DocuSign Envelope ID: 8CA5A6DF-5F51-444E-B580-735EFBA65292

PROCUREMENT JUSTIFICATION FORM (PJF)

This form must accompany all contract requests and sole source requisitions (RQS} gver $5,000 submitted to the Division of
Procurement Services.

INSTRUCTIONS: Please provide the requested information in the white spaces below. All responses {except signatures) must
be typed: no hand-written forms will be accepted. See the guidance document posted with this form on the Division of
Procurement Services intranet site (Forms page) for additional instructions.

PART I: OVERVIEW

“| DHHS/CDC/TB Control

Melanie Boucher

| CD0-24-54TB1

Jeannaas  lias .| RQS 10A
[ 5900935 Ad"a"tage CT’ RQS '#t; 20230719000000000145
Proposed End
71112023 Date: 8/31/2023
) - Effective :D_a.te:}
;f:;Prewous End Date:: ”:”Néw End Date::
Project Start Date: _Gtant start Date:
Project End Date: Grant End Date:

'-3-Vendor[Prowder!Grantee Name; | MaineHealth dba MMP Aduilt Infectious Disease
. 1 City, State::| Piftsburgh, PA

‘Brief Descnptzon of

“-Goods/Services/Grant: -

Hospital stay for TB patient

PART II JUSTIFICATION FOR VENDOR SELECTEON

- _;_Smgle Source!Umque .Vendor

':.:Jz;gg_::Wllhng and Quailf ed"

EPropnetarnyopynghthatents

Emergency | O |k Client Choice

m m o o w >

' ;Other Authorizatlora

University Cooperative Project
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DocuSign Envelope ID: 8CA5A6DF-5F51-444E-B580-735EFBA65292

Procurement Justification Form (PJF)

Please respond to ALL of the guestions in the folfowing sections.

SPLEMENTAL IN FORNIATION

response |

These funds cover the cost of a multi- ~-day hospltal stay at Maine Medlcai Center for a patient with complicated
active tuberculosis who was in the hospital from 03/29/2023 to 04/04/2023.

Under the rules for Notifiable Conditions http://www.maine.qov/sos/cec/rules/10/144/144¢258.doc , tuberculosis
is an immediately reportable infectious disease. These costs are associated with diagnosing and preventing the
spread of treatment-resistant tuberculosis. The patient went to the closest medical faclilty equipped to treat this
disease.

2 Provide a brlef Justrf catton for the selected'vendor to supplement the response |n Part il Reference the__ RFP_
~number, if applicable: - i 4 : )

The client went fo a hosprtal where he couid be treated for hIS COFIdItIOFI We had no part in thrs se!ectlon

3 Expialn how the negotrated costs ror rates are falr and reasonable_ or how the fundrng was ailocated to

The B Control Program wnl pay at the MameCare rermbursement rates for services rendered These rates are
pre approved by the Department

EI Yes — If Yes, please attach the approved Business Case(s)

B4 No ~ If No, proceed to Part V

: Signature of requesting
Department_s Commrss;oner (or

..-.Slgnature of DAFS [ DocuSignedb

fProcurementOft‘craI Miclio Ll € aunmicr -
. Typed Name: JrieHePrE<Egiirnier | Date: [10/4/2023
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