












8. 

P. Taxes. The Provider shall pay all taxes and other such amounts required by federal, state and local law, including but not
limited to, federal and social security taxes, workers' compensation, unemployment insurance and sales taxes.

Q. Termination of Agreement. This Agreement may be terminated, without cause, by either party upon thirty (30) days
written notice. This Agreement may be terminated immediately for cause if the Provider fails to perform in accordance
with, or comply with, the terms of this Agreement. Provider understands and agrees that should Provider be excluded from
participation in other states' Medicaid programs or be excluded or terminated by the federal government in Medicare,
Medicaid or other federal health care programs, that the State of Wyoming is required to impose similar sanctions,
including but not limited to, termination of this Agreement. In addition, should re-enrollment be required for purposes of
credentialing or otherwise, such re-enrollment will be denied if the aforementioned sanctions have been imposed. The term
of this Agreement may be extended by WDH during a public health emergency or designated disaster.

R. Titles Not Controlling. Titles of sections and subsections are for reference only and shall not be used to construe the
language in this Contract.

S. Waiver. The waiver of any breach of any term or condition of this Agreement shall not be deemed a waiver of any prior
or subsequent breach. Failure to object to a breach shall not constitute a waiver.

Signatures. In witness thereof, the parties to this Agreement either personally or through their duly authorized representatives, 
have executed this Agreement on the dates set out below, and certify that they have read, understood, and agreed to the terms and 
conditions of all six pages of this Agreement and that the information furnished is true, accurate, and complete. Any alterations 

made to this document, or any additions or changes, to the text of this document shall void the document and may result in 

recoupment of all payments made to the Provider. 

Printed Name oflndividual Practitioner or Organization 

Street City State Zip Code 

Electronic Signature of Individual Practitioner or Legally Authorized Representative Title Date stamp (Date, Time) 
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