(Provider Letterhead)

Date

Address

PROVIDER CERTIFICATION

I hereby certify under penalty of perjury that I am the official responsible for the administration of the services and expenditures reported in the attached Cost Report for [organization name]; that I have not violated any of the provisions of the Section 1090 et. seq. of the Government Code and that all information submitted to the Yolo County Department of Alcohol, Drug and Mental Health (ADMH) is true, accurate and complete.  Additionally, in accordance with 42 USC 1396(a) (68), Section 6032 of the Deficit Reduction Act, I certify that all employees, contractors, and agents shall have read, acknowledged receipt of and complied with all of the provisions of the County’s policies and procedures designed to detect, prevent, and report fraud, waste and abuse in the provision of medical assistance. 
With respect to MHSA funding, I certify that [insert organization name here] is in compliance with California Code of Regulations, Title 9, Division 1, Chapter 14, Article 4, Section 3410, Non-Supplant and Article 5, Section 3500, Non-supplant Certification and Reports; that the amount for which reimbursement is claimed herein is in accordance with Chapter 3, Part 2, Division 5, Section 5891 of the Welfare and Institutions Code (W&I Code).  

[insert organization name here] understands that any payment by ADMH to [insert organization name here] has been paid with state and federal funds and that any falsification or concealment of material fact may be prosecuted under federal and/or state laws.  I further certify under penalty of perjury that, to the best of my knowledge and belief, the information in this report is in all respects are true, correct, and in accordance with applicable state and federal law.

______________


            ____________________________________

Date





Signature – Executive Director

I certify under penalty of perjury that I am the duly qualified and authorized official of the herein claimant responsible for the examination and settlement of accounts.  I acknowledge that payments received are interim payment’s that shall be subject to final settlement in accordance with state and federal law and regulation.  I understand that misrepresentation of any information provided herein constitutes a violation of federal and state law.  I further certify that this report is based on actual, total expenditures as necessary for claiming Federal Financial Participation pursuant to all applicable requirements of state and federal law including but not limited to Sections 430.30 and 433.51 of Title 42 Code of Federal Regulations (CFR).  I understand that ADMH may deny any payments previously made if it determines that the certification is not adequately supported for purposes of claiming federal financial participation.  I understand that all records of funds included in this report are subject to review and audit pursuant to Section 433.32, Title 42, CFR, the Department of Health Care Services and/or the federal government and must be kept for a minimum of three years after the final payment is made, and retained beyond the three year period if audit findings have not been resolved.
Date





Signature – Financial Officer
