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2X2 Photo			PACE MARKETING REPRESENTATIVE
                                     MEMORANDUM OF UNDERSTANDING


	Name of PACE Program
[bookmark: Text10]     

	Name (Print)
[bookmark: Text2]     
	Sex
          |_|M	|_|F



	Residence Address
[bookmark: Text4]     

	Telephone Number
[bookmark: Text8]     

	Mailing Address (if different)
[bookmark: Text5]     

	[bookmark: Check1][bookmark: Check2]Have you ever worked for another Plan(s) contracting with Medi-Cal?	|_|Yes	|_|No
If yes, list the name(s) of the plan(s):
[bookmark: Text7]     



I THOROUGHLY UNDERSTAND THAT:

1.    I may be employed by only one health plan at any one time.

2.	I must not directly or indirectly represent myself to be an employee of the State, the County, or any other agency.

3. 	I must clearly state that I am an employee of the PACE Program and that I am authorized to represent only PACE.

4. 	I must provide complete information to a prospective enrollee concerning all of the benefits that are provided by the Medi-Cal program and those provided by the PACE Program.

5. 	I must clearly explain and insure that the prospective enrollee understands certain limitation imposed as a result of joining the PACE Program, including:

a.	The enrollee will no longer be able to continue to see his/her doctor or any other provider of medical services unless that doctor or provider is, in fact, a provider of the PACE Program.

b.   Except for emergency services, all services must be received through the PACE Program.

c.	Emergency means those health services needed to evaluate or stabilize an emergency medical condition.

d. 	The enrollee must notify the PACE Program of emergency services received from non-plan providers.

6.	I must clearly explain to the beneficiary that enrollment is voluntary and they may disenroll at any time. 

7.	I must explain that whether or not the prospective enrollee enrolls, his/her cash grant and other welfare benefits will not be affected.

8.	I will refrain from criticizing or making any derogatory remarks concerning another Health Plan or the Fee-For-Service Medi-Cal system.

9. 	I will not state or imply that the State or the Department of Health Care Services (DHCS) or any other official body endorses the PACE Program over any other Plan.

10. 	I will not imply or offer any form of gift or reward as an inducement of the enrollee to the PACE Program.

11.	I will not attempt in any way to determine a prospective enrollee’s physical condition or medical needs at any time. (Violation of this responsibility could subject the enroller and the PACE Program to severe penalties.)

12. 	I can not conduct marketing activities until I have first completed the minimum of a 12 hour Marketing Orientation and Training Program, and received marketing approval from the DHCS.

13. 	I can make a presentation to a Medi-Cal beneficiary in his/her home only if the beneficiary initiates the request. 

14. 	I will not make presentation on any state of county premises or any other location not authorized in the Contractor’s Marketing Plan.

15. 	I will not complete or sign an enrollment application on behalf of a Medi-Cal beneficiary or any other Marketing Representative.

List any court convictions in the space provided below. (You may omit:  1) Traffic fines under $30; 2) any offense committed which was adjudicated in a juvenile court or under a youthful offender law; and 3) any incident that has been sealed under Welfare and Institutions Code Section 781 or Penal Code Section 1203.45).
	[bookmark: Text9]     




I further understand that any misrepresentation and/or fraud perpetrated by me will be subjected to an investigation by the DHCS.  Should these allegations be substantiated and warrant criminal prosecution, the investigation will be submitted to the District Attorney’s office for review and determination.

I certify that the information provided above is complete and correct.  I agree to conduct marketing activities in accordance with the provisions listed above.

_______________________________________________           _________________________
Signature of Marketing Representative					   Date
					
This information is requested by the employing PACE Program as directed by the DHCS in compliance with the Information Practice Act of 1977 (DHEW Grant NO, 1-HV-72985).  The authority for maintaining the requested information is California Administrative Code Title 22, Section 53402.  This information is mandatory.  Failure to provide all the necessary information will be an automatic denial of the privilege to market for the PACE Program.  The purpose of the information is to enable the employing PACE Program to investigate the marketing representative’s background and verify the information given.

For more information or access to your records, contact the employing PACE Program.
 Revised 01/2012
image1.png




image2.png
AL OF





