	
	
	




Sample Non-binding Memorandum of Understanding (MOU) between a Community Health Center and a Food is Medicine Organization

Sample Standard Language ←(Delete once updated)
This Memorandum of Understanding (“MOU") is entered into as of [Effective Date], (the "Effective Date"), by and between [Community Health Center NAME], a [STATE/JURISDICTION] [ENTITY TYPE], with its principal offices at [Community Health Center ADDRESS] (hereafter referred to as "CHC") and the [Food Is Medicine (FIM) Organization NAME], a [STATE/JURISDICTION] [ENTITY TYPE], with its principal office located at [ADDRESS] (hereafter referred to as "[FIM Organization]"). The CHC and FIM Organization may be referred to herein as a “Party” and collectively as “Parties.” 

BACKGROUND

The purpose of this collaboration between ​​[CHC Name] and [FIM Organization] is to support coordinated, non-duplicative, appropriate bidirectional referrals with the goal of improving both organization’s efficiency and financial health, improving patient experience, and expanding access to needed clinical and FIM services. [ADD IN ADDITIONAL VALUES OR ACTIONS] 

WHEREAS, this non-binding MOU will establish a mechanism for the Parties to plan cooperative [Food is Medicine or Food insecurity activities]; and 

WHEREAS, each Party to this MOU recognizes the unique expertise of the other; and 

NOW THEREFORE, the undersigned Parties understand and agree that: 

AGREEMENT

1) Definitions.
a) [“ Community Health Center” means the ___________ designated to oversee ____________ coordination and communication with the FIM organization.]

b) [“Food is Medicine” organizations are programs or initiatives that recognize and address the crucial link between nutrition and health, often integrated within healthcare systems. They provide nutritious food and other nutritional support to help patients prevent, manage, or treat diet-related diseases. This can include medically tailored meals, produce prescriptions, nutrition counseling, and other interventions.]

2) Authorities. This is intended to constitute an expression and mutual understanding of the Parties’ willingness to work collaboratively. The Parties acknowledge that no legally binding obligations are intended to arise between them as a result of signing this agreement. In no event shall either Party be liable or responsible for any obligations, constraints in the MOU, whether express or implied, nor in any statement, representations, or warranties made in connection with this MOU. 

3) Term. This MOU is in effect as of the Effective Date and continues for a term of [The Parties may agree to a term of XX year(s) or another term as agreed to by the CHC and FIM Organization.] or as amended in accordance with [section 8 – delete if not applicable].  

4) Objectives. The objectives of the MOU are to [Note: the FIM organization and CHC should revise, delete, or add to this list to best capture the objectives of their partnership]: 
a) [Embed Food Is Medicine into standard clinical care pathways and support a seamless patient experience by reducing friction in referrals, enrollment, and service delivery; 
b) Support operational efficiencies for both organizations through aligned workflows, shared infrastructure, and coordinated staffing;
c) Increase access to FIM services for eligible patients across diverse communities;
d) Ensure culturally relevant, clinically appropriate and patient-centered food supports
e) Streamline data sharing and eligibility verification to reduce duplication and improve coordination, yet maintain patient data privacy and security
f) Share aggregate information to support a shared understanding of population needs and health
g) Offer education and training to each organization’s staff on topics of mutual interest
h) Expand wraparound supports (e.g., nutrition education, case management, community resource referrals)
i) Partner to support the financial health of both organizations through shared advocacy or grant applications.] 


5) Services Covered by This MOU. 

a) Population(s) served and/or eligible
i) [Define populations that the two organizations are partnering around. Demographic descriptors you may want to include in a definition]
(1) Insurance Type
(a) Medi-Cal
(b) Uninsured
(c) Medicare or Dually Eligible
(d) Commercially insured
(2) Social needs status
(a) Food Insecure
(b) Income criteria
(c) transportation insecure or unstable
(3) Age, preferred language, or other demographic criteria
(a) Children
(b) Older adults
(c) Preferred language other than English
(4) Clinical need
(a) Pregnancy
(b) Diet-sensitive conditions
(5) Geographic criteria

b) CHC Obligations
i) Provision of covered services: CHC is a [FQHC / community clinic / other] serving [geographic area or population, e.g., low-income residents in [County/City Name]]. The CHC provides [insert services (e.g., primary care, behavioral health, care coordination, etc.)] supportive services to [Insert general populations served e.g., Medi-Cal members, uninsured individuals, etc.]. The CHC is responsible for: 
(1) Referrals
(a) [Identify and complete pre-eligibility checks for patients before submitting a referral to FIM Organization. This includes, but is not limited to: [Confirming that the individual resides withinFIM Organizations service area, Verifying that the individual meets basic eligibility criteria (e.g., Medi-Cal enrollment, food insecurity risk, nutrition-related chronic condition) Ensuring that the patient expresses interest in receiving food or nutrition-related services;]
(b) [Refer eligible patients for FIM services, referrals to FIM Organization will be submitted using [Insert method: secure email, EHR integration, shared platform, etc.] Each referral will include the minimum required fields outlined in Appendix A.;]
(c) [Share relevant patient information (as allowable under applicable privacy laws) to support coordination;]
(d) [Determine eligibility for and maintain authorization of services arranged for or provided by CHC that are not covered by FIM Organization;]

(2) Patient engagement and experience 
(a) CHC will obtain documented patient consent prior to sharing information with FIM Organization. This may include [A signed or verbal consent documented in the EHR,  Confirmation that the patient understands the nature of the referral and services offered, 
Notification that information will be shared only with FIM Organization and used solely for service coordination]
(b) CHC will inform patients at the time of referral that they can expect to be contacted by FIM Organization within [X business days], and will provide general information about the services being offered and what to expect during outreach.

c) FIM Organization Obligations 
i) Provision of covered services: FIM organization is a [select one: nonprofit organization / food access organization / food bank / community-based organization / other] serving [geographic area or population, e.g., low-income residents in [County/City Name]]. The FIM Organization provides food and nutrition support services designed to address diet-related health needs. Services may include [select or edit as applicable: medically supportive and/or prepared meals, produce prescription programs, food pantry access, grocery delivery, nutrition education, or enrollment assistance]. The FIM Organization is responsible for: 

(1) Referrals
(a) Upon receipt of referrals from CHC, the FIM Organization will review and confirm that patients meet eligibility criteria for available services. [This includes, but is not limited to: Verifying that the individual resides within the FIM Organization’s service area, Confirming indicators of eligibility (e.g., enrollment in Medi-Cal, food insecurity risk, or presence of a nutrition-related chronic condition), Confirming that the individual has consented to be contacted and is interested in receiving food or nutrition-related services]
(b) FIM Organization will review referrals within [insert timeframe, e.g., 3 business days] and initiate contact with referred individuals within [X business days] of receiving a complete referral from the CHC. Referred patients should expect outreach within this time frame, unless otherwise noted due to capacity, holidays, or other communicated delays.
(c) The FIM Organization will make reasonable efforts to contact referred patients using the provided contact information and enroll eligible individuals in appropriate FIM services

(2) Patient Care Coordination
(a) [CHC and FIM organization agree to communicate promptly and securely when patients have specific needs that require additional coordination this may include: Notifying each other of service initiation, delays, or completion, Sharing updates on patient engagement (e.g., unable to reach, declined services, completed intake), Collaborating on problem-solving if a patient’s needs change or fall outside the current scope of services, etc.] 
(b) The FIM Organization will share relevant updates with CHC, as allowable under applicable privacy laws, to support care coordination. This may include referral status (e.g., outreach attempted, enrolled, declined) and service initiation dates.
(c) [Each Party shall identify and maintain at least one designated point of contact (“POC”) responsible for receiving, reviewing, and responding to complaints or concerns. The POCs shall be responsible for investigating the matter internally and communicating a response to the other Party within [insert number] business days of receipt of the concern, unless otherwise agreed upon in writing.]The POC for the CHC is [Insert name, role, contact information], the secondary contact is [if applicable–Insert name, role, contact information].
(d) The Parties will collaborate to identify and resolve issues involving timely and appropriate access to, and coordination of, care, including those issues that may delay or prevent Member access to timely and appropriate benefits and services. 

Provision of services hereafter are required by both Parties

(3) Communication and Coordination
(a) CHC and FIM Organization will participate in recurring partnership meetings to monitor progress, discuss challenges, and strengthen collaboration. These meetings will occur at a minimum of [insert frequency, e.g., monthly, bi-monthly, or quarterly], and will include staff from both organizations responsible for referrals, service delivery, and program coordination.

(4) Resources
(a) The Parties must develop and share outreach communication materials and develop initiatives to share resources about the CHC and FIM organization with individuals who may be eligible for the CHCs Covered Services and/or FIM organizations programs.  
(b) As available, Parties may offer space to each other for demonstrations, events, etc. [(e.g., cooking demonstrations, meal distributions, health fairs, or other events.)] 

(5) Training and Education.  
(a) To ensure compliance with this MOU, Parties must ensure training and orientation for its employees who carry out responsibilities under this MOU and, as applicable, The training must include information on [assessing and/or managing eligibility, understanding what general services are provided, etc.] For persons or entities performing these responsibilities as of the Effective Date, Parties must provide this training within [The Parties may agree to 30, 45, or 60 Working Days.] of the Effective Date. as well as a process for training new staff within the same timeframe. 
(b) The Parties must together develop training and education resources covering the services provided or arranged for by the Parties. The Parties must share their training and educational materials with each other to ensure the information in their respective training and educational materials includes an accurate set of services provided or arranged for by each Party and is consistent with CHC and FIM Organization policies and procedures. 

(6) Evaluation, Monitoring, and Improvement
(a) The Parties must develop or adopt existing Quality improvement (QI) activities and/or metrics as specified in Appendix B, specifically for the oversight of the requirements of this MOU, including, without limitation any applicable performance measures and QI initiatives, including those to prevent duplication of services, as well as reports that track referrals, patient engagement, and service utilization. CHC and FIM must document these QI activities in [define the documentation medium].   
(b) The Parties must develop or adopt existing Quality improvement (QI) activities and/or metric monitoring and improvement requirements as specified in Appendix B, specifically for the oversight of the requirements of this MOU.   

6) Confidentiality. The Parties must implement or adopt existing policies and procedures that ensure that the minimum necessary Member information and data for accomplishing the goals of this MOU are exchanged in a timely manner and maintained securely and confidentially, and in compliance with the requirements set forth here. [The Parties must share information in compliance with applicable law, which may include the Health Insurance Portability and Accountability Act and its implementing regulations, as amended (“HIPAA”), 42 Code of Federal Regulations Part 2, and other State and federal privacy laws.] 

7) Annual Review. Parties must conduct an [annual] review of this MOU to determine whether any modifications, amendments, updates, or renewals of responsibilities and obligations outlined within are required. 

8) Amendments. The MOU may be modified or amended by a written agreement between the Parties. 

9) Termination. [Each Party shall have the right to terminate the Memorandum of Understanding by giving [one] months’ written notice in writing to the other Party at any time. If the Memorandum of Understanding is terminated by either Party, steps shall be taken to ensure that the termination does not affect any prior obligation, project, or activity already in progress.]








The Parties represent that they have authority to enter into this MOU on behalf of their respective entities and have executed this MOU as of the Effective Date. 




[bookmark: _heading=h.o619tzpdaglm]
[bookmark: _heading=h.205wbkeaclhs]IN WITNESS WHEREOF, The parties hereto have executed this Agreement as of the day and year first above written.
[CHC Address]
[CHC Email & Phone Contact]

Last updated: June 10, 2025
	
	
	





© HealthBegins 2025. All rights reserved.
[CHC]


By: _________________________
Name: 
Title: 
Date: 									
[FIM Organization]


By: _________________________
Name: [Authorized Signatory Name]
Title: 
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Appendix A: Sample Referral Submission Items
· Status of eligibility assessment
· Full name
· Date of birth
· Phone number
· Address
· Preferred language
· Best time and method to contact
· Referred service(s) [e.g., medically supportive meals, groceries, nutrition education]
· Referring staff name and contact information
· Consent confirmation (Y/N)
· Notes on any accessibility needs or cultural preferences (optional)

Appendix B: Sample Metrics and Monitoring Recommendations
FIM Organization Referral & Service Delivery Metrics:
· Number of referrals submitted by CHC
· Percentage of referrals that meet eligibility criteria
· Referral processing time (from submission to outreach)
· Percentage of patients successfully contacted by [Insert FIM Organization Name]
· Percentage of patients who enroll in and complete services
CHC Referral and Service Delivery Metrics: 
· Number of patients screened 
· Changes in health outcomes (Chronic disease management (Hemoglobin A1c levels, Blood pressure (systolic and diastolic), LDL and total cholesterol levels, Body Mass Index (BMI)/Percent weight change over time, 
· Hunger Vital Sign or other food insecurity screeners, 
· Nutritional risk scores (e.g., MUST (Malnutrition Universal Screening Tool), MNA (Mini Nutritional Assessment))
· Healthcare utilization (e.g., emergency room visits)
· Medication adherence or changes
Patient Experience & Equity Metrics:
· Patient-reported satisfaction with the referral and service experience (e.g., Net promoter score)
· Demographic breakdown of referred and served patients (e.g., age, race/ethnicity, zip code, preferred language) to assess equity in access
· Identified social needs at referral (e.g., food insecurity, chronic condition)

Impact Measures (as feasible):
· Self-reported improvements in food security or nutrition behavior
· Clinical indicators (e.g., A1c, blood pressure) when shared under appropriate consent

Monitoring: 
· Organizations should review these measures on a quarterly or bi-annual basis during scheduled coordination or partnership meetings. Ad hoc reviews may be conducted in response to urgent issues or performance concerns.
Development of this editable template was possible thanks to HealthBegins—a national design and implementation partner that helps Medicaid-serving clients move upstream and advance health equity for people and communities harmed by societal practices.This MOU was informed by templates created by HealthBegins. All adaptations and final wording are the responsibility of [Your Organization]

This work was supported by a sub-award through Tufts University from the Kaiser Foundation Health Plan, and in collaboration with HealthBegins and the project team at the Food is Medicine Institute at the Friedman School of Nutrition Science and Policy at Tufts University.
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