Board Contract Summary BC lé _0672
Pessigned By: desve. 156

For use with Expenditure Contracts submitted to the Board for approval. Complete information below, print, obtain signature of
authorized departmental representative, and submit this form, along with attachments, to the appropriate departments for
signature. See also: Auditor-Controller Intranet Policies->Contracts.

D1. Fiscal Year ...t FY 2015-2018
D2. Department Name Public Health
D3. Contact PErson ..o, Dan Reid
D4. Telephone ... X5173

K1. | Contract Type (check one). [ /] Personal Service| | Capital

Hospitalist and Outpatient Professional Services.

K2. Brief Summary of Contract Description/Purpose

K3. Department Project Number

K4. Original Contract Amount...............ccceevviniiniicee e $ 3070.752
K5. Contract Begin Date.........oooeeeiiioiiie e Julv 1. 2015
KB. Original Contract End Date June 30. 2018
K7. Amendment? (Yes or NO)........ooooiiie e, No

K8. ~-New ContractEnd Date ...

Kg. - Total Number of Amendments ...,

K10. | - This Amendment AMOUNt...........ccoiii e $

K11. | - Total Previous Amendment Amounts $
K12. | - Revised Total Contract Amount..........cc.ocooooiiii e, $
B1. Intended Board Agenda Date ... June 23. 2015
B2. Number of Workers Displaced (ifany) .......ocoooeoeeeieeeiieeee,
B3. Number of Competitive Bids (if @ny)......cccoooiiioieieieeeeeeee, N/A
B4. Lowest Bid Amount (IFBid) ........ccoooovvieiieeiiecie e N/A
B5. If Board waived bids, show Agenda Date................cc.ccovvveei . NJ/A
and Agenda ltem Number ... N/A
B6. Boilerplate Contract Text Changed? (If Yes, cite Paragraph)........ . Exhihit C approved by Risk
F1. Fund NUMDBET ......cooiiiiii e 0042
F2. Department NUMber..................iiiii, 041
F3. Line ltem Account Number.................ocoiiiiii 7467
F4. Project Number (if applicable) ............ccoovoveeeiiiiiiiieeeec e
F5. Program Number (if applicable) 3001
F6. Org Unit Number (if applicable)
F7. Payment Terms........cooooiiiioiiiie e, Net 30
V1. Auditor-Controller Vendor NUmber..............oocooiiiiiicce
V2. Payee/Contractor Name..........c..o..ecoviioiieiiioiiiceec e Lawrence J. Bines
V3. Mailing AdAress.........c.coveeeviiieiiiieeeeeeeee e 216 Mesa Lane
V4. City State (two-lefter) Zip (include +4 if known)........................ Santa Barbara, CA 93109
V5. Telephone NUMDEr ...........oooiiiiiiiii e 805-966-7140
V6. Vendor Contact Person.........ccovoeveevie oo Lawrence J. Bines

V7. Workers Comp Insurance Expiration Date

V8. Liability Insurance Expiration Date

V9. Professional License NUMDbEr ..o

V10 | Verified by (print name of county Staff).........ocoooveevereverern ., Wellia | 2ol S

V11 Company Type (Check one): Individual D Sole Proprietorship: D P%?"mership D Corporation
I certify information is complete and accurate; designated funds available; required concurrences evidenced on signature page.

Date: L‘Dl ﬁ{ l‘-x/ Authorized Signature: K’H’\ A La‘ri V}) iﬁu‘g"

i t -
7 ! Revised 1/13/2014




