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BRIFETEE (HCW) RSB REZ T RBABIBEMIPIN
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Agreement - ERIFETFE (HCW) RS REHZ MR B BRF MY

Homecare Worker (HCW) Provider
Enrollment Application and
Agreement

BRIFETFE (HCW) IRBIRH B EHMRBPIE
I

This Homecare Worker (HCW) Medicaid
Provider Enrollment Application and
Agreement explains how to do the
following

A XA E T AR (HCW) Medicaid 55 52 1k
BVE MR AL FAF RIS, X AR IR 56 B AT 2%
WA 28T 1 TR -

* Enroll as a provider with the
Oregon Department of Human
Services (ODHS) Aging and
People with Disabilities (APD)
Program and set out HCW
compliance obligations

o VEMHR A B M A AR S5
(ODHS) &4 A K hkbs N+ (APD) &1t
MR HEaE 3, FRFIIHIESF HCW BN X

%

* Update enrollment information,
and

o HFEMIRAGER, B

* Receive a provider number.

o YU IRMEE IS

Note: Providers must have a provider
number to be paid for providing services
to Medicaid- eligible individuals in
Oregon. Federal Medicaid and state
funds pay for these services.

TE: AEHREI RN, IR o5SR IEE AT — MR ST
RMEEH S, PMEARATSE Medicaid ZHA% A
SRR 55 I SRAG RN . K Medicaid AMMBUR B
IR 55 SCATAH . 2

You can get this document in other
languages, large print, braille or a format
you prefer. Contact APD Provider
Relations Unit at 800-241-3013 or email
HCW.Enrollment@dhsoha.state.or.us.
We accept all relay calls or you can dial
711.

TSI SR IS S . KPR B SR
IS G I RRCAS 15 30 800-241-3013 B K
IEH TR
HCW.Enrollment@dhsoha.state.or.us Bt % APD
MRS R R BATSEWT G i H

1, BCEIEATIRET 711,
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Provider Name - [RF 2 & BR

Provider Name

ARSI E BN

Your full legal name (as listed on your
current Social Security card, including
suffix after first name, such asJr.)

BREE A

First

(T IR 2 s I %y, (dn s
EEIEE, Bl AT

Middle initial 4T
Last Hh [R] 44 1 B
Aliases or other names used K
First W ) 1) 44 B At 4
Middle initial 4T
Last Hh ] 44 1) 1 Bk
First UCHEN
Middle initial 4T
Last Hh A 44 1 B

2%

/

Provider Type Requested - BigHYARS iR & RE

Provider type requested (mark all that
apply)

RIERIARSS IR B 5B (BHrRAFRAER )

New HCW enrollment (73-737)

HH) HCW R4 (73-737)

HCW provider number renewal

HCW A 55 S (13 2 5 5T

Provider number

G IRAE RS

HCW re-enrollment (if provider number
has been closed longer than 30 days)

HCW FHEM R A (IR 55 52 4 5 CAE H
i 30 KO

Provider number RS
HCW name change HCW k4 Ap B
Provider number MR 55 $R 25 2 =
Branch number 53 SN 5 R

Providers must disclose their Social
Security number (SSN). SSNs are required

JR 55 4R I 0 B4R S AT D PR A 2 DR 5 B
(SSN). # i SHH T BUTH&

e To establish your identity [per 42
USC 405(c)(2)(C)(i)]

o ERII S [IRYE 42 USC
405(c)(2)(C)(i)]

e To verify you are not excluded from
being a provider [per 42 CFR
455.104 and 455.436], and

o IR BRHERAEIR ST IRAE 24 [IR
$5 42 CFR 455.104 £1 455.436], LLK

Page 2 of 25




Provider type requested (mark all that
apply)

FRIERIARSS IR B LB (BHrRAFRAER )

e To report tax information [per 26
CFR 301.6109-1]

o MEFISELE M 26 CFR301.6109-1]

DHS may report information to the
Internal Revenue Service (IRS) and the
Oregon Department of Revenue under
the name and Social Security number
(SSN) provided below.

AN ARNR SR A LA R 7 BT i ik 42 it & 4%
b 515 (SSN) [m) 3¢ [F E B 7 (IRS) Ak #h X M1 A
%R 1E S

Do you consent to entering your SSN into
ORCHARDS (background check system) to
link to previous background check

S

BT R R S A 2 PR EE S i ey A\ 2
ORCHARDS (HRIHERS) , LEERED|LARTH
R A H A ?

approvals?

Yes &

No &

Do not leave any area of this section AEB I HAEAR XIS AN LB 2. G R R I T A
blank. If the form is not complete, your eRE, IS SR 4.

application will be denied.

Street address BB HE

City i)

State PN

ZIP code (+4) BB Y (+4)
County H

Mailing address (if different from above) e G0 N .32 )
City i

State P

ZIP code (+4) HE B gt (+4)
County B

Date of birth AR H
SSN Fhox PRIE 5 AL
Phone number CERVRSR L]
Email address FE - HIS A2

Have you been terminated or excluded
from participation as a provider in
Medicare or any state Medicaid or
Children’s Health Insurance Program
(CHIP) program?

YE-~ Medicare BT Medicaid &% )L % {d 5
REGTHRI (CHIP) vHRIM RS 1Rt , R TR O
LS SRS 5175 2 482

Yes

No

| fm
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Provider type requested (mark all that
apply)

RIERARSIRME S (BinAAFRBEERD )

Do you now have or have you ever had
any other state Medicaid, Medicare or
other ODHS, Oregon Health Authority
(OHA), APD, Office of Developmental
Disabilities Services (ODDS) or OHA
Health Systems Division (OHA-HSD)
provider numbers?

1878 B IR B S T AT An] oAt 1)
Medicaid. Medicare ¥ H Aih 8 X S 2 Ak 55
. HEKM AR (OHA). APD. KB kEg A
AR %5704 %= (ODDS) 5t OHA T4 RG]
(OHA-HSD) IR &5 et 4 5 2

Yes

No

3| A

~

If yes, list provider number(s) here

RS, AEELEAL S IR 5 SR i 5

Have you lived outside of the state of
Oregon within the last five years?

R ERFEN, B EAEMRSHIMN 25 EE

it?

Yes

No

03| fm

If yes, enter information in table below

IR, HE PR HEHEGHRER

Year o

Start VAR E

End g

City i

State M

Country EZ / HilX
Name(s) used at this residence TEZATE B i H i) 44 =+

Gender Identity - 3IIAE

Gender identity — How do you identify? ERAR — REEIAAN? (WEFRBEER
(Check all that apply.) T - )

Woman 7

Man e

Non-binary, agender, gender non-
conforming or another gender identity

S [ v 58 5711 N | o S | S

Prefer not to disclose

A T A&

Do you consider yourself transgender?

BREIWNE CEBETENE?

Yes

No

Prefer not to disclose

= | DY | Am

[ T ANE R
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Language -

Language 1.:.%‘

What languages, including American Sign IR IE S (BREETE) 7 OF
Language, do you speak? (Choose all that Ji?*ﬁﬁﬁ & FH

apply.)

I speak [Choose language] R FIEF]

ad also speak [Choose language]. SHEFEF].

I speak another language (enter language TR —MiE s (EHAHSIES
here)

What languages do you read? (Choose all R T 2 GEEHTAIE A
that apply.) Tjie )

I read [Choose language] FREE IR FE S

and also read [Choose language] RS LIRS

I read another language (enter language WAL N — MBS (EHAESIES)
here)

Race and ethnicity - FhEEHIES

Race and ethnicity — How do you MEMNES — BEHFIAN? (BEMRBE
identify? (Check all that apply.) AT - )
African AR

American Indian/Alaska Native

FEMENEE 2N / Brhc A IR

Arab, Middle Eastern

(EDR =P N

Asian D&

Black/African American YNV | =S JESPN
Latino/Latina/Latinx hiEw /T w /T EMNE
More than one race AN 1k — AP

Native Hawaiian or Pacific Islander SR AE B B R
White HA

Other HAth

Prefer not to disclose MmaEFrREE
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Homecare worker (HCW) provider enrolilment agreement -
BRPEITEE (HCW) IRSiEHEEEHIRE DY

Homecare worker (HCW) provider
enrollment agreement

BRFETIEE (HCW) RERAE MRS
B

This HCW Provider Enrollment Application
and Agreement (referred to as Agreement)
describes the relationship between the state
of Oregon, Oregon Department of Human
Services (ODHS), Aging and People with
Disabilities (APD), Oregon Health Authority
(OHA) and the provider regarding payment
by ODHS or entities funded and authorized
by ODHS to pay for prior-authorized,
publicly-funded in-home services provided to
an eligible consumer-employer by an HCW.

A HCW IR S5t 23 R 44 FRi A (A
PR TEMTULIE T AREI X AR XA
MRS (ODHS). &4F A K FkfE N+ (APD)
Rl HENXIN AR (OHA) FIiR 53t 2
ARG 2R e AR XM 2 A% AR 5% 358 B AR 380 X 1
N PRR S B B AN AL SR I A R 2
FACASZ A HCW a1 557 & B2 A% 9 9 3 e E it
ISR A JEE B R KR 45 3 .

Please review this Agreement carefully
before signing. It outlines your
obligations as a Medicaid provider in
Oregon. Failure to follow this Agreement
and obligations may result in the
termination of your provider number and
enrollment or other consequences.

ERBAMNZ BT, BAFARER. &b
VR T N— 2 BB XM Medicaid Ak%
Rt E PAHE AR LS. MENEFATHYL
AR NS, NTRESBENRSIRAER
SRR A & IR AR R

Compliance with applicable laws

WP IE H R

Provider understands and agrees that:

JIk 55 SR A B O R

A. Provider shall comply with federal,
state and local laws and regulations
related to items and services under this
Agreement. This includes but is not
limited to Oregon Administrative Rules
(OAR) 407-120-0325 (compliance with
federal and state statutes).

JR 55 B A LB ST 5 A Bl BOIRE BT AR
S0 RN A iR AE . X
FEAEAR T X N7 BGERL (OAR) 407-
120-0325 CGESFIRFAMEERD -
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Homecare worker (HCW) provider ERPETEE (HCW) RERAEZHERRZ

enrolilment agreement X

B. If a court decides any term or provision | @155t # 58 A% P WA AT 2% R B E 135725 51
of this Agreement is illegal or in conflict | SAEMIEEA IR, WA H A A

with any law, this Agreement’s FE R AR R X7 RASURI I S 55 4% HEE 4
remaining terms and provisions shall | A PBRAL BN TR IR E FK B E 1Y
remain in effect. The rights and T LA RE A S AT o

obligations of the parties shall be
construed and enforced as if the
Agreement did not contain the
particular term or provision held to be

invalid.

C. Failure to comply with the terms of this | 41 AR SF APPSR S sk BT 3d A )49 38
Agreement or any applicable ODHS IXIPH 23 AR AR 55 AR, T AT e 2 S U 5 4
rules may result in termination or BEF IR ST IR AL 2 S 2B B T . AR
deactivation of provider’s provider OAR 411-031-0050 (k4 ZINiH 9% ¥ e 1
number. Provider may have appeal MRS RAEE TR ER P TEE) » RS
rights per OAR 411-031-0050 RALE AR H LIFIIRR . R#E ORS
(Homecare Workers enro”ed in the 419B.005 § 419B.050 w\& ORS 124.050 %
Consumer- Employed Provider 124.095 HIHLE, MRESHe it & om i P25 i
Program). Provider is a mandatory No BEF 7 RER 24 /NS, RS HRHEE Y

reporter per ORS 419B.005 to 419B.050 W AFAE JEAF BB RS A EL R X R AT O
and ORS 124.050 to 124.095. Provider is | 1 A%k

required 24-hours per day, seven days
per week to report abuse or suspected

abuse of:
e Achild, o JLE;
e An older adult, o ZIEN;
e Aresident of a nursing facility, o FEIHLMHIMES, B
or
e Anindividual receiving mental o FERLIRERRECE )/ K E SRS )
health or N

intellectual/developmental
disability services.

Failure to report abuse or suspected abuse is | A%k EERF B HE R DL EIAT 2 32 Bk
punishable by law and may result in the WEETT, JFAT R S BURSS TR AL BT Bt
termination of the provider’s enrollment. ekl
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Homecare worker (HCW) provider
enrolilment agreement

BRI ETIEE (HCW) RFERAZ MRS
B

D. If provider provides service-related
transportation services or travels
directly between consumers’ homes in
the same day, provider must have and
maintain a valid driver’s license and
automobile insurance coverage, as
required by law. Provider is required to
give ODHS proof of automobile
insurance coverage every six months,
or sooner if coverage renews. Provider
understands service-related
transportation or travel time will not be
authorized or paid if provider does not
have a valid driver’s license and
automobile insurance.

AR S5 SR B PR A 5 IS5 SR AS il ik 5%
BRAE A — R N B IR T ARV 2 RE
I 1l 55 3 Bt 3 a0 257 DR FF G R 2 Bk,
R DL S I R ZE ORI %%%1%M
ZiCEEZNAS H ) AR XM 2 AR IR 55 B e fit—
VAR R PR AEIE, a0 SRR ,ﬁWﬁEE
e, MTIRMEHFEE, WRRSFRAE
B A RN TR/, W5 kS
FH IR PR A2 368 Al 55 B HE AT IR [R] AN 22 3R A3 A AT Bl
13K

Consumer-employer eligibility - ;2 & EEX 518

Consumer-employer eligibility

HBEEREHER

Provider will be paid based on:

AR 55 SRAE R AR LT O I 3RAS AL 3K

e This Agreement,

o AWML,

e The collective bargaining
agreement between the Oregon
Home Care Commission (OHCC)
and Services Employees
International Union (SEIU), Local
503, and

o WEIMIMNKIES HE R

2> (OHCC) RS
b g 5 E B T4 (SEIU) 503 #h 54342 ]
FIEEARIR AT, PA

e Applicable administrative rules
in effect when the approved
services were provided to a
consumer-employer eligible for
publicly funded in-home
services.

o HZHLMEMIAR SR M G AL
OER)

By 4 Je 2 e 55 PO 9 e S i
BHE -
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Consumer-employer eligibility

HBRBEREEHR

Provider will be paid for services
authorized on a consumer-employer
service plan and task list approved by

Any payment made under any of the
conditions below is considered an
overpayment:

ODHS or an Area Agency on Aging (AAA).

I 55 B A SRAT E A PR N 2 AR 55 ¥ el [X
ZAE NS AL (AAA) HEAE RV 23 i 32 g5 1t
RIFES5i5 5 _E P U ik 55 B . £ LA N AE
AT 26 AE R ST IR AT SIS AT -

e Services that are not included on
the consumer-employer
approved service plan and task
list,

o REETEW T e E AR IR ST TR A
S PR IR SS 5

e Services provided for more
hours than authorized, or

o SEALAYHR S I TRl L S SO VR RIS TR),  BR

e Services provided to a
consumer-employer not eligible
for services.

o [AIARTE IR SS TR (107H 2 e 2 B A
K55 o

Any overpayments must be repaid to
ODHS and are the sole responsibility of
the provider.

AT AR A SCA B R I8 b A2 0 25 P 380 X M A Ak
ARG EE, JF B IS5 S i U ot

Recordkeeping, access and confidentiality of consumer-
employer records - JAFEERETICERMERT - ERAMERE

of consumer-employer records

Recordkeeping, access and confidentiality | ;§zmZETiCRNEE - FHAMEE

Provider understands and agrees that:

IR S5 HRAE BRI R

A. Recordkeeping:

R PRAF
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Recordkeeping, access and confidentiality
of consumer-employer records

HBRBETCRNRT - EHNRE

i.  Provider is responsible for the
completion and accuracy of
financial and timekeeping records
(for example, timesheets) and all
other documentation regarding
the specific services for which the
provider claims reimbursement.
Provider shall keep all records
fully documenting the specific
services provided to an eligible
consumer-employer served under
this Agreement for which
provider claims reimbursement,
in compliance with applicable
administrative rules.

MR 5 R AL S 5T S5 A d s (B, T
LD LK e 55 S HA s i i 1) B AR R
5T RN HAR SR I e B AR 1
A 55 3 it Ok B 78 310 s ONAR SR A Il
AR 55 PR 5 1 B i T P B B )R IR 55 11
Prridss, AR g5 SR A MR 1E H 14T
WA TR o

ii. Provider shall keep and be able to
provide all records described
above in 3(A)(i) for whichever is
longer:

J 55 P N AR B R e 3R At ik 3(A)(i)
FRTR BT A LR, DA R i

e Six years following final
payment and
termination of this
Agreement

FE B Ja AL RMUAS M 26 1B S5 7S AR A

e Any period as required
by applicable law, or

& R RERUE TR, 5%

e Until any audit,
controversy or litigation
arising from or related to
this Agreement is
complete.

L2 A L1 R 5 A SR S 0
N TN

B. Access:

PG

All financial and timekeeping records and
all other documentation related to services
provided under this Agreement shall be
made immediately available to the
following entities and their duly appointed
representatives to examine, audit and
make copies upon request:

5 AR AR Bl BRI PR AR 55 AT DR PR i A i 55 A
THIE SR PR Py HoAt S B SZ B R s LR
S R AR AR, UMEIRYE 2R 34T
A, AR
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Recordkeeping, access and
confidentiality of consumer-employer
records

HEERIICRMRE. EANRKRE

e (ODHS

o AN XIMI AR ST B

e OHA

e OHA

e The consumer-employer

o HIHREE

e The APD or AAA local office

o APD 8 AAA Ahfp/AE

e The Oregon Department of
Justice Medicaid Fraud Unit

o RN XM E L) Medicaid HRVERS
1]

Office,

e The Oregon Secretary of State o MEIXIMNMF I A=

e U.S. Center for Medicare &
Medicaid Services, and

e £[H Medicare 1 Medicaid ik 45
'[:A" U\&

e The federal government.

o IRIBUM

Confidentiality - £ %

Confidentiality

RE

Provider understands provider must keep
all information involving provider’s
consumer- employer confidential.
Provider can only share information with
the consumer- employer’s case manager,
the local APD or AAA office or the
community health registered nurse
working with provider’s consumer-
employer and as authorized by law.

R 55 SR A R 28 I 55 S I 2B 1 e i 55 di 14t

HIHRE REOTA GRS TIRE . RSRM

HREESHRE RN N REBEN,. 2t APD 5L
AAA Tro =B RS SR AE T 3 e LA 1R
VR AR A XA B E A A5 R
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Active enrollment - 1R R

Active enrollment FEMIRA

By signing this Agreement, the provider R E AL, RN RS S B [F) = w] B
agrees provider is available and able to FERENS ] — A B AN TS AEAR ) X R4S A 3L

provide services to one or more ot W 2K IR S5 O B e BRI S . Rk
consumer-employers who are eligible for | %51E 12 A W ARFIFEAEALE, WA PR

publicly funded in-home services in MR SRt M A= A . RS, ik
Oregon_ This Agreement and the KT Ay B AR XN A AR IR 55 9 2 3 e
provider’s enrollment will be deactivated if i%{ﬁﬂc%? NI 554 G T L ST F R AR A4

services are not authorized or paid during
a twelve-month period. After deactivation,
the provider may reapply for enroliment
as an HCW if provider wants to provide
services to ODHS consumer-employers.

Eligibility and continued participation - FEMEULES 5

Eligibility and continued participation BIEMBEsS
Eligibility and continued participation as a TEHBH N HCW DL RS Lk 45
HCW depend on provider: 5, BURT IR R & 500 2 AT 2% A%
e Signing this Agreement BB AN
e Completing a new agreement when FEZERIN 32 JGHT A PR
required
e Meeting all enrollment standards % /£ OAR 411-031-0040 + BTl I FT A 1
described in OAR 411-031-0040 Wk A
e Passing a background check, and WEEROHE, DX
e Fulfilling all training requirements % /£ OAR 418-020-0035 (il 1t 55 Il fl
outlined in OAR 418-020-0035 JIVEAARAED rh a1 L B0 T AT RS I K

(mandatory training and competency
evaluation standards).

Provider must pass all required provider R 55 B A3 06 TAE T IR 44 0 E i DA IE 2 i
enrollment database checks prior to T I BT AT SR ) IR S5 S A T A A
enrollment and recertification. This &, XEFHEANRTFRELIIAE (OIG) HE
includes, but is not limited to, the Office of B RGENE R (SAM) HEBR 42 #. 4t
Inspector General (OIG) exclusion list, SARPEAE B R AR T 0 3¢ 32 30 LA S [ [ A
System Award Management (SAM) JEE B 1k 44 AN 2 PR 5 A B E

exclusion list, Social Security
Administration Death Master File, and IRS
legal name and Social Security number
validation.
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Provider suspensions and payment recovery - & {FRF1Z#
FEMIEREITFX

Provider suspensions and payment TSR R IR E ZIEFBEE T2

recovery

Failure of the application to be accurate in U0 SR AR AEAT AR J T A7 AR AN ) AL, BOR
any respect or failure to comply with the REIBSF AP 253K APD FII Sk A 8 I T2 A=
terms of this Agreement, APD rules or SRR, AT RE 2 SRR P R BRI

Oregon Health Authority’s rules may result | OAR 411-031-0020. OAR 411-031-0040 %=
in sanctions, termination of the Agreement | 411-031-0050. OAR 411-034-0050 £ 411-
or payment recovery per OAR 411-031-0020, | 034-0055. OAR 411-020-

OAR 411- 031-0040 through 411-031-0050,
OAR 411-034-0050 and 411-034-0055, OAR

411-020-
0000 through OAR 411-020-0130 and 410- 0000 % OAR 411-020-0130 #1 410-120-1397
120-1397 through 410-120-1600. Provider % 410-120-1600 FIRE B [EfT . Wbl R A
may have appeal rights as described in: BRE, MRFIRIEE T RESA LIRHIBUR]:
e OAR411-031-0050 for o EHTEZRIH TIEHN OAR411-
homecare workers 031-0050 i &
e OAR411-034-0055 for o EHTHRHAFHAGK OAR 411-034-
personal care attendants, and 0055 g, BLMK
e OAR 407-007-0200 through o TS EIHAN ) OAR 407-007-
410-007-0370 when based 0200 # 410-007-0370 #i € -

upon a background check.
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Employment relationship - E{fix %

Employment relationship ERxX%

A. The provider understands provider MRS RMETERE, RSREE I ERZ R T
is not employed by the state of A XM D X 2 AR 5558 5 OHA 11
Oregon, any division of ODHS or AT, BAFAT 4 X 24 AR S5 AL
OHA, or by any Area Agency on (AAA), Ff HASH TR H 1T 48 ik
Aging (AAA) and shall not for any BRI CERiZAERLE AR AR A H 2
purposes be deemed to be an A8 B AAA G RN AL E ,
employee of the state of Oregon FEARTIR S SR B4 B 2 7 o/ Dy i 1A
(except as set forth in law for 3 BRGEN TRERAIR B

purposes of collective bargaining) or
an AAA. Any reference to the Home
Care Commission as the employer of
record is solely for collective
bargaining purposes, as provided by
state law.

B. The consumer-employer is P R M TT T IR E S
responsible to locate, interview and MRS Fe Bt . MR R SRAE T T
hire a qualified provider. The terms AR PR TR E (0 DA
of the employment relationship are
the responsibility of the consumer-
employer to establish at the time of
hire.

Medicaid participation - &0 Medicaid it

Medicaid participation £ Medicaid it
Provider understands and agrees that: R 55 B2 A48 5 R A - 7]
A. ODHS will verify whether ) KT AR S5 B o 1% S IR 55 SR AL T 3
information disclosed by provider is P HUE SR B e . U5 B T3
true and accurate. This information Medicaid vl 1) & 2

will be used to administer the
Medicaid program.

B. Provider will notify ODHS of any W R AFAR] A% BT 256 AR B AL BRAS P UL oA 5
changes which would affect this IR AT 3k A i), D) i 28 4 L3 B A

Agreement,or payment for services RAEARTE J5 =+ (30) K P I KR ) XM A
covered by this Agreement, within ARG ER . XA EAR T4 BRAREE
thirty (30) days of the change. This BEE RN E e

includes but is not limited to,
changes in name, contact
information or criminal records.
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Medicaid participation

250 Medicaid it%

C. Provider shall at all times meet

required training and applicable
qualifications and be professionally
competent to perform work under
this Agreement. Failure to complete
trainings or meet the applicable
qualifications may result in the
termination of provider’s
enroliment.

H 55 B AP LA AT AT HSF o 42 155 45 T R S
A& B, IRk B RE T EATA )
BOMRE MIAR IR A o AR S8 AR R B I B
RIERE M I BT ER, MR E = S EURSS
S BVE N 2 1

. Any communication or notices from
the provider for purposes of this
Agreement shall be given in writing
to the local Aging and People with
Disabilities, Area Agency on Aging
(AAA) or ODHS by personal delivery,
email, fax or regular mail.

A 55 3R Bt W AS Bib S A i A HE A AT 3
{5 BGE AN LA Al T NifiE . BT
MR AR LB RS 107 SR 45 S
ZENSBIEN LR XN IR L
12 (AAA) B X 2 AR AR 555 o

. All information submitted by
provider in this Agreement is true
and accurate. Any deliberate
omission, misrepresentation or
falsification of any information
provided or contained in any
communication to ODHS may be
punished by administrative or
criminal law or both. This includes,
but is not limited to, refusal to issue
an ODHS provider number,
revocation of the ODHS provider
number and recovery of any
overpayments.

R 55 4R I AR A B R T SR A I P A5 B3
FUSCHERG . W ARAE S48 XM 2 AR 55 FB
AEATIEAE P PR e SR T OB . AN
ik s D& AR IAE R, WX AT R 32 B4 T
N3G TPt (R = A i i Ui P 13
i} AL HE(H ANBR T30 48 25 A AR X M A AR IR ST
PR ST IR G s FUEH A XN 2 AR R 55
HS AR 55 32 I g 5 LA SAE [T 22 A )R
B

. Provider is required to disclose any
criminal offense related to the
provider’s involvement in any
program under Medicare, Medicaid
or Children’s Health Insurance
Program since the beginning of
those programs.

AR5 $E it 2 % 5 Medicare.
Medicaid 5L 2 il FEORES TR 4R LK,
LRS- 5 5 B iR S AT A R
Z[LE[S il
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Medicaid participation 20 Medicaid itX

G. ODHS will not use public funds to e KT AR ST EA AT A I 56 D4
support, in whole or in part, the H BB 1 77 S AT 4 4] € S8 A ORS
employment of individuals in any 443.004(3) " FTfE M RAT I B T B 5 7%

capacity who have been convicted of | & Medicaid B4 N NH LR BN A
a crime identified in ORS 443.004(3) XA

and who have contact with
Medicaid-eligible individuals.

Services - [R5

Services R
Provider understands and agrees that: R 55 TR A PR AR T 7]
A. Provider shall perform services ke 5 1R A M AR A LA T 3 RN, A
identified in the consumer-employer | 477H 93 i 2RSS 1H RIAME S5 S b B o
service plan and task list in ) 5 55 -

accordance with the following rules,
as applicable:

i. OAR chapter 411, division 30 OAR % 411 #5630 #4r JEHIRSE)

(In-Home Services)

ii. OAR chapter 411, division 34 OAR % 411 F 5 34 #5r OHHRIFA AP

(State Plan Personal Care) H)

ii. OAR chapter 411, division 35 OAR 2 411 2% 35 #i4r (K-State 1%/
(K-State Plan Ancillary Wik55)
Services)

iv.  OAR chapter 411, division 32 OAR % 411 T4 32 &5 CHRE) XM 35 5 4
(Oregon Project SRS
Independence)

B. Provider shall not enter into any R 25 FR AL ST AR 73 B [F) B A At
subcontract or authorize another NARF R AR JEAT A T T AL
person to perform the services %o MESRIEFIFRE, %0046 R B
authorized by this Agreement on it AR MR S5 TR AL JBAT IR 55 = N
behalf of provider. Provider Medicaid #{1E, IFox32BIEERE,

understands that by entering into a
subcontract or authorizing another
person to perform services on
provider’s behalf is considered
Medicaid fraud and is punishable by
law.
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Payment - {5k

Payment

BE

Provider understands and agrees that:

JIR 55 S A B T [F)

A. ODHS shall pay provider on behalf
of consumer-employers for HCW
services provided under this
Agreement that are prior authorized
for payment. Payments made by
ODHS from public funds are subject
to ORS 293.462. ODHS and
provider’s obligations with respect
to ODHS payments to provider are
described in OAR chapter 411,
divisions 27 and 31; OAR chapter
407, division 120; and

BN XM 2 xR 25 358 AR 3R 7 9% 3 i £ X AR
PEA VI HAE R HCW AR 55 1) AR 55 S it &
R, IXEER S DA FH ARG T AT RIEAL
FH 5 X 2 A R 5 350 ) A 9% 4 Bl S A+
(IR IS A 255 57 ORS 293.462 HAHCH
Eo. OAR 5 411 =55 27 131 #4r. OAR
% 407 5 120 #8450 A1 OAR 28 410 &= 2
120 HB5r BRI E T 58 XM A AR 4558
IF) R 45 SR L 3 A5 3 K 1)

OAR chapter 410, division 120.

AR AT PH 2> A R 55 AT AR 55 S A 3 AR 5% S
%o

B. Provider will be paid at the wage
rate agreed upon in the collective
bargaining agreement between
OHCC and SEIU, 503.

Y428 OHCC A1 SEIU (503) £k 2P0
25 1) LB R A IR S5 SR AL AR

C. Any payment for services provided
to ineligible consumer-employers or
for services that were not authorized
is the sole responsibility of the
provider. ODHS will not make
payments on behalf of ineligible
consumer-employers or for services
that were not authorized.

BEXS AT G A 0T 9 2 e SR LA I 55
SR ZEFRBI AR ST AR AT R, AR S5 S At
HAEBTT. WE R 2RSS A S A
P 26 AT HTH B i 2 BUR BB R 55 A8

-+
o

D. ODHS payment for any service
provided under this Agreement is
payment in full. Provider may not
charge the consumer-employer, or a
relative or representative of the
consumer-employer, for:

AR P 23 A%l 55 38 9 AR A B S0 SR A 14
AEAT AR 55 it SAS AR IS D A k. AR S%
FRMEH AL N7 A 2 F T, B
Y e SRR B AR 2 -

e Items included in service payments

k55 2 AL 3 H

e Any items for which ODHS makes
payments, or

AEART AR DM 2 AR 55 # A O IH - B
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Payment

BE

e Any additional services provider
chooses to provide the consumer-
employer. By accepting payment,
provider certifies compliance with all
applicable ODHS rules.

AR 55 SR A e B O 9 e AR S AR T A5
SRS . IR AT, MRS R B K ILIE
WHREST 1 B A i Y ) Mol X M2 Al 55 R
U

E. As a condition of payment, provider
must meet and maintain compliance
with this Agreement and payment
rules OAR 407-120-0300 through
407-120-1505, OAR chapter 410,
division 120, 42 CFR 455.400 through
455.470, as applicable, and 42 CFR
455.100 through 455.106.

VERAT KA, M RALE LI & IR Fr
T SF AR 2B OAR 407-120-0300
% 407-120-1505. OAR % 410 # %5 120 ¥
4%+ 42 CFR 455.400 £ 455.470 (i
), LLA 42 CFR455.100 % 455.106
FE o

F. ODHS may recoup any overpayment
made to provider as authorized per
OAR 410- 120-1397 through 410-120-
1600 and in accordance with the
applicable collective bargaining
agreement. This includes, but is not
limited to, withholding of future
payments to provider.

AN X PN A AR 55 58 ] BE 2 AR OAR 410-
120-1397 & 410-120-1600 [FIFZ A FFHIAE 1
FA PSRRI, YSeTa] [ R 55 $ A3 S A+
HIAEAT Z A 3k T, X EFSEAR T, B
AR BLSLAT 25 R 45 TR A 1 R T

G. Payment for HCW services
performed beyond the current
biennium at the time of signing is
contingent on ODHS receiving from
the Oregon Legislative Assembly
appropriations, limitations,
allotments or other expenditure
authority sufficient to allow ODHS, in
its reasonable administrative
discretion, to continue to make

R TI, XHAT I Z 51 HCW iRk S5
PRI R EE B e Al X 23 Al 55 748 AR
MMM = R BRI T 2B ittaR. IR
il PORKEA ST A, A X 2
ARAR S5 F AT DAAE A B A AT BT LT 4k 42
BEAT AT

payments.
H. ODHS will not pay provider for work | #E XM ARIRS EA L NELL N EE T
performed: TR AR m) IR 25 AR 25 A5 3K

e Before the agreement is completed
and ODHS issues a provider number

FE B CSE SRR DX IH 2 A R 55 38 A TR 55
TReMEH 5 ZHI

e After the agreement expires or
terminates

FE BT B 1L

e After a background check expires, or

R RIHELE, 5
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Payment

BE

e While a provider number is
deactivated, suspended or
immediately terminated.

ARG R E H S U= EE BRI R
i

I. Provider enrollment and issuance of
a provider number does not
guarantee work or any minimum
amount of work.

IR 55 AR A R M 4 A AT IR 95 B Bt 2 4 5 R K
JBFANRAE 2 AT B AT e IR PR ) A

H o

J. In accordance with OAR 410-120-
1300 and 411-031-0040, all claims for
service must be submitted within 12
months of the date of service or they
will not be paid.

R4 OAR 410-120-1300 #11 411-031-0040
WIRLRE, P R 55 i) AR 2R i 55 2 H kS
12 A WHRA, BT A

Duration and termination of Agreement - tHiXBYHARR FN£R IE

Duration and termination of Agreement

XAV EABR AL LE

A. This Agreement is good for 2 years
from the date it was signed. The
provider must submit a new Agreement
at least seventy days prior to expiration
for timely processing.

AU EEE 2 HEA RN 2 5. st
P 2 B HT 2= DB REESTF ML,
DU S B Ab 3

B. ODHS will terminate, suspend or
deactivate this Agreement if:ODHS
issues a final order revoking the
provider number and enrollment based
on a finding under termination terms
and conditions established in OAR 411-
031-0050.

LT SRR X A AR 45 AR B OAR 411-
031-0050 HH5E AR £ 1 25 3] M 264 1 1 2
ISR, RAT T e AR TR AL g 5 Fn i
M AR I B e f 2, AR X A A IR 25 300K
k. BT AL

1. The provider fails to submit timely,
complete and accurate information or
cooperate with any screening
requirements unless ODHS
determines it is not in the best interest
of the Medicaid program.

MRS ARMEE AR BE AT L 58 % HLknf  FR 5215
SRS S AT B B, BRARME XM 2 A
IR 55 ENNRXIFAFT A Medicaid T 1 5

EiIETE

2. The provider’s enroliment is
terminated under Title XIX of the
Social Security Act or under a Medicaid
program or CHIP program of any
state.

R4 GRS REETR) B+ LT N K
Medicaid 11%18; CHIP i1%1], R4
IV I B AR Al 2 1
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Duration and termination of Agreement

P AYEAPRFNLE LE

3. The provider fails to submit sets of
fingerprints in the way determined by
ODHS within 30 days of a Centers for
Medicare and Medicaid Services (CMS)
or an ODHS request, unless ODHS
determines it is not in the best
interests of the Medicaid program.

RS HEAEE R BEAE Medicare il Medicaid
MR 25 H 0 (CMS) BT 8 X PN 28 AR R 453135
K G 30 TP AR XN 2 A il 4550 i 5 1
T IR RETRS BRI BN X A R 55
A NIX HEAFF S Medicaid %1 1) B A3 )

22
S

)

4. Provider has been convicted of a
criminal offense, or suspended or
debarred from provider’s involvement
with Medicare, Medicaid or the
Children’s Health Insurance Program
in the last 10 years

7Et 2% 10 45 N IR S5 A5 gt K0 A R =5 5
17, BRSIREE B EEE LSS
Medicare. Medicaid 8% )L fid B &)

5. CMS or ODHS determines that the
provider has falsified any application
information or if CMS or ODHS cannot
verify the identity of the provider
applicant

CMS sl fi s XM 23 AR IR 55 B 1 5 e 55 S 11
H G AR HIEE S, B0 CMS B X
P2 AR 55 B TCTRA% S M 55 S (1 Fim NI
S

6. ODHS fails to receive funding,
appropriations, limitations, or other
expenditure authority at levels that
ODHS or the specific program
determines to be sufficient to pay for
the services or items covered under
this Agreement.

AN PR 23 Ax Bl 55 FB AR REFRAT AN XM 23 Ak
i 55 F8 R AR TR e s R 1) 2 LS A B
P i (1 Al 55 BT H (0B < bk R B
HAl S H AL

7. Federal or state laws, regulations or
guidelines change or ODHS interprets
them in a way that prohibits:

RFRB BRI . VAR B HE P e 25 A T B
X 23 AR AR 55 F8 LAZE 1k LR 15 B0 5 700
BEAT RS -

8. Providing the services or items under
the agreement, or

SR SO E B 55 B H - Bl

9. Paying for such services or items from
the planned funding source

MU A B8 < R SEAS LS Al 55 B0 H 1) 9%
H

10.The provider no longer qualifies as a
provider. The termination will be
effective on the date provider is no
longer qualified.

2R 55 R AN e A O IR 55 SR I (B
fo o ZIRREAE R 55 R A8 A i 2 B 2 H
AR
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Duration and termination of Agreement

PN AYEAPRFNLE LE

11.The provider fails to meet one or more
of the requirements governing
participation as an ODHS enrolled
provider. This includes the
requirement to pass a background
check every two years. In addition to
termination, suspension or
deactivation of the Agreement, the
provider number may be immediately
suspended, in accordance with OAR
407-120-0360. No services or items
shall be provided to consumer-
employers during a period of
suspension.

AR 45 SRAIL R BB 2 S SR BN X A A
IR 5533 A R 25 B AR 1) — TR 22 TSR
XAFEH @S — X SR E R,
bR 720k, e BT AN 4h, R E

OAR 407-120-0360 FIRtE, HRESHEMLE %
S RE S WL BRI E . fEEME AN, AN1E I
TH W e EIR AT R S B E S

12.The provider fails to fulfil all required
training and assessment
requirements.

J 55 4 {4 R e A2 T A 2SR A8 IR DAl
R

13.ODHS may terminate this Agreement
at any time with written notification to
provider.

AN PRI 2> xR 55 708 ) i 2 BE IR LA 13
R 238 A 55 PR A 2 LB AT

14.The provider may terminate this
Agreement at any time by submitting
a written notice in person or by email
to the local office or Area Agency on
Aging listing a specific termination
effective date. Termination of this
Agreement does not relieve the
provider of any obligations for
covered services or items provided for
dates of service while the Agreement
was in effect.

R 55 R A W] RE X BRI £ IR AP, AT PR
P25 H BOE I L7 B ) 2 3 72 5 Bt [X
L NIRSS HUR R A S Tid k17 3 IF H
RLA B BAR B 2 A2 H . A 251k
A3k R 55 45 {4 2 A8 A DI S0 2800 ) sl Al
55 H IR 4R A3k A A 55 BT Y L ARHE A AT S
%o

Provider certifies - [R5t & Z=1ERA
Provider certifies: RSB 12 (HZ IR -

J 55 4 {3 A 3 s Ml XM AR AR A 2%
FEARUEWY A, X I BR " 48 A2 -

A. Provider is not in violation of any
Oregon Tax Laws. For purposes of this
certification, “Oregon Tax Laws”
means:
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Provider certifies:

PR S5 1= & Z=0ERR -

e A state tax imposed by Oregon
Revised Statutes (ORS) 320.005 to
320.150 and 403.200 to 403.250,
and

HA X MAE T (ORS) 320.005 %
320.150 A1 403.200 % 403.250 FrfEYSC I

e ORS chapters 118, 314, 316, 317,
318, 321, and 323, and

ORS % 118, 314, 316. 317. 318. 321
323 %, UK

e Local taxes administered by the
Department of Revenue under
ORS 305.620.

FH 55 SR AR HE ORS 305.620 5 HR [ Hh /7 Fi .

B. Provider is not required to pay backup
withholdings because:

B LA R IR, 55 SR e/ SO & HI T
AL

e Provider is exempt from backup
withholding

AR 55 BRI 0 G B 45 P LT

e The Internal Revenue Service
(IRS) has not notified provider of
being liable for backup
withholding due to failing to
report all interest or dividends, or

H TR & A A S sk S, 26 E RS
(IRS) R 3 1 Ak 55 4 1k 3 AR 4H 25 F T T AL I
AR, B

e The IRS has notified provider of
no longer being subject to
backup withholding.

IRS CLIB AR 55 4 & AN F 52 46 FH T AL Y
21

C. Provider will provide services to
consumer-employers without regard
to race, religion, national origin, sex,
age, marital status, sexual orientation
or disability (as defined under the
Americans with Disabilities Act).
Contracted services must reasonably
accommodate the cultural, language
and other special needs of consumer-
employers.

MRS R IEE 2T o e R MRS, A
FRERR. R EEE. MR R 45N
W PRI BB SR OL CE SO (SRE
BIRNIED D o BATHIA RS L AUE Hih
AR e 2 T L AN = = D P SNk 7

D. Provider is not included on the list
titled “Specially Designated Nationals
and Blocked Persons.” The U.S.
Department of the Treasury Office of
Foreign Assets Control keeps this list,
available at
https://www.treasury.gov/ofac/downl
oads/sdnlist.pdf.

R 55 AL S AR AL H N B e ) i e ] PR
N "B, 58 E G S B e ]
ANEHELA R, "
https://www.treasury.gov/ofac/downloa
ds/sdnlist.pdf 3k%5 .
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Provider certifies:

PR S5 1= & Z=0ERR -

E. Provider acknowledges that the
Oregon False Claims Act, ORS 180.750
to 180.785, applies to any “claim” (as
defined by ORS 180.750) the provider
makes or causes and that pertains to
this Agreement or to the services for
which the work related to this
Agreement is being performed and
payment requested.

MRS AR A E AN, CHE XM R AR R 3%

(ORS 180.750 # 180.785) &M T k5542
BB 3R Y R AR Y AR FR AR G UL
ORS 180.750) , Jf H b il 5 AW 5k
AWMU R B AR A ZSRAS I AR 95 A
Ko

e Provider certifies that no claim is
or will be a “false claim” (as
defined by ORS 180.750) or an act
prohibited by ORS 180.755.

AR5 SR RLE U], AR H IR A 2 B A =
e R H R (E LW, ORS 180.750) E¢
ORS 180.755 izt 1EAT M.

e Provider further acknowledges
that in addition to the remedies
under this Agreement, if it makes
(or causes to be made) a false
claim or performs

k55 S B — BN, BRA T BN E AN
R, Wik ss it ) (e i
D R AR A R A

(or causes to be performed) an act
prohibited under the Oregon False Claims
Act, the Oregon Attorney General may
enforce the liabilities and penalties in the
Oregon False Claims Act against provider.

CERARAERID  CHsh I AR iR ) 4%
1ERIAT O, AR XM B A AT T X IR 9552
PEE SR AT CHOE XM R B L) LE
HITTAE AL 1

Indemnification - IE{E

Indemnification

K=

Provider shall indemnify and defend the
state of Oregon, its respective agencies
and their officers, employees and agents
from and against all claims, suits, actions,
losses, damages, liabilities, costs and
expenses of any nature whatsoever arising
out of, or relating to, the acts or omissions
of provider under this Agreement.

Xt T DR 55 SR 8 AE A U B Dy s A
DT 51 S PR B Z AR SR IR AT 1R o PR Pl AT 2%
WEL VR, YRR UK. BE. THE. A
W, MRS ERALE B A ARE XM A% E R
e B OB G R DRI B EEAT T 122 9 Dy L3k
F UM H A BT R B

Page 23 of 25




Provider signature - fRZIEMHEZLZ

Provider signature

MRFRBE A

By signing this Homecare Worker Provider
Enroliment Application I acknowledge that I
have read the enrollment Agreement,
understand the terms of the Agreement,
agree to be bound by the terms and
conditions of the Agreement, and attest that
all information I have provided to ODHS is
true and accurate. I further understand and
agree that violation of any of the terms and
conditions in this Agreement are grounds for
the termination of this Agreement and may
be grounds for other sanctions as provided
by statute, administrative rule or this
Agreement.

AL 258 A Jo A B AR R S5 SR LA T R A4
H, BN C P SAE MR A T B
PR SCIAR SRR A R AR LA A 26 A 1
25, UL H A PN 22 AR 55 78 B S A 14
P8 B R HuErf . A N#t— 0 RN IT
AR, A PR AR AT SR 2 AR R O A
PR IERE Y, IR RTRERONIEHEE . ATBGA B
A B BOIRE ) HAR A e

Print name of provider

AR S5 IR B LR 155 k4

Signature of provider

AR 55 SR 124

Signature date (effective date)

e W CERCE D

Return completed document to your local
Aging and People with Disabilities office or
Area Agency on Aging office.

TEPRHEZ B SO AT Bl 45 2 i 2 R N S R N
o BB XCEFE RS Ip %

Note - 3

Note

)z 3

NOTE: This form contains your personal
information. If you return the form by un-
secured email, there is some risk it could be
intercepted by someone you did not send it
to.

T ARBOUSERDINMEE. WREEEA
2 AT HEPEAZ I ARG, A7 A R e T 2
TR A HORIE ARG I N 2 XU

If you are not sure how to send a secure
email, consider using reqular mail or fax.

U SR IEAN E AT I8 2 A ) L TR, 1B
JEAEFH A S I A FUO5 3
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You can get this document in other languages, large print, braille or a format
you prefer free of charge. Contact the Aging and People with Disabilities at

apd.ltss@odhs.oregon.gov or 503-945-5600. We accept all relay calls.
OREGON DEPARTMEI.\IT OF

Human Services
Aging and People with Disabilties
Medicaid Services and Supports
500 Summer St. NE, E-10
Salem, OR 97301-1076
503-945-5600
odhs.info@odhs.oregon.gov
www.oregon.gov/odhs
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