
Flex Supplemental Funding Memorandum of Understanding

This Memorandum of Understanding (MOU) sets the terms and understanding between the _____________________ (State Flex program) and ______________________ (Critical Access Hospital).

Purpose 

Describe the bilateral agreement between the state Flex program and the Critical Access Hospital (CAH) on the intended use of Flex supplemental funds.

Roles and Responsibilities
The state Flex program will support the hospital in moving towards the adoption of activities related to financial and operational performance improvement, quality improvement, and/or substance use by: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________  (Note: State Flex program may provide support by coordinating technical activities for CAHs or through subcontracting to CAH directly so that the CAH coordinates activities.) 
The CEO of the CAH will be the point of contact with the state for this project. The CAH agrees to devote sufficient management and staff time to fully support Flex supplement project activities and work with the state Flex program to submit the following reports: 

1.) Mid-year report outlining the progress/outcomes of the project and status on completion of work plan activities.
2.) End-of-year report detailing project results, methodology, challenges, and outcomes as a result of this Flex supplemental funding opportunity, including related baseline and actual measures.

The funds for this project will not supplant activities funded through other means.

Signatures

All partners in this agreement sign to confirm their acceptance of its terms. 

__________________________



__________________________

(Authorizing official signature)



(Authorizing official signature)
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