


AmericaÕs Voice for Community Health Care!

The NACHC Mission 

To promote the provision of high quality, 
comprehensive and affordable health care that is 
coordinated, culturally and linguistically competent, 
and community directed for all medically 
underserved people.!
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¥  Organization that receives a grant under section 330 of the 
Public Health Service Act  Ð Consolidated Health Center 
Program 

¥  Community Health Center Program Ð section 330(e) 
¥  Migrant Health Center Program Ð section 330(g) 
¥  Health Care for the Homeless Program Ð section 330(h) 
¥  Public Housing Primary Care Program Ð section 330(i) 

¥  Organization that is determined by DHHS to meet requirements 
to receive funding without actually receiving a grant (i.e., an 
FQHC Òlook alikeÓ- Policy Information Notices 2009-06 and 
2009-07) 
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¥  Must be either a private, charitable, tax-exempt 
nonprofit organization OR public entity (direct 
or co-applicant arrangement) 
Ð  Governance requirements must be met 

¥  Directly 

¥  By establishing a co-applicant Board and signing 
a co-applicant agreement that: 

Ð   assures that the Health Center Board retains 
its required authorities 

Ð  Delineates how all the core requirements will 
be met between the applicant and the co-
applicant Board 
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¥  Must serve a federally-designated medically underserved 
area (MUA) or medically underserved population (MUP) 
designated by DHHS (Required for CHC Programs; Not 
required for MHC, HCH or PHPC Programs) 

¥  Must be governed by a community-based Board of 
Directors 
Ð  Must have between 9 and 25 members 
Ð  A minimum of 51% of Board members (at least a majority) 

must be active consumers of health center services and 
should live in the service area and reasonably represent the 
patient population served in terms of demographic factors 
such as race, ethnicity and gender 

Ð  Non-consumer Board members  
¥  No more than one half of  non-consumer members can derive 

more than 10 percent of their income from the health care 
industry 
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Ð  The Governing Board must retain full 
autonomy and authority to: 

¥  Establish health center policies 

¥  develop and approve the budget 

¥  Hire, evaluate and dismiss the Executive 
Director 

¥  Be self-perpetuating 
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 GOVERNING BOARD COMPOSITION WAIVERS:   

Ð Waivers allowed for programs funded ONLY under 

330(g), 330(h) and/or 330(i), provided that an 
appropriate plan is presented to assure consumer 

input into the governance process 

Ð Waivers are not allowed for programs receiving 

330(e) funding or FQHC-LAs (for now!!) 



Service Area:  
Geographic area served by the center 

Services: Form 5-Part A 

Target Population:  
Medically underserved community  
or population served by the center 

Providers: 
Individual health care professionals  

who deliver services on behalf of the center  
on a regularly scheduled basis 

Scope of 
Project  

Sites: Form 5-Part B 
Other Activities/Locations:  

Form 5-Part C 
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Must provide either directly or through contract or established 
arrangement: 

Ð  Required Òprimary healthÒ services 
¥  Basic primary and preventive care services 

¥  Supplementary services including referrals to other providers (specialists 
when medically indicated) and health related-services (substance abuse 
and mental health services) 

¥  Case management services (counseling referral, and follow-up) and other 
services designed to assist patients in establishing eligibility for programs 
that provide financial assistance 

¥  Enabling services including outreach,  transportation and translation 

¥  Education regarding the availability and proper use of health services 

Ð  Additional health services as appropriate including behavioral and mental 
health and substance abuse services, recuperative care and 
environmental health services 
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¥  Maintain a fully staffed management team appropriate to 
the size of the health center 

Ð  Preference is directly employs senior management 
team - good cause exception available 

Ð  CEO/ED requires prior approval from BPHC 

¥  CEO must be directly employed by the health center 

Ð  Must have a direct line of authority from the Board to 
the CEO who delegates as appropriate  
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¥  Expected to establish appropriate linkages and collaborative 
arrangements with other community-based health and social services 
providers, agencies, programs: referral arrangements for continuum of 
care, admitting privileges, after-hours coverage 

¥  Key policy clarification: any and all collaborations must 

Ð  Maintain integrity of the health center program  

Ð  Retain BoardÕs autonomous and independent decision-making 
with regard to full scope of authorities 

Ð  Retain BoardÕs compliance with composition and selection 
requirements 

Ð  Comply with other applicable laws, regulations and policies 
(including HRSA affiliation policies - PINS #97-27, #98-24) 
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SO WHAT DO WE WANT TO DO AND WHAT ARE THE IMPLICATIONS?? 

1.  We want to collaborative with an FQHC to provide some services 
for their patients - that works here’s what you can and cannot do: 
¥  If they are “required services” there must be written agreement 

with the partner provider that can be: 
¥   a referral arrangement  

¥  Partner will provide defined care to health center patients who 
are referred to it by health center regardless of ability to pay  

¥  Partner is financially, clinically and legally responsible and is 
solely liable for damages related to services 

¥  Partner bills and collects payment for the services 
¥  Patients receiving services are partnerÕs patients for the referred 

services 
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SO WHAT DO WE WANT TO DO AND WHAT ARE THE IMPLICATIONS?? 

1.  We want to collaborative with an FQHC to provide some required 
services for their patients - that works here’s what you can and 
cannot do: 
Ð  Or you can have a contractual agreement: 

¥  Whereby the partner provides services to health centerÕs 
patients on behalf of health center and is paid either on a hourly 
or negotiated fee basis 

¥  clinical, administrative and/or managerial expertise and 
experience that health center cannot obtain directly but wants to 
include in-scope 

¥  Health center is financially, clinically and legally responsible for 
the services purchased  

¥  Patients receiving services are health center patients - FQHC 
owns medical records and does all billing and collections 
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SO WHAT DO WE WANT TO DO AND WHAT ARE THE IMPLICATIONS?? 

1.  We want to have an umbrella affiliation with an FQHC to provide some services for 
their patients - that works here’s what you can and cannot do: 
Ð  Develop a broad continuum of activities that the FQHC and partner provide for each 

other 

Ð  Identify mutual obligations and benefits 

Ð  Cannot abridge any of the FQHC Governing Board autonomies or authorities 

Ð  Cannot violate any of the FQHCÕs requirements or obligations 

2.  We want to develop integrated services model - for services in the FQHCs scope of 
project:  

Ð  Integrated services/programs are operated under health center umbrella and the 
health center assumes operational and financial authority for services/programs 

¥  PartnerÕs clinicians are either integrated into health centerÕs workforce or 
purchased by health center through a Lease of Clinical Capacity 

¥  May require ÒTransition AgreementÓ 
¥  Cannot impact health center boardÕs autonomy and  compliance 
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SO WHAT DO WE WANT TO DO AND WHAT ARE THE IMPLICATIONS?? 

1.  We want to have residency program in an FQHC 

Ð  Residency program takes responsibility for teaching functions, costs 
of faculty and trainee salaries and benefits, malpractice insurance, 
and reasonable reimbursement to the FQHC for the extra costs of 
medical education 

Ð  FQHC retains authority over the policies and procedures, quality 
assurance, ability to remove faculty and/or trainees, diagnosis, 
billing for care, and scope of services (location, type of service, etc.) 
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SO WHAT DO WE WANT TO DO AND WHAT ARE THE IMPLICATIONS?? 

1.  We want to coordinate with our hospital partner to do an ER 
diversion program 

Ð  You can co-locate so that ER personnel can offer non-urgent 
patients the option of going to the health center 

Ð  The hospital can provide referral options for non-urgent patients to 
the health center facility - perhaps with transportation 

Ð  The health center can station triage staff in the ER to offer the non-
urgent patients the option of going to the center and can do entry 
and appointment-making, etc. 

¥  But you must be sure that all federal CMS and EMTALA 
requirements are met and followed 



HOWEVER UNDER ANY AND ALL 
COLLABORATION MODELS 

¥  THE INTEGRITY OF THE FQHCÕS CORPORATE 
STRUCTURE MUST BE MAINTAINED 

Ð No parent/subsidiary or similar structures (e.g., 
Sole Member) unless  

¥ Health center retains all Board selection and 
composition requirements, and exercises all 
prescribed authorities and 

¥ The structure is specifically approved by HRSA 
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HOWEVER UNDER ANY AND ALL 
COLLABORATION MODELS 

¥  Governance: under all affiliation arrangements, 
board must remain compliant with all Section 330-
related selection and composition requirements 
and retain all prescribed authorities 

Ð No other entity or appointed individual may 
¥  Select the majority of health center board members, non-

consumer members, or members of the Executive 
Committee, or function as board chair 

¥  Preclude the selection, or require the dismissal, of board 
members not appointed by that party 

¥  Have overriding approval authority, veto authority or Òdual 
majorityÓ authority 
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HOWEVER UNDER ANY AND ALL 
COLLABORATION MODELS 

¥  Management and Finance  

Ð No other entity/individual can employ Executive Director/CEO 

Ð No other entity/individual can employ CFO and/or CMO, 
subject to good cause exception (PIN #98-24) 

¥  Health Services/Clinical Operations 
Ð No other entity/individual can employ the majority of health 

centerÕs PCPs, subject to good cause exception (PIN #98-24)  

Ð Non-exclusivity: no other entity/individual can control health 
centerÕs relationships with other providers unless control will 
not impact health centerÕs ability to collaborate and coordinate 
with other local providers 
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A RELATED BUT DIFFERENT 
QUESTION 

¥  Can we come under the FQHCÕs ÒumbrellaÓ and 
then spin-off on our own in a couple of years?? 

Once an organization merges with an FQHC 
they become a part of that FQHC corporation, 
that is they cease to exist as a separate entity.  
The FQHC governing board and management 
assume control over the “merged” 
organization.  Spinning off a site is not under 
the full control of the FQHC but rather involves 
significant negotiation with HRSA.  

22 National Association of 
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¥  Medicaid & Medicare Statutes (Social Security Act 1905(1)(2)(B)(iii) and 
1861(aa)(4)(b) respectively) 

Ð Define ÒFederally Qualified Health CenterÓ as a provider type eligible for 
enhanced reimbursement under Medicaid and Medicare 

¥  Grant enabling statute:  Section 330 of the Public Health Service Act, as 
amended by Public Law 107-251 (October 26, 2002) 

¥  Program-specific regulations:  42 CFR Part 51c (community health centers) 
and 42 CFR Part 56 (migrant health centers) 

¥  DHHS administrative regulations:  45 CFR Part 74, incorporating OMB 
Circulars A-110, A-122, A-133 (which are codified at 2 CFR Part 215 and Part 
230) 

Ð Financial and program management systems, including cost principles 

Ð Procurement standards 

Ð Property and equipment standards 

Ð Reporting requirements 

¥  DHHS Grants Policy Statement 
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¥  Bureau of Primary Health Care (BPHC) Policies 

Ð Program Information Notices (PINs) 

¥  PIN # 98-23: Health Center Program Expectations 

¥  PIN # 2008-01: Scope of Project Policy 

¥  PINs # 97-27 & 98-24: Affiliation policies 

¥  PIN # 2007-09: Service Area Overlap Policy and Process 

Ð Program Assistance Letters (PALs) 

¥  Notice of Grant Award (NGA) and special terms and conditions 
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