MEMORANDUM OF UNDERSTANDING BETWEEN COUNTY/CITY DEPARTMENT OF PUBLIC HEALTH AND ________ COMMUNITY HEALTH CENTER


_____________ DEPARTMENT OF PUBLIC HEALTH 
MEMORANDUM OF UNDERSTANDING
BETWEEN
COUNTY/CITY OF _________ DEPARTMENT OF PUBLIC HEALTH AND
_________________ COMMUNITY HEALTH CENTER
PREFACE
This Memorandum of Understanding ("MOU") is entered into this ___day of 20__, by and between the STATE/COUNTY/CITY Department of Public Health (hereafter referred to as "DPH") and __________ Community Health Center (hereafter referred to as "CHC") for the purpose of collaborating in tuberculosis (TB) prevention and control measures. The primary contact for the purpose of this MOU will be the [Area Health Officer, TB controller, TB Program Manager] for the respective jurisdiction
BACKGROUND: 

There is a continuing outbreak investigation of TB within the homeless community concentrated in the ___________ Metro area. In the past, as part of the efforts to contain transmission of TB among the homeless, local shelters and rehabilitation residential programs have cooperated with DPH on recommendations to screen residential clients for TB. With the determination of continued transmission for the current outbreak, DPH now recommends that ALL homeless clients in [City/County] be screened annually for TB disease. To facilitate this screening and to assist DPH in examining symptomatic homeless clients and their contacts, clinic providers servicing this population are needed to conduct screening for TB.

I. TERM OF MOU

This MOU will be effective upon the date written above and shall continue through [Month, DATE, Year], and will automatically renew annually for three (3) additional years without further action. This MOU shall terminate on [Month, DATE, Year], or sooner if it is terminated according to Section II, "Termination".

II. TERMINATION

Either party of this MOU may cancel or terminate this MOU at any time, with or without cause, upon giving at least thirty (30) calendar days advance written notice to the other party. Any written notice of termination shall state the date that termination shall become effective.

Further, DPH may also suspend the performance of its obligations under this MOU, in whole or in part, upon giving of at least ten (10) calendar days written notice to the other party. Both parties agree to meet in good faith to cooperate in addressing any necessary changes in the provisions of the MOU.

III. DESCRIPTION OF SERVICES

CHC Responsibilities

CHC shall perform all of the following duties as part of its obligation under this MOU with DPH:

Screening and Referral:

· Provide DPH a point of contact for this MOU.
· Provide IGRA (interferon gamma release assays) testing for tuberculosis to clients who present to clinic and identify themselves as being homeless.
· Provide testing for tuberculosis in any shelter that CHC provides medical outreach.
· Testing for tuberculosis shall include:
· A test for tuberculosis infection recommended by the federal Centers for Disease Control and Prevention, and licensed by the federal Food and Drug Administration;
· Provision of a chest X-ray following any positive TB test result or for any person who has a previously documented positive tuberculosis test result and no documented treatment for tuberculosis infection or disease. CHC can refer clients to DPH for chest X-ray.
· Offer HIV testing and screen for risk factors at the time of the TB screening.
· Make a good faith effort to provide TB and HIV test results to any individual tested.
· Provide appropriate follow-up for anyone with a positive test for TB or HIV infection, either at its facility or through referral to DPH or to DPH community HIV resources.
· Promptly refer any patients with signs or symptoms of TB to DPH health center for full evaluation, including sputum collection as per DPH shelter screening guidelines.
· Refer clients who are without funding (insurance) to DPH for TB screening.
· Provide screening results to DPH for use in a clearance registry for homeless shelter operators as consented by the patient or allowed by law.
Treatment for LTBI:

· Evaluate and provide treatment for latent TB infection (LTBI), if appropriate.
· Refer clients who are without funding (insurance) to DPH for treatment of LTBI.
· Implement, where feasible, a protocol in consultation with DPH TB Control Program (TBCP), which involves delivery of directly observed therapy (DOT) unless contraindicated for certain clients with LTBI receiving the once weekly regimen of isoniazid and rifapentine (INH-RPT) for 12 weeks. CHC can refer clients to DPH for TB treatment and LTBI treatment if unable to provide this treatment.

· Document adherence and completion of treatment in patients for whom DOT has been initiated using TBCP INH-RPT regimen monitoring forms (if applicable).
Provider and Shelter Operator Training:

· Provide DPH shelter screening guidelines to its associated shelter providers.
· Participate in at least one DPH TBCP training session annually and meet quarterly with DPH TBCP to review screening results.
· Integrate TB training and shelter guidelines into staff trainings.
DPH Responsibilities

DPH shall perform all of the following duties as part of its obligation under this MOU with CCCHC:

· The Area Health Officer for the respective jurisdiction shall be the point of contact for this MOU.
· Provide recommendations for TB testing/reporting and HIV testing/reporting.
· Name a liaison to coordinate referrals for clients needing a medical evaluation at DPH health centers.
· Provide support for and assistance with implementation of TB and HIV testing should there be no other source for procurement and reimbursement of TB or HIV testing available. If necessary, support for testing would be made available through DPH Public Health Laboratory.
· Provide chest radiographs, as well as consultation on LTBI treatment
· Conduct contact investigations surrounding cases of infectious TB; these investigations may take place on-site in shelters or at DPH health centers.
· Screening and treatment will be provided at CHS' Public Health Centers for clients referred by CHC who are without funding (insurance).
· DPH will not be providing other pharmacy supplies such as needles, syringes or PPD solution to CHC for their outreach activities covered under this MOU.
· Provide trainings for community clinic providers regarding the INH-RPT LTBI treatment regimen including delivery as DOT.
· Review medical chart monthly as necessary and collect monitoring forms 16 weeks after DOT (INH-RPT) LTBI treatment initiation and review quarterly treatment and testing results.

IV. AMENDMENTS
This MOU may be modified or amended by mutual agreement and such modification shall be in writing and effective upon the execution of a written amendment to this MOU by each of the parties hereto.

V. FEES AND BILLING
No reimbursement or compensation will be made by any party to the other for responsibilities described herein.

The provider clinic may not bill any third party payer for any supplies or services provided by DPH.

VI. CONFIDENTIALITY
Both parties agree that they (employees and all volunteers) shall be bound by and shall abide by all applicable federal and State statutes or regulations pertaining the confidentiality of client records and information.  The parties shall not use or disclose any information about a recipient of the services provided under this agreement for any purpose not connected with the parties' MOU responsibilities, except with the written consent of such recipient, recipient's attorney, or recipient's parent or guardian, or as required by law. Note that the HIPAA Privacy Rule expressly permits disclosures without individual authorization to public health authorities authorized by law to collect or receive the information for the purpose of preventing or controlling disease, injury, or disability, including but not limited to public health surveillance, investigation, and intervention.

VII. DESIGNATION OF RESPONSIBLE PARTIES
The following persons, identified by position and title, have been designated as the responsible parties for all communications, including required notices, related to this MOU:
CITY/County Department of Public Health 
Name, Degrees
Title)

Address
City/State/Zip coder
Phone:
Fax: 

E-mail address: 
Community Health Center
Name, Degrees
Title)

Address

City/State/Zip coder
Phone:
Fax: 

E-mail address: 
Entities may change their designated responsible party at any time with fifteen (15) calendar days prior written notice.

VIII. CONCLUSION

The undersigned hereby represent and acknowledge that they are duly authorized to execute this MOU on behalf of the entity for which they sign and are in agreement with all terms and condition and hereby the MOU is being executed by the following parties:

COUNTY OF LOS ANGELES DEPARTMENT OF PUBLIC HEALTH

By: ___________________________

Title: __________________________

Date: _________

By: ___________________________

Title: __________________________


Date: _________
COMMUNITY HEALTH CENTER

By: ___________________________

Title: __________________________


Date: _________

By: ___________________________

Title: __________________________


Date: _________
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