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PROVIDER AGREEMENT 
For Electronic Statements of Deficiency and Plans of Correction


· READ THIS FORM CAREFULLY BEFORE SIGNING.
· This form must be signed by an authorized representative of the entity entering into this agreement. 
· This agreement shall remain in effect until revoked by the provider or when any of the provider information below changes, at which time a new agreement must be executed. 
NOTE:   Completion of this agreement is necessary for provider participation in the electronic SOD and
              POC process.


	Name – Provider 
[bookmark: Text1]     
	License/Certification No.
     

	Location – Street Address
       
	City
     
	State
     
	Zip Code
     

	Name – Authorized Representative (CEO/Administrator)
     
	E-mail Address and phone number– Authorized Representative (CEO/Administrator)
     

	Name – Additional Recipient
     
	E-mail Address and phone number– Additional Recipient
     






Wisconsin.gov

By signature of the provider’s authorized representative below, the provider agrees to:

1. Accept electronic (e-mail) service of Statements of Deficiency (SODs).  It is recommended that the provider check incoming e-mail daily to ensure timely receipt of SODs and to acknowledge receipt with a reply e-mail to the sender.
2. Not alter the original eSOD or other documents not intended to be completed by the provider.
3. Complete Plans of Correction (POCs) using the supplied DQA form F-00344, Plan of Correction. 
4. Return completed form(s) F-00344, Plan of Correction, to the Division of Quality Assurance via e-mail.
5. Notify DQA promptly of any change in the provider’s Authorized Representative or Additional Recipient to whom e-mails are to be sent.
6. Accept and adhere to the following terms:
a. The effective date of service for Statements of Deficiency is the date the transmitting e-mail message is sent from the Division of Quality Assurance to the Authorized Representative named above. 
b. Failure by the Authorized Representative or his/her designated agent to open the transmitting 
        e-mail does not delay or alter the effective date of service for Statements of Deficiency.
c. Failure by the Authorized Representative or his/her designated agent to reply to the transmitting e-mail with an acknowledgement of receipt does not constitute refusal to accept service of the Statement of Deficiency or change any other terms of this agreement. 
d. The facility acknowledges that it has the ability to open and read PDF documents.  If the facility is unable to open or view a file sent by DHS, it is incumbent upon the facility to notify the appropriate DHS regional office to request a new file.  


________________________________________________               ____________________________
SIGNATURE - Provider’s Authorized Representative			        Date Signed
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