DEFICIT REDUCTION ACT TRAINING

Provider’s Commitment to Corporate Compliance

I acknowledge that I have received the required training on the Federal and State False Claims Act, and that I have received education about Whistleblower protections.   I agree as a provider to comply with recognized standards of compliance and will report instances which may constitute improper conduct related to fraud or abuse of federal funds.  I understand that violations related to the improper submission of claims and/or the provision of services may result in a termination of contract with Pines Behavioral Health.
____________________



____________________________

            Date





                  Signature

12/18/06
