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Addendum #1 

Issued:  July 21, 2016 

 

All persons who are known by the Issuing Office to have received the above-referenced IFB are hereby 

advised of the following revision: 

 

 

Section 3.4 – Insurance Requirements 

 

Subsection 3.4.2 shall now read: 

 

The Contractor shall maintain Errors and Omissions/Professional Liability insurance with a minimum limit of 

$1,000,000 per claim and $3,000,000 aggregate. 

 

All other terms and conditions remain unchanged. 

 

This Addendum is issued under the authority of State Procurement Regulations, COMAR 21.05.02.08 and 

with the approval of the Director, OPASS, DHMH. 

 

 

 

 

 

 

 

               7/21/2016__________________  _________Dana Dembrow__________________ 

            Date      Dana Dembrow 

                   Deputy Director for Procurement, OPASS  
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Please include the addendum acknowledgement with your bid submission to: 

 

Beverly Kavanaugh 

Procurement Coordinator, SGHC 

Department of Health and Mental Hygiene 

55 Wade Avenue, Administration Building 

Catonsville, MD 21228 

 410.402.7650 (office) 

410.402.7353 (fax) 

Beverly.Kavanaugh@maryland.gov 

 

 

 

  

mailto:Beverly.Kavanaugh@maryland.gov
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ADDENDUM ACKNOWLEDGEMENT 

 

I acknowledge receipt of Addendum #1 to IFB 17-17058 title “Somatic Services – Spring Grove Hospital 

Center” (DHMH/OPASS 17-17058) dated July 21, 2016. 

 

 

 

       ______________________________________________________ 

                  Vendor’s Name 

 

 

 

 

       ______________________________________________________ 

       Authorized Signatory – (Print/Type) 

 

 

 

 

       ______________________________________________________ 

       Signature 

 

 

 

 

       _____________________________________________________ 

       Date 

        
 


