PROVIDER OF CARE CLAIM FORM

Regional Center of The East Bay, Inc.

500 Davis Street, Sulte 100 ‘
San Leandro, CA 94577 |
PH: {510) 383-1200/ (510) 618-6100 |
Fax; (510} 618-7770 \
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CERTIFICATION STATEMENT

1. The Provider agrees and shall certify under penalty of perjury that all claims for services provided to regional center clients have been
provided to the clients by the Frovider.

3. The services were, to the best of the Provider's knowledge, provided in accordance with the client’s written Individual Program Plan.

3. The Provider shall also certify that all information subimitied to the regional centeris accurale and complete.

4. The Provider understands that payment of these claims will be from federal and/or state fonds and any falsification or conceahment of 3
material fact may be prosecuted under federal and/or state laws,

5. The Provider agrees to keep for a minimum period of thrée years from the date of service a printed representation of al] records which
are necessary to disclose fully the extent of services fumnished to the clien.

6. The Provider agrees 1o fumish these records and any information regarding payments claimed for providing the services on request
within the State of California, to the California Department of Health Services; the Medi-Cal Fraud Unit; California Departiment of
Developmental Services; California Department of Justice; Office of the State Controller; U.5. Department of Health and Human
Services, or their duly autharized representatives.

7. The Provider also agrees that services are offered and provided without discrimination based on race, religion, color, nationa] or ethnic

origin, sex, age, or physical or mental disability.




