.*\ /’/—[I)-EXAS . % S‘P(MPI/E ‘)é Deoengrgoﬁ?g
epartment of Aging onsumer Directed Services
m‘.l ;:: | and Disability Services New El‘?’l pioyeetl)’actkgtSCover Sheet
:ax ofln:%/aﬁg;(ierrvﬁ%r Mam@ Employer l?emplo\} M Mame l—lg@
o Emph)\)w /\Jama ter
Date of Hire W m«l@ First Day of Work \'\:* Ola_/ \! OF NOFL

Employer | Agency | FMSA Document Description / Form Information
“Before Hire: (1) Original or.Copy for_Empldyér!sj:l?éfsdnh'ei_ Files and: (2) Original ‘or Copy to FMSA -
[3 DADS |:] DADS Form 1725, Criminal Conviction History and Registry Checks
D DADS D DADS Form 1729, Applilcant Veriﬁcation for Employees_;_ _ . .
DADS Form 1734, Service Provider and Employer Certification of Relationship Status for CDS
) [:| USCIS [:| USCIS Form -9, Employment Eligibility Verification
] DADS ] DADS Form 1728, Liability Acknowledgement
|:| DADS ] Professional license verification (nursing, professional therapies)

< AtTime of Hire: /(1) Original or Copy for Employer's Personnel Files. and : {2)Original or Copy 1o FMSA - ' -
IRS Form W-4, Employee’s Withholding Allowance Certificate — Due before first payroll check is

D IRS D calculated; provide to the Financial Management Services Agency (FMSA) on date of hire.
M OAG M Texas Employer New Hiring Reporting Form (www.employer.lexasattorneygeneral.gov)
DADS Form 1730, Wage and Benefits Plan Employee Compensation, and any court-ordered
] DADS ] garnishment(s); DADS Form 1731, Employee Work Schedule and Assigned Tasks; DADS Form
1737, Employer and Employee Service Agreement; DADS Form 1739, Service Provider Agreement
[ DADS M CLASS, DBMD and MDCF only: Cardiopuimonary resuscitation (CPR) certification — Effective
at time of service delivery initiation, and maintained. Verify again before expiration date.
|:| DADS . Texas Department of Public Safety driver's license {if transporting client) — Verify again before
expiration date.
D DADS . Proof of minimum auto insurance (if fransporting client)
|.._.| cbcC | DADRS Form 1727, Occupational Exposure to Bloodborne Pathogens (Acknowledgement: Hepatitis B
OSHA Vaccination and Universal Precautions)
] TWCC [ | Notice to Employees Concerning Workers' Compensation in Texas (TWC Notice 5)
|:| DADS D If hiring a nurse: DADS Form 1747, Acknowledgment of Nursing Requirements
D cbs D If applicable: DADS Form 1733, Employer and Employee Acknowledgement of Exemption from
DADS Nursing Licensure for Certain Services Delivered through Consumer Directed Services
D DADS M DADS Form 1732, Management and Training.of Service Provider — Initial training must be

nd ted within 30 da s of hire

DADS Form 1732 Management and Tralnlng of Serwce Prow er — Evaluatlon employmen ) atus

changes, documentation of training, documentation of conflict and job performance issues.

D DADS ] {The empioyer must send the original or a copy to the FMSA within 30 calendar days of an initial

orientation or annual evaluation and when an action affects the service provider's continued status

with the employer, e.g., termination, change in payment.)

0 DADS M DADS Form 1732-EMR, Management and Training of Service Provider Addendum — Must be signed
by the employee within five days of hire.

Time sheets/service logs — DADS Form 1745, Service Delivery Log with Written Narrative/VWritien

[ DADS O] Summary, or facsimile approved by the FMSA
O Vendors ] Receipts and invoices
Code Action Code Agency

CDC | Centers for Disease Control and Prevention

Employer checks off each item for the personnel file and retains

original or copy. CDS | Consumer Directed Services
DADS | Texas Depariment of Aging and Disability Services
Employer checks each required item when completed and sends IRS Internal Revenue Service

original or copy to the FMSA as indicated. Employer retains

original or copy. OAG | Office of the Attorney General, State of Texas

OSHA | Occupational Safety and Health Administration

ltems the employer is not required to send to the FMSA, but TWCC | Texas Workers’ Compensation Commission
. which the employer must maintain on file in the employee’s Us. cin hio and Immigration Servi + vk
personnel file., uscis | U-S- Citizenship and Immigration Services (formerly known as

the INS, Immigration and Naturalization Services}




EMPLOYNIENT APPLICATION
NAME: EW\PI(N%/ fropli(ant \me L _DATE: m,m‘DD/\N

STREET ADDRESS: 5 CITY:.___c4f] ,
STATE: Sk, zZIP: ZiP ( SOCIAL SECUR!TY #OMPID ¢¢ S0U
HOME PHONE NUMBER: _ o[, _ _OTHER: I3
Date available for employment [ | “' l l DD /[ }! §f

How many hours a week can you work? :H OIL hO Y
Are you interested in a live-in position? (If Appllcable) \IYES ‘/ N _NO Lhﬁ(.,l& Y@h Ok NO
Are you interested in serving as a back-up assistant? iYES l_ NO (K, Y{',s Or ND

ANSWER THE FOLLOWING QUESTIONS:
1) Why do you want to be a personal assistant?

3owr s Wer A0es here

2) Have you ever been convicted of a crime, plead gunlty or no contest to a crime, or received
deferred adjudication for any offense? If so, please explain. [A criminat conviction record must
I(::%vent" ied before an offer for employment may be made to an applicant ]

NSWER NES 0 NO- ke NES wlam

3) Do you have a valid Texas driver's license? J ~ _YES J No LhecK \{@0 or NO
(PR [2) Are you certified in CPR? ___YES, [Effective Date Explres on: ]

NO _ - _
m&) CPR Certification is a condition of employment i you are not certiﬁed, are you willing tobe
certified? _ Yes ___No S :

LIST. ALL JOBS YOU H VE HAD EGINNING WITH THE MOST RECENT:

EMPLOYER'S NAME:  MOSE [ICent eiployer
DATES OF EMPLOYMENT:_ MY} / DD Y 10 Mm/pp/ Y
empLOYER'S ApDRESS. RAANESS of Most kecent \OD ' - |
PHONE NumseR: PIONC #  SUPERVISOR'S NAME: NAME Of éUDfX\ILSOr'
DESCRIPTION OF Work puTies:_LiSt A1€S of MOt vecent \Ob i

" REASON FOR LEAVINGMLWMJ{T Yecent '\Ob

******W‘k**************************t*****************!*t*

 EMPLOYER'S NAME: INIOUS EMploNer
DATES OF EMPLOYMENT: ML/ DD /Ny {0 erL/ PP /\N

EMPLOYER'S ADDRESS_ WOYK agiAYess

PHONE NUMBER: pm[l&ﬁ ‘. SUPERVISOR'S NAME: MMLMY'

DESCRIPTION OF WORK DUTIES: | UthS

- REASON FOR Leavine TAA0N er IC%VIM

******t********************************************'k******




‘ Employment;\pplicatidnlPage2of 2 Applicant Name: Mm(/ Mrg

 EMPLOYER'S NAME: MQMme_[O\lCV’ -
" DATES OF EMPLOYMENT: NV mm / PO [ \I\/
EMPLOYER'S ADDRESS_WOY K. akivess

PHONE NUMBER: phone, % CI];PERVtSOR S NAME: Mﬂ(’_&@ﬁﬂ@ﬂ'
st OF

DESCRIPTION OF WORK DUTIES:

REASON FOR LEAVING_(ZASOY 4pr lfﬂNbﬂE
********************************MEJ****************f******

empLovers Nave:_WFOVIOUS Emplover

* DATES OF EMPLOYMENT: l!}!llif Iﬁp/\l\l 0_min/ DD/\N

EMPLOYER'S ADDRESS. () eSS

~ PHONE NUMBER: PYIOY]E, ki ____ SUPERVISOR'S NAME _NMH&_Q{*_&AWY’

_DESCRIPTION OF WORK DUTIES: WSt 0F dUties

REASON FOR LEAVING JEAS0Y] 4pr AN

********************t******i***‘u ************************
LIST THREE PERSONAL REFERENCES:

L Rebrence NOIE  Referine Pddress  gefecence pnone#

(Name) . (Address) . - (Phone Number) '
(szf))rmLe Natie R&%eém,e Adress — Reference ?ﬁonef o
s XRAONNGE NNC  Rebtranice AAAESS  paferance paoe #
{Name) ' (Address) - ' (Phone Number)

*****************************k********************t*t*****

What skills or experiences do you have related to being a personai assistant?

sk sKalls o experienlce related to b@lng o Pmnal
assmmm here ) |

Applicant Acknowleggement
- If offered a position, will you be able to b at work on tlm rhCaccordmg to the schedute '
discussed? ¥ Yes-N_No Comments

NGCK NES Or NO
l, the a;%l!%a;‘ verify that the mformat:on prowded is true and correct to the best of my
knowledge. | also acknowledge that a Criminal Conviction Check is required and that some
convictions prevent employrnent | also acknowledge that an employee must have and

. maintain current certification in CPR.

Segnature EmP\WC@ / H’PP ILLMH Wmé Date of Slgnature MYY

. Received by L _Date:



Texas Department of Aging . . Form 1725
and Disability Services Consumer Directed Services July 2013-E

Criminal Conviction History and Registry Checks

Applicant is a person being considered as a service provider (employee or independent contractor [when required]).

Section | - Applicant Authorization/Acknowledgment (Applicant must complete this section.}

I, (applicant's printed name) EMP‘D\I £l AME€. ”ﬁr‘ 2. , give my permission to check for a
criminal conviction history, to checK the réquired reg';istries annually, and to check the state and federal lists of individuals and
entities excluded from participation in Medicaid (LEIE) monthly as part of my application as a service provider through

the Consumer Directed Services (CDS8) option. | also understand that a criminal conviction or a registry listing that prohibits a
perscn from employment in a health care setting in the state of Texas may prohibit my employment,

| understand that 1 must not provide services for payment until the required criminal history and registry checks are conducted,
the employer and Financial Management Services Agency (FMSA) review the résults and determine that [ can be paid for
services, and this form is signed by the FMSA.

@m‘PLO]{% TGuans _here i/ DD/ Yy

Signatung} Applicant Date

Applicant Information Required by the Texas Department of Public Safety (DPS) (Applicant must print.)
Individual's Name (Last, First, Middle)

Emplaves Last \a Fust Name,_Emplojes. Middle Nare
: Maiden Name

- EmPsiee. Maidzn N

Date of Birth (mm/ddiyyyy) Sacial Secﬁrity No. ‘
ﬂaémg(_]ﬂbﬂ&g/yy EMPADee. SN st —gut-dtinbt
Verification Process (Employer must complete this section.)

Section |l -'Criminal Conviction History Check and Registry

“Chewls Neme Ve " Empnses Aame Mo

Criminal Conviction History Check {Check each box to certify agreement):

I request that my FMSA obtain a current Criminal Conviction History Check of the appficant from DPS. | authorize the
FMSA to be reimbursed for the cost of obtaining the DPS Criminal Conviction History Check and if | request the report, the

cost of sending the report from my budgeted funds.

T

m/ | understand that if I request the report, the FMSA must send it o me through a secure method, DPS approved encrypted
software or certified mail.

Bf I understand that all criminal records and reports obtained by my FMSA, and the information they contain, are confidential
information.
| understand all DPS criminal history information reports must be destroyed five days after | make the hiring decision. Paper
B}/ records need to be shredded, pulped or burned. For electronic records, destroying the media or using specialized software
to copy over the data are acceptable methods.
I understand that sharing of criminal history information with any person or agency may be prosecuted as a Class A
Misdemeanor.

& <1< Hom. mmfb/vy

Signature - Employer I Date’

Registry Check

i request that my FMSA obtain the applicant's status with the Employee Misconduct Registry and the Nurse Aide Registry
H initially and annually.

I understand that the FMSA will screen the applicant initially and monthly using both the state and federal lists of excluded
[j individuals and entities (LEIE).

| also understand that the applicant cannot provide services and cannot be paid with program funds untif the criminal history
and registry checks are completed and my FMSA has notified me that the applicant meets the qualificatio

Qn?loj/m 65”15 Herz mm ! >’>/

Signature - Employer Date




Form 1725
Page 2 /07-2013-E

i request that the FMSA provide the criminal history to me:
[] Verbally
[C] Encrypted email

[] Certified mail
mmidd)y

atd 1/
Section Il - Criminal Conviction History and Registry Check Results
DPS Criminal Convicticn Criminal History Check

Date of DPS Check Time (specify a.m. or p.m.)
i B A

Obtained By Convictions: [] Yes [ | No
DPS approved dissemination method used to inform employer of results: | Date FMSA staff notified employer:
[ Verbally FMSA staff:
[[] Encrypted email
[] Certified mail
(] Did not request report — sent Form 1725

Date disseminated by FMSA:

If yes, does the conviction(s) prohibit service delivery in compliance with Health and Safety Code Chapter 250, [ Yes [ No
§250.006(a), OF §250.008(D)7 ...evereiiirviiriiee oottt

Within five calendar days after the hiring decision, the FMSA must destroy the criminal history record information obtained from
DPS whether or not hired or retained by the employer or designated representative.

Date report was destroyed:

Date employer notified FMSA of hiring decision:
Registry Checks (Call 1-800-452-3934)

Date of Registry Checks Time (specify a.m. or p.m.} Obtained By "] Employer
[] FMSA Representative

Employee Misconduct Registry: [ | No Record  [_] Record (must not be hired or retained)

Nurse Aide Registry: [ [No Record [ ] Record {(must not be hired or retained)
Medicaid Exclusion List: [ JNo Record [_] Record {(must not be hired)

Certification - | acknowledge that the applicant's DPS criminal conviction history and registry record were checked.

The applicant [ Jis [] is not eligible for hire, to be retained for service delivery based on the checks above.

Signature - FMSA Representative Date FMSA notified the employer or
Designated Representative

FMSA Keeps the Original of this Form and Employer Must Keep a Copy of this Form.




Texas Employer New Hire Reporting Form

Submit within 20 calendar days of new employee’s

first day of work to: To ensure the highest level of accuracy, piease print neatly

. in capital letters and avoid contact with the edges of the
ENHR Operations Center, P.O. Box 149224 . h ;
Austin, TX 78714-9224 boxes. The following will serve as an example:

Phone: 1-800-850-6442 FAX: 1-800-732-5015 E
Online: http:flemployer.oag.state.tx.us

Employer Information

1. Federal Employer ID Number (FEIN): 2. State Employer 1D Number (Oplignial):
Please use the same FEIN that appears on quarterly wage reports,

N N I A Ll A0 ] ]

3. Employer Name: /
crrrrrrrrrrr ittt

4, Employer Address (Please indicate the address where the Income Withholgitg Orders should be sent):

(T T T T T T T T T AT T T T [ L[ [ | [ | |

N Yz T A

5. Employer City (if US): €. State (if US): 7. ZIP_ Code (if US):
N 2 I I I e O O e B B B B B e B R
8. Province/Region (if foreign): 9. Country {if foreign}. 10. Postal Code (if foreign):
N O 15 5 X N O o

11. Employer Teleph (Optional): 12. Employer FAX (Optional):
L] 1 17 [ [ ] crr ]

13. New;(-‘réontact Person (Oplional):

AT T T TTTT TP T PP b ]

r Employee Information
14. Social Security Number (SSN): 15, First Day of Work (MM/DD/YYYY) (Optional):

AN . I I e N I A B

16. Employee First Name:

Po

L rrrrrr e bl

17. Employee Middle Name:

A N v v v

18. Employee Last Name:

S N U N N v

19, Employee Home Address:

| [ T T 0T LT LT T T [ 1T [ [ 1 |

Lt rrrrrrrr e e b1 [ |

20. Employee City (if US): 21. State (if US): 22. ZIP Code (if US): -

N N Y N e N N I O O

23, Province/Region (if foreign): 24. Country (if foreign); 25. Postal Code (if foreign}):

R O

26. State Where Employee Was Hired (Optional). 27. Employee DOB (MM/DD/YYYY} (Optional):

[ 1] I e A O I O R R

28. Employee’s Salary (Dollars and Cents) (Optional):
i rrrrrr et

29. Salary Frequency {Check One ONLY) (Optional);

)
D Hourly Weekly |:| BiweeklyD Semi-Monthly D Monthly D Annually

rEmf’ loNee Hind info (&1 CA

REV 8/07 ENHR RPT FORM



o /’/ Form 1729

.* T EXAS November 2014-E

Department of Aging
\ and Disability Services

Consumer Directed Services
Applicant Verification for Employees

Individual's Name Employer Name

Clier/ (onsumer Name } Emplojer Name

Applicant Name Applicant So'cnal Secunty Number
Efm\o OV Name Hfin'& 125-450L - 1849

The employer must verify the applicant meets each criterion. The employer must ensure the following forms and/or copies of
documentation used to verify the criteria are valid and kept in the employee's personnel file. This form and supporting
documentation must be sent to the Financial Management Ser\nces Agency (FMSA) for verification before the employer can
hire the applicant.

Employment Qualifications

[ The applicant is at least age 18.

&5

. -

Emplojer Verift

[] The applicant is not dlsquahﬂed based on Form 1734, Serwce Provider and Employer Certification of Relationship Status
for CDS.

] The applicant is not barred from employment based on the results of the Texas Department of Public Safety (DPS)
criminal conviction history check, the Texas Health and Safety Code Chapter 250 registry checks, or the Medlcald
exclusion list (Form 1725, Criminal Conviction History and Registry Checks).

[] The appilicant has completed Form 1728, Liability Acknowledgement.

[ ] The appficant has read Notice Conceming Workers' Compensation in Texas (TWC Notice 5).

The applicant has current cardiopulmanary resuscitation (CPR) certification (applies to Community Living Assistance
and Support Services [CLASS], Deaf Blind with Multiple Disabilities [DBMD], and Medically Dependent Children
Program [MDCP] only).

b ——

FMSA Certification

The applicant [_] does [ ] does not meet qualifications for employment.

Only ap'plicants who meet all qualifications may be employed.

Acknowledgement

The applicant and employer acknowledge that the applicant meets the gualifications for employment and that a copy of this form
must be submitted to the FMSA. The FMSA must verify the applicant’s qualifications before the employer offers employment to
the applicant.

Emplo\)@r Slans _mm é’dd Ay
Signature — Employer \.J ate Signature — FMSA Date




“Form W-4 (2007)

itemized deductions, certain credits,
adjustments to income, or two-earner/multiple

Purpose, Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Because your tax situation
may change, you may want to refigure your
withholding each year. .
. Exemption from withholding. if you are
exempt, complete only lines 1,2, 3, 4, and 7
and sign the form to validate it. Your

exemption for 2007 expires February 16, 2008';

See Pub. 505, Tax Withholding and Estimated
Tax, .

Note, You cannot claim exemption from
withholding if (a) your income exceeds $850
and includes more than $300 of unearned
income (for example, interest and dividends)
and (b} another person can claim you as a
dependent on their tax return,

Basic Instructions. If you are not exempt,
complete the Personal Allowances
Warksheet below. The worksheets on page 2
adjust your withholding allowances based on

job situations. Complete all workshaets that
apply. However, you may claim fewer {or zero)
allowances,

Head of household. Generally, you may. claim
head of household filing status on your tax
return only if you are unmarried and pay more
than 50% of the costs of keeping up a home
tor yourself and your dependent(s) or other’
qualifying individuals.

Tax credits. You can take projected tax
credits into account in figuring your allowable
number of withholding allowances. Credits for
child or dependent care expenses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub. 919, How Do | Adjust My Tax
Withholding, for information on converting
your other credits into withholding allowances.
Nonwage [ncome. If you have a large amount
of nonwage income, such as interest or
dividends, consider making estimated tax
payments using Form 1040-ES, Estimated Tax

for Individuals. Otherwise, you may owe
additional tax. If you have pension or annuity
income, see Pub, 819 to find out if you should
adjust your withholding on Form W-4 or W-4p,
Two earmers/Multiple jobs. if you have a
warking spouse or more than one job, figure
the total number of allowances you are entitied
to claim on all jobs using worksheets from only’
one Form W-4. Your withholding usually will
ba most accurate when all allowances are
claimed on the Form W-4 for the highest
paying job and zero allowances are claimad on
the others,

Nonresident alien. If you are a nonresident
alien, see the Instructions for Form 8233
before completing this Form W-4,

Check your withholding. After your Form W-4
takes sffect, use Pub, 919 to see how the
dollar amount you are having withheld
compares to your projectad total tax for 2007.
See Pub. 919, especially if your earnings
exceed $130,000 (Single) or $180,000
{Married).

Persanal Allowances Worksheet {Keep for your records.)

i
A Enter “1" for yourself if no one else can claim you as a dependent , A
® You are single and have only one job; or )
B - Enter "1" if: * You are married; have only one job, and your spouse does not work: or - - . B
TR ® Your.wages from.a second job-or your spouse's wages (or the total-of both) are $1,000-oress.” |~ < ’

C Enter “1" for your spouse, But, you may choose to enter "-0-" if you are married and have either a working spouse or
more than one job. (Entering ®-0-" may help you aveid having too little tax withheld.) . . _ . ¢ __
Enter number. of dependents (other than-your spouse-oryourselfy you will claim on your tax return -, e D .
Enter “1" if you. will file as head of household on your tax retum {see conditions under Head of household above) E ____
‘Enter “1" if you have at least $1,500 of child or dependent care expenses for which you plan to claim a credit | F___-
(the. Do not include- child support payments. See Pub. 503, Child and Dependent Care Expenses,; for detaiis.) -
Child Tax Credit {including additional child tax credit). See Pub 972, Child Tax Credit, for more information.
* If your total income will be less than $57,000 ($85,000 if married), enter “2" for each eligible child.
* If your total income will be between $57,000 and $84,000 {$85,000 and $119,000 if married), enter *1” for each eligible

- child plus “1" additional if you have-4 or more eligible ‘children. - s ‘ : : G .

* Add lines A through G and enter total here. fote. This may be different from the number of exemptions your claim oh'your tax return) B H
For accuracy,  #If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

complete all and Adjustments Worksheet on page 2. . .
worksheets * If you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs
.excead $40,000 {525,000 if married) see the Two-Earmers/Muitipie Jobs Worksheet on page 2 to avoid having too litile tax withheld,

that apply,

¢ if neither of the above situations applies, stop here and enter the number from line H on fine 5 of Form W-4 below.’

Cut here and give Form W-4 to your employer. Keep thé top part for your records.

- Employee’s Withholding: AHlowance Certificate

OMB No. 1545-0074
» Whether you are entitled to claim a certain number of allowances or exemption from withholding is 2@0 7 R
subject to review by the IRS. Your employer may be required to send a copy of this form to the iAS.

iddle initial, { Last name _ m {‘ 6 12 #uur'social security number
Enployee LASt NaME |

o 3 !ﬂ Single Eﬂ Married m Married, but withhold at higher Single rate.

Note, f married, but legaky separated, or spouse is a nonresident alien, check the “Single” box, 0”6

¥ L
41 your last name ditfers from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card: > [ ]

Repariment of the Treasury
Internal Revenue Service

1 Typeor
bl

—

int your first name

{

Home address (number,a;

- Eentbioee

. _ City or town, state, and ZIP

ExiploVee bdiess

] .

street or rural route)

Vess

5 Total number of allowances you are claiming (from line H above or from the applicable worksheét on page 2. R
6  Additional amount, if any, you want withheld from each paycheck R 6%
7 | claim exemption from withholding for 2007, and | certify that | meet both of the following conditions for exemption, |-,

® Last year | had a right to a refund of all federal income tax withheld because | had no tax liability and

® This year | expect a refund-of all federal income tax withheld because | expect to have no tax fiability.

if you meet both conditions, write “Exempt” here . . . . . . . | LA l
Under penalties of perjury, | declare that 4 have examined this certificate and o the best of my knowledge and beliet, it is true. corect, and complete, )

.Employee’s signature ) . .
Date & mm [DDNY .

{Form is nat valid ; T CAt A o h ' o
uvess you signit) > PAYA WH@ S nNexe, _
8  Employer's name and addresS (Emplbyer: Complef? lines 8 and 10 onty # sending to the 1RS) ]9 Offce code foptional] | 10 Employer identification riumber (EIN)

]
I

Mat Na 112200 - .. WA A mnn

For Privacvy Act and Paperwork Raductinn Ant Nntice =as nana 9



Employment Eligibility Verification USCIS
Form 1-9

Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

PSTART HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: ltis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future

expiration date may also constitute illegal discrimination.

= o TR '“ﬁ :gtn g 2 o
oremplo bt Ve accepting o) 4

i

s Used (if any)

Middle !ni_lial Other Name:

Last Namg (Family Name) First Name (Given Name) b le
Empbyee. Last Nime_vicek Name: Ml
Addre& (Stre'et Number and Name) Apt. Fumber City\or Town State Zip Code

Employ 2 Address ik
Date oMBinth dnm/addAyyyy) |U.S. Social Security Number | Bimall Address J Telephone Number

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.
I,a.t"tést, under penalty of perjury, that1 am (check one of the following):
R_?TA citizen of the United States
g [ﬁ A noncitizen national of the United States (See instructions)
A lawful permanent resident (Alien Registration Number/USCIS Number): ”‘%A‘é la/liﬁ
. Some aliens may write "N/A" in this field.

L

An alien authorized to work until (expiration date, if applicable, mm/ddiyyyy)

{See instructions)
For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form i-94 Admission Number:

1. Alien Registration Number/USCIS Number; ‘2—51"61’ ‘1@
OR 3-D Barcode
Do Not Write in This Space

2. Form 1-84 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:
Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: @\p‘b\’ M / \W m Date (mm/ddlyyyy): mm /w Ay
i ‘ ’ i
e B A e o R Rk I

[
LT Rl v
lei%i”»wwe«»‘gﬁeﬁ Sl Bk At e I T & SRR il P e e
his form and that to the best of my knowledge the

| attest, under penalty of perjury, that | have assisted in the completion of t
information is true and correct.

Date (mm/ddiyyy):

Signature of Preparer or Translator:

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State Zip Code

Form -9 03/08/13 N Page 7 of 9



Employee Last Name, First Name and Middle Initial from Section 1:

List A OR ListB AND ListC
Identity and Employment Authorization Identity Employment Authorization

Document Title: Wﬂ:{lﬂﬂ L{@n@'/ D Wﬂ @am"l‘y Célfd
B ggmmmdm oh
ocumagg;lzun)f%pl‘ entﬂ:gber@,mq

Expiration DTte (if an .{mm/ddmfyy) Explratmn Date (if any) (mm/ddlyyyy}):

Ollpi] 20

Issuing Authority:

Document Number:

Expiration Date (if any)(mmy/dd/yyyy).

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/ddiyyy).

3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any){mm/ddiryyy):

Certification

I attest; under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, {2) the
ahove-listed document(s) appear to be genuine and to relate to the empioyee named, and {3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions.)

Signature of Employer or Authorized Representative Date (m /dd7{y Title of Emptoyer or Authorized Repregentative
Enployer Si4n 700 Elplover. Name 1PRE

Last I\lame (i:amify Narr?a}, First Name (Given Name Employer's dlsmes's or Organization Name

Employer's Business or Organization Address (Street Number and Name} | City or Town State Zip Code

« T

Section 3/ Revetific - /(0 belcomipleled andisianed By O mRloyeror aticize entativeli
A. New Name (Jf app!rcab!e) Last Name (Famf!y Name) F|rst Narne (Grven Name) Mlddle Inmal B Date of Rehlre (ffapphcable) (mm/dd/yyyy)

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date {if any)(mm/ddfyyyy):

| attest, under penalty of perjury, that to the hest of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and fo relate to the individual,

Signature of Employer or Authorized Representative: Date (mmy/dd/yyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N ' Page 8'of 9
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SOUH Secwrity

ﬂw nolude gao& prors &%%Qe?

LIST A

Docurhents that Establish Both
Identity and Employment
Eligibility

.S, Passport (unexpired or
_ expired)

Certificate of U.S. Citizenship
{INS Form N-560 or N-561)

.- Certificate of Naturalization
{INS Form N-550 or N-570)

- Unexpired foreign passport,
with /-651 stamp or attached
INS Form I-34 indicating
unexpired employment
autharization

Permanent Resident Card or
Alien Registration Receipt Card
with photograph (INS Form
l-151 or I-551)

Unexpired Temporary Resident
Card (INS Form [-688)

Unexpired Employment
Authorization Card (INS Form

I-688A}

Unexpifed Reentry Permit (INS
Form 1-327]}

Unexpired Refugee Travel
Document {INS Form 1-571}

10. Unexpired Employment

LISTS OF ACCEPTABLE DOCUMENTS

OR

LISTB -

Documents that Establish

Identity AN D

issued by a state or outlying
possession of the United States
provided it contains a

photograph or information such as
name, date of birth, gender,
height, eye color and address

- @ Driver's license or 1D card ' @

2. D card issued by federal, state
or local government agencies or
entities, provided it contains &
photograph or information such as
name, date of birth, gender,
height, eye color and address

3. School ID card with a -

photograph

4. Voter's registration card

.5, U.5. Military card or draft record

- 6. Military dependent’'s 1D card 4.,

Authorization Document issued by '

‘the NS which contains a
photograph (INS Form I-6888)

7. U.S. Coast Guard Merchant
Mariner Card

8. Native American tribal document

9. Driver's license issued by a
Canadian government authority - 6.

For persons under age 18 who

are unable to present a
document listed above:

10. Schoot record or report card

1. Clinic, doctor or hospital record -

12. Day-care or nursery school
record

LIST C

Documents that Establish
Employment Eligibility

U.S. social security card issued .
by the Social Security
Administration fother than a card
stating it is not valid for
employment)

Certification of Birth Abroad

issued by the Department of

" State (Form FS-545 or Form

DS-1350)

Original or certified copy of a
birth certificate issued by a state,
county, municipal authority or
-outlying possession of the United
States bearing an official seal

Native American tri_bal document

U.S. Citizen 1D Card ({INS Form
1-197)

ID Card for use of Resident '
Citizen in the United States
(INS Form I-179)

Unexpired employment
authorization document issued by
the INS fother than those Ifsted
under List A)

Hiustrations of rﬁany of these documents appear in Part 8 of the Handbook for Employers {M-274)

Form 1-9 (Rev. 1074/00)Y Page 3



Tegagiﬁ%?"g:xig; Aging. Employer and Employee Acknowledgement of ' o 73
and Disabilty Exemption from Nursing Licensure for Certain Services aus
Delivered through Consumer Directed Services

. The employer in the Consumer Directed Services (CDS) option is the individual recetwng services or the individual's
tegally authorized representative (LAR). The employer may choose to have certain nursing services provided by an
unlicensed person employed in the CDS option. The individual or the LAR must be capabie of training the unlicensed
employee in the performance of the task(s) and train and supervise the employee performing the task(s).  The employee
who delivers the service must not have been denied a license under Chapter 301, Occupations Code or have a license -
under Chapter 301, Occupations Code that is revoked or suspended.

When the employee is trained and supervised by the LAR, the employee delivers the service when the LAR is present or
is immediately accessible to the employee. If the employee will perform the service when the LAR is not present, the LAR
must observe the person performing the service at least once to assure the. LAR that the employee performs the service
correctly. _ .

The following text is from the Government Code, Title 4, Subtitle 1, Chapter 531, Subchapter B, §531 .05'1, Voucher
program for payment of certain services for persons with disabilities, states the types of services .

that may be delivered are: o
(1) bathing, including feminine hygiene;
{2) grooming, including nail cére. except for clients with medical conditions like diabetes; -
(3) feeding, including feeding through a permanently placed feeding tube; .
(4) routine ,s"kin. care, including decubitus Stage 1;
{5) transferring, ambulation, or positioning;
(6) exercising and range-of motion;

e (7) the administering-of a bowel and bladder program, including suppositories, cathetenzatlon enemas manual. . --
evacuation, and digital’ stimulation; and -

- {8) adrnlnlsterrng oral medications that-are- normally self-administered; including administration through a
gastrostomy tube.”

Acknowiedgement - I'acknowledgé:thatz l, the employee, have read and understand the above information. | ‘
understand that the employer may train and supervise'me: in the delivery of the services listed above without the..
involvement of a licensed nurse. :

Employee: Employer:

pﬁg’f‘é}?"% Nwmc Hor(, , PME;rﬁplO\lcr Namr; HoKe,
_ cmv\ovce mm Hoxe sf/(ﬂﬂlouor TANS e
Da!l“mIDD/VV _ _hm[op/Vy

Certification - We, the emptoyee and the employer, certify that the employer has trained and supervised the emptoyée
in the delivery of the services listed below. We understand that other nursing service must not be provided by the -
engloyee Checked tasks indicate the employee may perform those tasks when the LAR is not present to supervise.

AMMBIr Mediotion G erasing O

ol 8 iy & bowel /il program o
= AroOMiYY . | =

§ & T/‘J AT S 0
O

Employee B Employer
iy 5"“”5 1017 _ervployer sians hre

mW\[DD/W S '- tmnmo/w

Date _ _ Date



\,Uj// Form 1734
- November 2014-E
Bk . “TEXAS
Department of Aging
A\ and Disability Services

Consumer Directed Services (CDS)
Service Provider and Employer Certification of Relationship Status for CDS
Matden Name — if g ﬁihcab[e

“Emplovze Name Her Nee. Maidin Name
1“{5}‘ Shsumer Name H{[& Empmyer Emmplo\l or Name Here
Biiplied & tilaFniship fo clent |"DEled Boptécentatve
T“"’a’rvfl ionshup Yo Enploje (:mT’ Ne£'s D&la{wmsh(o b DR

ﬂ@ Service Provider: Place a check mark in the column that describes your status and relationship.

Section 1: All Programs

All service providers must answer the following questions. 2 Plgaé.& \/

Service Provider Status and Relationship Yes No NIA .
1. | Are you under age 18? Wiy
2. | Are you the individual's legally authorized representative (LAR)? (That is, the individual's natural parent, legal/adopted
parent, stepparent or managing conservator if the individual is under age 18 [a minor], or the court-appointed guardian of |:] |:] b
an individual of any age.) :
& 3. | Are you the spouse* of the individual's LAR? (That is, the spouse of the individual’s natural parent, legalfadopted parent,
-2 stepparent or managing conservator if the individual is under age 18 [a minor], of the spouse of the court-appointed L___| D :
_ guardian of an individual of any age.) e
'\Z)' 4, | Are you the spouse* of the individual? (CMPAS providers should mark this item N/A)*™ [] D
O 15 |Areyou the spouse* of the empioyer? (CMPAS providers should mark this itern N/A.)™ 1 J
2 6. | If the individual is a Texas Department of Family and Protective Services (DFPS) foster child or adult, are you the 10
individual's foster parent? (If the individual is not with DFPS, mark this item N/A.)
ﬁ 7. | If the individual is a DFPS foster child or adult, are you the spouse* of the individual's foster parent? (If the individual is i___] |:|
not with DFPS, mark this item N/A.)
gk 8. | Are you the power of attorney (attorney in fact-or agent) for financial responsibilities on behalf of the individual? £ d
z 9. | Are you the DR for the individual or the employer for CDS? E:’ D 2
10. | Are you the spouse* of the employer's DR? D D o

* Spouse is defined as either a legal marriage or a marriage without formalities (common law marriage) in accordance with the Texas Family Code.

** The spousal relationship in questions 4 and 5 is not applicable for Consumer Managed Personal Altendant Services (CMPAS). (The spouse may
be employed.)

Section 2: Medically Dependent Children Program (MDCP) = 0n\¥ NLDCP PrDUld%
t

If providing services in the MPCP program, please answer the following additional questions. (Mark these items N/A if the individual is not
enrolled in MDCP.)

<<

.2 Service Provider Status and Relationship Yes No NA
B 1. | Are you the parent or primary caregiver of the individual under age 187 O 00
% 2. | Are you the spouse* of the parent or primary caregiver? Oy d



Form 1734
Page 2/ 11-2014-E

Section 3: Home and Community-based Services (HCS) and Texas Home Living (TxHmL)

If providing supported home living, community support, respite, adaptive aids or behavioral support services in the HCS or TxHmL program,
please answer the following additional questions, as applicable. (Mark these items N/A if the individual is not receiving an applicable HCS or
TxHmML service.)

Service Provider Status and Relationship Yes No N/A
1. | Are you a person living in the same household as the individual? (Applies to supported home living, community support D D /6
and respite services.) /
2. | Are you the spouse® of a person living in the same household as the individual? (Applies to supported home living, D /é |_—_|
community support and respite services.} J
3. | Are you a person related to the individual within the fourth degree of consanguinity or within the second degree of D D
affinity? (Appiies to adaptive aids and behavioral support services.)

Section 4: Community Living Assistance and Support Services (CLASS) — Respite Service Providers Only >K(

If providing respite services in the CLASS program and the primary caregiver is the habilitation service provider, please answer the
foltowing additional guestion. (Mark this itern N/A if the individuat is not receiving CLASS respite services. Also mark this item N/A if the
individual is receiving CLASS respite services, but the primary caregiver is not the habilitation service provider.)

Service Provider Status and Relationship Yes No NA

1. | Do you live in the same household as the individual? Oa;d

Section 5: Primary Home Care (PHC), Community Attendant Services (CAS) and Family Care {FC)
If providing PHC, CAS or FC, please answer the following additional questions. (Mark these items N/A if the individual is not enrolied in PHC,
CASorFC)

Service Provider Status and Relationship Yes No N/A
1. | Are you the primary caregiver for the individual? ‘ L_.J D D
2. | Are you the spouse” of the primary caregiver for the individual? O D

If any item ahove is marked Yes, the service provider is not eligible to be a paid service provider {employee, contractor or vendor) in
the CDS option for this individual. If every item above is marked No or N/A, the service provider meets relationship eligibility for employment
in CDS for this individual unless contraindicated by requirements of the individual's program. (N/A only applies where indicated.) The employer
and the service provider certify that the responses are accurate.

The service provider D is or [:] is not eligible for empioymentin CDS for this individual. 4:
(Employer. Please check one.)

Emf@er I\)&me H&r@ Emplow;r Suns ]J(f’/f?/ mm/bl))\/v

Printed Employer Name Sighature — Efgloyer Datk

EYY\P[D\I% Name Here Ern]olo\lee Sans Hew mm/ /W

1 Printdd Service Provider Name Bignatifre — Servica Pfovider Date!




Em\o\o ee must (omplete |

Form 1739
Consumer Directed Services October 2013.E

Texas Department of Aging

and Disability Services
¢ Service Provider Agreement

This agreement is between the Texas Health and Human Services Commission (HHSC), the state Medicaid
agency, the Texas Department of Aging and Disability Services (DADS), the state operating agency; a Financial
Management Services Agency (FMSA); and a service provider providing services to one or more individuals
through the Consumer Directed Services (CDS) Option.

The service provider, m \O \DYleé/ N ame HQ’E [\ an individual or
an entity, located at (Address) Emv{) \DQ% Address H‘Cf € ,
\ ;l Telephone {74 -t45l, -89 Fax

The service provider agrees {o: _
« provide services, items or goods that are authorized prior to purchase to individuals in home and
community support programs in accordance with program rules and policy;
+ keep records of purchased services, items and goods in accordance with program rules and policy;

» accept checks from the FMSA as full and complete payment for authorized services, items or goods
purchased for individuals served through home and community-based programs;

« neither impose on or accept from individuals any additional charges for the services, items or goods
paid for by the check; and

+ provide records and other information upon request to the individual, the FMSA, HHSC, DADS or their
representative.

The FMSA, HHSC and DADS agree:

« that the FMSA will pay the service provider for services, items or goods provided to the individual in
accordance with this agreement and program rules and policy; and

» to allow the service provider to charge the individual for approved upgrades or purchases not
authorized or paid for in accordance with this agreement, program rules and policy.

The service provider, FMSA, HHSC and DADS mutually agree that:
o the FMSA Touch of Class

doing business in 7171 Highway 6 North, Suite 130, Houston, TX 77095 , provides
financial management services (FMS) fo the individual receiving services for purchases from the service
provider;

+ the FMSA is responsible for acquiring the completed agreement and retaining the original on behalf of
HHSC and DADS;

+ payment from the FMSA will not be issued prior to the receipt of this agreement by the FMSA;
« payment from the FMSA is funded by HHSC and DADS with government funds; and

o the FMSA is not a Texas or federal g ment agency.
This agreement is effective /0 /‘r A f

no lenger providing services to mdnv:duals’througl‘ the F‘\ASA

Emp oNee Name Ve Employee 51ans Here mm/dd/w

\Service Provider or Represantative® (Print) Serlice Proider or Represkptative* (Signature) Date '

, and terminates when the service provider is

Amorette Casimir
FMSA Representative™ (Print} FMSA Representative* (Signature) . Date

* If the service provider is an eniity, a representative from the entity with authorization to negotiate this égreement on behalf of the entity must sign.



Texas Department of Aging Form 1737
and Disability Services September 2013-E

Consumer Directed Services
Employer and Employee Service Agreement

The name of mdwu*al recelvmg services, hereafter referred to as the "Individual," is:

The Individual's program, @J/A& Ok MDCP R Pl'\g -—( HC.\L 0 Nﬁ)ereaﬂer
referred to as the "program,” is funded and administered by the Texas Department of Aging ;_nd Disabjiity Services (DADS).
The name of the employer, hereafter referred to as "Employer” is: ETI%\J&E. Lhme

The Employeris the [} Individual,  [T] parent of a minor or ] court-appomted guardian of the Individual,

This agreement is between the Employer and m\PlO\llej_, mm&

hereafter referred to as "Employee."

The Employer Agrees:

1. To give notice to the Employee as soon as possible of any change(s} in the work schedule, the tasks to be
performed or the number of hours the Employee will work.

2. To adhere to all federal, state, and local employment-related laws and regulations.

3. To assume responsibility for:
a. liability for any negligent acts or omissions by the Employer, histher Employee(s) and service provider(s), the
Designated Representative (if applicable), the Individual or others in the work place; and
b. managing the risk and liability of any incidence(s) of Employee work-related injury/injuries or illnesses.
4. To provide orientation and training to the Employee of tasks and activities to be performed.
5. To provide the Employee with written notice of compensation for services delivered.

The Employee Agrees:

E‘“P’h\l% Mme \"k@ the Employee, am willing and able to perform the

tasks as outllned by, and at the direction of, the Employer, the Individual or the Designated Representative, if
applicable.

2. To provide information and documents to the Employer, as required, to maintain current, up-to-date personnel
records. The information and documents include at least changes in address andfor telephone numbers, criminal
convictions and evidence of employment status and qualifications.

3. To not use the personal property of the Employer or the Individual without prior approval. The Employee will reimburse
the Employer for any expense incurred related to his/her personat use of the personal property.

4. To respect the rights and dignity of the Individual and to follow safety procedures for the benefit of the Individual and
the Employee.

5. To notify the Employer as soon as possible when the Employee will be late for work or is not able to work, as well as
not report to work when iliness or another condition may jeopardize the health and safety of the Individual.

Both the Employer and the Employee Agree:

1. That this document serves as an agreement, not an employment contract.

That the Employer employs the Employee. The Employee is not an independent contractor. The Employer controls the
training and management, evaluation and firing/termination of the Employee.

3. That the Employee is not barred by relationship to the Individual, Employer or Designated Representative, if applicable,
from being an Employee.

4. That a Financial Management Services Agency {FMSA) is responsible for the administration of program funds on
behalf of the Employer, including payroll functions.

5. That funds for services to pay the Employee is from public sources, and financial accountability and liability applies to
the use of the funds. Both the Employer and the Employee have an individual and joint responsibility tc be accountable
for the public funds spent through the Consumer Directed Services (CDS) option and understand that submitting false
or fraudulent time sheets, submitting a time sheet of an unqualified service provider, submitting a time sheet for tasks
other than those approved on the service plan or implementation plan will be reported to the appropriate authorities for
investigation and possible prosecution as Medicaid fraud.




Form 1737
Page 2/09-2013

8. To provide an accurate accounting of services delivered by the Employee, and to submit accurate time sheets and
documentation for reimbursement to the FMSA.

7. To bilt only for actual time worked, allowable benefits and CDS-related expenses (billing for services and items not
aliowed or budgeted results in non-payment by the FMSA).

8. The Employer must not charge any fee to the Employee. The Employee must not make any payment to the Employer
related to the Employee's employment. Any corrections to payroll are made by the FMSA.

9. That neither the FMSA or DADS is responsible or liable for any negligent acts, work-related injuries or omissions by
the Employer, individual, Employee, other Employees and service providers and/or the Designated Representative, if
applicable.

10. That personal medical and personal information and data about the Individual and the Employee is confidential. This
information is not to be discussed, directly or indirectly, with others outside of the work environment at any time,
currently or in the future.

Duration and Modification of Service Agreement

1. This service agreement will be in effect as of the date this agreement is signed by the Employer and Employee. This
service agreement must not precede the date the individual is eligible to participate in the program or in CDS

applicable state, federal and/or local regulations.
3. This service agreement will terminate when:
a. the Individual's participation in CDS ends voluntarily or involuntarily;
the individual is no longer eligible for the DADS program or for CDS participation;
the Employee is convicted of a crime or listed on a registry that forbids employment by law;
a relationship change occurs and continued employment is prohibited; or
the Employee fails to maintain and provide documentation of eligibility or qualifications for continued employment.

® oo T

4. This service agreement may be terminated, without cause, by either party with 14-calendar days written notice. A
different time frame may be used if both parties agree in writing.

The following required documents are incorporated by reference:

Document Date of Signature

DADS Form 1725, Criminal Conviction History and Registry Checks

DADS Form 1729, Applicant Verification for Employees

¥nm/opAly

Licensure for Certain Services Delivered through Consumer Directed Services, if applicable

mm /db/yy

DADS Form 1733, Employer and Employee Acknowledgement of Exemption from Nursing l
DADS Form 1734, Applicant and Employer Certification of Relationship for Employment ]

mMm/pplyYy

Acknowledgement of service agreement, including documents incorporated by reference:

7 Et"o\fp,& Name Vere Em%“’%%iwee Numne Vere.

Printed‘N me Printed‘Jame

gplope. S lere. arplof. Suns Here,
Signatdre i ~7 Signatu! 1 \_)

-“\W\!DD/Y\/ mW‘_/DD_A/Y

Date

Date

This service agreement can be modified by agreement of both parties, unless prohibited by DADS rules or policy, or by
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Texas Deparfment of Aging
August 2005

and Disability Services _
Consumer Directed Services

Occupational Exposure to Bloodborne Pathogens

% empoyce rend 10

Blood has fong been recognized as a potential source of pathogenic microorganisms that may
present a risk to individuals who are exposed during the performance of their duties. Universal
precautions is the method of controi required by the Occupational Safety and Health Administration
(OSHA) to protect employees from exposure to all human blood and body fluids. Universal
precautions refers to a concept of bloodborne disease control, which requires that all human blood
and certain human body fluids be treated as if known to be infectious for HIV (the virus that causes
AIDS), the Hepatitis B virus and other bloodborne pathogens.

Universal Precautions

Protective barriers reduce the risk of exposure to blood, body fluids containing visible blood and
other fluids to which universal precautions apply. Examples of protective barriers include gloves,
gowns, masks and protective eyewear. Universal precautions.are intended to supplement rather than
replace recommendations for routine infection control, such as hand-washing and using gloves to
prevent gross microbial contamination of hands. Universal precautions will be used during the
provision of services as applicable and appropriate.

Employee Initials: a ILQ lo *Qg Date: _'mm I DD / V\!

Hepatitis B

Hepatitis B is a-serious infection involving:the liver. Hepatitis B virus (HBV) can cause lifelong
‘infection, cirrhosis (scarring) of the: liver, liver cancer, fiver failure and death. Hepatitis B is spread
when blood or body fluids-from an-infected person enters the body.of a person who is.not infected.
HBV is a- major infectious occupational-hazard for health care. Any health-care worker may be at risk - .
.- -for HBV exposure depending-on-the tasks that he or she performs. Workers should be vaccinated if
" their tasks involve contact with-blood or blood-contaminated body fluids., .- - ‘

EmPl'oyee Initiéls:w Date: rnm [DD I\IIVI .

Hepatitis B Vaccination

OSHA standards effective June 4, 1992, require that employers make available the Hepatitis B .
vaccine and vaccination series to all employees who have occupational exposure. The Hepatitis B
vaccine is available at no cost to the employee. The cost to provide vaccinations is an administrative
expense to the employer and is reimbursable through the consumer’s program budget.
The vaccine is administered in a préscribéd series of three injections over a six-month period:

Dose 2 is administered 30 days after Dose 1. '

Dose 3 is administered five months following Dose 2.
The employee is responsible for requesting from the healthcare provider administering the
* vaccination additional information specific to the efficiency, safety, benefits, method of administration
and potential side effects of the Hepatitis B vaccination. E o

The employee may elect to receive or decline the Hepatitis B vaccination,

] Empjldy-ree lniti.alszmm_ Date:. erL/ DD /yy
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Informed Choice Related to Hepatitis B Vaccination. -

Employg& Statement — Check one statement below.

Dﬁ I agi'ee to receive the Hepatitis B vaccination and will be reimbursed by my employer
within 30 days of presenting a paid receipt for each dose. | understand that | will only be
reimbursed for doses received while employed by the employer.

dl | agree to receive the Hepatitis B vaccination and the:employer and | have agreed to the
following arrangement(s) related to covering the cost of the vaccination:

Wik AYARAENES tiere

Ii] | decline the Hepatitis B vaccination at this time because 1 have previously received the
Hepatitis B vaccination. ' S

| Fi'] | decline the Hepatitis B vaccination. _ | .
* .| understand that due to my occupational exposure:to-blood or.other potentially .
{ R infectious materials, | may be at risk of acquiring Hepatitis B virus.(HBV).infection..l ...
‘ have been given the opportunity to 'be vaccinated with-Hepatitis B vaccine at:this.. . -
time. However, | decline the Hepatitis'B vaccination at-this time. | understand that
~ by declining this vaccine, | continue to be at risk of acquiring Hepatitis B, a serious
disease. Ifin the future | continue to:have occupational exposure-to blood or other
potentially infectious:materials and:l'want to be vaccinated with Hepatitis B -
vaccine, | can receive the vaccination series at no charge.to me. -

Federal Register: 61 FR 5507, February13,-1996 =
*OSHA 1910.1030 App A — Mandatory Declination Statement. -

EDIONEC (heek ot

Certification by Employee: _ . ‘
I, \D ' : , the employee, acknowledge and certify that | have received
information on occupational exposure to bloodborne pathogens, universal precautions, Hepatitis B and |
Hepatitis B vaccination. | have been provided the opportunity to ask questions and to seek additional.,. = - - -
information. | have made my choice (as documented above) related to the Hepatitis B vaccination based on

informed choice. .
* | may decide in the future to request and accept the vaccination at no charge to me.

Employee: . 3 Employer: :
Employee Name Wre - - _Bmployer NAIE Hoe
emyloe signs Here aployer Signs Here
/o Ay /ool
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Texas Department of Aging _ ’ Form 1728
and Disability Services : January 2007

Consumer-Directed Sevices
Liability Acknowledgement
Liability Acknowledgement Between the Employer and the Applicant for Employment
The individual receiving services or the individuai'svi'egally authorized representative ({LAR) is the employer in the Consumer-Directed
Services (CDS) option.

The employer employs (hires, manages and terminates) employees. The employer is solely responsible and liable for any negligent acts
or omissions by the employer; the employee; other employee(s) or service provider(s); the individual recelving services; or, if applicable, the
employer's designated representative.

Employees or service providers are not employed or retained by the Texas Department of Aging and Disability Servrces (DADS) any other
state or federal governmental agency; or by the Consumer-Directed Services Agency (CDSA).

As an applicant for employment throﬁgh the CDS option, | acknowledge that | have read and that | understand the above
informa_tion regarding the emplioyer and employee liability.

' oluu  Btplouee Stns Hore M;mz[gj

} Signature — Employer ate Sig'natuka‘a Applican‘li for Employment
*.(Must be signed by the employer) : _ : CE

Liability Notice to Applicants for Empldyment

Section I:
The employer:

[ is a subscriber of Texas Workers’ Compensation through the Texas Department of Insurance, Division of Workers' Compensation.

{is not a subscriber of Texas Workers' Compensation through the Texas Department of Insurance, Division of Workers®
Compensation. (Employer completes Section |l below if this option applies.)

Section ll:

Employerindicates‘the correct option in this section if the employer is not a subscriber to Texas Worker's Compensation,

E( | have made the following urrangémént(s) for employee work-related injuriesfillnesses:
[{nse!f-insurance;
homeowner’s personal liability insurance;
“renter's personal liability insurance;

medical coverage insurance;

ﬂ risk pool msurance
02 ﬁ other: ln OT W

Eé | have no insurance or other protection against employee work-refated injuries/illnesses for my employee(s).

, -A_cknowledgement by Employer and Applicant for Employment

| acknowledge that | have read and that | understand the above information in Section | and in Section .

Iplover Sl e WIMDDILM bngloyee S9n e madoojyy

_ Hignature — Efhployer " Signadure — Appﬁéant for Employment
(Must be signed by the employer) .
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Job Description

Habilitation Attendant

I S_umfﬁary of Position |

| Working with Participants to help thenﬁ become as independent as possible.
Il.. Qualifications | |

A. Be at least 18 years of age -
B. Be neither legal nor foster parents of the minor child receiving the service

- C. Not be spouse of the Participant receiving the service
Iil. Description of Duties and Responsibilities

A. Working with Participant’s schedule
B. - Documentation of habilitation work done

_The'followihg are based on the Pé‘rticipant’s IPP goals:

Knowledge of the CLASS program-
Perform personal care tasks as necessary

- Health related tasks.as.necessary
Food and nutritional assistance as necessary
Money management as necessary
Household tasks as necessary
Community integration assistance as necessary
Assistance with personal decision making
Assistance with facilitation of self advocacy
Assistance with leisure time and recreational activities
Follow-up with any therapy goals as directed
Any other tasks as dictated by the IPP goals

FRETIETMMOUDO®EP

v. Performaricé Requirements

A. Compllance with gundelmes of CLASS Manuai
B. Current CPR certlflcatlon

enflougs Signs Hcm _Mufbojyy

Employee Slgnature




‘Texas Department of Agin : ) . Form 1731
aﬁd Disabp';Iity Services e Consumer Directed Services : - September 2005

Employee Work Schedule and Assigned Tasks

Employee Name: Emplo\{ﬂl@ Nm6 HO(O

|

oSt Initial % Tasks 7 _
| - IN] change Schedule  Effective Date: mm,l Db { W
scnedute1 UL SCH00L St‘/h{du{’, Schedule | - Tasks

o [T [ [ Lo ] [ ks 10b¢. pertorned
Sunday | _ﬁmm‘)\c
Monday . ' | _ "Yﬂngm ﬂYlf)
Tuesda — .‘ ' D0k :

. 1 Gun

Wednesday .' ' ' 'm'{)( ﬁ)\l\ON \/W

Thursday : . — . — . | ggg;(“\ %

Friday _ : . | Dﬂj’h

Satﬁrday _ . _ ‘ | @
Weekly Total Hours. h 1\/{,“5{' (’;OMP lﬂ{ﬁ 52«(/{115!"\

Schedule I Qi OF schol scedwle  Schedule Il — Tasks
ay | Ve | Time | Time |00 || | WITHC AIBKS 1o be PW’(UVWIC’G

Sunday

[Monday

Tuesday

| Wednesday

Thursday

Friday

Saturday

Weekly Total Hours

Acknowledgment of Work Schedule and Assigned Tasks — Sagn and Date

emploucr Signs here, i on/yy. Lplowee Signs here, (MMLM

\}Sngnature Employer Date v USugnature Employee




Texas Department of Aging

and Disabliity Services February 2008

Consumer-Directed Services
Wage and Benefits Plan
- EMPLOYEE COMPENSATION

Em oneg Name (Last, First, Middle Initial _ © | Social Secyrity No.
S, M T - 4
(d %ﬁuual Wage and Benefit Plan 1
\I y Plan Change - Effective Date: (/hDOSC OYL'C
Name of Program Se_rvice Being Provided: G L H,SS

‘Compensation:
Regular Hourly Wage Calculation of Overtime Hourly Wage

%ﬁmployee= $ Of' Hourly. $ + § C{B0%)y= §
Respite = $ A , Hourly $ + 8§ (50%)= $
Benefits: Optional ‘ i ' .

] Hepatitis B Vac.cination (Attach completed Form 1727 if vaccination is reguested by the employee.)

Employer List other optional benefits here. (Attach additional sheet, if required.) &

u)ﬂm wries (1. eptiohal penefits Hﬂfé
“MUPL& eﬁr&a%su SUK paN

oAy pay

Wgﬁoldmgs
W-4 Employee’s Withholding AHowance Certificate {Attach completed Form W-4.)

[ Required Garnishments EM[OW ﬁf/[? ln/

Type: Amount:

Frequency: Payment To:

{Attach detail.)

[} Voluntary Withholdings (not refated toW4) EWLD(DU\@ ‘ S Ln/

Type: Amount:

Frequency: i Payment To:

{Attach detail.)

[0 Other {specify):

Acknowledgement/Agreement:

Time Sheets/Service Delivery Logs must be completed accurately each work shift'day. Payment for services delivered is made
from state andfor federal funds. Falsification of a time sheet is considered fraud and is punishable under the law.

Accurate, signed time sheets are due; TMC S bu '2Pm, SCC C(u .
Paychecks are distributed by (method): fY\LLL 0¥\ 1O0F, [Yﬂﬂﬂb at least twice a month on FT' LML{
. N,

or every other week starting

_{Attach detail.)

—

Employee and employer mutually agree to the compensation, benefits, w1thholdmgs and ail information above and agree

that any changes or revisions must be documented and provided to the employee, the employer and the Consumer-Directed
Services Agency.

Designated Representatlve

Form 1730 -




Texas Depariment of Aging

Form 1732
and Disabilily Services

March 2014-E
Consumer Directed Services

Management and Tralning of Service Provider

Seé(rce Prow‘)er Neme {(Employee) Flrst Day, M Annual Evalyatiol ?ue Date
ame Here 7w D!M /)
Name pf Individuys Reoewing Services Prograrn Services Délivered
Aient Name . Here /n’ NUXP

Nams of Coniumer Directed Services Employgr
EMployer Nauvie 2

1 F‘urposel i %066 one.
(‘b‘k—, ‘Eﬁlniﬁal Orientation  [] Ongoing Training . i%( ‘.\]’

[[] Ewvaluation

[(J 30-pay [] 3Month [] 6Month [} Annual [ Other
(] Supervision

{71 VerbalWaming: 7] First ~ [] Second [] Third [J other

(7] written Warning: [} First [} Second [] Third ] Other
] Confiict Resolution [ ] Other

Il. Documentation of Topics Covered at Initlal Orientation or Ongoing Training: (Initial orfentation must Include training related to the

individual's condition and the tasks the service provider will perform as well as any required training described in an applicable addendum fo
Form 1735, Employer and Financial Management Services Agency Service Agreement )

Please complete as Lirecked boc wihal ererndatun
-k drackedobe compleled Here b

1. Evaluation/Performance Review:

IV, Corrective Action Plan (if applicable):

Date for follow-up on corrective action plan:

V. Service Provider Comments:

Employee Supns Here _mmlded[yy

Y~ Highallre of ServiceWrovider Dale

This document has been reviewed with the service provide,

EmﬁloY o ovns Here  mm{Ad

Iiste?above
Bignature of Empoyer Daie

— Signatire of Winess

Late

Date sent to FMSA: Date received by FMSA:




Form 1732-EMR

.fT EX A S October 2014-E

Department of Aging
and Disability Services

Consumer Directed Services (CDS)
Management and Training of Service Provider Addendum

Employee Misconduct Registry Notification

Employee Name: Emp)lo 0. Mm& M& Date of Hire: %P/OW
Position: P@FSOYH}\ A‘{Wﬂ:{— " Employer Name: Eﬂ\?l@\! P/r Nazmé/ H@TE

Long-term care employers, including Consumer Directed Service (CDS) employers, in Texas are required under 40, Texas Administrative Code
(TAC), Part 1, Chapter 93, and Texas Health and Safety Code, Chapter 253 and to inform new unlicensed employees about the Employee

Misconduct Registry (EMR).
The purpose of the EMR is to ensure that an unlicensed person who commits an act of abuse, neglect, or exploitation that meets the definition
of reportable conduct against a consumer receiving services from a facility or against an individual receiving services in the CDS option is not

employed in the Department of Aging and Disability Services (DADS)-regulated facilities and in certain programs including CDS. The EMR
applies to employees who provide personal care services, treatment, or any other personal services and are not licensed by the state to perform

the services.

A person listed in the EMR is not employable by a facility, agency, or individual employer. The EMR is governed by 40, Texas Administrative
Code, Part 1, Chapter 93, and Texas Health and Safety Code, Chapter 253. Regarding a CDS employee, the Department of Family and
Protective Sewlces {DFPS) conducts EMR investigations and makes fi nd:ngs in accordance with DFPS rules at 40 TAC, Part 19, Chaper 711,

Subchapter O.
Rules regarding the EMR can be found on the Secretary of State s websnte at:

Hinfo.

Questions may be directed to DADS Professional Credentialing Enforcement Unit at 512-438-5495.

The employer must provide the employee with a copy of this notice.

I, Em,D lO\|% , have read and understand the above notification.
Eﬂuﬂlo\l% S@n Hure mendd /y

Signaturd i Date v




- DIRECT DEPOSIT AUTHORIZATION
1, B(YW ‘Nﬂ@ NWM{’/ H’CX@ hereby authonze Touch of Class to

Print Name

begin Direct Deposit of my payroll check to my bank account number ) ,
ﬁgmmtﬁ et ae NOYHC OF AL Weky, Bank, ABA # m@ﬁm

A voided check is attached for reference.

This authorization remains in effect until written notice is given to Touch of Class by me.
If my bank account information changes, I will promptly notify Touch of Class so that
my payroll check will be deposited into the correct account.

ernploies Sias Vere T

-Si gnature \J Date

ATTACH VOIDED CHECK-HERE:
" . Please note a deposit ticket will not suffice. Some banks use a different
.Rou.rmg number on deposit tickets than on checks

\/mded unwc does Nexe.

ernplie does 1ot Y. d Checany
?k WIS VATreet deposie o SONTHES ALOUItY
/me»g) need e Movm fiom el MLK

@ [\/Lu,s«\'myume ’Hflé’/ a,bow, Mizal /H/HS ﬁ)rm 0 |



