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2009 Georgia Distribution of the Federal Strategic National Stockpile Supply of Antiviral Drugs for Uninsured or Under Insured Patients 
Provider Agreement
Name and Title (print)   ​​​​_______​__________________________       ____________________
                                         (First, MI, Last)                                              (Title)
Professional License No. _____________________________________________

Georgia Pharmacy Permit Number: ________________________________________ 
Facility/Company Name:  _______________________________________________________


Second Point of Contact Name: __________________________________________________


Address:  _____________________________________________________________________



Street

                City


State


ZIP


Email Address:  _______________________________________________________________


Phone Number:
(        )                           
_____ 
FAX Number: (        )              
_____

Date:  ___________________________
Your participation in the 2009 Georgia distribution of the Federal Strategic National Stockpile (SNS) Supply of Antiviral Drugs for Uninsured or Under Insured Patients is greatly appreciated as a vital service that will treat individuals and protect the public against 2009 H1N1 influenza. The Georgia SNS antiviral supply, purchased by the federal government, is being made available to treat Uninsured or Under Insured Patients for whom the antivirals are recommended. This Provider Agreement specifies the conditions of participation in the 2009 Georgia distribution of the SNS Antiviral supplies for Uninsured or Under Insured Patients and must be signed and submitted to the Georgia Strategic National Stockpile program prior to receipt of the antivirals.
1. I agree to receive and dispense State SNS Supplied Antiviral Drugs for Uninsured or Under Insured Patients according to the CDC and Georgia Department of Community Health (DCH), Division of Emergency Preparedness and Response’s current recommendations for the Use of Influenza Antiviral Drugs. This information can be found on the CDC website http://www.cdc.gov/h1n1flu/recommendations.htm 
2. I agree to complete the chain of custody document upon receipt of Georgia SNS antiviral drugs.
3. I agree to store and handle the Georgia SNS antiviral drugs in accordance with the package insert.
4. I agree to segregate the Georgia SNS antiviral drugs from purchased antiviral drugs.

5. I agree to dispense the Georgia SNS antiviral drugs according to current Federal Emergency Use Authorization, which can be found at http://www.cdc.gov/h1n1flu/eua/ and, as well as state pharmacy laws including the Health Insurance Portability and Accountability Act (HIPAA) and any exemptions and/or legislation adopted during the possession of the Georgia SNS antiviral drugs, as instructed by the Georgia DCH.

6. I agree to counsel and provide patient prescription information on the Georgia SNS antiviral drugs to patients and the patient information sheet, which can be located at http://www.cdc.gov/h1n1flu/eua/pdf/tamiflu-patients.pdf.   
7. I agree to dispense the Georgia SNS antiviral drugs at no charge to DCH or its divisions.
8. I understand that the SNS antiviral supply is paid for by the federal government and I will not impose a charge to any patient, health insurance plan, or other third party payer for the cost of the SNS antiviral drugs.
9. I understand that I am prohibited from selling the DCH antiviral drugs. 
10. I understand that in accordance with Georgia Medicaid Prescription Reimbursement, I may charge a fee for the dispensing of the SNS antiviral drugs. The dispensing fee cannot exceed $4.63 for profit pharmacies, and $4.33 for non-profit pharmacies, per prescription and I may charge an additional fee up to $3.00 for the addition of flavoring to simple compounding. 
11. I understand that I will dispense the SNS antiviral drugs for free to individuals who cannot afford the dispensing fee.  
12. I agree to report the quantity of the SNS antiviral drugs dispensed using the reporting forms provided by the Georgia Strategic National Stockpile Program.   
13. I agree to report the quantity of expired doses of the SNS antiviral drugs and submit disposal paperwork to the Georgia Strategic National Stockpile Program, if the product does not become a part of the Shelf Life Extension Program maintained by the Federal Drug Administration.
14. If a product is a part of the Shelf Life Extension Program, I agree to re-label any expired product, or provide a patient information sheet to the customer indicating that this product has been approved for use by FDA. Information on extended product may be found at http://www.fda.gov/NewsEvents/PublicHealthFocus/ucm154962.htm.       
15. For Georgia licensed pharmacies, the Pharmacist in Charge or other entity who may legally assume possession of “dangerous drugs” according to Georgia State law must sign. If this agreement is with a facility that does not have a Georgia licensed pharmacy or Pharmacist in Charge, a managing physician or other entity that may legally assume possession of “dangerous drugs” according to Georgia State law must sign.
Receipt of the DCH antiviral drugs and my signature below indicates my acceptance of each of the conditions listed above. Failure to abide by any of these conditions may result in removal of the DCH antiviral drugs.
Contact Information:
Leticia A. Mathis

SNS Program Administrator

Georgia Department of Community Health

Division of Emergency Preparedness & Response

Office:  404-463-1420 

Fax: 404-463-1416

Email: lxmathis@dhr.state.ga.us 
Mailing Information:

Please mail a copy of this signed document to:

Georgia Department of Community Health

Division of Emergency Preparedness and Response
Strategic National Stockpile Program
ATTN: Leticia A. Mathis
40 Pryor St., 1st Floor
Atlanta, Georgia 30303
Provider Signature: ___________________________________

Provider Name: ______________________________________

Provider Phone: ______________________________________

Provider Fax: ________________________________________   

Submittal Information:

1. Please sign and fax this form to (404) 463-1416.

2. Please mail a copy of this signed document to:

Georgia Department of Community Health

Division of Emergency Preparedness and Response

Strategic National Stockpile Program

ATTN: Leticia A. Mathis

40 Pryor St., 1st Floor

Atlanta, Georgia 30303
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