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NEW HIRE PACKET

DIRECT SUPPORT WORKER NAME:

CONSUMER NAME:

Living Independently in Northwest Kansas

IN K 2401 E. 18 St Hays, KS 67601
(785) 6256942 (V/TT) (785) 6252334 (FAX)
(785) 6256137 Payroll Fax

DIRECT SUPPORT WORKER ENROLLMENT FORMS

DO NOT FAX
A Employment Services Agreement

Wage Determiation

Direct Support Worker Information

W-4

K-4

1-9 - Employment Eligibility Verification

Section I Employee(DSW)

Secton 27 Employer(Self Directing Individual)
RecordCheck Request

Adult Abuse, Neglect, Exploitation Central Registry
Child Abuse and Neglect Central Registry

DMV Background Check Consent Form

Direct Deposit Form
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Pleasdill outthe ENTIRE packet andeturn to LINK Inc. either by mail obringing to the Hays LINKInc.
office.

Please include a Money Ordeor Cashierés Check Payableto LINK , Inc., or Cashin the amount of
$25.00to cover the cost obackground checks NO PERSONAL CHECKS ACCEPTED

*T he consumer MUSTverify identifications and completeand sign Section 2 ofthe I-9 Form! Contact
LINK, Inc. for complete |9 Instructions if you haveany questions.

Pleasenote Calendars, Handbooks and Formgan be found on ourweb page
at www.linkinc.org



EMPLOYMENT SERVICES AGREEMENT
(Between Consumer/Employer and Direcppart Worker/Employee)

THIS EMPLOYMENT SERVICES AGREEMENT, Made and entereahto as of this __ day of
, 20___, by and between (Employer) whas a qualified
individual, or higher representative, who has choseselfdirecthis/herdirect care services in eardance
with his/her Plano€are( A POCO) or | ndi vi pusuanhtto e \fendorciscal/Bmpioyer (
Agent (F/EA)Model adoped and authorized by the Stafek@nsas, hereinafter referred totaefiSDIO (Self

Directing Individual) and , (Employee) to provide direct support
services to the SDI pursuant to his/her POC or ISP, hereinafter refeaed a ®SWO0 (DéaectfSupport
Worker).

WITNESSETH:

WHEREAS, the SDI is a participant in ariCBS Waiver program administx by the Kansas
Department for Aging and Disability Serva@Ooyes (f
elected to selflirect his @ her attendant care services, aad kelected the DSW to be his/her-sialécted
worker for applicable HCBS Wagr rvicesin strict compliancevi t h t he SDI 6s POC/ |
other applicale HCBS program requirements; and

WHEREAS, the DSW acknowledges, derstands and agrees that the SDI, or his/heeseptative,
is the employerrd has the right to direct, supervise and control the direct care services provided, includin
but not limied to the nature and extent of\sees, the schedule and the compios; and

WHEREAS, the SDI has selected LINK, Inc. as his/her FinandidManagement Services
Provider (AFMS Providero) and that t hegistly h8cksPr o\
obtain payrolland related human resource type infation from the DSW to process such payroll cess
time worked by the BW, compute, withhold, process and pay applicable taxes and withholdings, and provi
other assistance to the Spirsuant to applicable rules arefulations and in accordance with FMS
Provider Agreement with the SDI; and

WHE REAS, KDADS and/or MCOQOis nota paty to this Employment Services Agreement, however
the parties intend th&DADS and/or MCOQOis a thirdparty beneficiary and agree tHabDADS and/or MCQ
at its option, magnforce the terms hereof; and

WHEREAS, the SDIdesires to employ the DSW atite DSW desires to accept employment for the
purpose of providing designated direct support services f@Dhdor such compensation andden the terms
and conditions set ftr in this Employment Services Agreement; and

WHEREAS, the DSW agreestosttlyc ompl y wi th the SDI&ds Pl an
Plan (ISP) and any and all applicable HOR&iver Program requirements anydaall Kansas statutes,
regulationsor policies relating or pertaining to servicesyded.

NOW, THEREFORE, in consideration of the above and foregoing and the mutual promises and
agreements contained in this Employmeetv&es Agreement, it is mutualgreed as follows:

1. EMPLOYMENT AND DUTIES: The SDI hereby employs the DSW, db8W accepts
such employmeniof the purpose of providing the designated direct support services for the SDI as are sef
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forth oWMOEwhi bht i 8 a tytredecehce miaddnaeparehereof. &EB@idor His/her
representative, shall have thght to determine the specifairect support services to be performed by the
DSW and the means and the manner by which those dutiedbshadirformed, and to modify thes
instructions from time to time dung the term of this Employment Services Agreetmprovided that such
determirations are consistent with his/her POC/ISP and in compliance with applicable HCBS program
requirements.

The DSWshall perform his or heduties under this Employment Sengcggreement in a good and
workmanlike manner anid accordance with rules anastructions provided by the SDI and in accordance
with applicable HCBS program requirements. The DSW aghegdie/she will at all times tifully,
industriously and truthful perform all of the duties required of his/h@sftion. In carrying out thes#utes
and responsibilities, the DSW shall comply with all SDI directives, both written and oral, anaumesd by
the SDI from time toitme. It is also understood and agitde by the DSW that his/her assignment, duties,
responsibilities and reportirgrangements may be changed by the SDI without causing termination of this
agreement; provided however, bBututies shall be subject to thentents and hourly limitations asrtained
in the SDI HCBS POC/ISP.

In addition b determining the specific dictsupport services and the manner and frequency with
which they are performed, th®8has the right to adrol and determine general rulelsconduct during the
performance bthe support services, such as, but not limitecho smoking.

This is a grsmal services contract and none of the direct support services may be assigned or
transferred by th®SW without the prior written consenf the DI, or his/her re@sentatre.

2. CONFIDENTIALITY : The DSWacknowledgeshat, as a condition of his ber
employment by the SDI, he or she may obtain access to confidential information of the SDI or protected
health information. The DSW shalot in any manner or at any timerthg his or her employment, or after
the date ofhe termination of his or hemgoyment, either directly or indirectly, divulge, disclose, or
communicate to any person, firm,@rpomtion anypersonal information tated to the SDI. In additiothe
DSW agrees to maintain the confidentiality of &DI information and affairsExcept as required in the
performance otheDSW0 s s e thevDiSWwdllsnot, during the term of employment after termination,
use or dislose any confidential or proprieyainformation ofSDI, without first obtaining theonsent othe
SDI. The SDlagrees to maintain the confidentiality of alichinformation and affairs. To the extent thia¢
DSWmayqua | i fy as a f badsfined byshe Health shsuanceriddity and Accountability
Act of 19 9,andprivaty réghlationsubished by the U.S. Department of Health and Human
Services contained at 4Regu@F R nAsAd )1,6 Ow hai ncdhy réudsety or( biiel
amended, and other apgalble lawsthe DSW agreego protect and provelfor the privacy and securiof
Protected Health | nf ormHRAAthabcomes$ iRtdtHBISWO) s, pacss sdeesf siina

3. TERM: Both parties acknowledge aadree that this employment relatstrip is one of
employmentat-will and may be termmated by either party at atiyne with or without cause.

4. COMPENSATION: The compensation to be paid to the DSW for the direct supprovices
issetforthonExhibt A A0 whi ¢ h i gnpemdatiomforivazialis dergiceenbag vary. T &DI
negotiates the rate of paytvithe PCSW. The DSWé responsible for calling the Kansas Auttieare toll
free number (80@03-4676) fran t h e S B théy haverbgmrad withFMS Provider. The DSWill
call the number at the beginning of their timerkedto clock in. A the end d the timeworked the DSW will
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call the number to clock out amater the activity codes for each tab&yt did during théime worked If a
clock-in or a clockout time ismissed the SDI shouldhmediatelycontactFMS Rovider and report the time
andtheactivity codes, if applicable, until such time the Authenticare system is made available to the SDI f
verification of theirDSW0 s  warkexk Payments will be subjeab applicable payroll taxes and
withholdings.Thisi nc |l udes t h erWsrkels&Cempensation eogetageformall of their employees
regardless of relationshipphe FMS Provider willssue paymet on behalf of the SCio the DSWon a twice
monthly bass during the term of this Employment ServicesegmentDSW shall strictly comly with all

rules, regulations and/or policies (State or Federal), including those maintaineddogtbeiCare System,
regarding loggingf units/hours of services provided a daily basis in order to receive paymenstawvices
rendered. Failure tprovide accurate and truthful data regarding services rendered may result in terminatio
and referral to Sta and/or Federal authorities fidiedicaid Fraud, criminal prosecutior the like.

The DSWwill not seek, requesir encourage the SDI to proeidhim or her with additional
compensation or benefits in addition to the compensation described aboveSWertployee understands
they areexpected to work within the parametef the POC/ISP and compensation for hours eadikbove
this are the resporislity of the SDI/Employer to pay out of pocket.

(DSWi initials) | understand if | am directed llye SDI to work above the appex/ ISP/POC |
will receive payment fohours above the approved POC/ISP on the palyrolll | owi ng t h eiptF M
of payment from the SDI/Employer.

(DSW I nitials) DSWG6 s ma per we€Klper soosurker. (Sunday
through Saturday)

(DSWi initials) | understand if | fail to clock in and ban time any hours above tappoved
POCI/ISP will be billed to the SDI (unless SDI corrects the time idthikentiCareSystem). | undestand |
will be paid for these durs on the next payroll after thtiS agent receives receipt of payment from the
SDI/Employer.

5. FRINGE BENEFITS: There are no fringe benefits provided by the SDI.

6. TERMINATION : This Employment Services Agreemenday be terminated by either party
at any time, with or without cause.

7. GOVERNING LAW : ltis agreed that thisrBployment Services Agreemertadl be
governed by, construed, and enforced in accordance with the laws of the state oliKdregaislicale
governmental statutes, rules)d regulations, Medicaid Providemuirements, and other applicable policies
and pocedures.

8. MODIFICATION OF AGREEMENT: Any modification of this Employment Services
Agreement shall be binding only if evidenced inting signed by each party or anthorized representative
of each party. The Parties shall not assign, subcont@atielegate any duties or aipitions required by this
Agreement to any other individual, agency, or organization. This Agreement sgseafigatior negotiations
and ageements between the parties relativéhe transaction and services contemplatethisyAgreement
(written or ord), which contains the entire understanding of the parties. The terms and provisions of this
Agreement shalbe construed in accordance withd governed by the laws of the $taf Kansas. In the




event Judicial Interventiors inecessary, the Parties agiest venue shall solely be in the District Court for
Shawnee County, Kansas.

9. BINDING EFFECT : This Enployment Services Agreement shaithd and inure to the
benefit of the respective heirs, personal representativesessors, and assigns of theties.

10. BACKGROUND CHECK:

(DSW Initials)Per HCBS Waiver regulations Parties acknowledgetth DSWé6s empl o
subject tahis/her passing all background ckeat least every two (2) year® u r i n g DBy, yoar m
will notify your emgdoyer and LINK, Inc. if you are convicted/adjudicated of an offense which prohibits
employment in an adiuor child care home, home hdatigency, or as an HCBS Providervsge providing
employee, contractor or subcortti@r in the State of Kansagsuant to K.S.A. 3970, K.S.A. 855117 and
K.S.A. 332009, respectively. Such conviction/adjudication vabult in immediate dismissaépthe above
sited statutesDSW slall cooperate in providing requisite informatitegarding the same.

(DSW Initials) | understand that | am responsible for payimgdvance, $5.00by
Cash(exact change only, Money Order or Cashierés Ched only for ALL initi al andsubsequent
Background checks, as required by the Stateasfsdsand that | am require@ treport ANY
felonies/misdemeanors after timiial background check is conducted, but before the nexagleeck (No
personal checks acepted)

(DSW Initials) In the event of employment, | understand thaefalsmisleading information
givenin my application or interview(s) magsult in discharge. | understand also, that | am requiredde abi
by all rules and regulatiortd the employer.
| undersand that ifhired, my employment iat will and may be seved by either party at any tinvéth or
without cause. | agree to subratdl requiredbackground check if hired. | understand thatitier this
document, nor an aéf of employment, atstitule an emplognent contract unless a specific document to that
affect is executed by the enogerand employee in writing.

(DSW Initials) UNEMPLOYMENT COMPENSATION
Upon Separation of emplayent from a consumer, whethtemporary or pernreent,| agree to immeiately
notify LINK FMS Department and requestditional work. | acknowledgéehatfailure to do so may disqualify
mefrom unemployment benefits

ASELF DIRECTING INDIVIDUAL 0 (SDI)/Employer

Date:
Sgnature, individually or by represtative
ADI RECT SUPPORR (DBW)REKployee

Date:
Printed Name
Signature



Living Independently in Northwest Ksas

IN K 2401 E. 18 Hays, KS 67601
(785) 6256942 (V/TT) (785) 6256137 (FAX)

WAGE DETERMINATION FORM

Consumer Name:

Direct Support Worker:

Effective Date:

As the employer, you have the right to choose the wage your Direct Support Worker starts
as long as it is withi the following guidelines:

1 The maximum amount your workerrceeceive is $0.13hr.
1 The mnimum amount your worker can receive is $7.25/hr.

| (consumer name) , wish to start my Direct Sup
Worker , at a rate of

$

Per lour.

1 If you wish to change theate of pay for your DSW, you must
request a new Wage Determination Form.

Employer Signature Date

DSW Signature Date

F aiy B e A
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IDD Waiver


http://www.kacil.org/#_top

T 1S REQUIRED THAT YOU PROVIDE AN EMAIL ADDRESS***

DIRECT SUPPORT WORKER
INFORMATION

Name
First Middle Last
Social Secuty Number / /
Address
NUMBER & STREET CITY STAE ZIP CODE

Mailing Addressfi different than physa Address (PO 8, etc.)

Telephone Nmbers Home( ) - Cell ( ) -

Male Female County of Residence

** E-mail Address: Birthdate

*x Al DSW6s must be at | east 18 years of

*kkkkkkkkkkkkkkkkkkkkkkkhkkkkhkkkkkkkkkkkkkkkkhkkhkkkkkkkkkkkkkkkkkkhhkhkkkkkkkkk

Please circle correct answer:
Bilinguali Yes or No Sign Language Yes or No

IsWorkerrelated to ConsumérYesor No If Yes, What Relationship

a g} e * %

Language Accommodation Require®es or No

kkkkkkkkkkkkkkkkkkkkkkkkkhkkx *kkkkkkkkkkkkkkkkkkkkkkkkhhkkkk kkhkkkk kkkkkkkkkkkkkhhkhk *kkkkkkkkhkk

Ched the following:
ReferralSource: [ ]Friend [|State Employment Office

[_JAdvertisement. If so, where?

[_|Other (Speity)

Are you interesed in working for aotherclient? [] Yes[ ] No

| certify the answers given herein are true and complete to the best of my kpewlexlithorize

investigatiors of dl statements cdained in this pplication foremploymentas may be necessaryarrving at

an employment decision.

This application for employment shall be considered active for a period of time not to exceedrsirt(6.
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Employee’s Withholding Certificate OMB No. 1545-0074

(Rev. December 2020) » Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

Department of the Treasury » Give Form W-4 to your employer. 2 @ 2 1

Internal Revenue Service » Your withholding is subject to review by the IRS.

St ep 1: (a) First name and middle initial Last name (b) Social security number
nter

E Address » Does your name match the

Personal

name on your social security

Information

card? If not, to ensure you get

City or town, state, and ZIP code credit for your earnings, contact

SSA at 800-772-1213 or go to
WWww.ssa.gov.

(c)

|:] Single or Married filing separately
D Married filing jointly or Qualifying widow(er)
|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the estimator at www.irs.gov/W4App, and privacy.

Step 2:
Multiple Jobs
or Spouse
Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
also works. The correct amount of withholding depends on income earned from all of these jobs.

Do only one of the following.

(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option
is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . . . . » [

TIP: To be accurate, submit a 2021 Form W-4 for all other jobs. If you (or your spouse) have self-employment
income, including as an independent contractor, use the estimator.

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim ; . .
Dependents Multiply the number of qualifying children under age 17 by $2,000 > $
Multiply the number of other dependents by $500 . . . . » §
Add the amounts above and enter the totalhere . . . . . . . . . . . . . 3 |$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you expect
(optional): this year that won’t have withholding, enter the amount of other income here. This may
include interest, dividends, and retirementincome . . . . . . . . . . . . 4(a) [$
Other
Adjustments
(b) Deductions. If you expect to claim deductions other than the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
entertheresulthere . . . . . . . . . . . . . . . . . . ... |4ap)l$
(c) Extra withholding. Enter any additional tax you want withheld each pay period . |4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless you sign it.) Date
Employers Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W=4 (2021)






