F"’ )
HIRED AUTOS BODLY DIURY
NON OWNED AUTOS or s
%1000 Ded. Collision wmormmwnm
$230 Ded Comp
GARAGE LIABILITY AUTO ONLY - EACH ACCIDENT
. ANY AUTO OTHER THAN EA ACC
AUTO ONLY:
AGG
EXCESS LIADILITY [FACH OCCORRENCE
:I 0CCUR D CLAIMS MADE AGGREGATE
DEDUCTIBLE
RETENTION + 0
WORKERS' COMPENSATION AND - CSTATU-] o
A EMPLOYERS' LIABILITY 10804014-16 01/01/2021 01/01/2022  [ai Each ACCIDENT 1,000,000
©t. Dsease-poLICY LM | 1,000,000
B.L. DISEASE-CA EMIFLOYEE 1 .000’000
OTHER

DESCRIPTION OF OPERATIONSLOCATIONS/VEHICLES/EXCLUSIONS ADDED BY ENDORSEMENT/SPECIAL PROVISIONS
Evidence of Insurance - Villa Crest HealthCare Center, LLC

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELED BEFORE THE EXPIRATION DATE
THEROF, THE [SSUTNG COMP'ANY WILL ENDEAVOR TO MAIL30 DAYS WRITTEN NOTICE TO THE
CERTIFICATE HOLDER NAMED TO THE LEFT. BUT PAILURE TC DO 5O SHALL IMPOSE NO OBLIGATION
OR LIABILITY OF ANY KIND UPQN THE COMPANY, ITS AGENTS OR REPRESENTATIVES

AUTHORIZED REPRESENTATIVE

Paul Macey
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State of New Hampshire
Department of Health and Human Services
Amendment #1

This Amendment to the Hospital-based Long Term Care Facility COVID-19 Testing Program contract
is by and between the State of New Hampshire, Department of Health and Human Services ("State" or
"Department”) and VK DOVER LLC ("the Contractor”).

WHEREAS, pursuant to an agreement (the "Contract”) approved by the Governor on November 20, 2020
and presented to the Executive Council on TBD, the Contractor agreed to perform certain services based
. upon the terms and conditions specified in the Contract as amended; and

WHEREAS, pursuant to Form P-37, General Provisions, Paragraph 17, and Exhibit A, Revisions to
Standard Contract Provisions, Paragraph 1.2., the Contract may be amended upon written agreement of
the parties and appropriate State approval; and

WHEREAS, the parties agree to extend the term of the agreement, increase the price limitation, or modify
the scope of services to support continued delivery of these services; and

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and conditions contained
in the Contract and set forth herein, the parties hereto agree to amend as follows:

1. Modify COVID-19 Grant Agreement. Section 1., General Provisions: |dentifi catlon Subsection
1.8, to read:

1.8  Grant Amount not to exceed: $1 968,300
2. Modify Grant Agreement Exhibit A-1, Scope of Services, Section 1.6, to read:

1.6. The Contractor shall provide the pre-testing, testing and post-testing functions set forth
above in accordance with routine testing guidance as defined in QS0-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Surveillance Testing in accordance with the following
testing cycles and estimated test volumes based on the COVID-19 testing positivity
rate in the county in which the Contractor operates:

1.68.1.1. <5% County Positivity Rate = The Contractor shall test 100% of staff once
per month and 10% of staff weekly. The 10% of selection of staff should
be different each week.

1.6.1.2. 5%-10% County Positivity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positivity Rate = The Contractor shall test 100% of staff
twice per week.

1.6.1.3.1. The Department shall reimburse the Contractor for a
maximum of one (1) round of testing 100% of staff per week.
The Contractor may conduct additional testing with Antigen
POC or PCR through a contracted laboratory at the
Contractor's expense.

1.6.2. The Contractor may send Qutbreak Testing for residents and staff to a contracted
laboratory if increased volume is accepted at a reference laboratory.

1.6.2.1. If Outbreak testing is needed for residents and the contracted reference
laboratory is unable to bill an individual's insurance, the Department will
be the payer last resort. The Contractor may submit a request for
reimbursement  for  Outbreak  Testing of residents to
LTCFtesting@DHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

VK DOVER LLC
$5-2021-DPHS-11-LONGT-14-A01 Page 10f 2
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3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its entirety with New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form
Amendment #1, which is attached hereto and incorporated by reference herein.

4. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit B, Methods and Conditions of Payment, Amendment
#1, which is attached hereto and incorporated by reference herein.

All terms and conditions of the Contract and prior amendments not modified by this Amendment remain
in full force and effect. This Amendment shall be retroactively effective to December 1, 2020, upon the
Governor's approval issued under the Executive Order 2020-04 as extended by Executive Orders 2020-
05, 2020-08, 2020-09, 2020-10, 2020-14, 2020-15, 2020-16, 2020-17, 2020-18, 2020-20, 2020-21, 2020-
23, and any subsequent extensions.

IN WITNESS WHEREQF, the parties have set their hands as of the date written below,

State of New Hampshire
Department of Health and Human Services

Slgned by:
12/23/2020 ! Q.;?A. Y/ /=
Date aAme Lied M- Morris

Title:  pirector, Division of Public Health Srvcs.

VK DOVER LLC

OocuSignad by:
12/23/2020 : ! Tave qugz,
Date ame tard verge

Title:  aAdministrator

VK DOVER LLC
$8-2021-DPHS-11-LONGT-14-A01 Page 2 of 2
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT B AMENDMENT 1

Methods and Conditions of Payment

1. Grantee shall register with the Department of Administrative Services for a State of New
Hampshire vendor number (see page 1, para 1.8) in order for a payment to be issued. Payment
will be issued by check or ACH, depending on the vendor registration.

2. The Department shall pay the Grantee a total amount of $ 93,900.00, for the number of test listed
in Section 4. '

3. The Grantee shall contract with a Clinical Laboratory Improvement Amendment Certified clinical
laboratory, in accorance with Exhibit A-1 Scope of Services. The Department will pay for
services from the date the subgrantee contract is awarded until the contract end date of
December 30, 2020.

4.. The Grantee shall bill for COVID-19 tests performed, during the period specified in Section 3,
and will not exceed 939 test during the duration of the contract. A 10% plus or minus in staff is
allowable. '

Cost Per Test $100

4.1.The Contractor shall only bill by the number of staff in each individual facility and not by the
total number of staff in their combined facilities.

4.2.Funding for increased Surveillance Testing as specified in Grant Agreement_ Exhibit A-1,
Scope of Services, Subparagraph 1.6.2., and Outbreak Testing is a shared price limitation of
$1,874,400 across all vendors statewide.

4.3.The Grantee shall submit the Attachment A “New Hampshire Long-Term Care Facility
Sentinel Surveillance Tracking Form, Amendment #1" on the tenth (10) working day of the
following month, in which staff testing as outlined in Exhibit A-1 Scope of Services begins,
the Contractor shall:

4.3.1. Identifies and requests reimbursement for the number of Surveillance tests
performed in the prior month.

4.3.2. Identifies and request reimbursement for the number of QOutbreak tests performed
in the prior month.

4.3.3. The Grantee shall ensure the invoice is completed, dated and returned to the
Department in order to initiate payment.

5. The Grantee shall ensure the invoice is completed, dated and returned to the Department in order
to initiate payment.

6. In lieu of hard copies, all invoices may be assigned an electronic signature and emailed to

LTCFtesting@DHHS.nh.qov. Ds
Initials[ TU

12/23/2020
Date

Page 1 of 1
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NH DIVISIONOF

S

Public Health Services

whaAnhuies Licpartment of Heath and Heman Serviess

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill out form and return to: LTCFTesting(@dhhs.nh.gov

i) Name of facilitv:

l

-

2) How many siaff members does your facility have?

3) Stail testing lab utilized:

4) Reimbursement type (please check all that apply):

D Surveillance

D Outbreak/Response

D County rate greater than 5%

D County rate greater than 10%

5) How many residents does your facility have? {if outbreak/response is checked)

6) Resident testing lab utilized {if different lrom staff und outbreak/response is checked);

Month for reimbursement period: ISeIecl Month —l

Week 1 Second Test Date Total Staff Reasidents Tested Reimbursement
Week 1 Test Date R . . . Rate
(if applicable) | Tested {if applicable) Amount
} $100/Test
Week 2 Test Date Week 2 Seco?d Test Date Total Staff Relsldentls Tested Rate Reimbursement
(if applicable) Tested {if applicable) Amount
<” $100/Test
- T :
Week 3 Test Date Week 3 Secopd Test Date Total Staff Ref»ldent? ested Rate Reimbursement
(if applicable) Tested {if applicable) Amaunt
$100/Test
Week 4 Test Date Week 4 Seco!\d Test Date Total Staff Re'smient.s Tested Rate Reimbursement
{if applicable) Tested {if applicable) Amount
5100/Test
Week 5 Test Date | Week 5 Second Test Date Total Staff Residents Tested Rate Reimbursement
(if applicable) (if applicable) Tested (if applicable) Amount
“ $100/Test
}—Ds
Name Title

Date
v

N——

12/23/2020
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One Click Certificate of Good Standing

2 9+ 5 o+ > [Z

Search Business Business Information Payment Done

Business Details

Business Name: VK DOVER, LLC Business ID; 685455
) Foreign Limited Liabili ) ,
Business Type: oreign Limited Liability Business Status: Good Standing
Company ,
Busi i in State of
usiness Creation 01/18/2013 Name in Sta ? o VK DOVER, LLC
Date: - Formation:
Date of F tion i : '
| Celeotrormationingg, 1e/013
Jurisdiction:

Principal Office 20 East Sunrise Highway, Valle Mailing Address: 20 East Sunrise Highway, Valley

Address: y Stream, NY, 11581, USA Stream, NY, 11581, USA
Citizenship / State of .
'_ izenship / Sta teo Foreign/Delaware
Formation:
Last Annual
Report Year:
Next Report 2021
Year:
Duration: Perpetual
Business Email: tmueller@nathealthcare.com Phone #: 516-705-4800
e . . Fiscal Year End
Notification Email: tmueller@nathealthcare.com Iscal Year =0 NONE

Date:

Acknowledgment will be sent to the business email on record unless otherwise
requested.
[1 Iwould iike the acknowledgment to be sent to the following email address:

Email Address:

Note: Email address format is username@domain.net

https://quickstart.sos.nh.gov/online/OneClickReport 12/23/2020
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Filing Fee:

Filing Fee: $5.00
Electronic Filing Fee: $2.00

Total Fees: $7.00

Back Order Certificate of Good Standing

NH Department of State, 107 North Main St. Room 204, Concord, NH 03301 -- Contact Us
(/online/Home/ContactUSs)

Version 2.1 © 2014 PCC Technology Group, LLC, All Rights Reserved.

https://quickstart.sos.nh.gov/online/OneClickReport 12/23/2020



CERTIFICATE OF AUTHORITY

[, Marvin J. Ostreicher, hereby certify that:

(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)
1. L am the Managing Member of VK Dover, LLC dba Dover Center for Health and Rehabilitation (*Dover”} .
2. Tara Verge is duly authorized on behalf of Dover to enter into contracts or agreements with the State
Of New Hampshire and any of its agencies or departments and further is authorized to execute any and all
documents, agreements and other instruments, and any amendments, revisions, or modifications thereto, which
may in his/her judgment be desirable or necessary to effect the purpose of this vote.
3. This autherity remains valid for thirty (30) days from the date of this Certificate of Authority. | further certify
that it is understood that the State of New Hampshire will rely on this certificate as evidence that the person(s)
listed above currently occupy the position(s) indicated and that they have full authority to/binY the corporation. To

the State of New Hampshire, all such limitations are expressly stated herein.

Signature
Name: Marvin J. Ogfreicher
Title: Managing Meinhber

Dated:December 23, 2020

Rev. 03/24/20
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ACORD.. CERTIFICATE OF LIABILITY INSURANCE vt

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
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 any rights to the certificate holder in lieu of such endorsement(s).

PRODUCER ﬁfﬂﬂﬂ
USI Insurance Services LLC rn No, £y, 855 874-0123 mxc wop: 203 634-5701
530 Preston Avenue . EM

ADORESS:
Meriden, CT 06450 INSURER(S) AFFORDING COVERAGE NAIC ¥
855 874-0123

INSURER A ; MadPro RRG Risk Retention Group 13589
INSURED INSURER B : )

Dover Center for Health & Rehabilitaon

INSURER € :
c/o National Health Care Associates, Inc

INSURER D ;
20 East Sunrise Hwy. 2nd FI URER E
Valley Stream, NY 11581 -

INSURER F :

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS 1S TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERICD
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.

INSR IJ,NDDL SUBR

l{" TYPE OF INSURANCE POLICY NUMBER POUSY EFF 3 | (M POLIC EXP) LIMITS
A COMMERCIAL GENERAL LIABILITY NSC100602 01/01/2020|01/01/2021| EACH OCCURRENGE $1,000,000
X] cLams maoe [:] OCCUR - | BAMRE LA ey [$50,000
‘ ' MED EXF {Any one person) | $5,000
PERSONAL & ADV INJURY | 51,000,000
GEN’L AGGREGATE LIMrT APPLIES PER: GENERAL AGGREGATE $3,000,000
POLICY D JECT D Loc PRODUCTS - coMPioP AGG | 53,000,000
OTHER: $
AUTOMOBILE LIABILITY %OMBINED‘FNGLE LMIT T
ANY AUTO BODILY INJURY (Per person} | $
OWNED SCHEDULED -
D LY SeHeD BODILY INJURY (Per accident) | $
— HIRED NON-OWNED : PROPERTY DAMAGE s
AUTOS ONLY AUTOS ONLY (Per accident)
-
UMBRELLA LIAB oCCUR EACH OCCURRENCE 5
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED | I RETENTION S 5
WORKERS COMPENSATION PER OTH-
.mn EMPLOYERS' LIABILITY STATUTE I |ER
¥ PROPRIETOR/PARTNER/EXECUTIVE
OFFICERMEMBER EXCLUBED? |:| NIA E.L BACH ACCIDENT $
(Mandalory in NH) E.L. DISEASE - EA EMPLOYEE| $
es, describa under v
D SCRIPTION OF OPERATIONS bekw E.L. DISEASE - POLICY LIMIT | §

DESCRIPTION OF OPERATICNS / LOCATIONS / VEHICLES (ACORD 104, Additiona! Remarks Schadule, may be attached if more spaca is required)
**Supplemental Names**

VK Augusta, LLC dba Augusta Center for Health and Rehabilitation

Brattleboro Crossings LLC dba Pine Heights at Brattieboro Center for Nursing and Rehabilitation
EP Brattleboro Realty Brattleboro Crossings, LLC

VK Yarmouth, LL.C dba Brentwood Center for Health and Rehabilitation

(See Attached Descriptions)

CERTIFICATE HOLDER CANCELLATION
State of NH SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE
ate o THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN
Department of Health and Human Services ACGORDANCE WITH THE POLICY PROVISIONS.
129 Pleasant Street
COI‘\COI’d, NH 03301-3857 AUTHORIZED REPRESENTATIVE

| PRI

© 1988-2015 ACORD CORPORATION. All rights reserved.

ACORD 25 {2016/03) 1 of 2 The ACORD name and lego are registered marks of ACORD
#530546371/M29499358 S1BZP




DESCRIPTIONS (Continued from Page 1)

VK Brewer, LLC dba Brewer Center for Health and Rehabilitation

Bristol Crossings, LLC dba The Pines at Bristol Center for Health and Rehabilitation
Cambridge Health and Rehabilitation Center

VK Abington LLC Colony Center for Health and Rehabilitation

VK Newburyport LLC Country Center for Health and Rehabilitation

VK DOVER LLC Dover Center for Health and Rehabilitation

VK Bangor, LLC dba Eastside Center for Health and Rehabilitation

VK NATICK LLC ELIOT CENTER FOR HEALTH and Rehabilitation

EP Troy Crossings dba Pines at Heartwood Assisted Living Program

Glens Falls Crossings LLC dba Pines at Glens Falls Center for Health and Rehabilitation
EP GLENS FALLS REALTY LLC

VK Kennebunk, LLC dba Kennebunk Center for Health and Rehabilitation

Yom Tov Convalescent Inc dba Maywood Health

VK Waellesley LLC Newton Wellesley Ctr for Alzheimers Care

VK Norway, LLC dba Norway Center for Health and Rehabilitation

VK Marlborough LLC The Reservoir Center for Health and Rehabilitation

Rutland Crossings LLC DBA The Pines at Rutland Center for Nursing and Rehabilitation
EP Rutland Acquisition, LLC

VK East Bridgewater LLC Sachem Center for Health and Rehabilitation

New Milford Crossings, LLC Village Crest Center for Health and Rehabilitation
Woestgate Center for Health and Rehabilitation '

VK Bath, LLC dba Winship Green Center for Health and Rehabilitation

RE: Dover Center for Health & Rehabilitaon, 307 Plaza Drive, Dover, NH 03820,

SAGITTA 25.3 (2016/03) 2 of 2
#530546371/M29499358




Client#: 1196576

ACORD.. CERTIFICATE OF LIABILITY INSURANCE

DOVERCEN

DATE {MM/DD/YYYY)

12/02/2020

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

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

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 any rights to the certificate holder in lieu of such endorsement(s).

PRODUCER CORTACY
usli :;lsurance Services LLC PHONE . 855 874-0123 FAX op. 203 634-5701
] 530' reston Avenue EMAL
Mariden, CT 06450 INSURER{S) AFFORDING COVERAGE NAIC ¥
855 874-0123 INSURER A ; MEMIC Indemnity Co 11030
INSURED INSURER B :
Dover Center for Health and
. . . INSURER € ;
Rehabilitation; 20 East Sunrise Highway NSURER D+
Valley Stream, NY 11581 -
INSURERE :
INSURER F :
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 PERIQD
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,

3 FOLI POLI
'LNTSRR TYPE OF INSURANCE 2oL %"V%R POLICY NUMBER (uarlbg EFF) (MSEEW) LIMITS
COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE s
| CLAIMS-MADE I:I OCCUR B&Eﬁgig?g;%r%me) $
MED EXP {Any ong person} $
N PERSONAL & ADV INJURY | $
GENL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE [
] PRO-
___| Poucy D JECT ‘:l LOG PRODUCTS - COMPIOP AGG | §
OTHER: $
AUTOMOBILE LIABILITY C[E ogMgaggl?ég\DtP INGLE LIMIT 3
ANY AUTO BODILY INJURY {Per person) |$
TS onLy 28;'52”““ BOOILY INJURY {Per accident) | $
— | HIRED NON-OWNED PROPERTY DAMAGE s
AUTOS ONLY AUTOS ONLY (Per accident)
s
UMEBRELLA LIAB OCCUR EACH OCCURRENCE $
EXCESS LIAB CLAIMS-MADE AGGREGATE $
DED I I RETENTIONS $
WORKERS COMPENSATION PER oTH-
A |WORKERS COMPENSATION N 5101800620 07/01/2020|07/01/2021| X [ERryre | [SF
ANY PROPRIETOR/PARTNEREXECUTIVE
OFFICERMEMBER EXCLUDED? E N/A E.L EACH ACCIDENT 31,000,000
{Mandatory in NH) E.L. DISEASE - EA EMPLOYEE] $1,000,000
if yas, describe undar
Déesscmp'non OF OPERATIONS below E.L. DISEASE - POLICY LiMIT | 51,000,000

DESCRIPTION OF OPERATIONS | LOCATIONS { YEHICLES (ACORD 101, Additional Remarks Schedule, may be attached If more space is required)

CERTIFICATE HOLDER

CANCELLATION

State of NH

Department of Health and Human Services
129 Pleasant Street

Concord, NH 03301-3857

SHOULD ANY OF THE ABQVE DESCRIBED POLICIES BE CANCELLED BEFORE

THE EXPIRATION DATE THEREOF,

ACCORDANCE WITH THE POLICY PROVISIONS,

NOTICE WILL BE DELIVERED IN

AUTHORIZED REPRESENTATIVE

otn Lt tsc .

#530541072/M28985516

© 1988-2015 ACORD CORPORATION. All rights reserved.
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