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(Rav. October 20148)
Department of the Treasury
Internal Ravenue Service

Request for Taxpayer _
ldentification Number and Certification

b Go 1o www.irs.gov/FormWs for instructions and the latest information,

Give Form to the
reguester, Do not
send to the IRS.

South Arkansas Regional Health Center, Inc

1 Name fas shown on your ingome tax return}. Name Is required on this line; do not leave this ing blank.

2 Business name/digregarded entity name, if different from above

{oliowing seven baxes,

[ individuavsole praprietor or Je Corporation

single-member LLC

Other (see instructions) b

D_ S Corpotation

El Limited liability company. Enter the tax classification {G=C corporation, S=$ corporation, P=Parinership) »
Note: Check the appropriate box in the line abave for the tax classification of the single-member owner. Do not check | Exemption from FATCA reporling
LLG if the LLC is classilied as a single-member LLG that is disregarded from the owner unfess the awner of the LLG is
anather LLC that is not digregarded from the owner for U.8. lederat tax-purposes, Diherwise, 3 single-rmember LLC that
is disregarded from the owner should check the appropriale box for the tax clagsificalion of its owner,

Non-Profit

3 Check appropriate box for federal tax classifigation of the person whasa name is entered on line 1. Checkonly one of the | 4 Exempticns {codes apply only to

certain entities, not individuals: see
instructions an page 3);

d Parinarship LT Trusvestate

Exempt payee coda (if any)

code {if any}

Arpiis ta acceunts malntained culsich fiw [12.3]

5 Address {number, street, and apl. or suite no.) See Instruclions,

715 N College Ave

~ Print or type
See Spetific Instructions an page 3.

Requester's name and address {optienal)

8 City, slate, and ZIP code
El Dorado, AR 71730

7 Llst accourt number(s) here {optional}

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box, The TIN provided must match the name givén on fine 1 to avoid

backup withholding, For individuals, this is generally your social sectrrity number {SSN). However, for &
resident alien, sole propristor, or disregarded entity, See the instructions for Part |, later. For other - -
entilies, it is your employer identification number (EIN, if you do not have a number, see How to geta

TIN, later.

Note: if the account is in maore than one name, see he instructions for line 1. Also see What Namie and

Number To Give the Requester for guidelines on whose number to ender.

| Soctal socurity humbar I

or
Employor identification number 1

7|1l -j0}3|8(810[1|2

IERY  Certification

Under penalties-af perjury, ! certily that:

1. The number shown on this form is-my corect taxpayer identification number (or t am waiiing for.a aumber to be issued to me); and
2. | am not subject to backup withholding because: (a) i am exempt from backup withholding, or (b} I'have natbeen notified by the nternal Revenue,
Service (RE) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (6) the IRS has notified me that | am

no longer subject to backup withhoiding; and
“3.1ama U.&, cilizen or other U.S. person {deflined below); and

4. The FATCA code(s} entered on this form {if any) inditating that 1.am exempt from FATCA reporting [s.correct.

Certification instructions. You must cross out item 2 above if you have been notitied by the IRS that you are cumently subject to backup withholding because
.you have failed to report all interest and dividends on your sax raturn. For real estate transactions, item 2 dogs not apply, For monigage interest paid,
acquisition or abandonment of secured propertly, cancellation of debt, contributions to an individual retirement arrangement (IRA), and generally, payments
other than interest and dividgnds, you are not :équire/c’i to'sign the certification, birt you must provide your correct TiN. Sée the instructions for Part 1, later.

T ; L

!

“Sign
Here

T ST T S

paer D30 (7

General Instructions

Section referencas are to the internal Revenue Code unless otherwise
noted.

Future developimients, For the latest Information about developments
refated to Form W-8 and its instructions, such as legislation enacted
-after they were published, go to www.irs,gov/FormWg,

Purpose of Form

An individual ar entity (Form W-8 requester) whao is required to flle.an
information return with the IRS must obtain your correct taxpayer
identification number (TIN) which-may be your soclaf security number
{S5NY}, individual taxpayer identification number {ITIN), adoption
taxpayer identification number {ATIN}, or employer Identification number
{EIN}, to report on an information return the amount paid {o you, or other
.amount repertable on an information return. Examples of information
réturns include, but are-not limited to, the following.

* Form 1099-INT {interost earned or paid)

* Form 1089-DIV (dividends, including those from stacks or inutual
funds) )
+ Form 1099-MISC {various types of income, prizes, awards, or gross
proceeds)
» Form 1098-8 (stock or mutual fund sales and certain other
ransactions by brokers)
* Form 1099-8 {proceeds from real estate transactions)
* Form 10939-K {merchant eard and third party network transactlons)
« Form 1098 (homs mortgage interest), 1098-E (student loan interest),
1098-T {luition)
» Form 1099-G {canceled debt)
» Form 1099-A (scqulsition or abandonment of secured property)

Use Form W-3 only if you are a LS. person {including a resident

alien), to provide your corract TIN. _
if you do not return Form W-9 to the requester with a TIN, you might
be subject to backug withholding. See What is backup withholdirg,

later.

Cat. No. 10231X

Fom W-8 Rev. 10:2018)




Arkansas Department of Human Services

Licensure Renewal Application for Behavioral Health Agency
To be completed upon initizl application to become licensed asa Behavioral Health Agency

Name of'Agen?y: 6‘{]‘&% ‘ﬁf f l_iﬁ’w’ﬁ&f —'\Z&,}\\W\at H((AH‘V\ C” f\‘h" r

Chief Executive Officer (or equivalent): QPG\W& D -Piz Ce,

Corporate Compliance Officer (or equivalent): 'ﬁ'ﬂ&}'t". lﬁ\ T— ‘H\AELH’

site Director: 12001 Powe  L(SwW Uief Clinid (g
Administrative Address: 119 N . (ﬁﬂ%\‘_ A\/é 'E:-ilWe'g{;{O ;‘M-r MWI150

. - ,
Physical Address: U \WN . (Arave SF E1Dst !J%ll) Af— T30
Street Address City State Zip
Mailing Address: Bils N - [J}Hffﬂl }BK\/{' £ ID@ rﬂd@ k Tia3p
Street Address. ‘City State Zip
County: u AL Phone:ﬁq Q- Q’ 21924 Fax: 9?0 - 6 (iq"zq ciD
E-mail: Qﬂsgd\a St Esarhe e e  Website:_WWW. Sgrhe aﬁ:;} |

For existing certification renewal please che_c_' Chelow:
[J Acute Crisis Unit  [] Residential Community Integration [_] Partial Hospitalization
[ Therapeutic Community Level 1 [_] Therapeutic Community.Level 2 [] Substance Abuse

The provider named above is fully accredited and in good standing with one of the following
accreditation organizations. (Please check your acereditation organization) :

The Joint Commission (TJC)

i Commission on Accreditation for Rehabilitation Facilities (CARF)
Council on Accreditation (COA)

Date(s) of most recent survey: mm( !&h “43" F&{?’O”i V\,Od’:ﬁ'{‘)ﬁ\ \”Z‘M\q
Accreditation Period; *C\Qﬁ‘\ M‘ 'ﬂb‘j“ﬂ ” m{ﬂ/{ gi V20 iq

The accredit vider is located within the State of Arkansas.
; Yes ‘ No

As the Chief Executive Officer (or equivalent) of the agency named above, 1 verify that all information
contained in this form and in ali attachments, is correct and complete.

DHS Behavioral Health Agency Application for Certification — Form 100
Effective: Julyl, 2017 Pagelof2




QW"WL+ i

Licdns D Lis o 9{;%[’6 ltg

Signatur? o)Chicf Executive Officer (or equivalent) ate

Vouna D. Durce

Néme'oﬂChief Executive Officer (or equivalent) typed or printed

Department of Human Services
Licensure and Certification Unit
ATTN: Dana “Dee” Briscoe
PO Box 8039, Slot S408

Little Rock, AR 72203
dana.briscoe@dhs.arkarisas.cov
501-320-6110

GERALDENE DOLLAR
. UNION counry
NOTAR YPUBLIC —ARKANSAS

My Commissipn Expires Ovtgher G, 2025
Comrmission No, 12692439

Qeiattlone et a0

DHS Behavioral Health Agency Application for Certification — Form 100
Effective: Julyl, 2017

Page 2 of 2
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DIRECTOR INFORMATION SHEFT

Aftachyrent?

FACILITY INFORMATION

NAME: szﬁ% nf\lcavms E@\\mw\ A{’vﬁ(\/\bﬂjﬂr

STREET ADDRESS: 10\, uc,w{

CITY, STATE, & 2IP; _{ | )Q{dﬂ J‘lﬂ@ HinEYo

DIRECTOR INFORMATION
NAME: 2071 Powie

EXPIRATION DATE OF L
CURRENT CERTIFICATE: ___ Ly E/ 20/ ety

ATTACH A COPY OF ANY/ALL CURRENT CERTIFICATIONS
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CARF Intomational Headquanters
G961 E. Sauthpalnt Road
Yucson, AZ BST56-9407, USA

www.earf.org

April 19, 2016

Angela J. Huitt, M.B.A.

South Arkansas Regional Health Center
715 North College Avenue

Ei Dorado, AR 71730

Dear Ms. Huitt;

it is my pleasure to inform you that South Arkansas Regional Health Center has
been issued CARF accreditation based on its recent survey. The Three-Year
Accreditation applies to the following program(s):

Case Management/Services Coordination: Mental Health (Adults)
Case Management/Services Coordination: Mental Health (Children and
Adolescents)

Community Integration: Mental Health {Adults}

Crisis Intervention: Mental Health (Adults)

Crisis Intervention: Mental Health (Children and Adolescents)
Outpatient Treatment: Mental Health (Adults)

Qutpatient Treatment: Mental Health (Children and Adolescents)

This accreditation will extend through May 31, 2018. This-achievement is an
indication of your erganization's dedication and commitment to improving the guality
of the lives of the persons served. Services, personnel, and -documentation clearly
indicate an established pattern of conformance to standards..

The survey report is intended to support a continuation of the-guality improvement
of your organization's program(s). It containg'comments on your organization’s
strengths as well as any consultation and recommendations. A quality improvement
plan (QIP) demonstrafing your organization’s efforts to implement the survey
recommendation(s) must be submitted within the neg_(t'_-_S'G days to retain
accreditation. The QIP form is posted on Customer Connect

(customerconnect, carf.arg), CARF's secure, dedicated website for accredited
organizations and organizations seeking accreditation. Please log on to Customer
Connect and follow the guidelines ¢contained in the QIP form.

Your organization should take pride in achieving this high levet of accreditation.
CARF will recognize this accomplishment in its listing of crganizations with
accreditation and encourages your organization to make: its accreditation known
throughout the community, Communication of the accreditation {o your referral and
funding sources, the media, and local and federal government officials can promete

and distinguish your crganization. Enclosed are some materials that will hélp you

publicize this schlevement,

Your organization’s complimentary accreditation certificate will be sent separately.
You may use the enclosed form to order additional certificates.

If you have any questions regarding your organization’s accreditation or the QIP,
you are encouraged to seek support from Daniel Miller by email-at dmiller@carf.org
or telephone at (888) 281-6531, extension 7128.




Hoehoerdt?
A M q3

Ms. Huitt 2 April 18, 2016

CARF encourages your organization to continue fully and productively using the
CARF standards as part of its ongoing commitment to accreditation, CARF
commends your organization's commitment and consistent efforts to improve the
quality of its program(s) and looks forward to working with your organization in its
ongoing pursuit of excellence.

Sincerely,

B B L.

Brian J. Boon, Ph.D.
President/CEQ

Enclosures
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AHachment ¥

P4Hs

EMAIL ADDRESS

For our records, please supply a facility email address below:

&»’\L\}-Q\&& : \%\fj\d(@, -0 (2:3

If there is an additional email address for the administrator, please supply below:
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Page 1 of 1

ARKANSAS STATE PoLicE
Arkansas Criminal History Report

]‘his report is b_ased On a name search. There is no guarantee that it relates to the person you are
Interested in without fingerprint verification, This report includes a check of Arkansas files only,
Inquiries into FBJ files are not permitteq for non-criminai justice or employment purposes without

specific statutory authority,

Subject of Record

Last: Pierce First: Regina Middle: Diane
Date of Birth: 12115/1955 Sex:F Race: W

Social Security Number: 429119351 (not vertified, sdppliad atfime of request)
=~ NO CRIMINATL HISTORY FOUND FOR THIS SUBJECT -

‘ Requestor Information
Transaction Number: 002282285
Date: 09/01/2017 Agency Reporting: Arkansas State Police
Purpose:—l am an employer legally doing business in the State of Arkansas
Released To: Geraldene Dollar |
Representing: South Arkansas Regionat Health Center, Inc.
Mailing Address: 715 North Cb!le_g_e El Dorado, AR 71730

pq%

This Arkansas criminal history record report should only be used for the:purpose that it was requested. A request that is posed fora ( ]

differant purpose may resuif in more or less information being reported,

This report
State Identific
andforongoing legal procaedings.,

https:ifwww., ark.orgfcriminal/loginfindex-.php?ina__sec___csrf=4f06 1d850£215640613d3c6ef32...

does not preciude the passible gxistance of additional records on this person which may not have been reported {o the
ication Bureat and Central Repository. Changes ina criminal history recorid can oceur at any time due o new amesfs

9/1/2017




i tachent

-- 41

ARKANSAS STATE POLICE [Rew. 15 10}
Identification Bureau

STATE ONLY Individual Record Check Form

FOR NON-MANDATED (RN, LPN, ETC. } EMPLOYEES
(FOR ALY OTHER EMPLOYEES, COMPLETE THE DMS-736)

NATIONAL BACKGROUND CHECKS ARE NOT AVAILABLE ON “N ON-MANDATED” EMPLOYEES

Full Name: REGINA Diane . reree . Buyten /[n_w@rdﬂ/

First Middle Last Name Maiden /Other

Date of Birth: __| Z‘/ L5 / 55 State of Birth: %Race: Q&&‘Sex: E

(Month/ Day/Year|
Social Security # {!’Z;)OI-“ (- (‘} =39 r Driver’s License #: @l {0 &5 ngQQ m
’ State
Mailing Address: _B0C) A}, Ruclid Ave_: ElDorede AL (730
Street City 7 State ZIp

Daytime Phone #: [370 = »—-“;.\C}' (D

I GIVE MY CONSENT FOR THE ARKANSAS STATE POLICE TO CONDUCT A CRIMINAL

RECORD SEARCH ON MYSELF AND RELEASE ANY RESULTS TO THE FOLLOWING
PERSON OR ENTITY:

Name: _SOUTH ARKANSAS REGIONAL HEALTH CENTER
(First/MI/Last Name} or Full Name of Agency

M ailing Address: 715 N COLLEGE EL DORADO AR 71730
State ZIP
Signature: Date: Gf/ ( / [—7
(Month/Ddy/Year)t
{(REQUESTS WILL NOT BE PROCESSED WITHOUT A NOTARIZED SIGNATURE)
: ' GERALDENE DOLLAR
STATE OF __(Arbanesd AT DERE DOLL:
. 8 NOTARY PUBLIC — ARKANSAS
O - My Commission Fispires October 6, 2025

COUNTYOF _Zlmer | M Comisin s Ot

Subscribed and sworn before me, a Notary Public, in and for the county and state

aforesaid, this the ___/ o day of _;éﬁﬂi?m&w 2017

Notary Public

NATIONAL BACKGROUND CHECKS ARE NOT AVAILABLE ON “NON-MANDATED” EMPLOYEES

[l 82005 Civil Record Check
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After printing this label:

1. Use the "Print' bulton on this page to print your tabel to your laser or inkjet grinter.

2, Fold the printed Page along the horizontal line,

3. Place labelin shipping pouch and affix-it 1o your shipment so that the barcode poition of ths labet can beread and scanned.
Warning: Use only the printed original label for shipping. tsing a photocopy of this label for shipping purposes fs fraudulesit and could
result in additionat billing charges, along with the cancelldtion of your FedEx account number.

fedex.com.FedEx will not'he responsible for any claim in excess of $100 per package, whether the result of loss, damage, delay, non-
delivery,misdelivery,or misinformatian, unless you declare a higher value, pay.an additional charge, document your actual loss and file
a timely clalm.Limitations found in the current FedEx Service Guide apply. Your. right to'recover from FadEx for.any loss, including
intrinsic value of the package, loss of sales, income interest, profit, attorney's fees, costs, and other forms of damage whether direct,
incidental,consequential, or-special s fimited to the greater of $100 of the authofized declared value. Recovery cannot exceed actual
documented loss.Maximum for items. of extraordinary value is $1,000; e.g. jewelry, pracious metals, negotiabla Instruments and other
iters listed in our ServiceGuide. Written claims must be fited withfn strict time limits, see current FedEx Service Guide.
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LEAYE BLANK

TYFE OrR PRINT AtLINFORMATION IN BLACK

LAST MAME NAM FIRST NAME MIDDIE NAME
A@?LHQANT PIERCE, REGINA
-~ 700001001209 _
SIGNAUNE OF AUASES AKA (g

TR0

£B] LEAVE BEANK

%chm%p

mms "OF BIRTH DOB

Manth Day
EL DORADO, AR. 1271571955
- AR CITIZENSHIF *CTZ 3| BACE] HGT WGt BE5 HAR | PLACE OF BIRTH POB
DATE Us F{ W 506 200] GRN| BRO AR
YOUR NO. OCA S eIt
20180203 LEAVE BLANK
EMPLOYER AND! TG TRl
ARMED FORCES NO. MNU CLASS
REASON-FINGERPRINTED SOCIAL SECURNY NC, SQOIC REF
429-11-9351" '
APPLICANT MISCEULANEOUS NO, pMNU
i 2. B MNGEX 3, R. MIDDLE 4.8 RING 5. R, LITTLE
6oL, THUMB 8, L MIDDLE %, L.RING 10. L, GTTLE.
P 50X50G4 4000 EXMRK #000000 i




FEDERAL BUREAU OF INVESTIGATION
URITED ':STATES:DEPA;RTMENT OF JUSTICE 6 SZ)
CJis DIVISION / CLARKSBURG, WV 25306

APPLICANT

CENTER
OF LooR TO CBTAIN CLASSIFABLE AINGERPRINTS:
. USE BLACK PRINIER'S K,
DASTRIBLITE INK EVERLY-ON [NIING SLag,

WASH AND DRY FINGERS THORQUGHLY,

ROLL FINGERS FROM MATL TO NANL AND AVOR AUOWING FINGERS TO SHE

. BE SURE IMPRESSHONS ARE RECORDED i CERRECT GRDER,

NCHATE IN THE APPROPRIATE RINGER BLOCKS IF APPUCANE IS MISSING ©NE OR MORE FINGERS FOR ANY REASON.

| DELTA “IF NOT MISSING, ALL TEN IMFRESSIONS MUST BE PROVIDED Wit STARS AND CEFORMITIES NOTATED, -
z.

. IF SOME PHYSICAL CONDITION MAKES 1T IMPOSSIBLE tO GITAIN PERFECT WMPRESSIONS, SUBMIT THE BEST THAT CAM BE

e

CBTANED. )
3. EXAMINE THE COMPIETED PRINTS TO SEE IF THEY CAN BE CLASSIFIED, BEARING LN MIND THAT MOST FINGERPRINTS
THE LINES BETWEEN CENTER OF FALLINTO THE PAITERNS SHOWMN ON THIS CARD {OTHER PATTERNS OCCUR INFREQUENTY AND ARE MOT SHOWIN HERE].
LOOP.AND DELTA MUST SHOW . .
THIS CARD FOR USE BY: LEAVE THIS A
2. WHORL EAVE THIS SPACE BLANK

1. AW ENFORCEMENT AGENCIES .IN FINGERPRINTING APPLL
CANTS FOR LAW. ENFORCEMENT POSITIONS.

. 2 OFFICIALS OF STATE AND LOCAL GOVERNMENTS FOR PUR.
. ""“ POSES -OF EMPIOYMENT, UCENSING, AND PERMITS, AS AUTHOR.
IZED BY STATE STATUTES AND APPROVED BY THE ATTORNEY

GENERAL OF THE UNITED. STATES. LOCAL AMD SOUMTY QRDI

AMCES, UNLESS SPECIFICA 3AS N, APPEICA AT

T SATISFY TH R |
3. ILS GOVERNMMENT AGENCIES AND OTHER ENTITIES REGUIKED
BY FEDERAL LAW,**
A EALS T ¥ GCHARY R LR ANK.

NG INSTITUTIONS 7O PROMOTE OR MAINTAIN THE SECURITY
OF THOSE INSTITUTIONS,

THESE LINES RUNNING BETWEEN ,ENST“UC“UI‘-'%? ST B GHECKED T uE arreo
CLE . PRINTS ML.IS § BE CHECKED THROUGH T AFPRO.
DELTAS MUST BE AR PRIATE STATE ID_E_N?IFICATEON BUREAU, AND ONIY THOSE FINGER-

PRINSS' FOR WHICH NO DISGUALIFYING - RECORD HAS SEEN' FOUND
LDCALEY SHOULD BE SUBMITTED FOR FBI SEARCH.

L PRIVACY ACT OF 1974 (PL. 53.579] REQUIRES THAT- FEDERAL,
STATE, OR LOCAL -AGENCIES INFORM INDIVIDUALS WHOSE SGCIAL
SECURSTY NUMBER 15-REQUESTED WHETHER SUCH DISCLOSURE IS
MANDAIORY OR.VOLUNTARY, BASIS OF AUTHORNY FOR SUCH
SOUMCITATION, AND USES WHICH WILL BE MATE OF T,

'3 IDENTIY OF FRIVAFE COMYRACTORS SHOUID BE ‘SHOWN
IN' SPACE “EMPLOYER-AND ADDRESS”. THE CONIRIBUTOR IS THE
NAME" OF THE AGENCY SUBMITTING THE FINGERPRINT. CARE TO

I

THE FBL,
4 : 4. FBI NUMBER; IF KNGWN, SHOULD AIWAYS SE FURNISHED N
B S THE APPROPRIATE SPACE.
/MW‘:; MISCELIANEOUS NO; - RECORD: OTHER ARMED FORCES NO.,
- e La

PASSPORT NO. {PP), 'ALIEN. REGISIRATION MO, JAR], PORT SE-
CURITY CARD NO. [PS}, SELECTIVE SERVICE NO, (SS5), VETERANS'

ARCHES HAVE NO DELTAS ADMINISTRATION CLAIM NO. (VAL

FD-258 {REV, 5-11-99) 339-567/80026




Geraldene Dollar

N
Fromy Regina Plerce
Sent: Tuesday, February 12, 2019 4:09 pPM
To: Geraldene Dollar
Subject: FW: Identity History Summary Request Confirmation

From: Criminal Justice Information Services [maiEto:edo@sewices.fbi.gov}
Sent: Tuesday, February 12, 2019 4:04 PM

To: Regina Pierce <regina.pierce @SARHC.org>

Subject: Identity History Summary Request Confirmation

Your Identity History Summary Request has been accepted and will be processed in the date order in which it
was received,

Regina Diane Pierce

Your Order number is: D4970991 9043

Your payment verification code is: 26EC SH9

You indicated your fingerprints would be delivered by: MAIL,

Please refer to the following details when submitting your fingerprints:

If d.elivering your fingerprints via Mail, please send your completed fingerprint card along with a copy of this

-confirmation email to:

FBI CJIS Division

ATTN: ELECTRONIC SUMMARY REQUEST
1000 Custer Hollow Road

Clarksburg, West Virginia 26306

If you have any questions regarding this e-mail contact 304-625-5590 or identity@fbi.gov

This massage has been fransimilted 1o you by the FBI Criminal Justice Information Services Division. IFyou are not the intended recipient of this message, please
destroy it promptly.without any retention, disserirjation, or reproduction (unle_s; required by law), and please néti'fy_the_ sender of the error. immediately by separaie

el 1o [dentitv@fbl.qov or by calling the Customer Service Group at 304-625-5590.

‘This is an automaled message. Please do nol reply to this e-mail.




Electronic Departmental Order

Need Assistanice? Click Here,

Current processing time for Identity History Summary requests submitted electronically Is estimated to be three to five business ‘
days upon receipt of the fingerprint card, Allow additional time for mail delivery if this option was selected durlng the request
process, ! L

:
i

****We are currently experiencing Issues with Google Chrome and Safarl browsers. ‘We recommand that Internet Explorer or
Mozilla Firefox be used to submit requests to obtaln or challenge your Identity History. Summary information, *+++

et T M - <1 e 1 st Mmoo e R R 4 Tt wAR ) b e Pk 3 250 1 e e > e e e e v e ab e

Overview

For a fee, the FBI can provide individuals with an Identity History Summary, often referred t0 as a eriminal histofy record or & "rap sheet,” listing
certain-information taken from fingerprint submissions kept by the FBI and:related to arrests and, in some instarices, federal employment;

naturalization, or military service.

If the fingerprint submissions are related to an arrest, the Identity History Summary includes the name of the agency that submitted the
ﬁnger_pn'n'ts to the FBY, the date of the arrest, the arrest charge, ahd the disposition of the arrest, if known. Al arrest informatién incfoded in an
Identity History Summary is obtained from fingerprint submissions, disposition reparts, and aifier information submitted by authorized
criminaf justice agencies,

The U3, Department of Justice Order 556-73, also krown as Departmentat Order, establishes rules and regulations for you to obtain a copy of
your Identity History Summary for review or proof that one does not exist,

' T &

! Only you may request a copy of your own Identity History Summary {or proof that one does not exist), You wou!x:j' 't_ypfca'l!y make
! this request for personal review, to challenge information on record, to meet a vequirement for adopting a child, or to meeta’
requirement to live, work, or travel in a foreign country.

Obtaining Your Identity History Summary

Identity History Summary Checks For Employment Or Licensing

1f you are requesting a background check for employment of licensing within the US., you may be required by state statute or federal law to
submit your reqﬁest through your state identification bureau, the requesting federa! agency, or another authorized channeling agency.

The F8l's authority to conduct an identity History Summary check for noncriminal justice purposes is based upon Public Law {Pub. L) 92-544,
Pursuant to that law, the FBI is empowered to exchange Identity History Summary information with officials of state and focal governments for
employment, licensing —which includes volunteers — and other similar noncriminal justice purposes, if authorized by a state statute wiiich
has been apgroved by the Attorney General of the United States. The U.S, Department of Justice has advised-tha‘( the state statute establishing
guidelines for a category of employment or the issuance of 2 licerise must, in itself. require fingerprinting and authorize the governmental
licensing or employing agericy to exchange fingerprint data directly with the FBIL.

_https;/fwww.edo.cjis.gov/ : 2/12/2019
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chment

Anldentity History Summary search abtained pursuant to LS. Pepartment ofJListice*Qrder 556-73 may not meet employment requiréments. 5-3
Gaovernmental licensing or employing agencies covered by federal laws and/or state stitutes may refuse to accept Hdentity Histo :

] ) covered | C ste statutes m Ty Summary
-%ﬁﬁﬁﬁ?&%‘iﬂFgéﬁ&??S:ﬁ&ﬁ'é%‘ﬁj‘i&%}qﬁﬂ%&R&ﬁ?ﬁ%@%ﬁ&%ﬁﬂ%ﬂﬁ%@ﬁf@ﬁaﬁ&%&ﬁﬁ}‘ﬁ%ﬂ@ ReRARaARE e ek R RLrRRIo o
not been altered. Also, an Identity History Summary provided to the subject for personal review contains only information maintained by the
FBY and may tack dispositional data and/or arrest recards that are maintained only at the state level.

How To Submit A Request

An e-mail address must be provided in order to initiate the application process. A secure link, along with a personal identification number, will
be sent to the specified address and will.be used to complete the online application, The same secire link and personalidentification number
will be used 1o check the status of your application and to access your results, You may optionally elect to have your results sent to you by
First-Class Mail via the U.$. Postal Service,

Please sefect each step below to view additional information. Enter your e-mail address below to start the Identity History Summary Check

protess.
' ==
Step 1: Complete the Applicant Information Form () > Enter your e-mail address ta get started!
Step 2: Select Your Preferences {) » ; Enter your e-mall addre
7 Step 3: Submit Your Fingerprints {) v

" Youmay mail your completed fingerprint card along with a copy of your confirmation e-nail te:

FBECHS Division

ATTN: ELECTRONIC SUMMARY REQUEST
1000 Custer Holfow Road

Clarksburg, WV 26306

The FBIwill process yaur request upon receipt of your completad fingerprint card in the
date order it was received,

Your fingerprints should be placed on a standard fingerprint form (FD-258}
(extifacts/standard-fingerprint-form-#-258-1.pdl) commonly used for applicant or law
enforcerment purposes, The FB! will accept’FR-258 fingerprint cards on standard white paper
stock, '

 You must provide a current fingerprint card, Previously precessed cards or copies will not Ba

-acceptad,

“Your nameand date of birth must e provided on the fingerprint card.

You must include rolled impressions of all 1D fingerprints-and impressions of al? 10
fingespfints taken at the same time (these are sometimes referred to as.plain or flat
impressions), IF possible, have your fingerprints taken by a fingerprinting technician. This
service may be avaifable at 2 law enforcement agency.

Fingezprints taken with inkof viz live scan are acceptable. If your fingérprinis are.taken via a
Jive scan device, a hard-copy must be generated so the fingerprint card can be mailed 10 the
FBL

Yo ensure the most legible prints possible, refer ta the Recording Legible Fingerprints
{https:/fwvaw bi.gov/services/cis/fingerprints-and-other-biometrics/recording-egible-
'ﬁngerprints) page. i fingerprints are not legible, the fingerprint card will be rejected. This
could cause delays in processing and could afso result in 2dditional fees,
The name on your respense fetter will match the name that you entered on your electronic
DO request.

If the Tast four digitsof your Sodial Security number are needed on your tespanise letter;
then please ensure the full nine-digit or fast four digits of your Social Security number is on
the fingerprint card when submittirig your requrest.

+

a

Step 4: Submit Payment () | >
Step 5: Review and Confirm Your Request () >
Step 6: Check Request Stat.us 0 >
Step 7: Receive Your Resuits (} >

https:/fwww.edo.cjis.gov/ 2/12/2019
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Challenging Your Identity History Summary Or Your Firearm-
Related Denial

The FBI is responsible for the storage of fingerprints and related Identity History Summary information for the nation and does not have the
authority to modify any Identity History Summary information unless specifically notified to do so by the agency that owns the information. If
you believe your Identity History Summary contains inaccurate or incomplete information, you may request a change or-correction to your
Identity History Summary information,

Challenge Your Identity History Summary: To challenge your Identity History Summary, you must provide either your FB] Universal Canitrol
Namber (FBI Number) from your Identity History Surmary or your State Identification Number (SID) from your state criminat history record. if
providing your SID, you must include the two-letter state abbreviation for the state in which your offénse occurred. Please select each step
below te view additional information. Enter your g-mail address below to start the challenge process.

Challenge Your Firearm-Related Denfal: To challenge your firearm-related denial, you must'provide either a NICS Transaction Number
{NTN), which s a unigue number assigned to each valid firearm-related background check inquiry received by the F8L; or a State Transaction
Number (STN), which is a unique number assigned by a State Point of Contact to a valid firearm-related background check inguiry. If you are
not already in possession of your NTN or STN, you must contactthe Federal Firearm Licéhsée {FFL} or state agency who initiated your firearm-
related background check and request the applicable identifier. Piease select each step bilow to view additional information, Enteryour e-mail
address below to start the challenge pracess. Click here far moreinformation on challenging your firearm-related denfal,

r Ty

Step 1: Complete the Challenge Information Form {) Enter your omail address to got started|

; N .
E Enter your e-mail addre* | [ Submit }

_ _Step 2: Select Your I.’re;'erences o]

o Step 3: Submit \;'our fingerprints to Chailoﬁ;;e Your Firearm-Related Denial ()
SItep.4: Upload Supﬁorﬁﬂg Docurnents ()
Step 5: Review and Confirm Your Request ()

Step 6: Check Request Status{)

~ b A 4 v v v ~

. Step 7: Receive Your Resulis ()

https://www.edo.cjis.gov/ 2/12/2019
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(Rev. October 2018)
Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

P Go to www.irs.gov/FormW9 for instructions and the latest information.

Hgghment

s

Give Form to:tha
requester. Do not
send to the iRS,

South Arkansas Regional Health Center, Inc

1 Nama {(as shown on your income 1ax return). Name is required on this line; do not Jeave this line blank.

2 Business name/disregarded entity name, if different from above

following seven boxes,

[:i Individual/sole proprietor or D C Corporaticn

single-moembor LLC

Other (see instructions) b

Ci S Corporation

£ ] Limited Nability company. Enter the tax classification {C=GC corporation, S=8 corporation, P=Partnarship) »

Note: Check 1he appropriate box in the line above for the tax ¢lassdication of the smgle-memher owner, Do notghesk | Exempticn from EATCA reporiing
LLC if the LLC is classified as a singfesmamber LLC that is disregarded from the owner unless the owner of the LLO is \ o
another LLG that is not disregarded from the owner for U.S, federal tax purposes, Othenwise, a single-momber LLC that]
is disregavded from the owner should check the appropriate box for the tax classification of its awner.

Non-Profit

3 Check appropriate box for federal tax classification of the persen whase name is entered on fine 1. Check anly one of the | 4 Exemptions (codes apply cnly to

certain entitios, not individuals: see
instructions on page 3):
EI Parinership D Trust/estate

Exempt payeo code {if any)

code {if any)

(Applics to accounts mainlsined putsido the U.S)

5 Address {number, slreet, and apt. or suite no.) See instructions.,

715 N College Ave

Print or type.
See Specific Instructions on page 3.

Requesicr's name and address {optional)

& Cily, stale, and ZiP code
El Dorado, AR 71730

7 List account nurmber(s} hero (optional)

Taxpayer Identification Number (TIN})

Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 {o avoid
backup withholding. For individuals, this is generally your social security number (SSN). However, for a
resident alien, sole proprietor, or disregarded entity, see the instructions for Part |, later. For other - -
entities, it is your employer identification number (EIN). If you de net have a number, see How fo get a

TIN, later,

Note: If the account is in more than one name, ses the instructions for line 1, Also see What Name and
Number To Give the Requester for guidelines on whose number to enter.

Social security number

ar
| Employer identification number

711 ~|0[:3818]0]1}2

‘Partll Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my cerrect taxpayer ldentification. number (o | am waitinig for a nimber to be issied-to me); -and )
2.1 am not subject to backup withholding because: {a)  am exempt from backup withhelding, or {b) | have not been notified by ths Intarnal Revenue
Service {IRS) that | am subject to backup withholding :as a result of & fallure 10 report &l interest or dividends, or (€) the IRS has notified me that1 am

no longer subject to backup withholding; and
3. Lam a U.8. citizen or other LLS, nerson {defined befow}; and

4, The FATCA code{s) entered on this form (if any) indicating that | am exempt from FATCA reporting is correct,

Certification instructions. You musl cross out tery 2. above if you have been notified by the IRS that you are cuirently subject 1o backup withholding because
you have failed to repart all interest and dividends on your tax retumn. For real estate transactions, ftem 2 does not appli. Formorigage-nterest paid,
acquisition or abandonment of secured property, cancetlation of debt, contributions to an individual retirement.amangement (IRA), and generally, payments
other than interest and dlwdendsa you are not. requured to 51911 the certification, but you must provide your correét TIN, See the instructions for Part 1, Iater.

Sign Signature of .
Here U.S. person ¥

“\«L‘% o ;{"{ D

Dato .&:— (r‘_‘";‘t_,:):*- l q

General instructions

Section references are fo the internal Revenue Code unless otherwise
“noted.
Future developments. For the latest information about developments
related to Form W-8-and its instruclions, such as legislation enacted
after they were published, go to www.irs.gow/FormWa.

Purpose of Form

An individual or entity (Form W-2 requester) who is required to file an
information returm with the IRS must obtain your correct taxpayer .
“identification number (TIN) which may be your soclal security humber
{SSN}, individuat taxpayer identification number. (ITIN} adoptlcm
‘taxpayer identification number {(ATIN), or employer identificatiof number
{EIN), to report on an information return the amouritgaid to you, or other
‘amount reporiable on an information return. Examples of information
feturns include, but are not limited to, the following.

= Form 1098-INT {interest earneg or paid)

« Form 1098-BIV {dividends, inciuding those from stocks or mutuat
funds)
» Form 1099-MiSC. (varlous types of Income, prizes, awards, or gross
proceeds)
+Form 1099-8 (stock or mutual fund sales and certain other
transactions by brokers)
«-Farm 10898 [proceeds from real estate transactions)
» Form 1099-K (merchant card and third party network transactions)
= Form 1088 (home moitgage interest), 1098-E (Student loan interest),
1098-T {tuitior)
» Form 1099-C (canceled debf)
« Form 1099-A {acquisilion or abandonment of secured property)

Use Form'W-9 only If you are a U.8. person {including a resident
alien), to provide your-correct TIN.

If you do. not feturm Form W-9 to the requester with a TIN, you might
be subject to backup withhoiding. See What is backup withholding,
later.

Cat. No, 10231X

Form W=8 (Rev. 10-2018)
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Arkansas Department of Human Services

Licensure Renewal Application for Behavioral Health Agency
Ta be completed upon initial application to become licensed as a Behavioral Health Agency

Name of’Acency S"\ld"/\ ltfkem:rﬁ Rr”ﬂn G‘f\(k‘ HMH/\/\ LM\? - (éﬁﬂ)ﬂ?ﬂ Gl‘ﬂit
Chief Executive Officer (or equivalent): f\z—&q\‘r’\ﬁ’\, \D ?\é’ e

Corporate Compliance Officer (or equivalent): ‘ﬂﬂ/\lﬁf !ﬁ\,/)" 'HM ‘ﬁ

Site Director: tht 5 _(/ﬁ'“@\ )/3‘ .
Administrative Address ’_l ) N. U) ‘r’m J{V{ 6[ Dory ﬂ[lti’-,»?q’& HI20
Physical Address:_Z ﬂ&kfﬁm of. 3\1\3 &im&‘f N ﬁﬁ 110

Street Address City State Zip
Mailing Address: 115 N- (elleae Ave  iDerado Ae. 7 1120

Strect Address J ‘ City State Zip
County: OM:;&CM !h’r’k Phone: cﬁﬂm - (g E -1 H‘B Fax: 97 0- 8’3 {{) - ([/ffﬂ‘f
Fmail: (NG et @eache ()ﬁ:-} Website: WWWW. Sarhe . 2L

For existing certification renewal please check below
[} Acute Crisis Unit  [_] Residential Community Integration ["] Partial Hospitalization
[] Therapeutic Community Level 1 [] Therapeutic Community Level 2 I;ZF/Substance Abuse

The provider named above is fully accredited and in good standing with one of the following
accreditation organizations. (Please check your accreditation organization)

The Joint Commission (TJC)
Commission on Accreditation for Rehabilitation Facilities (CARF)
Council on Accreditation (COA) :

Date(s) of most recent survey: pﬂlﬁ reh 1! E’ Loily .r"*{){"!' A?r ‘w{ i’% %}Pf |
Accreditation Period: ﬁﬁ{}(\\\ 4, Lot~ Mabi 3t 20149

The accted:ted provider is located within the State of Arkansas.

)5 ; _Yes No

As the Chief Executive Officer (or equivalent) of the agency named above, 1 verify that all information
contained in this form and in all attachments, is correct and complete. /

DHS Behavioral Health Agency Application for Certification — Form 100
Effective: Julyl, 2017 Page 1 of 2
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Signauuge bf Chief Ex Sutive Officer (orequivaleut)

Vonna D. Pgie

Name offChief Executive Officer (or equivalent) typed or printed

Department of Human Services
Licensure and Certification Unit
ATTN: Dana “Dee” Briscoe
PO Box 8059, Slot S408

Little Rock, AR 72203
dana.briscoet@dhs.arkansas.oov
501-320-6110

GERALDENE DOLLAR
UNION COUNTY
NOTARY PUBLIC -- ARKANSAS
My Commission Expircs October 6, 2025
Commission No. 12692439

Puotnee ot
W’ Gubbei

DHS Behavioral Health Agency Application for Certification - Form 100

Effective: Julyl, 2017

Page 2 of 2
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O Hachment-
(51

DIRECTOR INFORMATION SHEET

FACILITY INFORMATION

name: St A(kfvsas E&\\W&L %JW Cordor - (i it
STREET ADDRESS: 1) /Etakém BN
CITY, STATE, & ZIP: L;%W\Gkél/\ u"%ﬁ miwl

DIRECTOR INFORMATION

NAME: ;p[f}u‘\i S (g

EXPIRATION DATE OF |
CURRENT CERTIFICATE: ___(#/ '30{/ 4 BHA

ATTACH A COPY OF ANY/ALL CURRENT CERTIFICATIONS




| INTERNATIONAL

CARF Intemational Headgquarters
GIBLE Sauthpolnt Road
Tueson, A% BSTG6-9407, USA

waws.cart.org

HHaehment v

Agril 19, 2016

Angela J. Huitt, M.B.A.

South Arkansas Regional Health Center
713 North College Avenue

El Dorado, AR 71730

Dear Ms. Huitt:

Itis my pleasure to inform you that South Arkansas Regional Health Center has
been issued CARF accreditation based onits recent survey. The Three Year
Accreditation appiies to the following program(s)

Case Management/Services Coordination; Mental Health (Adults)
Case Management/Services Coordination: Mental Health (Children and
Adolescents)

Community Integration: Mental Health (Adults)

Crisis Intervention: Mental Health (Adults)

Crisis intervention: Mental Health (Children and Adolescents)
Outpatient Treatment: Merital Health (Aduits)

Outpatient Treatment: Mental Health (Children and Adolescents)

This accreditation will extend through May 31, 2019. This achievement is an
indication of your organization's dedication and commitment to'i improving the quality
of the lives of the persons served. Services, personnel, and documentation clearly
indicate an established pattern of conformance to standards.

The survey report is intended to support a continuation of the quality improvement
of your organization's program{s). li contains comments on your organization's
strengths as well as any consultation and recommendations. A quality improvement
plan (QIP) demonstrating your organization's efforts fo implement the survey
recommendation(s) must be submitted within the niext 90 days to retain
accreditation, The QIP form is posted on Customer Connect _
{customerconnect.carf.ory), CARF's secure, dedicated website for accredited
organizations and erganizations seeking acereditation. Please log on to Customer
Connect and follow the guidelines contained in the QIP form.

Your organization should take pride in achieving this high level of accreditation.
CARF will recognize this accomplishment in its listirig of organizations with
accreditation and encourages your organization to make its accreditation known
throughout the community. Communication of the accreditation fo your referrat and

.. funding sources, the media, and local and federal government officials can promote .

and distinguish your organization. Enclosed are some materials that will help you

‘publicize this achisvement,

Your organization's complimentary accreditation certificate will be sent separately.
You may use the enclosed form to order additional certificates.

If you have any questions regarding your organization’s accreditation or the QIP,
you are encouraged to seek support from Danie! Miller by email at dmiller@carf.org
or telephone at (888) 281-6531, extension 7128,




PAUER I Wy T
Ms. Huitt 2 April 19, 2016
~ CARF encourages your organization to continue fully and productively using the
CARF standards as part of its ongoing commitment to accreditation. CARF
commends your organization's commitment and consistent efforts to improve the

quality of its program(s) and looks forward to working with your organization in its
ongoing pursuit of excellence.

Sincerely,

W%f 2.

Brian J. Boon, Ph.D.
President/CEQ

Enclosures
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Hachmend i;

EMAIL ADDRESS

For our records, please supply a facility email address below:

Cﬁﬂ({}({‘c« ,‘\ngﬁ@wd\ﬁ ~Of'6)

If there is an additional email address for the administrator, please supply below:
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ARKANSAS STATE POL!CE.
Arkansas Criminal History Report

This report is based on a name search. There is no guarantee that it relates to the person you are
interested in without fingerprint verification, This report includes a check of Arkansas files oniy.
Inquiries into FBI files are not permitted for non-criminal justice or employment purposes without
specific statutory authority, ‘

Subject of Record

Last: Pierce First: Regina iddle: Diane
Date of Birth: 12/15/1955 Sex: F Race: W

Sccial Security Number: 426419351 (not verified, sﬁpplied at time of request)
=~ NO CRIMINAL, HISTORY FOUND FOR THIS SUBJECT -

Requestor Information
Transaction Number; 002282285
Date: 09/01/2017 Agency Reporting: Arkansas State Police
Purpose: | am an employer legally doing business in the State of Arkansas
Released To: Geraldene Dollar
Representing: South Arkansas Regional Health Center, Inc.
Mailing Address; 715 North College El Dorado, AR 71730

This Arkansas eriminal history record report should only be used for the purpose that itwasrequested. A request that is posed for a
different purpose may result in more or less Information being reported.

This report does not preclude the possible axistencs of additional records on'this person which-may not have been:reparted to the
State Identification Bureau and Central Repository: Changes I 3 criminal history record can occur at any time due {6 new amests
and/ar engoing legal proceedings,

This Aricansas criminal background check reportis-for non-criminal justice purposes and may only reflect if a person has any Arkansas
felony and misdemeanor carwiction(s), any Arkansas felony arrest that occurred in the fast thrae (3) years that has not been to court
and whether the person I a registered sex offender or.required to register as a sex offender. Juvanile amast-and/or court information
will not be released on this report.

https://Www.'ark.org/criminalflogin/index.php?ina_sec_csrf=4f06 1d850£2156406f3d3c6ef32... 9/1/2017
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ARKANSAS STATE POLICE (Bee. 18/10
~S8BANSAS STATE POLICE (Rev.12/10)

Identification Bureau
STATE ONLY Individual Record Check Form

FOR NON-MANDATED (RN, LPN, ETC.} EMPLOYEES
(FOR ALL OTHER EMPLOYEES, COMPLETE THE DMS-736)

NATIONAL BACKGROUﬁD CHECKS ARE NOT AVAILABLE ON “N ON-MANDATED” EMPLOYEES

Full Name: REGINA Diane . peree . Buton /gnvav@rdﬂi/

First Middle Last Name Maiden /Other

Date of Birth: ) 2‘/ k ) f . C‘BE State of Birth; %Race: Qé{g_Sex: E

(Month/ Day/Year]

Social Security #; ﬁfé)ofh- (L - 93‘5 [ Driver’s License #; q fD &"3 84;;(? M

State

Metting Adaress:_BOO N, Euclid fve Eldoredo AL 7(750

Street City ZIP

Daytime Phone #: f370 ) gf g — chll ID‘

[ GIVE MY CONSENT FOR THE ARKANSAS STATE POLICE TO CONDUCT A CRIMINAL

RECORD SEARCH ON MYSELF AND RELEASE ANY RESULTS TO THE FOLLOWING
PERSON OR ENTITY: *

Name: _SOUTH ARKANSAS REGIONAL HEALTH CENTER
(First/Ml/Last Name) or Full Name of Agency

Mailing Address: 715 N COLLEGE EL DORADO AR 71 ?30
City State- ZIp

“%_\{‘i Date: “?/ { / |7
A {Month /Ddy/ Year)l

(REQUESTS WILL NOT BE PROCESSED WITHOUT A NOTARIZED SIGNATURE)

’ GERALDENE DOLIAR
STATE OF __ (Irbamwsed

UNION CQUNTY
§ NOTARY PUBLIC — ARKANSAS

' My Commission Expires October 6, 2025 |
C_OUNTY OF W — - Commission No. 12692439 .

" Subscribed and sworn before me, a Notary Public, in and for the county and state

aforesaid, this the ___/ il day of __QMLJ 28017

- Notary Public

NATIONAL BACKGROUND CHECKS ARE NOT AVAILABLE ON “NON-MANDATED” EMPLOYEES

[1 82005 Civil Record Check
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. After printing this label: -
i. Use the 'Print’ buttori on this-page to print your label to yourfaser or likjet printer,
2. Fold the printed page along the horizontal ling. _
3. Place {abel in shipiping pouch ‘and afix it to-your shipment so.that the barcode portion of the label can be read and scanned,

Warning: Use only the printed criginal label fof shipping. Using a photocepy of this label for shipping purposes is fraudulent and could
fesult in additional billing charges, along with the canceliation of your FedEx account number.

Use of this system constitutes your agreemenit 1o the service conditions in the current FedEx:Service Guide, avallable on
fedex.com.FedEX will not be responsible for.any claim in excess of $100 per package, whether the result of loss, damage, delay, non-
delivery,misdelivery,or misinformation, unless you declare a higher value, pay ap addilional charge, document your sdctual loss and file
a timely claim,Limitations found in the current FedEx Service Guide apply. Your.right to recover irom FedEx for any loss, including
intrinsic value of the package, loss of sales, income interest, profit, attorney's fees, costs, and other forms of damage whether direct,
fncidental conseguential, or special is limited to ihe greater of $100 or the authorized datlared value. Recovery cannot exceed actual
documented loss.Maximum for itemns of extraordinary value is $1,000, e.g. jewslry, precious metals, negotiable insiruments and other
items listed In our ServiceGuide. Written claims must be filed within strict time limits, sée current FedEx Service Guide.
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https://www.fedex.com/shipping/html/en/PrintIFrame.htmi 2/19/2019
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FEDERAL BUREAU OF INVESTIGATION Y
UNITED STATES DEPARTMENT OF JUSTICE %
CJIS DIVISION / CLARKSBURG, WV 26206

CENTER
OF LOOP

| ]

THE LINES BETWEEN CENTER OF
LOOP AND DELTA MUST SHOW

2. WHORL

7004C

il DELTAS

THESE LINES RUNNING BETWEEN
DELTAS MUST BE CLEAR

3. ARCH

ARCHES HAVE NO DELTAS

FD-258 (REV, 5-11-99) 539-567/60026

APPLICANT

TO CBFAIN CLASSIFIABLE FINGERPRINTS:

. USE BLACK PRINTER'S INK.
. DISTRIBUTE INK EVERTY ON INKING SIAS,
WASH AND DRY HNGERS THOROUGHLY,
. ROW FINGERS FROM NAILTO NAIL AND AVOID ALLQWING FINGERS TO SUP.
. BE SURE INPRESSIONS ARE RECORDED N CORRECT ORDER, .
. NOTATE [N THE APPROFRIATE FINGER BAOCKS IF APPUCANT 1S MISSING ONE OR MORE FINGERS FOR ANY REASON,
IF NOT MISSING, ALL TEN IVERESSIONS MUST BE PROVIDED WITH SCAKS ANIY DEFORMITIES HOTATED,
IF SOME PHYSICAL CONDIION! MAKES T IMPOSSIZE TO GRTAIN PERFECT WMPRESSIONS, SUBMIT THE BEST THAT CAN BE
CBIAINED,
8. EXAMINE THE COMPLETED PRINTS TC SEE IF THEY CAN BE CLASSIFIED, BEARING IN MING THAY-MOST FINGERFRINIS
FAILINTO THE PATTERNS SHOWN ON THIS CARD (GTHER PATIERNS DCCUR INFREGUENTLY AND ARE NOT SHOWN HERE).

ot A —

THIS CARD FOR USE BY: LEAVE THIS SPACE BLANK

1. LAW ENFORCEMENT AGENCIES (N FINGERPRINTING AP
CANTS FOR LAW ENFORCEMENT POSITIONS. *

2. OFFICALS OF STATE AND LOCAL GOVERNMEMIS FOR PUR.
POSES OF EMPLOYMENT, LICENSING, AND PERMAS, AS AUTHOR.
IZED BY STATE STATUTES AND APPROVED BY THE ATTORNEY
GENERAL OF THE UNITED $TATES. LOCAL AMD COUNTY ORDIL
MANCES, UNAESS SPECIFICALY BASED ON APPUCABLE STAYE
STATUTES DO NOT SATISFY-THIS REQUIREMENT, *

3 U5, GOVERMMENT AGENCIES AND OTHER ENTIIES. REQUIRED
BY FEDERAL LAW."*

4. QFFICIMS OF FEDERALLY R IMSUR 2
NG INSTITUTIONS TO PROMOTE QR MAINTAIN' JHE SECURITY
OF THOSE INSTITUTIONS,

INSTRUCTIONS:
1 PRINTS MUST FIRST BE CHECKED THROUGH THE APPRO-
PRIATE STATE IDENTIFICATION BUREAY, AND ONLY THOSE FINGER-
FRINTS FOR WHICH NO DISQUALIFYING HECORD HAS BEEN FOUND
LOCALLY SHOUED BE SUBMITTED FOR F81 SEARCH,
2. PRIVACY ACT OF 1974 (kL. 93-579] REQGUIRES THAY FEDERAL,
STATE, OR LOCAL AGENCIES INFORM INDIVIDUALE WHOSE SOCIAL
SECURITY NUMBER 1S REGUESTED WHETHER SUCH DISCLOSURE 1S
MANDATORY OR YOLUNTARY, BASIS ‘OF AUTHORITY FOR' SUCH
SOUCITATION, AND USES WHICH WILL BE MADE OF IT.

3. IDENTITY OF PRIVATE' CONTRACTORS SHOULD BE SHOWN
IN SPACE °EMPLOYER AMD. ADDRESS™. THE CONTRIBUTOR IS THE
NAME OF THE AGENCY SUBMITTING THE FINGERPRINT TARD TO
THE FBI,
4. FBI MUMBER, IF KNOWN, SHOULD ALWAYS BE FURNISHED IN
THE APPROPRIATE SPACE,

MISCELLAMEOUS NO. . RECORD: OYHER ARMEDR FORCES NO.,
PASSPORT NO. [Pl ALIEN. REGISTRATION NO. {4R), PORT St
GURITY CARD NO, (PS}, SELECTIVE SERVICE NO. [55), VETERANS'
ADMINISTRATION CLAIM NG, [VA].




‘Geraldene Dollar

From: Regina Pierce
- Sent: Tuesday, February 12, 2019 4:09 PM
To: Geraldene Dollar
Subject: FW: Identity History Summary Request Confirmation

From: Criminal Justice Information Services [mailto:edo@services.fbi.gov]
Sent: Tuesday, February 12, 2019 4:04 PM

To: Regina Pierce <regina.pierce @SARHC.org>

Subject: Identity History Summary Request Confirmation

Your Identity History Sumimary Request has been accepted and will be processed in the date order in which it
was received.

Regina Diane Pierce
Your Order number is; D49709919043
Your payment verification code is: 26FCISH9

You indicated your fingerprints would be delivered by: MAIL
Please refer to the following details when submitting your fingerprints:

If delivering your fingerprints via Mail, please send your completed fingerprint card along with a copy of this
confirmation email to:

FBI CJIS Division

ATTN: ELECTRONIC SUMMARY REQUEST
1000 Custer Hollow Road

Clarksburg, West Virginia 26306

If you have any questions regarding this e-mail contact 304-625-5590 or identitv@fbi.cov

This message has been transmitted to you by the FBI Crzmmal Justn:e Information Services Division, if3 you are not the intended recipient of this message, please
destroy st promptly without any retention, dissemination, of repreduction (unless required by law), and please notify the senderofthe error immediately by separate
e-mail to [dentity@{bi.qov or by calling the Customer Service Group at 304-625.6540,

This is an automaled message. Please do not reply o this e-mail,
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Electronic Departmental Order

Need Assistance? Click Here,

Current processing time for Identity Histo_r_y Summary requests submitted electronically is estimated to be thrée to five business ,
days upon recelpt of the fingerprint card. Allow additional time for matl dellvery if this optlon was selected during the request i
process. ;

****We are currently experiencing issues with Google Chrome and Safarl browsers. We recommend that Internet Explorer or
Mozilla Firefox be used to submit requests to obtain or challenge your Identity History Summary information,x*+

Overview

For a fee, the FBI can provide individuals with an Identity History Summary, often referred to as &' cirmina history record or a "rap sheet,” listing
certain information taken from fingerprint submissions kept by the FBI and related to arrests and, in some instances, federal employment,
naturalization, or military service.

If the fingerprint submisslons are refated to an arrest, the tdentity History Summary includes thie name of the agency that submitted the
fingerprints to the £Bl, the date.of the arrest, the arrest charge, and the disposition of the arrest, if known. Al arrest information included in an
Identity History Summary is obtained from fingerprint submissians, dispasition reports, arid other information submitted by authorized
criminal justice agencies,

The U.S. Department of Justice Ordér 556-73, alse known as Departrmental Order, establishes rules and regulations for you to obtain a capy of
your Identity History Summiary for review or proof that one does not exist.

i i
! Only you may request 4 copy of your own Identity History Summary {or proof that one does not exist). You would typically make |
j this request for personal review, to challenge information on record, ta meet a requirement for adopting a child, orto meet a ;
; 3
0

requirement to live, work, or travel in a foreign conntry,

Obtaining Your Identity History Summary

Tdentity History Summary Checks For Employment Or Licensing

If you are requesting & background check for employment or licensing within the U.5.; you may be required by state statute or federal law to
submit your request through your state identification bureau, the requesting federal agency, or another authorized channeling agency.

The FBI's authority to conduct an Identity Histary Summary check for noncriminal justice purposes is based upon Public Law (Pub, 1) 92-544,
Pursuant to that law, the FBI is empowered to exchange Identity History Summary information with officials of state and lotal governmenits for
amployment; licensing — which includes volunteers — and other similar nenciminal justice purposes, if authorized by‘a state statute which
has been approved by the Attarney General-of the United States. The U.S. Department of Justice has advised that:thé state statute establishing
quidelines for a category of employment of the issuance of a license must, in itsetf, require ﬁngerprinting_and authorize the governmental
licensing or emplaying agency to exchange fingerprint data directly with the 8L,

https://www.edo.cjis.gov/ 2/12/2019
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An Identity Hist.ory S_umrnary search obtained pursuant to U.S; Department of Justice Order 55673 Mmay not meet employment requirements Pﬁ
Governmental licensing or employing agencies covered by federal laws and/or state statutes may refuse to accept Identity History Summa
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not been altered, .ﬁ!so, a‘n Identity History Summary provided to the subject for personal review contains only information maintained by the
FBI and may lack dispositional data and/or arrest records that are maintairied only at the state level,

How To Submit A Request

An e-mail address must be provided in order to initiate the application process. A secure link, along with a personal identification number, wilt
be sent to the specified address and will be used to complate the online application. The same secure link and personal identification number

will be used to check the status of your apptication and to access your results, You may optionally elect to have your résults sent to you by
First-Class Mail via the U.S. Postal Service,

Please select each step below to view additional information. Enter your e-mail address befow to start the Identity History Summary Check
Process.

~ Step 1: Complete the Appiicant Information Form (3 > Enter your ¢-mail address to get startadg) ]

‘ Step 2: Select Your Preferences )

Step 3: Submit Your Fingerprints {) v

- You may mail your completed fingerprint eard along with a <opy of your confirmatlon émail ta:

FBLCHIS Division

ATTN; ELECTRONIC SUMMARY REQUEST
1000 Custer Hollow Road

Clarksburg, Wv 26306

-

The 785 will process your request upon receipt of your complated fingerpdint card in the
date order it was recelved,

Yaur fingerprints should be placed-on 3 standard fingerpeint form (FD~258)
(artifacts/standard-fingerprint-form-{d-258-1.pdf)  cornmanly used for applicant or law
enfercement purposes. The FB] will accept F3-258 fingerprint caids an standard white paper
stock,

You must provide a current fingerprint card. Previously processed cards or copies will fict be
accepted,

Your name and date of birth must be provided on the fingerprint card,

You must include rolied Impressions of 21l 1¢ fingerprints and impressions of all 10
fingerprints taken at the same time (these are sometimes referred to as plain or fat
impressions), I possible, have your fingerprints taken by 2 fingerprinting technician, This
service may be available ot a law enforcement agency.

Eingerprints taken with ink or via live scan are acceptable, Iyour fingerprints aza taken via a
live scan device, a fiard-copy must bie generated so the fingerprint card can be mailed to the
FRL

To ensure the most legible prints possivle, refer to the Recording Legible Fingerprints
(hitps:/farww.fbi.gov/services/cjis/fingerprints-and-other-biometrics/recording-legible-
fingerprints} page, i fingerprints are not lagible, the fingerprint card will be rejected. This
could cause delays in processing and could also rasult in additional fees. )
«- The name on your response letter will match the name that you entered on your electronic
DO request. _
IFthé fast four digits of your Social Security aumber-are negded R your response letter,
Afien please ensure the full nine_-di'git ar last four digits of your Sociel Security number is on
he fingerpring card when submitting vour request,

.

.

.-

Step 4: Submit Payment >
Step 5. Review and Confirm Your Request () b
?tep.éz Cﬁ_eck Request Status () >
Step 7: Receive Your Results () . >

https://fwww.edo.cjis.gov/ _ 2/12/2019




Electronic Departmental Order Page 3 of 3

Ptachment:
pﬁ 13
Challenging Your Identity History Summary Or Your Firearm-
Related Denial

The FBlis responsible for the storage of fingerprints and related tdentity History Summary information for the nation and does not have the
authority to modify any Identity History Summary information urless specifically notitied to do so by the agency that owns the information. If
you believe your Identity History Sumimary contains inaccurate or incomplete information, you may request a change or corsection to your
Identity History Summary information,

Challenge Your Identity History Summary: To challenge your Identity History Summary, you must provide either your FBI Universat Control
Number (FBI Nuraber) from your Identity History Summary ar your State Identification Number (SID) from your state criminal history record. If
providing your SID, you must include the two-letter state abbreviation for the state in which your offense occuired. Please select each stap
below to view additional information. Enter your e-maif address below to start the challenge process.

Challenge Your Firearm-Related Denial: To challenge your firearm-related denial, you must provide either a NIC$ Transaction Number
{NTN), which is & unique number assigned to each valid firearm-retatad background check inquiry received by the FBE; or 3 State Transaction
Number {(STN), which is a unique number assigned by a State Point of Contact to a valid firearm-related background check inqulry, if you are
not already in possession of your NTN or STN, you must contact the Federat Firearm Licensee (FFL) or state agency who initiated your firearm-
related background check and request the applicable identifier. Please select each step.below to view additional information. Enter your e-mait
address below to start the challenge process. Click here for more information on challenging your firearm-related denial.

Step 1: Compiete the Crhatienge Information Form () > ( Enterx_rour-e-maii addressgo get .smne&.l. b
C Stepz: S.efe.t:é “Y;::ur Prefe?ences 0 | . : > l ,- _afjfj.'f;, ‘ M
S‘Eép 3t Submit Your Fingerprints to Challenge Your Fi!earm-ReI_afed Denial {) b4
Step.dz Upléad Suppoerting Documents { ?»
Step 5: Review and Confirn Your Request () b
Step 6:Check Reciuesi Status bd
Ste|;. 7: Recelve Yaur Results pJ
\ J

https://www.edo.cjis.gov/ 2/12/2019
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Give Form to the
requester. Do not
send to the IRS.

Request for Taxpayer
identification Number and Certification

Deparlment of the Treasury

Internal Revenue Service ¥ Go to www.lrs.gov/FormWs for instructions and the latest information.

1 Narne (s shown on your income tax return), Name is required on this ine; do not leave this line blank.

South Arkansas Regional Health Center, Ing
2 Business name/disregarded entity name, if different from above

Form w-g

{Rev. Oclober 2018)

4 Exernptions {codos apply only to
certain entities, not individuals; see
insfructiens on page 3):

3 Check appropriate box for federal tax classification of the person whose nama is entered on ling 1. Check only one of the
foflowing seven boxes.
D S Corporation D Partnership D Trust/estate

E:[ Individual/sole proprietor or B C Corporation

single-member LLC Exermnpt payee cods (if any)

i} Limited liabfiity company. Enter the tax classification {C=C corperation, 5=5 orporation, P=Partnership} &

Noto: Cheek the appropriate box in the line above for the tax classilicalion of the single-member owner. Do not check
LLG if the LLC is classified as a single-moember LLC that Is disregarded from the owner unless the owner of the LLC is
another LLC ihat is not disregarded from the ewner for U.S. federal tax purposes. Otherwise, a single-member LLGC that
is disregarded from the owner should check 1he apprapriate box for the tax elassification of its owner,

Other (see instructions) = Non-Profit
5 Address (number, steeet, and apt. or suite no.) See instructions,

715 N College Ave
& City, state, and ZIF code

i El Dorado, AR 71730
' |7 Listaccount numberls) here {optional)

Exernption from FATCA reporting
code (if any}

) Print or type.
See Specific Instructions on page 3.

[Applias té accaunts malntained culside the U8}

Requester's name and address (optional)

RETTME  Taxpayer Identification Number (TIN)

Enter your TIN In the appropriate box, The TIN provided must match the name given on ling 1 to aveid
backup withholding, For individuals, this is generally your social security number (SSN), Howaver, for a
resigent alian, sole proprietor, or disregarded entily, see the instructions for Part |, fater. For other - -
entities, it is your employer identification number (EIN}. If you do not have & number, see How fo get a
TIN, later. or
Note; i the account is in more 1han one name, see the instructions for fine 1. Also see What Name and | Employer identification number
Number To Give the Requester for guidelines on whose number to enter.

SRl Certification

Under penalties of perjury, | certify that:

1. The number shown on ihis forn is my correct taxpayer identification number (or'| am walting fér a number to be issued {o mejyand

2. | anrnot subject to backup withholding because; {3) | am exempt from backup withioiding, or{b) | have not been notified by the Internal Revenue
Service (IRS) that 1 am subject fo backup withholding as a result of a fallure to réport all interest ar dividends, or (c) the IRS has notitied me that | am
no.langer subject to backup withholding; and

3.t ami'a U.S. citizen or other U.S. person {defined below); and

4. The FATCA code(s) entered on this form (if any) indicating that | am exempt from FATCA reporting Is correct,

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currenily subject to backup withholding because
you have falled to report ali interest and dividends on your tax returm. For-real estate transactions; item 2 does not apply. For morigage interest paid,
acquisition or abandenment of secured property, cancellation of debt, contributions fo an Individual retirement arrengerent {IRA], and generally, payments
other than interest and dividends, you are not required to ggin the certification, but you must provide your correct TIN, See the instructions for Part I, later.

4
7 T T ] } o
C’h\‘\‘%—l’t‘ ’LVQ(\(P.&___” oater  ond =k R | 1
+ Form 1099-DIV {dividends, including those from stocks or mutual

- G__eneral Instructions funds)

* Form 1099-MISC {various typ'e_s_ of income, pﬁzés. awards, or gross

| Social security number ]

711 ~jor3(8|8ij0)| 1|2

Sign

; Signature-of
i Here

U.S. person >

Section references are to the Internal Revenue Code unless otierwise

“nioted,
Future develapments. For the Jatest information about dévelopments
related to Form W-9 and its Instructions, such as legislation enacted
after they were published, go to www.irs.gav/Formive,

Purpose of Form

An individual or entity (Form W-8 requester) who Is required to file an
information raturn with the IRS must obtain your correct taxpayer
identification number (TIN) which may be your social segurity number:
{SSN), individual taxpayer [dentification number {ITIN},-adoption
taxpayer identification number (ATIN), or employer idéntification number
{EIN), fo repert on an information return the-amount paid to you, or other
amiount reportable on an infarmation return, Examples. of information
returns includs; but are not imited to, the following.

» Farm 1089-INT (interest sarned or paid)

praceeds) -
« Form 9099-B {stock or mutual fund sales and certain other
transactions by brokers)
» Foim 1099-S {proceeds from real estata transactions)
» Form 1098-K {merchant card and third party network trangactions)
= Form 1098 (home mortgage interest), 1098-E (student loan interest),
1098-T {tuition)
+ Form 1099-C (canceled debt)
« Form 1099-A {acquisition or apandanment of secured preperty)

Use Form W-9 only if you are a U.S. person (including a resident.
alien}, to provide your-correct TN,

If yots do not returi Form W-9'ta the requestér with a TIN, you might
be stbject to backip withholding. See What is backup withholding,
{ater,

Cat. No. 10231%

Farm W8 (Rev. 10-2018)
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MEMORANDUM DF AGRREEMENT

This Memorandum of Agreement is made on 03/07/2013 by and between Birch Tree Communities. Inc.. 178! 01d Hot Springs Highway,
Bentan, Arkansas. 72018, and Snuth Arkansas Regional Healthcare System. Inc.. 7t Nurth College Avenue, £ Dorade, AR 717310, The
parties hereby bind themselves to undertake a Memorandum of Agreement (“Agreement”) under the following terms and conditions:

TERM. The term of this Agraement shall be ane year unless terminated seoner in accordance with the terms of the Agresment (the
“Term"),

BOALS AND OBJECTIVES. South Arkansas Regional Heafthcare System Inc. is enlisting the help of Birch Tree Commanities, lac. to
pravide “Therapeutic Community” services for Adult clients with a Serfous Mental liness as defined by the Arkansas Department of
Aehavioral Health in the state contract with Community Mental Health Centers. The parties of this agrezment shall abide by the terms
of this agreement-to achieve the fellowing goals and ebjectives:

(BLIGATIONS OF THE PARTIES.
Riech Tree Communities. Ine., shall perfarm the following obligations:

The process for evaluation will be established between each CMHC and TC provides, specifying the medium ol exchange, the form af
natification of unsuitability, and individuals ta be notified, The response time ta antification of unsuitabifity by a provider shall be no later
than farty-gight hours. If the response time is Janger then the provider may begin billing at 1.5 timses the billing rate after the forty-gight-

hour period.

Sauth Arkansas Regional Healthcare System shall perform the following obligations:

Pre-Tiering Requirements

Prior to the acceptance of 8 member by a licensed Therapeutic Communities provider ("provider” or “TT Provider”) the member must
e appropriately tiered as zither Level 1 or Level 2 ("TC 1" and “TC 2} as defined in the Arkansas Department of Human Services
Therapeutic Communities Certification Manual or the equivalent of a TG | or TC Z member as putlined by any of the Arkansas Pravider-

Led Shared Savings Entities ("PASSEs").

s rgfa_r_re_d_mem_hgf_h_a_é _nut_beer_t'tigrfpd. then providers have the option to deny admission inte & TC1er TC 2 progrars until the member

has bieen tiered. Alternatively. the referring Community Mental Health Center ("CMHC") may offer te reimburse the TG provider for-the
days et tiered until the date of tier at the rate determined by the DHS or PASSE billing manuals fur the appeapriate level of care. This
agreement shall be in writing. The TC provider has the right ta deny this request.

Eyvaluztion Term

A provider is granted an evaluation term of thirty days in which the provider may determine whether a member is an appropriste fit for
the Therapeutic Communities {“TC") pragram. A provider also has the right ta deny acceptance of @ member. tiered or non-tiered,
without a thirty-day evaluation. If a member has been accepted by a TC program and deemed unsuitable then the referring EMHC must




SOV K IS0 S ﬁe&ﬂGN&IHea Ut Certier, Ine. ¢ DID INes 1 v oz

ﬁ*«‘f‘fad‘tm%"_
Z.\Pﬂ

re-admit the member or make plans ta admit the member to a new program no [ater than seven calendar days after the thirty-day
evaluatioa term ends.

The 1C pravider shall be reimbursed for each day during the evaluation term at the rate determingd by the IHS or PASSE billing manuals
for the appropriate level of care. [f a member is still in the care of a TC pragram after the thirty-day evaluation perind and the member
has been deemed unsuitable then the TC provider may bill at 1.5 times the billing rate sa long as the member remains under the provider's

Care.

Medicaid Hligibility Status

ATC provider may deny a referral of a member that has ne Medicaid, Medicare or private health insurance coverage. ATC provider alsa
has the uption to deny a member if the member is in the Medicaid Spend Down program. Alternatively. if the provider accepts & Spend.
Bowa member then the CMHE rust reimburse the TC provider for services performed by the TC provider that must be delivered to
activate Medicaid for that member.

These “uncavered services” required to activate Medicaid are recurring and vary based o the member's income. Once the smount of
uncavered services meets the Medicaid thresheld that activates coverage: that member will have 2 window of active Medicaid coverage
for three months. After this pariod then the coverage expires. and the member must again meet the theeshold to sctivate Medicaid
coverage. As long as the member is under the provider's care and is not referred back to a GHRE then the provider will cantinue to be
reimbursed fer uncovered services by the EMHL.

CONFIDENTIALITY. Subject to seb-clause (2) below, each party shall treat as strictly conficential alt information received or obtained
as a result of entering intn or perfarming this Agreement.

Each party may discluse infarmation which would otherwise be confidential if and to the extent:

(i} required by the law of any relevant jurisdiction:
(i) the information has ceme into the public damain through no fault of the party: or
{iii) the other party has given prior written approval to the disclosure, provided that any such infarmation disclosed shall

be disclosed only after consultation with and notice te the other party.

() has Hill povier. authority, and legal right to execute and perform this Agresment: - - x :
(b} has taken all necessary legal and corperate action te authorize the evecution and performance of this Agreement.
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MEMORANDUM OF AGREEMERT SUMMARIZATICN.
Furthermore, the parties to this Agreement have muteally acknawledged and agreed fo the following:

e The parties ta this Agreement shall work tgether in a cooperative and coordinated effort. and in such in manver and
fashinn to bring about the achievement and fulfilment of the goals and nbjectives of this partnership.

o |tisrotthe intent of this Agreement ta restrict the parties to this agreement from their involvement or participation with
any other public or private individuals, agencies or arganizatians.

o The parties to this Agreement shall mutually contribute and take part in any and all phases of the plarning and development
of this partnership, to the fullest extent possible.

o ltis the intent or purpose of this Agreement ta create any rights. benefits and/or frust respongihilities by or between the
parties.

o The Agreement shall in no way hold ar obligate either party to supply or transfer funds to maintaie and/or sustain the
partrership

o Should there be any need or cause for the reimbursement or the conteibution of any funds o or in supgort of the
partnership, it shall then be controlled in accordance with Arkansas governing laws, regulations and/or peocedures.

e Inthe event that contributed funds should become necessary, any such endeavar shall be outlined in @ separate and
mutually 2greed spon written agreement by the parties or representatives of the parties in accordance with current
qoverning laws and regulations, and in no way does this Agreement provide such right or authority.

o  The Parties to this Agreement have the right to individually or jointly terminate their participation in this Agreement
provided that advanced written notice is delivered to the other pardy.

o Lpon the signing of this Agreement by both parties. this Agreement shall be in full force and eifect.

AUTHORIZATIOIN AND EXEELTION.

The signing of this Memorandumn of Agreement does not constitutes 8 formal undertaking, and as such it simply intends that the
signataries shall strive to reach, to the best of their abilities. the goals and objectives stated in this MOUL.

This agreement shall be signed by Birch Tree Communities, Inc. and South Arkanses Regional Healthecare System, Inc. and shall be
effective as of the date first written above.

il Lt
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irst Party ire

Birgh Tree Communities, nc,
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South Arkansas Regional Healthcare System. Inc.
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Memorandum of Agreement Between
Mid South Health Systems, Inc. and
South Arkansas Regional Health Center, Inc.

WHEREAS, Mid-South Health Systems, Inc.(MSHS) is a non-profit community mental
health center serving persons with mental illness in Northeast Arkansas; and

WHEREAS, South Arkansas Regional Health Center, Inc. (Provider) is also a non-profit
community mental health center serving persons with mental illness in South Arkansas;

and

WHEREAS, both entities have similar interests in meeting the needs of Arkansas’
citizens and wish to be able to utilize resources of each other;

NOW THEREFORE, both MSHS and Provider agree to the following:

1. Each party is familiar with the services offered by the other party and shall
exchange specific contact information in order for each party to make referrals to
the other party. '

2. Provider shall, where appropriate, refer individuals to MSHS as needed for the

service of Therapeutic Communities, Level 1 and Level 2.

This agreement does not create any on-going obligation, financial or otherwise, to

the other party but merely creates a relationship for purposes of referrals.

[ %]

AGREED, thisthe | {#h  day of March, 2019.

’*3“:/!‘?

Mid South Health Systems

Dat
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Memorandum of Agreement Between Mﬂkerf\' S

South Arkansas Regional Health Center and
Quachita Behavioral Health and Wellness

WHEREAS, South Arkansas Regional Health Center, (SARHC) is a non-profit
community mental health center serving persons with mental illness in South Arkansas;

and

WHEREAS, Ouachita Behavioral Health and Wellness (OBHAW) is also a non-profit
community mental health center serving persons with mental illness in Ceniral Arkansas;

and

WHEREAS, both entities have similar interests in meeting the needs of Arkansas'
citizens and wish to be able to utilize resources of each other;

NOW THEREFORE, both SARHC and OBHAW agree to the following:

|. Each party is familiar with the services offered by the other party and shall
exchange specific contact information in order for each party to make refemals to
the other party.

SARHC shall. where appropriate, refer individuals to OBHAW as needed for the
service of Partial Hospitalization,

FR]

This agreement does not create any on-going obligation, financial or othe;wme to
the other party but merely creates a relationship for purposes of referrals.

L2

AGREED. this the 8th day of March, 2019.

\“éz/ww-ﬂ-@ )OCQ_JL.CL/ 2/@/61‘

ch]b Pierce, LCSW CEO Date’
South Arkansas Regional Health Center

AL 4@@ Pros Y
Robeﬂ Gexshon Ph.D., C EO Date
Quachita Behavioral Health and Wellness




South Arkansas Regional Health Center, Inc. Bid No. 710-19-1024

Attachment T
Acute Crisis Unit Contract
Service and Affiliation Agreement
This contractual agreement is made and entered into this day of ,20
by and between (hereinafter referred to as “Contractor™) and

(hereinafter referred to as “Provider.”)

WHEREAS, South Arkansas Regional Health Center is a non-profit community mental
health center and is desirous of contracting with the Provider to provide crisis
stabilization services to adult residents of its catchment area who are in need of sub-acute
stabilization treatment for mental illness and have been evaluated by Single Point of Area
(SPOE) assessment, and

WHEREAS, the Provider has Crisis Unit facilities and staff which can provide such
services in a safe, sub-acute crisis unit to referred patients and has agreed to accept
appropriate referrals for crisis care.

NOW, THEREFORE, it is hereby mutually agreed by and between the parties of this
Service and Affiliation Agreement as follows:

1. Term: The initial term of this Service and Affiliation Agreement shall be for a
period of one year and may be automatically renewed each year unless indicated
otherwise in writing at anytime by either party with a 30 day notice.

2. Services: Provider agrees to provide all inclusive services, including sub-acute
crisis stabilization, psychiatry, laboratory, and pharmacy to mutually agreed upon
patients who are initially referred by the Contractor, in a manner that is consistent
with the communities’ prevailing psychiatric practice as space is available on a
first come, first served basis. Daily all inclusive services cost is $350.00.

3. Medically stable: All patients referred by Contractor from a medical facility must

be determined medically stable by physician before they are accepted for

“treatmeént by the Provider. All patierits routinely receive a physical and psychiatric

evaluation upon admission to the Provider; however, it is understood that Provider
is contracting for the provision of mental health services only and not for the
treatment of non-psychiatric disorders on its psychiatric unit. Therefore, Provider
will accept only patients with minor medical problems (or no medical problems)
for treatment at its crisis unit. Provider retains the freedom to request medical
clearance in cases in which the patient’s medical condition may be compromised.

4. Continuity of services: The Provider and Contractor agree to expend all
necessary efforts to promote continuity of services. The Contractor will have a

pg. 1




South Arkansas Regional Health Center, Inc. Bid No. 710-19-1024

Attachment T

designated staff person who will have regular telephonic contact and/or meetings
with a designated Provider staff in order to evaluate the status of referred patients
and to facilitate discharge planning. The Provider agrees to initiate all discharge
planning activities for Contractor referred patients with Contractor personnel. The
Provider will provide Contractor with patients’ discharge summaries including
current medications within 48 hours of discharge. Follow up appointments must
be set prior to discharge with the Contractor.

Medical records: Appropriate patient records (subject to state and federal laws in
compliance with HIPAA) will be readily transferable between parties when a
patient is referred or admitted to the other party. The referring party previously
responsible for the care of the patient will also be readily available to provide
consultation and other assistance to the staff of the receiving party and vice versa.

Licensing: Provider’s program services shall be licensed by the Arkansas
Department of Health Division of Facilities Services and Arkansas Division of
Provider Services and Quality Assurance, which shall meet the State’s regulations
for program structure and facility design.

Indigent contract services: The Provider agrees to provide sub-acute Crisis Unit
stabilization treatment for indigent patients (as designated by the Division of
Mental Health Services in Arkansas for the uninsured: below 200% of the
designated poverty level) referred by the Contractor. (It is understood that
“Indigents” with probability of needing extensive inpatient treatment beyond
acute stabilization will/may not be appropriate for referral to Provider but will
either be directed where longer term care is provided or will be expected to
transfer from Provider to another appropriate facility when/as appropriate.)
Provider and Contractor shall work cooperatively in initiating application for
SSI/SSD or Medicaid Spenddown whenever possible. Any subsequent
reimbursements by Medicaid or other third party sources may be used by the
Provider to offset any unpaid days.

Utilization review: Provider shall work cooperatively with Contractor in the
management of Contractor’s indigent patient days. In the event the Contractor’s
representative determines the patient no longer meets criteria for stabilization, the
Contractor shall either provide appropriate disposition to ‘another treatment

facility or outpatient setting. The mutual objéctive will be for minimtith necessary

10.

pg. 2

length of stay and authorization may be applied as indicated.

Involuntary commitments: Provider agrees to provide follow up as the law
permits/directs for involuntarily committed patients (or as courts direct or permit)
in accordance with Arkansas Acts 861, 10, and 911 for follow up in appropriate
court system under Sections 5, 9, and 10 of Act 861 if the situation is warranted.

Relationship of parties: The relationship of Provider to Contractor shall be that
of an independent contractor.
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Attachment T

Program rules: The Contractor’s staff and attending physicians agree to abide by
the policies and procedures of Provider and vice versa.

Modifications: Any modification or changes to this agreement must be made in
writing and approved by the parties.

Termination: Provider or Contractor may terminate this agreement with thirty
(30) days written notice to the other party with or without cause.

Medication: In addition to inpatient psychiatric unit services, medication access
plans will be attempted by Provider for all patients. Provider will provide
assistance and planning where able via MD/pharmaceutical company programs
and in cooperation with Contractor as indicated. Provider cannot be responsible
for medication costs post discharge beyond a minimum necessary transition
planning time and will require cooperation from Contractor for continued needed
medication access planning.

Standards of conduct: Contractor recognizes that it is essential to the core values
of Provider that Provider at all times conduct itself in compliance with the highest
standards of business ethics and integrity and applicable legal requirements.
Contractor acknowledges and hereby agrees that so long as this Agreement
remains in effect, Provider shall act in a manner consistent with, and shall at times
abide by, such standards of conduct.

Other regulations: Provider and Contractor agree to abide by all relevant and
applicable state and federal laws and regulations regarding the treatment and
communications related to mutual patients.

IN WITNESS WHEREOF, this Service and Affiliation Agreement has been executed
as of the date and year written above.

CONTRACTOR

By:

_Title:

Date:

PROVIDER

By:

Title:

Date:

pE.- 3




State of Arkansas
DEPARTMENT OF HUMAN SERVICES
700 South Main Street
P.O. Box 1437 / Slot W345
Little Rock, AR 72203
501-320-6511

ADDENDUM 1

DATE: February 25, 2019
SUBJECT: 710-19-1024 Crisis and Forensic Mental Health Services

The following change(s) to the above referenced Invitation for Bid for DHS has been made as designated below:

Change of specification(s)
Additional specification(s)
Change of bid opening date and time
Cancellation of bid
X____Other — Removing the following language from section 2.3.2 C, page 28, of the RFQ.

* information provided on forensic services is under review and may he subject to revision for future
posting.

BID OPENING DATE AND TIME

Bid opening date and time will not be changed.

BIDS WILL BE ACCEPTED UNTIL THE TIME AND DATE SPECIFIED. THE BID ENVELOPE MUST
BE SEALED AND SHOULD BE PROPERLY MARKED WITH THE BID NUMBER, DATE AND HOUR
OF BID OPENING AND BIDDER'S RETURN ADDRESS. IT IS NOT NECESSARY TO RETURN "NO
BIDS" TO THE DEPARTMENT OF HUMAN SERVICES.

If you have questions, please contact the buyer at nawania.williams@dhs.arkansas.gov or 501-320-6511

e D, pco_/lce __2[&(zo09

Vendot Signature Date

Company




