STANDARD MODIFICATION FORM

MARYLAND DEPARTMENT OF HEALTH 
UNIVERSITY AGREEMENT 
	Whereas on
	
	,  20
	
	an University Agreement (UNIVERSITY AGREEMENT ) entitled

	
	 was

	entered into between
	

	hereinafter called the “University”, and the

	
	, a unit of the Maryland Department of Health 

	hereinafter called the “Department”; and

	Whereas, the UNIVERSITY AGREEMENT  commenced on
	
	, and was to

	terminate on
	
	; with an original agreement amount

	of 
	
	; and

	Whereas, due to various circumstances the University and the Department now wish to modify certain portions of this UNIVERSITY AGREEMENT .  

Now therefore, the University and the Department agree that:

1) The original UNIVERSITY AGREEMENT  identified above is hereby modified in accordance with the terms and conditions contained in this document.  

2) Except as modified by the terms and conditions on the attached page(s), all provisions of the original UNIVERSITY AGREEMENT  shall remain in full force and effect.  
3) The specific terms and conditions which constitute the modification(s) are set forth in item numbers 4, 5, 6, and 7 on this page and on any other attached pages of this document.

	4) The effective date of this modification shall be
	
	.

	5) The term of this UNIVERSITY AGREEMENT  shall now be
	
	.

	
	(If term remains unchanged, enter “same.”)
	

	6) The dollar amount of this modification (if any) is 
	
	.

	7) The adjusted UNIVERSITY AGREEMENT  dollar total, including this modification amount, will be

	
	
	.(If this modification is at no cost, enter last valid 

	
	adjusted UNIVERSITY AGREEMENT  amount.)


	Additional terms and conditions which constitute the modification(s) to the previously referenced UNIVERSITY AGREEMENT :



	Original:

	

	Previous Actions: (modifications, options exercised, etc.)

	

	Current Actions:


	In acknowledgement of the afore mentioned, these authorized representatives of the University and the Department do hereby indicate their consent.  

	For the University
For the Department
BY:

Secretary, Maryland Department of Health
Or

BY:

BY:

Signature

Signature of Designee



Title (Type or Print)

Title (Type or Print)



Date of Signing

Date of Signing

eMMA Vendor #

UNIVERSITY AGREEMENT IAAR #

(internal OPASS use only)
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BPO #

FEIN #
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