HEALTHCARE PROVIDER LINKAGE AGREEMENT

	Proposer:      
	PIN #: 26007CESLRFP


INSTRUCTIONS:  The purpose of this Linkage Agreement is to ensure to the maximum extent possible that program participants receive comprehensive health services, including, but not limited to the following: primary care services, reproductive health services, and mental health care services/screenings; information on nutrition, substance abuse, pregnancy prevention, HIV/AIDS and other STIs, healthy relationships, parenting and violence prevention; and referrals for specialty care. Proposers should use a separate Linkage Agreement Form for each proposed linked organization, duplicating the form as needed.

Pursuant to the proposal submitted by       __________________________ (Proposer Organization) in response to the Service Learning Programs Request for Proposals from the Department of Youth and Community Development, the proposer, if funded, will establish programmatic linkages with       _______________________________ (Linked Organization).





Under this Linkage Agreement,        _______________________ (Linked Organization) will offer the following services/information to the service learning program participants. Please check all boxes on the list below that apply.

 FORMCHECKBOX 

Primary care services (including annual physical exams)

 FORMCHECKBOX 

Comprehensive reproductive health services, including birth control; HIV testing; STI 
testing and treatment; pregnancy testing plus options counseling.  Please check if the 
following also apply:

 FORMCHECKBOX 

The above services will be provided regardless of the teens’ ability to pay

 FORMCHECKBOX 

The above services will be provided without parental consent as protected under NYS law.

 FORMCHECKBOX 

At a minimum, emergency contraception (the morning-after pill), oral contraception, Depo-Provera, and condoms, are available regardless of a teens’ ability to pay and without parental consent, either through an on-site dispensary or another mechanism.

 FORMCHECKBOX 

Mental health services/screenings (e.g. for depression, suicide prevention)

 FORMCHECKBOX 

Referrals for specialty care such as dental care, vision care, hearing screenings


 FORMCHECKBOX 

Substance abuse treatment or referrals for treatment 

 FORMCHECKBOX 

Information and workshops on:

 FORMCHECKBOX 

HIV and other STIs

 FORMCHECKBOX 

Pregnancy prevention

 FORMCHECKBOX 

Substance abuse prevention

 FORMCHECKBOX 

Healthy relationships, dating violence, and violence prevention

 FORMCHECKBOX 

Parenting

 FORMCHECKBOX 

Nutrition & physical activity

Describe below how the Healthcare Provider will encourage and facilitate use of its services by program participants and where the services will be provided.  (Preferable page limit: 1 page)
     
Proposer Organization:
Authorized Representative:      ______________________
Title:      ____________

Signature: __________________________________    Date:       /     /     
Linked Organization:

Authorized Representative:      ______________________

Title:      ____________

Work Address:      ______________________________________

Work Phone #:      ______________________________________

Signature: __________________________________    Date:       /     /     
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