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Contract Name: Enter] Text
Contract Number: Enter text

BUSINESS ASSOQOCIATE AGREEMENT

This Business Associate Agreement is incorporated into the Underlying Contract known as Enter Text and is made
between Disability Rights Wisconsin (“Covered Entity”) under contract with the Wisconsin Department of Health Services,
and Tech Impact (“Budl iate” ' “Parties.”

This Agreement is specific to those services, activities, or functions performed by the Business Associate on behalf of the
Covered Entity when such services, activities, or functions are covered by the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), including all pertinent regulations (45 CFR Parts 160 and 164) issued by the U.S.
Department of Health and Human Services. Services, activities, or functions covered by this Agreement include, but are
not limited to:

e Technical Support to DRW Staff

o Office 365 management and support

e Network and Server Support and Maintenance

The Covered Entity and Business Associate agree to modify the Contract to incorporate the terms of this Agreement and
to comply with the requirements of HIPAA addressing confidentiality, security, and the transmission of individually
identifiable health information created, used, or maintained by the Business Associate during the performance of the
Contract and after Contract termination. The parties agree that any conflict between provisions of the Contract and the
Agreement will be governed by the terms of the Agreement.

1. DEFINITIONS

The following terms used in this Agreement shall have the same meaning as those terms in the HIPAA Rules: Breach,
Data Aggregation, Designated Record Set, Disclosure, Health Care Operations, Individual, Minimum Necessary,
Notice of Privacy Practices, Protected Health Information, Required by Law, Secretary, Security Incident,
Subcontractor, Unsecured Protected Health Information, and Use.

Specific Definitions:
a. Business Associate: “Business Associate” shall generally have the same meaning as the term “business
associate” at 45 CFR 160.103 and, in reference to the party to this Agreement, shall mean Tech Impact .

b. Covered Entity: “Covered Entity” shall generally have the same meaning as the term “covered entity” at
45 CFR 160.103 and, in reference to the party in this Agreement, shall mean Disability Rights Wisconsin under
contract with the Wisconsin Department of Health Services.

c. HIPAA Rules: “HIPAA Rules” shall mean the Privacy, Security, Breach Notification, and Enforcement Rules at
45 CFR Part 160 and Part 164.

2. RESPONSIBILITIES OF BUSINESS ASSOCIATE

a. Business Associate shall not use or disclose any Protected Health Information except as permitted or required by
the Agreement, as permitted or required by law, or as otherwise authorized in writing by the Covered Entity, if
done by the Covered Entity. Unless otherwise limited herein, Business Associate may use or disclose Protected
Health Information for Business Associate’s proper management and administrative services, to carry out legal
responsibilities of Business Associate, and to provide data aggregation services relating to health care operations
of the Covered Entity if required under the Agreement.

b. Business Associate shall not request, use, or disclose more than the minimum amount of Protected Health
Information necessary to accomplish the purpose of the use or disclosure.

c. Business Associate shall inform the Covered Entity if it or its subcontractors will perform any work outside the
U.S. that involves access to, or the disclosure of, Protected Health Information.
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DEPARTMENT OF CHILDREN AND FAMILIES dcf.wisconsin.gov/
Division of Early Care and Education

CHILD HEALTH REPORT — CHILD CARE CENTERS

Use of form: Use of this form is voluntary; however, completion of this form meets the requirements of DCF 202.08(4), DCF 250.07(6)(L)3.,
and DCF 251.07(6)(k)3. Failure to comply with these rules may result in issuance of a noncompliance statement. Personal information
you provide may be used for secondary purposes [Privacy Law, s.15.04(1)(m), Wisconsin Statutes].

Instructions: Each child under 2 years of age shall have an initial health examination not more than 6 months prior to nor later than 3
months after being admitted to the center and a follow-up health examination at least once every 6 months thereafter. Except for a school-
aged child, each child 2 years of age or older shall have an initial health examination not more than one year prior to nor later than 3 months
after being admitted to a center and a follow-up health examination at least once every 2 years thereafter. The parent / guardian shall give
this form to the physician, physician assistant or HealthCheck provider to be completed, signed and dated. The licensee shall obtain a copy
for the child’s record. Note: Children are also required to have on file at the child care center documentation of immunizations; it may be
helpful if the parent / guardian were to include a copy of the child’s immunization record when submitting this form to the child care center.

PARENT OR GUARDIAN — Complete this section.

Name — Child (Last, First, MI) Birthdate — Child (mm/dd/yyyy)
Holder, Ellowyn L 05/04/2012

Address — Child (Street, City, State, Zip Code)
629 Milky Way, Madison, WI 53718

Name — Parent or Guardian (Last, First, Ml)
Holder, Aurora L

Address — Parent or Guardian (Street, City, State, Zip Code)
629 Milky Way, Madison, WI 53718

HEALTH PROFESSIONAL — Complete this section.

Instructions for feeding and care of child with special problems, including allergies — Specify (attach information as necessary).

|:| Yes |:| No Does the child have a milk allergy? If “Yes”, identify the recommended milk substitute.

Date of most recent blood lead test: (mm/dd/yyyy). Note: Children on Medicaid are required to be tested at
around ages 12 months and 24 months or once between the ages of 3 and 5 years if no previous test is documented. Lead testing is
optional for children who are not on Medicaid.

Immunization(s) not to be administered to child due to medical reason(s) — Specify.

AUTHORIZATION

| certify that | have examined the above child on this date and that he / she is able to participate in child care activities.

Name — MD, PA or HealthCheck Provider (type or print) Address (Street, City, State, Zip Code)

SIGNATURE — MD, PA or HealthCheck Provider Date of Examination

DCF-F-CFS0060-E (R. 07/2013)







