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Community Schools, Thriving Students 

Board of Education 

Antwan Wilson , Superintendent 

Contract Agreement - Prescott-Joseph Center for Community Enhancement, Inc. 
(contractor) - 968/Health Services (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, 2016 
through June 30, 2017. 

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 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-two sites to be selected in conjunction with the 
Health Services Department for the period of September 1, 2016 through June 30, 
2017, 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 Health Services Department for the period of September 1, 2016 
through June 30, 2017. 

Funding Source: No Fiscal Impact 

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















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 will. 

XVII I. Authorization: 

The undersigned individuals represent that they are fully authorized to execut e ehalf of the named parties. 

- t(i?(f(b 
IN WITNESS whereof, this Agreement has been executed by the latm$rMe!1Pt;i$' the day and year first written above. 

~ President, Board of Education 
I 
Prescott-Joseph Center for Community 
Enhancement, Inc. 

... 
Director U 

::e~~e---
(Authorized signature - sign in blue ink) 

Dated : _ _,__,7/'-=z.~ j'-+-/ -'--1 _,? ____ _ Name: 
Antwan Wilson 

Approved as to Legal Form 

... 
County Counsel 

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

Auditor/Controller-Recorder Use Only 
D Contract Database D FAS 
Input Date I Keyed By 

Title: _________________ _ 
Superintendent 

Dated: 'i/v f (I~ 
Address: 1000 Broadway, 61

h floor 
Oakland, CA 94607 

Reviewed by Contract Compliance Presented to BOS for Signature 

... 

Date 

... 
Department Head 

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

OUSD or the District verifies that 
the Contractor does not appear on 
the Excluded Parties List at 
https://www.sam.gov/ 
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