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Contract Agreement - Prescott-Joseph Center for Community Enhancement, Inc. 
(contractor) - 968/Health Services Department (site/ department) 

Approval of a Contract Agreement between Oakland Unified School District and 
Prescott-Joseph Center for Community Enhancement, Inc. Services to be primarily 
provided to Health Services Department for the period of September 1, 2015 
through June 30, 2016. 

The Prescott-Joseph Center for Community Enhancement, Inc. (PJCCE) operates a 
school-based mobile asthma treatment program referred to as the "Mobile Clinic" . 
They will work in conjunction with the Health Services Department to perform 
history and physical examinations, peak flow measurements, limited skin testing, 
spirometry, pharmacological therapy, annual flu vaccines, patient/parent 
education regarding environmental control measures, asthma management and 
treatment plans. They will also provide referrals for any additional treatment 
plans and medication forms. 

Approval by the Board of Education of a Contract Agreement between the District 
and Prescott-Joseph Center for Community Enhancement, Inc. , Oakland, CA, for 
the latter to provide a school-based mobile asthma treatment program for 
students with asthma for up to twenty sites to be selected in conjunction with the 
Health Services Department, for the period of September 1, 2015 through June 30, 
2016, at no cost to the District. 

Approval of a Contract Agreement between Oakland Unified School District and 
Prescott-Joseph Center for Community Enhancement, Inc. Services to be primarily 
provided to 968/ Health Services Department for the period of September 1, 2015 
through June 30, 2016. 

Funding resource name {please spell out) : No Fiscal Impact 

• Contract Agreement 
• Business Associate Agreement 
• Certificate of Insurance 
• Patient's Authorization for Release of Medical Information 
• Permission Form for Parents/Guardians 



Oakland Unified School District Breathmobile Contract 

THIS CONTRACT is entered into in the State of California by and between Prescott-Joseph Center for Community 
Enhancement, Inc, hereinafter called PJCCE, and 

Name 

Oakland Unified School District Hereinafter called District 
Address 

Health SeNices Unit 

746 Grand Ave, Oakland, CA 94610 
Telephone Federal ID No. or Social Security No. 

510-273-1510 

IT IS HEREBY AGREED AS FOLLOWS: 
(Use space below and additional bond sheets. Set forth service to be rendered, amount to be paid, manner of payment, time for performance or completion, 
determination of satisfactory performance and cause for termination, other terms and conditions, and attach plans, specifications, and addenda, if any.) 

This agreement ("Agreement") is entered into by and among Prescott-Joseph Center for Community Enhancement, Inc, 
hereinafter referred to as "PJCCE", and Oakland Unified School District, hereinafter referred to as "District" . 

WITNESS ETH 

WHEREAS, PJCCE, operates a school-based mobile asthma treatment program, hereinafter referred to as "Mobile Clinic"; 

WHEREAS, the District desires that PJCCE operate the Mobile Clinic on District property as set forth herein below; 

NOW, THEREFORE, the parties hereto enter into this Agreement as a full statement of their respective responsibilities during 
the term of th is Agreement, and in consideration of the representations made above and the covenants and conditions set 
forth herein , the parties agree as follows: 

I. General Information: 

1. The delivery of seNices by PJCCE will be on the premises of up to twenty-two (22) selected school sites, on days 
and at times as mutually agreed upon by both parties. 

II. Obligations of PJCCE: 

1. Be solely responsible for staffing and providing seNices under this Agreement. PJCCE certifies that staff and/or 
trainees providing the seNices are adequately trained and prepared according to prevailing professional 
standards for providing such seNices. 

2. Provide adequate supeNision of the professional staff and/or trainees. 

3. Certify that PJCCE staff will follow legal guidelines on reporting child abuse. 

4. Certify that all personnel in contact with children shall provide evidence of freedom from tuberculosis upon 
request of the District and that personnel meet District criminal conviction standards. 

5. Be responsible for the cost, care and maintenance of the Mobile Clinic. 

6. Be responsible for the seNices described herein with parent/guardian written approval. SeNices shall include: 

a. History and physical examination 
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b. Limited skin testing 

c. Spirometry 

d. Pharmacologic therapy 

e. Annual flu vaccines and other vaccines as indicated 

f. Patient/parent education regarding environmental control measures, asthma management and treatment 
plans. 

g. Referrals for additional care where indicated. If the services required cannot be performed at the designated 
location or by staff present, PJCCE will make its best efforts for referrals as may be appropriate to the 
patient's needs. 

h. Provide asthma treatment plans, asthma action plans and medication forms to OUSD Asthma Nurse and 
student's primary care provider 

7. Should services by PJCCE include any form of medical services, including diagnostic services, treatment or 
counseling , PJCCE shall obtain written parent consent prior to providing service(s) to a minor. Parents or 
Guardian will be present for all medical appointments. 

Ill. Obligations of the District: 

1. Provide the Mobile Clinic medical team with any necessary utilities, including electrical hookups, as required for 
the Mobile Clinic. 

2. Health Services Unit shall: 

a. Facilitate the education of OUSD faculty, staff and parents about the asthma mobile clinic and how to make 
referrals to the mobile asthma clinic 

b. Collaborate with the asthma mobile clinic. 

c. Assist in developing a plan to identify students with asthma who would benefit from the asthma mobile clinic 
services 

d. Assist in the scheduling of clinic dates with school site principals and assist in scheduling students and 
parents for clinic visits. 

e. Assist the school sites to understand the asthma status of students seen in the asthma mobile clinic utilizing 
individual treatment plans or asthma action plans. 

f. Communicate with the asthma mobile clinic team regarding the asthma status of students seen in the asthma 
mobile clinic as allowed by HIPPA and FIRPA. 

IV. Billing : 

Services will be provided at no cost to the District or to the students served . PJCCE shall bill Medi-Cal and other 
third-party payers for eligible services. 

V. Insurance: 
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PJCCE and District are self-insured entities for purposes of Professional Liability, General Liability, Automobile 
Liability and Workers' Compensation and warrant that through their respective programs of self-insurance, they have 
adequate coverage or resources to protect against liabilities arising out of the performance of the terms, conditions or 
obligations of this agreement. 

VI. Indemnification: 

PJCCE agrees to indemnify, defend (with counsel approved by DISTRICT) and hold harmless the DISTRICT its 
School Board, State Trustee, officers, employees, agents and volunteers from any and all claims, actions, losses, 
damages, and/or liability resulting from the PJCCE'S negligent acts or omissions which arise from the PJCCE'S 
performance of its obligations under th is Agreement. 

DISTRICT agrees to indemnify, defend (with counsel approved by PJCCE) and hold harmless PJCCE and its officers, 
employees, agents and volunteers from any and all claims, actions, losses, damages and/or liability which arise from 
DISTRICT's negligent acts or omissions arising out if its obligations under this Agreement. 

In the event PJCCE and/or the DISTRICT is found to be comparatively at fault for any claim, action, loss or damage 
which results from their respective obligations under the Agreement, the PJCCE and/or DISTRICT shall indemnify the 
other to the extent of its comparative fault. 

VI I. Status of Parties: 

1. The parties hereby expressly understand and agree that this Agreement is not intended and shall not be construed to 
create a relationship of agent, servant, employee, partnership, joint venture, or association between District and 
PJCCE but is rather an Agreement by and between independent contractors. 

2. The parties hereby expressly understand and agree that their employees, agents, and independent contractors are 
not the employees or agents of the other party for any purpose, including, but not limited to, compensation for 
services, employee welfare and pension benefits, other fringe benefits of employment, or workers' compensation 
insurance. 

VIII. Assignment: 

Neither party hereto shall assign its rights or obligations pursuant to this Agreement without the express written 
consent of the other party. 

IX. Modification : 

No modification , amendment, supplement to or waiver of any provision of this Agreement shall be binding upon the 
parties unless made in writing and duly signed by all parties. 

X. Rules of Construction: 

The language in all parts of this Agreement shall in all cases be construed as a whole, according to its fair meaning, 
and not strictly for or against either the PJCCE or the District. Section headings in this Agreement are for 
convenience only and are not to be construed as a part of this Agreement or in any way limiting or amplifying the 
provisions hereof. All pronouns and any variations thereof shall be deemed to refer to the masculine, feminine, 
neuter, singular or plural , as the identifications of the person or persons, firm or firms, corporation or corporations may 
require. 

XI. Governing Law: 
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This Agreement is made and entered into in the State of California, and shall in all respects be interpreted , enforced 
and governed by and under the laws of the State of California. 

XII. Counterparts: 

This Agreement may be executed in counterparts, and all such counterparts together shall constitute the entire 
Agreement of the parties hereto. 

XIII. Severability: 

The provisions of this Agreement are specifically made severable. If any clause, prov1s1on , right and/or remedy 
provided herein is unenforceable or inoperative, the remainder of this Agreement shall be enforced as if such clause, 
provision , right and/or remedy were not contained herein. 

XIV. Alternative Dispute Resolution: 

In the event the District determines that service is unsatisfactory, or in the event of any other dispute, claim , question 
or disagreement arising from or relating to this Agreement or breach thereof, the parties hereto shall use their best 
efforts to settle the dispute, claim , question or disagreement. To this effect, they shall consult and negotiate with each 
other in good faith and , recognizing their mutual interests, attempt to reach a just and equitable solution satisfactory to 
both parties. 

Notwithstanding the above, nothing herein shall preclude either party from pursing its legal remedies at law in the 
event a mutually satisfactory solution is not reached. 

XV. Term and Termination: 

1. This agreement shall be effective commencing on the execution of this agreement by both parties and terminating 
June 30, 2016 at which time the agreement shall automatically renew for successive one year terms thereafter. 
However, this agreement may be terminated , with or without cause, by either party after giving the other party 
sixty (60) days advance written notice of its intention to terminate. The Director of the Medical Center is 
authorized to initiate termination on behalf of PJCCE. 

2. Any written notice given under th is Section XV shall be sent, postage prepaid, by certified mail, return receipt 
requested , to the following person(s) , as the case may be: 

Prescott-Joseph Center for Community Enhancement, INC 
920 Peralta Street 
Oakland, CA 94607 
Attention : Washington Burns M.D. 

Oakland Unified School District 
Health Services 
746 Grand Ave 
Oakland, CA 94610 
Attention : Barbara Parker, Coordinator, Health Services/ Section 504 
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XVI. Health Insurance Portability and Accountability Act (HIPAA) 

Pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA), regulations have been 
promulgated governing the privacy and security of individually identifiable health information (IIHI) otherwise defined 
as Protected Health Information (PHI) or electronic Protected Health Information (ePHI) . The HIPAA Privacy and 
Security Regulations specify requirements with respect to contracts between an entity covered under the HIPAA 
Privacy and Security Regulations and its Business Associates. A Business Associate is defined as a party that 
performs certain services on behalf of, or provides certain services for, a Covered Entity and, in conjunction therewith , 
gains access to IIHI , or PHI or ePHI. Therefore, in accordance with the HIPAA Privacy and Security Regulations, 
District shall comply with the terms and conditions as set forth in the attached Business Associate Agreement, hereby 
incorporated by this reference as Appendix I. 

XVII. Entire Agreement: 

This Agreement contains the final , complete and exclusive Agreement between the parties hereto. Any prior 
Agreement promises, negotiations or representations relating to the subject matter of this Agreement not expressly 
set forth herein are of no force or effect. This Agreement is executed without reliance upon any promise, warranty or 
representation by any party or any representative of any party other than those expressly contained herein. Each 
party has carefully read this Agreement and signs the same of its own free wil l. 

XVIII . Authorization : 

The undersigned individuals represent that they are fully authorized to execu 

IN WITNESS whereof, this Agreement has been executed by the parties hereto as of thEN:laVratil0..1/ear first written above. 

~ James Harris fEf;.r 
I President, Board of Education 
Prescott-Joseph Center for Community 
Enhancement, Inc. 

By: 
Director 

Dated: 7 /'klr r -----=-,- ~,-'----------~ ~~ar+ '~ilsnn An an Wjlson 

Approved as to Legal Form 

County Counsel 

Date -------------
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Secretary, oara of Education 
Title : _________________ _ 

Superintendent 

Dated : 

Address: 1000 Broadway, 61
h floor 

Oakland , CA 94607 

Reviewed by Contract Compliance Presented to BOS for Signature 

Department Head 

Date ------------- Date-------------

OUSD or the District verifies that 
the Contractor does not appear on 
the Excluded Parties List at Page 5 of 5 

https://www.sam.gov/ 



APPENDIX I 

BUSINESS ASSOCIATE AGREEMENT 

Except as otherwise provided in this Agreement, DISTRICT, hereinafter referred to as BUSINESS ASSOCIATE, may use 
or disclose Protected Health Information to perform functions, activities or services for or on behalf of PJCCE, hereinafter 
referred to as the COVERED ENTITY, as specified in this Agreement and in the attached Contract, provided such use or 
disclosure does not violate the Health Insurance Portability and Accountability Act (HIPAA), 42 U.S.C. 1320d et seq ., and 
its implementing regulations, including but not limited to, 45 Code of Regulations Parts 160, 162, and 164, hereinafter 
referred to as the Privacy and Security Rules. 

I. Obligations and Activities of Business Associate. 
a. Business Associate shall not use or further disclose Protected Health Information other than as permitted or 

required by this Agreement or as Required By Law. Business Associate shall disclose to its employees, 
subcontractors, agents, or other third parties, and request from Covered Entity, only the minimum Protected 
Health Information necessary to perform or fulfill a specific function required or permitted hereunder. 

b. Business Associate shall implement administrative, physical , and technical safeguards to: 
1. Prevent use or disclosure of the Protected Health Information other than as provided for by this Agreement. 
2. Reasonably and appropriately protect the confidentiality, integrity, and availabil ity of the electronic Protected 

Health Information that it creates, receives, maintains, or transmits on behalf of the Covered Entity. 

c. Business Associate shall mitigate, to the extent practicable, any harmful effect that is known to Business 
Associate of a use or disclosure of Protected Health Information by Business Associate in violation of the 
requirements of this Agreement. 

d. Business Associate shall report to Covered Entity any use or disclosure of the Protected Health Information not 
provided for by this Agreement and/or any security incident with respect to electronic Protected Health Information 
of which it becomes aware. 

e. Business Associate shall ensure that any agent, including a subcontractor, to whom it provides Protected Health 
Information received from, or created or received by Business Associate on behalf of Covered Entity, shall comply 
with the same restrictions and conditions that apply through this Agreement to Business Associate with respect to 
such information. 

f. Business Associate shall provide access to Protected Health Information in a Designated Record Set to Covered 
Entity or to an Individual, at the request or direction of Covered Entity and in the time and manner designated by 
the Covered Entity, in order to meet the requirements of 45 CFR 164.524. 

g. Business Associate shall make any amendment(s) to Protected Health Information in a Designated Record Set 
that the Covered Entity directs or agrees to pursuant to 45 CFR 164.526, in the time and manner designated by 
the Covered Entity. 

h. Business Associate shall make internal practices, books, and records, including policies and procedures and 
Protected Health Information, relating to the use and disclosure of Protected Health Information received from, or 
created or received by Business Associate on behalf of, Covered Entity available to the Covered Entity, and/or to 
the Secretary for the U.S. Department of Health and Human Services, in a time and manner designated by the 
Covered Entity or the Secretary, for purposes of the Secretary determining Covered Entity's compliance with the 
Privacy and Security Rules. 

i. Business Associate shall document such disclosures of Protected Health Information and information related to 
such disclosures as would be required for Covered Entity to respond to a request by an Individual for an 
accounting of disclosures of Protected Health Information in accordance with 45 CFR 164.528. 

j . Business Associate shall provide to Covered Entity or an Individual, in the time and manner designated by the 
Covered Entity, information collected in accordance with provision (i) , above, to permit Covered Entity to respond 
to a request by the Individual for an accounting of disclosures of Protected Health Information in accordance with 
45 CFR 164.528. 
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k. Upon termination of this Agreement, Business Associate shall return all Protected Health Information required to 
be retained and return or destroy all other Protected Health Information received from the Covered Entity, or 
created or received by the Business Associate or its subcontractors, employees or agents on behalf of the 
Covered Entity. In the event the Business Associate determines that returning the Protected Health Information is 
not feasible, the Business Associate shall provide the Covered Entity with written notification of the conditions that 
make return not feasible. Business Associate further agrees to extend any and all protections, limitations, and 
restrictions contained in this Agreement, to any Protected Health Information retained by Business Associate or 
its subcontractors, employees or agents after the termination of this Agreement, and to limit any further uses 
and/or disclosures to the purposes that make the return or destruction of the Protected Health Information 
infeasible. 

II. Specific Use and Disclosure Provisions. 
a. Except as otherwise limited in this Agreement, Business Associate may use Protected Health Information for the 

proper management and administration of the Business Associate or to carry out the legal responsibilities of the 
Business Associate. 

b. Except as otherwise limited in this Agreement, Business Associate may disclose Protected Health Information for 
the proper management and administration of the Business Associate, provided that disclosures are Required By 
Law, or Business Associate obtains reasonable assurances from the person to whom the information is disclosed 
that it will remain confidential and used or further disclosed only as Required By Law or for the purpose for which 
it was disclosed to the person, and the person notifies the Business Associate of any instances of which it is 
aware in which the confidentiality of the information has been breached . 

c. Except as otherwise limited in this Agreement, Business Associate may use Protected Health Information to 
provide Data Aggregation service to Covered Entity as permitted by 42 CFR 164.504(e)(2)(i)(B). 

d. Business Associate may use Protected Health Information to report violations of law to appropriate Federal and 
State authorities, consistent with 42 CFR 164.502U)(1 ). 

Ill. Obligations of Covered Entity. 
a. Covered Entity shall notify Business Associate of any limitation(s) in its notice of privacy practices of Covered 

Entity in accordance with 45 CFR 164.520, to the extent that such limitation may affect Business Associate's use 
or disclosure of Protected Health Information. 

b. Covered Entity shall notify Business Associate of any changes in, or revocation of, permission by Individual to use 
or disclose Protected Health Information, to the extent that such changes may affect Business Associate's use or 
disclosure of Protected Health Information. 

c. Covered Entity shall notify Business Associate of any restriction to the use or disclosure of Protected Health 
Information that Covered Entity has agreed to in accordance with 45 CFR 164.522, to the extent that such 
restriction may affect Business Associate's use or disclosure of Protected Health Information. 

IV. General Provisions. 
a. Remedies. Business Associate agrees that Covered Entity shall be entitled to seek immediate injunctive relief 

as well as to exercise all other rights and remed ies which Covered Entity may have at law or in equity in the 
event of an unauthorized use or disclosure of Protected Health Information by Business Associate or any agent 
or subcontractor of Business Associate that received Protected Health Information from Business Associate. 

b. Ownership. The Protected Health Information shall be and remain the property of the Covered Entity. Business 
Associate agrees that it acquires no title or rights to the Protected Health Information. 

c. Regulatory References. A reference in this Agreement to a section in the Privacy or Security Rule means the 
section as in effect or as amended . 

d. Amendment. The Parties agree to take such action as is necessary to amend this Agreement from time to time 
as is necessary for Covered Entity to comply with the requirements of the Privacy and Security Rules and the 
Health Insurance Portability and Accountability Act of 1996, Pub. L. No. 104-191. 

e . Interpretation. Any ambiguity in this Agreement shall be resolved to permit Covered Entity to comply with the 
Privacy and Security Rules. 

Page 2 of 2 



ACORD® CERTIFICATE OF LIABILITY INSURANCE I 
DATE (MM/DDNYYY) 

~ 5/5/2015 

THIS CERTIFICATE IS ISSUED AS A MATIER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS 
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEN D, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED 
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. 

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must be endorsed. If SUBROGATION IS WAIVED, subject to 
the terms and conditions of the policy, certain polic ies may require an endorsement. A statement on th is certificate does not confer rights to the 
certificate holder in lieu of such endorsement(s). 

PRODUCER ~2~i~cT Kym Ha yward 

BayRisk Insurance Brokers Inc . r.~~N.~- C-"· c510> 523-3435 I ;,ifc Nol: (510) 523 -1 632 

192 0 Minturn Street ~t'o~~ss: k ym@bay r i sk.com 

P . O . Box 567 INSURER(Sl AFFORDING COVERAGE NAIC # 

Alameda CA 9 4501 -9 667 INSURER A :Travelers Indemnitv Co of CT 25682 
INSURED INSURER B :Travelers P&C Ins Comoanv 
Pr escott-Joseph Center fo r Commun ity Enhancement INSURER C : 
920 Peralta Street INSURER D : 

INSURER E: 
Oakland CA 94607 INSURER F: 

COVERAGES CERTIFICATE NUMBER:15/16 REVISION NUMBER: 
THIS IS TO CERTI FY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAM ED ABOVE FOR THE POLICY PERIOD 
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, 
EXCLUSIONS AND CONDITIONS OF SUCH POLI CIES. LI MITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 

IN SR AD DL SUBR POLICY EFF POLICY EXP 
LTR TYPE OF INSURANCE ,~ e n I vv" n POLICY NUMBER IMM/DDNYYY\ IMM/DDNYYY\ LIMITS 

x COMMERCIAL GENERAL LIABILITY EACH OCCURRENCE $ 1 ,000 , 000 - ~ CLAIMS-MADE LJLl OCCUR 
DAMAGE TO RENTED 

A PREMISES fEa occurrence\ $ 100 , 000 

660-4 06X283A-TCT-15 4/14/2015 4/ 14/2016 MED EXP (Any one person) $ 5 , 000 -
PERSONAL & ADV INJURY - $ 1 , 000 , 000 

GEN'L AGGREGATE LIMIT APPLIES PER: GENERAL AGGREGATE $ 2, 000 , 00 0 Pl D PRO- D LOC PRODUCTS - COMP/OP AGG $ 2, 000,000 POLICY JECT 

OTHER: $ 

AUTOMOBILE LIABILITY COMBINED SINGLE LIMIT $ 1 , 0 0 0 , 000 fEa accident\ -
ANY AUTO BODILY INJURY (Per person) $ 

A - ALL OWNED - SCHEDULED 
AUTOS AUTOS 660-406X283A-TCT-15 4/14/2015 4/14/2016 BODIL y INJURY (Per accident) $ 

- - NON-OWNED PROPERTY DAMAGE x HIRED AUTOS x AUTOS (Per accident) $ 
- -

$ 

x UMBRELLA LIAB H OCCUR EACH OCCURRENCE $ 1 000 000 -

B EXCESS LIAB CLAIMS-MADE AGGREGATE $ 1 000 000 

OED I x I RETENTION $ 10 000 CUP3956T67915 4/14/2015 4/ 14 /2016 $ 
WORKERS COMPENSATION I PER I I OTH-
AND EMPLOYERS' LIABILITY STATUTE ER 

Y/ N 
ANY PROPRIETOR/PARTNER/EXECUTIVE 

D 
N/ A E.L. EACH ACCIDENT $ 

OFFICER/MEMBER EXCLUDED? 
(Mandatory in NH) E.L. DISEASE - EA EMPLOYEE $ 
If yes, describe under 
DESCRIPTION OF OPERATIONS below E.L. DISEASE - POLICY LIMIT $ 

A Socia l Ser v ices 660-406X283A-TCT-15 4/14/2015 4/ 14/2016 $2,000,000 Aggregate 

Profe ss i onal Liabil i t y $1 ,000,000 Per Claim 

DESCRIPTION OF OPERATIONS I LOCATIONS I VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required) 
Oakland Uni fied School District , its Board, officers and employ ees are named as additional insured as 

respects to General Liability for grant t o the named i nsured and is subj e ct to the policy terms , 

conditions and exclusions . Sexual Abuse Cov erage is i ncluded in the policy, Retroactive Date: 4/14/97 . 

* Policy Cancellation Ex ception : 10 day s f o r non- payment of p remium . 

CERTIFICATE HOLDER CANCELLATION 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 

Oakland Unified School Distri c t THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN 

A t tention : Risk Management 
ACCORDANCE WITH THE POLICY PROVISIONS. 

900 High Street 
Oakla nd , CA 9 46 0 1 AUTHORIZED REPRESENTATIVE 

Kym Hayward /KYM ~8 ~~ 
© 1988-201 4 ACORD CORPORATION. All rights reserved . 

ACORD 25 (2014/01) 

INS025 r,0 1401 1 

The ACORD name and logo are registe red m ar k s of ACORD 



JVorthcn1 C'ahfhn1ia 13rcat11111ob1lc@ 

11 Prqfcct of'Lhe PrescoLt-:foseph Center 

Patient Medical Inforn1ation and Consent 

St ti c !en L N a111 c ----- ---------------------------- ---------------- Date of Birth ___ _) ___ _J ___ _ 

School ( ; rack 

Parent 's N ar n c : _____________________________ P lion c (hon ic) ___ ___________ Cc I I _______________ _ 

I I 01 i 1e Ad cl r ·ess ___________________________________________________________________________ _ 

Erne rger icy Co11tact - ---- -------------------- - -------- -------------- l)l io11e _______________ _ 

Pri 111ary C ire l)l 1ys ician - ------ - -------- ----- - - ---- ---------------- Clinic: ___________________ _ 

Aclcl r·ess _______________________________________________________________________________ _ 

Docs th e patirnl have Med i-Cal (Alli ance or Blue Cross)? YES or NO 

Please <>i\'e Paticnt 's Medi-Cal/ Insur,uice ID # 
b ------ ----------- - ------------ -

O R Social Security 1-t ------------------------------------------- -------­

Does your child have any of the following medical conditions? 

To be used for prio r 

Authori zation pu r­

poses 

Astlirna Diabetes Seizmes Allergies () t11er ______________________ _ 

Please List Current Asthma medications: 

Daily controller Medicati on ________________________ H ow olkn il ---------------·- ---

Ou ick Eclicl (Ik scue) Inhale r How O rt.en :) 
~ -------------- - ------- ----- --------------

List all o tl1 cr mcdica[jons here : ---- - - --------------------------------------------

Parental Consent for Medical Treatment on the Breathmobile 

T his consent se rves as permission for evalual.ion, diagn osis, and u·eatrncnl o r as thma by Lhc Brcallu nobilc® 

medical si;df. I undnstand all servi ces arc free or charge . I aull 1o ri1..e the school nurse , Brcat luno bil c® medical 

staff and any o tJ1n tra ined school person nel lo consult with my child 's I Icallh Care Provider about my child 's 

lll edicd needs as 1H:ccss,1ry. The Brea tl11 nobi lc® progi-,u 11 has permission to release my chi ld 's medical rec­

ords lo any hospita l where lll )' cl ,ild is ,1drnillccl and/o r child 's proYid cr. I may revoke p,ut or all of this conscnl 

al any time by providing revocation in writing to Lhc I3reathmobilc. 

Paren t/( ; 11 arc lia n Sig11,11 urc _______________ __ ____________________ !)at e __ _ _ 



Northen1 C}lhfon11>z Brcatln11ob1Je @ 

l In JHoyecto def Prescott}oscph Center 

Inforrnaci611 Medica del Pacicnlc y Consenlin1iento 

:"-! om brc d c l Est u d ian t c __________________________________________ Fccl 1a d c N ac. ___ _J ___ _) ____ _ 

Escucla ------------ ---------------------------------- - ---------------- G raclo __________ _ 

Nomb rc de Paclrc/ Madrc/ Guard i:m : ---~-- -------------------------- -------------- - ---------

N umcro de Tclcfono de casa _ __________________________________ M6vil ______________________ _ 

DOI 11 icilo ______________________________________________________________________________ _ 

Cc>11taCl<> de J•'.111crg-cncia ___________________________________________ rJ'c lc fon o ________________ _ 

Provccdo r ck Cuidado 1\i!cdico de! Estudianlc _____________________________ ___________________ _ 

I) ire cci611 cl cl I ),.c>vcc< Io r __________________________________________________________________ _ 

<!El cstucli ,mtc ticne Med i-Cal (Alli,mcc o Blue Cross)? SI or NO 

El n t',mcro de tarjcta de Mcdi-Cal/Scgmo Medico 

O Nt',mcro de Scguro Social _________________________________________ _ 

2Su hijo(a) padece de algunas de estas condiciones medicas? 

r 
Para ser utili zado 

para los prop6sitos 

de autorizaci6n pre­

via 

Asma Diahcll's Con\'u lsi ones Alcrgias 0Ln> _______________________ _ 

Mcdicaci6n actual clcl asma: 

Med icamc nto co11tro lador ;Con <JUC frcc ucncia la usa il - ------------- --------(. ------- ------------

lnh,dador de alivio r{qJ id o ----------------c'.Con quc frccuencia la l!Sa ? _________________________ _ 

( )[ r<> 111ccl1ca1nc11 lo: ____________________ ---- -------------- - ---------- --- - - - - -----------

Consentimiento de los Padres para recibir trat.amiento medico en el Breath.mobile 

!·'.s ic c01 1sc111imicnlo sin't' corno pcrm iso para cva luar, d iag1 1ostica r, y lr,1tar el asma de mi liijo(a) por los 

l'Inp k ados m<·d icos d e! Brcall11nohik@. Crn11prc11clo quc lod os los sc1Ticios so11 gral 11itos. /\utori;,o a la c11kr­

!llcra de la csrnc Lt, cm pk ,1 dos c11trcnados de la cscucla, y/ o crnp lcados dcl Brcthrnobilc® a consult ar con cl 

pro\'ccdor de rniclaclo m{,clico de mi h i.io(a) co11 10 sea ucccsario. El Prog, ·ama de! BrcLl1rnobilc® 1i c11c pcrn1iso 

de presenter los dornrnrnlos m ( dic:os de mi liijo(a) a rna lquicr hospit al do11dc mi liij o(,1) sea i11grcs,1d o(a) y/o al 

provccdor. Puedo revocar parle o todo de cste consentimiento en cualquier momento proporcionando la 

rcvocaci6n por cscriLo al Brcathmobilc. 

Da te 



Prescott - .Joseph Center Northern C alifornia Brcathmohilc 
For Commun ity Enhancemenl, Inc. I\ project of Lhc Prcscou -- Joseph C<:ntc:r 

NOTI CE REGARDING PRIVACY OF PERSONAL HEAL TH INFORMATION 

For_Prescott-Joseph Center for Community Enhancement and The Breathmobile 
of Northern California ("the organization") 

THIS NOTICE DESCRIBES HOvV MEDICAL INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO 
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

Federal regulations developed under the Health Insurance Portability and 
Accountabili ty Act (H[PAA) require that the practice provide you with this Notice 
Regarding Privacy of Personal Health lnfonnation . The Notice describes (I) ho w the 
organization may use and disclose your protected heal th information, (2) your rights to 
access and control your protected health information in certain circumstances, and (3) the 
organization's duties and contact information. 

I. Protected Health Information 
"Protected health infonnation" is health information created or received by your health 
care provider that contains information that may be used to identify you, such as 
demographic data. It includes written or oral health infonnation that relates to your past, 
present or future physical or mental health; the provision of health care to you; and your 
past, present, or future payment for health care. 
IL The Use and Disclosure of Protected Health Information in Treatment, 
Payment, and Health Care Operations 
Your protected health information may be used and disclosed by the organization in the 

course of providing treatment, obtaining payment for treatment, and conducting health 
care operations. Any disclosures may be made in writing, electronically, by facsimile, or 
orally. The organization may also use or disclose your protected health information in 
other circumstances if you authorize the use or disclosure, or if state law or the HlPAA 
privacy regulations authorize the use or disclosure. 
Treatment. The organization may use and disclose your protected health informati on in 
the cou rse of providing or managing yo ur health care as well as any related serv ices. 
For the purpose of treatment, the organi zation may coordinate your health care with a 
third party. For example, the organization may disclose your protected health 
info rmation to a pharmacy to fulfill a prescription for as thma medication, to an X-ray 
facility to order an X-ray, or to another physici an who is administering yo ur allergy shots 
whicl1 we prepared. In addition, the organi zation may disclose protected health 
information to other physicians or health care providers for treatment act ivities of those 
other providers . 



Payment. If reimbursement is sought from your health insurer for services received from 
the Breathmobile, your protected health information may be disclosed. Such disclosures 
may include disclos ures to your health insurer to get approval for a recommended 
treatment or to determine whether you are eligible for benefits or whether a particu lar 
service is covered under your health plan. The organization may also disclose your 
protected health infonnation to your insurance company to demonstrate the medical 
necessity of the care for which you seek reimbursement. Finally, the organization may 
also disclose your protected health information to another provider where that provider is 
involved in your care and requires the infonnation to obtain payment. 
Operations. The organization may use or disclose your protected health information 
when needed for the organization's health care operations for the purposes of 
management or administration of the organization and of offering quality health care 
services. Health care operations may include: (1) quality evaluations and improvement 
activities; (2) employee review act ivities and training programs; (3) accreditation, 
certification, licensing, or credentialing activities; (4) reviews and audits such as 
compliance reviews, medical reviews, legal services, and maintaining compliance 
programs; and (5) business management and general administrative activities. For 
instance, the organization may use, as needed, protected health infonnation of patients to 
review their treatment course when making quality assessments regarding allergy care or 
treatment. In addition, the organization may disclose your protected health infonnation 
to another provider or health plan fo r their health care operations. 

Other Uses and Disclosures. As part of treatment, payment, and healthcare operations, 
the organization may also use or disclose your protected health infonnation to: (1) remind 
you of an appointment including the leaving of appointment reminder information on 
your telephone answering machine; (2) infonn you of potential treatment alternatives or 
options; or (3) inform yo u of health-related benefits or services that may be of interest to 
yo u. 
II. Additional Uses and Disclosures Permitted Without Authorization or 
An Opportunity to Object 
In addition to treatment, payment, and health care operations, the organization may 
use or disclose your protected health information without your pennission or 
authori zation in certain circumstances, including: 
Wizen Legally Required. The organization will comply with any Federal, state or local 
law that requires it to disclose your protected health infonnation. 
Wizen There Are Risks to Public Health. The organization may disclose your protected 
health information for public health purposes, including to, as pennitted or required by 
law: 
( I )Prevent, control, or report disease, injury, or disability; 
(2) Report vital events such as birth or death ; 
(3) Conduct public hea lth surveill ance, investigations, and interventions; 
( 4) Collect or repo1i adverse events and product defects, track FDA regulated products, 
enable product recalls, repairs , or replacements, and conduct post marketing surveil lance; 
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(5) Notify a person who has been exposed to a communicable disease o r who may be at 
risk of contracting or spread ing a disease; and 
(6) Report to an employer infonnation about an indi vidual who is a member of the 
workforce. 
To Report Abuse, Neglect Or Domestic Violence. As required or authorized by law or 
with the pati ent's agreement, the organization may inform government authoriti es if it is 
believed that a patient is the victim of abuse, neglect or domestic violence. 
To Conduct Health Oversight Activities. The organization may disclose yo ur protected 
health information to a health oversight agency for use in (1) audits; (2) civil , 
admini strative, or criminal investigations, proceedings or actions; (3) inspections; (4) 
licensure or disciplinary actions; or (5) other necessary oversight activities as permitted 
by law . However, if you are the subject of an investigation, the organization wil l not 
disclose protected health infonnation that is not directly related to your receipt of health 
care or public benefits . 
For Judicial And A dministrative Proceedings. The organization may disclose 
your protected health infonnation for any judicial or adminis trative proceeding if the 
disclosure is expressly authori zed by an order of a court or administrative tribunal as 
expressly authorized by such order or a signed authorization is provided. 
For Law E nforcement Purposes. The organization may disclose your protected health 
infonnation to a law enforcement official for law enforcement purposes when: 
(1) Required by law to repo1i of certain types of physical injuries; 
(2) Required by court order, court-ordered warrant, subpoena, summons or similar 
process; 
(3)Needed to identify or locate a suspect, fugitive, material witness or missing person; 
(4) Needed to report a crime in an emergency situation. 
(5) You are the victim of a crime in specific limited instances; and 
(6) Your death is suspected by the practice to be the result of criminal conduct. 
To Coroners, Funeral Directors, and for Organ Donation. The organizat ion may 
disclose protected health information to a coroner or medical examiner for the 
purpose of ( 1) identification, (2) detennination of cause of death, or (3) perfonnance of 
the coroner or medical examiner's other duties as authorized by law. In addition, as 
permitted by law, the organization may disclose protected health infonnation, including 
when death is reasonab ly anticipated, to a funeral director to enab le the funera l director to 
carry out his or her duties. Protected health information may also be used and disclosed 
for the purpose of cadaveric organ, eye or tissue donation. 
To Prevent or Diminish A Serious and Imminent Threat To Health 
Or Safety. If in good faith the organi zat ion believes that use or disclosure of your 
protected health information is necessary to prevent or diminish a seri ous and imminent 
threat to your heal th or safety or to the health and safety of the public, the practice may 
use or disclose your protected health in fomrntion as pe,mitted under law and consistent 
with ethical standards of conduct. 

.., 
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For Specified Government Functions. As authorized by the HIPAA privacy 
regulat ions, the organization may use or disclose your protected health information to 
fac ilitate specified government functions relating to military and veterans activities, 
national security and intelligence activities, protective services fo r the President and 
others, medical suitability determinations , con-ectional institutions, and law enforcement 
custodial situations. 
For Worker's Compensation. The organization may disclose your protected health 
infonnation to comply with worker's compensation laws or similar programs. 
IJI. Uses and Disclosures Permitted With An Opportunity to Object 
Subject to your objection, the organization may disclose your protected health 
informati on (1) to a family member or close personal friend if the disclosure is directl y 
relevant to the person's involvement in your care or payment related to your care; or (2) 
when attempting to locate or notify family members or others involved in yo ur care to 
info rm them of yo ur location, condition or death. The organization will infonn yo u 
ora ll y or in writing of such uses and disclosures of your protected health information as 
we ll as provide yo u with an opportunity to object in advance. Your a,greement or 
objection to the uses and disclosures can be oral or in writing. If you do not object to 
these disclosures, the organization is ab le to infer from the ci rcumstances that you do not 
obj ect, or the practice determines, in its professional judgment, that it is in your best 
interests fo r the practice to disclose information that is directly relevant to the person's 
invo lvement with your care, then the organization may disclose your protected health 
informat ion. If you are incapacitated or in an emergency situation, the organization may 
exercise its professional judgment to detennine if the disclosure is in your best interests 
and, if such a determination is made, may onl y disclose information directly relevant to 
your health care. 
IV. Uses and Disclosu res Authorized by You 
Other than the circumstances described above, the organi zation will not disclose your 
health in fo rmation unless yo u provide wri tten authori zation. Yo u may revoke your 
authori zation in writing at any time except to the extent that the practice has taken action 
in reliance upon the authorization. 
V. Your Rights 
You have certain rights regarding your protected health information under the HIPAA 
pri vacy regulations. These rights include: 
111e right to inspect and copy your protected health information. For as long as the 
organization ho lds your protected health infom1ation, you may inspect and obtain a copy 
of such information included in a designated record set. A "designated reco rd set" 
conta ins medical and billing records as well as any other records that your physician and 
the practice uses to make decisions regarding the services provided to yo u. The 
organization may deny yo ur request to inspect or copy your protected health information 
if the organ izat ion determines in its professional judgment that the access requested is 
likely to endanger your li fe or safety or that of another person, or that it is li kely to cause 
substan ti al harm to another person referred to in the inforn1ation. 
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You have the right to request a review of this decision. In addition, you may not inspect 
or copy certain records by law, including: ( I) information compiled in reasonable 
anticipati on of, or for use in, a civil, criminal, or administrative action or proceeding; and 
(2) protected health information that is subject to a law that prohibits access to protected 
health infonnation. You may have the right to have a decision to deny access reviewed 
in some situations. 
You must submit a written request to the organization's Privacy Officer to inspect and 
copy your health infonnation. The organization may charge you a fee for the costs of 
copying, mailing, or other costs incurred by the organization in complying with your 
request. Please contact our Privacy Officer if you have questions about access to your 
medical record at the number given on the last pages of this Notice. 
Tlze right to request a restriction on uses and disclosures of your protected health 
information. You may request that the organization not use or disclose specifi c secti ons 
of your protected health information for the purposes of treatment, payment, or health 
care operations. Additionally, you may request that the organization not disclose your 
health infonnation to family members or friends who may be involved in your care or for 
notification purposes as described in this Notice. In your request, you must specify the 
scope of restriction requested as well as the individuals for which you want the restriction 
to apply. Your request should be directed to the organization's Privacy Officer. 
The organization may choose to deny your request for a restriction, in which case the 
practice will notify you of its decision. Once the organi zation agrees to the requested 
restriction, the organization may not violate that restriction unless use or disclosure of the 
relevant information is needed to provide emergency treatment. The organization may 
terminate the agreement to a restriction in some instances. 
The right to request to receive confidential communications from the practice by 
alternative means or at an alternative location. You have the right to request that the 
organi zation communicates with you through alternative means or at an alternative 
location. The organization will make every effort to comply with reasonable requests. 
However, the organi zation may condition its compliance by asking you for information 
regarding the procurement of payment or specific infornrntion regarding an alternative 
address or other method of contact. You are not required to provide an explanatio n for 
yo ur request. Requests should be made in writing to the Privacy Officer. 
The right to request an amendment of your protected lzealth information. 
During the time that the organi zation holds your protected health information, you may 
request an amend ment of your inforn1ation in a designated record set. The organization 
may deny yo ur request in some instances. However, should the organi zation deny yo ur 
request for amendment, yo u have the right to file a statement of disagreement with the 
organi zation. In turn, the organization may develop a rebuttal to yo ur statement. If it 
does so, the organization will provide you with a copy of the rebuttal. Requests for 
amendment must be submitted in writing to the Privacy Offi cer. Your written request 
must supply a reaso n to support the requested amendments. 
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The right to request an accounting of certain disclosures. You have the right to request 
an acco unting of the organization ' s disclosures of your protected health infonnation 
made fo r purposes other than treatment, payment or health care operations as described in 
thi s Notice. The organi zation is not required to account for disclosures (1) which you 
requested, (2) which yo u authoii zed by signing an authorization fonn , (3) for a facility 
directory, (4) to friends or family members involved in your care, and (5) ce1iain other 
disclosures the practice is permitted to make without your authori zation . The request for 
an accounting must be made in writing to our Privacy Officer and should state the time 
period for which you wish the acco unting to include up to a six year period . The 
organization is not required to provide an accounting for disclosures that take place prior 
to April 14, 2003. The organization will not charge you for the first accounting you 
request of any 12-month period. Subsequent accountings may require a fee based on the 
reasonable costs for compliance of the request. 
The right to obtain a paper copy of this Notice. The organization will provide a separate 
paper copy of this Notice upon request even if you have already been given a copy 
of it or have agreed to review it electronically. 
VI. The Organization's Duties 
The organization is required to ensure the pri vacy of your health infonnation and to 
provide you with this Notice of yo ur rights and the organization's duties and procedures 
regarding your privacy. The organization must abide by the tenns of this Notice, as may 
be amended periodically. The organization reserves the right to change the terms of this 
Notice and to make the new Notice provisions effective for all protected health 
infonnation that the organization co llects and maintains. If the organization alters its 

otice, the practice will provide a copy of the revised Noti ce through regular mail or in­
person contact. 
VII. Complaints 
If you believe that your privacy rights have been violated, you have the right to relate 
complaints to the organization and to the Secretary of the Department of Health and 
Human Services. You may provide complaints to the organization verbally or in writing. 
Such complaints should be directed to the Privacy Officer. The organization encourages 
you to relate any concerns you may have regarding the privacy of your information and 
you will not be retaliated against in any way for filing a complaint. 
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VIII. Contact Person 
The practice's contact person regarding the practice's duties and your rights under the 
HIP AA privacy regulations is the Privacy Officer. The Privacy Officer can provide 
information regarding issues related to this Notice by request. Complaints to the 
organization should be directed to the Privacy Officer at the following address: 

920 Peralta St. 
Oakland, CA 94607 

ATTN: Privacy Officer 

The Privacy Officer can be contacted by telephone at _510-208-5651 ______ _ 

IX. Effective Date 

This Notice is effective on July 30, 2010 

7 



' NOTICE REGARDING PRIVACY OF PERSONAL HEALTH INFORMATION 

ACKNOWLEDGEMENT 

I, (patient or patient's parent/guardian), 
acknowledge that I have received a copy of _The Breathrnobiles's Notice Regarding 
Privacy of Personal Health Information. 

Signature ______________________ Date ____ _ 

(Patient's Signature or Parent/Guardian's Signature if patient is a minor) 
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Patient Name --------------------- Date of Birth __________ _ 

Address -------------------------------------------

AUTHORIZATION FOR RELEASE OF PATIENT HEALTH INFORMATION 

I hereby authorize that the protected health information regarding the above-named person be forwarded : 

FROM: Person/Institution : ------------------------------------
Address ______________________ City _________ St ate _____ Zip __ _ 

TO: Person/Institution : Northern California Breathmobile 

Address : 920 Peralta Street, Oakland CA 94607 Fax: 510-208-3195 

Purpose or need for Information : ----------------------------------

Disclosure will include: (check all that apply) 

History & Physical Lab Report Allergy Testing results Discharge Summary ER report Physician Notes 

Xray/Radiology Nurses Notes Consultation Report Other __________________ _ 

Records for the period (dates) from ______________ to _______________ _ 

I also understand that this Authorization is subject to revocation/withdrawal by me at any time in writing to the medical record 

contact person at this site of care except to the extent that action has already been ta ken to release this information . This 

Authorization shall remain valid unless revoked but will expire in 1 yea r after signing. I have a right to inspect a copy of the health 

information to be rel eased and if I do not sign this Authorization, the inst itution named above will not release my health 

information . The above named person/inst itution will not refu se to t reat me based on whether I agree to allow my health 

information to be used and disclosed to others. 

Signature of Patient/Parent/Legal Guardian relationship to patient Date 

Witness Date 

REDISCLOSURE: Notice is hereby given to the patient or legal representative signing this Authorization that Advocate 

Health Care cannot guarantee that the Recipient receiving the requested health information will not redisclose any or 

all of it to others. Notice is hereby given to the Recipient that law prohibits the redisclosure of any health information 

regard ing drug and/or alcohol abuse, HIV and mental healt h treatment. 



Northern California Breathmobile 

920 Peralta Street Oakland CA 94607 

Phone: 510-763-1880 

Permission for Child to be seen With Someone other than Parent 

When I am unava ila ble to attend appointments with my child , ____________ ___ _ 

I give permission for _________________ to bri ng my child to the Breath mobile 

for their appo in tment. This person has perm ission to make medical decisions for my child. I have fi lled 

out the medical inform ation sheet and HRA survey. (to be sent with person bringing child) . 

If you have any further questions, I can be reached at the following phone number _______ _ 

Print Name of Parent 

Signature of parent Date 

* I may revoke thi s permission at anyt ime by providing a letter to the Breathmobi le, or w ith a verbal 

Consent. 



Northern California Breathmobile 

920 Peralta St reet Oakland CA 94607 

Phone:510-763-1880 

El permiso para que otro adulto que no sean los padres puede acompanar el nino 

Cua ndo no estoy dispon ible para asistir a las citas con mi hijo/a, ---------------· 

Doy perm iso para que _________________ pueda llevar a mi hijo/a al 

Breathm obile para su cita. Esta persona t ie ne permiso para tomar decisiones medicas por m i hijo/a . 

He llenado la hoja de informaci6n medica y el cuestionario de HRA. (para ser enviados con persona que 

t ra iga a m i niiio/a) . 

Si usted tiene alguna duda, puedo ser al canzado en el siguiente numero de telefono 

Nombre de l Padre 

Fi rm a del padre Fe cha 

* Puedo revocar es te permiso en cualq uie r momento por medio de una ca rta a la Brea t hmo bil e, o co n el 

consentimiento verbal. 



Section 1 

Northern California BREATHMOBILE@ 
HRA Core Question Set Survey 

Survey Date - - - ----- - _____ _ 

I ) Demographic lnfomiat ion: Fi rst name _ _ _ __ _ Last Name _ ______ ______ __ __ DO B _ _ / _ _ _ _ 

Gender: O Male O Female 

2) What is your ethni c background (se lect one): OAmeri can Indian or Alaskan Nati ve OArab or Arab American OAsian or As ian Ameri can 

O B lack o r African Ameri can DI lispanic or Latino o lndi an or Southeast As ian OPacifi c Islander or Hawaii an OWhite (not I li spanic) 
Other _______ _ _ _ _____ ___ _ 

3) Have you ever been diagnosed wi th Asth ma by a phys ician '! O Yes ONo 

4) Have you ever been diagnosed with Di abetes by a phys ician? O Yes ON o Does Di abetes run in your family? O Yes ONo 

Section 2 

I) During the past year, have you had repeated episodes of any of the follo wing health conditions? As thma O Yes ONo Cough O Yes ONo 

Chest Tightness O Yes ONo Trouble Breathing O Yes ONo Wheez ing OYes ONo Bronch itis O Yes ONo 

2) Du ring the past years, how often have yo u been treated in a O emergency room or O hospital (over ni ght) fo r epi sodes of co ugh. cht,st tight ness. 

trouble breathing or wheezing? O ever OOne time OTwo times OThree times O F our ti mes OF ive ti mes or more 

3) In the past year. how oft en have you missed sch oo l or wo rk because of cough, ches t tightness. troubl e breath ing. or wheezin g'> 

ONever O I day 0 2 days 03 days 0 4 days 05 days or more 

4) Do you have ep isodes of cough, chest tightn ess. tro uble breathing. or wheezing when you pl ay or exerc ise '! ON ever OR,u-ely O Somet imes 

O Often OMost of the tim e! 

5) In the past 4 weeks. how often have you used a medicine ( a syrup, an inhaler, or a breath ing machin e) to treat episodes of cough. chest tigh tness. 

troubl e breathing or wheezing? O ever OLess than 2 days a week OTwo or more days a week but not everyday OEvcryday 

OMore than once a day on most days 

6) In the past 4 weeks. how o ften have you had episodes of cough. chest tightness, troubl e breathin g. or wh eezin g in the mo rning or du rin g th e 

daytime? ONever oLess than two days a week OTwo or more days a week but not everyday OEvcryday OMorc: th an once a day 

7) During the past 4 weeks. how often have you had epi sodes of co ugh. chest ti ghtness. or wheezing in the: night or while sleeping? O Ncvcr 

OLess than one: nigh t a week O One night a week or more but not every ni ght O E very ni ght 

Section 3 

I) How many days per week do you take your con trolle r medi cat ions O ever OOne day a week OTwo days a week OThrcc days a week 

O F our days a week O Five days a week O S ix days a week OEveryday ONo t Slll"e 

2) Do you have repeated episodes o f any of the fo ll owing health co ndi tions? Rubbing or itchi ng of the nose O Yes O 1o Stuffy or hlockc:d nose: 

OYcs ONo Runny nose OYes 0 1 o Clearing of the throat O Ycs O o Snorin g or mouth brt:athi ng at night O Yes ONo 

A project of the Prescott-J oseph Center fo r Co mmunity 1-: nhancernent 920 Pera lta S t. Oak land CA 94607 



Seccion 1 

Northern California Breathmobilc® 
El cuestionario de HRA 

i'"'·;..;~:~;: .... .,:,;.: i~ ··- . ••"• --- ---s,,. ~ I 

---- 0~ 
0 

Fecha de hoy _ _ __ ___ ______ _ 

I ) Informaci6n demografica: Primer Nombre _________________ _ Apel lido _ ___ _____ _ ___ _ _ _ _ 

Fecha de Nacimiento ___ ! _ __ ! ___ Gcnero : Ollombre OMujer 

2) i,Cual es su or igen etnico (c legi r uno): Olnd io Americana o Alaska Nat ivo O A.rabe o A.rabe Americana D A siatico o Asiatico Americana 

O Hi spano o Latino Olndio o Asiatico Surcstc Olslei'io Pacifico OB lanco (No Hispano) 

otro 

3) i, SC k ha diagnosticado un medico con Asma? DS i DNo 

4) i,Se le ha d iagnosticado un medico con Diabetes? o Si DNo i,Hay un historia de Diabetes in su famili a? DSi ONo 

Seccion 2 

I) i,Duran te el aiio pasado, ha ten ido episodios repetidos de los sigui entes cond iciones de salud 'I Asma OSi ONo Tos DSi DNo 

!'echo Aprctado DSi ONo Problema, de Rcspirar DSi O o Sibilancia DS i ONo Bronquitis DSi ONo 

2) i, Durante los aiio pasados. le han dado tratam iento en cl hospital de emergencia para episodios de: Tos, Pecha Apretado, Prohlcmas de Respirar o 

Sib il ancia'I DNunca OUna vez D Dos vcccs OTres veces OCuatro veces DCinco vcces o mas 

3) 1.D urante el afio pasado, cuanto tiempo ha perdido en la escuela o trabajo dcbido a : Tos, Pecho Apretado, Problemas de Resp irar o Sibilancia? 

0 1 unca OUn dia D Dos dias OTres dias OCuatro dias D C in co dias o mas 

4) i, Ha tcnido episod ios de Tos, Pecha Apretado, l'roblemas de Respirar o Sibilancia cuando juegues o haces ej erc icio? DNunca DRaras Veces 

OJ\ Veccs D F recuentemcme 

5) i, Durante las 4 semanas pasados, cuantas veces ha usado medicinas como (almihar, un inhalador o maquina de respirar) para tratamiento de: Tos. 

Pecha Apretado, Problemas de Respi rar o Sibilancia? DNunca DMenos de dos dia, a la semana D Dos dia, o mas a la semana, pero no 

cada Dia DCada Dia DMas quc una vez al dia 

6) 1,Durante los 4 semanas pasados. cuantas veces ha ten ido episodios de : Tos, !'echo Apretado, l'rob lemas de Respirar o Sibilancia en la mafiana o 

durante el dia? ONunca OMcnos de dos dias a la scmana D Dos d ias o mas a la scman a., pero no cada dia OCada Dia 

Masque una vc:z al dia 

7) 6Durantc los 4 semanas pasados, cuantas veces ha ten ido cpisod ios de Tos, !'echo Apretado, Problemas de Resp irar o Sibi lancia en la noche o 

mientras que esta dormido? ONunca DMenos quc una noche a la semana OUna nochc a la semana o mas pero no cada nochc 

OCada Noche 

Seccion 3 

I ) i,Cuantas d ias a la semana usas el medicamento de contro l? DNunca OUn dia a la semana DDos dias a la semana OTrcs dias a la 

semana OCuatro dias a la semana OCinco d ias a la semana DSeis dias a la scmana oCada dia ONo estoy seguro 

2) 1,Ticnc ep isodios repctidos en las sigu iemes condiciones de salud? Comez6n de la nariz OSi ONo Nari z Tapada OSi ONo Desccho de 

la Nariz O Si ONo Carraspear la Garganta OSi O No Roncar de Nochc OSi DNo 

Un proyecto del Prescott-Joseph Center for Com mun ity Enha ncement 920 Peralta Street Oakland CA 94607 



Medical History 

Name of child: 

Date of Birth: _________ _ 

At what age was you r child diagnosed with asthma? 

Was your child de livered full term or premature? ________________ _ 

How many times has your chi ld been seen in the ER for asthma? Hospitalizations? ________ _ 

Has your chi ld ever been prescribed prednisone or prednisolone for severe asthma attacks? Y or N If yes, how 

long was he/she on it? How many times have they had to use it? ____ ___ _ 

How many days has your child missed from school due to asthma? __________________ _ 

Which of the following are triggers for your child's asthma? {check all that apply) 

o airborne chemicals (bleach, cleaning solution s) o animals ____ o Pollen oSmoke o Dust Mites 

oCold weathe r oStress o Upper respiratory infections (colds/Viru ses) oStrong odors/perfume o Exercise 

When are his/her symptoms worse? 

o Morn ing o Even ing o Bedtime o l ying down oOn wakening o With illness o With Exercise 

Family History: {check all that apply) 

o Nasal or eye Allergies oAsthma o Cystic fibrosis o Eczema o Diabetes 

o Child adopted, histo ry unknown 

Please Check sym ptoms that your child is currently experiencing: 

o Asthma o Rapid breathing o Chron ic cough o Shortness of breath o Wheez ing o Ear in fection/pain 

o Excessive thi rst c Excessive hu nger o Eye discharge o Nasa l congestion o run ny nose o Sneezing 

o Throat clea ring CJ so re throat o seasonal all ergies o itchy eyes n Hives o Rash/eczema 

Home Environment: 

Do beds have allergy incas ings on them? 

Do you li ve in a house or apartment? - ------- - - ------- - ----­

Do you have hardwood floors or carpeting? --- ------ ------------

Are there stuffed an imals, books, throw pillows in your child's room? ______ ____ _ 

Any damp, moldy areas in hou se? o Yes o No 

Infestation w ith: o M ice o Rats oCockroaches 

Any animal s in th e home? n Yes o No If yes, what type of animal? ____ _______ _ 

Current medications 



Historia M edica 

Nombre de hijo/a : 

Fecha de nacimient o : - --- - --- --

t..A que edad fu e su hijo/a diagnost icado con el asma? _ ___ _ 

;_Su hijo/a naci6 a t ermino o prematuro? ______ _ _____ ___ _ 

;__cuantas veces se ha vista a su hijo/a en la sa la de eme rgencias para el asma? ___ __ t__ Hospi talizac iones? 

;_ Le han receta do a su hijo/ a el medicamen to prednisona o predn isolona pa ra Jos ataq ues graves de asma? Sf o No. En 

caso afirmat ivo, [ cuanto t iempo t uvo que tomarlo? ___ _ _ _______ ;__Cu antas veces t uvieron que 

utilizar lo? ----- ---
t__ Cu ant o s d fas ha perd ido a su hijo de la escuela debido al asma? - - ------ - - ----------

lCual de los siguientes son fa ct ores desencadenantes de asma de su hijo/ a? (M arque t odo lo que corresponda) 

o qufmicos en el aire (lejfa, soluciones de limpieza) o anima les o Los acaros del po lvo o Polen o Humo 

o El cl ima frfo o Est res o lnfecciones respirato ri as superio res (resfriados / virus) o Olores fuertes / perf ume o Ejercicio 

lCuando son sus sfnt omas peor? 

o Mariana o Tarde o Al acosta rse o Al despe rtar o Con enferm edad o Co n ejercic io 

Hist oria Famil iar: (marque t odo lo que corresponda) 

o Al ergia nasa l e ocu lar o Asma o Fibrosis qufstica o Eczema o Diabetes 

o Ni no/a adoptado, historia desconocid a 

Por favor, marque Jos sfntomas que su hijo/a est a experi mentando actualmente: 

o Asm a o Respiraci6 n rapida o Tos cr6n ica o Dificultad pa ra resp irar o sibi lancias o infecci6n de l ofdo I dolor 

o Se d exces iva o Ha mbre excesiva o Secreci6n de ojo o Secreci6n nasa l o Estornudo s o Ac larar la garganta o dolo r de 

ga rganta 'J Ale rgia s o Picaz6n en las ojos CJ Urti ca ria o Erupci6n / ecze ma 

Ambiente en el hoga r: 

;_Las ca mas t ienen sabanas ant ialergicas en el las? _ _ ____ ____ _ ___ ___ _ _ _ _ _ _ 

tVive usted en una ca sa o apa rtam ento? _ _ ___ ___ _ _ _ _ _ _________ __ _ 

(Tiene pisos de madera o alfomb ra ? _ ____ _ _ _ ________ _ _ _ _ _ _ _ 

t Hay ani males de pe luch e, libros, almohadas en la habitaci6n de su hijo/ a? ---- - - - --- - -
t Cu a J qu i er areas humed as, co n moho en la casa7 Cl Sf o No 

La infestaci6n con: o Ra ton es CJ Cucarach aso Ratas 

;_ Hay ani males en la casa7 o Sf u No En caso afi rmativo, tq ue tipo de anim al? - - - - - --- - --
Medicament o s act uales 



Northern California Breathmobile 

920 Peralta Street 

Oakland, CA 94607 

Medicati on Information Sheet 

My Chi ld, _ _ ______________ currently takes the following medications: 

Name of Medication & Strength How often is this medication used per week 

Does your child have food allergies? Yes or No 

If yes, to what foods is he/she allergic to and what happens when this food is eaten? 

Does He/She have allergies to medications? Yes or No 

If yes, what medications is he/she allergic to and what happens when he/she takes it? 



Northern Ca lifornia Breathmobile 

920 Peralta St reet 

Oakland, CA 94607 

Hoja de lnformaci6n de Medicamentos 

Mi Hija/o, _________________ actualmente tom a las siguient es 

me dicamentos : 

Nombre del Medicamento y fuerza 

2. Su hijo tiene al ergias a las alim entos? 

<,Con que frecuencia se usa este medicamento 

par semana? 

Sf o no 

En caso de sf, 2-a qu e alimentos es el I ella al ergico? 2. Y que sucede cuando come este 

alim ento? 

di/ el la t iene alergi as a m edicam entos? Sf o no 

En caso de sf, 2- a que medi camentos es el / el la alergico? 2. Y qu e suced e cuando el I ella lo 

tom a? 



Logros 

Los estudios de evaluaci6n han 
demostrado que los pacientes tratados 
en el Breathmobile ® que su salud ha 
mejorado dramaticamente. Esto 
incluye: 
• Menas visitas a urgencias y 

hospitalizaciones 
• Mejora de la funci6n pulmonar 
• Disminuci6n del ausentismo 

escolar 
• Mejor calidad de vida 

El programa Breathmobile ® 
ha demostrado que la 

atenci6n especializada con­
stante mantiene a los ninos 
"en" la escuela y "fuera" de 

la sala de emergencias. 

Acerca de Prescott-Joseph 

Center 

Fundada en 1995, nuestra misi6n es 
triple : 

1) Promover la autoestima individual 
de los ciudadanos en la comunidad a 
traves de la educaci6n, la formaci6n 
profesional y los programas 
culturales, apoyando asf las familias 
sanas y autosuficiencia econ6mica, 
2) Promover el sobre -salir 
renovaci6n del espf ritu de comunidad 
entre los residentes de West 
Oakland 
3) Organizar y promover actividades 
comunitarias que faciliten el 
desarrollo econ6mico y comunitario 
en West Oakland. 

DATOS DE ASMA 

• El asma es una de las tres 
principales causas de absentismo 
escolar entre las nifios que 
representan mas de 14 millones del 
total de dfas perdidos de escuela. 

• Casi 5 millones de enfermos de 
asma son menores de 18 afios . 

• De las 58 condados de California, el 
Condado de Alameda tiene la 
segunda tasa de hospitalizaci6n mas 
alta para el asma. 

• En el Condado de Alameda, uno de 
cada cuatro nifios de 5 a 17 son 
diagnosticados con asma. 

• Entre 2004-2005, hubo mas de 
6.578 hospitalizaciones par asma en 
el Condado de Alameda. 

• Los nifios de W. Oakland tienen 
cinco veces mas probabilidades de 
ser hospitalizados par asma que 
otros nifios en California. 

• Hay 22,000 personas que viven en 
West Oakland . De este numero, el 
25% de las nifios y el 37% de las 
adultos tienen asma 

RECUR SOS: 
• Morbidity and Mortality Report, "National 

Center for Health Statistics (NCHA), U.S. 
CDC, 2003 

• "The Cost of Asthma," Asthma & Allergy 
Foundation 1992 and 1998 Study, 2000 
Update 

Asociados 

Congresswoman Barbara Lee 
* Port of Oakland 

* Bay Area Air Quality Management 
District 

* San Francisco Foundation 
* California Wellness Foundation 

* Oakland Unified School District 
* Emeryville Unified School District 

*San Leandro Unified School District 
* Chevron 

Prescott-Joseph Center 
for Community Enhancement, Inc. 

Orgullosamente sirviendo Wes t Oakland y las comunidades cirwndantes 

desde 1995! 

Breathmobile ® del Norte de California 

920 Peralta Street 
Oakland, CA 94607 

510-208-5651 
510-208-3195 (Fax) 

E-mail: info@prescottjoseph.org 
Website: www.breathmobile-nca .org 



Primer Breathmobile® En Norte California - Servir Escuelas en los condados de Alameda, Contra Costa Oeste, y San Francisco! 

El Breathmobile ® 

• El Breathmobile ® es una "clinica de asma 

en ruedas", patrocinado por el Prescott­

Joseph Center. Provee el diagn6stico, ed­

ucaci6n, el tratamiento y los medicamen­

tos para las ninos con asma y las alergias, 

en sus escuelas. El Breathmobile® 

proporciona visitas peri6dicas de 

especialistas en asma a las escuelas. 

• El primer Breathmobile ® fue lanzado en el 

sur de California el 16 de noviembre de 

1995. En la actualidad hay nueve Breath­

mobiles ® en todo el sur de California que 

sirven cerca de 200 escuelas primarias, 

intermedias y secundarias. 

• El Breathmobile ® tambien ha sido 

replicado en otras cuatro ciudades como 

Chicago, Phoenix, Baltimore, y Mobile, 

Alabama. 

l Que es El Breathmobile ® ? 

• El asma es una de las tres principales 
razones de las ausencias escolares. 

• El asma es la causa principal de las 
visitas de la infancia a la sala de 
emergencias. 

• Mas de 5,000 personas mueren de asma 
cada ano en los Estados Unidos. 

lCual es el costo para visitar el 

Breathmobile ®? 

En el Breathmobile®, pueden ver a las 
nifios en sus escuelas sin ningun costo . 
Todos las servicios se ofrecen a las 
familias a: 

iNO COBRO! 

Educaci6n 

• Educaci6n para el paciente en el 

Breathmobile ® se centra en: 

• El uso adecuado de los 

medicamentos, inhaladores de 

dosis medida, medidores de flujo 

maximo, dispositivos de 

separaci6n, y tratamientos con el 

nebulizador. 

• Medidas de control ambiental para 

interiores, disparadores. 

• El Breathmobile ® es similar al interior 
de la oficina de un doctor y tiene un 
alergista certificado, u otra especialista 
en el asma, la enfermera registrada y 
con licencia, terapeuta respiratorio, y 
un representante de servicios al 
paciente. 

• La atenci6n medica proporcionada en 
el Breathmobile ® incluye antecedents 
medicos y examenes ffsicos , 
medicamentos gratuitos, espirometria 

y pruebas de la piel. 



Accomplishments 

Evaluation studies have 
demonstrated dramatic health 
improvements for patients treated on 
the Breathmobile ®. This includes: 

• Fewer ER visits and 
hospitalizations 

• Improved pulmonary function 
• Decrease in school absenteeism 
• Improved quality of life 

The Breathmobile ® program 
has proven that consistent 

specialty care keeps children 
"in" school and "out" of the 

emergency room. 

About the Prescott-Joseph 

Center 

Founded in 1995, our mission is 

three-fold: 1) To promote the 

individual self-esteem of citizens in 

the community through education, 

skill training and cultural programs, 

thus supporting healthy families and 

economic self-sufficiency, 2) To 

promote the on-going renewal of 

community spirit among West 

Oakland residents and, 3) To 

organize and promote community 

activities that facilitate economic and 

community development in West 

Oakland . 

ASTHMA FACTS 

• Asthma is one of the three top 
causes of school absenteeism 
among children accounting for more 
than 14 million total missed days of 

• Nearly 5 million asthma sufferers are 
under age 18. 

• Of the 58 counties in California, 
Alameda County has the 2nd highest 
hospitalization rates for asthma. 

• In Alameda County, one in four 
children ages 5-17 are diagnosed 
with asthma. 

• Between 2004-2005, there were over 
6,578 hospitalizations for asthma in 
Alameda County. 

• W. Oakland children are five times 
more likely to be hospitalized for 
asthma than any other children in 
California. 

• There are 22,000 people living in 
West Oakland. Of this number, 25% 
of the children and 37% of the adults 
have asthma 

RESOURCES: 

• 

• 

Morbidity and Mortality Report, 
"National Center for Health Statistics 
(NCHA), U.S. CDC, 2003 
"The Cost of Asthma," Asthma & 
Allergy Foundation 1992 and 1998 
Study, 2000 Update 

Partners 
* Congresswoman Barbara Lee 

* Port of Oakland 
* Bay Area Air Quality Management 

District 
* San Francisco Foundation 

* California Wellness Foundation 

I 

* Oakland Unified School District 
* Emeryville Unified School District 

* San Leandro Unified School District 
* Chevron 

Prescott-Joseph Center 
for Community Enhancement, Inc. 

Proudly Serving West Oakland & Surround ing Communities since 1995! 

---~t ... ~-.~~~~:u . . . 

Northern California Breathmobile ® 

920 Peralta Street 
Oakland, CA 94607 

510-208-5651 
510-208-3195 (Fax) 

E-mail : info@prescottjoseph.org 
Website: www.breathmobile-nca .org 

Prescott-Joseph tambien provee servicios en Espanol 



N. California's First Breathmobile ® - Serving Schools in Alameda, West Contra Costa, & San Francisco Counties! 

The Breathmobile ® 

• The Breathmobile ® is an "asthma clinic 
on wheels" sponsored by the Prescott­

Joseph Center. It provides diagnosis, 

education , treatment, and medications to 

children with asthma and allergies at 

their school site. The Breathmobile ® 

provides regular visits of asthma special­

ists to schools. 

• The first Breathmobile ® was launched in 

Southern California on November 16, 

1995. There are now nine Breathmobiles 

® throughout Southern California serving 

nearly 200 elementary, middle, and high 

schools. 

• The Breathmobile ® has also been repli ­

cated in four other cities including Chica­

go, Phoenix, Baltimore, and Mobile, Ala­

bama. 

i l;: I ----=~!'!!""• ...... V ... 

Why The Breathmobile ® ? 

• Asthma is one of the three top reasons 
for school absences. 

• Asthma is the leading cause of childhood 
visits to the emergency room . 

• More than 5,000 people die from asthma 
each year in the United States. 

What is the cost to visit the 

Breathmobile ®? 

There is no cost for children to be seen on 
the Breathmobile ® at their school sites. All 
services are provided to families at: 

NO CHARGE! 

Patient/Family Education 

Patient Education provided on the 

Breathmobile ® focuses on: 

• Proper use of medications, 

metered dose inhalers, peak flow 

meters, spacing devices, and 

nebulizer treatments. 

• Indoor environmental control 

measures, triggers. 

Treatment 

• The Breathmobile ® resembles 

the inside of a doctor's office and 

is staffed with a board-certified 

allergist, or other asthma 

specialist, licensed registered 

nurse, respiratory therapist, and a 

patient services representative . 

• Medical care provided on the 

Breathmobile ® includes history 

and physical exams, free 

medications, spirometry, and skin 

testing. 



SAM Search Results 
List of records matching your search for : 

Search Term: "Prescott-Joseph"Center* for* Community* Enhancement* 
Record Status: Active 

I No Search Results - -- -·- - ·-- . . I - -L:=============================================================================::::.l 

.0.11r,1 1ct ?~ ')()1 i:;. '),i:;.A Df\A o~nc. 1 nf 1 



~ OAKLAND UNIFIED 'V' SCHOOL DISTRICT 

Commum!)Schoo/s,Thnv,ngSrudent· PROFESSIONAL SERVICES CONTRACT ROUTING fORM 2014-2015 

Basic Directions 
Add1t1onal d1rect1ons and re lated documents are m the School Operations Library (h ttp 1/mtranet ousd k12 ca us) 

Services cannot be provided until the contract is fully approved and a Purchase Order has been issued. 
1. Contractor and OUSD contract or iginator (principal or manager) reach agreement about scope of work and compensation. 
2. Ensure contractor meets the consultant requirements (including The Excluded Party List , Insurance and HRSS Consultant Verif ication) 
3. Contractor and OUSD contract originator complete the contract packet together and attach required attachments. 
4 . Within 2 weeks of creating the requisition the OUSD contract originator submits complete contract packet for approval to Procurement . 

Attachment D For individual consultants: HRSS Pre-Consultant Screening Letter for the current fiscal year. 
Checklist D For individual consultants: Proof of negative tuberculosis status within past 4 years . 

~ For All Consultants : Results page of the Excluded Party List (https://www.sam .gov/) 
~ For All Consultants : Statement of qualifications (organization ); or resume (individual consultant). 
~ For All Consultants: Proof of Commercial General Liability insurance naming OUSD as an Additional Insured . 
~ For All Consultants with employees: Proof of Workers ' Compensation Insurance. (Ref. to Section 10 of the Contract) 

OUSD Staff Contact Emails about this contract should be sent to (required / 

1004979 

920 Peralta Street State CA Zip 94607 

(510) 208-5651 Email (required) WBurns691@aol.com 

Previously been an OUSD contractor? ~ Yes D No Worked as an OUSD employee? D Yes ~ No 

Pay Rate Per Hour (required) Number of Hours (required) 

1. 

2. 

3. 

4. 

5. 

Budget Information 
If you are planning to mu/tJ-fund a contract using LEP funds please contact the State and Federal Office before completing reqws1t1on 

Resource# Resource Name Org Key Object Code Amount 

No Fiscal Impact 5825 $ 0.00 

5825 

5825 

Services cannot be provided before the contract is fully approved and a Purchase Order is issued. Signing this document affirms that to your knowledge 
services were not provided before a PO was issued. 

~ OUSD Administrator verifies that this vendor does not appear on the Excluded Parties List (https://www.sam.gov/) 

Barbara Parker Phone 

Fax 

Signature Date Approved 

Resource Manager, if using funds managed by : D State and Federal DOuality, Community, School Development DFamily, Schools, and Community Partnerships 

DScope of work indicates compliant use of restricted resource and is in alignment with school site plan (SPSA) 

Signature Date Approved 

Signature (if using multiple restricted resources) Date Approved 

Regional Executive Officer 

Date Approved 

rintendent Business Operations 

Date A roved 

Legal Required if not using standard contract Approved Denied - Reason Date 

Procurement Date Received PO Number 

Rev. 6/2/14 THIS FORM IS NOT A CONTRACT 




