
STATEMENT OF ASSURANCES




                      Attachment 9b
Improving Community Healthcare Services for Adolescents Initiative

To be eligible for approval to operate an Improving Community Healthcare Services for Adolescents Initiative, the Chief Executive Officer, or designee, of the applicant organization or the president of the Board of Directors of the organization must attest to compliance with all the statements below.  Original signatures in ink must appear at the bottom of the page.

· There will be a designated individual who will be responsible for initiative administration, operation and oversight.  This individual will be e-mail accessible and attend meetings with the Department of Health along with other appropriate staff.

· Ensure that programming is held in fully accessible spaces and program modifications and accommodations for participants with disabilities are ascertained and provided.  
· Any changes in services, the designated contact person will be reported immediately in writing to the Department of Health, Adolescent Health Unit.

· Professional and legal standards of client confidentiality will be strictly maintained per Public Health Law. 
· Quarterly and an annual project reports will be submitted to the New York State Department of Health within 45 days of the completion of the quarter.

· The State Department of Health will be given access to conduct site visits as necessary.

................................................................................................................................................

We hereby certify that the information contained in this application is correct and in compliance with appropriate federal and state laws and regulation, and that we are the authorized representatives to file this application.

           CEO/Designee



Print Name:  _____________________________________________________ 

Signature:     _____________________________________________________

Title:            ______________________________________________________

Agency:       ______________________________________________________

Date:            ______________________________________________________


