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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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603-27M501 1-800-852-3345 Ext 4501

Fax: 603-271-4827 TDD Access: 1-800-735-2964

www.dhhs.nh.gov

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 CO\/ID-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).

Contractor

Name*

Vendor

Code

Current -

Individual

Price

Limitation

Current -

Shared

Price

Limitation

Increase

(Decrease) -
Individual

Price

Limitation

Increase

(Decrease) •
Shared

Price

Limitation

Revised •

Individual

Price

Limitation

Revised -

Shared

Price

Limitation

Revised •

Total Price

Limitation*

^Greenbriar
Operations,
-LLC. 284076

$79,100 $70,800 $149,900 $2,024,300

Bear Mt

•Hanover, LLC 314699
$27,400 $34,400 $61,800 $1,936,200

Bedford

Nursing &
Rehabilitation

Services, LLC 262015

$29,600

Current

Total
Shared

Price

Limitation

-$0 ^

$36,800

Increased

$66,400

Revised

Total

Shared

Price

Limitation -

$1,874,400

$1,940,800

Bel-Air Nursing
and Rehab

Center, Inc. 257972

$22,500 $19,200
to Shared

Price

Limitation -

$41,700 . $1,916,100

Colonial Poplin
Nursing Home,
Inc. 234608

$29,000 $33,600

$1,874,400
$62,600 $1,937,000

County of
Belknap 237705

$44,800 $57,600 $102,400 $1,976,800

County of
Carroll 233410

$70,500 $62,800 $133,300 $2,007,700

County of
Cheshire 232899

$108,000 $97,200 $205,200 $2,079,600

The Deportment of Health and Human Services' Mission is to join communities and families
in providing opportunities for ciluens to achieve health and independence.
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County of Coos 177270 $60,600

County of Coos 232841 $60,600

County of
Hillsborouqh 233087

$98,000

County of
Grafton 233411

$70,000

County of
Merrimack 233015

$237,300

County of
Sullivan 233088

$61,600

Edgewood
Manor, Inc. 231353

$80,000

Franklin Home

for the Aged
Association 154062

$13,000

GENESIS

HEALTHCARE

HOLDING

COMPANY 1,

INC. 231518

$849,200

Greenleaf

Properties, Inc. 233422
$24,800

Hanover Hill

Health Care

Center Svcs 242754

$56,000

Heartland

Healthcare

Center LLC 257277
$34,600

Holy Cross
Health Center,

Inc. 234399

$25,200

Jeffrey
Rehabilitation

and Nursing
Center LLC 305851

$28,000

Memorial Eider

Health

Services 283481
$29,900

Merrimac

Medical

Investors, LLC 240265

$49,600

Metro Health

Foundation of

New

Hampshire,
Inc. 237706

$74,500

New

Hampshire
Catholic

Charities 233250

$233,000

NH Odd

Fellows Home 233413
$39,200

Peak

Healthcare at

Keene, LLC. 337035

$28,000

$77,200 $137,800

$77,200 $137,800

$0 $98,000

$90,000 $160,000

$212,400 $449,700

$79,200 $140,800

$72,000 $152,000

$15,600 $28,600

$946,400 $1,795,600

$31,600 $56,400

$71,600 $127,600

$40,400 $75,000

$32,000 $57,200

$24,800 $52,800

$25,600 $55,500

$62,800 $112,400

$66,000 $140,500

$224,800 $457,800

$50,400 $89,600

$36,000 $64,000

$2,012,200

$2,012,200

$98,000

$2,034,400

$2,324,100

$2,015,200

$2,026,400

$1,903,000

$3,670,000

$1,930,800

$2,002,000

$1,949,400

$1,931,600

$1,927,200

$1,929,900

$1,986,800

$2,014,900

$2,332,200

$1,964,000

$1,938,400
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Peak

Healthcare at

Portsmouth,

LLC. 337037

$53,900

Peak

Healthcare at

Rochester,

LLC. 337036

$31,600

Pearl Street

Healthcare

Center LLC 257276
$56,000

Peterborough
Retirement

Community At
Upland Farm,
Inc. 334149

$58,800

Rannie

Webster

Foundation 231474
$46,600

Rockingham
County 177468

$116,000

Salemhaven,

Inc. 233321
$57,900

School Street

Associates Inc. 233412
$12,400

Silverstone by
Hunt 305851

$41,000

St. Joseph
Residence. Inc. 234866

$20,200

Strafford

County Nursing
Home 233530

$150,200

Taylor
Community 318565

$82,200

The Courville

at Nashua. Inc. 232813
$28,000

The Courville

at Manchester,
Inc. 232813

$28,000

The Morrison

Hospital
Association 216949

$29,400

The Prospect-
Woodward

Home 325292
$24,200

The

Rivenwoods

Group 336365

$143,100

United Church

of Christ

Retirement

Community,
Inc. 232807

$92,400

$47,600

$36,800

$50,400

$75,600

$59,200

$148,000

$51,200

$14,800

$52,000

$23,600

$134,400

$73,200

$36,000

$36,000

$36,800

$30,400

$129,600

$118,800

$101,500

$68,400

$106,400

$134,400

$105,800

$264,000

$109,100

$27,200

$93,000

$43,800

$284,600

$155,400

$64,000

$64,000

$66,200

$54,600

$272,700

$211,200

$1,975,900

$1,942,800

$1,980,800

$2,008,800

$1,980,200

$2,138,400

$1,983,500

$1,901,600

$1,967,400

$1,918,200

$2,159,000

$2,029,800

$1,938,400

$1,938,400

$1,940,600

$1,929,000

$2,147,100

$2,085,600
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Villa Crest

Healthcare

Center LLC 257278

$42,000 $54,000 $96,000 $1,970,400

VK Dover, LLC 249974 $49,900 $44,000 $93,900 $1,968,300

$3,727,800 $0 $3,900,800 $7,628,600 $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

State

Fiscal

Year

Class /

Account
Class Title

Job

Number

Current

Price

Limitation

Increase

(Decrease) to
Individual

Vendor Price

Limitation

Revised

Price

Limitation

2021 103-502507
Contracts for

Op Svc
90029000

$3,727,800 $5,775,200 $9,503,000

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 Departrhent 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

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 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: $2,024,300

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 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. <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.

Greenbriar Operations, LLC.
SS-2021-DPHS-11-LONGT-25-A01 Page 1 of2
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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

12/23/2020

Date

^DoyjSlgntd by:

Title: Director, Division of Public Health srvcs

Greenbriar Operations, LLC.

-OocuSignad by:

12/23/2020

Date , ^.raunhalgh
Title: Administrator

Greenbriar Operations. LLC.
SS-2021-DPHS-11-LONGT-25-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 $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 Outtireak 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
LTCFtestinQ@DHHS.nh.QOv.

■OoeuSigned by:

Date_
Page 1 of 1

Initol
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^o-
NH DIVISION or

l^iblic Health Services
Dcpiinmi:nt.il')!cahh ;iivl llunmStivic

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

Please fill oui form and return to: LTCFTcsting@dhhs.nh.gov

I) Name of faciiit\':

2) How many stafTmembers does your facility have?

3) Staff testing lab utilized:

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

□ Sur\'eillance

□ Outbreak/Response

□ County rale greater than 5%

□ County rale greaterlhan 10%
5) How many residents does your facility have? (if outbreak/response is chocked)

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

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name Title Date

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 to transact business in New Hampshire on September 08, 2020. 1

further certify that all fees and documents required by the Secretary of State's ofTice have been received and is in good standing as
far as this office is concerned.

Business ID: 850233

Certificate Number: 0005004178

%
%

uu

IN TESTIMONY WHEREOF.

I 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.

William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY

, 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 /j_C^ .
(dorporation/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
■ 20^0 . at which a quorum of the Directors/shareholders were present and voting

(Date)

VOTED: That i^r^W,C\Cx AM^viin;<;Vt-r.-V-c5r _ (may list more than one person)
(Name and Title of Contract-Signatory)

is duly authorized on behalf of tiy 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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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.

Dat0d:_iaJ.SLUap^O
Sigriature of Elected Officer
Name:

Title:

Rev. OZI24I20



DocuSign Envelope ID: 65D46029-3951-48E7-B822-F20599C1679E

CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/DD/YYYY)

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 pollcy(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

•Fairmont Ins. Brokers. Ltd.

1600 60th Street

Brooklyn NY 11204

NAME*^^ Andrew Gross
F.,V (718)232-3300 (718)256-9062

AOO*RESS- a9''OSS@fairmontins.com
INSURER(S) AFFORDING COVERAGE NAICS

INSURER A: National Fire & Marine
INSURED

Greenbriar Operations LLC DBA Greenbriar Rehab and Healthcare

55 Harris Road

Nashua NH 03062

INSURER B :

INSURER C :

INSURER 0 :

INSURER E :

INSURER F :

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.

INSR
LTR TYPE OF INSURANCE

ATTOi:

IM50

bUBK

wvn POLICY NUMBER
POLICY EFF

(MM/DD/YYYY)
POLICY EXP

(MM/OO/YYYYl LIMITS

A

COMMERCIAL GENERAL LIABILITY

E  1 1 OCCUR
le 11/1/2020

NSC100596 11/15/2020 11/15/2021

EACH OCCURRENCE S 1,000.000

X CLAIMS-MAO UAMAUE lU KhNIkU
PREMISES (£a occurrenca)

J 200.000

X GLPL Retro Da
MED EXP (Any one oersonl 5 5.000

PERSONAL & ADV INJURY S 1.000,000

GEfJt AGGREGATE LIMIT APPLIES PER:

POLICY n Q LOG
OTHER;

GENERAL AGGREGATE S 3.000,000

PRODUCTS - COMP/OP AGG S 3,000.000

$

AU1OMOBILE LIABILITY COMBINED SINGLE LIMIT
(Fa arddenil S

ANY AUTO

OWNED

AUTOS ONLY
HIRED
AUTOS ONLY

SCHEDULED

AUTOS
NON-OWNEO
AUTOS ONLY

BODILY INJURY (Per person) s

BODILY INJURY (Per acoWem) $

PROPERTY DAMAGE
tPar acdrtantl s

s

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE s

OED RETENTION S s
WORKERS COMPENSATION

AND EMPLOYERS- LIABILITY y / N
ANY PROPRIETORfPARTNER/EXECUTIVE | 1
OFFICER/MEMBER EXCLUDED?
(Mandatory In NH) ' '
Ifyas. deacrlba undar
DESCRIPTION OF OPERATIONS below

N/A

PER OTH-
STATUTE ER

E.L, EACH ACCIDENT $

E.L. DISEASE - EA EMPLOYEE s

E.L. DISEASE - POLICY LIMIT s

A
Professional Liability

NSC100596 11/15/2020 11/15/2021

Each Occurence

Aggregate

1.000,000

3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS/VEHICLES (ACORO 101. Additional Romarks Schadula, may ba aiiachad If mora tpaea Is raqulrad)

/

Proof of Insurance

1

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

ACORD25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORO name and logo are registered marks of ACORO
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AC^RD CERTIFICATE OF LIABILITY INSURANCE DATE {MM/ODrrVYY)

12/23/2020

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 lieu of such endorsement(s).

PROOUCER

Fairmont Ins. Brokers, Ltd.

1600 60th Street

Brooklyn NY 11204

NAMEt*^^ Rochelle Halperin
(718)232-3300 (718)256-9062

ADC^ESS' '1^3'Pe^f^@(a''''T'ontln$.com
INSURER(S) AFFORDING COVERAGE NAIC f

INSURER A Atlantic Charter Insurance Company

INSURED

Greenbriar Operations LLC DBA Greenbrlar Rehab and Healthcare

55 Harris Road

Nashua NH 03062

INSURERS

INSURER C

INSURER D

INSURER E

INSURER F

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.

LTR TYPE OF INSURANCE
ADOL

IM5P
SUBR
wvn POLICY NUMBER

POLICY EFF
(MM/DD/YYYYl

POLICY EXP
(MHUDO/YYYYl LIMITS

COMMERCIAL GENERAL LIABILITY

e  1 1 OCCUR
EACH OCCURRENCE %

CLAIMS-MAD
DAMAOE TO RENTED
PREMISES fFa (xmirrennnt S

MEO EXP (Any one person) s

PERSONAL 8 ADV INJURY %

GEfTL AGGREGATE LIMIT APPLIES PER:

POLICY n JEirf CH LOC
OTHER:

GENERAL AGGREGATE s

PRODUCTS - COMP/OP AGO s

s

AU1OMOBILE LIABILITY COMBINED SINGLE LIMIT
(Ee aeddent) s

ANY AUTO

OWNED

AUTOS ONLY
HIRED
AUTOS ONLY

BODILY INJURY (Per person) s

Al rros
N-OWNED
TOS ONLY

BODILY INJURY (Per acddeni) $

NL
Al

PROPERTY DAMAGE
/Per acddenil s

s

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAIMS-MAOE

EACH OCCURRENCE s

AGGREGATE s

OED RETENTION S s

A

WORKERS COMPENSATION

AND EMPLOYERS'LIABILITY

ANYPROPRIETOR/PARTNER/EXECUTIVE rTTI
0FFICER/MEM8ER EXCLUDED? '
(Mandatory In NH) ' '
If yes. describe under
DESCRIPTION OF OPERATIONS below

N/A WCA00572300 11/01/2020 11/01/2021

PER OTH-
STATUTE £R

E.L. EACH ACCIDENT S 1,000.000

E.L. DISEASE • EA EMPLOYEE S 1,000,000'

E.L. DISEASE - POLICY LIMIT S 1,000.000

DESCRIPTION OF OPERATIONS / LOCATIONS/VEHICLES (ACORO 101, Additional Ramarkt Schodula, may ba attachod If mora tpoea It roqulrtd)

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

ACORO 25 (2016/03)

©1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD



DocuSign Envelope ID: E0373F3E-8AB4-42BD-9479-C8771264A7FC

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 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. <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.

BEAR MT HANOVER LLC

SS-2021-DPHS-11-LONGT-27-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 parlies have set their hands as of the date written below.

State of New Hampshire
Department of Health and Human Services

12/22/2020

Date

—DouSigntd by:

12/22/2020

Date

Title: Director, Division of Public Health Srvcs

BEAR MT HANOVER LLC

—OoeuS)gn«d by;

1' s I ey

Title: Admi n i st rato r

BEAR MT HANOVER LLC

SS-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 numberof 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.

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
LTCFtestina@DHHS.nh.QOv.

' M
Initial!

^  12/22/2020
Date

Page 1 of 1
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AlA

DIVISION OH

{\iblic Health Services
UvpannumoDlcAlih Utl iluiuaiiServicr^

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

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

I) Name of facility:

2) How many staff members does your facility have?

3) StafTtesting lab utilized:

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

□ Surveillance

□ Outbreak/Response •

□ County rate greater than 5%

□ 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 staff and outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

1 SlOOAest

..1 . •% T . rv . Week 2 Second Test DateWeek 2 Test Date ... ,. ,1  (if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

1 SlOO/Test 1
Week 3 Test Date

Week 3 Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rale
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Name Title
Ad

Date

12/22/2020
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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 BEAR MT HANOVER LLC is

a New Hampshire Limited Liability Company registered to transact business in New Hampshire on March 12,2019. 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: 814669

Certificate Number: 0005033915

4^

y
O

fe)

IN TESTIMONY WHEREOF.

I hereto set my hand and cause to be afll.xed

the Seal of the State of New Hampshire,

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

William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY

vV\
X 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 lAloj-n ^ u-c
(Corporation/LLC Name)

2. The following ̂  a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
-2.0—, 20 at which a quorum of the Directors/shareholders were present and volina

(Date)

VOTED: That (^nay ^lore than one person)
(Name and Title of Contract Signatory)

is duly authorized on behalf of 6^ trWoud- h-C to enter into contracts or agreements with the State
(Name of Corporation/ LLC)

hLm!!1 agencies or departments and further is authorized to execute any and aiidocuments 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.

amended or repealed and remains in full force and effect as of the

♦hil f u" amendment to which this certificate is attached. This authority remains valid for
M  ̂ f of Authority. I further certify that it is understood that the State ofNew Hampshire wHI rely on this certificate as evidence that the person(s) listed above currently occupy the

r ^7- 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: izhi I zo
Signature of Elected Officer
Name: ■Sc^Tr.-zrsV:.^^,
Title: n i v ^

Rev. 03/24/20
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vnenm: JACCHEAL

ACORD„ CERTIFICATE OF LIABILITY INSURANCE DATE(MM«yym)

12/18/2020
THlSC^IU-ICAifc to tetoUbU Ai> A Mai i tK vi" INFORMADON ONLY AND CONFERS MO RIGHTS UPON TTO CERTIFICATE HOLOSL THIS
CERTTHCATC DOES NOT AFFIRMATIVELY OR NEfiAnVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING OfSURER(S), AUTHORIZED
^fPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.
IMPORTANT: If the certificate bolder is en ADDITIONAL IJseURED, the poBcyfles) must have ADOmONAL INSURED provisions or be endorsed.
If SUBROGATION IS WAIVED, subject to the terms and conditiofts of tte pol^, certain poDdes may require an endorsement A statement on
thb certlficato does not confer any rights to die cettiticate h^der In lieu of such endorsementis).

psooucEa

US! Insurance Services LLC

530 Preston Avenue

Meriden,CT 06450

855 874-0123

Eofc 855 874-0123 fjSg 203 634-5701
E4UUL
ADORPSS-

mSUSEBO) AFFOftttHO COl^SAOe HAICS

MSUAER A: Hudson Excess Insurance Company 14484
iMsuita>

Bear Mountain Healthcare LLC

PO Box 549

Tenyvnie, CT 06786

atsuf&R B: AIM HtituaJ insurance Conqnny 33758

BtsuHER c: Libefty Suqrius Insurance Corporation 10725

DtsufteR 0: Zurfd) American Insurance Company 16535

otsuRER E; TravMers Casualty 4 Sure^ 31194

MSURERF:

TWS IS TO CERTTFY THAT THE POLICIES OF MSURAMCE USTE) BBJjW HAVE BEB4 ISSUED TO THE DOSURSJ NAMED ABOVE FORTHE POUCYPEROD
tNpiCATW. NOTWITHSTANDING ANY REQUB?aiENT, O? CONDmOU OF ANY CONTRACTOR OTHSi DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE WSURAMCE AFFORDH) BY THE PCMJOES OESCRISED H5ZE1N IS SUBJECT TO ALL THE TERMS
EXCUiaONS AND CONDmONS OF SUCH POLICIES. UMTTS SHOWN MAY HAVE BEN REDUCSJ BY PAID

ISSR
LIR

B

TYPE OF MSURAMCE

COIDIERCML OEMERAL UABaJTY

]cLASMS<MADE Q OCCUR

ESiliOTI POLICY ItUtffiER

Professional Uab

Cain AGGREGATE LiMTT PER

POUCvl I j LOC
OTHER:

AimMIOB&£ UABaJTY

ANY AUTO

OWNED
AUTOS ONLY
HJRH)
AUTOS ONLY

mSRELLAUAS

EXCESS UAB

SCHEDUIED
AUTOS
NON'OWKCD
AUTOS ONLY

OCCUR

OAIMSMADE

0B3 I RETEtmOWt

WORKERS COBPENSATIOM
AND aaPLOYERS UASajTY

AMY PROPRETOWPARTNEWEXEClmVF
CRTCERMEMSei BCCUOED?
(MtTHtieoiylnWH)
Ifyes, dMCrib* und«r

OF OPERATIONS balow

Y/N

s

on Tank-Parkway

Crime

N/A

HFF1002112001

HFF1002112001

BAP7836525 12/15/2020

WRZ80080072092020A

IRONTX009043761

106796568

POUCYEFF
OnCDO/YYYYT

12/15/2020

12/15/2020

12/15/2020

11/30/2020

12/15/2020

POUCYEXP
iMWDiymY) LttOTS

12/15/2021 EACH OCCURRENCE

12rt 5/202^

12/15/2021

12/15/202t

waJBCPI/toyonapanca)

PERSONAL 2 AOV INJURY

GENBUU. AGGREGATE

PRODUCTS - COMROP AGG

COMBMBISlN&EUMn'
fEaaedderm

BODILY MJURY (P«r peoaQ

BODILy MJURY <PW

PROf%RTYOAUA^
fpCT aeddenn

EACH OCCURRENCE

AGGREGATE

11/30/2021

12/15/2021

PER
ISTAT^ITF

OTH

ER—

EJ_ EACHACClCeNT

£J_ DISEASE - £A EMPLOYEE

£J_ DISEASE-POLUTTLIMn-

s1.000.000

slOO.OOO

510.000

s1.000.000

53.000.000

534)00.000

s1.000.000

s1.000.000

sl.000,000

5l .000.000

1.000.000

100,000

DESCRlPnON OF OPERATIONS / UICATKMS / VEMCLfS (ACORD101. AddOxnl RaaNB sctecua. my ba ssaelMd M »cn teraqnbKQ
Bear Mountain 320 Properties LLC & Bear Mountain 320 Operating LLC
320 M^ie Avenue, Great Barrington, MA 01230

Bear Mountain 148 Properties LLC & Bear Mountain 148 Operating LLC
148 Maple Avenue, Great Barrington, MA 0123.0
(See Attached Descriptions)

CERnnCATE HOLDER

^  Proof of Insurance SHOULD AMY OF THE ABOVE DESCRIBED POUaES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE nm tvpppn m
ACCORDANCE WRH THE POLICY nKMSIONS.

1

AUTH(»qZEO REPRESENTATIVE

ACORD 25 (2016/03) 1 ©f 3
® 1988-2015 ACORD CORPORA-nON. All rights reserved.

The ACORD name and logo arc registered marks of ACORD
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D|ESGg|F0ON$^(^

JACC Management LLC & JACC Healthcare Center of Norwich LLC

Crouch Ave, Norwich, CT 06360

JACC Management LLC & JACC Healthcare Center of Wlndham LLC
595 Valley St, WlllimantJc, CT 06226

West Roxbury Property Holdings LLC & Bear Mt West Roxbury LLC
5060 Washington SL 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 River Street, 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

^ssachusetts SNF 8 LLC & Bear MounUIn 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 Mountain 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, a Massachusetts business trust & Bear Mountain 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 Properties Business Trust, a Massachusetts business trust & Bear Mountain Reading LLC
-*4,64 Main Street, Reading, MA 01867

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

SACnTA 25J (2016/03) 2 Of 3
#S30676860/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 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 posltivity
rate In the county In which the Contractor operates:

1.6.1.1. <5% County Positivlty 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.

BEDFORD NURSING & REHABILITATION SERVICES LLC

SS-2021 -DPHS-11 -LONGT-19-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

Oo«Signtd by;

12/18/2020 ^
Date Mom s

Title: Director, Division of Public Health srvcs

BEDFORD NURSING & REHABILIATION SERVICES LLC

-OeeuSigntd by:

12/18/2020
OocuSiQfttfl by:

I  lerDate

Title: Administrator

BEDFORD NURSING & REHABILITATION SERVICES LLC

SS-2021 -DPHS-11 -LONGT-19-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 8 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 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
LTCFtestinQ@DHHS.nh.QOv.

Initial

Page 1 of 1

^

j/u.

 12/18/2020
Date
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-•/nh division on
l\iblic Health Services
Dcp^iiracniorilcrJih anl liunioi: ServioTS

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

Please fill out form und return to: LTCFTesiing@dhhs.nh.gov

1) Name offaciliK'!

2) How many staff members docs your facility' have?

3) Staff testing lab utilized:

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

□ Sur\'eillancc

□ Outbreak/Response

□ County rale greater than 5%

□ County rate greater than 10%
5) How many residents docs your facility have? (if outbreak/response is checked)

6) Resident testing lab utilized (if difierenl from stafTand outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

$100/Test 1
Week 2 Test Date

Week 2 Second Test Date
(if applicable)

Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test 1

Name Title Date

12/18/2020
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QuicKStart

Business Information

(/online/Home/)0Back to Home (/online)

Business Details

Business Name:
BEDFORD NURSING & REHAB

SERVICES, LLC

^  Domestic Limited Liability
Business Type: ̂

Company

Management Style: Manager Managed

Business Creation Date: 07/01/2014

Date of Formation in ^
,  . .. . 07/01/2014
Jurisdiction;

Principal Office Address: 480 Donald Street, Bedford, NH,

03110, USA

Citizenship / State of ̂
Domestic/New Hampshire

Formation:

Duration: Perpetual

Business Email: john.turcotte@BNRCenter.com

Notification Email: NONE

Business ID: 710969

Business Status: Good Standing

Name in State of

Formation:
Not Available

Mailing Address: NONE

Last Annual
2020

Report Year:

Next Report Year: 2021

Phone #: 603-622-4323

Fiscal Year End

Date:
NONE

Principal Purpose

S.No NAICS Code NAICS Subcode

OTHER / Provide skilled care residential nursing
and rehabilitation services

Page 1 of 1, records 1 to 1 of 1

http$;//quickstart.sos.nh.90v/online/Businesslnquire/Businesslnformation7businesslD=534646 1/2



DocuSign Envelope ID; 73E32CFD-08EA-4036-932F-C774ABC6C035

Principals Information

QuickStart

Name/Title

John M Turcotte / Manager

Page 1 of f. records 1 to 1 of 1

Business Address

480 Donald Street, Bedford, NH, 03110, USA

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

BNRC

Business ID

(/online/BusinessInquire/TradeNamelnformation? 711053

businessID=532693)

Bedford Nursing & Rehabilitation Center

{/online/BusinessInquire/TradeNamelnformation? 711048

businessID=5369S8)

Business Status

Active

Active

Trade Name Owned By

Name Title Address

Trademark Information

Trademark Number Trademark Name Business Address

No records to view.

Mailing Address

Filing History Address History View All Other Addresses Name History Shares

Businesses Linked to Registered Agent Return to Search Back

NH Depaitment of State, 107 North Main St. Room 204, Concord. NH 03301 -- Contact Us

(/onllne/Home/ContactUSI

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

https://quickstart.sos.nh.gov/online/Businesslnquire/Bu$inesslnformation7bu$inesslD=534846 2/2



CERTIFICATE OF AUTHORITY

1. ^ hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Offlcer of a
(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 20 2 Q. at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED; That r<^y /t l( i (may list more than one person)
(Name and Title of Contract Signatory)

Is duly authorized on behalf of h^tP /O^ enter Into contracts or agreements with the State
(Name of Corpor^on/ LLC) ̂  c-*-c_

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. I 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
positlon(s) Indicated and that they have full authority to bind the corporaliorrTb the extgnlthat there are any
limits on the authority of any listed Individual to bind the corporation In^odmracts wll/i ttyer^te of^Neyv Hampshire,
all such limitations are expressly stated herein.

Dated:
/SlgirgtO^Qf Elected
(Name: V 7#^ x.

Tttle: > y^c£C>

Rev. 03/24/20



ACORiCf CERTIFICATE OF LIABILITY INSURANCE DATE (MMJDOrrYYY)

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 INSURERfSI, AUTHORIZED
REPRESENTATIVE OR PRODUCER. AND THE CERTIFICATE HOLDER.

IMPORTANT: If the cortlflcato holder Is an ADDITIONAL INSURED, tho pollcy(los) must have ADDITIONAL INSURED provisions or bo endorsed.
If SUBROGATION 18 WAIVED, eubjoct to the terms and conditions of tho policy, certain pollcioo may require an ondorsomont A statement on
this certiflcato does not confer rights to tho cortlflcato holder In llou of such endorsemont(s).

PRODUCER

CGI Business Insurance

5 Dartmouth Drive

Auburn NH 03032

Ted Davis

K ph. (806)641-4600 (866)574-2443
ADMESS! 1T>avl8®CGIBu8lnosslnsurancc.com

INSUNER|8)APFOROINO COVERAGE NAICf

INSURER A CNA

INSURCO

Bedford Nursing & Rehab Services LLC

DBA: Bedford Nursing & RehablUtation Center

480 Donald St

Bedford NH 03110

INSURER B National Casualty Company

INSURER C

INSURER 0

INSURER E

INSURER F

T>

IN

0

B)

HIS IS TO CCk I ir-r I HAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
DICATED. NOTWfTHSTANDING ANY REQUtREMEfTT. TERM OR CONDfTlON OF ANY CONTMACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
iRTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HERF.IN IS SUBJECT TO ALL THE TERMS
(CLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOVW MAY HAVE BEEN REDUCED BY PAID CLAIMS,

LTR TYPE OF INSURANCE rSnfllmfl POLICY NUUDER
POUeVEFP

(UIWDD/YYYYl
IVJLICYEXP

(MM®0/YYYYI UMIT8

A

COMMCROALGEKERALUAeiUTY

E 1 1 OCCUR

602792490 IOrtDI/2020 10/01/2021

EACH OCCURRENCE , 1.000,000
J CLAIMS-IMC OAWAQIi TO HUNTED

PREMISES rPn ftyiirrancal , 100.000

MEO EXP (Am on* paiaon) , 10.000

PERSONAL S AOV W JURY , 1,000.000

0£rn. AGOnCQATE LIMIT APPUE3 PER;

pcucv n rnioc
OTHER;

GENERALAQGREOATE j 3,000.000

PRC0UCT6 • COMP/OP AGO ( 1.000,000

Employea Benefits t 1.000,000
AUTOMOaLE LiABiUTY

1

'

COUSiNEd LimIT
(Ea accklsnfl s

ANY AUTO

OWNED
AUTOS ONLY
HIREU
AUTOS ONLY

SCHEOULEO
AUTOS
NON.OVSfHEO
AUTOS ONLY

OOOILYIIUURY (Per Dwaor) s

BODILY INJURY (P«f aecktaiO 1

PHOPeHTV OaMAQE
fPer afriilwrtl t

s

A s
UMRRELU LlAB

EXCESS UAD

OCCUR

OAIUS-MAOE UMB60727250 ion:i/202o 10/01/2021

EACH OCCURRENCE , 5,000.000

agcreoate , 5,000.000
1 Oro 1 1 RETENTION S

s
I WORKERS COMPENSATION
AND EMPLOVeRS-UABXITV

ANYPROPRIETWRARTNER^CECUnvE | 1
0FFICERAHEM8GR EXCLUOeD?
(Mandito/y m NH) '
II m. SMcnba unMr
OeSCRIPTION OF OPERATIONS twiow

N/A

1

!

PER 1 OTH-
STATUTE 1 &

E.L EACH ACCIDENT s

G.L DISEASE • EA EMPLOYEE t

E.L DISEASE-POLICY LIMIT t

B
D&O Liability 6 EPL

EK03 347628 10/10/2019 10/10/2020

D&O Per Claim

D&O Aggregate

EPL Aggregate

$2,000,000

$3,000,000

$2,000,000
D68CRIPT10N OP OPeRATWNS 1 LOCATIONS f VEHICLES (ACORD 101. AddlUwul RMUlct SehaduK may b« aUaeOad U mon apM* t* raquliw])

Visiting Nurse Assoclallon of Manchester & Southern NH

1070 HoltAve. SIO1400

Manchester NH 03109

1

SHOULD ANY OF THE ABOVE DESCRIBED POLfCIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELfVEREO IN
ACCORDANCE WITH THE POUCY PROVISIONS.

AUTMORtZED REPRESENTAT1VB

ACORD 26 (2016/03)
G1988-2016 ACORD CORPORATION. All rights roserved.

Tho ACORD namo and logo are rogiatered marks of ACORD

seoogoavkiiD-dzce-scot^vgeo-adozeaez ;ai sdoioAug u&snooa
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Granite State Healthcare

[WEJl and Human Service Trust

PO Box 4197
Concord, NH 03302-4197

Issue Date 12/01/2020

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 HOLDER
Certificate Of Insurance

State of NH

Department of Health and Human Services
129 Pleasant Street
Concord, NH 03301-3857

Companies Affording Coverage
COMPANY

LETTER A
The Granite State Healthcare And Human

Services Self-Insured Group Trust
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 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 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 the policies
described herein is subject to all the terms, exclusions and conditions of such policies.

Type of
Insurance/Carrier Policy Number

Policy
Effective

Policy
Expiration

LIMITS

Workers' Comoensation

& Employer's Liability

The Granite State Healthcare

And Human Services Self-

Insured Group Trust

HCHS20200000202 2/1/202012:00 AM 2/1/202112:00 AM

W/C Statutory Limits

E.L. Each Accident

E.L. Disease - Pol Limit

E.L. Disease • Each Emp

$1,000,000

$1,000,000

$1,000,000

Excess Insurance

Midwest Employers Casualty Coq EWC009477 2/1/2020 12:00 AM 2/1/202112:00 AM
Workers' Compensation

Employer's Liability

Statutory

$1,000,000

Description of Operations: B) Excluded OfTiccr

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

MEMBER

Bedford Nursing &'Rehab Semces, LLC '
480 Donald Street,. • ■' .. r , •
Bedford, NH P3no

CANCELLATION , ^ ^ ^

Should iany of the above described policies be' canceled "
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 mall such notice shalU .<v

impose no obligation or liability of any. kind upon the
company, its agents or 'representatiyes. v " ^

12/01/2020

'  .'j' /'f >/ \-

Authorized Representative Date
•.v4.
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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
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: $1,916,100

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 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. <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.

BEL-AIR NURSING AND REHAB CENTER INC

SS-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, 2020-09, 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

>•—DofuSigrwd by:

12/23/2020 I
Qg^0 j^^gPBFBfibsaAIM. MOTfls

Title: Director, Division of Public Health Srvcs.

BEL-AIR NURSING AND REHAB CENTER INC

OocuSlgn«d by:

12/23/2020 I
Date Lenox

Title: ceo

BEL-AIR NURSING AND REHAB CENTER INC

88-2021-DPH8-11-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
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
LTCFtestinQ@DHHS.nh.Qov.

Initials

Page 1 of 1

^  12/23/2020
Date
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•; NH DIVISION01-

Public Healtli Services
l>:|unmi.-ni iil'Ilcntlh :umI Human Servic

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

Please fill oui form and return to: LTCFTcsting@dhhs.nh.gov

I) Name of facility:

2) How many staff members docs your facility have?

3) StalTtesting lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
3) How many residents does your facility have? (if outbreakyresponse 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

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name Title Date

12/23/2020
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Page 2 of 3

Business Information

Business Details

Business Name;
BEL-AIR NURSING AND REHAB

CENTERING

Business Type: Domestic Profit Corporation

Business Creation Date: 08/20/2013

Date of Formation in
.  . . 08/20/2013
Junsdiction:

Principal Office Address: 560 Granite Lake Rd, Munsonville,

NH, 03457, USA

Citizenship / State of
Domestic/New Hampshire

Incorporation:

Duration: Perpetual

Business Email; s.ellison@CLRM.com

Notification Email: NONE

Principal Purpose

S.No NAICS Code

Business ID: 696435

Business Status: Good Standing

Name in State of

Incorporation:
Not Available

Mailing Address: NONE

Last Annual Report
2020

Year:

Next Report Year: 2021

Phone#: 603-621-7100

Fiscal Year End
NO

Date:
NE

NAICS Subcode

^  OTHER / operate a residential care facility, including
nursing home services and rehabilitation services

Page 1 of 1, records 1 to 1 of 1

Principals Information

Name/Title

Robert W. Lenox / President

Robert W. Lenox / Treasurer

Robert W. Lenox / Secretary

Robert W. Lenox / Director

Page 1 of 1, records 1 to 4 of 4

Business Address

560 Granite Lake Road, Munsonville, NH, 03457, USA

560 Granite Lake Road, Munsonville, NH, 03457, USA

560 Granite Lake Road, Munsonville, NH, 03457, USA

560 Granite Lake Road, Munsonville, NH, 03457, USA

https;//qulckstart.sos.nh.gov/onllne/Businesslnquire/Businesslnformation?businesslD=523318 10/22/2020



CERTIFICATE OF AUTHORITY

1, Bette J. Lenox, hereby certify that;

1. 1 am a duly elected Clerk/Secretary/Officer 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 Directors/shareholders were present and voting.

VOTED; That Robert W. Lenox is duly authorized on behalf of Bel-Air Nursing & Rehab 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. 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. I 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(8) 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
Signature of Elected Officer
Name: Bette J. Lenox

Title: Vice President

Rev. 03/24/20
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ACORcf CERTIFICATE OF LIABILITY INSURANCE DATE IMM/ODATYY)

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 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 endor8ement(8).

PRODUCER

THE ROWLEY AGENCY INC.

45 Constitution Avenue

P.O. Box 511

Concord NH 03302-0511

NAME*''' Susan Gilman

rarN^n F.,,- (603) 224-2562 _ .so?,..,-sou
A "oRESS: s^ilmangrowleyagency. com

INSURER(S) AFFORDING COVERAGE NAIC f

INSURER A: Submissions
INSURED

Bel-Air Nursing and Rehab Center, Inc.

29 Center Street

Goffstown NH 03045

INSURERS:American Cas Co of Readina PA 20427

INSURER c : Columbia Casualty

iNSURERO;Granite State HC & HS

INSURER E :

INSURER F :

INSR
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 MAYBE 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

(IBBT
IRSO

TYPE OF INSURANCE
5ubr

mCL POLICY NUMBER
POLICY EPF

IMM/OO/YYYYl
POLICY EXP

(MM/DD/YYYYl

COMMERCIAL GENERAL LIABILITY

CLAIMS-MAOE nn OCCUR

GEha AGGREGATE LIMIT APPLIES PER;

POLICY □
OTHER:

PRO
JECT □LOC

PU36076054909

Pcofatiienftl Liability

91,000,000 Each Claia Limit

93,000,000 Ag9r«9ate Limit

Policy Aqgraqate Limit of

Insuranca; 96,000,000

2/1/2020 2/1/2021 EACH OCCURRENCE
DAMAGE TO RENTED
PREMISES lEa oceurrencel

MEO EXP (Any one peraoo)

PERSONAL & ADV INJURY

GENERALAGGREGATE

PRODUCTS - COMP/OPAGG

1,000,000

100,000

5,000

1,000,000

3,000,000

Included

AUTOMOBILE LIABILITY 60760S4943 2/1/2020 2/1/2021 COMBINED SINGLE LIMIT
(Ea acddenil 1,000,000

ANY AUTO
ALL OWNED
AUTOS

HIRED AUTOS

SCHEDULED
AUTOS
NON-OWNED
AUTOS

BODILY INJURY (Per persco)

BODILY INJURY (Per acdOeni)
PROPERTY DAMAGE
(Per aedflenn

UMBRELLA LIAB

EXCESS LIAB

OED

OCCUR

CLAIMS-MADE

6076054912 2/1/2020 2/1/2021 EACH OCCURRENCE 1,000,000

AGGREGATE 1,000.000
RETENTION $ 10.000

WORKERS COMPENSATION
AND EMPLOYERS- LIABILITY
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED?
(Mandatory In NH)
If yes. descrttM under
DESCRIPTION OF OPERATIONS below

H
HCHS20200000204

3A Stata; NH

2/1/2020 2/1/2021 PER
STATUTE

OTH
ER

E.L. EACH ACCIDENT 1,000,000

E.L. DISEASE - EA EMPLOYEE 1,000,000

E.L. DISEASE - POLICY LIMIT 1,000.000

DESCRIPTION OF OPERATIONS / LOCATIONS I VEHICLES (ACORO 101. Additional RemarVa Schedule, may be attached if more space Is required)
Attesting to liability coverages.

CERTIFICATE HOLDER CANCELLATION

FOR INFORMATIONAL PURPOSES ONLY

1

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

Susan Gilman/SJG y'^ AxjL^
ACORD 25 (2014/01)
INS025 (201401)

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: Identification., 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 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. <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.

COLONIAL POPLIN NURSING HOME INC

88-2021 -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 WHEREOF, the parties have set their hands as of the date written below.

State of New Hampshire
Department of Health and Human Services

12/18/2020
^OowSlgn»d by;

/^Ovvtv
Date Mo r r1 s

Title: Director, Division of Public Health Srvcs

COLONIAL POPLIN NURSING HOME INC

12/17/2020

Date

—OocuSign«<l by;

Title: admn

COLONIAL POPLIN NURSING HOME INC

SS-2021 -DPHS-11 -LONGT-21-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 $ 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 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 630 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
LTCFtestinQ@DHHS.nh.QOv. /—os

Initiala^

12/17/2020
Date

Page 1 of 1
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NH DIVISIONOl'

Public Health Services
Oepantntiiiol'Koalih ;inil Himi.iii Scn-ic

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

Please fill oul form and return to: LTCKTcsiing@dhhS-nh.gov

I) Name of facilitN'!

2) How many stalTmembers does your faci[it\' have?

3) Staff testing lab utilized:

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

□ Sur\'cillancc

Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) How many residents does your facility have? (ifouibreak/rcsponse is checked)

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

Month for reimbursement period; Select Month

1  1 T . rs . 1 Week 1 Second Test DateWeek 1 Test Date . . . .
1  (if applicable]

Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

1  T . rv . 1 Week 2 Second Test DateWeek 2 Test Date .
1  (if applicable)

Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

»./ 1 r. T . r. . 1 Week 3 Second Test DateWeek 3 Test Date
1  (if applicable)

Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Name Title Date

12/17/2020
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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 COLONIAL POPLIN

NURSING HOME, INC. is a New Hampshire Profit Corporation registered to transact business in New Hampshire on June 18,

1996. I further certify that all fees and documents required by the Secretary of State's offiee have been received and is in good

standing as far as this office is concerned.

Business ID: 251778

Certificate Number: 0005030717

Ik

o

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be afTi.xcd

the Seal of the Slate of New Hampshire,

this 20th day of October A.D. 2020.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

, hereby certify that;
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected ClerkySecretary/Officer of CoUtt.of 2Zf.. .
(Corporation/LL^ Name) ' f

2. The following is a true copy of a vote takeri at a meeting of the Board of Directors/shareholders, duly called and
held on , 20 ZO. at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: That — (may list more than one person)
(Name and Title of Contract Signatory)

Is duly authorized on behalf of Cerlou.'mf l/Ltf.u /i4.*Jo enter into contracts or agreements with the State
(Name of Corporation/ lCC)

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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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:

Signature of Elected Officer,
Name:

Title: ^

Rev. QZUmO
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/XCORD
COLOPOP.01

CERTIFICATE OF LIABILITY INSURANCE

LJUKIC

DATE (MfcUDD/YYYY)

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 pollcy(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(8).

PRODUCER

People's United Insurance Agency, Inc.
1555 Lafayette Road
Portsmouth, NH 03801

contact Anna Gallant, ACSR. CISR, CRIS

r®o. E«t; (603) 427-7534 413 f/jS. Not:(844) 254-7670
Anna.Gallant@peoples.com

INSURERtS) AFFORDING COVERAGE NAIC •

INSURER A Columbia Casualty Comoanv 31127

INSURED

Colonial Poplin Nursing Home, Inc.
Poplin Way, Inc & Bittersweet Prop, LLC

' 442 Main Street

Fremont, NH 03044

INSURER B New Hamoshire Emolovers Insurance 13083

INSURER C

INSURER D

INSURERS

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 HEREIN IS SUBJECT TO ALL THE TERMS.
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSR

LTR TYPE OF INSURANCE
ADDL
INSD

SUBR
WVD POLICY NUMBER

POLICY EFF
(MM/DD/YYYYI

POLICY EXP
(MM/DD/YYYYI LIMITS

A X COMMERCIAL GENERAL UABILITY

E 1 jOCCUR 6049803248 7/1/2020 7/1/2021

EACH OCCURRENCE
j  1,000,000

X CLAIMS-MAC DAMAGE TO RENTED
PREMISES (Ea occurraneal

MED EXP fAflv one oersonl

^  100,000
,  5,000

PERSONAL & AOV INJURY
j  1,000,000

GENl AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE
J  3,000,000

X POLICY 1_| 5^ I IlOC
OTHER;

PRODUCTS • COMP/OP AGG s

s

AUTOMOBILE LIABILITY
COMBINED SINGLE LIMIT

s

ANY AUTO

HEDULEO
TOS

fPo«?

BODILY INJURY (Per oersoo) s
OWNED
AUTOS ONLY

aIj^ ONLY

sc
AL BODILY INJURY (Per ewJdenil S

Eff
PROPERTY DAMAGE
(Per eccKJenti $

s

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE s

DEO RETENTIONS s

B WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY ^ ̂
ANY PROPRIETOR/PARTNER/EXECUTIVE nTI

If yes. datcrlba under
DESCRIPTION OF OPERATIONS bfllmv

N/A

ECC60040003442019A 1/22/2020 1/22/2021

y 1 PER 1 OTH-
1 STATin-F 1 ER

E-L. EACH ACCIDENT
J  100,000

E.L. DISEASE • EA EMPLOYEE
5  100,000

E.L. DISEASE - POLICY LIMIT
j  500,000

A Professional Liab 6049803248 7/1/2020 7/1/2021 $1,000,000 EA Claim 3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, AdditlontI R*m«fkf Seh*dul«. may t>« atuehad if mora apaca It raqulrad)

CERTIFICATE HOLDER CANCELLATION

New Hampshire Department of Health and Human Services
129 Pleasant St

Concord, NH 03301

1

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

ACORO 25(2016/03) © 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORO
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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 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: $1,976,800

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 OSO-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.

COUNTY OF BELKNAP

SS-2021 -DPHS-11-LONGT-02-A01 Page 1 of 2



DocuSign Envelope ID; F9D391B6-0395-401F-810A-8FD29BFE7891

' 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 reference herein.

3. Modify Grant Agreement Exhibit B, Methods and Conditions of Payment by replacing it in its
entirety with Modify Grant Agreement Exhibit 8, 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

1/14/2021

Date

^OofuSlgntd by;

Q& jyi.
Morns

Title: Director, Division of Public Health srvcs

COUNTY OF BELKNAP

-□ocuSign«d by:

1/14/2021

Dili ^
Title: county Administrator

COUNTY OF BELKNAP

SS-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 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 $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 specified 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 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.

4.3.2.

4.3.3.

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

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

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.aov.

Page 1 of 1
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Date
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DocuSign Envelope ID: F9D391B6-0395-401F-610A-8FD298FE7891

•; NH DIVISION OF
l\jblic Healtli Services
L'>cp;innicn) ol'ilralih Ukt liumaji Service

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

Please fill out form and return lo: LTCn"csting@dhlis.nh,gov

I) Name of facility;

2) How many stafTmembers does your facility have?

3) StafTtestins lab ulilized:

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

□ SuiA'cillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rale greater than 10%
5) How many residents docs your facilit>' have? (if ombrcak/rcsponse 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

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOOAest

Name Title
— 08

"09
Date

1/14/2021
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CERTIFICATE OF AUTHORITY

1. David DeVoy, hereby certify that:
(Name of the elected Officer of the Corporation/LLC: cannot be contract signatory)

1, 1 am a duly elected Cierk/Secretary/Officer of Belknap County.
(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 December 03, 2020, at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: That Debra Shackett (may list more than one person)
(Name and Title of Contract Signatory)

is duly authorized on behalf of Belknap County to enter into a contract or agreement with the Stale
(Name of Corporation/ LLC)

of New Hampshire DHHS 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 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. I 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
p6sition(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:_12/16/2020 _
Signature'of Elected Offic<
Name: David DeVoy
Title: Commissioner, Chairman

Rev. 03/24/20



DocuSign Envelope ID: F9D391B6.0395-401F-810A-8FD29BFE7891

Primex"
NH Public Risk Manag«m«m Exchange 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 memtker of Primex' is entitled to the categories of coverage set forth below. In addition, Primex' may extend the same coverage to rwn-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 tje 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 Uability 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 acdons 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 the coverage categories listed t)elow.

Participating Member: Member Number:

Belknap Ck)unty 607
34 Courity Drive
Laconia, NH 03246

Company Affording Coverage:

NH Public Risk Management Exchange - Primex^
Bow Brook Place

46 Donovan Street

Concord. NH 03301-2624 •

Type of Coverage Effective Date

fmrn/dd/Yvw)

Expiration Date

fmrn/dd/WYv)
Limits - NH Statutory Limits May Apply, If Not:

X General Liability (Occurrence Form)
Professional Liability (describe)

1/1/2020

1/1/2021

1/1/2021

1/1/2022

Each Occurrence $ 5,000,000

General Aggregate $ 5,000.000

O mSjT D Occurrence Fire Damage (Any one
fire)

Med Exp (Any or)e person)

X Ai

De

tomobile Liability
■ductible Comp and Coil: $1,000

Any auto

1/1/2020

1/1/2021

1/1/2021

1/1/2022
Combined Single Limit
{Eacti AcOdant)

Aggregate

$ 5,000,000

$ 5,000,000

X Workers' Compensation & Employers' Liability 1/1/2020

1/1/2021

1/1/2021

1/1/2022

X  Statutory $ 2,000,000

Each Accident $ 2,000,000

Disease - Each Employee

Disease - Pdicy umii

X Property (Special Risk Includes Fire and Theft) 1/1/2020

1/1/2021

1/1/2021

1/1/2022
Blanket Limit, Replacement
Cost (unless ott)erwise stated)

Deductible: $1,000

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: Additional Covered Party Loss Payee Primex' - NH Public Risk Management Exchange

By; Seti PmteO

Date: 12/16/2020 mDurcell@nhprimex.oraState of New Hampshire
Department of Health and Human Services
129 Pleasant Street
Concord, NH 03301

Please direct inquires to:
Primex' Claims/Coverage Services

603-225-2841 phone
603-228-3833 fax



state of New Hampshire
Department of Health and Human Services

Amendment #1

This Amendment to the Hospital-based Long Term Care Facility C0VID-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 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 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: $2,007,700

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
above 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. <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.

COUNTY OF CARROLL

SS-2021.DPHS-11-LONGT-33-A01 Page1of2



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 8. 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

01/14/2021

Date Name: Lisa Morris
Title: Director

COUNTY OF CARROLL

Date

COUNTY OF CARROLL

SS-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 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-i 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 payrhent.

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

Page 1 of 1
Date



NH DIVISIONOl'

("ublic Health Services
U>.'jwMOT,i off iMlih iu-kt iliiRkni;Sv;\:cei

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

Please I'll! out form and return to: LTCFTcsiing'gdhhs.nh.gov

I) Nameoffaciliiv:

2) How many statTmembers dow your fociiii^' have?

Staff testing lab uiilized:

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

□ Surveillance

□ Outbreak/Response

□ Coutity rate greater ilwn 5%

□ County rate greater than 10%

5) How many rcsidciiis docs your facility have? (ifoutbrcak/rcsponsc is chocked)

6) Resident testing lab utilized (ifdiffcrent from staff and ouibrcak7rospo«sc is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate Reimbursement
Amount

SlOO/Test 1
Week 2 Test Date Week 2 Second Test Date

(if applicable)
Total Staff

Tested
■ Residents Tested

(If applicable) Rate Reimbursement
Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable] Rare
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff

Tested
Residents Tested

(if applicable) Rate Reimbursement
Amount

1 SlOO/Test 1

Name Title Date

Date_



CERTIFICATE OF AUTHORITY

'z' GtmnoU CaJniutJiMjrA t-P Qntyii<si/ivi<ir^
(Name of the elected Officer of the Corporation/LLC; cannot t

, hereby certify that:
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 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. I 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
posltlon(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: /y/
—

Signature of Elected Officer
Name: /i/c-
Title

0

Tlacke

Rev. 03/24/20



Primex'
NH Public Risk Mono9«mcflt L(chang« 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 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, exdusions. amendments, rules, policies and procedures
^at am app^ble to the members of Primex', including but not h'mited to the final and binding resolution of all claims and coverage disputes before the
Primw Board of Trustees. The Additional Covered Party's per occurrence limit shall be deemed included in the Member's per occurrence limit, and
therefwe shall reduce the Member's limit of liaWlity 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. Covemga's C (Public Officials Errors and Omissions). D (Unfair Employment Practices). E (Employee Benefit Uability) 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. Ihe 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
atter the coverage afforded by the coverage categories listed below.

Pupating Member Member Number.

Carroll County 6(X)
95 Water Village Road
Ossipee. NH 03564

Company Affording Coverage:

NH Public Risk Management Exctiange - Primex'
Bow Broc^ Place

46 Donovan Street

Concord. NH 03301-2624

«  1 Typ^o/Cfoverege ■ 'i. r ' .HElYectNeOete^
■••Vmm/do^Vw^'

•;;_E*p/r»tfenOtfei
' fmm/dd^wvl' ' . Umha": NH Statutory Lirriits'May Apply.rif NoTn .

X General Uability (Occurrence Form)
Professional Liability (describe) 1/1/2020

1/1/2021

1/1/2021

1/1/2022

Each Occurrence S 5.000.000
General Aggregate S 5.000.000

O MadT D Occurrertce Fire Damage (Any one
fire)

Med Exp (Any one person)
X Automobile Liability

Deductible Comp and Coil; $1,000

Any auto

1/1/2020

1/1/2021

1/1/2021

1/1/2022
Combined Single Limit
(Eacn«cci<Mni)

Aggregate

S 5,000.000

5 5.000.000

X Workers' Coitipensation & Employers' Uability 1/1/2020

1/1/2021

1/1/2021

1/1/2022

X  1 Statutory 5 2.000,000

Each Accident 5 2.000.000

Disease - Eacn E.-nployM

Disease - Poi<y lrtu

X  Property (Special Risk Includes Fire and Theft) 1/1/2020

1/1/2021

1/1/2021

1/1/2022
Blanket Limit, Replacement
Cost (unless otherwise stated)

Deductible; SI.000

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: Additional Covorod Party Loss Payee Primex' > NH Public Risk Management Exchange

By: Sat pmiteO

Date: 12/8/2020 mDurceil^nhorimex.oraState of New Hampshire
Department of Health and Human Services
129 Pleasant Street
Concord. NH 03301

Please direct Inquires to:
Primex' Claims/Coverage Services

603-225-2841 phone
603-228-3833 fax



DocuSign Envelope ID: 76AC7175-5F1E-42E9-A25B-4FA8648DD612

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 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. <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.

COUNTRY OF CHESHIRE

S$-2021-DPHS-11-LONGT-07-A01 Page 1 of 2



DocuSign Envelope ID: 76AC7175-5F1E-42E9-A25B-4FA8648DD612

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

— by;

12/18/2020 ' ^Owiv

Date N

Title: Director, Division of Public Health srvcs

COUNTRY OF CHESHIRE

-OocuSlfln«d by;

12/18/2020 '

Date sj^ffpg4l®tt3¥18yw...K1ndopp

Title: Administrator

COUNTRY OF CHESHIRE

88-2021-DPH8-11-LONGT-07-A01 Page 2 of 2



DocuSign Envelope ID; 76AC7175-5F1E-42E9-A25B-4FA8648DD612

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

GRANT AGREEMENT EXHIBIT 8 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 $205,200.00, for the number of lest
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 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
LTCFtestinQ@DHHS.nh.Qov.

f  DS

I
Initials

kk

Page 1 of 1
Da,a 12A8/2020
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•; NH DIVISION or

l\iblic Health Services
Dcp^nneni oi'lIcr.Uh Ukl Huiuai;Service

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 your facility' have?

3) StafTtesting lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rule greater than 10%
5) How many residents does your facility have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100Aest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Name Title Date

12/18/2020
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CERTIFICATE OF AUTHORITY

.Robert England. .. hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Offlcer 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/shareholders, duly called and
held on December 30,2020, at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: That Kathryn Wndopp, Cheshire County Maplewood Nursing Home Administrator
(Name and Title of Contract Signatory)

Is dUy authorized on behalf of Cheshire 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, arxj any amendments, revisions, or modlRcations thereto, which
may In his/her judgment be desirable or necessary to effect the purpose of this vote.

3. 1 hereby certify that said yote has not been amended or repealed and remains In full force and effect as of the
date of the contract/contract amerximent to which this certificate Is attached. This authority remains valid for
thirty (30) days from 1he date of this Certificate of Authority. I further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the p0rson(s) listed above currently occupy the
po5ltjon(s) Indicated and thai 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:_12/30/20_ U.
Signature of Elected Officer
Name: Robert Englund
Title: Clerk of the Board of C^ommissjorters

Rev. 03/24/20
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Primed
NH PuUtc Rlik Manogtmint Exchong* CERTIFICATE OF COVERAGE

The Now Hampshiro Public Risk Managemont Exchange (Prltncx*) Is organized under Ihe New Hampshire Revised Statutes Annotated, Chapter 5-B,
Pooled Risk Management Programs. In accordance with those statutes. Its Trust Agroemont and bylaws, Primox' is authorized to provide pooled risk
management programs established for the benent of political subdivisions In the State of New Hampshire.

Each member of Primex' is onlitied 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 aro 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 Ihe Member's limit of liability as set forth by the Coverage Documents and Oederatlons. The limit shown may have been reduced
by claims paW on bohalf of tho member. General l.labllily coverage Is limited to Coverage A (Porsono! Injury Llabllily) and Coverage B (Property
Damage Liability) only, Coverage's C (Public Officials Errors and Omissions), D (Unfair Employment Practices), E (Employee Benefit Uablllty) and F
(Educator's Legal Uablllty 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 Primox*. As of tho dote this certificate Is Issued, Ihe Information set out below accurately reflects the
categories of coverage established for the cument 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 Ihe coverage categories listed below.

PofliclfMIng Mmbor. Member Number:

Choshiro County 601
12 Court Street

l8t Floor-Room 171

Keene, NH 03431

Compony Alfonil/Tg Coverape;

NH Public Risk Management Exchange - Prlmex®
Bow Brook Place

46 Donovan Street

Concord, NH 03301-2624

CfEffocl/vorpifoS fiSExpireribhOatd^
fLfmf/s-vNH'StatutoryiLlmlt8:MawApp!y;>lf!Not:^

X Goneral Liability (Occurrence Form)
Professional Liability (describe)

1/1/2020 1/1/2021 Eadi Occurrence S 5,000,000

General Aggregate $ 5,000,000

□ Mair D Occurrence Fire Damage (Any one
fire)

Med Exp (Any one person)

Automobilo Liability
Deductible Comp and Coll:

Any auto

Combined Single Limit
(Each Acddant)

Aggregate

X Workers' Compensation & Employers' Liability 1/1/2020 1/1/2021 X  Statutory $2,000,000

Each Accident $2,000,000

Disease — Each Employoo

Disease - poscy Umk

Property (Special Risk includes Fire and Theft)
Blar^et Limit, Replacament
Cost (unless olhervHso staled)

Description: Proof of Prlmex Member coverage only.

CERTIFICATE HOLDER: Additional Covored Party | ] Loss Payee Prtmsx*- NH Public Risk Management Exchange

By;

Date: 10/21/2020 mourcdltSJnhDrlmex.oraState of New Hampshire
Department of Health and Human Services
129 Pleasant Street
Concord, NH 03301

Ploase direct Inquires to;
Primox* Clolms/Covorego Services

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

Amendment

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 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. <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.

COUNTY OF coos

SS-2021-DPHS-11-LONGT-03-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

12/23/2020

Date ^

by:

Mbrris
ame:.

Title: Director, Division of Public Health srvcs

COUNTY OF COOS

-OoeuSrgncd by;

12/23/2020 I
Date

Title: nha

COUNTY OF coos

83-2021-DPHS-11-LONGT-03-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
LTCFtestinQ@DHHS.nh.Qov.

Initial^

Page 1 of 1

0^,^12/23/2020
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Vjr^' NH DIVISION or
^ ̂  l^iblic Healtli Services

Oqwfltncmorilc^.lih aixl HumanServicrs

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

Please fill out Ibrni and return to: LTCFresling@dlihs.nh.gov

I) Name of facilit\':

2) How many staff members docs your facilit>' have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ 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):

Month for reimbursement periotd; Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(If applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable] Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest 1

Name Title
•DS

lb
Date

12/23/2020



Coos County Commissioners' Office
I'.O. Hox 10

West SlewnrtslowM. N'.M. 03597

603-24G-332I

f:ix: 603-246-Ht17

CERTIFICATE OF AUTHORITY

I. R'Ck Samson. Clerk of New Hamoshire Cods County Board of Commissioners hereby certify that:
(Name of the decteO Officerof ttie Cofporaiion/lJ.C. cannoi be coiiiraci sifjiwiury)

1. lama duly elected Clerk/Secrelary/Officerof Cods County. New Hampshire. Board of Commissioners.
(CotporalioiWLLC Namo)

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 October 13. 2020. at which a quorum of the Directors/shareholders were present and
voting.

(Onto)

VOTED: That Lvnn f^. Beede. MSN. RN Nurslno Home Admlnlslrator (may list more than one person)
(Namo and Title of Conlmci Signatory)

is duly authorized on behalf of Coos Counlv. Nurslno Homo to enter into contracts or aoreomenls with
the State

(Name of Ccrporntion/ 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. I hereby certify that said vote has not been amended or repealed and remains in full force and eff ec t
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. I further certify that it is
understood that the State of New Hampshire will rely on this certificate as ovidonco that the person(s)
listed above currently occupy the posltion(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 expresslv slated
herein. '

Dated:
. Dec 29,2020 Samson

Riclwd Siimion (Dec 29,20201035 EST)

Signature of Elected Officer
Name:

Title:

COMMISSIONI-KS

Rev. O3/34/0WAS f^. DRAOY. Jcrfcrson • I'AIJI. K. C.KI-NlliK. Uerliii • RICK SAMSON. Sicw.irislown
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Primex"'
NH Public Risk Manogern«nt Lichonge 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 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 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 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: Member Number:

Coos County 602
PO Box 10

West Stewartstown, NH 03597

Company Affording Coverage:

NH Public Risk Management Exchange - Primex^
Bow Brook Place

46 Donovan Street

Concord. NH 03301-2624

Type of Coverage ^ "Effective Date

(mm/dd/ww)

Expiration Date

(mm/dd/ww)
Limits • NH Statutory Limits May Apply, If Not:

X General Liability (Occurrence Form)
Professional Liability (describe)

7/1/2020 7/1/2021 Each Occurrence $5,000,000
X General Aggregate $5,000,000

D MadT O Occurrence
Fire Damage (Any one
fire)

Med Exp (Any one person)

X At

De

tomobile Liability
ductible Comp and Coll: $1,000

Any auto

7/1/2020 7/1/2021
Combined Single Limit
(Each Accident)

Aggregate

$5,000,000

$5,000,000

X Workers' Compensation & Employers' Liability
1/1/2020 1/1/2021 X  Statutory

Each Accident $2,000,000

Disease — Each Employee $2,000,000

Disease - Policy umii

X Property (Special Risk includes Fire and Theft) 7/1/2020 7/1/2021 Blanket Limit, Replacement
Cost (unless otherwise stated)

Deductible:

$1,000

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: Additional Covered Party Loss Payee Primex* - NH Public Risk Management Exchange

By: tHrvuf ̂ etA PuneO

Date: 11/4/2020 mpurcelKSinhprimex.oraCoos County
PO Box 10

West Stewartstown, NH 03597
Please direct inquires to:

Primex* Claims/Coverage Services
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 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 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. <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.

COUNTY OF coos

SS-2021-DPHS-11-LONGT-04-A01 Page 1 of2
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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 8, 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

^DofuSign^d by:

12/18/2020 ' /^ovviv
Mu r" r' i b

Date h

Title: Director, Division of Public Health srvcs

COUNTY OF COOS

12/18/2020

Date

-OecuSigned by:

liwria ̂ Utls
115

Title: Nursing Home Administrator

COUNTY OF COOS

88-2021-DPH8-11-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 8 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
LTCFtestinQ@DHHS.nh.Qov.

Page 1 of 1
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•/nh division or
Public Health Services
Ocpanmcm ulUrahh imil llmiiiiiSci '.ic

New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill oul form and rclurn lo; LTCITcsting@dhhs.nh.gov

1) Name of facility:

2) How many stafTmembers docs your facilit%' have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rale greater than 5%

□ 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):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) ' Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name Title
-DS

(A
Date

12/18/2020
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Primex"
NH Public Ri*k Monog«m«nt Luchong* CERTIFICATE OF COVERAGE

The New/ Hampshire Public Risk Managemenl 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 categories of coverage set forth below. In addition, Primex' may extend the same coverage to non-members.
How/ever, 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 Docunwnts and Declarations. The limit shovm 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 Liabili^) 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 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.

Parlicipaling Momber:

Coos County
PO Box 10

West Stewartstown, NH 03597

Member Number:

602

Company Affording Coverage:

NH Public Risk Management Exchange - Primex^
Bow Brook Place

46 Donovan Street

Type of Coverage Effective Dale

fmm/dd/ww)

Expiration Date

(mm/dd/wYv)
Limits • NH Statutory Limits May Apply, If Not:

X General Liability (Occurrence Form)
Professional Liability (describe)

7/1/2020 7/1/2021
Each Occurrence $ 5.000,000

General Aggregate $ 5.000.000

□ MaT □ Fire Damage (Any one
fire)

Med Exp (Any one person)
X Automobile Liability

Deductible Comp and Coil: $1,000

Any auto

7/1/2020 7/1/2021 Combined Single Limit
(Each Accident)

Aggregate

$5,000,000

$5,000,000

X Workers' Compensation & Employers' Liability 1/1/2020 1/1/2021 X  Statutory

Each Accident $2,000,000

Disease - Each Employee $2,000,000

Disease ~ Pdicy Unit

X  1 Property (Special Risk Includes Fire and Theft) 7/1/2020 7/1/2021 Blanket Limit. Replacement
Cost (unless otherwise stated)

Deductible:
$1,000

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: Additional Covered Party Loss Payee Primex'- NH Public Risk Management Exchange

By: Sat

DHHS, State of NH Date: 11/6/2020 mpurcelKSnhprimex.ora
129 Pleasant Street
Concord NH 03301

Please direct inquires to:
Primex' Claims/Coverage Services

603-225-2841 phono
603-228-3833 fax



:sW

Coos County Commissioners' Office
P.O. Box 10

West Stcwartstown. N.H. 03597

G03-246-332I

fax: 603-246-8117

CERTIFICATE OF AUTHORITY

'• pick Samson hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/OfTicer of COOS COUNTY
(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 October 13. 2020. at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: That Laura Mills. Nursino Home Administrator of Coos County Institution DBA Coos County Nurslno

{may list more than one person)
(Name and Title of Contract Signatory)

is duly authorized on t>ehatf 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 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 punwse of this vote.

3. 1 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. I further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the personfs) listed above currently occupy the
posltion(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 iimltations are expressly stated herein.

Dated: Ox »■ wo
Sigrwture of Elected Officer
Name: Rick Samson
Title: Coos County, Clerk

COMMISSIONERS

Rev. 03/24/20 THOMAS M. BRADY, Jeffmon • PAUL R. GRENIER. Bprlin • RICK SAMSON. Stewartstown
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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 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. <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.

COUNTRY OF GRAFTON

SS-2021 -DPHS-11-LONGT-05-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 Agreerrient 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

y-^DosnSlfln«<l by:

12/22/2020

Date

12/21/2020

Date 'MWmW^re
Title: administrator

Title: Director, Division of Public Health srvcs

COUNTRY OF GRAFTON

DoeuSlgfttd by:

COUNTRY OF GRAFTON

SS-2021 -DPHS-11-LONGT-05-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 $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. 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
LTCFtestina(a>DHHS.nh.aov. .—os

[(TLInitial

Page 1 of 1
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NH DIVISION OF

l\iblic Health Services
IXp^nmsni ol'Mr&lih uxl liuiuaii Servii.-»

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

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

I) Name of facility;

2) How many staff members does your facility have?

3) Staff testing lab utilized:

4) Reimbursement i>'pc (please check all that apply):

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) How many residents docs your facilit>- have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

I SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date
(if applicable)

Week S Second Test Date
(if applicable)

Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest 1

Name
■  OS

Title

6/r u/n/2020



CERTIFICATE OF AUTHORITY

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

1. 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 Craie 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
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. 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. I 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, Marcia Morris)

STATE OF NEW HAMPSHIRE

County of Grafton

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

f] iM)
^jihjE L LIBBY, Notary PuWIcS^
My Commission Expires July 11, 2023

(NOTARY SEAt)

Commission Expires:
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Primex"
NH Public Risk Monogcmtnt Exchong* 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 sulxiivisions 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 to non-members.
However, any coverage extended to a non-member is subject to all of the terms, condidons. exclusions, amendments, rules, policies arxJ 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 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 the coverage categories listed below.

Panicipating Mambar: Mamber Number:

Grafton County 603
3855 Dartmouth College Highway
Box #1

North Haverhill. NH 03774

Company Affording Coverage:

NH Public Risk Management Exchange - Primex?
Bow Brook Place

46 Donovan Street

Concord. NH 03301-2624

Type of Coverage Effective Date

(mm/dd/vwv)

Expiration Date

fmm/dd/ww)
Limits ■ NH Statutory Limits May Apply, If Not;

X General Liability (Occurrence Form)
Professional Liability (describe)

7/1/2020 7/1/2021
Each Occurrence $ 5.000,000

General Aggregate $ 5.000,000

D SldT D Occurrence Fire Damage (Any one
fire)

Med Exp (Any one person)

Au

De

tomobile Liability
ductible Comp and Coll:

Any auto

Combined Single Limit
(Each Accideni)

Aggregate

X Workers' Compensation & Employers' Liability 7/1/2020 7/1/2021
X  1 Statutory $2,000,000

Each Accident $2,000,000

Disease — Each Employee

Disease - Policy Umii

Property (Special Risk Includes Fire and Theft)
Blanket Limit. Replacement
Cost (unless othervnse stated)

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: Additional Covered Party Loss Payee Primex®-NH Public Risk Management Exchange

By; Seti(

Date: 10/20/2020 mpurcell(a>nhprimex.orQState of NH, Department of Health and Human Services
129 Pleasant St

Concord, NH 03301
Please direct inquires to;

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 Tarm 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 1.6. 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 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. <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.

COUNTRY OF MERRIMACK

SS-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
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 8, 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

DojuSlgntd by;

12/18/2020 ^owiv

Date

Title: Director, Division of Public Health Srvcs

COUNTY OF MERRIMACK

r—Oo«uSign«d by:
Date Name^'^^'^*^^''^oh1 n son

Title: infection Prevention

COUNTRY OF MERRIMACK

SS-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
LTCFtestinQ@DHHS.nh.QOv. os

Initials

Page 1 of 1
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V J^NH DIVISION or
l\iblic Health Services
[X'pdritncRi uxl liumaj: Serviirs

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 offacilitv:

2) How many suifTmembers docs your facility have?

3) Staff testing lab tililized:

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

□ Sur\'eillancc

□ Outbreak/Response

□ County rale greater than 5%

□ County rate greater than 10%
5) How many residents does your facility have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOOAest

Name Title
•OS

Date

12/18/2020



CERTIFICATE OF AUTHORITY

I, hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. I am a duly elected Clerk/Secretary/Officer of CcO^y
(Corporrfiion/LLC Name) 772775^y

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 , 20/P<^. at which a quorum of the Directors/shareholders were present and voting.

J) /)
VOTED: That (may list more than one person)

(Name and Title of Contract Signatory)

is duly authorized on behalf of contracts or agreements with the State
(Name^f 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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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:
Signaturd^p^lected Officer
Name:^«?y'^<r^
Title:

Rev. 03/24/20
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Primex'
NH Public Risk Monogement Exchange 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 Stale 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 to non-members.
However, any coverage extended to a non-member is subject to ail of the terms, conditions, exclusions, amendments, rules, policies and procedures
that are applicable to the members of Primex®, including but not limited to the firial 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 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.

Participaling Member: Member Number:

Merrlmack County 604
333 Daniel Webster Highway
Suite 2

Boscawen, NH 03303

Company Affording Coverage:

NH Public Risk Management Exchange - Primex^
Bow Brook Place

46 Donovan Street

Concord, NH 03301-2624

Cd . • •• K

Typeqf^Coversgo Effective Date

(mm/dd/ww)

' . Expiration Date
(mm/dd/wwi.

Limits • NH Statutory Limits May Apply, If Not:

X General Liability (Occurrence Form)
Professional Liability (describe)

1/1/2020 1/1/2021 Each Occurrence $ 5.000,000

General Aggregate $ 5,000,000

^ MadT ^ Occurrence
Fire Damage (Any one
fire)

Med Exp (Any one person)

At

De

tomobile Liability
ductible Comp and Coll:

Any auto

Combined Single Limit
(Each Acddant)

Aggregate

X Workers' Compensation & Employers' Liability 1/1/2020 1/1/2021 X  Statutory $2,000,000

Each Accident $2,000,000

Disease — Each Employee

Disease — Policy Limit-

Property (Special Risk Includes Fire and Theft)
Blanket Limit, Replacement
(^st (unless otherwise staled)

Description: Proof of Primex Member coverage only.

CERTIFICATE HOLDER: Additional Covered Party Loss Payee Primex® - NH Public Risk Management Exchange

By; Set4

Date: 10/27/2020 mpurcelKatnhprimex.oraState of NH DHHS

129 Pleasant St

Concord, NH 03301
Please direct Inquires to:

Primex® Claims/Coverage Services
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 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 1.6, 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 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. <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 PGR 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@pHHS.nh.gov. The Department will approve such
requests contingent upon funding availability.

COUNTRY OF SULLIVAN

SS-2021 -DPHS-11-LONGT-09-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 8, 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

12/18/2020

Date

^0«uSlgn»d by:

MO rr-i 5

Title: Director, Division of Public Health Srvcs

COUNTRY OF SULLIVAN

•OoeuSignad by:

12/18/2020 '

Date rdy

Title: Admi ni strator

COUNTRY OF SULLIVAN

83-2021 -DPHS-11-LONGT-09-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 $140,800.00, 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. 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
LTCFtestina@DHHS.nh.Qov.

Page 1 of 1

Initials

Date 12/18/2020
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N^l DIVISION01=
^ t Public Health Services

OcpanmcniiirHcitih anl fiuiim Serk'ji.-M

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

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

I) Name of facilitN-:

2) How many staff members docs your facility have?

3) SlafTtesting lab utilized:

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

□ Sur\'eillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) How many residents does your facilit)' have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date 1 Total Staff

(If applicable) | Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 2 Test Date
Week 2 Second Test Date 1 Total Staff

(if applicable) | Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rale

Reimbursement
Amount

SlOOAest

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOOAest

Name Title ^^pate
12/18/2020



CERTIFICATE OF AUTHORITY

1. Joe OsQood. hereby certify that:
of liie ftlfiCti'Ki Oif!f;or -jf (he Gorpomlion.'l.i G o.orri'>l br: ccMfr.qot,

1. 1 am a duly elected Clerk/Secretarv/Officer of Sullivan County Commissioners.

(Cr.'ipo'rihon/i I C N?iine)

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.

(Dfile)

VOTED: That Ted J. Purdv. Administrator (may list more than one person)
(M^irie Title of Contract .Si()n;ikiiy)

Is duly authorized on behalf of Sullivan County Commissioners to enter into contracts or agreements with the
State (Nnme ol Crunoiaiion'' I.KTi

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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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
positlon(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: 1/25/2021

Jignati^dfElected Officer
Name?<Joe Osgood
Title: Clerk, Sullivan County Commissioners

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 ID: 927 7922 0636 \ T 1-312-626-6799
Physical location ofmeeting: 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 Spiisbury, 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 P' Floor).

Chair George Hebert brought the meeting to order at 3:30 p.m.

1. County COVID-19 Update, Derek Ferland, County Manager: County Manager (CM)
Derek Ferland updated the C0VID19 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
Steams 3 many are making improvements and are in their second week and those in the new
Steams 1 and Steams 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 dale 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. lO^'' 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. Januarv 2021 Facilities & Operations Department Report: Director Mary Bourque (MB)

reported that January was a tough month for them as they perfomied winter maintenance,
chased heating issues, dealt with complications of the COVID19 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 Helpful Hints resource they've provided to
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staff; a copy was viewed by the HOC (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 (PUCl Report tSee Footnote'T 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 5106,143 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 CY202J-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 Sendees'' 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 S25.55/REC. She confirmed she
did a comparison to last year and that #'s will decrease next year as they'll bum 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 inquiries received over the last 12-months average a value
of 85% of the ACR (fAltemative 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 documems not in draft or confidential formal can be found at \v w\v..sullivancoiintvnh.i'ov 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
3- December 2020/Januarv 2021 Report (See Footnote 1): 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 retumed 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
related 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 Aftercare program; due to COVID, outside agencies have moved to holding
Zoom classes; the NHAC 114''' 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 Attomey 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/Januarv 2021
Report ("Sec Footnote'): HR Director Hilary Snide reported that they are wrapping up the
Long-Term Care (LTC) stabilization payments with (2) more to go! W2 fonns 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 EAR. 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
propping for the FY22 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 Countv oropertv 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 oflands is automatically exemptfrom 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,OI6/year (2020 payment) and feels it should be more around
S3,000. He feels the BOC should decide whether to continue overpaying taxes or make the
appropriate 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 Count>' 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 farmland'. At the BOC
request, CM and Chute will continue working on this project and return to the BOC with a
summarv 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: I)
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 ATV trail for joy riding that spills 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 deconstiuct 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 HOC Clerk, for the

Amended Hosoital-based LTC Facility COVID19 Testing Program contract signed bv 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 Authorlt>' that
authorizes Ted Purdy, Sullivan County Health Care long term care facility
Administrator to ratify the NH DHHS Amended Hospital-based LTC Facility
COVID19 Testing agreement (retroactive to signing the amended agreement
12/18/2020). A roll call vote was taken. All in favor, (.jpg below of ratified Certificate
of Authority reviewed and approved)
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b. December 2020/Januarv 2021 Renorts fSee 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 556,135; a Private pay positive variance of
$41,830; a 521,325 Medicaid revenue variance; and additional Managed Care positive
variance of $13,105; and, ended the month with a $3,068 positive variance. The FY21
Revenue Review through 12/31/2020 report (lower left box) reflects the additional
Medicaid payments of $220K and MQIP bed tax 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 Januaiy was eight (8) Skilled
and two (2) replacement plan Medicare skilled for total of 10 eligible for skilled services.



Board of Commissioners Meeting Minutes Pa"e 7 of 10
Mou. Jan. 25, 2021 - DRAFT

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. Count)' 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 afferhours and weekends to ensure staff- especially
nursing —has the needed PRE: masks, gloves, face shields, and gowns —much appreciated!

b. 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!

c. COVlD-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 all organizations that have received this funding, to date.

d. Sullivan County Health Care Renovation Project Update: CM Ferland provided a print
oftheNH 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.

e. 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
$l,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 he's 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 conflrmed that they continue
to meet, strategize, and prepare for their next meeting; where they'll present to the
Commission about FMAP monies retained by the State and how it gets back to the
counties.

ii- 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 draft text. Chair Hebert confirmed email receipt.
NHAC did a quality check of all, vectored out some to each affdiate 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.

iii. Strategy Committee: Nothing reported in this section.

g. Regional Economic Profile (REP) Project
i. 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].

ii. Workforce Development Task Force: CM noted an article about the adult education
class was placed in the BOC meeting binders for review.

iii. Oualitv of Life Task Force: No updates at thi.s 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 flyer 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 seeking 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

i- 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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ii. Authority to Submit a NH CDFA Tax Credit Program Application in the amount

up to S500.000: CM Ferland reported that they expect to apply for between $ 1OOK-
$250K and it will depend on response received from business. BOC requested
more information before completing the formal authorization. (Tabled)

iii- Authority to apolv 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.

iv. 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.

V. Mon. Feb. 15 BOC Meeting Requires Date Chance (HolidayJ: 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'^toTue. 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
a. FY21 BOC/EFC Budget Review Work Sessions: Not in typed format.

b. Mon. Sep. 21. 2020 12Noon Strategic Planning Work Session: Not in typed format.

c. Mon. Oct. 5. 2020 Public Meeting Minutes: Not in typed foimat.

d. Mon. Oct. 19, 2020 Non-public Session Per RSA 91-A.3.II.(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: Nelson 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 9I-A:3.II.c.].

5:11 p.m. Nelson moved, and Osgood seconded, a motion to adjourn the public meeting
to conduct a non-meeting 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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Prlmex
NH Public Risk Monogafncat Exchon^* CERTIFICATE OF COVERAGE

The New Hampshire Public Risk Management Exchange (Primex^) is organized under the New HampsWre 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 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, condiUons, 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 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 Documents and Dedaratlons. 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 exduded 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 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.

Parlidpating Momber: Member Number:

Sullivan County 606
14 Main Street

Newport, NH 03773

Company Affording Coverage:

NH Public Risk Management Exchange - Prlmex^
Bow Brook Place

46 Donovan Street

Concord. NH 03301-2624

Type of Coverage Effective Date

fmm/dd/vwv}

Expiration Date

{mm/ddfwwi
Limits' NH Statutory Limits May Apply, If Not;

X General Liability (Occurrence Form)
Professional Liability (describe)

7/1/2020 7/1/2021
Each Occurrence $ 5,000,000

General Aggregate $ 5,000,000

D MadT O Occurrence
Fire Damage (Any one
fire)

Med Exp (Any one person)

At

De

tomobile Liability
■ductlble Comp and Coll:

Any auto

Combined Single Limit
(Each Acddent)

Aggregate

X Workers' Compensation & Employers' Liability 7/1/2020 7/1/2021 X  Statutory $2,000,000

Each Accident $2,000,000

Disease — Each Employaa

Disease - Policy Umii

Property (Special Risk includes Fire and Theft)
Blanket Limit, Replacement
Cost (unless otherwise stated)

Description: Proof of Prlmex Member coverage only.

CERTIFICATE HOLDER: Additional Covered Party Loss Payee Primex' - NH Public Risk Management Exchange

By; Sea( Anetd

Date: 10/26/2020 mpurceN(3)nhprimex.orQState of New Hampshire
Department of Health and Human Services
129 Pleasant Street
Concord, NH 03301

Please direct inquires to:
Primex' Claims/Coverage Services

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 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. 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 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. <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 EDGEWOOD MANOR INC

SS-2021-DPHS-11-LONGT-43-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

OofuSigntd by:

12/18/2020 /^ovvlv

Diii Morris
Title: Director, Division of Public Health srvcs.

THE EDGEWOOD MANOR INC

OoeuSigntd by:

12/18/2020

Date Cummings

Title: Administrator

THE EDGEWOOD MANOR INC

SS-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:

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
LTCFtestinQ@DHHS.nh.QOv.

Initials

D3te 12/18/2020
Page 1 of 1



DocuSign Envelope ID: 328A9516-27EA-4082-AA85-3AFA09070FAC

s

Yj ̂ DIVISION01-
^ Public Health Services

Ocp^nnwniorilrAtih anl iluiuu-.Service

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

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

I) Name of faciiitv:

2) How many staff members docs your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ Count)' rate greater than 5%

□ County rate greater than 10%

5) How many residents docs your facilit)' 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

(If applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100Aest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Name Title
PC

Date

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 hereby certify that EDGEWOOD MANOR, INC. is

a New Hampshire Profit Corporation registered to transact business in New Hampshire on September 28, 1984. 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: 80207

Certificate Number: 0005036036

a&.

O
Qsa

d)

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 30th day of October A.D. 2020.

William M. Gardner

Secretary of State



Edgewopd

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
contracts 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 DATE (MM/DD/YYYY)

10/28/2020

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 hoider 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

US! Insurance Services, LLC

75 John Roberts Road, Building C

South Portland, ME 04106

855 874-0123

rAj?^No.E«i:855 874-0123 }-^ „ov 877-775-0110
E-MAIL
ADDRESS;

INSURER(S) AFFORDING COVERAGE NAica

INSURER A Medical Mutual Insurance Company of ME 36277

INSURED

Edgewood Manor Inc.

928 South Street

Portsmouth, NH 03801-5421

INSURER B MEMIC Indemnity Co 11030

INSURER C

INSURER 0

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 CONTRACTOR 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
LTR TYPE OF INSURANCE

AOOL

INSR
SUBR

VYVP POLICY NUMBER
POUCY EFF

(mm/do/yWy)
POUCY EXP

fMM/OD/YYYY> UMITS

A X COMMERCIAL GENERAL LIABIUTY

E 1 X| OCCUR
NHNHL004758 09/10/2020 09/10/2021 EACH OCCURRENCE sl.000,000

CLAIMS-MAC slOO.OOO

MED EXP (Any one person) s5,000

PERSONAL a ADV INJURY $1,000,000
GE ri AGGREGATE LIMIT APPLIES PER:

POLICY 1 1 JECT 1 1 LOC
OTHER;

GENERAL AGGREGATE s3,000,000

PRODUCTS - COMP/OP AGG s

s

Ain0M08ILE UABILITY COMBINED SINGLE LIMIT
(Ea accideni) s

ANY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

BODILY INJURY (Per person) s

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

BODILY INJURY (Per accident) s

PROPERTY DAMAGE
(Per acdrientl s

$

UMBRELLA LIAB

EXCESS UAB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE s

DED RETENTIONS s

B WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY y, „
ANY PROPRIETORfPARTNEWEXECUTIVEl 1
OFFICER/MEMBER EXCLUDED? N
(Mandatory In NH) ' '
If yet, detcntw under
DESCRIPTION OF OPERATIONS below

N/A

3102800456 09/10/2020 09/10/2021 V PER OTH-
A STATlfTF FR

E,L EACH ACCIDENT sSOO.OOO

E.L DISEASE • EA EMPLOYEE $500,000

E,L, DISEASE • POLICY LIMIT $500,000

A Professional Llab

Claims Made Basis

NHNHL004758 09/10/2020 09/10/2021 $1,000,000 Ea Incident

$3,000,000 Aggregate

DESCRIPTION OF OPERATIONS 1 LOCATIONS / VEHICLES (ACORO 101, Additional Romarkt Schadula, may tw attached If more apace It required)

This certificate is Issued for Insured operations usual to Edgewood Manor Inc.

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

1

ACORO 25(2016/03) 1 of 1
#S30286486/M30286161

€>1988-2015 ACORD CORPORATION. All rights resorvod.
The ACORD name and logo are registered marks of ACORD

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: Identification., 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 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. <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 PGR 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.

FRANKLIN HOME FOR THE AGED ASSOCIATION

SS-2021-DPHS-11-LONGT-35-A01 Page 1 of2
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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

—Oo^Signtd by:

1/12/2021

Date
MUl r' I b

Title: Director, Division of Public Health srvcs

FRANKLIN HOME FOR THE AGED ASSOCIATION

1/12/2021

■DocuSigned by;

Mixx
Date Miner

Title: Exective Director

FRANKLIN HOME FOR THE AGED ASSOCIATION

SS-2021 -DPHS-11-LONGT-35-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 $ 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 lieu of hard copies, all invoices may be assigned an electronic signature and emailed to
LTCFtestinQ@DHHS.nh.Qov.

Initial
Ai-g/W

^  1/12/2021
Date

Page 1 of 1
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4^^
Y  NH DIVISION01
^ ̂  Public Healtli Services

IX-iwnnwni ol'llcalih luxl Hmu.ii; Sei%-ic

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

Please fill oui form and reliirn lo: LTCFrcsiing@dhhs.nh,gov

1) Name of facilitv:

2) How many staff members does your facilin' have?

3) Slaff testing lab utilized:

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

□ Surx'cillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) How many residents docs your facility have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week I Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(If applicable) Rate

Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date
(if applicable)

Week 5 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name
DS

Title

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 State's office have been received and is in good

standing as far as this office is concerned.

Business ID: 60606

Certificate Number 0005040481

<5*

yAc*

o

A

1^.

%

IN TESTIMONY WHEREOF.

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.

William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY

1. Christopher Seufert. hereby certify that;

1. 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 called and
held on October 21, 2020, at which a quorum of the Directors/shareholders were present and voting.

VOTED: That Mary E. Miller, ExecuUve Director is duly authorized on tjehalf 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
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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the per$on(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: ///:a/py
lgnaturft.efS^ted Office^

i: Christopher Sei
Title:

Rev. 03/24/20
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ACORD,. CERTIFICATE OF LIABILITY INSURANCE
OATe (MM/DD/YYYY)

11/11/2020

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

US! Insurance Services LLC

3 Executive Park Drive, Suite 300

Bedford. NH 03110

855 874-0123

Ex,,: 855 874-0123 no,:
E-MAJL
ADDRESS;

INSURER(S) AFFORDING COVERAGE NAJCD

INSURER A Lexington Insurance Company 19437
WSURED

Franklin Home For The Aged Association

dba Peabody Home

24 Peabody Place
Franklin. NH 03235

INSURER B AIM Mutual Insurance Company 33758

INSURER C American Alternative Insurance Corp 19720

INSURER D

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 CONTRACTOR 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
LTR TYPE OF INSURANCE

ADOL

INSR
SUBR

WVO POUCYNUMBER
POLICY EFF

(mm/dd/yyyy,
POUCY EXP

(MM/DD/YYYY) UMITS

A X COMMERCIAL G< NERAL LIABILITY

JE 1 1 OCCUR
SLG4NL800000300 )3/13/2020 03/13/2021 EACH OCCURRENCE s1.000.000

X CLAIMS-MAC s1.000.000

MED EXP (Any one person) S15.000

PERSONAL « ADV INJURY s1,000,000
GE/L AGGREGATE LIMIT APPLIES PER:

POLICY 1 ! JECr i. 1 LOC
OTHER;

GENERAL AGGREGATE s3,000,000

PRODUCTS • COMP/OP AGG s3,000,000

s

C AUTOMOBILE UABILITY SLHHHA105082901 03/13/2020 03/13/2021
COMBINED SINGLE LIMIT
(Ea ecddent, si ,000,000

X

X

ANY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

BODILY INJURY (Per person) s

SL
Al

HEDULED
TOS
N-OWNED
TOS ONLY

BODILY INJURY (Per accident) s

X
NL
Al

PROPERTY damage
(Per accident, s

s

A UMBRELLA LIAB

EXCESS LIAB

OCCUR

CUIMS-MADE

SLG4NE900000400 03/13/2020 03/13/2021 EACH OCCURRENCE sl.000,000

AGGREGATE $1,000,000

DED 1 X RETENTION si 0000 s

8 WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY y, ̂
ANY PROWtlETORff>ARTNER/EXECUT[VEl 1
OFFICER/MEMBER EXCLUDED? N
(Mandatory in NH) ' '
K yea, describe under
DESCRIPTION OF OPERATIONS below

N/A

ECC60040000272020A 06/01/2020 06/01/2021 V PER OTH-
A STATIfTF PR

E.L. EACH ACCIDENT S500.000

E.L. DISEASE - EA EMPLOYEE $500,000

E.L DISEASE - POLICY LIMIT $500,000

A Professional Liab SLG4NL800000300 03/13/2020 03/13/2021 $1,000,000 ea. claim

$3,000,000 aggregate

DESCRIPTION OF OPERATIONS 1 LOCATIONS / VEHICLES (ACORD 101, Additional Reniark* Schedulo. may ba aHachad i( more apace it required)

This certificate covers all operations usual and customary to the business of the Insured.

CERTIFICATE HOLDER CANCELLATION

State of New Hampshire

Dept. of Health & Human Services

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE

THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

ACCORDANCE WITH THE POLICY PROVISIONS.

129 Pleasant Street

Concord, NH 03301

'

AUTHORIZED REPRESENTATIVE

ACORD 25(2016/03) 1 of 1
#S30408719/M30408711

® 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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 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: $3,670,000

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 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. <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.

Genesis Administrative Services, LLC.

SS-2021-DPHS-11-LONGT-11-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-Terrh 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 8, 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

01/1^/2021 1
Date Name: Lisa Morris

Title: Director

Genesis Administrative Services, LLC.

\  1 \\
Date Name! / '

itie:

Genesis Administrative Services, LLC.

SS-2021-DPH$-11-LONGT-11-A01 Page 2 of 2



CbNWI A-Z. Amendmwt I

F«dlitv lh(

Protect 10 PeOliv Name Vendor Address OlV State nalTES
SS-202 l-OPHS-1 l-LONGT-11 AOOtOMOOd 3060M 6 Snow Read Winchester NH 03470 640 s
S3-202 l-OPHS-1 l-LONGT-11 Bedford Hii Center 2}42«« 30 Cofcv Court Bedford NH 03110 1122
SS-2021-0PH8-1 l-LONGT-11 Country ViBaae Heelthcere 244239 US Route #3 Wesi Stewartstown NH 03597 566 6
SS-202t-OPHS-ll-LONQT-tl Creeiwood 30S407 40 Crostiv Street Milferd NH 03055 640 S
SS-2021-OPHS-U-LONGT-1I Elm Wood Center Cleremonl 241721 290 Harwver St Cleremont NH 03743 500 5
SS-2021-OPHS.l1-LONGT.il Exeter Center 233419 6 Harreton Road Exeter NH 03633 760 5
S8-2021-OPHS-11-LONGT-11 Heckeii Hil Center 243630 191 Haeketi Hill Road Manchaster NH 03102 666 S
SS-2021-OPHS-l 1 -LONGT-11 Herri* Hd Center 244265 20 Malfland Street Concord NH 03301 704
SS-2021-OPHS-11-LONGT-11 Keene Center 244264 677 Court Street Keene NH 03431 632 S
SS-2021-OPHS-11-LONGT-11 Lacorue RehaMitailon Cerrter 260154 175 Blueberry Lane Laconia NH 03246 1195 5
3S-2021-0PHS-11 -LONGT-11 Lafayette Center 244266 93 Mafai Street Frartconia NH 03560 546 5
SS-2021-OPHS-11 -LONGT-11 Lanodon Place of Oover 235654 60MiddMRoed Oover NH 03820 760 S
6S-202I-DPHS-I l-LONGT-11 Langdon Place of Keene 235656 136 ir2 Arch Street Keerte NH 03431 610 S

Lebanon Center 244240 24 Old Etna Road Lebanon NH 03766 1058 S
SS-202t-OPHS-ll-LONGT-11 Mineral Sorlnos 231516 1251 White Mountain Highway North Conwav NH 03660 677
SS-202I-OPH8-1 l-LONGT-11 Mountain Ridoe Center 244266 7 Baldwin Street FranUin NH 03235 794 $
SS-202 l-OPHS-11 -LONGT-11 Oeeanaide Skiled Nuninn anti Rehalrilitatinn 241765 22 Tueii Read Hamoten NH 03642 720
SS-2021-OPHS-l 1 -LONGT-11 Pheasant Weed 306496 50 Pheasant Road Peterborouoh NH 03456 762
SS.202 l-OPHS-11 -LONGT-11 Pleasani View Center 244263 230 Pleasant Street Concord NH 03301 1152
SS-2021-OPHS-l l-LONGT-11 Rkfaeweod Canter 244241 25 Rkfaeweod Road Bedford NH 03110 968 5 96.600.00
S3-202I-OPHS-I1-LONOT-11 ReeAester Mertor 270757 40 WhllahallRoad Rochester NH 03867 601 $
SS.2021-OPHS-1I-LONGT-11 The Elms Center 234295 1276 Hanover Street Manchester NH 03104 497 S
SS-202I-DPHS-I l-LONCT-11 WolfeOere Bav Center 233423 39 CkDoer Drtve NH 03894 744

S 1.795.600.00

GrintM trtitUlt
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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 $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 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-l,
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
LTCFtestinq@DHHS.nh.qov.

[pA
Initials-^

DateA'VVl).\
Paqe 1 of 1
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Public Health Semces

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

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

1) Name of facility:

2) How many staff members does your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rale greater than 5%

□ County rate greater than 10%
5) How many residents does your facility have? (if outbreak/response is checked)

6) Rc.sident testing lab utilized (if different from sutlTand outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(If applicable)
Total Staff

Tested
Residents Tested

(if applicable)
Rate

Reimbursement

Amount

$100/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable)
Rate

Reimbursement
Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SioOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date
(if applicable)

Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOOAest

Name '
(J^ I I 1 111 131

Title ' Date



CERTIFICATE OF AUTHORITY

Michael Berg
_MichaGl Berg , hereby certify that:

(Name of the elected Officer of the Corporation/ULC; cannot be contract signatory)

1. I 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 at a meeting of the Board of Directors/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 Murray. LNHA. Vice President Of Operations fmav 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 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. I 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 contracte with the State of New Hampshire,
all such limitations are expressly stated herein. \

Dated; 1/11/2021 fil/j
Signature of Elect^cL6fficer
Name: Michael Berg
Title: Assistant Seaetary

Rev. 03/24/20



/KCORCf CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/OO/YYYY)

11/25«)20

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(les) 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

MARSH USA, INC.

99 HIGH STREET
BOSTON, MA 02110

CN130089801-STND-GAWP-20-21

CONTACT
NAME:

PHONE FAX
(AA:. No. Exit: (AA:. NoI:
E-MAIL
ADDRFSR;

INSURER($) AFFORDING COVERAGE NAICS

INSURER A; Hudson Excess Insurance Comoany 14484

INSURED

Genesis Healthcare, Inc.
101 East State Street

Kennett Square. PA 19348

INSURER 8: Liberty Mutual Fire Insurance Co 23035

INSURER c: AlU Insurance Co. 19399

INSURER 0:

INSURERS:

INSURER F:

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 BY PAID CUIMS

[SDDOi
ItlSQ.

TYPE OF INSURANCE POLICY NUMBER
POLICY EFF

(mmiddYyyyi
POLICY EXP

(mm/od/yyyyi LIMITS

INSR
LTR

COMMERCIAL GENERAL LIABILITY

X CLAIMS-MADE □ OCCUR

GENL AGGREGATE LIMIT APPLIES PER:

□POLICY □PRO
JECT LOG

OTHER:

AUTOMOBILE LIABILITY

X ANY AUTO
OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

UMBRELLA LIAB

EXCESS LIAB

DEO

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

OCCUR

CLAIMS-MADE

RETENTIONS

Y/N

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY

ANYPROPRiETOR/PARTNER/EXECUTIVE rm
0FFICERIMEM8EREXCLUDE0? N
(Mandatocy In NH)
K yes, describe under
DESCRIPTION OF OPERATIONS below

Medical Professional Liability

N/A

HFF100067-2005

AS2-631-004097-340

SIR: $250,000

045886637 (AOS)
Deductible:Sl.500,000

(Continued on Acord 101)

HFF100067-2005

12/01/2020

12/01/2020

imm

12/01/2020

12rtl1/202l

12/01/2021

02/15/2021

12/01/2021

EACH OCCURRENCE
DAMAGE TO ftEtTTED
PREMISES (Ea occurrencel

MED EXP (Any one person)

PERSONAL & ADV INJURY

GENERAL AGGREGATE

PRODUCTS - COMP/OPACG

COMBINED SINGLE LIMIT
(Ea accidenil
BODILY INJURY {Per person)

BODILY INJURY (Per accident)
PROPERTY DAMAGE
(Per acckleni)

EACH OCCURRENCE

AGGREGATE

PER
STATUTE

OTH-
ER

E.L. EACH ACCIDENT

E.L DISEASE - EA EMPLOYEE

E.L DISEASE - POLICY LIMIT

Each Medical Incident:

Aggregate:

3,000,000

3,000.000
EXCLUDED

3.000,000

3,000.000

3,000.000

1,000,000

1,000.000

1,000,000

1,000,000

3.000,000

3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101. Additional Remarks ScKedule, may be attached If more space Is required)
'GL and MPL Policy subject a combined 53.000,000 policy aggregate and is indusrve of the applicable policy deductible.

The Named Insured is Sell Insured for auto physical damages. Evidence of Insurance

CERTIFICATE HOLDER CANCELLATION

7 Baldwin Street Operations LLC
d/b/a Mountain Ridge Center
7 Baldwin Street
Franklin. NH 3235

1

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
of Marsh USA Inc.

Michael. P. Walsh

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

j»AXZORD ADDITIONAL REMARKS SCHEDULE Page 2 of 2

AGENCY

MARSH USA. INC.

NAMED INSURED

Gertesls Healthcare, Inc.
101 East Slate Street
Kennetl Square, PA 19348POLICY NUMBER

CARRIER NAIC CODE

EFFECTIVE DATE;

ADDITIONAL REMARKS

THIS ADDITIONAL REMARKS FORM IS A SCHEDULE TO ACORD FORM,

FORM NUMBER: 25 FORM TITLE: Certificate of Liability Insurance

Other WCpoUdes:

Stales covered: CA

Carrier: American Home Assurance Company

Policy Number 045686640

Limit:

En^toyers Uabiity Each Acddeni: S2.000.000

Enployers Uabiity Oisease^ollcy Limit: $2,000,000

Employers Liabffity Disease-Each Entployee: $2,000,000

Dedirctible: $1,500,000

Stales covered: MA.ND.WA.WI.WY

Canier: New Hampshire Insurance Company

Policy Number 045686639

Limit:

Employers Liability Each Accident: $1,000,000

Employers LiabUily Disease-Policy Limit: $1,000,000

Employers Liability Disease-Each Employee: $1,000,000

OeducUble: $1,500,000

States covered: PL

Carrier AlU Insurance Company

Policy Number 045886638

Limit:

Employers Liabltity Each Acddeni: $1,000,000

Employers Liability Disease-Policy Limit: $ 1.000,000

Employers Liability Disease-Each Employee: $1,000,000

Deductible: $1,500,000

States covered: OH

Carrier: National Union Fire Insurance Company o( Pittsburgh. PA

Policy Number XWC 6559378

Limit:

Employers Liability Each Accident: $1,000,000

Employers Liabltity Disease-Policy Umii: $1,000,000

Self insured relenticn: $1,500,000

ACORD 101 {2008/01) © 2008 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 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 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. <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 PGR 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.

GREENLEAF PROPERTIES INC

88-2021-DPH8-11-LONGT-46-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

12/18/2020

^DopiSlgnad by:

'w , „ PMBPBgMCM«AC . •

Date Name-L^sa M. Morris
Title: Director, Division of Public Health srvcs

GREENLEAF PROPERTIES INC

—Do«uStgn*d by:

12/18/2020 AWitA.
■  S ^B33e301C^»>0rt,., , ■ ,

Date Name: Christopher Martin
Title: president

GREENLEAF PROPERTIES INC

SS-2021-DPHS-11-LONGT-46-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 $ 56,400.00, 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 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. 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
LTCFtestinQ(5)DHHS.nh.qov.

' (A
Initials

^  12/18/2020
Date

Page 1 of 1
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::^o-
4; NH DIVISION or

Public Health Services
Ocpjnmcmoriie^Jih uxl lluiuuiSm-icrs

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

Please fill out form and return lo: LTCFTcsiing@dhhs.nh.gov

1) Name offacilitv:

2) How many stafTmembers docs your faciliiy have?

3) Staff testing lab ulilized:

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

□ Siir\'cil[ance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%

5) How many residents does your facility have? (il'outbreak/rcsponsc is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

1 SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

..1 , AT . 1 Week 4 Second Test DateWeek 4 Test Date
1  (if applicable)

Total Staff
Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Name Title
(A

Date

12/18/2020



DocuSign Envelope ID: F71B2113-OD11-43B3-B60A-1337EE1819F1

State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby cenify that GREENLEAF PROPERTIES,

INC. is a New Hampshire Profit Corporation registered to transact business in New Hampshire on June 07, 1982. I 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

office is concerned.

Business ID: 47907

Ccnificatc Number: 0005032619,

0&

%

>

O -9

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.

William M. Gardner

Secretary of State



2

gcrticigate of autuoritv

I. C hi / a/ ^ hereby certify that:

1. I am the sole shareholder and director of

:  P" /^y^^^^dateV. fnameV the sole shareholder and director of
^ ̂ .fcorporationy voted to enter into a contract or agreement with the State of

New Hampshire and any of its agencies or departments and further authorized

rMvi^kfh/ to execute any and all documents, agreements and other instruments.
3, I further certify that it is understood that the State of New Hampshire will rely on this certificate as

evidence that I 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, ai! such limitations are
expressly stated herein.

4. I hereby certify that said vote has hot been amended or repealed and remains in full force and effect as of
the dale 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. I 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:.
(Name of Sole Shareholder and Director)

Rev. 10/10/19
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ACORD,. INSURANCE BINDER
DATE

09/04/20

THIS BINDER IS A TEMPORARY INSURANCE CONTRACT, SUBJECT TO THE CONDITIONS SHOWN ON THE REVERSE SIDE OF THIS FORM.

PflOOUCER PHONE
(A/C. No. EKtl: 253.761.3256
FAjT
(A/C. No): 253.761.3256

Propel Insurance

Commercial Insurance

1201 Pacific Ave, Suite 1000

Tacoma, WA 98402

CODE:

AGENCY
CUSTOMER 10:

SUB COOE:

COMPANY

Allied Property and Caiuaity Ins. C

DATE
EFFECTIVE

10/25/20 12:01
AM

PM

BINDER •

ACP3047817483
Expiration

DATE

12/25/20

TIME

12:01 AM

NOON

THIS BINDER IS ISSUED TO EXTEND COVERAGE IN THE ABOVE NAMED COMPANY
PER EXPIRING POLICY «:

186742

INSURED Greenleaf Properties, Inc.

dba Woodlawn Care Center

84 Pine Street

Newport, NH 03773-2005

DESCRIPTION OF OPERATIONS/VEHICLES/PROPERTY (Including Location)

Veh#1: 2012 Dodge Ram 2500 Truck

3C6LD5AT4CG188097 NH

Veh#2: 2014 Dodge Ram Promaster Van

3C6TRVPG5EE124628 NH

(See Special Conditions Below)

COVERAGES LIMITS

TYPE OF INSURANCE COVERAGE/FORMS DEDUCTIBLE COINS % AMOUNT

PROPERTY CAUSES OF LOSS Blanket 1: Combined BIdg & Per Prop

Blanket 2: BI/EE IncI Rental Value

See Spec. Conditions/Other Coverages

Varies

72 Hours

100

100

$5,624,722

$1,929,300BASIC 1 1 BROAD 1 X 1 SPEC
RCVX

X Agreed Value
GENERAL LIABILITY

See Spec. Conditions/Other Coverages
RETRO DATE FOR CLAIMS MADE: 10/25/2005

EACH OCCURRENCE s 1,000.000

X COMMERCIAL GENERAL LIABILITY
DAMAGE TO
RFNTFD PRFMISFR s 100,000

X j CLAIMS MADE | | OCCUR MED EXP (Any one person) S 5,000

PERSONAL 4 ADV INJURY s 1.000.000

GENERALAGGREGATE s 3,000,000

PRODUCTS • COMP/OP AGG s 3,000,000'
AUTOMOBILE LIABILITY

COMBINED SINGLE LIMfT s 1.000.000

X ANY AUTO

ALL OWNED AUTOS

SCHEDULED AUTOS

HIRED AUTOS

NON-OWNED AUTOS

BODILY INJURY (Per person) s

BODILY INJURY (Per accident) 4

PROPERTY DAMAGE S

MEDICAL PAYMENTS s 5.000

PERSONAL INJURY PROT s

UNINSURED MOTORIST s 1,000.000

s

AUTO PHYSICAL DAMAGE DEDUCTIBLE ALL VEHICLES |X | SCHEDULED VEHICLES X ACTUAL l>SH VALUE

sX COniSION: 1000

OTHER THAN COL; 1000

STATED AMOUNT

X OTHER

GARAGE LIABILITY AUTO ONLY - EA ACCIDENT $

ANY AUTO OTHER THAN AUTO ONLY:

EACH ACCIDENT s

AGGREGATE s

EXCESS LIABILITY

RETRO DATE FOR CLAIMS MADE: 10/25/05

EACH OCCURRENCE s 1,000,000

X UMBRELLA FORM

OTHER THAN UMBRELLA FORM

AGGREGATE s 1,000,000

SELF-INSURED RETENTION $

WORKER'S COMPENSATION
AND

EMPLOYER'S UABILTTY

WC STATLnORY LIMITS

E.L. EACH ACCIDENT s

E.L. DISEASE - EA EMPLOYEE s

E.L. DISEASE • POLICY LIMIT S

SPECIAL Named Insureds:
coNomoNS/ 30 Pine Senior Living, LLC
COVERAGES attached Spec Conditions/Other Covs page.)

FEES s

TAXES $

ESTIMATED TOTAL PREMIUM s

NAME & ADDRESS

1

MORTGAGEE 1
LOSS PAYEE 1

ADDITIONAL INSURED

LOANS

AU^OT^D R||^^S^NTATIVE

ACORD 75 (2001/01) 1 of 3 #36745 NOTE: IMPORTANT STATE INFORMATION ON REVERSE SIDE CXCOO ® ACORD CORPORATION 1993
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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 notice to the

Insured in accordance with the p>olicy 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 dollars ($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 instrument given for the purpose of creating 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 reai 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 full 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 (8) is liable to the party presenting the binder as proof

of insurance for actual damages sustained therefrom.

ACORD75(2001/01)2of 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
Philbin, Pamela - Individual
Woodlawn Nursing Home Resident Trust Account
Woodlawn Properties LLC
dba Woodlavm Care Center

Loc#l

Loc#2

Loc#4

Continued from Description of Operations/Vehicles/Property Section **
84 Pine St, Newport, NH 03773-2005
88 Pine St, Newport, NH 03773
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 Retro 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

AMS75.4(2001/01) 3 of 3 ^136745
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Granite State Healthcare

and Human Service Trust

PO Box 4197

Concord, NH 03302-4197

Certificate Holder

Issue Date:Oct27, 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.

84 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 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 the
policies described herein is subject to all the terms, exclusions and conditions of such policies.

Type of Insurance/Carrier Policy Number Effective Date Expiration Date

A; Workers' Compensation
& Employer's Liability

Granite State HC&HS Trust HCHS20200000216 02/01/2020 02/01/2021

LIMITS

EL. Eacti Accident $1,000,000

EL. Disease-Pol Limit $1,000,000

EL. Disease-Each Emp $1,000,000

B; Excess Insurance

Midwest Employers Casualty Corp. EWC009477 02/01/2020 02/01/2021

Workers' Compensation Statutory

Employer's Liability $1,000,000

Description of Operations Q Officers Excluded

Member

Chris Martin

Greenleaf Properties, Inc.

84 Pine Street

Newport. NH 03773

The

LAWSON
GROUP
TMnViiiR. Wiihcmi (hr lloi,

Cancellation

Should any of the above .descnbed 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.

Oct27. 2020

Authiafi Dateeprcsentative
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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 scppe 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 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. <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.

HANOVER HILL HEALTH CARE SERVICES

SS-2021-DPHS-11-LONGT-26-A01 Page 1 of2
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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 8, 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 modifie;d 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

12/31/2020

^OofuSign#<J by:

0^
Date h

Title: Director, Division of Public Health Srvcs

HANOVER HILL HEALTH CARE CENTER SERVICES

12/28/2020

^OocuSignact by:

idri AuliAiin-

Date

Title: Admini strator

HANOVER HILL HEALTH CARE SERVICES

SS-2021-DPHS-11-LONGT-26-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 $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 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
LTCFtestinQ@DHHS.nh.Qov.

Page 1 of 1

InilialsJ

Date 12/28/2020
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W1*/nh division of
Public Healtli Services
OciMnmsctoDIr^.lih iluiuui Scrvic

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 facilit>' have?

3) StafTtesting lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County raie greater than 10%
5) How many residents does your facility have? (if outbreak/response is checked)

6) Resident testing lab utilized (if difTcrcnt from staff and outbreak/response is checked);

Month for reimbursement period; Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicabie) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

1  ' 1 SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(If applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Name Title
■DS

(A
Date

12/28/2020
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the Slate 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 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: 569040

Certificate Number: 0005034271

0&
Kb

y
u.

O "9
to

%

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Sea) of the Slate of New Hampshire,

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

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

1, Theodore J. Lee, hereby certify that;
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected ClerWSecrelary/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 meeting of the Board of Directors/shareholders, duly called and
held on December 30, 2020, at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: That Lori Mclntire, Administrator (may list more than one person)
(Name and Title of Contract Signatory)

is duly authorized on behalf of Hanover Hill Health Care Center Services Inc to enter into contracts or agreements
with the Stale

(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, v/hich
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. I 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.ations are

sS/Dated;
Signature o^l^ted Officer
Name;

Rev. 03/24/20
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A.CORD CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/DOrrVYY)

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(les) 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

FIAI/Cross Insurance

1100 Elm Street

Manchester NH 03101

NAME*^^ Carrie Morgan
(603)669-3218 (603)645-4331

AnrwFss- cmorgan(§crossagency.com
INSURER(S) AFFORDING COVERAGE NAICf

INSURERA - Mutual Insurance Co of Maine
INSURED

Hanover Hill Health Care Center Services Inc.

700 Hanover Street

Manchester NH 03104

INSURER B • Travelers Indemnity Co. & Its Affiliates.

INSURER c - f^®"' Hampshire Employers Ins Co 13083

INSURER 0 ;

INSURER E :

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 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.

POLICY EXP
(MM/ODfYYYY)TYPE OF INSURANCE

OTPC
INSD WVD POLICY NUMBER

POLICY EPF
fMM/DO/YYYY|

INSR
LTR

X COMMERCIAL GENERAL LIABILITY

CLAIMS-MADE X OCCUR

GENt AGGREGATE LIMIT APPLIES PER:

PRO
JECTPOLICY jea EZl "-oc

OTHER- Professional Liability

NHNHL 004352 12/01/2020 12/01/2021

EACH OCCURRENCE

DAMASETO RENTED
PREMISES (Ea occufrenee)

MEO EXP (Any one person)

PERSONAL & ADV INJURY

GENERAL AGGREGATE

PRODUCTS - C0MPA3P AGG

Each Occur/Aggregate

1,000,000

100,000

5.000

1.000,000

3.000,000

1.000.000

S 1 mill / 3 mill

AUTOMOBILE LIABILITY

ANYAUTOX

COMBINED SINGLE LIMIT
(Ea aeddgntV S 1,000.000

BODILY INJURY (Per person)

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

SCHEDULED
AUTOS
NON-OWNEO

AUTOS ONLY

BA-4R751664-20-43-G 12/01/2020 12/01/2021 BODILY INJURY (Per accident)

PROPERTY DAMAGE
(Per aeeideni)

Uninsured motorist $ 1.000,000

X

UMBRELLA LIAB

EXCESS LIAB

OEO

X OCCUR

CLAIMS-MADE

EACH OCCURRENCE
2.000,000

NH UMB 004353 12/01/2020 12/01/2021
AGGREGATE

2.000.000

X RETENTION $
WORKERS COMPENSATION

AND EMPLOYERS' LIABILITY

ANY PROPRIETOR/PARTNER/EXECUTIVE
0FFICERJMEM8ER EXCLUDED?
(Mandatory In NH)
If yes. describe under
DESCRIPTION OF OPERATIONS below

STATUTE
OTH
ER

H ECC60040001082020 (3a.) NH 12/31/2020 12/31/2021
E.L. EACH ACCIDENT

500.000

E.L. DISEASE - EA EMPLOYEE
500.000

E-L. DISEASE - POLICY LIMIT
500.000

Theodore & Deborah Chamberlain Lee

excluded from workers compensation

DESCRIPTION OF OPERATIONS I LOCATIONS I VEHICLES (ACORD 101. Additional Remarks Schedule, may be attached If more space Is required)

New Hampshire Department of Health & Human Services

Bureau of Contracts & Procurem

129 Pleasant Street

Concord NH 03301

1

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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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 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: $1,949,000

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 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. <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.

HEARTLAND HEALTHCARE CENTER LLC

SS-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

^OofiiSlgn^d by;

12/23/2020

Date

Title: Director, Division of Public Health srvcs,

HEARTLAND HEALTHCARE CENTER LLC

-OocuSlgned by:

12/23/2020 PuUA.
Date Name:

Title: nha

a4i:,bu.Ma1'fe'<34in uean

HEARTLAND HEALTHCARE CENTER LLC

SS-2021 -DPHS-11 -LONGT-15-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 $ 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.

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
LTCFtestina@DHHS.nh.QOv. >—osA  U9

itiallHInitial

12/23/2020
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New Hampshire Long-Term Care Facility Sentinel
Surveillance Tracking and Reimbursement Form

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

I) Name of facililv;

2) llow many staff members does your facility have?

3) Stafi"testing lab utilized:

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

□ SurN'cillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rale greater than 10%
5) How many residents docs your facilit\' have? (if outbreak/response is checked)

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

Month for reimbursement periotd: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

$100/Test

Week 2 Test Date
Week 2 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Name Title
-08

Date

12/23/2020
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Search Result

Business Name
Business Homestate Previous

ID Name Name

Heartland HealthCare Center, LLC

(/oniine/BusinessInquire/BusinessInformation? 649995

businessID=478367)

Business

Type

Domestic

Limited

Liability

Company

Principal

Office

Address

901 Suncook

Valley Hwy,

Epsom, NH,

03234, USA

Registered

Agent Name

National

Registered

Agents, Inc

Status

Good

Standing
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CERTIFICATE OF AUTHORITY

Allison Burwin

_Allison E. Burwin ^ . hereby certify that:

1. 1 am a duly elected Clerk/Secretary/Officer of Heartland HealthCare Center, LLC d/b/a 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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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 ii^contracts with th§ State of New Hampshire,
all such limitations are expressly stated herein.

Dated: December 24, 2020
Signature of Elected Officer
Name: Allison Burwin

Title: Regional Vice President

Rev. 03/24/20
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XACUKUr.
DATE(MNVDDAT)

12/30/2019

USA Risk Group (Cayman LTD.) (877) 483-1850
P. O. Box 1085, Queensgate House, 5th Floor
Grand Cayman, ICY 1 -1102
Cayman Islands

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION

ONLV AND CONFERS NO RIGHTS UPON THE CERTIFICATE

HOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR

ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

INSURERS AFFORDING COVER>\GE

iNsuRfiRA; Premier Plus Insurance Company, LTD

National HealthCare Corporation
100 E. Vine Street

Murfreesboro, TN 37130
INSURER C:

INSURER E;

COVERAGES This Certificate is not intended to specify all endorsements, coverages, terms, conditions and exclusions of the policies shown.

THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSl/RED NAMED ABOVE FOR THE POLICY PERIOD INDICATED, NOTWITHSTANDING ANY REQUIREMENT. TER.M
OR CONDITION OF ANY CONTRACTOR OTHER DOCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY THE POLICIES
DESCRIBED HEREIN IS SUBIECT TO ALL THE TERMS. PDICI.USIONS AND CONDITIONS OF SUCH POLICIES. AGGREGATE LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAIDCI.AIMS.

I.VSK

LTR TYPE OF INSURANCE POLIO' NUMBER
POLICY EFFECTIVE

DAIElHM'OIP.Yy)

POLICY E.YPIRATION

DATEIMM'DDiYV

CRNERAI. LIABILITY

COM.MERCIAL GENERAL LIABILITY

CLAIMS MADE U/ I OCCUR'0'

EACH OCCURRENCE

a
Professional Liability

PP019 01/01/2020 01/01/2021
FIRE DAMAGE (Ar> one Fin)

MED E.YPlAoy oncpcnon)

PERSONAL A ADV INJURY

Premises Liability GENERAL AGGREGATE

GEN L AGGREGATE LIMIT APPLIES PER:

ZJfOLICY n JEO EH "-OC
PRODUCTS • COMP/OP AGG

NO Deductible Applii

1,000,000.

50,000.

Excluded

Included

3,000,000.

N/A

Ain O.MOBILK LIABILrrY

ASn'AUTO

ALL OWNED AUTOS

SCHEDULED AUTOS

HIRED AUTOS

NON OWNED AUTOS

$1000 Ded, Collidon

COMBINED SINGLE LIMIT

(Ejekioifcal)

BODILY INJURY

(Pepenonl

BODILY INJURY

(Paicodel)

PROPERTY DAMAGE

(Pe acciden)

SJ50 Ded Comp

GARAGE LIABILITY

ANY AUTO

AUTO ONLV • EACH ACCIDENT

OTHER THAN

AUTO ONLY:
AGO

EXCESS LIABILITY

OCCUR I I CLAI.MSMADE□
EACH OCCURRENCE

AGGREGATE

DEDUCTIBLE

RirrENMON t 0

aWORKERS' COMPENSATION AND
EMPLOYERS'LIABILm' 10804014-15 01/01/2020 01/01/2021

A'C STATU- oni.
TORYLIMl-rsl IeR

E.i_ Each accident 1,000,000
E.U disease-policy LI.MIT 1,000,000
E.L. DISEASE-EA E.MPL0YEE 1,000,000

OTHER

DESCRIPTION OF OPERATIONS'LOCATIONS'VEHICLES'EXCLUSIONS ADDED BY l-NDORSEMENT'SPECIAl. PROVISIONS

Evidence of Insurance - Heartland HealthCare Center, LLC d/b/a Epsom HealthCare Center

CERTIFICATE HOLDER CANCELLATION

Department of l lealth and Human Services
129 Pleasant Street
Concord, NH 03301

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELED BEFORE THE EXPIRATION DATE
THEROF. THE ISSUING CO.MPANY WIl.L ENDEAVOR TO MAIL30 DAYS WRITTEN NOTICE TO THE
CERTIFICATE HOLDER NAMED TO THE LEFT, BUT FAILURE TO DO SO SHALL I.MPOSE NO OBLIGATION
OR LIABILITY OF AN-Y KIND UPON THE COMPANY. ITS AGENTS OR REPRr^SENTATIVES

AUTHORIZED REPRF.SENTATIVI;

Paul Macey
ACORD 25-S (7/97) ACORD.CORPORATION 1988

Holder Idcntillcr;Certificate No
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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 Sen/ices ("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
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; $1,931.600

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 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. <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.

HOLY CROSS HEALTH CENTER INC

SS-2021-DPHS-11-LONGT-30-A01 Page 1 of2
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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 8, 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

•OopjSlgned by:

12/31/2020 I fi'l. /^o«v
j80BtOT«»a44sl.. Morns

Date

Title: Director, Division of Public Health Srvcs

12/29/2020

Date

HOLY CROSS HEALTH CENTER INC

— DocuSign«d by:

wojtkiewncz

Title: Admi ni st rator

HOLY CROSS HEALTH CENTER INC

SS-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 numberof 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 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:

4.3.1. 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
LTCFtestinQ@DHHS.nh.Qov. ds

lnitial|_SW^
D^t^l2/29/2020

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

Please fill ou( form and rclurn lo: LTCFTcsiing@dhhs.nh.gov

1) Name of facility:

2) How many staff members does your facility have?

3) SlafTlesiing lab uiilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) Mow many residents docs 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

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOOAest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(If applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Name
— OS

Title late

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 concerned.

Business ID: 229872

Certificate Number: 0005033398

Ba.

1^.

m TESTIMONY WHEREOF,

I hereto set my hand and cause to be afTixed

the Seal of the State of New Hampshire,

this 26th day of October A.D. 2020.

William M. Gardner

Secretary of State



Holy Cross Health Center
357 Island Pond Road, Mnnchcslcr. NH 03109 Phone: 603-628-3550 Fax: 603-626-6270

Certificate of Authority
CERTIFICATE OF AUTHORITY *

V

I, Sr. Diane Y. Duoere. hereby certify that: \
(Name of the elected Officer of the Corporatlon/UC; cannot be contract signatory) j

i
{

1. I am a duly elected Clerk/Secretarv/Officer of Holv Cross Health Center. Inc. i

(Corporation/LLC Name) ^
4

j
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) ^

t

i
VOTED; That Scott Woitkiewicz (may list more than one person) 1;

(Name and Title of Contract Signatory) t
I
I

is duly authorized on behalf of Hdiv Cross Health Center. Inc. to enter into contracts or agreements with the State
(Name of Corporation/LLC) ;

Ir

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. !

I

3. I hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the 1
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. I further certify that it is understood that the State of f
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 ^ /j. ^
Signature of Elecred Officer

Name: Sr. Diane Y Dupere

Title: U.S. Sector Leader

Board President
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/KCORCf CERTIFICATE OF LIABILITY INSURANCE
OATE{MMA)WYYYY)

10/29/2020

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 la an ADDITIONAL INSURED, the pollcy(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 certlflcato hoider In lieu of such endorsement(s).

PRODUCER

Waldorf Risk Solutions, LLC
PO Box 590
Huntington NY 11743

COMTACT
NAME;

Priir 831-423-9500 631-424-3610

AOMEss; infoQwrsI 926.com

WSURERtSt AFFOROMO COVERAGE NAIC*

iNsuRERA; Certain Underwriters atLlovds. London-AA1122000
INSURED HOLSIS

Holy Cross Health Center
357 Island Pond Road

Manchester, NH 03109

IMSURERB:

INSURERC:

INSURER D :

INSURER e :

INSURER P:

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.

INSR
LTR TYPE OF INSURANCE

ADDL

iNsn

BUSR

WVB POLICY NUMBER
POLICY EFF
IMM/DOfYYYY>

POUCYEXP
rMMXMXYYYYl UMTTS

A X COUUERCUkL CEHERAL LIABIirTV

E 1 X 1 OCCUR
20W1461 7/1/2020 7/1/2021 EACH OCCURRENCE 11,000j)00

I CLAIMS-MAC UAkUSH I'ORtNTkU
i

MED EXP lAnv on« twion) i

PERSONAL A AOV INJURY s

CE AGGREGATE LIMIT APPLIES PER:

POLICY 1 1 r~l LOG
OTHER;

GENERAL AGGREGATE 3 2.000,000

X IllOOUCTS - COMP/OP AOG 3

3

AUTOMOBILE LIABILITY COMSINEO SINGLE LIMIT-
3

ANY AUTO

MEDULED
rros
}N.OWNEO
rros ONLY

eOOlLY INJURY (Par partoo) 3

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

SC
Al BOOLY INJURY (Peraccidanl) 3
NC
Al

PROPERTY DAMAGE
IPaf nccWont) 3

3

A

X

UMBRELLA LIAB

EXCESS LIAB

X OCCUR

CLAIMS-MADE

20XS103 7/1/2020 7/1/2021 EACH OCCURRENCE 3 1.000.000

AGGREGATE 3 1.000.000

DED- 1 RETENTION 1 3
WORKERS COMPENSATKM

AND EMPLOYERS'UAOIUTY y.^
ANYPROPRieTOmPARTNtyVEXeCUnVE I—1
OFFlCERMEMBEREXaUOEO?
(UandBlefy In NH) ' '
If ya«. 0«K(t)6 under
OFSCRIPTIOH OF OPFRATIONS halnw

N/A

Wh 1 CTH.
ATATlfTF 1 FR

E.L. EACH ACCIDENT 3

E.L. DISEASE • EA EMPLOYEE 3

E.L. DISEASE • POLICY LIMIT 3

A PioTaasional Liabi^ty 20W14ei 7/1/2020 7/1/2021 Par Clakn: 31,000.000

DESCRIPTION OF OPERATIONS' LOCATIONS 1 VEHICLES (ACORD 101, Addtliontl RMiwrk* 8ch*0ul*, may ba iltachad H mera apaca la raqutrad)

PROOF ONLY.

The Excess Liability will follow the terms and conditions of the General and Professional Liability,

CERTIFICATE HOLDER CANCELLATION

Depl of Health and Human Servic:es
129 Pleasant street
Concord NH 03301

1

SHOULD ANY OF THE ABOVE 0ESCRI8E0 POLICIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN

ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPRESENTAnvE

ACORD 25 (2016/03)

<S> 1988<2015 ACORD CORPORATION. Alt rights reserved.
The ACORD name and logo are registered marks of ACORD
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Client#: 491562 SISTEH0L1

ACORD. CERTIFICATE OF LIABILITY INSURANCE
DATE (MMfDO/YYYY)

10/26/2020

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 pollcy(ie8) must have ADDITIONAL INSURED provisloru 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 endor8ement(s).

PRODUCER

USI Insurance Services LLC

3 Executive Park Drive, Suite 300

Bedford. NH 03110

855 874-0123

855 874-0123
E-MAIL
AODRfiSa;

INSURERIS] AFFORDING COVERAGE NAICt

INSURER A; AIM Mutual Insurance Company 33758

INSURED

Holy Cross Health Care Center, Inc.
357 Island Pond Road

Manchester, NH 03109

INSURER B:

INSURER C:

INSURER 0:

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 CONTRACTOR 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.

POLICY EFF
IMM/DO/yWY)TYPE OF INSURANCE msH ma POLICY NUMBER UMITS

.
COMMERCIAL GENERAL LIABILITY

CLAIMS-MAOE □ OCCUR

GENT AGGREGATE UMIT APPLIES PER:

POLICY CD CD LOC
OTHER;

AUTOMOBILE LIABIUTY

ANY AUTO
OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

UMBRELLA LIAS

EXCESS LIAB

DEO

SCHEDULED
AUTOS
NON.OWNED
AUTOS ONLY

OCCUR

CLAIUS-MADE

RETENTION t

WORKERS COMPENSATTON
AND EMPLOYERS* LIABIUTY »IN
ANY PROPRtETOR/PARTNER/EXECUTIV^r-—1OFTICERAI^ER EXaUDEO? N
(lUndAtofy'lnNil)
It vM, dMcritM und«r
DESCRIPTION OF OPERATIONS bekw

.

ECC60040005402020A 38/11/2020 08/11/2021

EACH OCCURRENCE
.;ENTEO .
ai occunrBncal

MED EXP (Any cn« twfionl

PERSONAL S AOV INJURY

GENERAL AGGREGATE

PRODUCTS - COMP/OP AGG

COMBIN^O SINGLE LIUIT
.(lajasfcteQU—^ ^
BODILY INJURY (Par ptrton)

BOOILY INJURY (Per aoMenl)
PROPERTY OAMAGB
fPw iiecirlenH

EACH OCCURRENCE

AGGREGATE

V PGRX STATUTE
OTH'
£R_

e.L. EACH ACCIDENT

e.L. DISEASE ■ EA EMPLOYEE

EL. DISEASE • POLICY LIMIT

tSOO.OOO

(500.000
tSOO.OOO

DESCRIPTION OF OPERATIONS I LOCATIONS / VEHICLES (ACORD 101, Additional Ramarh* Sohadula, may be attached If mera apace M required)

Department of Health & Human
Services

129 Pleasant Street
Concord. NH 03301

1

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) 1 of 1
#S30262613/M30262146

e 1988-2015 ACORD CORPORATtON. All rights reserved.

The ACORD name and logo are registered marks of ACORD
LCACA
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State of New Hampshire
Department of Health and Human Services

Amendment#!

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 sen/ices 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., Genera! 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 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. <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.

JAFFREY REHABILITATION AND NURSING CENTER LLC

88-2021-DPH8-11 -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 WHEREOF, the parties have set their hands as of the date written below.

State of New Hampshire
Department of Health and Human Services

^OouSigntd by;

12/18/2020 '

Date
. Morns

Title: Director, Division of Public Health srvcs

JAFFREY REHABILITATION AND NURSING CENTER

LLC

■OocuSlgn*d by:

12/17/2020 fajndL
Date Lyons

Title: Admi ni st rator

JAFFREY REHABILITATION AND NURSING CENTER LLC

SS-2021 -DPHS-11 -LONGT-31-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 $ 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 shall 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;

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
LTCFtestinqfaiDHHS.nh.qov.

■ nInitial!

12/17/2020
Date

Page 1 of 1
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W:.#/NH DIVISION01=

Kiblic Health Services
Dup^inmcni ol'lle^Rh vul (iumar. Service

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

Please fill out fomi and return to: LTCFTcsting@dhhs.nh.gov

I) Nameoffacilitv:

2) How many staff members does your facilitN' have?

3) StafI'testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rale greater than 10%
5) How many residents does your facility have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

1 SlOOAest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOOAest

Name Title Date

12/17/2020
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State of New Hampshire

Department of State

CERTIFICATE

1, William M. Gardner, Secretary of Slate of the State of New Hampshire, do hereby certify that JAFFREY REHABILITATION

AND NURSING CENTER LLC is a New Hampshire Limited Liability Company registered to transact business in New

Hampshire on January 17, 2019. 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: 810933

Certificate Number: 0005032566

Ui

O

d

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal of the Slate of New Hampshire,

this 23rd day of October A.D. 2020.

William M. Gardner

Secretary of State



CERTIFICATE CF AUTHORITY

Akiva Horowitz

c~ tr-v. Gi-r.-cijjC c '.'i-t' .'crcorruirr'L.'..

1. 1 am a duly elected Clerk/Secretary/Officer of Jaffrey
i w-orco:"2:

2. The following is a true copy of a vote taken at a meeting
held on December 18 , 2020 , at
present and voting.

VOTED: That

one person)
.Patrick Lvons -^'^'"'*'^»^

('r-iarna anc o*

is duly authorized on behalf of Jaffrey Rehabilitation a
agreements with the State

(Nrrirna or Ccrcorsiion.' LL

of New Hampshire and any of its agencies or departnents and further is authorized to execute any and

hereby certify that:

Rehabilitation and Nursing Center LLC.
oi'i/l-l-'w NaiTia'

of the Board of Directors/shareholders, duly called and
> /hich a quorum of the Directors/shareholders were

(may list more than

id Nursing Center LLC_ to enter into contracts or

documents, agreements and other instruments, and any
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 o
date of the contract/contract amendment to which this c
thirty (30) days from the date of this Certificate of Author^
New Hampshire will rely on this certificate as evidence
position(s) indicated and that they have full authority to
limits on the authority of any listed individual to bind the c
all such limitations are expressly stated herein.

Dated: 12/18/2020

repealed and remains in full force and effect as of the
urtificate is attached. This authority remains valid for

further certify that it is understood that the State of
that the person(s)' listed above currently occupy the
)ind the corporation. To the extent that there are any

crporation in contracts with the State of New Hampshire,

Rev. 03/24/20

amendments, revisions, or modifications thereto, which

Signature of Elected Officer
Name: ft 'f'Z.
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ACORCf CERTIFICATE OF L ABILITY INSURANCE
OATl {MMOOftYYYJ

.mrwniMni; n me ceniTiCBte hoidorls EH ADDITIONAL INSURED Iho p
If SUBROGATION IS WAIVED, subject to the terms and conditions of Ifis
this certificate does not confer rights to the certificate holder in lieu of s

Illcyfies) must have ADDITIONAL INSURED provisions or bo endorsed,
policy, certain policies may require an endorsement. A statement on
ich endorsement(8).

PIG Brokerage Inc.

1648 61st Street

Brooklyn NY 11204

naSe^' RfvkyFinkel
(A«Nor«, (718)854-3108

ADDRFSSr

INSURERJ8) AFFORDINO COVERAGE
NAICF

INSURED

Jeffrey Rehabilitation and Nursing Center LLC: Plantation Realty LLC
20 Plantation Drive

NH 03452

WSURERB

INSURER C

INSURER O

INSURER E

INSR

LTR TYPE Of INSURAMCe

X

X

COMMEACIAL GENERAL LUkBlLITY

I CLAlM8-K«ADe I X| OCCUR
Prof. Liability

IL-M'll'.Vl*] POUCVNUMBER

GEWl AGGREGATE LIMtT APPLIES PER-

POLICY □
OTHER:

, PRO-
I JECT

ruco r

□
AUTOMOBILE UABILITY

AMY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

UMBRELU UAB

EXCESS UIAB

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

OCCUR

CLAtMS-MAOe

DEO RETENnON S

Y/N

WORKERS COMPENSATION
AND EMPLOYERS' UAeiUTY
ANY PROPRlETOHW^TNER/EXECUTlVE I 1
OFFICER/MEMBER EXCLUDED?
{Mandatery In NH) ' '
If yts. dMoltM undtr
OESCfllPTION Of OPERATIONS batow

75LTP000733.01

t>OLICY^PP
fMMrOOfYYYYl

05/15/2020

boLkjYfiXP
IMMrDOfYVYYl

05/15/2021

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101. AdaiUan.! R.mart.. Sctradul^. may b. .L«h«l tf  mo, .iae. I. raqulrad)
Certiricste Holder is listed as Mortgagee and Additional Insured

LIMITS

EACH OCCURRENCE
'DAUACS 16 HtMTEO
PREMISES fEa oceufTdneal

MEO EXP (Any and personl

PERSONAL a AOV INJURY

GENERAL AGGREGATE

PRODUCTS - COMP/OP AOG
Employee Benefi»
COMaiNEO SINGLE LIMITfStiBcdderei
dODILY INJURY (Par paraon)

BO(»LY INJURY (Par accldani)
Pkoperty dawace
IPar accideml

EACH OCCURRENCE

AGGREGATE

PER
STATUTE

OTH
ER

6,L. EACH ACCIDENT

E.L. DISEASE - EA EMPLOYEE

6,L-DISEASE • POLICY LIMIT

1,000,000

50,000

10.000

1,000.000

3,000.000

3.000,000

1,000.000

CERTIFICATE HOLDER

Bank of Now Hampshire

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

62 Pleasant Street
AUTHORIZED REPRESENTATIVE

Laconia
1

NH 03246

ACORD 25 (2016/03) The ACORD name and logo a
© 1988-2015 ACORD CORPORATION. All rights reserved,

0 registered marks of ACORD
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EVIDENCE OF COMIVIERqiAL PROPERTY INSURANCE DATE |MM®(VyYYy)

05/13«020

ACORCf

THE ISSUING INSURER(S), AUTHORIZED REPRESENTATIVE OR PROn E OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN
JCER, AND THE ADDITIONAL INTEREST,

PRODUCCR nAmI I PHnwp „— —
CONTACT PERSON AND ADDRESS I tAg to P.tL 854-2818
P&G Brokerage Inc.

Rrvky Finkal

1646 6Hl Suaet

Brooklyn

(718)854-3106 e-MAIL
ADORESS:

NY 11204

CODE;

000^0550

sue CODE;

NAMED INSURED AND ADDRESS

Jaffrey RehaDllltatlon and Nursing Center LLC; 20 Plantation Or LLC: Plantation Raajty
20 Plantation Drive

NH 03452

COMPANY NAME AMD ADDRESS

Manover Insurance Co.

P.O. Box 580045

Charlotte

POUCV TYPE

Commercial Property

NC 28258-0045
IF MULTIPLE COMPANIES. COMPLETE SEPARATE FORM FOR EACH

LOAN NUMBER

EFFECTIVE DATE

05/15/2020
ADDITIONAL NAMED INSUREOtS)

20 Plantation Or LLC

PROPERTY INFORMATION (ACORD 101 may be attached if more space Is required)
LOCATirm I npitraiPTHMj ' : '

THIS REPLA

EXPIRATION DATE

05/15/2021

POLICY NUMBER

RHYD912400-01

CES PRIOR EVIDENCE DATED:

, CCNTIMUeD UNTIL
I  I TERiXINATED IF CHECKED

B BUILDING OR B BUSINESS PERSONAL PROPERTY
20 Plantation Drive

Jeffrey
Loc# 00001

NH 03482

OF SUCH POUCIES. LIMITS SHOWN MAY HAVE BEEN REDUCEO 8Y PAID CLAIMS f SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS
COVERAGE INFORMATION PERILS INSURED BASIC SpBROAD ecialSPECIAL
COMMERCIAL PROPERTY COVERAGEAMOUNT OF INSURANCE; 4.000.000

DEO: 5.000
NO NU

S BUSINESS INCOME □ RENTAL VALUE II YES. LIMIT: 1.500.000 Actual Lots Sustained:» ol months
BLANKET COVERAGE If YES. Indicate value(a) reported on property Identified apove: S
TERRORISM COVERAGE X Attach Disclosure Notice / DEC

IS THERE ATERRORISM-SPECIFIC EXCLUSION? X
IS DOMESTIC TERRORISM EXCLUDED?

X
LIMITED FUNGUS COVERAGE

If YES. LIMIT: OED;FUNGUS EXCLUSION (If "YES", specify Organization's form used)
X

REPLACEMENT COST X
AGREED VALUE

X
COINSURANCE X If YES.
EOUIPMEf^ 8ReAK00V\'N (If Applicable)

II YES. LIMIT; 4.000.00C DEO: 5.00CORDINANCE OR LAW - Coverage for loss lo undamaged ponion of bldg If YES. LIMIT: 4.000.000 DEO: 5.00Q
- Demolition Costs X If YES, LIMIT; 100.000 DED: 5.000
- Incr. Cost of Construclfon X If YES. LIMIT: 100.000 DEO; 5.000EARTH MOVEMENT (If/Vpplicablel

X "YES. LIMIT: 1.000,000 DED: 25.000FLOOD (If Applicable)
X "YES. LIMIT: 1.000.000 OED: 25.000

\MND/HAIL INCL □ YES □ NO Subject to Different Provisions "YES. LIMIT: DED:NAMED STORM INCL 0 YES 0 NO Subfect 10 Different Provltions:
PERMISSION TO WAIVE SUBROGATION IN FAVOR OF MORTGAGE
HOLDER PRIOR TO LOSS

"YES. LIMIT OED:

CANCELLATION

date thereof, NOTICE WILL BE

AODITIONAL INTEREST
corrrRACT of sale

UOItTOAGEe X
LENDER'S LOSS PAYAaiE LOSS PAYEE
Mortgagee A Loss Payee

NAME AND AOORBSS

Bank of New Hampshire
62 Pleasant Street

NH 03246

AUTHORIZED REPRESCNTATIVE

^ ̂76:1
ACORD 28 (2016/03) The ACORO name and logo t re registered marks of ACORD
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ACORCf CERTIFICATE OF LIABILITY INSURANCE
DATE (MMrtJOrrVYYI

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY Al
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND EX'
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE J
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

1  05/13/2020

JO CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
END 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 pc
If SUBROGATION IS WAIVED, subject to the terms and conditions of the
this certificate does not confer rights to the certificate holder in lieu of s

llcy(ies) must have ADDITIONAL INSURED provisions or be endorsed,
oolicy, certain policies may require an endorsement. A statement on
ich endorsementjs).
Ig&yTAeT p--.-

P&G BrokeraQS Inc.

1648 6111 Street

Brooklyn NY 11204

WSUPED

Jeffrey Rehabilitation and Nuning Center LLC,20 Plantation Drive LLi

20 Plantation Drive

Jaffrey NH 0O452

6rti: (718)654-2818 TAX
|A<C. Not! (718) 854-3108

iwauRCRta) AfroRorwq coveraoe

Pharmacists Mutual Ins. Co.

COVERAGES CERTIFICATE NUMBER: CL20513C^7l5
THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BE !
INDICATED. NOTWITHSTANDING ANY REQUIREMENT. TERM OR CONDITION OF AT
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY 1
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOVW MAY HAVF

INSR

BEE
Liy^«y!jy

N I
REVISION NUMBER:

LTR TYPE OF INSURANCE rjFPiiffl!! POLICY NUMBER

COMMERCIAL GENERAL LlABILITr

CLAIMS-MADS □ OCCUR

GENlAOCREGATe UMirAPPLIES PER;

□ □.OCPOUCY

OTHER;

AUTOMOBILE LIABILITY

ANY AUTO

OWNED
AUTOS ONLY
KREO
AUTOS ONLY

UMBRELLA LIAO

EXCESS LIAS

OEt)

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

OCCUR

CLAIMS-MADE

RETENTION S
WORKERS COMPENSATION
AND EMPLOYERS' LiABILITY
ANY PROPRlETORPARTNERyEXECimvE
OFFlCEAMEMSER EXCLUDED'
(MtiMttory In NH)
It yt(. MialM under
OeSCRIPnON OF operations OrtAV

E

SSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
Y CONTRACT OR OTHER DOCUMENT WITH RESPECT TO V/HICH THIS
HE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS
EN REDUCED BY PAID CLAIMS.

POLICY efF I POLICVEXP"
IMMIOOrrYYY) (MMrt)D/VYYYI

WCV016322201

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHtCLES {ACOflO 101. AddlUon.1 Remarkt SehtduM. mty Be ttteched If mor. .p.ee It required)

05/15/2020 05/15/2021

EACH OCCURRENCE
UAMAflt TO kENTEO
PREMISES (El occurreneel

MEO EXP (Any or>e perion)

PERSONAL a ADV INJURY

GENERAL AGGREGATE

PRODUCTS - COMPADPAQG

COMOINEO SINGLE UMCf
(Ee acoeentl
BODILY INJURY (Pe)- peicn)

BODILY INJURY (Per accideni)
PROPERTY OAMACG
(Per acddenll

EACH OCCURRENCE

PER
STATUTE

OTH
ER

EL EACHACaOEMT

E.L. DISEASE - EA EMPLOYEE

e.L DISEASE • POLICY LIMfT

1.000.000

1.000.000

1.000.000

CERTIFICATE HOLDER

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

'

AUTHORIZED REPRESENTATIVe

ACORD 25 (2016/03) The ACORD name and logo t
© 1988-2016 ACORD CORPORATION. All rights reserved,

re 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 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:

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

1.8 Grant Amount not to exceed: $1,929,900

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 OSO-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.

MEMORIAL ELDER HEALTH SERVICES

SS-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 8, 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

^OomSlgncd by;

J/l.12/21/2020

Dili Mm ,
Title: Director, Division of Public Health Srvcs

MEMORIAL ELDER HEALTH SERVICES

■DocuSlgntd by:

12/21/2020

Date J. MCLauqhnn. fhfi• MCLaughlln, FHFMA

Title: cfo

MEMORIAL ELDER HEALTH SERVICES

SS-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

laboratory, In accorance with Exhibit A-1 Scope of Services. The Department will pay for

services from the dale 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
LTCFtestinq@DHHS.nh.qov. ^—ds

Initial^

^  12/21/2020
Dale

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

Please fill oui form and return to: LTCHTesting@dlihs.nh.gov

1) Name of facility':

2) How many stalT members does your facility' have?

3) StaliTcsting lab utilized:

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

□ Sur\-eillancc

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) How many residents docs your facilitN- have? (it'ombrcak/rcsponse is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable) '
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week S Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name
— OS

Title PJM,? 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 Hampshire, 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. 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: 749134 •

Certificate Number: 0004926967

Ar
Mi.

y

A

(k

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 8th day of June A.D. 2020.

^Ajl^
William M. Gardner

Secretary of State



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

Mary B. DeVeau

Chair, Board of Trustees

3073 VVhiie Mountain Highway. Noiih Conway,NH 03860 * 603-356-5461 •www.McinorialHospitalNH.org



THE MEMORIAL HOSPITAL AT NORTH CONWAY, N.H.

CORPORATE RESOLUTION

Resolved, that effective on the P' of June, 2020, Arthur Mathisen, President, and Diana

McLaughlin, Chief Financial Officer, of Memorial Hospital are hereby authorized and

directed to execute and deliver lease agreements and contracts on behalf of Memorial

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.

2) 6/17/2020
vlJry D^eau, Board of Trustees ChaiMary D^eau, Board of Trustees Chair Date

(Corporate Seal)



ACORCf CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/OOrrYTY)

10/27/2020

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 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

Medical Mutual Insurance Company of Maine
One City Center PO Box 15275
Portland. ME 04112

CONTACT
NAME:

2077752791 Twc no.; 2075238320
E-MAIL
ADDRESS;

INSURERIS) AFFORDING COVERAGE NAIC •

INSURER A Medical Mutual Ins Co of Maine

nSURED

Memorial Hospital
3073 White Mountain Highway

North Conway NH 03860

INSURERB Medical Mutual Ins Co of Maine

INSURERC

INSURER 0

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 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

4DDLSUBR

wvn POLICY NUMBER
POLICY EFF

IMM/DO/YYYY.

POLICY EXP
IMM/DD/YYYY. LIMITS

A
X COMMERCIAL GENERAL LIABILITY

NH HPL 004270 10/01/2020 10/01/2021 EACH OCCURRENCE $  2,000.000

CLAIMS-MADE j X j OCCUR
DAMAGE TO RENTED

$  100,000

MED EXP (Any one person) J  5.000

PERSONAL & AOV INJURY $  2,000.000

GENT. AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $  4,000.000

POLICY 1 1 jecT I 1 LOC
OTHER:

PRODUCTS • COMP/OP AGG J  2,000,000

i

AUTOMOBILE LIABILITV
COMBINED SINGLE LIMIT
'F» i

ANY AUTO BODILY INJURY (Per person) i

ALL OWNED
AUTOS

HIRED AUTOS

SCHEDULED
AUTOS
NGN-OWNED
AUTOS

BODILY INJURY (Pet accidont) i

PROPERTY DAMAGE
(Per Bccdenll

s

s

j UMBRELLA LlAB 1
EXCESS LlAB [

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE J

1 OEO i 1 RETENTIONS s

WORKERS COMPENSATION

AND EMPLOYERS'LIABILITY

ANY PROPRIETOR^'AftTNER«XECUTIve j j
OFFICERMEMSER EXaUDED?
(Mandatory in NH)
K y*s, oajcnM undar
DESCRIPTION OF OPERATIONS below

NIA

1 PER 1 1 OTH-
i STATUTE ! i ER

E-L. EACH ACCIDENT | J
E.L. DISEASE - EA EMPLOYEeI $
E.L. DISEASE • POLICY LIMIT 1 S

A Professional Liability NH HPL 004270 10/01/2020 10/01/2021 $2,000,000/$4,000,000

DESCRIPTION OF OPERATIONS I LOCATIONS/VEHICLES (ACORD 101. AddiUonal Rtmarka Schtdule. may baailachtd llmora tpaca Is raqulrad)

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

1

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'J

ACORD 25 (2013/04)

© 1988-2013 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
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THEMEMO-03

CERTIFICATE OF LIABILITY INSURANCE

CGORDAN

DATE (MM/DD/YYYY)

10/30/2020

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(ie$) 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 License #1780862
HUB International New England
275 US Route 1
Cumberland Foreside, ME 04110

CONTACT Dolly Libby

WC%. Ex.): (207) 489-7360 Not:
dolly.libby(^hubinternational.com

INSURERfSt AFFORDING COVERAGE NAIC*

INSURER A Maine Employers' Mutual Insurance Company 11149

INSURED

The Memorial Hospital
3073 White Mountain Highway
North Conway, NH 03860

INSURERS

INSURER C

INSURERD

INSURER E

INSURERF

COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED NOTWITHSTANDING ANY REQUIREMENT. TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSR

HE. TYPE OF INSURANCE
ADOL

iNS£L
SUBR

MQ. POLICY NUMBER
POLICY EFF
tMM/DD/YYYYl

POLICY EXP
IMM/DD/YYYYI

COMMERCIAL GENERAL UABILITY

CLAIMS-MAOE I I OCCUR
EACH OCCURRENCE

DAMAGE TO RENTED
PREMISES (Ea Triirrtnffl

MED EXP (Aflv one person)

PERSONAL & ADV INJURY

GEJTL AGGREGATE LIMIT APPLIES PER;

POLICY n 51^ I IlOC
GENERAL AGGREGATE

PRODUCTS - COMP/OP AGG

OTHER:

AUTOMOBILE LIABILITY
COMBINED SINGLE LIMIT
(Ea acddenll

ANY AUTO

OWNED
AUTOS ONLY

BODILY INJURY (Py pefsoo)

'S ONLY

SCHEDULED
AUTOS BODILY INJURY (Per accidem)

PROPERTY DAMAGE
iPef accldaotl

UMBRELLA LIAB

EXCESS LIAB

DED

OCCUR

CLAIMS-MADE

EACH OCCURRENCE

AGGREGATE

RETENTIONS

WORKERS COMPENSATION
AND EMPLOYERS'LIABILITY

ANY PROPRlETOR/PARTNER/EXECUTIve
OFFICER/MEMBER EXCLUDED?
(Mandatory In NH)

If yes, describe under
DESCRIPTION OF OPERATIONS below

Y/N

□
3102806246 1/1/2020 1/1/2021

y PER
^ STATUTE

OTH-
ER

HIA
E.L. EACH ACCIDENT

500,000

E.L. DISEASE • EA EMPLOYEE
500,000

E.L. DISEASE • POLICY LIMIT
500,000

DESCRIPTION OF OPERATIONS/LOCATIONS/VEHICLES (ACORD 101. Additional Remarks Schedule, may be attached if more Space is required)
RE: Memortal Elder Health Services

State of New Hampshire
Department of Health and Human Services
129 Pleasant Street
Concord, NH 03301

1

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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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 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 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: $1,986,800

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-testing functions set forth
above 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. <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.

MERRIMAC MEDICAL INVESTORS LLC

88-2021-DPH8-11-LONGT-23-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 8, 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

12/31/2020

Date

^DofiiStgned by:

. Morns

Title: Director, Division of Public Health srvcs

MERRIMAC MEDICAL INVESTORS LLC

12/30/2020

Date

-OocuSignad by:

Pazulski

Title: chief Executive Officer

MERRIMAC MEDICAL INVESTORS LLC

SS-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 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
LTCFtestinQ@DHHS.nh.QOv. ds

Initial;

03,^12/30/2020
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

I) Name of facililv;

2) How many staff members docs your facilit>' have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) How many residents docs your facility have? (if outbreak/response is checked)

6) Resident testing lab utilized (if diflcrent from siafTand outbreak/response is checked);

Month for reimbursement period; Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOOAest

Week 4;rest Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable]
Rate

Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name Title

Sf
Date

12/30/2020
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State of New Hampshire

Department of State

CERTLFlCA'l'E OF REGISTCRED TRADE NAM£

OF

FAJRVIEVV SENIOR LIVING

This is to certifi' that MLRRIMAC MEDICAL INVESTORS, LLC is registered in this oITice as doing business under
the Trade Name FAIRVIEW SENIOR LIVING, at 203 Lowell Road, Hudson, NH, 0305!, USA on 7/27/2020 4:30:00
PM.

The nature of business is Other / Skilled Nursing Facilit>-

Expiration Date: 7/27/2025 4:30:00 PM

Business ID: 847592

^11 Q

I?m

i±3
vn

p.v:

<3;(St

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be afFxcd

the Seal of the State of New Hampshire,

this 27lh day of July A.D. 2020.

William M. Gardner

Sccrctaiy of State
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State of New Hampshire

Department of State

CERTTFICATE

I, William M. Gardner, Secretary of State of the State of New .Hampshire, do hereby certify that FAIRVIEW SENIOR LIVING is

a New Hampshire Trade Name registered to transact business in New Hampshire on July 27, 2020.1 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 ofilcc is

concerned.

/■

Business ID: 847592

Certificate Number; 0004985937

SJ

% 3
y

la.

IN TESTIMONY WHEREOF,

I hereto .set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 26th day of August A.D. 2020.

William M. Gardner

Secretary of State
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/XCORO'

MERRI-1

CERTIFICATE OF LIABILITY INSURANCE

QP ID: AL
OATC (MM/OO/YYYYl

10/30/2020

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 pollcy(ie$) 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 riqhts to the certificate holder In lieu of such endorsement(s).

PRODUCER 703-359-8100
Hamilton Insurance Agency
Alan J. Zuccarl, Inc.
4100 Monument Corner Dr. #500
Fairfax, VA 22030

cjNJACT 703-359-8100

r««.Ea„: 703-359-8100 703-359-8108
aeagle@hamiltonln8urance.com

INSURER(S) AFFORDING COVERAGE NAicm

INSURER A: Columbia Casualty Co.

INSURED

M«rrlni*c Mqdieal lny**tqrs LLC
Ua ralMew Nurtjng Caniarf
LauraT Plata AatlatM LlMng/

Piudton.VH

INSURER 'nsurance Company
iMS^RgRc .Technology Insurance Company
i^g^f^gRD.American Cas Co of Reading PA

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 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

JJB. TYPE OF INSURANCE
ADOL
INSD

SUBR
WVDl POUCY NUMBER

POLICY EFF
IMMIDDIYYYYI

POUCY EXP
IMMIDO/YYYYI UMITS

COMMERCIAL GENERAL UABIUTY

CLAIMSJilAOE OCCUR

Prof Uab$1M/$3M

$25,000 DED

GEWL AGGREGATE LIMIT APPUE^S PER:
CHlocPOLICY Q 51

OTHER:

EACH OCCURRENCE

4022871694 07/01/2020 07/01/2021
DAMAGE TO RENTED

MED EXP lAnvcne ocrsofil

PERSONAL & AOV INJURY

GENERAL AGGREGATE

PRODUCTS - COMPADP AGG

Emp Ben.

1,000,000

100,000

5,000

1,000,000

3,000,000

Included

Included

AUTOMOBILE UABIUTY
COMBINED SINGLE LIMIT
lEa acddenli

1.000,000

ANY AUTO

OWNED
AUTOS ONLY

4022871677 07/01/2020 07/01/2021

ONLY

SCHEDULED
AUTOS

BODILY INJURY (Par Mf»onl

BODILY INJURY IPar acci(><ni)

WIOPERTY DAMAGE
iPer accideniT

Coll/Comp 0«d 2,000

UMBRELLA LIAB

EXCESS LIAB

DED

OCCUR

CLAIMS-MADE

EACH OCCURRENCE
5,000,000

4022871680 07/01/2020 07/01/2021
AGGREGATE

5,000,000

X RETENTIONS 10,000

WORKERS COMPENSATION
AND EMPLOYERS' LIABIUTY

ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICERAIEMBER EXCLUDED?
(Mndatory In NH)

II yei, detcrlM under
DESCRIPTION OF OPERATIONS below

I r

□
TARNH10U127-00 07/01/2020 07/01/2021

Y I PER
^ I STATUTE

OTH-
.£8

E.L. EACH ACCIDENT 1,000,000

E.L DISEASE • EA EMPLOYEE 1,000,000

E.L. DISEASE • POLICY LIMIT 1,000,000
Crime

(Employee Theft)
4022871663 07/01/2020 07/01/2021 EE Theft

Ded

2,800,000
1,000

DESCRIPTION OF OPERATIONS I LOCATIONS I VEHICLES (ACORD 101, AddttJonal Remark* Schedule, may be attached tf  more space I* required)

Location: Merrlmac Medical Investors, LLC dba Fairview Nursing
Center/Laurel Place Assisted Living, 203 Lowell Road,
Hudson, NH 03051-4909

For Information Only

1

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

'Ho'WMyod TKcSlocat
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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NOTEPAD
(NSUREO'S NAME

Mcrrlmac Medical inveators LLC

MERRI-1

OP ID: AL

PAGE 2

10/30/2020

Named Insured:

Merrimac Medical Investors, LLC
t/a Fairview Nursing Center
Merrimac Real Estate Investors, LLC
Laurel 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 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: $2,014,900

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 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. <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
POO 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.

METRO HEALTH FOUNDATION OF NEW HAMPSHIRE

SS-2021-DPHS-11-LONGT-24-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 8, 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

12/18/2020

Date

^OouSlgncd by;

Morn's

Title: Director, Division of Public Health srvcs

METRO HEALTH FOUNDATION OF NEW HAMPSHIRE

12/17/2020

Date

-OocuSign«<j by:

lah'i'S^y^^ry Si mi no

Title: Admi ni strator

METRO HEALTH FOUNDATION OF NEW HAMPSHIRE

SS-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:

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
LTCFtestina@DHHS.nh.Qov. ^ ds

Initial

D3,el2/17/2020
Page 1 of 1
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^o-
YT^ NH division op
^ Public Health Services

Oi:p;<nmonii.irili:Mlh %n>1 lluiim Scr-ic

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

Please fill oui form and return to: LTCFTesimg@dhhs.nh,gov

1) NaJTie offaciiitv:

2) Ho%s- many stafTmembers docs your facility- have?

3) Staff testing lab utilized:

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

□ SuiA'ciltance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) Mow many residents does your facility have? (il'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

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date
(if applicable)

Week S Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOOAest

Name Title Date

12/17/2020
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State of New Hampshire

Department of State

CERTIFICATE

1, William M. Gardner, Secreiary of Stale of the Stale of New Hampshire, do hereby certify that METRO HEALTH

FOUNDATION OF NEW HAMPSHIRE, INC. is a New Hampshire Nonprofit Corporation registered to transact business in New

Hampshire on July 20, 1998. I further certify that all fees and documents required by the Secrctar>' of State's office have been

received and is in good standing as far as this office is concerned.

Business ID: 296860

Certificate Number: 0004967019

8k

O

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 28th day of July A.D. 2020.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

1 . ^ --^0-r\cA-<^.tr S ^ hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Offlcer of /T-'Unok-rfy'^^^ O'f /JpcJ
(Corporation/LLC Name)a/bK

2. The followlna Is a true copy of a vole taken at a meeting of the Board of Directors/shareholders, duly called and
held on > i , 20i7c>. at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: That •Ucfc^rW(LV-... ^ f\c^ro.^.-rN;^\vc:Ay- (may list more than one person)
(Name and TitifcLf)) Contract Signatory) T

Is duly authorized on behalf of -V — to enter Into contracts or agreements with the State
(Name of Corporation/LLC) l/i <ico Co.»^

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. I further certify that It Is understood that the State of
New Hampshire will rely on this certificate as evidence that the per8on(s) listed above currently occupy the
posltion(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. *

I: ialn/Ao:io Qjm .
Signature of Elected.Cfficer

CEo /l::>(reciri>r'

i
I

i

Dated:

Rev. 03/24/20
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ACORD..
METR0HEA5

CERTIFICATE OF LIABILITY INSURANCE
DATE (UU/DCmYY)

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 pollcy(les) 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).

PRODUCEn

USI Insurance Services LLC

3 Executive Park Drive, Suite 300

Bedford, NH 03110

855 874-0123

CONTACT
NAME:

Exii: 855 874-0123 fiOS. ̂ o):
E-MAIL
ADDRESS:

INSURER(S) AFFOROINC COVERAGE NAICf

INSURER A ironshore Specialty Insurance Co. 25445
INSURED

Metro Health Foundation of NH d/b/a

Golden View Health Care Center

19 NH Route 104

Meredith, NH 03253

INSURER B Ailantic Charter Insurance Company 44326

INSURER C Continental Western Insurance Company 10804

INSURER 0

INSURER E

INSURER F

THIS IS TO CERTIPr' 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 CONTRACTOR 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

'l'^" TYPE OF INSURANCE

COMMERCIAL GENERAL UASILITY

CLAIMS-MADE □ OCCUR

GENl AGGREGATE LIMIT APPLIES PER:

POLICY [3 CZ] LOC
OTHER:

AUTOMOBILE UABILTTY

ANY AUTO
OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

UMBRELLA LIAB

EXCESS LUB

DEO

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

OCCUR

CLAIMS-MADE

X RETENTION s$0

ADOL
INSfi

SUBR
WVD POLICY NUMBER

003947001

CAA527827614

003947101

POyCY EFF
(MMfep/YYYY)

01/04/2020

01/04/2020

01/04/2020

PCLtCY EXP
(mmidi5/yyyy)
01/04/2021

01/04/2021

01/04/2021

LIMITS

EACH OCCURRENCE
}RENTED
Eaoccyrrofw)

MED EXP (Any one pofion)

PERSONAL & ADV INJURY

GENERAL AGGREGATE

PRODUCTS • COMP/OP AGQ

Combined single limit
(Pa nrrirtoni)
BODILY INJURY (Per person)

BODILY INJURY (Per accidenO
PROPERTY DAMAGE
(Per ccddcnn

EACH OCCURRENCE

AGGREGATE

$1,000.000
$100,000
$10,000
$1,000,000
$3,000.000
$3,000,000

s1,000,000

$5,000,000
$5.000.000

WORKERS compensation
AND EMPLOYERS' UABILTTY y / N
ANY PflOPRIETORff'ARTNER/EXECUTIVEi
OFFICEFUMEMBEH EXCLUDED?
(Mandatory In NH)
II yes, deecdbe under
DESCRIPTION OF OPERATIONS Oelow

'[n]
WCA00569601
3A States: NH

01/04/2020 01/04/2021 PER
5IAIUIE.

OTH-
£B_

E.L. EACH ACCIDENT $1.000.000
E.L DISEASE - EA EMPLOYEE $1,000,000

Professional

Liability
003947001 01/04/2020

E.L DISEASE - POLICY LIMIT | $1,000,000
01/04/2021 $1,000,000 Ea. incident

$3,000,000 Aggregate

DESCRIPTION OF OPERATIONS / LOCATIONS/VEHICLES (ACOR0101. AddRlonal Rwnarkt Schedule, may be attached It more epace Is required)

CERTIFICATE HOLDER CANCELLATION

State of NH
Department of Health and Human Services

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

129 Pleasant Street
Concord, NH 03301

1

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03) 1 of 1
#S30227324/M27540584

© 1988-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD

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, 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: $ $2,332,200

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 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. <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.

New Hampshire Catholic Charities

SS-2021-DPHS-11-LONGT-01-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 Nevy 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 Aniendment 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

— DouSigncd by:

12/31/2020

l^orris

Title: Director, Division of Public Health Srvcs.

New Hampshire Catholic Charities
DocuSigncd by:

Date

>-^~u>ocudign«a Dy:

12/30/2020 fViUtaraui

Dili
Title:

New Hampshire Catholic Charities

SS-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 8

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 Outtireak 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
LTCFtestinQ@DHHS.nh.QOv.

Initials

Date
12/30/2020

Date
Page 1 of 1
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Cihibit Anwndintfit 1

FaoMty Int

Pscilitv Name Vendor Code Addreu atv State Zip Phone Number Total TESTS Reimbursement Amount
Mt. Carmel Rehab and Nurona Center 223250 235 Mvnie Street Manchester NH 3104 (603) 627^11 1257 S  125.700.00
St. ann Rehabilitation arxl Nursing Center 233414 195 Dover Point Road Dover NH 03820 (603) 742-2612 528 $  52.800.00
St. Francis RehebilitBlion and Nursing Canter 233415 406 Court Street Laconia NH 03246 (603) 524-0466 684 %  68.400.00
St. Teresa Rehabilitation and Nursing Center 233416 516 Bridge Street Manchester NH 03104 (603) 668-2373 576 S  57,600.00
St. Vincent de Paul Rehabilitation and Nursing Center 233417 29 Providence Avenue Berlin NH 03570(603)752-1820 912 S  91.200.00
Warde Nursing Home 266873 21 Searles Road Wirxlham NH 03087 (603)690-1290 621 J  62.100.00

12/30/2020
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::>0-
>•; NH DIVISION OH

Public Healtli Services
L')cpjn[neni tif I Irftlih Ukl I iuiuai: Sei vicrs

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

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

I) Name of facilitv:

2) l low many stafi*members docs your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Oulbrcak/Rcsponse

□ County rate greater than 5%'

□ County rale greater than 10%

5) Mow 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

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
•Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week S Test Date

(if applicable)
Week 5 Second Test Date

(If applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Name Title

m
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 NEW HAMPSHIRE

CATHOLIC CHARITIES is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on March

07, 1946. 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: 66153

Certificate Number: 0005031648

>

O

(k

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 22nd day of October A.D. 2020.

William M. Gardner

Secretary of Slate



CERTIFICATE OF AUTHORITY

'■ —Kevin F. Barrett ^ 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 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
September 19 20 19 . at which a quorum of the Directors/shareholders were present and votlna

(Date)

"'"bat _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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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 ,etW6w Hampshire
all such limitations are .expressly stated herein. " '

Dated: 1/04/21 "
er

_  :gy
■^nature ofElected^^Jf^—- '

Name: Kevin F. Barrett
Title: Secretary

Rev. 03/24/20



yXCORCf CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/ODrtYYY)

03/10/2020

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 BETV/EEN 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 lieu of such endorsement(s).

PRODUCER

Porter & Curtis. LLC

225 State Road

Media. PA 19063

Vanessa Maurer

PHONE SlOSaififiSS
IAK.No. EkH: tAJC.HoV.

fleece VMaurefffiPofterCurtis.com

INSURER(S) AFPORDING COVERAGE NAICI

INSURER A THE NATIONAL CATHOLIC RISK RETENTION GROUP, INC 10083

INSURED

NH CATHOLIC CHARITIES - ADMINISTRATION

215 Myrtle Street
Manchester. NH 03105

INSURER B
PRINCETON EXCESS AND SURPLUS LINES INSURANCE COMPA 10786

INSURER C

INSURER 0

INSURER E

INSURER F

COVERAGES CERTIFICATE NUMBER: C000191464 REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLIGIES 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 OP INSURANCE

AODLiSUBR
IMSOlwVO POLICY NUMBER

POLICY EPF
(MM/D0/YYYY1

POLICY EXP
IMM/OD/YYYYt LIMITS

A

X COMMERCIAL GENERAL UABILITY

e 1 X 1 OCCUR

RRG 10407-23 03/01/2020 03rt)1/2021

EACH OCCURRENCE J  1,000,000

CLAIMS-UAC
DAMAGb lOKENIbD
PREMISES (Ea occurrence) $  Included

MED EXP (Any one person) j  Not Covered

PERSONAL & ADV INJURY S  1,000,000

GENl AGGREGATE LIMIT APPLIES PER;' GENERAL AGGREGATE {  None Applicable

POLICY 1 15'eCT 1 |lOC
OTHER:

PRODUCTS • COMP/OP AGG {  None Applicable

5

AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT
(Ea acddentl

5

ANY AUTO

HEDULED
fTOS
)N-OWNED

rros ONLY

BODILY INJURY (Per person) 5

OWNED
AUTOS ONLY
HIRED

AUTOS ONLY

SC
AL
NC

Al

BODILY INJURY (Per eccident) 5

PROPERTY DAMAGE
5

5

B

UMBRELLA LIAB

EXCESS LIAB

X
OCCUR

CLAIMS-MADE N2-A3-FF-0000022-01 03/01/2020 03/01/2021

EACH OCCURRENCE
j  14.000,000

X X
AGGREGATE 5

DED 1 FtETENTlONS 5

WORKERS COMPENSATION

AND EMPLOYERS' LIABILITY y / N
ANYPROPRlETORff'ARTNER^LEGLmVE | 1
0FF1CER/MEMBEREXCLU0ED7
(Mandatory In NH) ' '
K yes, describe under
DESCRIPTION OF OPERATIONS below

N/A

PER OTH-
RTATl/TF FR

E.L EACH ACCIDENT 5

E.L. DISEASE • EA EMPLOYEE 5

E.L. DISEASE • POLICY LIMIT 5

A Professional Liability - Incidental Medical RRG 10407-23 03/01/2020 03/01/2021 51,000.000 Each Occurence

53,000.000 Aggregate

DESCRIPTION OF OPERATIONS 1 LOCATIONS / VEHICLES (ACORD 101. AddlUonal Ramarki Schadula, may ba atuchad If mora apaca It raqulrad)

The limits include applicable retentions.

CERTIFICATE HOLDER CANCELLATION

STATE OF NEW HAMPSHIRE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

129 PLEASANT STREET

CONCORD, NH 03301-3857

1

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)

©1986-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD



Client#: 517491 CATH0CHA1

ACORD^ CERTIFICATE OF LIABILITY INSURANCE DATE (MM/DO/YYYY)

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 certificate holder is an ADDITIONAL INSURED, the pollcy(les) 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 endor8ement(8).

PRODUCER

USI Insurance Services LLC

3 Executive Park Drive, Suite 300

Bedford, NH 03110

855 874-0123

Ex«: 855 874-0123 no:
E-MAIL
ADDRESS;

INSURER(S) AFFORDING COVERAGE NAICI

INSURER A AIM Mutual Insurance Company 33758

INSURED

New Hampshire Catholic Charities

215 Myrtle Street

Manchester. NH 03104

INSURER B

INSURER C

INSURER D

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 CONTRACTOR 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
LTR TYPE OF INSURANCE

ADDL

INSR
SU8R

VYVP POLICY NUMBER
POyCY EFF
imm/dd/y^i

POUCY EXP
(mm/od/yyyy) LIMITS

COMMERCIAL GENERAL LIABIUTY

)E 1 1 OCCUR
EACH OCCURRENCE $

CLAIMS-MAC P«IJ?^^ti2L^rr°er>cel $

MED EXP (Any one person) $

PERSONAL & AOV INJURY S

GE A AGGREGATE LIMFT APPLIES PER;

POLICY 1 1 JECT 1 1 LOC
OTHER:

GENERAL AGGREGATE s

PRODUCTS - COMP/OP AGG s

s

Ain OMOBILE LIABILITY COMBINED SINGLE LIMIT
(Ea acddeotl s

ANY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

BODILY INJURY (Per person) s

BODILY INJURY (Per accident) s

PROPERTY DAMAGE
(Per accident) s

s

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE s

DED RETENTIONS s

A WORKERS COMPENSATION

AND EMPLOYERS-UABILfTY y/N
ANY PROPRIETOWPARTNER«XECUTIVE| 1
OFFICER/MEMBER EXCLUDED? N
(Mandatory In NH) ' '
If yes, describe under
DESCRIPTION OF OPERATIONS below

N/A

ECC60040006032019A

3A States: NH

11/01/2020 11/01/2021 V PER OTH-
A STATUTF ER

E.L. EACH ACCIDENT $1,000,000

E.L. DISEASE ■ EA EMPLOYEE $1,000,000

E.L. DISEASE - POLICY LIMIT $1,000,000

DESCRIPTION OF OPERATIONS 1 LOCATIONS / VEHICLES (ACORD 101. Additional Romaild Schadula, may ba attachod If mora apaca la raqulrad)

For insured's Records

1

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) 1 of 1
#S30473238/M30473230

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
LLJCA
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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 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. <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

SS-2021-DPHS-11-LONGT-49-A01 Page 1 of2
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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, vyhich 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

OftpiSigntd by:

12/21/2020 , ^ J/J,
Date

Title: Director, Division of Public Health srvcs.

NH ODD FELLOWS HOME

OocuSlgnfd by:

12/19/2020

Date isjg'j^y^aAncffliFMCKrasngton

Title: ceo

NH ODD FELLOWS HOME

38-2021 -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
LTCFtestinQ@DHHS.nh.Qov. ds

Initiaisi

12/19/2020
Date

Page 1 of 1
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^o- m

•/nh division or
Public Health Services
L^cp^nmcmorMr^.lih uvl Huiuai:Servk-:

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

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

I) Name of facility:

2) How many staff members does your facility' have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Out break/Response

□ County rate greater than 5%

□ 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 staff and outbreak/response is checked):

Month for reimbursement perlotJ: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement
Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Name Title Date

12/19/2020
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of Stale of the Slate of New Hampshire, do hereby certify that NEW HAMPSHIRE ODD

FELLOWS' HOME is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on August 15,

1883.1 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: 69049

Certificate Number; 0004952313

fin.

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal ofthc State of New Hampshire,

this 10th day of July A.D. 2020.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

Robert W. Wriaht. Jr hereby certify that
{Name of the elected Officer of the Corporation/LLC)

1. 1 am a duly elected Clerk/Secretary/Officer of New Hampshire 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 Directors/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. Purinoton. 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 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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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

"Sidnatur^^Jf Elects Offiddr/^
Name: Robert W. wright,
Title: President

Rev. 03/24/20
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ACORD CERTIFICATE OF LIABILITY INSURANCE DATe^MMflMWYYVY)

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DOES NOT AFFIRflllATIVELV OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POUCIES
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 poiiey(les} must be endorsed. If SUBROGATION IS WAIVED, subject to
tho terms and conditions of the policy, certain policies may require an endorsement A statement on thb certificate does not confer rights to the
certificate holder in lieu of such endorsomont(s|.

7BB RONLEY AC^SKCY INC.

45 Constitution Avanue

P.O. Box 511

Concord NH 03302-0511

Rachel Giunta

JK buI: <603)224-2562 wC-Nal: ("H"*-""
AOOMSS; >^9iunta0ro«layagency.cca

WSUftEmSI AFFOmiNO COVERAOe

INSUREPAlAIX Soacial InSHf^TK** rnmnf^ny
iMsuneo

New Baapahlra Odd Pallova Hoaa Inc., DBAi Praaldantial Oa

200 Plaasant scraat

Concord NH 03301-2599

lNSURERB;Allnarlca Financial aanafits 41B40

iNSURERC;Naw HaatDsbira Bnolovars Ins Co 13003

INSURER 0;

INSURER E:

WtURERF:

W3R
LTR

INDICATED. NOTVMTHSTANDING 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 POLIOES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS

TCfiLI
Type OF INSURANCe

SlAR POUCV EPF POUCYEXP

COMUERCtAL GENERAL UABIUTY

itiaa POLICY NUMBER IMWDCMYWYI fMVPQfYYYYI

CLAJM84IIA0G

OL/PKOF/XBL

OCCUR

L1V.0343S)( 01 a/1/3020

EACH OCCURRENCE

DAMAfiETORemiD
PREMISES (Ea eccurttneol

M6D EXP (Any ew pmn)

PERSONAL A AOV INJURY

Oewt AOORE^TE UMITAPPLIES PER:

POUCY □
OTHER:

PRO
JECT □LOO

GENERAL ACQREQATE

PRODUCTS ■ COMP/OP AGO

AUTOUOOLE LIABIUTY

ANY AUTO
AUOVNNEO
AUTOS

HIRED AUTOS

RolMiMtlLMlBy

fgiirtflua

SCHEDULED
AUTOS
NON-CVMEO
AUTOS

eOdLY INJURY (P«r p««a3
xm 02401(0 S/1/3I)20 5/1/3031 BODILY INJURY (P« oeddwy)

PROPERTY DAMAGE
(Pof (ccktefiH

UMBRELLA UAB

EXCESS UAB

DEO

UnamturM iroiorlii camMM *

OCCUR

CLAJMSAUOE

EACH OCCURREKCe

AOGREOATE

RgTEMTtON I LlV-D243»)7-02 S/1/3020 9/1/3021
WORKERS COMPENSATION
AND EMPLOYERS' UABILITY
ANY PROPRlETORffVlRrNERIEXECUnvE
OFFICERAIEMSER EXCLUDED?
(NAfiditory In NH)
U VAi dBlCrifaA tMViMD^RIPnON OF OPERATIONS Woo

t 5

H
JA StOtPi R8

tCC-(00-400034S.3030A

■PSH—I—irrrr
STATUn; PR

E.L EACH ACCIDENT

9/1/3020 S/1/2021 EL DISEASE. FA EMPLOYEE

EL DISEASE • POLICY UMIT

1,COO.000

100,000

10,000

1,000,000

3,000.000

3,000,000

1,000,000

1,000,000

1,000,000

S,000,000

5.000.000

1.000.000

1,000,000

1.000.000

ProEesalonsl Liability LlV.0343aj( 02 9/1/3030 S/1/3031 EACAClMni

OcanTtnoaKiikn MM*

$1,000,000

$3,000,000

DESCRIPTION OF OPERATIONS I LOCATIONS I VEHICLES (ACORD101. AddltlOMi Ramiiln Schtdult. may Sa altaeliM II mora aptta la laqulnd)
Covaring oparations usual to Inaurad through out tba polio/ tana.

CERTJFICATE HOLDER CANCELUTION

- Informaticn Only -

1

SHOULD ANY OF THE ABOVE DESCRIBED POUCIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF. NOTICE WILL BE DELIVEREO IN
ACCORDANCE WITH THE POUCY PROVISIONS.

AUTHORIZeO REPRESENTATIVE

Rachel Oiunta/RG A (htLWVtO^
ACORD 25 (2014/01)
INS026 (301401)

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 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 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. <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

SS-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 /^Ovviv
Date

Title: Director, Division of Public Health srvcs

PEAK HEALTHCARE AT KEENE LLC

1/4/2021

^DocuStgntd by;

ll\M

Dili ^ Name'^'^^^^^^dstem
Title: ceo

PEAK HEALTHCARE AT KEENE LLC

SS-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. Grantee shall register with the Department of Admjnistrative Services for a Stale 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 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
LTCFtestinq@DHHS.nh.Qov. —ds

InilialJ
^ , 1/4/2021
Date

Page 1 of 1
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NH DIVISION01-

Public Health Services
Ocpanmeni ol'HrrLlih a»l liumajiSemi-M

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

Please fill oul form and rclurn lo: LTCFTcsting^dhhs.nh.gov

I) NameoffocilitN':

2) How many staff members does your facilitN' have?

3) SiaiTicsiing lab utilized:

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

□ Siir\'eillance

□ Outbreak/Response

□ County rate greater than 5%

□ Count)' rate greater than 10%

5) How many residents does your facilitN- have? (if outbrcak/fcsponse is checked)

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

Month for reimbursement period: Select Month

_  Week 1 Second Test DateWeek 1 Test Date ,1  (if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100/Test
.

1., 1 -.T . rv . Week 2 Second Test DateWeek 2 Test Date ,,, ,1  (if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

1 SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

$100Aest

. fs . Week 4 Second Test DateWeek 4 Test Date .. . . .
1  (if applicable)

Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Name Title Date

1/4/2021
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State of New Hampshire

Department of State

CERTrFICATE 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, Kcene, NH, 03431, 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 ID: 853979

%

A&.

3^
A

5^

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.

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. 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: 853979

Certificate Number: 000S0312I0

So.

o

A

(1:2

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.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITYA^OTE

(Limited Liability Company)

I, Zisha Margulies
(Name of Sole Member/Manager of Limited Liability Company. Contract Signatory - Print Name)

1. I am the Sole Member/Manager of the Company of Avrohom Goldstein

hereby certify that:

(Name of Limited Liability Company)

2. 1 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 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 Signatory - Signature)

1/4/202
(Date)

STATE OF

COUNTY OF

On this the day of.
(Day) (Month)

the undersigned officer, personally appeared

20 , before me
(Yr) (Name of Notary Public / Justice of the Peace)

, 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 -Signature)

Commission Expires:
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yACORD*

MRCSN-1

CERTIFICATE OF LIABILITY INSURANCE

OP ID: BB

OATE (MM/OD/yVYY)

THIS CERTIFICATE 1$ 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 lieu of such endorsementfs).

PROOUCER 212>687-4600
Onecap Services LLC
77 Spruce Street
Cedarhurst, NY 11516

CONTACT
NiMF-

r«^Exo:212-687wl600 ,„,516-612-6137

INSURERIS) AFFORDING COVERAGE NAIC*

INSURER A :TDC Spedaltv Underwriters

f^ea^'^^ealthcare at Keene LLC
d/b/a Alpne Healthcare Center
Keene sNF RealW LLC
298 Main Street
Keene, NH 03431

INSURER Indemnity Co.
INSURER c: Podwood Fire & Casualty Ins Co
INSURER D - American Ins Co 16691

INSURFR E :

INSURERF:

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.

INSR

LTR TYPE OF INSURANCE
ADDLSUBR
INSO IWVD POLICY NUMBER

POLICY EFF
IMM/nniYYYYl

POLICY EXP
fMMfOnfYYYYI LIMITS

A X COMMERCIAL GtNERAL UASILITY

)E 1 [ OCCUR
1/19

X X LTP.01238-20-00 11/19/2020 11/19/2021

EACH OCCURRENCE
j  1,000,000

X CLAIMS-MAC DAMAGE TO RENTED J  100,000
X Prior Acts: 1

MED EXP (Anv ona Mraon)
J  5,000

X Deductible $100,0
PERSONAL & AOV INJURY

J  1,000,000

G£•a AGGREGATE LIMIT APPLIES PER:

policy I 1 |_xj LOG
OTHFR.

GENERAL AGGREGATE
,  3,000,000

PRODUCTS • COMP/OP AGG
J  1,000,000

s

B AUTOMOBILE LIABILITY

X X 73APB004068 07/14/2020 07/14/2021

COMBINED SINGLE LIMIT ,  1,000,000

ANY AUTO

HEOULEO
TOS

/m®

BODILY IN.IURY fPer oarson) s
OWNED
AUTOS ONLY

a2j^s only

X sc
AL BODILY INJURY <Pv aecidMit) s

TOOPERTY DAMAGE
fPaf aecidantl s

s

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAIMS-MAOE

EACH OCCURRENCE s

AGGREGATE s

DEO RETENTIONS
s

C WORKERS COMPENSATION
AND EMPLOYERS- LIABILITY ^ ̂ ̂
ANY PROPRIETORff>AfiTNER/EXECUTIVE 1 1

If yaa. daacdiM undar
DFSCRIPTION OF OPFRATONS hMnw

NfA
X WMWC114868 11/19/2020 11/19/2021

PER 1 OTH-
.STATIITF 1 FR

E.L. EACH ACCIDENT
^  1,000,000

E.L. DISEASE • EA EMPLOYEE
J  1,000,000

E-L. DISEASE - POLICY LIMIT
s  1,000,000

A

D

Prof Liability

Crime

LRP-01238-20-00

SAA E651971-00-00

11/19/2020

11/19/2020

11/18/2021

11/19/2021

Each Inci

Aggregate

1,000,000

3,000,000

DESCRIPTION OF OPERATIONS! LOCATIONS 1 VEHICLES (ACORO 101, Additional Rtmarkt Schadula. may ba attachad If mora apaca la raqulrad)

Location: 298 Main Street, Keene, NH 03431
As required by written contract and per policy form. Certificate Holder Is
Included 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 ISAOA

4445 Wiltard Avenue

Suite 1000

Chevy Chase, MD 20815
1

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 ACORO 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 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; $1,975,900

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 OSO-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 PORTSMOUTH LLC
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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

1/4/2021

Date

DouSigncd by:

owtv

dme.

Title: Director, Division of Public Health Srvcs

PEAK HEALTHCARE AT PORTSMOUTH LLC

■DocuSlgnedby:

^V41/4/2021

Diti
Title: ceo

PEAK HEALTHCARE AT PORTSMOUTH LLC
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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 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
LTCFtestinq@DHHS.nh.qov. os

Initial
Page 1 of 1
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NH DIVISION or

Public Health Services
DepHnnjtni nl'llci'.lih :uxl Huiim Scrvic

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

Please fill out form and return to: LTCn'esting@dhhs.nh.gov

I) Name of facilit\':

2) How many stalTmembers does your facility have?

3) Staff testing lab utilized:

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

□ Sur\'cillancc

□ Outbreak/Response

□ County rate greater than 5%

□ 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):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(If applicable)
Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(If applicable) Rate

Reimbursement

Amount

1 SlOOAest

Name Title
na

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 Care and Social Assistance - Nursing Care Facilities (Skilled Nursing Facilities)

Expiration Date: 10/21/2025

Business ID: 853977

0&

A&.

O

A

^3

IN TESTIMONY WHEREOF,

1 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.

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 registered to transact business in New Hampshire on October 21, 2020. 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: 853977

Certificate Number: 0005031216

Urn

O

%

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.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY/VOTE

(Limited Liability Company)

I, Zisha Margulies
(Name of Sole Member/Manager of Limited Liability Company. Contract Signatory - Prim Name)

I. I am the Sole Member/Manager of the Company of Avrohom Goldstein

hereby certify that:

(Name of Limited Liability Company)

2. 1 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 Portsmouth LLC
(Name of l^iinitcd 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
(Day) (Month)

the undersigned officer, personally appeared

20 , before me
(S'r) (Name of Notary Public / Justice of the Peace)

, 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 -Signature)

Commission Expires;
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ACORD'
MRCSN-1

CERTIFICATE OF LIABILITY INSURANCE

OP ID: BB

DATE (MM/DOrtTYY)

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 cortiflcate holder Is an ADDITIONAL INSURED, the pollcy(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 endorsementfs).

PRODUCER 212-687-4600
Onecap Services LLC
77 Spruce Street
Cedarhurst, NY 11516

r«o.Ex«: 212-687^600 „„,516-612-6137

(NSURER(S) AFFORDING COVERAGE NAICF

INSURER A: TDC Spociattv Underwriters

f^eaiTlfealthcare at Portsmouth LLC
d/b/a Cedar Healthcare Center
Portsmouth SNF Realty LLC
186 Jones Ave
Portsmouth, NH 03801

INSURER B: National Indemnity Co.
INSURER c Fire & Casualty Ins Co

INSURER D: ̂^eat American Ins Co 16691

INSURER E:

INSURER F:

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 REOUIREMENT, 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 ouojco p mul i nc i

INSR

LTR TYPE OF INSURANCE ^ POLICY NUMBER
POLICY EFF

/MM/nO/YYYYI
POLICY EXP

/MM/nO/YYYYl LIMITS

A X COMMERCIAL G INERAL UABILCTY

)E OCCUR X X LTP-01238-20-00 11/19/2020 11/19/2021

EACH OCCURRENCE s  1,000,000

X

X CLAIMS-MAC DAMAGE TO RENTED
PRFMISFS /Fa nrrjirrennal s  100,000

prior Acts: 11/19 s  5,000
X Deductible $100,0

PERSONAL & AOV INJURY
j  1,000,000

GE >0. AGGREGATE LIMIT APPLIES PER;

POLICY 1 1 fx [ LOO
OTHFR;

GENERAL AGGREGATE j  3,000,000

PRODUCTS • COMP/OP AGG
j  1,000,000

s

B AU1OMOBILE LIABILITY

X X 73APB004068 07/14/2020 07/14/2021

COMBINED SINGLE LIMIT
lEa acddenil

J  1,000,000
ANYALTTO

OWNED
AUTOS ONLY

a(j^ ONLY

X SCHEDULED
AUTOS

mm?

BODILY INJURY /Per MrsnnI s

BODILY INJURY /Par accidentl %
PROPERTY DAMAGE
(Per acddenii s

s

UMBRELLA LIAB

EXCESS LIAB

OCCUR

. CLAIMS-MADE
EACH OCCURRENCE s

AGGREGATE s

OED 1 RETENTIONS ,
s

C WORKERS COMPENSATION
AND EMPLOYERS'LIABILITY

ANY PROPRIETOR/PARTNER/EXECUTIVE 1 1

LJ
If yet, describe under
OfeSCRIPTION OF OPERATIONS below

N/A
X WMWC114866 11/19/2020 11/19/2021

PER 1 1 OTH-
STATUTF 1 1 FR

E.L. EACH ACCIDENT ,  1,000,000

E.L DLSEA.se - EA EMPLOYEE J  . 1,000,000

E.I.. OISFASF - POI ICY 1 lUrT s  1,000,000
A

D

Prof Liability

Crimo

LTP-01238-20-00

SAA E651971-00-00

11/19/2020

11/19/2020

11/19/2021

11/19/2021

Each Inci

Aggregate

1,000,000

3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additlond Rtmtrk* Schtdult, ni»y t>« tuaehcd If mor* tpae* It rtqulrtd)

Location: 188 Jones Ave, Portsmouth, NH 03801
As required by written contract and per policy form, Certificate Holder is
included 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 ISAOA

4445 Willard Avenue

Suite 1000

Chevy Chase, MD 20815
1

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. Ail rights reserved.
The ACORD name and logo are registered marks of ACORD



OocuSign Envelope ID: 6773FF3F-D6ED-4EFC-9E54-2C4375F2FB35

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 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: $1,942,800

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 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. <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 ROCHESTER LLC
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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

^Ooju5lgn«d by;

1/4/2021 J/j.
worri 5

Date Nai..^.

Title' Director, Division of Public Health srvcs

PEAK HEALTHCARE AT ROCHESTER LLC

1/4/2021

Date

■DbcuS)gn«d by:

stem

Title: ceo

PEAK HEALTHCARE AT ROCHESTER LLC
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New Hampshire Department of Health and Human Services
Long Term Care Facility COVID-19 Testing Program

GRANT AGREEMENT EXHIBIT 8 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 r.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. 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
LTCFtestinQ@DHHS.nh.QOv. ds

Iniliall
1/4/2021

Date
Page 1 of 1
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Y  nh division01-
^ l\iblic Healtli Services

L>cp;innii:ni ol'llcr.hh lukl l^unm Seme

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

Please fill oui form and return to: LTCFTcsiing@dlihs.nh.gov

1) Name of facililv:

2) How many staff members docs your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ 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 staff and outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(If applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week S Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

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 Faellltles)

Expiration Date: 10/21/2025

Business ID: 853978

0&

y
u.

(i):2

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 21 St day of October A.D. 2020.

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 BIRCH HEALTHCARE

CENTER is a New Hampshire Trade Name registered to transact business in New Hampshire on October 21, 2020. 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 ofTice is concerned.

Business ID: 853978

Certificate Number: 0005031214

So.

O

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.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY/VOTE

{Limited Liability Company)

I. Zisha Margulies
(Name of Sole Member/Manager of Limited Liability Company, Contract Signatory - Prim Name)

I. I am the Sole Member/Manager of the Company of Avrohom Goldstein

hereby certify that:

(Name of Limited Liability Company)

2. I 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 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_
(Day) (Month)

the undersigned officer, personally appeared

20 , before me
(Yr) (Name of Notary Public / Justice of the Peace)

, 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 -Signature)

Commission Expires:
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CERTIFICATE OF LIABILITY INSURANCE

OP 'D:BB

DATE (MM/DOAnrVY)

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 pollcy(les) 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 endorsementts).

PR00UC6R 212-687-4600
Onecap Services LLC
77 Spruce Street
Cedarhurst, NY 11516

rOTaex.,: 212-687-4600 „„,516.612.6137
imss:

INSURER(S) APPOROING COVERAGE NAIC#

INSURER A :TDC Specialtv Underwriters

f^eaifliealthcare at Rochester LLC
d/b/a Birch Healthcare Center
Rochester SNF Realty LLC '
62 Rochester Hill Rd
Rochester, NH 03867

INSURER B: National Indemnity Co.
INSURER c: F^^dwood Fife & Casualty Ins Co
INSURER 0: Great American Ins Co 16691

INSURRR E :

INSURERF:

COVERAGES CERTIFICATE NUMBER! REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT. TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES-LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

kDDL SUBR

IW5D VWP
TYPE OP INSURANCE POLICY NUMBER

POLICY EPF
fMM/DO/YYYY^

POLICY EXP
<MM/PD/YYYY> LIMITS

INSR

US.

COMMERCIAL GENERAL UABILITY

CLAIMS-MADE | j OCCUR
Prior Acts: 11/19

Deductible $100,0

GENT. AGGREGATE LIMIT APPLIES PER:

POLICY r^LOC
OTHER:

AUTOMOBILE LIABILITY

ANY AUTO

OWNED
AUTOS ONLY

AU^ ONLY

SCHEDULED
AUTOS

aOTO

EACH OCCURRENCE

LTP-01238-20-00 11/19/2020 11/19/2021
damage to RENTED
PREMISES lEa oecurrancBl

MED EXP (Any ona twraonl

PERSONAL A ADV INJURY

GENERAL AGGREGATE

PRODUCTS • COMPlOP AGG

73APB004068

COMBINED SINGLE LIMIT
fBa aeadgnti

07/14/2020 07/14/2021 BODILY INJURY (Pw pereool

BODILY INJURY (Per accidem)
PROPERTY DAMAGE
(Per accldenii

1,000,000

100,000

5,000

1,000,000

3,000,000

1,000,000

1,000,000

UMBRELLA LIAB

EXCESS LIAB

DED

OCCUR

CLAIMS-L4A0E

EACH OCCURRENCE

AGGREGATE

RETENTIONS

WORKERS COMPENSATION
AND EMPLOYERS'LIABILITY

ANY PROPRIETOR/PARTNER/EXECUTIVE

■  ;

K yes. describe under
DESCRIPTION OF OPERATIONS below

r I n

□
WMWC114868 11/19/2020 11/19/2021

PER
STATUTE

OTH-
ER

E.L. EACH ACCIDENT 1,000,000

E.L. DISEASE • EA EMPLOYEE 1,000,000

E.L. DISEASE-POLICY LIMIT 1,000,000
Prof Liability
Crime

LTP.01238-20-00

SAA E651971-00-00

11/19/2020

11/19/2020

11/19/2021

11/19/2021

Each IncI

Aggregate
1,000,000
3,000,000

DESCRIPTION OP OPERATIONS I LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached 1/ more apace Is reduired)
Location: 62 Rochester Hill Rd, Rochester, NH 03867
As required by written contract and per policy form, Certificate Holder is
included 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 ISAOA
4445 Willard Avenue
Suite 1000
Chevy Chase,, MD 20815

1

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 REPRESEHTATIVE

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 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: Identification., 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 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. <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
ROC 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.

PEARL STREET HEALTHCARE CENTER LLC

33-2021-DPH3-11 -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

jSIgnid by:

1/5/2021 I

Date Morns

Title: Director, Division of Public Health Srvcs

PEARL STREET HEALTHCARE CENTER LLC

-DocuSlgned by:

1/5/2021

Date

Title: Administrator

PEARL STREET HEALTHCARE CENTER LLC

SS-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
LTCFtestinQ@DHHS.nh.Qov. „

Initials

Page 1 of 1
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s/nh division or
Public Healtli Services
OcpjflitiooiofKi-flhh rirvl iiumaiiServk?:

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

Please fill oul form and return to: LTCFTesting@dhlis.nh,gov

I) Name of faciiitv:

2) How many staff members docs your facility have?

3) Stafl"testing lab utilized:

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

□ Sur\'cillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) How many residents docs your facilit\' have? (if outbreak/response is checked)

6) Resident testing lab utilized (if diflcrent from stalTand outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(If applicable)
Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff

Tested

Residents Tested
(If applicable) Rate

Reimbursement
Amount

SlOO/Test

Name Title

K
Date

1/5/2021



State of New Hampshire

Department of State

CERTIFICATE

1, William M. Gardner, Secrctar>' of State of the Slate of New Hampshire, do hereby certify ihai PEARL STREET

HEALTHCARE CENTER, LLC is a New Hampshire Limited Liability Company registered 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 ofTice have been

received and is in good standing as far as this office is concerned.

Business TD: 650000

Certificate Number: 0005059305

y
Urn

fe)

1^.

IN TESTIMONY WHEREOF,

1 hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 21 St day of December A.D. 2020.

William M. Gardner

Secretary of Slate



CERTIFICATE OF AUTHORITY

, hereby certify that:
(Name of the elected Officer of the Corporatbn/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Officer of
(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 i 20 . at which a quorum of the Directors/shareholders were present and voting.

(Date) X

VOTED: That _ (may list more than one person)
(Name and Title of Contract Signatory)

is duly authorized on behalf of 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 certiiy 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:Certiflcate of Authority. I 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 cg^tracts with the State of New Hampshire,
ail such limitations are expressly stated herein.

Dated:

Signature of Elected Offirer
.  Name:

Rev. 03/24/20



H DATE(MM/DDA'^')
5^ 12/23/2020

USA Risk Group (Cayman LTD.) (877) 483-1850
P. 0. Box 1085. Quecnsgatc House, 5th Floor
Grand Coymw, K Y i - II02
Cayman Islands

rmS 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.

INSURERS AFFORDLNC COVERAGE

I.NSURKD iNsuiu-RA; Prcmlcr Plus Insurance Company, LTD

National HealihCare Corporation
100 E. Vine Street

Murfreesboro, TN 37130
fNSURER C;

INSUKEK l>:

COVERAGES.This Cort}ficate-Is!notlrita"nded.toripTOfy"all.endoraeme'ritsycoveraqes,'tterimycondit)6nVahdiexdusion's"6^the poiidea ahown'^L-s.
THE POLICIES OF iSSURANCE USTEU DELOW HAVE OlsEK ISSUKDTO Tlie LSSUREU NA.MtD ABOVE FOR THE POLICY PERIOD I.NIJICATEO. .SOTWmiSTANDINO ANY REOUIREMENT. TERAl

OR CONDITION OF A.NV CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS CERTIFICATE MAY DE ISSUED OR MaV PERTAIN. THE INSURANCE AFFORDED BY THE POUIOES
DESCRIBED HEREIN IS SUIUECT TO ALL THE 1ERMS. EXCLUSIONS AND CONDITIONS Of SUCH POLICIES. ACCREGATE LIMITS SHOWN MAY HAVE BEF-N REDUCED BY PAID CLAIMS.

FS!ir
LTS TVPC OF INSURANCE POLIO' NUMBER

M)UCV EFFECnVE

DAIT[.WBO.Yr)

POLICY EXPIRATION

DArt(M>rBU.YY
LIMITS

CC.N'ERALLUBILrTY EACH OCCURRENCE

COMMERCIAL GENERAL LIABILITY

CLAIMS MADE OCCUR

ProfessionarLiabilliy

PR 020 01/01/2021 01/01/2022
FIRE DAMAGE (Any eat RrtI

MED tlVP (Any ont penoal

PERSONAL A ADV INJURY

^ Premises Liability GENERAL AOCREOATE

OENL AGGREGATE LIMIT APPI.tES PER:

1 pbucv Q lea ^
PRODUCTS -COMP/OP AGO

NO Deductible Appli'

1,000,000.

50,000.

Excluded

Included

3,000,000.

N/A

AUTO.MOBILK LIABILITY'

A.NY AUTO

ALL OWNED AUTOS

SCHEDULED AUTOS

HIRED AUTOS

NON OWNED AUTOS

SIOOODcd. Cellitioa

COMBINED SINOLF. LIMIT

(IxSniloq

BODILY INJURY

fPtr ptntn)

BODILY INIURV

[PctectMcaj

PROPi:RrY DAMAGE

(PtttMiden)

S250 Otd Conip

OARAGE LIABILITY

ANY AUTO

AUTO O.NLY • FACH ACCIDENT

OTHER niAN

AUTO O.NLY;

C-.\CESS LIABILITY

OCCUR I I CLAIMS SL\DE□
EACH OCCURRENCE

AGGREGATE

DEOUCriBLH

RETENTION » 0

WORKERS' COJ.IPENSATION AND
EMPLOYERS' LIABILITY 10804014-16 01/01/2021 01/01/2022

CSTATU-I lOTH.
RY LIMITS I IeR

E.L. Each ACCIDENT 1,000,000
E.U DISEASH POLICV LI.MIT 1,000,000
E.I.. DISHASE.EA EMPLOYEE 1 ,000.000

OTHF.R

DESCRIPTION OF OPERATIONSrt.OCA'nOSSA'EHlCLES'EXCLUSIO.NS ADDED IIV E.NIX»RSEMH.S'DSPECIAL PROVISIONS

Evidence of Insurance - Pearl Street HeaithCare Center, LLC d/b/a Maple Leaf HcalthCare Center

Department of Healfh and Human Scr\'iccs
129 Pleasant Street
Concord, NH 03301

SHOULD ANY OF HIE ABOVE DESCRIBED POLICIES BECA.NCEi.EO BEFORE THE EXPIRATION DATE
THEROF. THE ISSUING COMPANY WILL FiNDEAVOR TO MAIUJO DAYS WRITTEN NOTTCF. TO THE
CERTTFICaT Is HOLDER NAMEl) TO THE LEFT. HUT FAILURE TO DO SO SHALL IMPOSE NO OBLIQATIO.N
OR LIABILITY' OF ANY KIND UPON THE COMPANY. ITS AOE.STS OR REPRESENTATIVES

AUniORlZED REPRESENTATIVE.

Paul Macey

Certificate No Holder Idcntilicr:
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State of New Hampshire
Department of Health and Human Services

Amendment#!

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 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: Identification., 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 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 posltivity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Posltivity 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

PETERBOROUGH RETIREMENT COMMUNITY AT UPLAND FARM INC

SS-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
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 Sen/ices

OopjSlgntd by:

12/31/2020

Diti Morris
Title: Director, Division of Public Health srvcs.

PETERBOROUGH RETIREMENT COMMUNITY AT

UPLAND FARM INCQDocuSignM by:
909CWQ9P9?l>*r6..^ 1

Date NarneT TaitiTe conl ey
Title: cfo

PETERBOROUGH RETIREMENT COMMUNITY AT UPLAND FARM INC

SS-2021-DPHS-11-LONGT-38-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 $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 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 1,344 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 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
LTCFtestinQ@DHHS.nh.qov.

■ pG.Initials

^  12/30/2020
Date

Page 1 of 1
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Y J N H DIVIS ION or
Public Health Services
IXptitracmofVlcahh aaJ IIununScn'ioA

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

Please fill oul form and relurn lo: LTCFresting@dhh5.nh.gov

I) Name of facility:

2) How many staff members does your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ 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):

Month for reimbursement period: Select Month

.  - Week 1 Second Test DateWeek 1 Test Date ... ,. . , .
if applicable

Total Staff
Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff 1 Residents Tested

Tested 1 (if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff 1 Residents Tested

Tested 1 (if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOO/fest

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOOAest

Name Title Date

12/30/2020
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of Stale of the State of New Hampshire, do hereby certify that PETERBOROUGH

RETIREMENT COMMUNITY AT UPLAND FARM, FNC. is a New Hampshire Nonprofit Corporation registered

to transact business in New Hampshire on February 19, 1991.1 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: 154609

Certificate Number: 0005038159

<i>

IN TESTIMONY WHEREOF,

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.

William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY

I. Christopher FIvnn" hereby certify that:

i, I am a duly elected Glerk/Secretarv/Officer of Peterborough Retlfemeht Community at Upland Farm. Inc.
d/b/a "RIverMead"

2 The following is a true fcppy'of a yote taken at a meeting of the Board of Directdrs/sharehblders. duly called and
held on October 22. 202d.-at which a quorum of the Directors/shareholders were present arid voting^

VOTED: That VVilllam H. James. Jr fCEQ) and Martih James Conlev IN fCFO) are duly authorized,on behalf of
Peterborough Retirement Community at Upland Farrri. Inc. d/b/a "RIverMead" to enter into contracts or
.agreernenls wUh the State of New, Hampshire and any of Its .agencies of departments and further is authorized to
execute any and all documents^ a'gfeemenis.'ari'd bthef instfurriefits, and any ameridmehts, fevisloris, of
modifications thereto,..which may in. his/her judgment be desirable of necessary to effect the-pufpose' of this vote.

3. 1 hereby certify.that said vote^has not been amended:pr repealed and fernalris.iri full force arid effect as of the
date onhe .cpntracVcontracj amendment tpiwhich^ attached. This.aulhdrity remains valid for thirty,
(30) days from the date of .this GeriiiFicate df.Authpriiy; .i iurther certify-that It Is understood that.the .State of New
Harnpshlre will rely 'on this certificate as eyld.ence. that the pefspn(s) jisted.aboye currently .occupy the' positibh(s)
iridicated .and that: they have full authpfity .to bind ,^e Corppration. To the e}dent that there are. any lifnits. on the
authority of any listed individual to .bind the cbrpbratiPri In contracts, with the.Siate bf New Hampshire; all such'
limitations are expressly stated herein^

Dated: December 22. 2020

Signature of .Eie.cl|^ Officer
Name; ChrlstoDner J.- Flvnn
Title: Board Chair

Rev. 03/24/20
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RIVERME-01

CERTIFICATE OF LIABILITY INSURANCE

TPENIOHT
DATE (MPiVOD/YYYY)

10/26/2020

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 certmcate 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

Johnson, Kendall & Johnson, Inc.
109 Pheasant Run
Nevrtown, PA 18940

K'No.Ext): (215) 968-4741 Euc.no);(215) 968-0973
info@jkJ.com

INSURER(SI AFFORDING COVERAGE NAIC t

INSURER A :AIX Soecialtv Insurance Comoanv 12833

INSURED

Peterborough Retirement Community at Upland Farm, Inc.
150 RiverMead Road
Peterborough, NH 03458

INSURER 8 :Atlmerlca Financial Benefit Insurance 41840

insurerc:MEMIC Indemnity Comoanv 11030

INSURERD: Massachusetts Bav Insurance Comoanv 22306

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 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
ITR TYPE OF INSURANCE

ADDL
INSD

SUBR

vwo POLICY NUMBER
POLICY EFF

IMM/DD/YYYYI
POLICY EXP
IMM/DD/YYYYI LIMITS

A X COMMERCIAL GE NERAL LIABIUTY

)B []]]] OCCUR L1Y-D460734-02 1/1/2020 1/1/2021

EACH OCCURRENCE
j  1,000,000

X CUIMS-MAC DAMAGE TO RENTED j  100,000

MED EXP (Any one oeraoni
,  5,000

PFRRONAi A ADV INJURY
j  1,000,000

GEN\ AGGREGATE LIMIT APPLIES PER; GENERAL AGGREGATE
j  3,000,000

X policy 1 1 ^LOC
OTHER:

PRODUCT.S . COMP/OP AGG
j  3,000,000

$

B AUTOMOBILE LIABILfTY

AWY-D460758-02 1/1/2020 1/1/2021

COMBINED SINGLE LIMIT J  1,000,000

X ANY AUTO

HEDULED
ITOS

mm

BODILY INJURY (Per oersonl s

OWNED
AUTOS ONLY

WSONLY

sc
AL BODILY INJURY (Per aeddenti s

NC PROPERTY DAMAGE
(Per scddentT s

s

A UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAIMS-MADE L1Y-D460735-02 1/1/2020 1/1/2021
EACH (XCURRENCE

J  6,000,000

X X AGGREGATE
^  6,000,000

DED X RETENTIONS 0 s

C WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY ^ / h
ANY PROPRIETOR/PARTNER/EXECUTIVE | 1

If yea, deacribe under
DESCRIPTION OF OPERATIONS below

N/A

3102802040 1/1/2020 1/1/2021

y PER OTH.
^ STATIITF FR

E,L. EACH ACCIDENT
j  500,000

E.L. DISEASE • 6A EMPLOYEE
5  500,000

E.L. DISEASE • POLICY LIMIT
j  500,000

D

D

Property

Property

RDY-D460740-02

RDY-D460740-02

1/1/2020

1/1/2020

1/1/2021

1/1/2021

Blanket BIdg&BPP

Deductible

72,341,633

50,000

DESCRIPTION OF OPERATIONS / LOCATIONS/VEHICLES (ACORO 101, Addltionti Remarks Schadule, may b« attached if more apace 1* required)

CERTIFICATE HOLDER CANCELLATION

DHHS

129 Pleasant St

Concord, NH 03301

1

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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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 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 positlvity
rate in the county in which the Contractor operates:

1.6.1.1. <5% County Positlvity 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 Positlvity Rate = The Contractor shall test 100% of staff
once per week.

1.6.1.3. >10% County Positlvity 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 PGR 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.

RANNIE WEBSTER FOUNDATION

SS-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
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 8, Methods and Conditions of Payment, Amendment
#i. 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

DofuSigned by:

12/21/2020

Date

Title: Director, Division of Public Health Srvcs

RANNIE WEBSTER FOUNDATION

-OecuSigned by:

12/21/2020

Date

(l\r,

Title: ceo

RANNIE WEBSTER FOUNDATION

88-2021-DPH8-11-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 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 1,058 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
LTCFtestinQ@DHHS.nh.aov. o.

Initials
1t

Date 12/21/2020
Page 1 of 1
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New Hampshire Long-Term Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill GUI form and rclurn lo: LTCFTesling@dhhs-nh.gov

I) Name of facility:

2) Mow many stalTmembers does your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%
5) Mow many residents docs 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

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOOAest

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOOAest

Name Title
U

Date

12/21/2020



State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the State of New Hampshire, do hereby certify thatRANNIE WEBSTER
FOUNDATION is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on December 17,
1976.1 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; 63679

Certificate Number: 0005035513

SI gp

Oa«

IN TESTIMONY WHEREOF,

1 hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 29lh day of October A.D. 2020.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

1. Alan Gould hereby certify that;

1. 1 am 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. CEO. and Todd Fernald, Administrator, are duly authorized on behalf 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. I hereby certify that said vote has not been amended or repealed and remains in full force and effect as of the

.u/® co"^''act/contract amendment to which this certificate is attached. This authority remains valid forthirty (30) days from the date of this Certificate of Authority. I 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(6) indicated and that they have full authority to bind the corporation, To the extent that there are any
lirnils on the authority of any listed individual to bind the corporation in contracts with the State of New Hampshire
all such limitations are expressly staled herein.

Dated:_ Ol

Signature of Elected Officer
Name: Alan Gould

Title; Vice Chairman
Rannie Webster Foundation

Rev. 03/24/20



ACORO CERTIFICATE OF LIABILITY INSURANCE DATE (MMoorrrrY)

ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
does NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES

CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED '
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

'' additional INSURED, the pollcy(ies) must have ADDITIONAL INSURED provisions or be endorsed.
M  -7.P 7 P waived, subject to the terms and conditions of the policy, certain policies may require an endorsement. A statement onthis ceiuricata does not confer rights to the certificate holder In lieu of such endorsemenUs)

PRUUUCBR

Cross Iniufsnce-Podsmouih

75 Portsmouth Blvd.

Suite 100

Portsmouth 03801

NAM& Scotl Wallinglon
(603)812-2600 (803)670-1073

AOORESS: ®^l"')9looOcro$saoency.com
INSURERfSI AfFOROINO C0V6UCE MAICf

INSURER A American Alternative ins Corp
INSURED

Rannle Webster Foundetion, DBA: V^bster at Rye
795 Washington Road

Ry® NH 03870

INSURER B Granite State Health Care and Human Services Self-

INSURER C

INSURER 0

insurer E

INSURER F

n

If

c

E

"N^DRANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD

StfIcatb WAV^^Sttn rto CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
1  PERTAIN. THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECTTO ALL THE TERMSKCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS

LTR TYPE OF INSURANCE
POLICY NUMBER

MLItVtfP
IMM/DOTYYVYI

WLievBkp
IMMrtXVYYVYi LIMITS

A

X COMMERCIAL GENERAL UABIUTY

6  1 1 OCCUR

SLA3-NL-6150167-00 04/01/2020 04/01/2021

EACH OCCURRENCE , 1,000,000
XI CLAWS-MAC 6AWAGE TO HGNieD 3 1,000.000

_ 3 16.000

3 1.000.000
0E^

><
XAOORgQATE UMITAPPUES PER:

POLICY PIlOC
OTHER;

GENERAL AGGREGATE 3 3,000.000

PRODUCTS - COUP/OP AGO 3 3.000,000

Employee Benefits 8 1.000,000

A

AU1

s
OMOeiLE UABIUTY

SLHH-HA-1050949-0D 04/01/2020 04/01/2021

COIABINEO SINGLE LiMlf
lEa aeddenll S 1.000.000

AMTAUIU

OVSMED
AUTOS ONLY
HIRED
AUTOS ONLY

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

eOCHLY INJURY (Per perm) s

BODILY INJURY (Per eedderv)

PROPERTY OAMAGE
(Pat aeeidann s

Underinsured motorist BI s 1.000,000

A

X UMBRELUUAB

EXCESS LIAB

OCCUR

CLAIMS-.UAOE SLA3-NE-3150128-00 04/01/2020 04/01/2021

EACHOCCURRE.'^CE 3 1.000,000

AGGREGATE 3 1.000,000

1 DEC 1 XJ RGTEKTION S 10.IMO |

B

IWORKeHS COMPENSATION

AHO EMPLOYERS'UABILflY y,„
ANY pR0PRien>VRARTN6iVExecunvE rm
0FFICERAIEM8ER EXCLU0EO7
(Mandilory In NHJ '
irytp. dttcHbs under
DESCRIPTION OP OPERATIONS below

N/A HCHS2020(XI00229 02/01/2020 02/01/2021

Vl OTH-
^1 BTATUTF FR

E.L EACKACOOENT ' 3 1.000,000

EL DISEASE • EA EMPLOYEE 3 1,000.000

E.L. DISEASE - POLICY LIMIT 3 1,000,000

A
Proresslonal Liability

SLG4-NL-8000016-00 04/01/2020 04/01/2021

General Aggregate

Each Occurrence

3,000,000

1,000,000

DESCRirmON OP OPERATIONS / LOCATOWS / VEHICLES (ACOR0101, ASdlllonol R«fn«rks SdwiulA, m*y be atiadtoO IT more ip
Insurance afforded by the policies described herein Is subject to ell the terms, exclusions, warranties and condit

nee l» required}

ions Of such PClilcles.

state of New Hampshire

1

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 2S(2016i03}
®1988-2015ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD



State of New Hampshire
Department of Health and Human Services

Amendment

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 OSO-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.

ROCKINGHAM COUNTY

SS-2021-DPHS-11-LONGT-48-A01 Page 1 of 2



3. Modify New Hampshire Long-Term Care Facility Sentinel Surveillance Tracking Form by replacing
it in its eritirety 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 8, 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

ni/n4/7n?i

Date Name: Lisa Morris
Title: Director

ROCKINGHAM COUNTY

12/23/2020

Date Name:

Title:
St Javin es

hair

ROCKINGHAM COUNTY

SS-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 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 $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 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 Outtireak 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
LTCFtestinQ@DHHS.nh.QOv.

Initials^. jZ-A
Oate 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: LTCFTcsiing@dhhs.nh,gov

1) Name offaciliiv:

2) How manv stafTmembers docs vour facilitv have?

3) Staff testing lab utilized:

4) Reimbursement type (please check all thai apply);

□ Sun'cillancc

□ Outbreak/Response

□ County rale greater than 5%

□ County rale greater than 10%

5) How many residents docs your facility have? (ifoutbreak/rcsponse is checked)

6) Resident testing lab utilized (if diflcrent from siafTand outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

' (if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff,

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

1 SlOO/Test

Name

Cha r

Title Date
Initial
Datel"2/30^020



CERTIFICATE OF AUTHORITY

1. 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. 1 am 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 meeting 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 one person)
(Name and Title of Contract Signatory)

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 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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
posltion(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: 12/01/2020 -7/.^
Signature of Elected Officer
Name: Kevin Coyle
Title: Clerk

Rev. 03/24/20.



Primex"
NH Public Risk Monog«m«nt Exchong* 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 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 ail of the terms, conditions, exclusions, amendments, rules, policies and procedures
that are applicable to the members of Primex®, including but not limited to the fir^al 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 Imited 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 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: Member Number:

Rockingham County 609
119 North Road

Brentwood, NH 03833

Company Affording Coverage:

NH Public Risk Management Exchange - Primex^
Bow Brook Place

46 Donovan Street

Concord, NH 03301-2624

Type of Coverage Effective Dale'

fmm/dd/ww)

Expiration Date
fmrn/dd/ww)

Limits • NH Statutory Limits May Apply, If Not:

X General Liability (Occurrence Form)
Professional Liability (describe)

1/1/2020 1/1/2021
Each Occurrence $5,000,0(X)

General Aggregate $5,000,000

D MadT O Occurrence
Fire Damage (Any one
fire)

Med Exp (Any one person)

X At

De

tomobiie Liability
■ductible Comp and Coll: $1,000

Any auto

1/1/2020 1/1/2021 Combined Single Limit
(£ach Accident)

Aggregate

$ 5,000,000

$ 5,000,000

Workers' Compensation & Employers' Liability Statutory

Each Accident

Disease — Each Employee

Disease - Policy Umit

X Property (Special Risk includes Fire and Theft) 1/1/2020 1/1/2021 Blanket Limit. Replacement
Cost (unless otherwise stated)

Deductible: $1,000

Description; Proof of Primex Member coverage only.

CERTIFICATE HOLDER: Additional Covered Party Loss Payee Primex® - NH Public Risk Management Exchange

By: Seti P" mcdt

Date: 12/2/2020 mpurcell^nhprimex.orqState of New Hampshire
Department of Health and Human Services
129 Pleasant Street
Concord, NH 03301

Please direct inquires to:
Primex® Claims/Coverage Services

603-225-2841 phone
603-228-3833 fax



DocuSign Envelope ID; 04FdF9EE-AD03-4812-B278-CC991648BDEC

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 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: $1,983,500

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 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. <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.

SALEMHAVEN INC

SS-2021-DPHS-11-LONGT-40-A01 Page1of2
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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

DofuSigntd by:

12/31/2020 I /^owiv
Date ^

Title: Director, Division of Public Health srvcs

12/30/2020

SALEMHAVEN INC

DocuSigned by:

—

Date Namg^^W Mil liard
Title: ceo

SALEMHAVEN INC

SS-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 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
LTCFtestinq@DHHS.nh.QOv. os

Date

Page 1 of 1

Initial^

12/30/2020
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^o-
NH DIVISION or

Public Health Services
lX-p;innKiii ol'llcftlih mxI Hmiiaii Sen-ic

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

Please fill out Ibmi and return lo: LTCFTcsting@dhhs.nh.gov

I) Name of facility:

2) How many staff members does your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%

5) How many residents does your facility have? (it'outbrcak/responsc 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

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

1 SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100Aest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

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 Hampshire on Febmary 07, 1972.1 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: 64360

Certificate Number: 0005045483

IN TESTIMONY WHEREOF,

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.

William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY

I; Grog Brown, hereby certify that;

1. L-'am a duly elected Clerk/Secretarv/Officer of Salemhaven. 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 . 20<9c> . at which a quorum of the Directors/shareholders were present and voting.

VOTED: That Rav MlUiard and Brsndan S/e/n

are duly authoj^ized on behalf of Salemhaven. Inc to enter into contracts or agreements with the State
■  of ITew' Hampshife 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 eff^ as of the.
date of the contract/contract amendment to which this certificate is attached. This authority remains valid for
thirty (120) days from the date of this Certificate of Authority. I 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
positlon(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:.
'Signature of Elected Officer
Name: (^y<ao>cy /Jrfi
Title:

Rev. 03/24/20
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CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/OOnrvYV)

10/29/2020

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 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 holder In lieu of such endorsement(8).

PRODUCER

Aon Inauranca Managara (Caynan) Ltd.

P.O. Box 69

16 Forun Lana, 2nd Floor

Camana Bay

Grand Caynan, Caynan lalanda, . ICYl-1102 .

nSme^^^ Hillia Towara Nataon Cartificata Cantar
1-877-945-7378 ^ 1-888-467-2378

ADC^ESS: cartificataaSMillia. COS!
INSURERIS) AFFORDING COVERAGE NAICa

INSURER A Columbia Caaualty Coa^any 31127

INSURED

Salaohavan, Inc.

23 Garaaonty Drlva

Salaa, NH 03079

INSURER B

INSURER C

INSURER D

INSURER e

INSURER F

COVERAGES CERTIFICATE NUMBER: mi850ii40 REVISION NUMBER:

THIS IS TO CERTIFY THAT THE PCUCIES 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
LTR TYPE OF INSURANCE

AOOL

INSD
SUBR

VYYD POLICY NUMBER
POLICY EFF

(MM/DD/YYYYI
POLICY EXP

/MM/00/YYYY1 LIMITS -

A

X COMMERCIAL GENERALUABIUTY

)E OCCUR

PLC6060944759 08/09/2020 08/09/2021

EACH OCCURRENCE S  1,000,000

CLAIMS-MA(
UAMAGb TO KhNTED
PREMISE.S /Fa occurrence) S  100,000

MED EXP (Any one person) $  5,000

PERSONAL S ADV INJURY S  1,000,000

GE •n. AGGREGATE UMIT APPLIES PER:

POLICY 1 1 QlOC
OTHER;

GENERAL AGGREGATE S  3,000,000

PRODUCTS • COMP/OP AGG s

s

AU1OMOBILE LIABILITY COMBINED SINGLE LIMIT
/Ee accident) s

ANYALn"0 BODILY INJURY (Per person) s

AUTOS ONLY
HIRED

AUTOS ONLY

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

BODILY INJURY (Per accident) s

PROPERTY DAMAGE
s

s

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAJMS-MADE

EACH OCCURRENCE s

AGGREGATE s

DED 1 1 RETENTIONS s

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY y, ̂
ANYPftOPRIETORfPARTNER/eXECLmvE 1 1
OFFICER/MEMBEREXCLUOED?
(Mandatory In NH)
If yea. describe under
DESCRIPTION OF OPERATIONS below

N/A

PER 1 6th-
STATIITF 1 FR

E.L EACH ACCIDENT s

E.L. DISEASE • EA EMPLOYEE s

E.L. DISEASE - POLICY LIMPr s

A Profaaaional Liability PLC60809447S9 08/09/2020 08/09/2021 Par Event

Aggregate

1,000,000.00

3,000,000.00

DESCRIPTION OF OPERATIONS 1 LOCATIONS/VEHICLES (ACORD 101, Additional Ramarhs Schadula, may bt aitachad If mora apaca la raqulrad)

CERTIFICATE HOLDER CANCELLATION

state of NH

Dapartinant of Health and Human Services

129 Plaaaant 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

cruBucoKnaBp'r^^Ltaies.'dr&istei!

ACORD 25(2016/03)
© 1988-2016 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD
SR ID: 20269754 batch: 1867120
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a.cord'^ certificate OF LIABILITY INSURANCE DATE (MM/OO/YYYY)

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 INSURE

If SUBROGATION IS WAIVED, subject to the terms and conditU

on this certificate does not confer rlohts to the certificate hole

D, the policy(ies) must have ADDITIONAL-INSURED provisions or be endorsed.
)hs of the policy, certain policies may require an endorsement. A statement
er in lieu of such endorsementfsL

PRODUCER

SANTO INSURANCE AND .

224 MAIN ST STE 2A

SALEM NH 030793192

75TXL

CONTACT

NAME;

PHONE FAX

lA/C. No. Ext): (A/C. Nol:

E-MAiL

ADDRESS:

INSURER(SI AFFORDING COVERAGE NAIC#

INSURER A TRAVELERS PROPERTY CASUALTY COMPANY OF AMERICA
INSURED

SALEMHAVEN, INC. DBA
SALEMHAVEN NURSING HOME;

23 GEREMONTY DR

SALEM NH 03079-3314

INSURER B

INSURER C

INSURER D

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 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.

iNSS
UTR TYPE OF INSURANCE

ADOL

INSO

SUBR

WVO POLICY NUMBER

POLICY EFF

<MM/00/YYYY)

POLICY EXP

(MM/OD/YYYY)

COMMERCIAL GENERAL LIABIUTY

CLAIMS-MAOE n OCCUR
EACH OCCURRENCE

DAMAGE TO RENTED

PREMISES (E« occurreoc*)

MED EXP (Any one wrron)

PERSONAL A ADV INJURY

GEN-L AGGREGATE LIMIT APPLIES PER;
■UllF

'PROJECT I I LOCI PROJECT I I
GENERAL

i!:ts-PROOUC COMP/OP AGG

AUTOMOBILE UABILITY COMBINED SINGLE LIMIT
tEa «cd<)enl|

ANY AUTO

OWNED AUTOS
ONLY •
HIRED AUTOS
ONLY

BODILY INJURY (Pef paraon)

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

BODILY INJURY fPef accldanU
PROPERTY DAMAGE
[Par acciaant)

UMBRELLA UAB

EXCESS LIAB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE

AGGREGATE

DED RETEIVTION

WORKERS COMPENSATION
AND EMPLOYERS' UABILITY
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED? Y/N
(Mandatory In NH)

If yea. dascriba undar
DESCRIPTION OF OPERATIONS balow

(6JUB-4N98326-3-20) 06-22-20 06-22-21
PER
STATUTE

OTH
ER

E.L. EACH ACCIDENT s 1,000,000

e.L.DISEASE - EA EMPLOYEE s 1,000,000

E.L. DISEASE - POLICY LIMIT s 1,000.000

DESCRIPTION OF OPERATIONS/LOCATIONS/VEHICLES (ACORD 101. Additional Ramarka Schadula. may ba attachad If mora apaca la raqulrad)

3A:NH;

CERTIFICATE HOLDER CANCELLATION

STATE OF NH
DHHS
129 PLEASANT ST
CONCORD NH 03301

1

SHOULD ANY OF THE ABOVE DESCRIBED POUCIES BE CANCELLED BEFORE THE
EXPIRATION DATE THEREOF. NOTICE WILL BE DELIVERED IN ACCORDANCE WITH THE
POLICY PROVISIONS. >

AUTHORIZED REPRESENTATIVE ^

ACORD 25 (2016/03)
(Rov. 09-18)

id988-2015 ACORD CORPORATION. All rights roscrved.
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 Sen/ices ("State" or
"Department") and SCHOOL STREET ASSOCIATES 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 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. <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.

SCHOOL STREET ASSOCIATES INC

SS-2021-DPHS-11-LONGT-29-A01 Page 1 of2
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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

Do^Slsnad by:

12/31/2020

Date Morris

12/30/2020

Title: Director, Division of Public Health Srvcs

SCHOOL STREET ASSOCIATES INC

^OocuSigned by;

XitvjrA

—  > 0CCAO2g??Q'?»46O... 1—

Date Narhe:
Title: VP

SCHOOL STREET ASSOCIATES INC

SS-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. 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
LTCFtestinQ@DHHS.nh.QOv.

Initials

-DS

Az

12/30/2020

Page 1 of 1
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W^»/nh division of
Public Healtli Services
L'>cpiinnien] ol'ilr^.Uti ̂ 1 liuiuaii Service

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

Please fill oul form and return to; LTCFTcsiing@dhhs.nh.gov

1) Name of facilitN'!

2) How many staff members docs your facility have?

3) Staff testing lab utilized:

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

□ Sur\'cillancc

□ Outbreak/Response

□ County rale greater than 5%

□ County rate greater than 10%
5) How many residents does your facilit\' 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

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(If applicable)
Rate

Reimbursement

Amount

SlOO/Test 1
Week 4 Test Date

Week 4 Second Test Date
(if applicable)

Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Name Title
Ax

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 SCHOOL STREET

ASSOCIATES, INC. is a New Hampshire Profit Corporation registered to transact business in New Hampshire on April 17, 1973.

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; and the attached is a true copy of the list of documents on file in this office.

Business ID: 16745

Certificate Number: 0005032361

0&

Sa.

€3

IN TESTIMONY WHEREOF,

I 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.

^Ajl^
William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY

r, 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 Irwin is duly authorized on t>ehatf 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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed a^ve currently occupy the
position(s) Indicated and that they have full authority to bind the corporation. To tha extent that there are any
limits on the authority of any listed individual to bind the corporation in contacts with the State of New Hampshire,
all such limitations are expressly stated herein.

Dated: 12/28/20

Sionature of Elected Officer

tiame: David Irwin
Title: President/Officer

Rev. 03/24/20
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SCHOSTR-01

CERTIFICATE OF LIABILITY INSURANCE

LJUKIC

DATE (MMfOD/YYYY)

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 lieu of such endorsement(8).

PRODUCER

People's United Insurance Agency, Inc.
One Financial Plaza
Hartford, CT 06103

CONTACT Anna Gallant, ACSR, CISR, CRIS

(KV Exti; (603) 399-6148 no):(603) 399-6148
Anna.G3ilant@AssuredPartners.com

INSURER(S) AFFORDING COVERAGE NAIC »

INSURER A :lronshore SDecialtv Insurance Comoanv 25445

INSURED

School Street Associates Inc. d/b/a

Hillsboro House Nursing Home
PO Box 400

Hillsboro, NH 03244

INSURERS:Atlantic Charter Insurance Co 44326

iNsuRERc :Great American Assurance Co 26344

INSURER D:

INSURER E:

INSURER F:

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.

INSR

LTR TYPE OF INSURANCE
ADDL

INSD
SUBR

VYVD POLICY NUMBER
POLICY EFF

fMMfOD/YYYYI
POLICY EXP
fMM/norYYWI LIMITS

A X COMMERCIAL GE NERAL UABILITY

)E OCCUR

ontractor

002559104 11/8/2020 11/8/2021

EACH OCCURRENCE j  1,000,000
CLAIMS-MAt DAMAGE TO RENTED ,  100,000

X Owner's & C
MED EXP (Anv one oersonl 5  10,000

X Professional Liabili
PERSONAL & AOV INJURY

j  Included

GEITL AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE j  3,000,000

POLICY 1 1 1 1 LOO
OTHER:

PRODUCTS - COMP/OP AGG
.  Included

s

AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT
s

ANY AUTO

HEDULED
TOS

BODILY INJURY (Per oersonl s
OWNED
AUTOS ONLY

a(j^ only

sc
AL BODII Y IN.IURY fPer acddenil s

PROPERTY DAMAGE
fPer accidentl s

s

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE s

DEO RETENTIONS
s

B WORKERS COMPENSATION
AND EMPLOYERS-LIABILITY ^/n
ANY PROPRIETOR/PARTNER/EXECUTIVE 'j 1

LJ
If yes, describe under
OF.SCRIPTION OF OPFRATIONS bfllew

N/A

WCA00528509 11/8/2020 11/8/2021

y PER OTH-
W STATUTE FR

E.L EACH ACCIDENT
5  500,000

E.L DISEASE • EA EMPLOYEE s  500,000

E.L. DISEASF - POl ICY IIMIT
j  500,000

C Professional Llab MAC865898610 11/8/2020 11/8/2021 $1,000,000 ea claim 3,000,000

DESCRIPTION OF OPERATIONS 1 LOCATIONS 1 VEHICLES (ACORD 101. Addlllonal Ramarks Schadult. may be attached If more seace is required)
Workers Compensation coverage excludes coverare for: David Irwin, AnneMarle Irwin and Andrew Irwtn

Bureau of Contracts & Procurements

Department of Health and Human Services
129 Pleasant Street

Concord, NH 03301

1

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

ACORO 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 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. <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
maximuni 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
LTCFtestingtgDHHS.nh.gov. The Department will approve such
requests contingent upon funding availalDility.

Silverstone by Hunt

SS-2021-DPHS-11-LONGT-18-A01 Page 1 of2
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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

OofuSlgntd by;

12/31/2020 I
Date "I s

Title: Director, Division of Public Health Srvcs.

Silverstone by Hunt

•DocuSigntd by:

12/28/2020

Date

Title: ceo

Silverstone by Hunt

SS-2021 -DPHS-11 -LONGT-18-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 AGH, 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 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
LTCFtestinQ@DHHS.nh.QOv.

w
Initials

12/28/2020
Date

Page 1 of 1
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Exhibit A-2, A/ntndnient 1

Etdllcv List

Project ID Facility Name Vendor Code Address City State Zip Total TESTS Reimbursement Amount

SS-2021-OPHS-11.L0NGT-13. Hunt Community 305851 20 Plantatmn Dr Jaffrey NH 03452 448 $  44.800.00

SS-2021.DPHS-11-LONGT-13 The Huntington at Nashua 336260 55 Kent Ln. Nashua NH 03062 482 $  46.200.00

$  93,000.00

{?N

12/28/2020
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NH DIVISION or

l\iblic Healtli Services
OepjnmcmorilcaHh.'ml i{unmS«r\k

New Hampshire Long-Teim Care Facility Sentinel

Surveillance Tracking and Reimbursement Form
Please fill oui form and rclurn lo: LTCFTcs(ing@dhhs.nh.gov

1) Name of facilitv:

2) How many staff members does your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ 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):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(If applicable) Rate

Reimbursement

Amount

1 SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Name Title Date

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. 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: 349703

Certificate Number; 0004966823

O

<5^

d)

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 28th day of July A.D. 2020.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

Moir^a,rt^-h J'o-eJD hereby certify that:
{Name of the electee Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Offlcer of ^/ /V trp t>^.
(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 Junt. ̂  . 20 oLg. at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: That , C £o !SeCre.'l'<y.>^'-L (may list more than one person)
(Name and Title of Contract Signatory) v

Is duly authorized on behalf 3i contracts or agreements with the State
(Name of Corporatfon/ LLd^

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. I further certify that it is understood that the State of
New Hampshire wlli rely on this certificate as evidence that the person(s) listed above currently occupy the
posltlon(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:

Signatui^e of Elected Officer
Name: /i
Title. f

Rev. 03/24/20
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ACORcf CERTIFICATE OF LIABILITY INSURANCE DATE (MMnjonrrYY)

11/3/2020

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(ie$) 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 endor^ement(s).

PRODUCER

Fred C. Church Insurance
41 Weliman Street
Lowell MA 01851

NAME**^^ Jenne Norton
rA)c.''No. EJIII: 978-458-1865 (wc. noI: 978-454-1865
ADDRESS: lnorton@fredcchurch.com

INSURER(S) AFFORDING COVERAGE NAICF

INSURER A: Columbia Casualty Comoanv 31127
INSURED SILVBYH-01

SilverStone by Hunt; Hunt at Home Continuing Care;
Hunt Community; Huntington at Nashua
10 Allds Street

Nashua NH 03060-4777

INSURER B: A.I.M. Mutual Insurance Co 33758

INSURER c: The Continental Insurance Comoany

INSURER D :

INSURER E :

INSURER F :

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

INSR
LTR TYPE OF INSURANCE

ADDL

INSD
SUBR

WYD POLICY NUMBER
POLICY EFF

(MM/OD/YYYYl
POLICY EXP
fMM/DD/YYYYl LIMITS

A X COMMERCIAL GENERAL LIABILITY

)E 1 1 OCCUR
6022608328 11/1/2020 11/1/2021 EACH OCCURRENCE S 1.000,000

X CLAIMS-MAI DAMAGE TO RENTED
PREMISES (Ea occurrencei S 100.000

MED EXP (Any one person) S 5.000

PERSONAL 4 AOV INJURY $1,000,000

GE•TL AGGREGATE LIMIT APPLIES PER:

POLICY 1 1 Slcf r~l LOG
OTHER:

GENERAL AGGREGATE S 3.000.000

PRODUCTS - COMP/OP AGG S 3,000.000

) s

C AU1

X

X

OMOBILE LIABILITY 6022608300 . 11/1/2020 11/1/2021
COMBINED SINGLE LIMIT
fEa accidnnil $1,000,000

ANY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

X

SCHEDULED
AUTOS
NON-OWNED

AUTOS ONLY

BODILY INJURY (Per person) s

BODILY INJURY (Per accident) $

PROPERTY DAMAGE
fPer acdrtenil $

$

A

X

UMBRELLA LIAB

EXCESS LIAB

OCCUR

X CLAIMS-MADE

6022608331 11/1/2020 11/1/2021 EACH OCCURRENCE $4,000,000

AGGREGATE $4,000,000

DED 1 ^ RETENTIONS n S

B WORKERS COMPENSATION

AND EMPLOYERS' LIABILITY y,
ANYPROPRIETORff>ARTNER/EX£CUTIVE rTTI
OFFICER/MEMBEREXCLUOEO?
(Mandatory In NH) ' '
If yes, describe under
DESCRIPTION OF OPERATIONS below

N/A

ECC60040002052020 1/1/2020 1/1/2021 y  PER OTH-
^  STATUTE FR

E.L. EACH ACCIDENT $ 1.000,000

E.L. DISEASE • EA EMPLOYEE $1,000,000

E.L. DISEASE - POLICY LIMIT $ 1.000,000
A Professional Liability 6022608328 11/1/2020 11/1/2021 $1,000,000

S3,000.000
Each Occurrence
Aggregate

DESCRIPTION OF OPERATIONS / LOCATIONS f yEHICLES (ACORD 101. Additional Ramarka Schadula, may ba aitaebad if mora spaca la raqulrad)

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

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03)
©1988-2015 ACpRD 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 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. <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.

ST JOSEPH RESIDENCE INC

SS-2021-DPHS-11-LONGT-41-A01 Page 1 of2
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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

1/12/2021

— DouSigntd by;

'Ovvtv

Diti Nam"^™mmrris
Title. Director, Division of Public Health Srvcs

12/18/2020

ST JOSEPH RESIDENCE INC

^DocuSigntd by;

t^UAxMJU J. AutdW/stl

Date wakowski

Title: Administrator

ST JOSEPH RESIDENCE INC

SS-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 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 $ 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

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 Outtireak 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
LTCFtestinQ@DHHS.nh.oov.

Initials

Page 1 of 1

^  12/18/2020
Date



DocuSign Envelope ID: 695D61D0-CC8A-47C3-A7CD-8313A3E3C36A

W;.»/NH division01=
[\jbUc Health Services
Dcp^tnoicniui'Hcihh aikl liuntar. Servicn

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 facili^;

2) How many stafTmembers does your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rale greater than 10%
5) How many residents docs your facility have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(If applicable)

Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name Title i^Date
/kJAi 12/18/2020
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Sccrclary of Slate of ihc Slate of New Hampshire, do hereby certify that ST. JOSEPH RESIDENCE,

INC. is a New Hampshire 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 ofTiec have been received and is in good standing as

far as this office is concerned.

Business ID: 304367

Certificate Number: 0005032455

uu

©

IN TESTIMONY WHEREOF.

I 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.

William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY

sSV. lJ^/WO/6 (0nn
(Name of the elected Office'r*bf the(Name of the elected Officer*bf the

hereby certify that:
Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretarv/Officer of 'G'i.
(Corporatlon/LtC Name) '

2. The fbllo^gls a true cbpy.of a vote taken at a meeting of the Board of Directorsyshareholders, duly called and
O'^-f . at which a quorum of the Directors/shareholders were present and voting.
(Date)

VOTED: That M/^rUn^. /JMA (may list more than one person)
(Narhe and Title of Contract Signat6fy)

is duly authorized on behalf of 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. I further certify that it is understood that the State of
New Hampshire will rely on this certificate as evidence that the person(s) listed atx)ve 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.

^ ji ̂
'■ / Signa^re of Elected Officer

Name:-^^
Title:

Rev, 03/24/20
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CERTIFICATE OF LIABILITY INSURANCE DATE IMM/ODmnrV)

If SU^ROGAVlOlSrrs wlTv^ *P°inONAL INSURED prcLlon, „ b. .ndor-d

Waldorf Risk Solutions, LLC
PO Box 590
Huntington NY 11743

INSURED

Sisters of the Presentation of Mary
209 Lawrerice Street
Methuen, MA 01844

CONPRE

WWtAfcf
JltiiL,
PHONE

631-423-9500

laurenCtwri1928.ebm

FAX

i»JC. Hay 631-424-3610

INSUREWfSlAFTOI^QCOWRACg
INSURER A: Certain Unde'fwriters at Udyds, London - AA1122000

INSURER B:

INSURER C:

INSURER D:

INSURER E:

NAICA

CERTIFICATE NUMBER: 279775429

INofcATED.^NOTWTHSTANWNG^y'rIqUIrS^^TER^M POI-'CY PERIOD
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN THE iLufS^NCE AFFORDED ̂  tiJp RESPECT TO WHICH THISJXCLUSIONS AND CONDITIONS OF SUCH POLICIES LIMITS SHOWN ^ BEEN REDUcgn RV ®

LTR TYPE OP INSURANCE

COMMERCIAL GENERAL LIABIUTY

CLAIMS-MADE .0 OCCUR

""■Il'.'il'j.l

GEHl AGGREGATE LIMIT APPLIES PER:
POLICY QS OlOC
OTHEli

j;'ouoatLeLUfiiuiTY

ANY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

P^CY NUMBER
20W2007

- POLICY EFP

7/1/2020

Mucyexp
iMMmonnrYYi

7/1/2021
UMJT8

EACH OCCURRENCE
UAMAULTOReNTEO
PREMISES fEa ooctfrtrcAl
MEO EXP (Afy ooa parton)

PERSONAL S ADV INJURY

GENERAL AGGREGATE

PROOUCTS-f COMP/OP AGG

S 1.000.000

11.000.000

% 1.000.000

S2.WO.000

COM8INEO SINI^L^ LlMlf
lEaaeddanil

BODILY INJURY (Par pwion)
BODILY INJURY (Par acctdani)
PRbPERTY DAMAGE
(PareeadawT

S Included

UMBRELLA UAB

EXCESS LIAS

DEO

OCCUR

CLAIMS-MADE

RETENTIONS

EACH OCCURRENCE

AGGREGATE

WORKERS COMPENSATION
AND employers: UABIUTY
AWPR0^6T0iRiPARTNCR®(£CUTTVB
OFFICER/UeUBCREXCLUDEO?'(Mandatory in NH)
ff  m.daaitftba under-
DESCRIPTION OP OPERATIONS

Y/N

□
PEN
statute

STfT

E.L. EACH ACCIDENT

E.L. DISEASE - EA EMPLOYEE

EL DISEASE • POLICY LIMIT
Sub-Limli
Aggregate

20W20D7 7/1/2020 7/1/2021 30.0W
1W.000

CERTtFICATE HOLDER
CANCELLATION 30

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.

AUTHOROeo REPRESENTATIVH

Lli
ACORO 25 (2016/03)

01988-2015 ACORD CORPORAnON. All rights reserved.
The ACORD name and logo are registered marks of ACORD
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ACORD,. CERTIFICATE OF LIABILITY INSURANCE
DATE (MU/Donnnrr}

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 certificate holder Is an ADDITIONAL INSURED, the policy(lc8) 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 ondorsemont(8).

PRODUCER

US! Insurance Services LLC

3 Executive Park Drive, Suite 300

Bedford, NH 03110

855 874-0123

COMTACT
NAME:

855 874-0123 live. Not:
E-MAIL
ADDRESS:

INSURERIS) APPORDINO COVERAGE NAICP

INSURER A: AIM Mutual Insurarwe Company 33758

INSURED

Catholic Charities

215 Myrtle Street

Manchester. NH 03105

INSURER a:

INSURER C :

INSURER 0 :

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 CONTRACTOR 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
LTR TYPE OF INSURANCE ADDL

INSR
SUBR
WVD POLICY NUMBER

POLICY EPF
(MM/DOnrVVYl

POUCYEXP
(MMfDO/YYYYt LIMfTS

COMMERCIAL CtNERAL LiABtirrY

E dl OCCUR
EACH OCCURRENCE s

CLAIMS-MAC 1

MED EXP (Any one peraon) s

PERSONAL & ADV INJURY s

CEfn. AGGREGATE LIMIT APPLIES PER;

POLICY d] JOT d] LOG
OTHER:

GENERAL AGGREGATE s

PR0I5UCTS - COMP/OP AGO s

s

AUTOMOBILE LIABILTTY COMBINED SINGLE LIMIT
s

ANY AUTO

HEOULED

TOS
>N-OWNED
TOS ONLY

BODILY INJURY (Par paraon) s

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

SC
At

BODILY INJURY (Paracddant) s

NC
At

PROPERTY DAMAGE
(Paraccidefln " s

s

UMBRELLA LIAB

EXCESS LIAS

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE s

OED RETENTIONS s

A WORKERS COMPENSATION

AND EMPLOYERS' LIABILITY w 1N
ANY PROPRIETOR/PARTNER/EXECUTIVEf—1
OFFICER/MEMBER EXCLUDED? N
(Mandatory In NH) ' '
If y«(, doscribo unoor
DESCRIPTION OP OPERATIONS below

N/A
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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 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; $2,159,000

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 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. <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.

STRAFFORD COUNTY NURSING HOME

SS-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 8, 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

f  D^$lgn*d by:

12/31/2020

D^tT" NameTO^'WrMorris,
Title: Director, Division of Public Health srvcs.

STRAFFORD COUNTY NURSING HOME

>-^OocuS){)n*d by:

12/30/2020

Date Name;°®'r'g'e°'Magl a ras
Title: chai rman

STRAFFORD COUNTY NURSING HOME

SS-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 8 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. 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
LTCFtestinaf5)DHHS.nh.Q0v.

Initiala

12/30/2020
Date

Page 1 of 1
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•/nh division or
Public Healtli Services
Dcp;innKnu>ri(r:'.hh ;ind flunm Scrocts

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

Please fill out fomi and return to: LTCFTcsting@dhhs.nh.gov

I) Name of facilitv:

2) How many staff members docs your facilitN- have?

3) Staff testing lab utilized:

4) Reimbursement t)'pe (please check all that apply):

□ Siir\'cillancc

□ Outbreak/Response

□ County rale greater than 5%

□ County rale greater than 10%
5) How many residents does your facilit>' have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

1 - T . rv . Week 2 Second Test DateWeek 2 Test Date .
1  (if applicable)

Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

1 SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date
(if applicable)

Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest 1

Name Title
OA,

Date

12/30/2020
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COMMISSIONERS

GEORGE MAGLARAS, Cliainnan
ROBERT J. WATSON, Vice Chatnnan

DEANNA S. ROLLO, Clerk

TREASURER

PAMELA]. ARNOLD

COUNTY ADMINISTRATOR

RAYMOND F. BOWER

STRAFFORD COUNTY

COMMISSIONERS
WILLIAM A. GRIMES

Justice & Administration Building
259 County Farm Road, Suite 204
Dover, New Hampshire 03820

Telephone: (603)742-1458
Fax: (603) 743-4407

CERTIFICATE OF AUTHORITY

I, Deanna S. Rollo, Clerk of the StrafTord Coiinry Board ofCommissioners do hereby certify that:

(1) The Strafford Count)' 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 Chairman of the Board of
Commissioners to execute any documents wiiicli may be necessaiy for this contract;

(3) This authorization has not been revoked, annulled or amended in any manner whatsoever, and
remains in fiill force and effect as of the date hereof; and

(4) The following now occupies the office indicated above:

George Maglaras

IN WriTJESS WHEREOF, I have hereunto set my hand as the Clerk this 23rd day of December 2020.

Deanna S. RoIIo. Clerk

STATE OF NEW H AMPSHIRE

COUNTY OF STRAFFORD

On this 23rd Day of December, 2020, before me Jean L. Miccolo, the undersigned officer, personally
appeared Deanna S. Roilo, who acknowledged their self to be the Clerk for the Strafford County Board of
Commissioners, being authorized to do so, executed the foregoing instrument for the puipose therein
contained.

IN WITNESS WHEREOF, I hereunto set my and official seal.

/  I

_  . b6»IRES . ̂
=  ; dec: 18,2024 : |

/  /
No'taiy Public ^
Commission Expiration Date:
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Primex'
NH PuWic ftUli Monogement Exehonge 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 tf>e benefit of pditical subdivisions in the State of New Hampshire.

Each member of Primex' is entitled to the categories of coverage set forth below. In addition, Primox' 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 liabiBty 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 0 (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-Mede 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 n«y.
hov/ever, 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 Certlflcaie is issued as a matter of information only and confers no rights upon the certificate holder. This coriificale does not amend, extend, or
alter the coverage afforded by the coverage categories listed below.

Panhipeting Uembar: Member Number:

Strafford County 605
259 County Farm Road
Dover, NH 03820

Company Affording Coverega:

NH Public Risk Management Exchange - Primex^
Bow Brook Place

46 Donovan Street

Concord, NH 03301-2624
^pff^iv^e'pe^"i -§X^pJnUph^Da(»',^

X General Liability (Occurrence Form)
Professional Liability (describe)

1/1/2020 1/1/2021
Each Occurrence S 5,000,000

General Aggregate $ 5,000,000

□  D Occurrence Fire Damage (Any one
fire)

Med Exp (Any one person)
Automobile Liability
Deduclible Comp and Coll;

Any auto

Combined Single Limit
(Each Aeddani)

Aggregate

X Workers' Compensation & Employers' Liability 1/1/2020 1/1/2021 X  Statutory 52,000.000

Each Accident $2,000,000

Disease - Eaen Empioyea

Disease - Policy lmi

1 Property (Special Risk includes Fire and Theft)
Blanket Limit, Replacemeni
Cost (unless otherwise stated)

Description; Proof of Primex Member coverage only.

CERTIFICATE HOLDER: Additional Covered Party Loss Payee Primex^ - NH Public Risk Management Exchange

By: "pxxuA

Date: 10/27/2020 mpurcclKffinhDrimex.orgState of New Hampshire
Department of Health and Human Services
129 Pleasant Street
Concord, NH 03301

Please direct inquires to:
Primox' Clalms/Covorago Services

603-225-2841 phono
603-228-3833 fax
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N>l Rid MsnafomxnTithang*

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 together, we can hopefully
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 clauses, 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. Our recommendations provided on this form
do not increase or decrease the coverage available for contractual liability.

Recommendations:

The indemnification obligation in section 14 can be triggered by the acts or omissions of fund recipients and
subcontractors which is not ideal. Beginning on the fi^h line of section 14 and ending on the sixth line, it is recommended
to strike 'or subcontractor, or subgrantee or other agent of the Grantee."

Thank you,

Amy Poole

Contractual Llablllty $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 entity with 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 harmless a third party
subject to the following terms and conditions. Our 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 Declarations; (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 to 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-19 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 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: $2,029,800

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 QSO-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Sun/eillance 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.

TAYLOR COMMUNITY

SS-2021-DPHS-11-LONGT-42-A01 Page 1 of2
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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

[>ofu8lon«d by:

1/12/2021 /^oyyiv

Diii — Morns
Title: Director, Division of Public Health srvcs.

TAYLOR COMMUNITY

—OocuSlgnid by:

1/11/2021 AlicIumX fULudi1
Diii N7rfie:««^"^^ Flaherty

Title: president and ceo

TAYLOR COMMUNITY

SS-2021-DPHS-11-LONGT-42-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 $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 Outtireak 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
LTCFtestinQ@DHHS.nh.Qov.

Page 1 of 1

Inilialf ̂
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nS/NH division01"
l\iblic Healtli Services
OcpanRunitirilcAtih iimuaji Ser^ic

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

Please fill oui form and rciurn to: LTCFTcsting@dhhs.nh.gov

I) Name of facility:

2) How many staff members does your facility have?

3) StafTtesting lab utilized:

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

□ Siir\xillance

□ Outbreak/Response

□ County rate greater than 5%

□ 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 siafTand outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

$100Aest

Week 3 Test Date
Week 3 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested
(if applicable] Rate

Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name Title Date

1/11/2021
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of Siaic of the Siaie of New Hampshire, do hereby certify thai TAYLOR COMMUNiTY is

a New liampshire Nonprofit Corporation registered to transact business in New Hampshire on March 14, 1907. 1 further ceiiify

that all fees and docuinenis required hy the Secretary of State's office have been received and is in good standing as far as this

office is concerned;

Business ID; 66900

Certificate Number; 0005030620

M Wt
i

'p>
ftn..

m
IS?

IN TES riMONY WHEREOF,

1 hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 20th day of October A,D. 2020.

William 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. I 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. I 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: ^

Signature of Elected Officer
Name: Q,
Title.
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CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/DOnYYV)

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($). AUTHORIZED
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT If the certificate holder Is an ADDITIONAL INSURED, the poUcy(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 certlflcato holder In Ueu of such endorsement(a).

PRODUCER

Melcher & Prescott insurance

426 Main Street

Laconia NH 03246

Jill Martineau

K1§.no«
jmartineauOmelclier-prescotLcom

INSURERISIAFFOROINO COVERAOE NAIC •

INSURER A Clndnnall Insuranca Co.

INSURED

Teytor Community

435 Union Avenue

Laconia NM 03246

INSURER 8 NH Enployers Insuranca Co. 13083

INSURER C

INSURER 0

INSURER e

INSURER P

THIS tS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE SEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POUCY PERIOD
INDICATED. NOTWTTHSTANDING ANY REQUIREMENT. TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO VTHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY THE POUCIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS
EXCLUSIONS AND CONDITIONS OF SUCH POUCIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS

LTR TYPE or INSURANCE llJtLJl'.Vi") POLCY NUMBER
POUCVEfP

IMM/D0/YYYY1
POUCY EXP
IMM&tWYYYYt UMITS

A

i
1

X COMMERCIAL GENERAL LiAGttJTY

€ (3 OCCUR

HCF0008520 05/01/2020 05/01/2021

EACH OCCURRENCE
, 1.000,000

j CLAIMS-MAO EVUJAdETORENTCD
PREMISES (Ea oecurrencei

, 100,000

MED EXP (Any one penon}
, 5,000

PERSONAL & AOV M JURY , 1,000,000

GET\ AGGREGATE lIMfTAPFRIES PER:

PCtlCY CH JECT EZI LOC
OTHER;

GENERALAGGREGATE
, 2,000,000

PRODUCTS • COMP/OPAGG
, 2,000.000

Cosmetologist s 1,000.000

A

AU1

X

OMOeiLE LiABILtTY

1

HFA0CI06417 05A)1/2020 05/01/2021

COMBINED SINGLE LIMTT
/Eeeeddenll

S 1,000,000

ANY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

BOORY INJURY (Per person) s

BOOLY INJURY (Par ecddent)

PROPERTY DAMAGE
(Pereeddentt s

Undeiinsured motorist S 1,000,000

A

X UMBRELLA LIAB

EXCESS UAB

OCCUR

CLAIMS4AA0E HCF0008520 05/01/2020 05/01/2021

£achoocurr?i« s

AGGREGATE s

DEO 1 1 RETENTION S I -

s

B

WORKERS COMPENSATION

AND EMPLOYERS'UABUTY

ANY PROPRIETOR/PARTNERfEXECUnVE 1 1
OFFICERMEMBER EXCLUDED?
(Mandatory In NH} ' '
Kyas. dM^tM un^
DESCRIPTION OF OPERATIONS Below

N/A WMZd0080069372020A 10/01/2020 10/01/2021

■v PER OTH-
^ STATUTE ER
EX. EACHACCOENT , 1,000.000
EX. DISEASE • EA EMPLOYEE , 1,000,000

i ex. DISEASE • POLICY LIMIT 5 1,000,000

DESCRIPTION OF OPERATIONS/ LOCAnOKS / VEHICLES (ACORD 101, Additional Ramarka SehMUa. may ba atuehad H mora apaea la raqulrMi)

State of NH, Oepertment of Health & Human Services
129 Pleasant St

Concord NH 03301
1

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

AUTHORIZED REPRESENTATIVE

ACORD25 (2016/03)
e 1986-2015 ACORD CORPORATION. All rights resorvod.

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 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 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. <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 NASHUA. INC

88-2021-DPH8-11-LONGT-47-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

12/22/2020

Date IN

^OofuSlgn^d by:

Morris

Title: Director, Division of Public Health Srvcs

THE COURVILLE AT NASHUA, INC
DecuSigned^

12/22/2020
^.1. CAa^aTciMft'i.ipe... . , ,

Date CQurvi I le

Title: vp

THE COURVILLE AT NASHUA, INC

SS-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 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
LTCFtestinQ@DHHS.nh.QOv.

Initial

D3,e 12/22/2020
Page 1 of 1
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Y  DIVISION or
Public Health Services
Dcpjnmtiii ol'! Icf.lih ;in>1 Hmu-'ui Serv-ict:

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

Please fill oui form and return to: LTCn'csting@dhhs.nh.gov

I) Name of facility:

2) How many staff members docs your facilit>' have?

3) StafTtesting lab utilized:

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

□ Surveillance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%

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

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

Month for reimbursement perlotd: Select Month

Week 1 Test Date
. Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(If applicable)

Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

Name Title
DS

12/22/2020
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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 COURVILLE AT

NASHUA, INC. is a New Hampshire Profit Corporation registered to transact business in New Hampshire on March 10, 1980. I

further certify that all fees and documents required by the Secretary of State's ofTice have been received and is in good standing as

far as this office is concerned.

Business ID: 10404

Certificate Number: 0005031517

u.

O
<5®

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.

William M. Gardner

Secretary of State
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CERTIFICATE OF AUTHORITY

OF

THE COURVILLE AT NASHUA, INC.

1, the undersigned, Richard G. Courville, as Secretary of The Courville at Nashua, Inc., a New Hampshire
corporation, hereby certifies that;

1. 1 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 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 vote.

3. 1 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. I 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 vwth the State
of New Hampshire, all such limitations are expressly stated herein.

Dated: December 22 . 2020

The Courville at Nashua, Inc.

fnature of Elected Officer
Name: Richard G. Courville

Title: Secretary

Rev. 03/24/20
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yXCORcf CERTIFICATE OF LIABILITY INSURANCE
0AT6 (MM/DOrfYYY)

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 is an ADDITIONAL INSURED, the policy(les) 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

Cross Insurance - Lewlston

150 Mill Street

Fourth Floor. Suite 4

Lewlston ME 04240-3101

NAiSe*''^ Susan Dwelley
Kr.,,, (207)783.6591 (207)783.3852
AM^ess- sdwetley@crossagency-com

INSURER(S) AFFORDING COVERAGE NAICI

INSURER A Medical Mutual Ins Company of Maine

INSURED

The Courville Company, Inc.

175 River Road

Manchester NH 03104

INSURER B Massachusetts Bay Ins Co 22306

INSURERC AmGuard Ins Co 42390

INSURER 0

INSURER E

INSURER F

T

IN

C

E

IIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
DICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
:RTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS
<CLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

LTR TYPE OF INSURANCE
IH5P wvn POLICY NUMBER

POLICY EFF
(MM/DO/YYYY)

POLICY EXP
(MM/DD/YYYYl LIMITS

A

X COMMERCIAL GENERAL LIABILITY

£  1 X| OCCUR
vent Oed/S25K Agg

NHNHL002265 05/01/2020 05/01/2021

EACH OCCURRENCE 5 1.000.000

CLAIMS-MAC
UAMAUb lO RENTED
PREMISES (Ea occiirrennel S 100.000.

X $5,000 Each E
WED EXP (Any one oerson) S 5.000

PERSONAL S ADV INJURY 5 .1.000.000
GEr

X

Jl AGGREGATE LIMIT APPLIES PER:

POLICY |_J 1 1 LOC
OTHER:

GENERAL AGGREGATE j 3.000.000

PRODUCTS - COMP/OP AGG J 1.000.000
Professional Liab • Each S 1.000.000

B

AUl

X

X

OMOBILE LIABILITY

ADP2868404 05/01/2020 05/01/2021

GOMBINEOGINGlE LIMIT
(Ea aeddentt S 1.000,000

ANY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY X

SCHEDULED

AUTOS
NON-OWNED
AUTOS ONLY

BODILY INJURY (Per person) s

BODILY INJURY (Per ecddeni) $

PROPERTY DAMAGE
(Per errJrtenl) s

Medical payments S 5,000

A

X UMBRELLA LIAB

EXCESS LIAB

OCCUR

X CLAIMS-MADE NHUM80C4470 05/01/2020 05/01/2021

EACH OCCURRENCE S 9,000.000

AGGREGATE 5 9.000.000
DED X RETErmON s lO-OOO

s

C

WORKERS COMPENSATION

AND EMPLOYERS' LIABILITY y, „
ANY PROPRIETOR/PARTNER/EXECUTIVE ["771
OFFICER/MEMBER EXCLUDED?
(Mandatory In NH) ' '
Ifyas. describe under
DESCRIPTION OF OPERATIONS below

HI A COWC196561 05/01/2020 05/01/2021

•V" PER OTH-
STATUTF ER

E.L. EACH ACCIDENT S 500.000

E.L. DISEASE • EA EMPLOYEE S 500.000

E.L. DISEASE • POLICY LIMIT S 500,000

A
Prof Llab-Clalms Made: 5/1/20 Retro
$5,000 each loss ded / S25K agg ded NHNHL002265 05/01/2020 05/01/2021

Each Loss Limit

Aggregate Limit

1.000,000

3,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS/VEHICLES (ACORD 101, AddiUonal Rtmarh* Schaduli, may ba atiachad if mora apaca Is raqulrad)

Supplemental Name:

The Courville Company
The Courville Company at Nashua, Inc. & The Villas at Nashua. Inc.
The Courville at Ma/Khester

Carlysle Place
Aynsley Place

State of New Hampshire Department of Health & Human

Office of Operations Support

129 Pleasant St.

Concord NH 03301

1

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

-SllOOTTi rn
ACORD25 (2016/03)

£> 1988-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD
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AGENCY CUSTOMER ID:

LOC#:

ACORCf
ADDITIONAL REMARKS SCHEDULE Page of

AGENCY

Cross Insurance • Lewiston

NAMED INSURED

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: ^5 FORM TITLE: Certificate 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

ns Norch Rivet Road, LLC

Aynsley Place Inc.

Carlyle Place inc.

Courville Succession Trust

FAS Master, LLC

La Quinta I Holdings Inc.

La Quinta II 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 Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named 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 C0\/ID-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, 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 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. <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

SS-2021-DPHS-11-LONGT-10-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 Sun/eillance 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

-Do^Slgncd by:GDouSlgncd by:
Date NamT'^'^P?^*^rn s

Title: Director, Division of Public Health srvcs

THE COURVILLE AT MANCHESTER. LLC
DecuSlgntd^

12/22/2020

Date

Title: vp

THE COURVILLE AT MANCHESTER. LLC

88-2021 -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 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 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
LTCFtestinQ@DHHS.nh.qov.

Initial!

D^,e 12/22/2020
Page 1 of 1
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•/n'h division or
[\jblic Health Services
Ucpii>iiaeni<>ri(cahh 2<h1 liuiuai'.Ser-ii:

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

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

I) Name of facility:

2) Mow many stalT members docs your facility have?

3) Staff testing lab utilized:

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

□ Surveillance

□ Outbreak/Response
County rate greater than 5%

□ 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 staff and outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

•  (if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested 1

(if applicable) |
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested 1
(if applicable) |

Reimbursement
Amount

1 SlOOAest

Name Title
OS

12/22/2020
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of Slate 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. 1 funher ccnify 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: 218046

Certificate Number: 0005031516

u.

O

d)

IN TESTIMONY WHEREOF.

1 hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 21 St day of October A. D. 2020.

William M. Gardner

Secretary of State



DocuSign Envelope ID: 6CD2450F-EA0B-4C5A-AF9A-446190BA306A

CERTIFICATE OF AUTHORITY

OF

THE COURVILLE AT MANCHESTER, LLC.

1. the undersigned, Richard G. Courville, as President of La Quinta Holdings I, 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. 1 am a duly elected President of La Quinta Holdings I, 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 oecem&er 22 , 2020.

RESOLVED: That Ryan Courville rMr. Rvan Courville"). as Vice President of La Quinta Holdings I, LLC, the
Manager of The Courville at Manchester, L.L.C., is duly authorized on behalf of La Quinta Holdings I, 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 vote.

3. 1 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. I 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 I, 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: December 22 2020 The Courville at Manchester, L.L.C.

By:

La Quinta Holdings I, Inc., its Manager

Signature of Elected Officer
Name: Richard G. Courville

Title: President

Rev. 03/24/20
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AC^Rd' certificate of LIABILITY INSURANCE DATE (MM/DD/YYYY)

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 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 poiicies may require an endorsement. A statement on
this certificate does not confer rights to the certificate holder in ileu of such endorsement(8).

PRODUCER

Cross Insurance - Lewiston

150 Mill Street

Fourth Floor, Suite 4

Lewiston ME 04240-3101

CONTACT Susan Dwelley

(207)783-3852

Acjwtess- sOwelley@crossagency.com
INSURERIS) AFFORDING COVERAGE NAIOI

INSURER A: Medical Mutual Ins Company of Maine
INSURED

The Courville Company. Inc.

175 River Road

Manchester NH 03104

INSURER B : Massachusetts Bay Ins Co 22306

INSURER c : AmGuard Ins Co 42390

INSURER D :

INSURER E :

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 TO ALL THE TERMS.

EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

RTODC
lUSQ. WVDTYPE OF INSURANCE POLICY NUMBER

POLICY EFF
(mm/ddWyyyi

POLICY EXP
tMMyPDflfYYYl LIMITS

INSR
LTR

COMMERCIAL GENERAL LIABILITY

CLAIMS-MADE | OCCUR

S5.000 Each Even! Ded/S2SKAgg

EACH OCCURRENCE

DAMACE TO RENTEC
PREMISES (Ea occurrence)

NHNHL002265 05/01/2020 05/01/2021

MED EXP (Afly one p«r»oo)

PERSONAL S ADV INJURY

GENl AGGREGATE LIMFT APPLIES PER:

PRO
JECTX POLICY LOC

OTHER:

GENERAL AGGREGATE

PRODUCTS - COMP/OP AGG

Professional Liab - Each

1,000,000

100,000

5,000

1,000,000

3,000,000

1,000,000

S 1,000,000

AUTOMOBILE LIABILITY

ANYALfTO

SGMBINE06INGLE LIMIT
(Ea BCddeni)

S 1,000,000

BODILY INJURY (Per person)

OWNED

AUTOS ONLY
HIRED '
AUTOS ONLY X

SCHEDULED

AUTOS
NON-OWNED

AUTOS ONLY

ADP2868404 05/01/2020 05/01/2021 BODILY INJURY (Per aeeWent)

PROPERTY DAMAGE-
IPer accWeni)

Medical payments S 5,000

X UMBRELLA LIAB

EXCESS LIAB

DEO

X

OCCUR

CLAIMS-MADE

EACH OCCURRENCE
9,000.000

NHUMB004470 05/01/2020 05/01/2021 9,000.000

X RETENTION J 10.000
WORKERS COMPENSATION

AND EMPLOYERS' LIABILITY

ANY PROPRIETORmARTNER/EXECUTIVE

OFFICER/MEMBER EXCLUOEO?
(Mandetory In NH)
If yes. describe under
DESCRIPTION OF OPERATIONS below

X
PER
STATlfTF

OTH
ER

N/A COWC196561 05/01/2020 05/01/2021
e.L. EACH ACCIDENT 500.000

E.L. DISEASE - EA EMPLOYEE
500,000

E-L. DISEASE - POLICY LIMIT 500,000

Prof Llab-Clalms Made; 5/1/20 Retro

$5,000 each loss ded / S25K agg ded NHNHL002265 05/01/2020 05/01/2021

Each Loss Limit

Aggregate Limit

1.000,000

3.000,000

DESCRIPTION OF OPERATIONS I LOCATIONS/VEHICLES (ACORO 101. Additional Remarks Schedule, may be attached If more space Is required)

Supplemental Name:

The Courville Company
The Courville Company at Nashua, Inc. & The Villas at Nashua. Inc.
The Courville at Manchester

Carlysle Place
Aynsley Place

CERTIFICATE HOLDER CANCELLATION

State of New Hampshire Department of Health & Human

Office of Operations Support

129 Pleasant St.

Concord NH 03301

1

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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ACORCf

AGENCY CUSTOMER ID:

LOC #:

ADDITIONAL REMARKS SCHEDULE Page of

AGENCr

Cross Insurance - Lewlston

NAMED INSURED

The Counrille 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: Certificate of Liabllliy Insurance

RE; Surveyors

ACORD 101 (2008/01) ® 2008 ACORD CORPORATION. All rights resorvod.

The ACORD name and logo are registered marks of ACORD
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Additional Named Insureds

Other Named Insureds

175 Nocch River Road, LLC

Aynsley Place Inc.

Carlyle Place Inc.

Courville Succession Trust

FAS Master, LLC

La Quinta I Holdings Inc.

La Quinta II Holdings Inc.

Ole Blue Eyes - Manchester, LLC

Pond Haven Associates Limited Partnership

Summer Mind - Nashua, LLC

TCN Realty Limited Partnership

The Courville at Manchester LLC

The Courville at Nashua Inc.

The Villas at Nashua LLC

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

Additional Named Insured

OFAPPINF (02/2007) COPYRIGHT 2007, AMS SERVICES INC



DocuSign Envelope ID: OAOCF587-040B-487E-B8FE-6CB9EC208238

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: Identification., 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, 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 QSO-20-38-NH and as
follows:

1.6.1. The Contractor shall conduct Sun/eillance 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 MORRISON HOSPITAL ASSOCIATION

SS-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

by:OojiiSkonw by:

12/21/2020 GAwt /^ovviv.
T  . jaiiHtaijCAWAUDiti Na^^«''W-'"Morris

Title: Director, Division of Public Health srvcs

THE MORRISON HOSPITAL ASSOCIATION

— DocuSlgned by:

12/21/2020

Date Namet^'^^^^^"^®^ r
Title: Executive Director

THE MORRISON HOSPITAL ASSOCIATION

SS-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 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
LTCFtestinQ@DHHS.nh.QOv. ds

Initials

Page 1 of 1
Date 12/21/2020
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^  division of
Public Heal til Services
Dcp;inmcniorilrabh anki Human Scrk-jc?>

New Hampshire Long-Term Care Facility Sentinel

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

I) Name of facilitN'i

2) How many staff members does your facility have?

3) Staff testing lab utilized:

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

□ SurA'eillancc

□ Outbreak/Response

□ County rate greater than 5%

□ 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):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

SlOO/Test

„  Week 2 Second Test DateWeek 2 Test Date ,,, ,1  (if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

-  Week 4 Second Test DateWeek 4 Test Date ... . , .
1  (if applicable)

Total Staff
Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date 1 Week 5 Second Test Date
(if applicable) | (if applicable)

Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement
Amount

SlOOAest

Name Title Date

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 Hampshire, do hereby certify that MORRISON HOSPITAL

ASSOCIATION is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on April 22, 1927. 1

Rirther certify that all fees and documents required by ilic Secretary of Slate's ofllce have been received and is in good standing us

far as this office is concerned.

Business ID; 62982 >

Certificate Number: 0005030515

'V

IN TESTIMONY WHEREOF,

I hereto sec my band and cause to be affixed

the Seal of the State of New Hampshire,

this 20th day of October A.D. 2020.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

I. . hereby certify that:
(Nanfe' of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. 1 am a duly elected Clerk/Secretary/Officer of f^s^c>Cvc.>>:&A.\ .
(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 ^tJo 20 vo. . at which a quorum of the Directors/shareholders were present and voting.

(Date)

VOTED: That \ __ (may list more than one person)
(Name and Title of CoRtracl Signatory)

is duly authorized on behalf ofHovft icu^UatytWV (^Sioc. 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. I 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
posltion(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
Signature of Elected OfficerSignatur
Name;"t>ou,<\<»„s (^-
Title:

Rev. 03/24/20
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MORRNUR-01 DRIOUX

CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/OO/YYYY)

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 pollcy(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

Eaton & Berube Insurance Agency, LLC.
11 Concord Street
Nashua, NH 03064

cjBfACT Deborah RIoux
PHONE 1 FAX
(A/C. No. e«>: 1 (A/C.Nol:

drioux@eatonberube.com

INSURERfSI AFFORDING COVERAGE NAICF

INSURER A Medical Mutual Ins Co of Maine 36277
INSURED

Morrison Hospital Association DBA Morrison Nursing Home
6 Terrace Street

Whitefield, NH 03S98

INSURERS

INSURER C

INSURERS

INSURER E

INSURER F

THIS IS TO CERTIFY THAT THE POLICtES 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

LTR TYPE OF INSURANCE
ADDL
INSD

SUBR

WVR POLICY NUMBER LIMITS

A -L COMMERCIAL GENERAL LIABILITY

CLAIMS-MADE | X | OCCUR

i

NHNHL002394 5/23/2020 5/23/2021

EACH OCCURRENCE ^  1,000,000
DAMAGE TO RENTED
PRFMISFS /Fa nmirram-al

j  100,000

MFD FXP (Anv ona oaf»oni s  5,000

PERSONAL A AOV INJURY s  1,000,000

GE

JL

•TL AGGREGATE LIMIT APPUES PER;

PO<->Cy| \Wf CD LOG
OTHER: 1

GENERAL AGGREGATE S  3,000,000

PRODUCTS - COMP/OP AGC,
j  1,000,000

s

AUlrOMOBILE LIABILITY COMBI^D SINGLE LIMIT
s

ANY AUTO

OWNED
AUTOS ONLY

aIj^ ONLY

SCHEDULED
AUTOS

.

BODILY INJURY (Par oarsont S

BODILY INJURY (Par «Kridani1 s
PROPERTY DAMAGE
(Par accldaniT $

s

UMBRELLA LIAB

EXCESS LUB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE s

DED 1 1 RETENTIONS |
s

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY ^ / n
'ANY PROPRIETOR/PARTNER/EXECUTIVE | 1

LJ
If y09. daacdba undar
DESCRIPTION OF OPERATIONS halow

HI A

PER 1 OTH.
STATIITF 1 FR

F..L FACH ACCIDENT $

E.L. DISEASE - F> FMPl OYFF s

E.L. DISFASF - POt ICY 1 lUIT

A

A

Professional

Liability

NHNHL002394

NHNHL002394

5/23/2020

5/23/2020

5/23/2021

5/23/2021

Each Claim

Aggregate

1,000,000

3,000,000

OESCRIPTtON OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101. Additional Ramark* Schtdula. may ba atiachad If mora apaca la ra^uirad)

NH Dept of Health & 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

ACORD 25(2016/03) © 1988-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD



DocuSign Envelope ID: 0A0CF587-040B-487E-B8FE-6CB9EC208238

ACORCf CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/DO/YYYY)

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 pollcy(les) 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).

PROOtXER

Hamilton Insurance Agency
4100 Monument Corner Dr. #500
Fairfax VA 22030

COWTACT
NAME:

iaJt'no F,tv 703-359-8100 wc. noI: 703-359-8108
k-MAIL
ADDRESS;

INSURER(S) affording COVERAGE NAICt

INSURER A A.I.M. Mutual Insurance ComDan
INSURED TH6MO-1

Morrison Hospital Association dba
Morrison Nursing Home
6 Terrace Street

Whitefield NH 03598

INSURER B

INSURER C

INSURERD

INSURER E

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 PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER IXXiUMENT 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
LTR TYPE OF INSURANCE

ADDL

mso
SUBR

WYD POLICY NUMBER
POLICY EFF

(MM/00/YYYY1
POLICY EXP
IMM/DD/YYYYI LIMITS

COMMERCIAL GENERAL LIABILITY

)E 1 1 OCCUR
EACH OCCURRENCE s

CLAIMS-MAC
DAMAGE TO RENTED
PREMISES fEa occiirrarwel s

MEO EXP (Any one person] $

PERSONAL S ADV INJURY $

GEf/L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $

POLICY 1 ISect I |lOC
OTHER;

PRODUCTS. COMP/OP AGG s

s

AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT s

ANY AUTO

HEDULEO
rros
)NOWNED
ITOS ONLY

BODILY INJURY (Per person) s

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

SC
AL
NC
At

BODILY INJURY (Per accident) s

PROPERTY DAMAGE
s

$

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAJMS-MADE

EACH OCCURRENCE s

AGGREGATE s

DEO i RETENTIONS s

A WORKERS COMPENSATION

AND EMPLOYERS' LIABILfTY y / N
ANYPROPRIETOR/PARTNER/EXECOTIVE | j
OFFiCER/MEMSERexCLUOEO?
(Mandatofy In NH) ' '
If yes. describe under
DESCRIPTION OF OPERATIONS below

N/A

6CC-600-4000156-2021A 1/1/2021 1/1/2022
1 PER 1 OTH-
1 STATUTE 1 ER

E.L. EACH ACCIDENT $1,000,000

E.L. DISEASE • EA EMPLOYEE $1,000,000

E.L, DISEASE - POLICY LIMIT $1,000,000

OESCRIPnON OF OPERATIONS /LOCATIONS / VEHICLES (ACORD 101. Additional Ramarkt Schtdulp. may ba atuchad If mora tpaca la raqulrad)

Location: Morrison Hospital Association dba Morrison Nursing Home
Location 1: 6 Terrace Street. Whitefield. NH 03598
Location 2: 56 Summit 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

1

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03)

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD



DocuSign Envelope ID: 0A0CF587-040B-487E-B8FE-6CB9EC208238

MORRHOS-01

CERTIFICATE OF LIABILITY INSURANCE

TERESAD

DATE (MM/DOmrYY)

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 pollcy(les) 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

Hunkins & Eaton Agency Inc
93 Main Street
Littleton, NH 03561

CONTACT
nXmE:

('Kfo, 6«): (603) 444-3975 no):(603) 444-1131
im...

INSURERfSI AFFORDING COVERAGE NAICF

INSURER A Philadelphia Insurance Companies 23850

INSURED

Morrison Hospital Association
6 Terrace St

Whitefleld, NH 03598

INSURERS

INSURERC

INSURER 0

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 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

JJfi. TYPE OF INSURANCE
ADDL
INSQ

SUBR
WVO POLICY NUMBER

POLICY EFF
IMMmOfYYYYI

POLICY EXP
<MM/OD/YYYYI LIMITS

COMMERCIAL GENERAL LIABILITY

CLAIMS-MADE | | OCCUR
EACH OCCURRENCE

DAMAGE TO RENTED
..EREMlSESaEa.0

MEO EXP (Any Ofw parsonl

GENl AGGREGATE LIMIT APPLIES PER;

POLICY I I Sg?r I Iloc

PERSONAL S ADV INJURY

GENERAL AGGREGATE

PRODUCTS ■ COMP/OP AGG

OTHER:

AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT
fEa aecHtentI 1,000,000

ANY AUTO

OWNED
AUTOS ONLY

PHPK2134409 5/23/2020 5/23/2021

ONLY

SCHEDULED
AUTOS

Abro"

BODILY INJURY (Pef pftfaont

BODILY INJURY (Per accldani)

PROPERTY DAMAGE
IPer aeadentT

UMBRELLA LIAB

EXCESS LIAB

DED

OCCUR

CLAIMSJ4ADE

EACHOCCURRENCE

AGGREGATE

RETENTIONS

WORKERS COMPENSATION
AND EMPLOYERS' LIABILITY

ANY PROPRIETOR/PARTNER/EXECUTIVE

If y«s. describe under
DESCRIPTION OF OPERATIONS below

Y/N

□

PER
STATIITF

OTH
ER

N/A E.L- EACH ACCIDENT

E.L, DISEASE • EA EMPLOYEE

E.L. DISEASE ■ POLICY LIMIT

Property PHPK2134409 5/23/2020 5/23/2021 Buildings & BPP 26,090,424

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Addldonal Remarks Schedule, may be attached If more apace Is required)
Nursing Home & Assisted Living Facilities

NH Department of Health & Human Services
129 Pleasant St
Concord, NH 03301

1

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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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 provide the pre-testing, testing and post-testing functions set forth
above 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. <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 PROSPECT WOODWARD HOME

SS-2021-DPHS-11-LONGT-37-A01 Page 1 of2



OocuSign Envelope ID: 01492097-E6DE-47E1-8353-AAC92C654EF0

3. Modify New Hampshire Long-Term Care Facility Sentinel Sun/eillance 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

12/23/2020

Date

^OouSlgntd by;

.rw>»inacn«ra«nAn

Name*'-''^^ m. Morns

Title: Director, Division of Public Health Srvcs.

12/21/2020

Date

THE PROSPECT WOODWARD HOME
—OocuSlgnad by:

■<icia6.iQ3Ti:oiniif:„

Name:'^3'"y Ellsn Dunham
Title. Admini strator

THE PROSPECT WOODWARD HOME

SS-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:

4.3.1. 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
LTCFtestinQ@DHHS.nh.QOv. na

Initial;

0^,^12/21/2020
Page 1 of 1
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^o-
NH DIVISION01=

l\iblic Healtli Services
l>:pana>£nii>rilc:\hh .'mil Human Services

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

Please fill out form and return to: LTCn'esting@dhhs.nh.gov

1) Name of facility;

2) How many staff members does your facility have?

3) StafTtesting lab utilized:

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

□ Sur\'eilluncc

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%

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

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 5 Test Date
(if applicable)

Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Name
OS

Title

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 Hampshire, do hereby certify that THE PROSPECT-

WOODWARD HOME is a New Hampshire Nonprofit Corporation registered to transact business in New Hampshire on March

15, 1951. 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: 68668

Certificate Number: 0005032086

Sa.

d

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 22nd day of October A.D. 2020.

William M. Gardner

Secretary of State



j:EPrrFICATE OF AUTHCNFUt^

I. Rand S. hereby certify that,

1.1 am the di4y i^crdai^^^ The Proapeci-WoodWard Horhe.

.2. TheTplicyHngJs.a due Mpy.^ taken'at a mieetfng of the Board of Otractbrs, duly catted and held on
Odober 28.2d2b/at whti^ a quorum of the Olrectore were presefrt and ybti^^

ypTM: That Mary EUen Dunham, HealBi Gemer.'AdmlnistratDr,

la duly authoriaed ofi behalf of The Pr^pwi»yvbodv>ard Home Ib'enterinto the.COVlD-19 Grant AQrieemem.{in
bonnectkm with the Tei^ ̂ ra Fadlfty C0VlD*li9 T^ng Pr^ram) with the State of New Hartipshire and any
ofrts agerKies'or def^rtmOTb ai^'furd^e^ to execute 8aid COVID-19 Grant ̂ reemd^
all doqjmer^. ̂reemera and other Instnjments, and any 8mertfments. revls)ona. or modlflcatfon's thereto;'which
may iri ho/her ji^grhent be desirable or hece^ary to effect the purpose of this wte.

:3. 1 hereljy t^fy t^.sald vote has not been antenlded or repeated and remains; In full force and effect as of the
date ofjthe' contr3;^(^^^ anendnient to .vi^ this certificate is:attached. This authbrffy remains' vaOd ror
thirty f30) days from the'date of this Certifibato of Authority. 1 further certify that It Is ur^erstood that the State of
New ;H^p5hire wUj.rety on this certificate las-evidence that the personfs) listed above curfehtty occupy/the
ppsiticmis) merited and tl^ theyji^d fuD. authority tb 'bind the corpofBtion. To the extent that there are any
limits on the.Wthpiihf'.6f:8ny nsted .ihdiylduaLto bind the corppratidn jn contracts with the State'of New Hampshire,
all such llmltations'are^expre^^ l^lp.'

Dated: December 31. 2020 Jliii
Signature;of Elected OfTicer
Name: Rand S. Burnett
Title: Secretary

Rev. 03/24/20
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acokd' certificate OF LIABILITY INSURANCE DATE (MM/DD/YYYT)

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 lieu of such endorsement(s).

PROOOCER

Arthur J. Gallagher Risk Management Services, Inc.
2050 Golf Road
Rolling Meadows IL 60008

COMTACT
NAME:

(aIc.'no. EkU: 312-704-0100 1 ^ISr. n«»- 312-803-7443
E-MAIL
ADDRESS:

INSURER(S) AFFORDING COVERAGE NAIC*

INSURER A: Zufich American Insurance ComDany 16535
INSURED LCSH0L0O3

Hillside Village Keene
The Prospect-Woodward Home
95 Wyman Road
Keene NH 03431

INSURER a: Ifonshore Specialty Insurance Co 25445

INSURER c: Hlscox Insurance Company Inc. 10200

INSURER D:

INSURER E :

INSURER F:

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

LTR TYPE OF INSURANCE
AOOL

JNSD
SUBR

WYO POLICY NUMBER
POLICY EFF

(MM/DD/YYYY1
POLICY EXP

(MM/DO/YYYYl LIMITS

B X COMMERCIAL GENERAL UABIUTY 004052801 6/30/2020 6/30/2021 EACH OCCURRENCE $1,000,000

X CLAIMS-MA()E 1 1 OCCUR DAMAGE TO RENTED
PREMISES /Fa occurrerwel $50,000

X PoUcv Aqq: MED EXP (Any one person) $10,000

X $27,500,000 PERSONAL 8 ADV INJURY S 1.000,000

GE TL AGGREGATE UMIT APPLIES PER;

POLICY 1 1 5^ r^LOC
OTHER:

GENERAL AGGREGATE $ 3.000.000

PRODUCTS • CX3MP/0P AGG $3,000,000

Deductible $0

A AU1

X

X

0M0BILELIABILI1Y BAP 4192983-02 6/30/2020 6/30/2021
COMBINED SINGLE LIMIT
(Ee acckJenil

$1,000,000

ANY AUTO

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

CompDed:$500 X

SCHEDULED
AUTOS .
NON-OWNED
AUTOS ONLY

CollDed:$500

BODILY INJURY (Per person) $

BODILY INJURY (Per acddeni) s

PROPERTY DAMAGE
(Per ecciflentl $

$

B X UMBRELLA LIAB

EXCESS LIAB

OCCUR

X CLAJMS-MADE

004053001 6/30/2020 6/30/2021 EACH OCCURRENCE S 10.000,000

AGGREGATE $50,000,000

OEO 1 RETENTIONS FedHtvAoq $ 10,000.000
• A WORKERS COMPENSATION

AND EMPLOYERS' LIABIL/TY y, ̂
ANYPROPRIETOR/PARTNER/EXECLmVE | j
OFFICER/MEMBEREXCLUDEO?
(Mandatory in NH)
If yes. describe under
OeSCRIPTION OF OPERATIONS below

N/A

WC4192984-02 6/30/2020 6/30/2021 Y  PER i OTH-
STATUTE 1 ER

E.L. EACH ACCIDENT S 500.000

E.L DISEASE • EA EMPLOYEE S 500,000

E.L. DISEASE • POLICY LIMIT $500,000
c
B

Crime
Prof Llab (Claims Made)

UC24457814.20
004052801

6/30/2020
6/30/2020

6/30/2021

6/30/2021

Limit of Liability
Per Claim
Aggregate

$3,000,000
$1,000,000
$3,000,000

DESCRIPTION OF OPERATIONS/LOCATIONS/VEHICLES (ACORD 101, Additional Ramarfc* Schadula, may ba attachad If mora apaca It raquirad)
PROFESSIONAL LIABILITY DEDUCTIBLE IS SAME AS GL DEDUCTIBLE. The General Liability policy includes TRIA coverage.

DHHS
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

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, 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: $2,147,100

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 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. <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 Riverwoods Group

SS-2021-DPHS-11-LONGT-18-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 8, 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

Dos^Slgncd by:

n/.
OVVlV1/4/2021 /^ovvi^

Diti ^
Title: Director, Division of Public Health srvcs

The Riverwoods Group

-OocuSignid by:

1/4/2021 Jusfitu, \Jtf^

Title: ceo

The Riverwoods Group

SS-2021 -DPHS-11 -LONGT-18-A01 Page 2 of 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
684 $  68,400.00

$  272,700.00

Grantee Initial

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. 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 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
LTCFtestlnQ@DHHS.nh.Qov.

Initials!

Page 1 of 1

1/4/2021
Date
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^o-
nS/NH DIVJSIONOJ:

Kiblic Health Services
Dcp^inmeni ol' ilrahh liuiuar, Srrvjcrs

New Hampshire Long-Term Care Facility Sentinel

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

I) Name of facilitv:

2) How many staff members does your facility have?

3) Stafl'testing lab utiiiwd:

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

□ Sur\-eiltance

□ Outbreak/Response

□ County rate greater than 5%

□ County rate greater than 10%

5) How many residents docs your facility have? (if outbreak/response is checked)

6) Resident testing lab utili7.cd (if different from staff and outbreak/response is checked):

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

.  Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable) . Rate

Reimbursement
Amount

SlOO/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name Title Date

1/4/2021



state of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Sccrclan.' ofStatc of the State ofNcw Hampshire, do hereby certify that THE RIVERWOODS GROUP is

a New Hampshire Nonprofit Corpwration registered to transact business in New Hampshire on February' 17. 2011. 1 further certify

that all fees and documents required by the Sccretar>' of State's olllce have been received and is in good standing as far as this

ofilce is concerned.

Business ID: 644039

Certificate Number: 0005068032

O
fe)

Hid

IN TESTIMONY WHEREOF,

I hereto set my hand and cause to be afil.vcd

the Seal of the State of New Hampshire,

this 5ih dav of Januan' A.D. 2021.

William M. Gardner

Secretary of Slate



CERTIFICATE OF AUTHORITY

,Beth Roberts ^ ^ , 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 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, CEO and TRWG Board Clerk (may list more than one 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
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. I 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: 1/4/2021
Signature of Elected Officer
Name: Beth Roberts

Title: TRWG Board Chair

Rev. 03/24/20



yXCOKCf CERTIFICATE OF LIABILITY INSURANCE DATE (MM/DD/YYYY)

01/05/2021

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 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($).

PRODUCER

Caring Communities Shared Services LTD

1850 W. VVinchester Road

Suite 109

Libertyviile IL 60048

NAME^^^ Underwriting Associate

(w8,to.Ex.): 847-549-8225 847-549-8095
P IJ A 11

ADDRESS: Cer1ificates@caringcomm.org

INSURER(S) AFFORDING COVERAGE NAIC#

INSURED The RiverWoods Company at Exeter, New Hampshire

The RiverWoods Company at Exeter. New Hampshire

5 White Oak Drive

Exeter NH 03833

INSURERA Caring Communities. A Reciprocal RRG 12373

INSURERB

INSURER C

INSURER D

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 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

LTR
TYPE OF INSURANCE

ADD'L SUBR

WVD
POLICY NUMBER

POLICY EFF POLICY EXP

<MM/DD/YYYY>
LIMITS

COMMERCIAL GENERAL LIABILITY

1 CLAIMS MADE OCCUR
PL/ML-Claims Made

CCRRRG-0040-21

Includes Management Liability

(EPLI, D&O & Fiduciary

01/01/2021 01/01/2022
EACH OCCURRENCE

DAMAGE TO RENTED

PREMISES (Ea occufrence}

MED EXP (Any one person)

PERSONAL & ADV INJURY

GENL AGGREGATE LIMIT APPLIES PER:

PRO
JECT

POLICY □  □ LOC

OTHER:

GENERAL AGGREGATE

PRODUCTS - COMP/OP AGG

1.000.000.00

300,000.00

1,000,000.00
3,000.000.00

ind

AUTOMOBILE UA8IUTY

ANY AUTO

ALL OWNED
AUTOS

HIRED AUTOS

COMBINED SINGLE LIMIT
(Ea eccideni)

SCHEDULED
AUTOS
NON-OWNED
AUTOS

BODILY INJURY (Per person)

BODILY INJURY (Per eccideni)
PROPERTY DAMAGE
(Per acddeni)

UMBRELLA LIAB

EXCESS LIAB

OCCUR-GL

CLAIMS MADE-PL/ML

CCRRRG-0040-21

•Sublimits apply
01/01/2021 01/01/2022

EACH OCCURRENCE PUGL 10.000.000.00
AGGREGATE PIVGL 10,000,000.00

'AUTO 6,000,000.00
■EMP BEN

DEDUCTIBLE

RETENTION %

5,000,000.00
EPLI/D&O (OccuriAggr) 5,000,000.00

nUnrvcHs uuMrenaMii«jn hpil>
EMPLOYERS'LIABILITY "
ANY PROPRIETOR/PARTNER/EXECUTIVE
OFFICER/MEMBER EXCLUDED?
(Mandatory In NH) ' 1
If yes, describe under
DESCRIPTION OF OPERATIONS below

'FIDUCIARY (OccufSAggr) 5,000,000.00
PER
STATUTE

UTTT
ER

E.L. EACH ACCIDENT

E.L. DISEASE - EA EMPLOYEE

E.L. DISEASE • POLICY LIMIT

DESCRIPTION OF OPERATIONS I LOCATIONS I VEHICLES (ACORD 101, Additlonil Remerlcs Schedule, may be aHached If more space Is required)
12/21/2020 10:57:03

CERTIFICATE HOLDER CANCELLATION

The RiverWoods Company at Exeter, New Hampshire
5 White Oak Drive

Exeter NH 03833

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(2014/01) ©1988-2014 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD



AcoRty CERTIFICATE OF LIABILITY INSURANCE
DATE (MM/DO/YYYY)

1/4/2021

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 pollcy(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(8).

PRODUCER

Fred C. Church Insurance
41 Wellman Street
Lowell MA 01851

Donna Harder

Fnv 800-225-1865 978-454-1865

AnoRFRs- dharder®fredcchurch.com

INSURERTS) AFFORDING COVERAGE NAICS

INSURER A Continental Casualty Company 20443

tNSUREO RIVEGRO-01

The RiverWoods Group
5 White Oak Drive
Exeter NH 03833

INSURER a A.I.M. Mutual Insurance Co 33758

INSURERC

INSURER 0

INSURER E

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 IS SUBJECT TO ALL THE TERMS.
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSR
LTR TYPE OF INSURANCE

ADDL

INItO
SUBRI
wvnl POLICY NUMBER

POLICY EFF
fMM/DO/YYYY»

POLICY EXP
<MM/DD/YYYY1 LIMITS

COMMERCIAL GENERAL UAStLITY

e 1 1 OCCUR
EACH OCCURRENCE S

CLAIMS-MAC
DAMAGE TO RENTED
PREMISES (Ea occurrence) S

MED EXP (Any one person] s

PERSONAL & ADV INJURY s

GENt AGGREGATE LIMH" APPLIES PER; GENERAL AGGREGATE s

POLICY 1 15^ 1 |lOC
OTHER:

PRODUCTS • COMP/OP AGG $

s

AUTOMOBILE LIABILITY
COMBINED SINGLE LIMIT s

ANY AUTO

HEDULED

rros
IN-OWNED

TOS ONLY

BODILY INJURY (Per person) s

OWNED
AUTOS ONLY
HIRED
AUTOS ONLY

sc
A!

BODILY INJURY (Per accident) s

NC
Al

PROPERTY DAMAGE
(Per flccidenil s

s

UMBRELLA LLAB

EXCESS LIAB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE s

AGGREGATE s

DEO RETENTIONS s

a WORKERS COMPENSATION

AND EMPLOYERS' LIABILITY y, ̂
ANYPROPftlETORff'ARTNER^XECUTIVE j j
0FFICER/MEM8EREXCLUDE07
(Mandatory In NH) " '
If yes. describe under
OESCRIPTION OF OPERATIONS below

N/A

8007799 1/1/2021 1/1/2022
1 PER 1 1 OTH-
1 STATUTE 1 1 ER

E-L. EACH ACCIDENT S 500.000

E.L DISEASE • EA EMPLOYEE S 500.000

E.L. DISEASE • POLICY LIMIT S 500.000

A Property
Agreed Amouru
RepI Cost

RMP6014897220 11/1/2020 11/1/2021 Blanket Bldg & Cnts
Blanket Business inc
Ded AOP/V/Bier

200.000,000
48,067.000
50,000/100.000

DESCRIPTION OF OPERATIONS /LOCATIONS f VEHICLES (ACORD 101. Addlllonal R«m«rfc* Seh«dul«. may b* aiuchad If mora apaca la raqulrad)

CERTIFICATE HOLDER CANCELLATION

NH Department of Health & Human Services
129 Pleasant Street, Brown Building
Concord NH 03301

1

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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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 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. <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.

UNITED CHURCH OF CHRIST RETIREMENT COMMUNITY

SS-2021-DPHS-11-LONGT-28-A01 Page 1 of 2



DocuSign Envelope ID: D2552603-A6C4-42AA-B086-C2E7C53C8670

3. Modify New Hampshire Long-Teim 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 8, 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 parlies have set their hands as of the date written below.

State of New Hampshire
Department of Health and Human Services

DofuSlgntd by:

12/31/2020

Date N

jjtle: Director, Division of Public Health Srvcs

UNITED CHURCH OF CHRIST RETIREMENT

COMMUNITY

■DocuSionbd by:

12/31/2020

Date r4affi^?M^®rwe'»®Pairmen
Title: President/CEO

UNITED CHURCH OF CHRIST RETIREMENT COMMUNITY

SS-2021 -DPHS-11 .LONGT-28-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 $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 shall 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 Outtireak 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
LTCFtestinQ@DHHS.nh.Qov. ^ os

Initial

Page 1 of 1
Date
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^  DIVISION or
Public Healtli Services
Otpanmioi'if'lUT.lih anil llmuaj; Scn-ic

New Hampshire Long-Term Care Facility Sentinel

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

I) Name offacilitv:

2) How many staff members docs your facilit>' have?

3) Staff testing lab utilized:

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

□ Sur\'cillancc

□ Outbreak/Response

□ County rate greater than 5%

□ 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):

Month for reimbursement periotJ: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

$100/Test

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(If applicable) Rate

Reimbursement

Amount

1 SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Name Title
•OS

Alp
Date

12/31/2020
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State of the Slate of New Hampshire, do hereby certify that THE LTNITED CHURCH OF

CHRIST RET IREMENT COMMUNITY, fNC. is a New Hampshire Nonprofit Corporation registered to transact business in New

Hampshire on April 18, 1966. I further certify that all fees and documents required by the Secretary of Slate's office have been

received and is in good standing as far as this office is concerned.

Business ID: 6S625

Certificate Number: 0005024744

mi

y
Ss.

IN TESTIMONY WHEREOF.

I hereto set my hand and cause to be affixed

the Seal of the State of New Hampshire,

this 7th day of October A.D. 2020:

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

the elected Officer of the Con
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 j QllAlf Qi^Mir)/ IKO. 0^4^
(Corporation/LLC Name) ^

2. The is a true copy of a vote taken at a meeting of the Board of Directors/shareholders, duly called and
held on Qc^uv 3\ , 20^0 . at which a quorum of the Directors/shareholders were present and voting.

(Date) .

VOTED: Piidftli i. kii^i . (may list more than one person)
(Name and Title 6f Contract Signatory)

is duly authorized on behalf of oT to enter into contracts or agreements with the State
(Name of Corporation/LLC) llW4W) iKW

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. 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/contract amendment to which this certificate is attached. This authority remains valid for
thirty (30) days from the date of this Certificate of Authority. I 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 inxontracts with the State of New Hampshire,
all such limitatioi^ are expressly stated herein. .y ,.

Dated:

Signature of Elected Officer J
Name: j] \ , /• ,
Title: v"'

Rev. 02I2AI20
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Client#: 491851 UCCRCINC

ACORD.. CERTIFICATE OF LIABILITY INSURANCE DATE (UMIOOnrYYV)

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 CERTIRCATE 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 pollcy(iee) must have ADDITIONAL INSURED provisions or l>e endorsed.
If SUBROGATION IS WAIVED, sutiject to the terms and conditions of Ihe 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 erKforsementfs).

PflOOUCER

USI Insurance Services LLC

3 Executive Park Drive, Suite 300

Bedford. NH 03110

855 874-0123

r«. Em: ass 874-0123
E-MAIL
AOORESS:

nSURERISl AFFOflOmO COVERAGE NAiCr

INSURER A; AIX Specjatty Insurance Company 12833
iNSuseo

U C C R C inc.

C/0 Tracy Judd

33 Christian Avenue

Concord, NH 03301

INSURER a ; NH Employers insurartce Company 13083

INSURER c: Federal Insurance Compeny 20281

INSURER D :

INSURER E ;

INSURER F ;

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 REOUIREMENT. TERM OR CONDITION OF ANY CONTRACTOR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN tS SUBJECT TO ALL THE TERMS
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSR
LTR TYPE OF INSURANCE ISJiHHwvrTi POLICY NUMBER UMtrs

A X COMMERCIAL G:NERAL UABIUTY

3E 1 X| OCCUR
X X L1VD24296503 35/01/2020 05/01/2021 EACH OCCURRENCE si.000.000

CLAIMS'MAI si.000.000

MED EXP (Any on« psrsoni sS.OOO

PERSONAL a ADV INJURY s 1,000.000
GE

X

n AGGREGATE UUIT APPLIES PER:

POLICY 1 I JECT CZ) toe
OTHER:

GENERAL AGGREGATE s3.000,000

PRODUCTS • COMP/OP AGG s 3,000.000
s

C AU1

~x

X

OMOBILE UABILfTY X X 73597778 35A)1/2020 05/01/2021
dOMSINED SINGLE LIMIT
(Ea acdooml .000.000

ANY AUTO

pV/NED
AUTOS ONLY
HIRED
AUTOS ONLY X

SCHEDULED
AUTOS
NON-OWNED
AUTOS ONLY

BODILY INJURY (Pw p«non) s

BODILY INJURY (Pr WoUwil) s

PROPERTY DAMAGE
(P« accidonn s

s

A X UMBRELLA UAB \ĵ  qcCUR
EXCESS UAB 1 CUIMS MAOE

X X L1VD24296803 05A)1/2020 05/01/2021 EACH OCCURRENCE S10.000.000

AGGREGATE s10.000.000

OED 1 X RETENTION sSO s

B WORKERS COMPENSATION

AND EMPLOYERS- UABIUTY y . „
ANY PROPRIETOfUPAHTNER/EXeCUTIVEl 1
OFFlCERMEMOER EXCLUDED? fg
(Handiiory in HHj '
IIVM. Mcdti* und«r
DESCRIPTION OF OPFRATIONS liftlnw

N/A

ECC60040002542020A

3A States: NH

05/01/2020 05A)1/2021 Y  1 lOTH-A IsTATlFTF 1 Ina

E.L. EACH ACCIDENT s1.000.000

E.L. DISEASE • 6A FMPl OYFF si .000.000

E.L, DISEASE • POLICY LIMIT si,000.000
A Professional

Liability
L1VD24296503 05/01/2020 05/01/2021 $1,000,000 Ea. Incid

$3,000,000 Aggrega
snt

e

DESCRIRTION OF OPERATIONS / LOCADONS / VEHICLES (ACORD 101. AddlUonal Rcnuriit Sehwluk. may f •tUctMd if mor* aptee H raquirM)

Additional Insured by Contract. Agreement or Permit and Blanket Waiver of Subrogation Is provided under the
Commercial General Liability policy per Form 421-2429 03/16.

(Seo Attached Descriptions)

CERTIFICATE HOLDER CANCELLATION

State of NH

Department of Health and Human Services

SHOULD ANY OF THE ABOVE OESCRIBED POUCIES BE CANCELLED BEFORE
THE EXPIRATION DATE THEREOF. NOTICE WILL BE DEUVEREO IN

ACCORDANCE WTTH THE POUCY PROVISIONS.

129 Pleasant Street

Concord, NH 03301

'

AUTH0RI2ED REPRESENTATIVE

ACORD25(2016A)3) 1 of 2
#830219018/M29459701

O1988-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD

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

i .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 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. <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.

VILLA CREST HEALTHCARE CENTER LLC

88-2021-DPH8-11 -LONGT-17-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

OopjSlgncd by:

1/5/2021 I 0^
Dili

jjtle; Director, Division of Public Health Srvcs.

VILLA CREST HEALTHCARE CENTER LLC

12/28/2020

■DocuSigntd by:

Wt|l
—AA<OT

iiA. Aituxr
N  A.fli<0TaE»0<1Oai0..

Date . Namei'^^ryn "^"er
Title: Administrator

VILLA CREST HEALTHCARE CENTER LLC

88-2021 -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 OuttDreak 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
LTCFtestina(a)DHHS.nh.qov. os

Initial^
12/28/2020

Page 1 of 1



DocuSign Envelope ID: F6D4A494-BF46-4005-9F65-127FF89679C8

n' M•; NH DIVISION or

Public Health Services
l^cpiirrnicniorUcnlih .'irtl llmuaji Servii'

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

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

I) Name of facilitN-:

2) How many stafTmembers does your facility have?

3) StafTtesting lab utilized:

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

□ Sun'eillance

□ Outbreak/Response

□ County rate greater than 5%

□ 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 siafTand outbreak/response is checked):

Month for reimbursement period; Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable)
Rate

Reimbursement

Amount

1 SlOOAest

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

1 SlOO/Test

Week 3 Test Date
Week 3 Second Test Date

(If applicable)
Total Staff

Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

$100/Test

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested

(if applicable)
Rate

Reimbursement

Amount

SlOO/Test

Week 5 Test Date

(if applicable)
Week 5 Second Test Date

(if applicable)
Total Staff

Tested

Residents Tested
(if applicable)

Rate
Reimbursement

Amount

SlOO/Test

Name Title tAl Date

12/28/2020
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State of New Hampshire

Department of State

CERTIFICATE

I, William M. Gardner, Secretary of State olThe State ofNcw Hampshire, do hereby certify that VILLA CREST HEALTHCARE

CENTER, LLC is a New Hampshire Limited Liability Company registered to transact business in New Hampshire on May 20.

2011. i further certify that all fees and documents required by the Secretary of State's ofTice have been received and is in good

standing as far as this ofRcc is concerned; and the attached is a tme copy of the list of documents on ftlc in this ofTicc.

Business ID; 649997

Certificate Number: 0005038237

Hi

y
uu

5^

IN TESTIMONY WHEREOF,

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.

William M. Gardner

Secretary of State



CERTIFICATE OF AUTHORITY

—  , 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 ^
(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 0-^. , 20 &•*=*. at which a quorum of the Directors/shareholders were present and voting.

(Date)

A (Wo/
Nam^and Title of Contract Signatory)

VOTED: That (may list more than one person)

is duly authoiized on behalf of 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. I hereby certify that said vote has not been amended or repealed and remains in full force and ef^t 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. I further certify that it is understood that the State of
New Hampshire wil) rely on this certificate as evidence that the person(s) listed above currently occupy the
positipn(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

Signature of Elected Officer
Name: P\

Rev. 03/24/20
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T5 i|p®!(ii DAUCMM/DDAT)
12/23/2020

USA Risk Group (Cayman LTD.) (877) 483-1850
P. 0. Box 1085, Queensgate House, 5th Floor
Grand Cayman, KY1 • 1102
Cayman Islands

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION

ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE

BOLDER. THIS CERTIFICATE DOES NOT AMEND, EXTEND OR
ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.

INSURERS AFFORDING COVERAGE

INSUAEO tNsuREKA: Premier Plus Insurance Company, LTD

National HealthCare Corporation
100 E. Vine Street

Murfreesboro, TN 37130

INSURER It:

INSURER C:

INSURER &

?i8PBC

im POUCIES OF INSURANCE US7ED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD INDICATED, NOTWITHSTANDWO ANY REQUIREMENT. TERM
OR CONDITION OF ANY COMTRACTOR OTHER DOCUMEm WITH RESPECTTO WHICH THIS CERTIKICATH MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES
DESCRIBED HEREIN IS SUDIECT TO ALL THE TERMS, EXCLUSIONS AND CONDITTONS OF SUCH POUCIES. AOOREOATE UMIIS SHOWN MAY HAVE 8P.EN REDUCED BY PAID CLAIMS.

im'
LTR TYPE OP INSURANCE FOUCY KU.<i(BER

POJCY EFPHTIVE

DATI()OfOaYn
FOUCY EXPIRATION

DATEIUiroiRYr LIMITS

A

GENERAL LIABILITY

PP 020 01/01/2021 01/01/2022

EACH OCCURRENCE ' 1,000.000.

z

i

COMMERCIAL GENERAL LIABBJTY

CLAIMS MADeL^ OCCUR
I^rofessional Liability

FIRC DAMAGE (Any on* Stc) 50,000.

MED EXP (Any on« panon) Excluded

PERSONAL ft AOV INnjRY Included
Premises Liability OENERAL AGCBtEOATB 3,000,000.

OSN-L AGGREGATE LIMIT APPLIES PER:

^POUCY n JOT CD LOC
PRODUCTS. CO.MP/OP AGG

N/A

NO Deductible Applii

AUTOMOBILe LUBILITY

ANY AUTO

ALL OWNED AUTOS

SCHEDULED AUTOS

HIRED AUTOS

NON OWNED AUTOS

SIOOODcd. CoHiaoB

COMBtKEDSINae UNIT

(IkbBadn]

DODC.YINRIRY

(I^pCRen)

BOOa.YINIURY

(IbrtoodB^

ntOPERTYDAMACE

(Pffiecxtai^

STSODfdComp

OARAGE LIABIUTY

~~j ANY AUTO
AUTO ONLY • EACH ACaDGNT

CriHERTHAN EA ACC
AUTO ONLY;

ACC

EXCESS LIABILITY

^ OCCUR 1 1 CLAIMS MADE
EACH OCCURRENCE

AGCREQATB

—

DEDUCTIBLB

RETF-KnON » 0

A

WORKERS'COhiro<SAT!aN AM>
EMPLDYBtS UABOJIY 10804014-16 01/01/2021 01/01/2022

/IWC STATU- OTH-
✓ ItORY LIMITS ER

au EACH ACCIDENT 1,000,000

C.L. DISEASE-POLICY LIMIT 1,000.000
EL DISEASE-OA EMPLOYEE 1,000,000

OTHER

DESCRIPTION OF OPERATIONSAOCAT10NS/VEH1CLES;EXCLUSIONS ADDED BY ENDORSEMENT/SPECIAL PROVISIONS

Evidence of Insurance - Villa Crest HealthCare Center, LLC

Department of Health and Human Services
129 Pleasant Street

Concord, NH 03301

CertiUcate No

SHOULD ANY OP THE ABOVE DESCRIBEO POLICIES BE CANCELED BEFORE THE EXPIRATION DATE

THEROF, THE ISSUIN'C COMTANY WILL ENDEAVOR TO MAIL30 DAYS WRmEN NOTICE TO THE
CERTIFICATE HOLDER NAMED TO THE LEFT. BUT FAILURE TO 00 SO SHAIX IMPOSE NO ODLIOATION
OR UADQJTY OP ANY KIND UPON THE COMPANY. ITS AOENTS OR REPRESB.'TrATIVES

AUmOREED REPRBSENTATT.'B

Holder liicntiner:

Paul Macey



DocuStgn Envelope ID: 5444A0EE-5FDB-48D7-8DB7-FBF3447891B5

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 Sen/ices ("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: Identification., 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 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. <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.

VK DOVER LLC

SS-2021-DPHS-11-LCNGT-14-A01 Page 1 of2
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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

—OosuSlgn»«l by;

12/23/2020

Date

12/23/2020

Date

orris

Title: Director, Division of Public Health Srvcs

VK DOVER LLC

— OocuStgnad by:

Title: Admi ni strator

VK DOVER LLC

SS-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 8 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 $ 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 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
LTCFtestinQ@DHHS.nh.aov. >—ds

tv
Initialsl

12/23/2020
Date

Page 1 of 1
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NH DIVISION or

Public Healtli Services
L)cp»nnii;ni<»l'Healih .■uvl Hunm Scrvjcss

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

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

I) Name offacilitv:

2) How many stalTmembers docs your facility have?

3) Staff testing lab utilized:

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

□ Sur^'cillance

□ Outbreak/Response

□ County rale greater than 5%

□ County rate greater than 10%
5) Mow many residents docs your facility have? (if outbreak/response is checked)

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

Month for reimbursement period: Select Month

Week 1 Test Date
Week 1 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 2 Test Date
Week 2 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(If applicable) Rate
Reimbursement

Amount

SlOOAest

Week 3 Test Date
Week 3 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOOAest

Week 4 Test Date
Week 4 Second Test Date

(if applicable)
Total Staff

Tested
Residents Tested

(if applicable) Rate
Reimbursement

Amount

SlOO/Test

Week 5 Test Date
(if applicable)

Week 5 Second Test Date
(if applicable)

Total Staff
Tested

Residents Tested
(if applicable) Rate

Reimbursement

Amount

1 SlOO/Test

Name Title

TV
Date

12/23/2020
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One Click Certificate ot Good Standing

Search Business Business Information Payment Done

Business Details

Business Name: VK DOVER, LLC Business ID: 685455

Foreign Limited Liability
Business Type:

Company
Business Status: Good Standing

Business Creation ^ ^
01/18/2013

Date: '

Name in state of

Formation:

Date of Formation in 3
Jurisdiction:

Principal Office 20 East Sunrise Highway, Valle

Address: y Stream, NY, 11581, USA

Mailing Address: 20 East Sunrise Highway, Valley

Stream, NY, 11581, USA

Citizenship / State of ̂
Foreign/Delaware

Formation:

Last Annual
2020

Report Year:

Next Report^  2021
Year:

Duration: Perpetual

Business Email: tmueller@nathealthcare.com Phone #: 516-705-4800

Notification Email: tmueller@nathealthcare.com
Fiscal Year End

NONE
Date:

Acknowledgment will be sent to the business email on record unless otherwise

requested.

□ I would like the acknowledgment to be sent to the following email address:

Email Address:

/Vofe.* Email address format is username@domain.net

https://quickstart.sos.nh.gOv/online/OneCIickReport 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

f/onllne/Home/ContactUSI

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

htlps://quickstart.sos.nh.gov/online/OneClickReport 12/23/2020



CERTIFICATE OF AUTHORITY

I, Marvin J. Ostreicher, hereby certify that:
(Name of the elected Officer of the Corporation/LLC; cannot be contract signatory)

1. i 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 authority remains valid for thirty (30) days from the date of this Certificate of Authority. I further certify
that it is understood that the State of New Hampshire will rely on this certificate as evidejice that the person(s)
listed above currently occupy the position(s) indicated and that they have full authority tomid the corporation. To
the extent that there are any limits on the authority of any listed individual to bind the cqrpof^ion in contracts with
the State of New Hampshire, all such limitations are expressly stated herein.

Dated:Decemb€r23, 2020

Signature
Name: Marvin J. O^freicher
Title: Managing Melyiber

Rev. 03/24/20
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ACORD,. CERTIFICATE OF LIABILITY INSURANCE
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 hoider in lieu of such endor$ement(s).

PRODUCER

US! Insurance Services LLC

530 Preston Avenue

Merlden, CT 06450

855 874-0123

COMTACT
NAi4E:

r»o. ExO: 855 874-0123 r^c. No): 203 634-5701
E-MAIL
ADDRESS:

INSURER($) AFFORDING COVERAGE NAIC*

INSURER A MedPro RRG Risk Retention Group 13589

INSURED

Dover Center for Health & Rehabilitaon

c/o National Health Care Associates, Inc

20 East Sunrise Hwy. 2nd PI
Valley Stream, NY 11581

INSURERS

INSURER C

INSURER D

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 CONTRACTOR 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
LTR TYPE OF INSURANCE

ADDL

INSR
SUBR

wyp POLICY NUMBER
POLICY EFF

(MM/DOATYYY)
POLICY EXP

(MM/DD/YYYY) LIMITS

A COMMERCIAL GENERAL LIABILITY

E 1 1 (XCUR
NSC100602 31/01/2020 01/01/2021 EACH OCCURRENCE s1.000.000

X CLAIMS-MAC PMy?^^Snce) $50,000

MED EXP (Any one person) $5,000

PERSONAL & ADV INJURY $1,000,000
GEN-L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $3,000,000

POLICY 1 1 JECT 1 1 L(X
OTHER:

PRODUCTS - COMP/OP AGG $3,000,000

$

AUTOMOBILE UABILITY COMBINED SINGLE LIMIT

$

ANY AUTO

HEDULEO

TOS
N-OWNED

TOS ONLY

BODILY INJURY (Per person) $

OWNED
AUTOS ONLY

HIREP
AUTOS ONLY

sc
Al

BODILY INJURY (Per accident) $

NL
Al

PROPERTY DAMAGE
(Per accident)

s

$

UMBRELLA LIAB

EXCESS LIAB

OCCUR

CLAIMS-MADE

EACH OCCURRErfCE $

AGGREGATE $

DED RETENTION S $
WORKERS COMPENSATION

AND EMPLOYERS-UASILITY y.f.
ANY PROPRIETOR/PARTNER/EXECUTIVEi 1
OFFICER/MEMBER EXCLUDED?

(Mandatory In NH) ' '
K yes, describe under
DESCRIPTION OF OPERATIONS below

N/A

PER OTH-
STATUTF FR

E.L. EACH ACCIDENT $

E,L. DISEASE - EA EMPLOYEE $

E.L. DISEASE - POLICY LIMIT $

DESCRIPTION OF OPERATIONS 1 LOCATIONS / VEHICLES (ACORD 101, Additional Reniarka Schedule, may be attached If more space is required)

'^Supplemental Names"

VK Augusta, LLC dba Augusta Center for Health and Rehabilitation

Brattleboro Crossings LLC dba Pine Heights at Brattleboro Center for Nursing and Rehabilitation
EP Brattleboro Realty Brattleboro Crossings, LLC

VK Yarmouth, LLC dba Brentwood Center for Health and Rehabilitation

(See Attached Descriptions)

CERTIFICATE HOLDER CANCELLATION

State of NH

Department of Health and Human Services

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE

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

129 Pleasant Street

Concord, NH 03301-3857

1

AUTHORIZED REPRESENTATIVE

ACORD 25 (2016/03) 1 of 2
#S30546371/M29499358

© 1988-2015 ACORD CORPORATION. All rights reserved.

The ACORD name and logo are registered marks of ACORD

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 Fails 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 Wellesley LLC Newton Wellesley Ctr for Alzhelmers 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 Mllford Crossings, LLC Village Crest Center for Health and Rehabilitation

Westgate 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

#S30546371/M2949935B



Client#: 1196576 DOVERCEN

ACORD,. CERTIFICATE OF LIABILITY INSURANCE DATE (MM/DD/YYYY)

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(les) 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($).

PRODUCER

US! insurance Services LLC

530 Preston Avenue

Meriden, CT 06450

855 874-0123

COMTACT
NAME:

(WNo.ExtitSSS 874-0123 203 634-5701
E-MAIL
ADDRESS:

INSURER(S) AFFORDING COVERAGE NAIC*

INSURER A MEMIC Indemnity Co 11030
INSURED

Dover Center for Heaith and

Rehabilitation; 20 East Sunrise Highway
Valiey Stream, NY 11581

INSURER B

INSURER C

INSURER D

INSURER E

INSURER F

T

IN

C

E

HIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED 8EL0W HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
DICATED. NOTWITHSTANDING ANY REQUIREMENT. TERM OR CONDITION OF ANY CONTRACTOR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
ERTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS
<CLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS

LTR TYPE OF INSURANCE
ADDL

IN5R
SUBK

yvvp POLICY NUMBER
POLICY EFF

(MM/DDftTYYl
POLICY EXP

(MM/DD/YYYY) LIMITS

COMMERCIAL GE NERAL LIABIUTY

)E OCCUR

EACH OCCURRENCE S

CUIMS-MA( $

MED EXP (Any one person) S

PERSONAL & ADV INJURY s

GE >rL AGGREGATE LIMIT APPLIES PER:

POLICY 1 1 J^CT 1 1 LOG
OTHER;

GENERAL AGGREGATE s

PRODUCTS • COMP/OP AGG s

s

AU1OMOBILE LIABILITY COMBINED Single limit
(Ea accident) s

ANY AUTO

OWNED
AUTOS ONLY

HIRED
AUTOS ONLY

SCHEDULED

AUTOS
NON-OWNED
AUTOS ONLY

BODILY INJURY (Per person) $

BODILY INJURY (Per acddeni) s

PROPERTY DAMAGE
(Per accideni) s

s

UMBRELLA LIAB

EXCESS UAB

OCCUR

CLAIMS-MADE

EACH OCCURRENCE $

AGGREGATE s

DED RETENTIONS s

A WORKERS COMPENSATION

AND EMPLOYERS-UABILITY y/N
ANY PROPRIETOR/PARTNER/EXECUTIVE 1 1
OFFICER/MEMBER EXCLUDED? N
(Mandatory In NH)
If yes, describe under
DESCRIPTION OF OPERATIONS below

N/A

5101800620 07/01/2020 07/01/2021 Y PER OTH-A STATHTF FR

E.L. EACH ACCIDENT $1,000,000

E.L DISEASE - EA EMPLOYEE $1,000,000

E.L. DISEASE - POLICY LIMIT $1,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached If more Space Is requ red)

State of NH

Department of Heaith and Human Services

129 Pleasant Street

Concord. NH 03301-3857

1

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) 1 of 1
#S30541072/M28985516

© 1988-2015 ACORD CORPORATION. All rights reserved.
The ACORD name and logo are registered marks of ACORD
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