
Employee Name                                Contract Date__________________ 
Return this cover sheet with your information.                     Office Use Only 
 
 
 

NNeeww  EEmmppllooyyeeee  PPaacckkeett  
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We will issue a hire date when the employee’s packet is fully completed and the background check has 
been cleared by the State of Minnesota.  You may not begin working until we notify the Managing 
Employer of your hire date. 
 

 Employee Change Notice Form 
 W-4 Form 
 MN W-4 Form (if applicable) 
 Direct Deposit/Pay Card Enrollment Form 
 Employee Eligibility Verification Form I-9 

Complete Sections 1, 2, and CERTIFICATION 
 

 2 valid forms of identification as required by the Employee Eligibility Form I-9. 
The most commonly accepted identification documents are a valid driver’s license and social 
security card.  For a specific list of accepted identification documents, please visit: 
http://www.uscis.gov/i-9-central/acceptable-documents or the List of Acceptable Documents 
form enclosed in the packet. 
 

 Disclosure and Authority to Release Information Form 
 Application for Employment Form 

 
 
 
 

 Minnesota Health Care Programs Provider Agreement Forms (page 1 & 2 required) 
 Minnesota Health Care Programs Individual Support Worker Enrollment Application Form 

 
 

EMPLOYEE—Please fill out all areas highlighted in yellow. 
EMPLOYER—Please fill out all areas highlighted in green. 

 
 
 
 

**THE FOLLOWING FORMS MUST BE PRINTED, SIGNED AND MAILED BACK TO:1500 
1st Ave NE, Suite 210, Rochester, MN 55904** 
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Yellow highlighting indicates a required field for Employees
Green highlighting indicates a required field for Managing Employers

A red box indicates a required field
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Form W-4 (2016) The exceptions do not apply to supplemental wages 
greater than $1 ,000,000. 

Non wage income. 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 Indiv iduals. Otherwise, you 
may owe additional tax. If you have pension or annuity 
income, see Pub. 505 to find out if you should adjust 
your withholding on Form W-4 or W-4P. 

Purpose. Complete Form W-4 so that your employer 
can withhold the correct federal income tax from your 
pay. Consider completing a new Form W-4 each year 
and when your personal or financial situation changes. 

Basic instructions. If you are not exempt, complete 
the Personal Allowances Worksheet below. The 
worksheets on page 2 further adjust your 
withholding allowances based on itemized 
deductions, certain credits, adjustments to income, 
or two-earners/multiple jobs situations. 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 2016 expires 
February 15, 2017. See Pub. 505, Tax Withholding 
and Estimated Tax. 

Complete all worksheets that apply. However, you 
may claim fewer (or zero) allowances. For regular 
wages, withholding must be based on allowances 
you claimed and may not be a flat amount or 
percentage of wages. 

Two earners or multiple jobs. If you have a 
working spouse or more than one fOb, figure the 
total number of allowances you are entitled to claim 
on all jobs using worksheets from only one Form 
W-4. Your withholding usually will be most accurate 
when all allowances are claimed on the Form W-4 
for the highest paying jolb and zero allowances are 
claimed on the others. See Pub. 505 for details. 

Note: If another person can claim you as a dependent 
on his or her tax return, you cannot claim exemption 
from withholding if your income exceeds $1,050 and 
includes more than $350 of unearned income (for 
example, interest and dividends). 

Head of household. Generally, you can claim head 
of household filing status on your tax return only if 
you are unmarried and pay more than 50% of the 
costs of keep~ng up a home for yourself and your 
dependent(s) or other qualifying individuals. See 
Pub. 501, Exemptions, Standard Deduction, and 
Filing Information, for information. 

Nonresident alien. If you are a nonresident alien, 
see Notice 1392, Supplemental Form W-4 
Instructions for Nonresident Aliens, before 
completing this form. Exceptions. An employee may be able to claim 

exemption from withholding even if the employee is a 
dependent, if the employee: Check your withholding. After y our Form W-4 takes 

effect, use Pub. 505 to see how the amount you are 
having withheld compares to your proJected total tax 
for 2016. See Pub. 505, especially if y our earnings 
exceed $130,000 (Single) or $180,000 (Married). 

• Is age 65 or older, Tax credits. You can take prgected tax credrts mto account 
rn frgunng your allowable number of wrthhdding allowances. 
Credrts for child or dependent care expenses and the child 
tax credit may be claimed using the Personal Allowances 
Worksheet below. See Pub. 505 for rnformatron on 
convertrng your other credits rnto wrthholdmg allowances. 

• Is blind, or 

• Will claim adjustments to income; tax credits; or 
itemized deductions, on his or her tax return. 

Future developments. lnformatron about any future 
developments affecbng Form W-4 (such as legrslatron 
enacted after we release rt) wrll be posted at www.irs.gevlw4. 

A 

8 

c 

D 

E 
F 

G 

Personal Allowances Worksheet (Keep for your records.) 
Enter "1" for yourself if no one else can claim you as a dependent . 

{ 

• You are s1ngle and have only one Job; or } 
Enter "1" if: • You are marned, have only one JOb, and your spouse does not work; or 

• Your wages from a second JOb or your spouse's wages (or the total of both) are $1 ,500 or less. 
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 avoid having too little tax withheld.) . 

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . 

Enter "1 " if you will file as head of household on your tax return (see conditions under Head of household above) 

Enter "1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit 

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.) 

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 $70,000 ($1 00,000 if married), enter "2" for each eligible child; then less "1" if you 
have two to four eligible children or less "2" if you have five or more eligible children. 

• If your total income will be between $70,000 and $84,000 ($1 00,000 and $119,000 if married), enter "1" for each eligible child . 

A 

8 

c 
D 

E 
F 

G 

H Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax return.) ..,.. H 

For accuracy, I 
complete all 
worksheets 
that apply. 

• If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions 
and Adjustments Worksheet on page 2. 

• If you are single and have more than one job or are married and you and your spouse both work and the combined 
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 
to avoid having too little tax withheld. 

• If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below. 

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

W-4 Employee's Withholding Allowance Certificate OMB No. 1545-007 4 

Form 

~@16 Department of the Treasury ~ Whether you are entitled to claim a certain number of allowances or exemption from withholding is 

Internal Revenue Servrce subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 

1 Your first name and middle initial 

) 
Last name 

) 2 
Your social security number 

Home address (number and street or rural route) 3 D Single D Married D Married, but withhold at higher Single rate. 

Note: If marned, but legally separated, or spouse rs a nonresrdent alien, check the "Srngle" box 

City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card, 

check here. You must call1-800-772-1213 for a replacement card ..... 0 
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5 
6 Additional amount, if any, you want withheld from each paycheck 6 $ 
7 I claim exemption from withholding for 2016, and I certify that I meet both of the following conditions for exemption. 

• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and 

• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability. 

If you meet both conditions, write "Exempt" here . ~I 1 I 
Under penalties of pequry, I declare that I have examtned thts cert1f1cate and, to the best of my knowledge and beltef, 1t 1s true, correct, and complete. 

Employee's signature 
(This form is not valid unless you sign it.) ~ Date~ 

8 Employer's name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 9 Offrce code (optronal) 10 Employer identification number (EIN) 

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 1 0220Q Form W -4 (2016) 
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Form W-4 (2015) Page2 

Deductions and Adiustments Worksheet 
Note. Use this worksheet only if you plan to itemize deductions or claim certain c_redits or adjustments to income. 

1 Enter an estimate of your 2015 itemized deductions. These ilcfude qualifying home mortgage ilterest, charitable contmutions, state 
cm local taxes, medical eXJ>e!lSeS ii excess of 10% {7.5% if either you or ytllJ' spouse was born before January 2, 1951) of your 
income, cm miscellrieous deductions. For 2015, you may have to reduce yolK itemized deductions if ytllJ' income is over $309,900 
and you are married fi6ng jointly or are a qualfying widow(er); $284,050 if you are head or household; $258,250 if you are single Md not 
head or household or a qualifying widow(er); or $154,950 if you are married filing separately. See Pub. 505 for detais 1 $ 

{ $12,600 if married filing jointly or qualifying widow( er) 

} 2 Enter: $9,250 if head of household . 2 $ 
$6,300 if single or married filing separately 

3 Subtract line 2 from line 1. If zero or less, enter "-0-" . 3 $ 
4 Enter an estimate of your 2015 adjustments to Income and any additional standard deductio~ (see Pub. 505} 4 $ 
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to 

Withholding Allowances for 2015 Form W-4 worksheet rn Pub. 505.). 5 $ 
6 Enter an estimate of your 2015 nonwage income (such as dividends or interest) 6 $ 
7 Subtract line 6 from line 5. If zero or less, enter "-0-" 7 $ 
8 Divide the amount on line 7 by $4,000 and enter the result here. Drop any fraction . ' ' . I 8 
9 Enter the number from the Personal Allowances Worksheet, line H, page 1 . . . 9 

10 Add lines 8 and 9 and enter the total here. tf you plan to use the Two-Earners/Multiple Jobs Worksheet, 
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10 

Two-Eamers/Multiole Jobs Worksheet (See Two earners or multiole iobs on oaae 1.) 
Note. Use this worksheet only if the instructions under line H on page 1 direct you here. 

1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet} 1 

2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if 
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more 
than "3" 2 

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter 
"-0-"} and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . 3 

Note. If line 1 is less than line 2, enter "-0-" on Form W-4, line 5, page 1. Complete lines 4 through 9 below to 
figure the additional withholding amount necessary to avoid a year-end tax bill. 

4 Enter the number from line 2 of this worksheet 4 

5 Enter the number from line 1 of this worksheet 5 
6 Subtract line 5 from line 4 . .. 6 
7 Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here 7 $ 
8 Multiply line 7 by line 6 and enter the result here. This Is the additional annual withholding needed 8 $ 
9 Divide line 8 by the number of pay periods remaJning in 2015. For example, divide by 25 if you are paid every two 

weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2015. Enter 
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $ 

Table 1 Table2 
Married Filing Jointly All Others Married Filing Jointly All Others 

If wages from LOWEST Enter on If wages from LOWEST Enter on If wages from HIGHEST Enter on If wages from HIGHEST Enter on 
paying job are- line 2 above paying job are - line 2 above paying job ara- line 7 above paying job are- line 7 above 

$0 - $6,000 0 $0 - $8,000 0 $0 - $75,000 $600 $0 - $38,000 $600 
6,001 - 13,000 1 8,001 - 17,000 1 75,001 - 135,000 1,000 38,001 - 83,000 1,000 

13,001 - 24,000 2 17,001 - 26,000 2 135,001 - 205,000 1,120 83,001 - 180,000 1,120 
24,001 - 26,000 3 26,001 - 34,000 3 205,001 - 360,000 1,320 180,001 - 395,000 1,320 
26,001 - 34,000 4 34,001 - 44,000 4 360,001 - 405,000 1,400 395,001 and over 1,580 
34,001 - 44,000 5 44,001 - 75,000 5 405,001 and over 1,580 
44,001 - 50,000 6 75,001 - 85,000 6 
50,001 - 65,000 7 85,001 - 110,000 7 
65,001 - 75,000 8 110,001 - 125,000 8 
75,001 - 80,000 9 125,001 - 140,000 9 
80,001 - 100,000 ~ 10 140,001 and over 10 

100,001 - 115,000 11 
115,001 - 130,000 12 
130,001 - 140,000 13 
140,001 - 150,000 14 
150 001 and over 15 

Priveq Act 9"11 Pmperwork A9duction Act Notice. We ask tor the information on this 
fomi to CaJTY out the Internal Revenue laws of the United States. ln!emal Revenue Code 
sections 3402(1)(2) and 6109and1heir regulations require you to provide this infomiation; your 
employer uses it to detennine your federal income tax withholding. Failure to provide a 
properly completed form wil result in your being treated as a single person who claims no 
wtthholding allowance&; providing fraudulent information may subject you to penalties. Routine 
uses of this Information include giving it to the Department of Justice for civil and criminal 
litigation; to c~ies, states, the District of Columbia, and U.S. commonwealths and possessions 
for use in administering their tax laws; and to the Department of Health and Human Services 
for use In the National Directory of New Hires. We may also disclose this information to other 
countries und•r a tax treaty, to federal and state agencies to enforce federal nontax criminal 
laws, or to federal law enforcement and intelligence agencies to combat terrorism. 

You are not reqUred to provide the information requested on a form that is subject to the 
Paperwork Reduction p.s;t unless the fomi displays a valid OMB control number. Books or 
records relating to a form or its instructions must be retained as long as their contents may 
become material in the administration of any Internal Revenue law. Generally, tax returns and 
return infonnation are confidential, as required by Code section 6103. 

The average time and qpenses required to complete and file this form wiU vary depending 
on individual circumsb!nces. For estimated averages, see the Instructions for your income tax 
return. 

If you have suggestions for making this form simpler, we would be happy to hear from you. 
See the instructions for your income tax return. 
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*This form does not apply to parents and/or spouses of the client. 



Employment Eligibility Verification 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USC IS 
Form 1-9 

OMB No. 1615-0047 
Expires 03/31/20I6 

... START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form. 
ANTI-DISCRIMINATION NOTICE: It is 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 . 

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Fann 1-9 no later 
than the first day of employment, but not before accepting a job offer.) 

Last Name (Family Name) First Name (Given Name) Middle Initial Other Names Used (if any) 

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

Date of Birth (mmldd/yyyy) I U.S. Social Security Number E-mail Address Telephone Number 

D·D-1 I 
I 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 attest, under penalty of perjury, that I am (check one of the following): 

D A citizen of the United States 

D A noncitizen national of the United States (See instructions) 

D A lawful permanent resident (Alien Registration Number/USCIS Number)· _ ___ ______ _ 

D An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) _ ______ . Some aliens may write "N/A" in this field. 

(See instructions) 

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number: 

1. Alien Registration Number/USCIS Number: _ __________ _ 

OR 
3-D Barcode 

Do Not Write in This Space 
2. Form 1-94 Admission Number: ________________ _ 

If you obtained your admission number from CSP 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: Date (mmldd/yyyy): 

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the 
employee.) 

I attest, under penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the 
information is true and correct. 

Signature of Preparer or Translator: I Date (mmldd/yyyy): 

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

Address (Street Number and Name) IC1ty or Town State Zip Code 

Employer Completes Next Page 

l·orm 1-9 03/08/13 N Page 7 of9 

apenske
Highlight

apenske
Highlight

apenske
Highlight

apenske
Highlight

apenske
Highlight

apenske
Highlight

apenske
Highlight

apenske
Highlight

apenske
Highlight

apenske
Line

apenske
Highlight

apenske
Highlight



Section 2. Employer or Authorized Representative Review and Verification 
(EmplOyers or thelf authonzed representative must complete and sign Sectton 2 wnhin 3 business days of the employee's first day of employment You 
must physically examine one document from List A OR examine a combinalJon of one document from Ust B and one document from Ust C as fisted on 
the "Lists of Acceptable Documents· on tne next page of this form. For each document you review. record the following information document title 
issuing authoflty, document number. and expiration date if any ) 

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

List A 
Identity and Employment Authorization 

Document Title: 

Issuing Authority: 

Document Number: 

Expiration Date (if any)(mmlddlyyyy): 

Document Tille: 

Issuing Authority: 

Document Number: 

Expiration Date (if any)(mmlddlyyyy): 

Document Title : 

Issuing Authority: 

Document Number: 

Expiration Date (if any)(mmlddlyyyy): 

Certification 

OR List B 
Identity 

Document Title: 

Issuing Aulhority: 

Document Number: 

Expiration Date (if any)(mmldd/yyyy): 

AND List c 
Employment Authorization 

Document Title: 

Issuing Authority: 

Document Number: 

Expiration Date (if any)(mmldd/yyyy): 

3-D Barcode 
Do Not Write in This Space 

I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, (2) the 
above-listed document(s) appear to be genuine and to relate to the employee 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 (mmlddlyyyy) : (See instructions for exemptions.) 

Signature of Employer or Authorized Representative I Date (mmlddlyyyy) I Tille of Employer or Authorized Representative 

Last Name (Family Name) First Name (Given Name) I Employer's Business or Organization Name 

Employer's Business or Organization Address (Street Number and Name) I City or Town I State IZip Code 

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.) 
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial I B. Date of Rehire (if applicable) (mmlddlyyyy): 

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 1n the space provided below 

Document Title I Document Number· Expiration Date (if any)(mmlddlyyyy) 

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

Signature of Employer or Authorized Representative· Date (mmlddlyyyy) Print Name of Employer or Authorized Representative: 

1-orm 1-9 03/08113 N Page 8 o1'9 
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The Department of Human Services has recently made two changes to the requirements for 
employees working under the Consumer Directed Community Supports (CDCS) and Consumer 
Support Grant (CSG) options.  
 

1. New Unique Minnesota Provider Identifier Requirement: The Minnesota Department 
of Human Services now requires all CDCS and CSG employees to obtain a Unique 
Minnesota Provider Identifier (UMPI) number.  An UMPI number is a number assigned by 
the Department of Human Services for billing purposes and allows you to be paid as an 
employee.   

 
2. Criminal Background Study Change:  The 2014 Minnesota Legislature made changes 

to the background study requirement.  The Minnesota Department of Human Services 
now requires that all employees who provide direct contact under the CDCS option have 
a background study completed.  The DHS Licensing Division has a new and improved 
background study system in which the study will be run. This change is required for all 
three employment models for CDCS – Agency with Choice, Payroll Model, and Fiscal 
Conduit. You will also receive written results of the study from DHS.  If you do not pass 
the background study, you will be provided with information on how to ask for a 
“reconsideration.”  

 
Please note, for those using the CSG option, employees will only need to obtain an UMPI 
number.  For those using the CDCS option, employees will need to obtain an UMPI number and 
a background study. 
 
Please click on the link below to electronically complete the Background Study Release form, 
and Individual Enrollment and Provider Agreement forms by June 24nd, 2015.  If you do not 
complete these forms by June 24, 2015 you may not be eligible to continue to work.  
 
Thank you for your prompt attention to this matter. 
 
For information from DHS regarding the new background study, click HERE:   
 

      

http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=dhs16_195031


*DHS-4611-ENG*
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Page 1 of 3

Minnesota Health Care Programs 

Provider Agreement – Individual Support Worker (CDCS, CSG, PCA)

DIRECT SUPPORT WORKER INITIALS

NAME OF SUPPORT WORKER UMPI

As a participating provider in health service programs administered by the Minnesota Department of Human Services 
(the Department), the Provider agrees to:

A.	 Submit documentation to your affiliated agency that fully discloses the extent of services provided to individuals 
under these programs. The documentation must be legible and meet the requirements of Minnesota Statutes 
Section 256B.0659, subdivision 12 for all individual support workers in CDCS, CSG, and PCA.

B.	 Furnish the Department, the Secretary of the U.S. Department of Health and Human Services (DHHS), or the 
Minnesota Medicaid Fraud Control Unit with such information as it may request regarding payments claimed for 
services provided under these programs.

C.	 Comply with all federal and state statutes and rules relating to the delivery of services to individuals and to the 
submission of claims for such services.

D.	 Accept as payment in full, amounts paid in accordance with schedules established by the Department, except 
where payment by the recipient has been authorized by the Department.

E.	 Make full disclosure of any convictions(s) of program crimes as required by 42 C.F.R. § 455.106.

F.	 Comply with all federal statutes, implementing regulations and guidance prohibiting discrimination on the basis 
of race, color, national origin, sex, age, religion and disability in any program or activity receiving federal financial 
assistance from DHHS; and to comply with the Minnesota Human Rights Act.

G.	 Render to recipients services of the same scope and quality as would be provided to the general public, within 
Minnesota Health Care Programs (MHCP) guidelines.

H.	 Comply with the provisions of any fully executed agreement and/or addendum required by the Department, 
which is incorporated herein by reference.

I.	 Comply with the advance directive requirements as required by 42 C.F.R. §§ 489.100 and 417.436.

J.	 Properly handle and safeguard protected information collected, created, used, maintained, or disclosed on behalf 
of the Department. For purposes of this Agreement, “protected information” means data subject to any of the 
following laws:

1.	 The Minnesota Government Data Practices Act (MGDPA), Minnesota Statutes Chapter 13, in particular 
§ 13.46 (“welfare data”);

2.	 The Minnesota Health Records Act § 144.291 and § 144.298;

3.	 The Health Insurance Portability and Accountability Act (“HIPAA”), including but not limited to the 
requirements of the Privacy Rule and the Security Regulations, 45 C.F.R. Part 160 and Part 164, subparts A 
and E. 

4.	 Federal law and regulations that govern the use and disclosure of substance abuse treatment records, 42 
U.S.C.S. § 290dd-2 and 42 C.F.R. § 2.1 to § 2.67; and

5.	 Any other applicable state and federal statutes, rules, and regulations affecting the collection, storage, use and 
dissemination of private or confidential information.
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Page 2 of 3 DHS-4611-ENG   4-15

K.	 Comply with the laws described in section J. This includes the Provider:

1.	 Not using or further disclosing protected information created, collected, received, stored, used, maintained 
or disseminated in the course or performance of this Agreement other than as necessary to perform its 
obligations under this Agreement, or as required by law, either during the period of this Agreement or 
hereafter. See, respectively, 45 C.F.R. §§ 164.502(b) and 164.514(d), and Minn. Stats. § 13.05 subd. 3. 

2.	 Using appropriate administrative, physical, and technical safeguards to prevent use or disclosure of the 
protected information other than as provided for by this Agreement and to ensure the confidentiality, 
integrity, and availability of any electronic protected health information (PHI) that it creates, receives, 
maintains, or transmits on behalf of the Department. Provider will not transmit PHI over the Internet or 
any other unsecure or open communications channel unless such information is encrypted or otherwise 
safeguarded using procedures no less stringent than those described in 45 C.F.R. § 164.312. If the Provider 
stores or maintains PHI in encrypted form, the provider shall, at the Department’s request, promptly provide 
the Department with the key or keys to decrypt such information. The Provider shall not forward previously 
encrypted data to any other party, unless otherwise required by this Agreement.

3.	 Mitigating, to the extent practicable, any harmful effects known to the Provider of a use, disclosure, or breach 
of security with respect to protected information by the Provider in violation of this Agreement.

L.	 Agree that this Agreement may be immediately terminated at the discretion of the Department if it determines 
that the Provider has violated a material term of the Agreement, including but not limited to, non-compliance by 
the Provider with the HIPAA Privacy Rule and Security Standards. If termination is not feasible, the Department 
shall report the breach to the Secretary of DHHS. 

Upon termination of this Agreement, all of the protected information provided by the Department to Provider, 
or created or received by the Provider on behalf of the Department, that the Provider still maintains in any 
form, including information that is in the hands of subcontractors or agents of the Provider, shall be destroyed 
or returned to the Department, and the Provider shall retain no copies of such information. If it is infeasible to 
return or destroy the information, the Provider shall provide the Department notification of the conditions that 
make return or destruction infeasible, and shall extend the protections of this Agreement to such information and 
limit further use and disclosure of such information to those purposes that make return or destruction infeasible, 
for as long as the Provider maintains the information.

M.	Agree that any ambiguity in this Agreement shall be resolved to permit the Department to comply with HIPAA, 
MDGPA, and other applicable state and federal statutes, rules, and regulations affecting the collection, storage, 
use and dissemination of private or confidential information and other state and federal laws and regulations.

Upon signature, this Provider Agreement supersedes and replaces all former Provider Agreements the Provider has with 
the Department.

An individual applicant must personally sign the Provider Agreement. Please sign and date below, initial page 1, and return 
both page 1 and page 2 of this agreement. Please retain a copy of the provider agreement for your files, and return the 
original to the Department of Human Services.

NAME OF SUPPORT WORKER (TYPE OR PRINT) TITLE

SIGNATURE OF SUPPORT WORKER DATE

Please return page 1 and page 2 of this document
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Agreement Summary

As an individual support worker, you are providing health 
care services to individuals. We require your enrollment in 
the Minnesota Health Care Programs (MHCP) so that you 
are represented on the claim as the person who provided the 
services. Knowing that a qualified individual provided the 
service ensures the safety of the people that the Minnesota 
Department of Human Services serves. It also allows the 
Department to perform auditing and tracking of services 
which protects against double-billing and other types of 
fraud. Before enrollment is approved, MHCP must make 
certain that:

1.	 There is no legal or other reason why you 
shouldn’t provide these services,

2.	 You understand what is necessary to properly 
provide these services, and

3.	 You understand the need to protect the privacy 
of the people you care for.

To help ensure that each of these conditions is met, MHCP 
requires that you agree to the terms in the attached Provider 
Agreement. In general, this agreement requires that you:

A.	 Provide documents to your employer about the 
services you provide.

B.	 Provide documents to MHCP or other state 
and federal agencies related to the services you 
provide, when requested. 

C.	 Comply with federal and state laws about the 
services you provide.

D.	 Accept payment made to your employer as 
payment in full for the services you provide. 
You cannot ask for nor accept additional 
payment from the client. 

E.	 Disclose any criminal convictions you have 
related to Medicare, Medicaid, or title XX 
services.

F.	 Not discriminate against individuals because 
of their race, color, national origin, sex, age, 
religion or disability when you provide these 
services.

G.	 Provide the same quality of service to persons 
receiving public assistance as those who don’t 
receive such assistance.

H.	 If you are enrolled to provide and bill for 
other services, you must continue to follow 
the requirements of the agreement you signed 
when you enrolled for those services. The terms 
of that agreement are different than the terms 
in the attached agreement.  

I.	 Comply with federal requirements about 
advance directives. An advance directive is 
written instruction, such as a living will, to 
give a patient control over medical treatment 
decisions.

J.	 Properly protect private information about the 
people to whom you provide services, especially 
their health information.

K.	 Don’t disclose the private information of 
someone for whom you provide services, unless 
it is needed for your work. This includes not 
discussing someone’s private information 
unless your job requires it. Also, ensure that 
the information could not be accessed by 
someone who does not have permission to see 
it. This includes not leaving paperwork out 
where others can see it, and not sending private 
information over the internet. 

L.	 Understand that this agreement may be 
canceled if you violate its terms. If this 
agreement is canceled, you must properly 
dispose of any private information you have 
about the people you serve so that it is not 
discovered by someone who does not have 
permission to see it.

M.	Understand that by signing this agreement, you 
are agreeing to protect any private information 
you come in contact with in your job. When 
you protect private information, you are 
complying with federal and state laws, and you 
help the Department comply with these laws, 
as well.

This is a basic description of the terms of this agreement. 
By signing this agreement, you are agreeing to be legally 
bound by all of its terms. If you have questions about it, you 
should get answers to them before signing this agreement. If 
you need or want legal advice, you should contact your own 
attorney. For more information, please call 651‑431‑2700. 
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Dear Agency Representative,

As a Fiscal Support Entity that provides services to Minnesota Health Care Programs (MHCP) recipients, you 
must submit this enrollment application and provider agreement for each individual direct support worker. 
Individual direct support workers are individuals providing non-professional assistance with activities of daily 
living and instrumental activities of daily living in the person’s home and/or community. This will:

•	 Assign a Unique Minnesota Provider Identifier (UMPI) to them
•	 Affiliate the person with your agency
•	 Allow you to bill us for the services they provide

To enroll them with us, the individual support worker must have:

1.	 Read and understood the Privacy Notice

2.	Passed the DHS Division of Licensing Background Study (BGS)*

3.	Fully completed the application

4.	Signed the application

5.	Read, understood and signed the MHCP Provider Agreement – Individual Support Worker (CDCS, CSG, 
and PCA) (DHS-4611)

A BGS must be completed and passed under each agency facility ID number. A new BGS must be completed if 
the support worker has not been continuously employed with your agency.

	 *Complete a BGS by logging in to the NetStudy website at 
		  https://bgs.dhs.state.mn.us/a/login.asp and follow directions.

More information is on the MHCP Provider web page at www.dhs.state.mn.us/provider.

MHCP accepts only faxed applications and agreements.

Fax both the application and agreement together to 866-597-0950

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4611-ENG
https://bgs.dhs.state.mn.us/a/login.asp
http://www.dhs.state.mn.us/provider


Support Worker Application 
and Background Study Privacy Notice

The Minnesota Department of Human Services (DHS) asks that you give private information about yourself. The Minnesota 
Government Data Practices Act (Minnesota Statutes 13.04, subd. 2) requires that we let you know the following:

Why does DHS ask for this information?
DHS has to conduct Federal Database checks  to verify the 
entity is not excluded from participation (42 CFR 455.436) 
and conduct Background Studies (BGS) on all providers 
who provide direct contact services (Minnesota Statutes 
255C.02). BGS are done according to Minnesota Statutes 
chapter 245C. DHS will use the information we ask for in 
this application and on the BGS to:

•	 Prevent, detect and eliminate false claims of time card 
submissions or billing.

•	 Determine if you are qualified to provide direct 
support services.

•	 Review criminal records held by the Minnesota Bureau 
of Criminal Apprehension (BCA) and the Minnesota 
Department of Human Services (DHS).

•	 Review records of substantiated maltreatment of 
vulnerable adults or minors held by DHS.

•	 Search the Federal Bureau of Investigation’s (FBI) 
national criminal records repository if you have resided 
(including wintering) in any state other than Minnesota 
in the previous ten years; or if the BCA information 
indicates you are a multistate offender, or your offender 
status is undetermined or blank.

DHS may ask you for more information, including your 
fingerprints, to complete your BGS. When DHS does a 
BGS, the correctional system, the Minnesota Department 
of Health (MDH), and county agencies will report to 
DHS any:

•	 New criminal convictions for disqualifying crimes.
•	 Proven maltreatment of minors and vulnerable adults.

What happens if I do not give DHS this 
information?
If you do not provide information to allow DHS to conduct 
Federal Database searches and do a BGS, DHS will deny 
your application and your employer will not be paid for the 
services you provide (Minnesota Statutes 245C.09).

What happens if I give DHS this 
information?
If an applicant’s BGS has a status of “Not Disqualified” 
or “Disqualified Set Aside,” DHS will process the 
person’s application.

If DHS finds out that a person is sanctioned by the Office 
of the Inspector General (OIG) of the U.S. Department of 
Health and Human Services or disqualified by the Division 
of Licensing, DHS will deny the person’s application. 

Who else can get this information?
The information you give DHS can be shared with the 
Minnesota BCA. If DHS believes that other agencies may 
have information about a disqualification, DHS can share 
with or get information from: 

•	 Agencies with criminal record information systems in 
other states, and juvenile courts

•	 County agencies
•	 County attorneys
•	 County sheriffs
•	 Courts, including juvenile court
•	 Federal Bureau of Investigation 
•	 Health-related licensing boards
•	 Local police
•	 Minnesota Department of Health
•	 Minnesota Department of Corrections
•	 Office of the Attorney General

If you have a disqualification, DHS will tell your affiliated 
agency or prospective agency only that you do not qualify. 
DHS will not tell your agency why you do not qualify, 
unless it is because you refused to cooperate with the BGS 
or because you were found responsible for maltreatment of 
a minor or vulnerable adult.

DHS can also share information with the following:

•	 Minnesota Department of Employee and Economic 
Development

•	 Minnesota Department of Revenue
•	 U.S. Department of Health and Human Services and 

all other agencies named above

The information about you received in your application 
and as part of a BGS is classified as private data and, except 
for the agencies noted above, cannot be shared without 
your consent.
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Minnesota Health Care Programs (MHCP) 

Individual Support Worker Enrollment 
Application (CDCS and CSG)
Complete all fields to enroll an individual support worker. Complete this form online, print and then fax to MHCP. 
Incomplete forms will be returned.

New hire (requires new background study)

Rehire (requires new background study)
PREVIOUS EMPLOYMENT END DATE:

Individual Support Worker Information
PROVIDER TYPE

38 – INDIVIDUAL 
(COS 021 & 105)

LEGAL NAME (FIRST) FULL MIDDLE LAST SOCIAL SECURITY NUMBER

ADDRESS (RESIDENTIAL ADDRESS ONLY – DO NOT ENTER A PO BOX) PHONE NUMBER NPI/UMPI (IF REQUESTING REINSTATEMENT)

CITY STATE ZIP CODE COUNTY OF RESIDENCE DATE OF BIRTH

If individual has been working in a different support position or was enrolled for 
MCO claims only, has the individual been continuously employed by your agency? Yes No

BGS NUMBER/REQUEST ID (required only for CDCS) PROGRAM TYPE

CSG CDCS (you must submit and have the individual pass a background check)

Individual Support Worker Provider Statement
I have reviewed and certify the information provided above is true and correct to the best of my knowledge. I will notify 
MHCP Provider Enrollment of any additions or changes to the information.

By signing this form, I acknowledge I have read and understand the Application and Background Study Privacy Notice. I also 
authorize MHCP to use the information collected about me according to the Privacy Notice.
NAME OF INDIVIDUAL SUPPORT WORKER (PRINT OR TYPE) SIGNATURE OF INDIVIDUAL SUPPORT WORKER DATE SIGNED

Agency Information
AGENCY NAME AGENCY NPI/UMPI

AGENCY FAX NUMBER AGENCY PERSONNEL COMPLETING FORM AGENCY PERSONNEL SIGNATURE

Next Steps
Read, sign and date the MHCP Provider Agreement - Support Worker (CDCS, CSG, PCA) (DHS-4611), and return it with 
this application.

MHCP will process only completed fax requests.

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4611-ENG
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Please mail in your completed SEIU Healthcare form to:
SEIU Healthcare MN
345 Randolph Ave STE 100
Saint Paul, MN 55102-9868
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If you require paper materials of the information linked above, please call Mohamed mohamed at: 507-252-4619.

bhavel
Typewritten Text

bhavel
Typewritten Text

bhavel
Typewritten Text

bhavel
Typewritten Text

bhavel
Typewritten Text

bhavel
Typewritten Text
For more information, please visit: https://goo.gl/SgEW4T
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	sdfgd: Off
	dfhdghd: Are you currently employed by Meridian Services, Robland Associates, or Zenith Services?
	sfxvgdfg: Off
	sdfgdh1: Were you previously employed by Robland HHC, Meridian Services, Robland HHC Associates, or Zenith Services?
	sfggdfgd_es_:signer1: 
	dfggdfgv: Do you have any relatives currently employed by Meridian Services, Orion Associates, or Zenith Services?
	sdcvsdvgb3: Off
	sfgajyrjyj5_es_:signer1: 
	sfgdbd: If yes, please state their name and your relationship
	mvkfldkd: SSN
	oo: Employment application - Page 3
	oo1: Employment application - Page 4
	mvdfklmdkl: How were you referred to our company? 
	Check Box10_es_:signer1: Off
	ghgrh: Newspaper
	Check Box12: Off
	jhgvvfgvn: Employee
	Check Box14: Off
	kjkhgfd: College
	Check Box16: Off
	jyfnfg: Internet
	dgnbdgdg_es_:signer1: 
	sdfgdhjkm: Other (please describe)
	Check Box18: Off
	Group27: Off
	mvlsiovs: New Employee
	vjsklvsifvs: Personal Change
	vmflsnsfkl: Wage Change
	bddmfd: Employee Separation
	vdbdgb: County
	sfadasdasd: Consumer Name
	vmfklddf: If wage change, old wage:
	gfhdft_es_:signer2: 
	vdfbdg: new
	Text27_es_:signer2: 
	sgfh: Termination date:
	lklodj_es_:signer2: 
	vdgfnfyn4: Card number:
	dfhtnfg_es_:signer4: 
	dfbdtr5: I would like this service for my:
	fhnhgnfh: Expenses
	fdguhhtbt: Payroll
	vbdbggdbg: Both
	fhdhdhdf_es_:signer2: 
	n'ouh_es_:signer3: 
	mhvjhvi;i_es_:signer3: 
	dgbwrgqwe: Yes
	swfbhnqeb: I am requesting that a background check be done on this employee.
	sfhaef: 
	ttere_es_:signer1: Off
	vnjfjvndk: Checking
	corsavings_es_:signer1: Off
	nvjksfdjk: Savings
	Initial6_es_:signer1:initials: 
	frtyuio:  PLEASE PRINT, FILL OUT, SIGN AND MAIL BACK TO: 1500 1st Ave NE, Suite 210 Rochester, MN 55904
	pca_title_es_:signer1: 
	Datepca_es_:signer1:date: 
	Signature2_es_:signer1:signature: 
	Hire: New hire (requires new background study)
	EndDate_es_:signer1: 
	middle_es_:signer1: 
	ISW_7: 
	zip_es__es_:signer1: 
	county_es_:signer1: 
	ISW_13_es_:signer1: Yes
	ISW_14_es_:signer2: 
	Agency_1: Robland HCC
	Agency_2: 
	Agency_3: 866-597-0950
	Agency_4: 
	ISW_15_es_:signer2: CSG
	Signature7_es_:signer1:signature: 
	Date8_es_:signer1:date: 
	dfbgqefqw: 
	ghmewq: 
	hrmrhq2: 
	hkltkwww: 
	jk: 
	;yiwyw: 

	fgjrthewr4: 
	jk,tukryi: 
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	Group14: Off
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	withholding_es_:signer1: 
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	;?Ultir: 
	Signature19_es_:signer1:signature: 
	Date20_es_:signer1:date: 
	ssrhqea: Yes
	m vfklsmvlf: Sleep Deduction Acknowledgement Form
	lfjkaklj: Respite services are provided for the temporary relief of the primary care giver’s responsibilities. Respite care may include overnight services. No more than one unrelated person can receive respite at any time. Respite services are at the discretion of the Managing Employer.

Respite care may include periods of 24 hours. These may include a sleep deduction of up to 8 hours, reducing the 24 hour period to 16 hours, subject to the following: 

	klfnkl: a.
	aiusdg: The respite period must be 24 consecutive hours.

The Employee must have at least 5 hours of uninterrupted sleep to allow the 8 hour deduction. The 5 hours do not need to be continuous.

The Employee must sign an acknowledgement stating that they agree to the sleep deduction.

The Employee must be provided with an adequate sleeping environment with a reasonable degree of privacy.

If the respite period is not a full 24 hour period, there can be no sleep deduction and the entire period must be accounted for, and paid, even if the Employee is permitted to sleep during that period. 

	aasfzxf: b.
	kjasfh: c.
	ikjlhjh: d.
	ghdhfdxc: e.
	jhkuhku: I agree to allow the sleep deduction of 8 hours during my 24 hour respite period subject to the conditions above. I have read and understand the policy above and agree to abide by it. If the conditions above are not met, I understand I must record my time exactly as it occurs, on the time card provided to me by Robland HHC and as submitted to the Managing Employer.
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	asdasdasd1: Are you the Parent/Guardian of the Consumer?


