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Homecare worker (HCW) provider enroliment application and

agreement - ERFE TEE (HCW) fRigR it EaE M HR MRS

Homecare Worker (HCW) Provider
Enrollment Application and
Agreement

EREETIEE (HCW) AR fta ok i e F S
B

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

A fER R T /F# (HCW) Medicaid stz
b ER SR i I A SE R NEIEE IR

* 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 SEMECRAREN RN A B AR (ODHS) &
BRI AL (APD) st#IHI AR R (L E
a5 HCW By & H 3875

* Update enrollment information,
and

o FMTREMEEN DAk

* Receive a provider number.

o JEFiRGRA AR -

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.

it © RBste Bt AR IR Rt AR A REAE
Fo BN T & Medicaid Eigfy A\ et iREsks
ST - Bl Medicaid BUNBUF &EER TG
s ek

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@odhsoha.oregon.gov.
We accept all relay calls or you can dial
711.

EAER AR EMEE SRR ~ RFER - B3
I R aIRE =t - 55208 800-241-3013 B2 APD
ARt it g R R AL IS » BB TFAE TR
hcw.enrollment@odhsoha.oreqon.qov. Ffqer

PERRRT A (S E R s A T 711 -
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Provider name - [RF&i2 Mt 42

Provider Name ARt E 4

Your full legal name (as listed on your THEEeS (SRt gLk LRy
current Social Security card, including BRI FARINIRER - a0 Jr.)
suffix after first name, such asJr.)

First HF

Middle initial HhRSA4EE

Last PR

Aliases or other names used A B s A A4 44

First HF

Middle initial A

Last PR

First HF

Middle initial HhRS4EE

Last 45N

Provider type requested - HEEHIIRGIRALEIERY

Provider type requested (mark all that | HEFHIRGRMEFE (BECHEERAER)
apply)
New HCW enrollment (73-737) Hr HCW =i (73-737)
HCW provider number renewal HCW A7 R & 4m ot T
Provider number AR R AL 4Rt
HCW re-enrollment (if provider number HCW E#H=1 (IR EdRsh 5t 2E 30
has been closed longer than 30 days) RKELE)
Provider number IR TR EE 4Rk
HCW name change HCW #4885
Provider number AR R AL 4R ot
Branch number PR A
Providers must disclose their Social AR e DN BN B Ho & 22 4 58 hE (SSN) - 55
Security number (SSN). SSNs are required | % SSN
e To establish your identity [per 42 o MESRIEHIE Sy MR (EELE#H) (USC) 5
USC 405(c)(2)(C)(i)] 42 f=55 405(c)(2)(C)(i) &7l
e To verify you are not excluded from o MERIHEIHRAFR ISR E
being a provider [per 42 CFR [iR#E (BrilkRlsE4R) (CFR) 55 42 256
455.104 and 455.436], and 455.104 €155 455.436 &f] : DL
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Provider type requested (mark all that
apply)

HERRIIRBS IR E R (R ATA EBRER)

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

o HISRFTIHIRE N [fRIE CFR 25 26 %R

301.6109-1 #fi]

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.

DHS mIREERIBEAE N TR B RN IF G %
e (SSN) [E 25t /&) (IRS) kN R A HE R
B EER o

Do you consent to entering your SSN into

A FIERFEHY SSN i A ORCHARDS (%5

ORCHARDS (background check system) to lﬁé/—%%) ths DRI R B e e A

link to previous background check &7

approvals?

Yes s

No e

Do not leave any area of this section A RAE T HE MR EE - MRFRRER

blank. If the form is not complete, your
application will be denied.

B CHHFREEEIER -

Street address (Eapi=piiAsin

City U

State Y

ZIP code (+4) IEESE (+4)
County S

Mailing address (if different from above) | ZafME (7 7/E7 L))
City A

State AN

ZIP code (+4) FLIRIE ST (+4)
County AP

Date of birth AR HHA
SSN SSN

Phone number E it
Email address o Gatiitl

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?

BIEA G EHEE R PR A R
Medicare S({EMPNEUT Medicaid s 50 B
fet & (CHIP) HYBR SR 2
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Provider type requested (mark all that
apply)

HERRIIRBS IR E R (R ATA EBRER)

Yes

No

E
B

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?

CHRE SR ASE AL S Y& A EME
N ERF Medicaid ~ Medicare = E Atz ODHS -
kBl R 1 8 A B 14 (OHA) ~ APD ~ S8 e[
AL # B (ODDS) =t OHA {#EfE 4% 77
(OHA-HSD) MR TR (& 4Rk 2

Yes &
No 7
If yes, list provider number(s) here WEE TR o BB HEY AR R AL ARk

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

I
EAEBEE T FNES G B EERE R 5N 2

Yes =

No &

If yes, enter information in table below WEE " E 0 BEEE TRER
Year Fy

Start Brl%6 H 1

End 4o H

City U

State N

Country EiEd

Name(s) used at this residence

FERZJE P A

Gender identity - MHAIER]

Gender identity — How do you identify? MERIREE — 2 EE B R 2 (Fa
(Check all that apply.) BEFTH B - )

Woman 2

Man FiE

Non-binary, agender, gender non- FE TR ~ fEtER] ~ IR AR MR ECHA P
conforming or another gender identity Tl

Prefer not to disclose Nt

Do you consider yourself transgender? BEARBECEEMRE ?

Yes s

No 7

Prefer not to disclose N FET
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i
=]

T

Language -

Language

o=l

What languages, including American Sign
Language, do you speak? (Choose all that

apply.)

TERMEES (EfEEETEE) 7 (B
FEFT A B AEE - )

I speak [Choose language]

PR [ EE =

and also speak [Choose language].

A [ =] -

I speak another language (enter language
here)

HERHEAMES (BRI AES

What languages do you read? (Choose all
that apply.)

CEERMEESRE? (GEEEmAE
B - )

I read [Choose language]

P [ e iEaE = 1B

and also read [Choose language]

A AR S R

I read another language (enter language
here)

HEAEAE SR LR ASS)

Race and ethnicity - @RI KR

Race and ethnicity — How do you
identify? (Check all that apply.)

EREES — LE0 R E CRMERERER
w? GRAEFrAEMHEH - )

African

FEMA

American Indian/Alaska Native

KEENEZ N R IEER

Arab, Middle Eastern

PRz A~ FERA

Asian GhES
Black/African American BAIEEERA

Latino/Latina/Latinx

s T s TS

More than one race

I

Native Hawaiian or Pacific Islander

HERFERIKFEESR

White HA
Other HAt
Prefer not to disclose TRE =
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Homecare worker (HCW) provider enrolilment agreement -

BERBEIESE (HCW) RFRH‘EHERIBEE

Homecare worker (HCW) provider
enrollment agreement

BREEIFE (HOW) RBREHERRES
&

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 gt Btk M Heg dlai g (2
N Ry AR ) ) SREA T R M
JOF ~ DR M A AR ED (ODHS) ~ A
sl \ AR (APD) - (el i )t 4= %5
EH4RA (OHA) DU AR SR (7 2 RHIRA (% -
WA A RAH ODHS Frigfitavas(t - 5
JE1S ODHS EBIMII IR AE (181G 5
TePRE ~ ARt E I HCW 2
fea b e & e TRVEZ RS -

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 enroliment or other
consequences.

FEHRBZA  BFARBEAGRAIAE - &
Ry | T EE REER N Medicaid k¥
TRBLEIE - RERTAHBNTHIER
% WRE e BRGSO
HE&IE  BREFHEHAMRR -

Compliance with applicable laws

B TEAEE

Provider understands and agrees that:

AR s A AL [F

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).

At (g e s B A ek P 2 A an AR
BARAIIRFEEENDER ~ JERADER
PUR R ABERER « HopEREEA RN

(HREIRIHTTEOAAL ) (OAR) 407-120-
0325 (ESFERFLARMMNER) -

B. If a court decides any term or provision
of this Agreement is illegal or in conflict
with any law, this Agreement’s
remaining terms and provisions shall
remain in effect. The rights and
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.

WIEGEREHE A ik - L A AR E 2
TR A AR Z i > AT T A
ERIRSIRIR E I IEIRFFA R - EHITHIRER]
BAZ B IE AR A 2 A B S e E Ry JEA
Z B E R BARE — R M TR AT
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Homecare worker (HCW) provider R T/EE (HCW) R R A SHas

enrolilment agreement =

C. Failure to comply with the terms of this NG ST A o s (PRsK AT 28 R Y
Agreement or any applicable ODHS rules | ODHS }i%E AT AE & 28 I 45 HE Bt & A7
may result in termination or deactivation TR E 4RTEEAL E BT - HRIE OAR
of provider’s provider number. Provider 411-031-0050 HYFRE @ PRiSHE B e =
may have appeal rights per OAR 411-031- | A FffER] (AT NE S E FIRBHRAL
0050 (Homecare workers enrolled in the HFerEINERIGE T/EE ) - IRIE (R
Consumer- Employed Provider Program). | [JNEIE&ET) (ORS) 419B.005 %
Provider is a mandatory reporter per 419B.050 L) Jz ORS 124.050 % 124.095 1y
ORS 419B.005 to 419B.050 and ORS RUE > Ikt E BN E#HEEE - ik
124.050 to 124.095. Provider is required BIRMEE AT K » 5K 24 /NIFEOVEH
24 hours per day, seven days per week to | B E B 5] N LA RERFEEED

report abuse or suspected abuse of: FERFET
e Achild, o GlEE;
e An older adult, o EFEN
e Aresident of a nursing facility, o CEMRERAVERE B
or
e An individual receiving mental o PEZH{ERRBUERE RS
health or HIAA: -

intellectual/developmental
disability services.

Failure to report abuse or suspected abuse is | FHARBEHEBERTEGELERFIEN: - Btz

punishable by law and may result in the IEE e ZEEAEREST > Bt g EsUk
termination of the provider’s enroliment. PRt A MRk -
D. If provider provides service-related IR A BB A TR Ht B AR A RR Y 58

transportation services or travels directly | ks - ARG ICEEE RE#E
between consumers’ homes in the same %E@KE?%%%%E? ) EUHE’&?%%@E%UZ\
day, provider must have and maintain a Zﬁi@E\ﬁxzﬁifﬁfﬁfﬁﬁ‘ﬁ]ﬂ{%ﬁﬁﬁﬁﬂ/ﬂ%%‘iﬁﬁ

valid driver’s license and automobile SRR RbR bR o AR TE B RN
insurance coverage, as required by law. {E H 7] ODHS &t — R E (R R RS

Provider is required to give ODHS proof Ll Ej%ﬁﬂ%{%ﬁﬁ%%ﬁ ’ EUJ%E'&%% ’
of automobile insurance coverage every MREs TR - SIRIRPFR A AR H

six months, or sooner if coverage AR B S EE R  FIFR TS AFRA
renews. Provider understands service- S A SRR R A SRS g
' (o

related transportation or travel time will
not be authorized or paid if provider
does not have a valid driver’s license and
automobile insurance.
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Consumer-employer eligibility - ;4 &2&E X HEHK

Consumer-employer eligibility

HELRIHER

Provider will be paid based on:

Rt B R ERIE TYITH B E4E

e This Agreement,

o Ak

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

o HEIMINEZRIGEZ S (OHCC) FIARHS
e BEIME T (SEIU) A 503 5fr 8~
[ERT R E VRS B ik  DAK

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

o EFRVE{TITEUEM CEEEZ RIS
RS A BT AR R 2 &
FIRBHIHEEREE) -

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).

s fE it B e e & £ TEI T LU
7. ODHS SIS A IRIs R (AAA) BZERIE:
BIR BRI IR I S4a (T - 42 N YIHE
TEIL T AT TR S (Y e ERa (T

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

o KRESEEEZAEZHEERE LR ETE]
FUEFS 5 B TP AR

e Services provided for more
hours than authorized, or

o TRt RIS IRERF BHIIRSS © 2L

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

o [IRABEMEZIRG NG SR TIRAHY
s -

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

e S u/aE 4 ODHS Hikkieft#
VRIS
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Recordkeeping, access and confidentiality of consumer-

S

employer records - JHEEHE X LHNRT. EREBRNEER

Recordkeeping, access and confidentiality
of consumer-employer records

HEERILCHARET - ERERNRERK

Provider understands and agrees that:

AR s P At e gl 5] =

PRIFACSE

A. Recordkeeping:

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.

B TE I 7 B M S I BRI fj 4 2

(gD = B5fERR ) PUREAR B TR Bt Efe it
18 F a5 2 B Aa s A BV AT ELA S - ik
BRI B ERFATALCH: > e HRE A
s et G HEE R £ HikBiefdt
GIRREHTTECR R SR L i E B sy Bae ik

B -

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

AR HR AL ME CR 17 LR SR tAE 52 3(A)()
TEFTAHI R A R - BARRLA YRS Ry
AE

e Six years following final
payment and
termination of this
Agreement

FESERCEAR —EE 1 HA RS (R IR HI /N

e Any period as required
by applicable law, or

AT EERHIR © 5

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

E IR AR5 TS A A BRI
T~ PHEGETEAGE R I
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of consumer-employer records

Recordkeeping, access and confidentiality

HEERTCHRNIRT  ERERNRERR
K

B. Access:

SRR :

provided under this Agreement shall be
made immediately available to the

representatives to examine, audit and
make copies upon request:

All financial and timekeeping records and
all other documentation related to services

following entities and their duly appointed

BB A s P HR Bt B A RV P A T 55 A
IRFFEISC B S FLA AT A S B HEAE 1t R L
EAREZARREERR IR E - &
& ZElE

e ODHS e ODHS
e OHA e OHA
e The consumer-employer o HTERETE

e The APD or AAA local office

o APD = AAA E N

e The Oregon Department of
Justice Medicaid Fraud Unit

o [RENEMNEAH Medicaid FEECEL (L

Office,

e The Oregon Secretary of State o

(R e PP M5 YR . 2

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

e [ Medicare £ Medicaid %+
L s PAR

e The federal government.

o IFREUT -

Confidentiality - & {2k

Confidentiality

PREARRK

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.

A iR (gt ie - ikbseft 2/ e f it
HOHEEREARIIFTEENRE - IkBiedt
i EUNE A e EAV(E R - Eith APD ¢
AAASRNE ~ Ry B e EIR IR R OR i
st L EEE - HIE A ARIENTE
SN AR
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Active enroliment - =5t

Active enrollment

X Bt

By signing this Agreement, the provider
agrees provider is available and able to
provide services to one or more
consumer-employers who are eligible
for publicly funded in-home services in
Oregon. This Agreement and the
provider’s enrollment will be
deactivated if services are not
authorized or paid during a twelve-
month period. After deactivation, the
provider may reapply for enrollment as
an HCW if provider wants to provide
services to ODHS consumer-employers.

B AR ARG A& FE R B A%
— e BRI ek E R M A SRR B B 2
[ERIRBHIHEEE EIR AR - MRS
+ A B REARR IS SRR SR (T Ao s
fEft AR & R - AR AL B HURE M IR
Zi& o ARABTREEE Ry ODHS K ME #e Tie
iR - Bt (g v] Ee FR st it -

Eligibility and continued participation - &R iFiE2

Eligibility and continued participation

ERAFRSH

Eligibility and continued participation as a
HCW depend on provider:

B LI BEAS DA HCW Y 5 43 548 5 B 16
Bl EE A

e Signing this Agreement

o RN

e Completing a new agreement when
required

FE R SE T Tk 2 &

e Meeting all enroliment standards
described in OAR 411-031-0040

FF4 OAR 411-031-0040 iy At i
s

e Passing a background check, and

IR SR A DU

e Fulfilling all training requirements
outlined in OAR 418-020-0035
(mandatory training and competency
evaluation standards).

e OAR 418-020-0035 A 5IHIFT A 4R
RE (FBMEISROLRBETTEHAEIEAE) -

Provider must pass all required provider
enrollment database checks prior to
enrollment and recertification. This
includes, but is not limited to, the Office of
Inspector General (OIG) exclusion list,
System Award Management (SAM)
exclusion list, Social Security Administration
Death Master File, and IRS legal name and
Social Security number validation.

Aetste it et iR R 2 W alae 2 AT > 4
SR DRI e B R M E R
& - AP uEEARNREERRAZE
(OIG) HEERA4E - H4HAEETE (SAM) HERR
P it Ee e EE i FAEZE DU RS 7k
TERE I e R R -
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Provider suspensions and payment recovery - BERFF iz 4t

& EE i dR BLG £ aEEY

Provider suspensions and payment
recovery

BRI A et M s B s e

Failure of the application to be accurate in
any respect or failure to comply with the
terms of this Agreement, APD rules or
Oregon Health Authority’s rules may result
in sanctions, termination of the Agreement
or payment recovery per OAR 411-031-0020,
OAR 411-031-0040 through 411-031-0050,
OAR 411-034-0050 and 411-034-0055, OAR
411-020-

& FHEE A A AR IEME Y PR ECE RAEE ST A
ARRAIIRRRK ~ APD HYRE e s i M A B
PRRERIAE - AITATREE BRI OAR 411-
031-0020 - OAR 411- 031-0040 % 411-031-
0050 - OAR 411-034-0050 #1 411-034-0055 -
OAR 411-020-

0000 through OAR 411-020-0130 and 410-
120-1397 through 410-120-1600. Provider
may have appeal rights as described in:

0000 % OAR 411-020-0130 Lk 410-120-
1397 £ 410-120-1600 FEIFHIEL - fohafss 1151
safiEaT o iR RICE ATRE S A A MY AR
Pty b PHER] -

e OAR411-031-0050 for

e OAR411-031-0050 (ZEFEfEZIEE

homecare workers TAE#E)
e OAR 411-034-0055 for e OAR411-034-0055 (ZEHME AN
personal care attendants, and i) DAk

e OAR407-007-0200 through
410-007-0370 when based
upon a background check.

e OAR407-007-0200 % 410-007-0370
(DIEFEE SR E R IRENEL) -
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Employment relationship - E{@R%

Employment relationship

FE{RRA &

A. The provider understands provider
is not employed by the state of
Oregon, any division of ODHS or
OHA, or by any Area Agency on
Aging (AAA) and shall not for any
purposes be deemed to be an
employee of the state of Oregon
(except as set forth in law for
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.

s e fiaimig - ket a 22 En
(RN FNEURTF ~ ODHS = OHA HY{EA] 73]
AT @ RS (AAA) - R
FEERZ IR 25 1 2 R (R ] NI
ek AAA Y B T (BRIFEAER T AR EH
NEERRSTESHIR) - MRIITAER
E o EEMSEEHEERIGELZR S
ek EREE TR T ERS R
BHIFHER -

B. The consumer-employer is
responsible to locate, interview and
hire a qualified provider. The terms
of the employment relationship are
the responsibility of the consumer-
employer to establish at the time of
hire.

HEHREEFEEFN - maEMTS
BB IS - HEEREEFAER
feE R Bt Bt e 5 T 1L feE (R RE (R AY IR AK
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Medicaid participation - Medicaid 21

Medicaid participation

Medicaid £8i

Provider understands and agrees that:

AR s He At e gl 5] =

A. ODHS will verify whether
information disclosed by provider is
true and accurate. This information
will be used to administer the
Medicaid program.

ODHS Krer s ik s iRt P B &l
BIEE HIEMERR o ZEEHRF AR
17 Medicaid & -

B. Provider will notify ODHS of any
changes which would affect this
Agreement, or payment for services
covered by this Agreement, within
thirty (30) days of the change. This
includes but is not limited to
changes in name, contact
information or criminal records.

H AT TENE E RGBS AR
sk RIS - iRBs iRt ER e
AR =1 (30) KPYiEA] ODHS - Hrf

BFEEAIRPESR - B &I EILIRET

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.

PR 18 (s e ey i e 1| R B A PR AR
€ HBRMmERET ST AR ey L
E o BEARBESSRGIISREATT S BEHRVER -
HRE g HE RS AR M R L -

D. 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.

P AR5 12 H o e 52 L I B A Fi7 38 R Y (]
HBEBCGEA AR T g DAE I T 2
HEER - BB T - HEEGEEETT
feftas s e B IE A\ e - &
AR NS A% (AAA) 2 ODHS -
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Medicaid participation

Medicaid £:8i

E. 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.

HR B TR I A T T e I A &l
Y E HIEHEERR - S5 {E8L ODHS Hy(Lf
WEBEET > EEfUREMERN - FEiet
S EE AN EERRBR AR > FRE
ZENTBUEM BSOS ARAVEETD - talge
[EIHF S B A SRS - BRI EATRR
1E4E% 5% ODHS fRstefit = dmss - HuH
ODHS fksste it & dmst K oaEs ML M dhas
i e

F. 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.

AR ke R E 7 72 5 Medicare &
& ~ Medicaid 51 #2058 {@FE Rk ETEI5E
YEHEH DAZK > BRI TR AL S BT 12 L5t
=E BT L TRAC 8 -

G. ODHS will not use public funds to
support, in whole or in part, the
employment of individuals in any
capacity who have been convicted of
a crime identified in ORS 443.004(3)
and who have contact with
Medicaid-eligible individuals.

ODHS A F AR B EMHAE T E
Bl Fl 4 458 E] ORS 443.004(3) Hr51 -
JEIETT R IR ¥ B Medicaid S8 A 1H
HEEES IR REIPANG S SRR Lo
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Services - fR#

Services A%
Provider understands and agrees that: AR %5 b = R ol [ 7
A. Provider shall perform services AR PR T B FH RV AR N RIRE
identified in the consumer-employer | #WTHE#E FRBETEFITIEEE T
service plan and task list in IRk -

accordance with the following rules,
as applicable:

i. OAR chapter 411, division 30 OAR £ 411 =55 30 €] (|EZRTS)

(In-Home Services)

ii. OAR chapter 411, division 34 OAR % 411 =5 34 6 (JNBURFETEI{E A0

(State Plan Personal Care) #)

iii.  OAR chapter 411, division 35 OAR z£ 411 & 2¢ 35 &7 (K-State Plan 5/
(K-State Plan Ancillary A7)
Services)

iv.  OAR chapter 411, division 32 OAR % 411 Z5E 32 € (FEhmINE F&t
(Oregon Project &)
Independence)

B. Provider shall not enter into any ARt E A S TR B a4V R
subcontract or authorize another AR FE RS TR A Eh TK%’JZ*%TH%E’J
person to perform the services AeA% - AR TR ALEIR M - FaT 0 EaEIEd
authorized by this Agreement on MEHE A ARARFIRE RSN TIREEEN
behalf of provider. Provider Medicaid FERT By ERF & 2 VAT -

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 - &4t

Payment Gt
Provider understands and agrees that: AR %5 B R Al [ 7
A. ODHS shall pay provider on behalf ODHS JERFTHE L TR A2 it

of consumer-employers for HCW i F E USSR P RET HOW B sa it
services provided under this AR5 HR AL - Fy ODHS ({HRAF ELHHE
Agreement that are prior authorized (A48 3525 ORS 293.462 {45 - B
for payment. Payments made by ODHS [t E R 2 45 (AR
ODHS from public funds are subject ODHS RIS LS5 75920 BH A OAR &5
to ORS 293.462. ODHS and 411 B4 27 E5F1EE 31 &7 -~ OAR 45 407 =
provider’s obligations with respect 55120 &iLLE

to ODHS payments to provider are
described in OAR chapter 411,
divisions 27 and 31; OAR chapter
407, division 120; and

OAR chapter 410, division 120. OARZE 410 Z25 120 &) -
B. Provider will be paid at the wage ARt R erfR s OHCC 1 SEIU 28 503
rate agreed upon in the collective Sers 2 M gs] 2 B A B i AT

bargaining agreement between wte E HHT BB RIES4E (T -

OHCC and SEIU, 503.

C. Any payment for services provided P R E B HE B R AT ALY
to ineligible consumer-employers or | BEGEARIEGTHENIRSS » IRt ETF R
for services that were not authorized | EEFE(E(T4EHIEE - ODHS KA g {Fk
is the sole responsibility of the FFEEMIVHE R R LIRS - thAE
provider. ODHS will not make PHE ARSI IR RS TR L4 1T -
payments on behalf of ineligible
consumer-employers or for services
that were not authorized.

D. ODHS payment for any service ODHS $t¥HRIB A TR AL 2 AFAT AR P
provided under this Agreement is HMITHVETE R BRsE T - IR RitE NS

payment in full. Provider may not PHNYIIHEE R E S R FEONEE R Y
charge the consumer-employer, ora | FREERITAEH
relative or representative of the
consumer-employer, for:

e Items included in service payments e G&E HRYIHEE

e Any items for which ODHS makes J&J> ODHS &EfIHiERERIEE § 2
payments, or
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Payment

it

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

IR HE B B By M T e L e By (L el 2
SN - BT IR R A
S ) ODHS i -

E. As a condition of payment, provider TEREa IR - IR AR &R
must meet and maintain compliance | HESFARER NFILAAHIE - OAR 407-
with this Agreement and payment 120-0300 # 407-120-1505 ~ OAR Z£ 410
rules OAR 407-120-0300 through == 120 § ~ 42 CFR 455.400 % 455.470
407-120-1505, OAR chapter 410, (41F ) LR 42 CFR 455.100 %
division 120, 42 CFR 455.400 through 455.106 -

455.470, as applicable, and 42 CFR
455.100 through 455.106.

F. ODHS may recoup any overpayment ODHS mJgEsrfRiE OAR 410- 120-1397 &
made to provider as authorized per 410-120-1600 HYF52H#E DL S R45 2 FH HY £E 48
OAR 410- 120-1397 through 410-120- |  S5&EBSH e EHEAT A Bt (gt ey
1600 and in accordance with the LG - PR ERIRN I A KE R
applicable collective bargaining & B R A4E (T -
agreement. This includes, but is not
limited to, withholding of future
payments to provider.

G. Payment for HCW services TE 2 Z ekl - 8 H R RARR Z 1% P
performed beyond the current fEft” HCW BRigrv4a (7 1 ODHS & & (i
biennium at the time of signing is B NGRS PTESAIRESK - ZEIRYIRE] ~ 7>
contingent on ODHS receiving from FCEIH &R B RS PRI B ST 5 e PA
the Oregon Legislative Assembly % ODHS fE & HRANTTEURAE LEETR A
appropriations, limitations, &l e
allotments or other expenditure
authority sufficient to allow ODHS, in
its reasonable administrative
discretion, to continue to make
payments.

H. ODHS will not pay provider for work ODHS B A E4a TR AL ELT THIHARI T

performed:

HITHY AR

Before the agreement is completed
and ODHS issues a provider number

fE 7 & 5e itk S ODHS #Z82 fins e & dm
ST

After the agreement expires or
terminates

PR AR (2 1%
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it

e After a background check expires, or

ISR SR E S 2 1% 5 50

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

FERR B TR BE B dRst o ~ R i SR B EI 2%
1B -

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

SeRkik s i g R AR S s T Bt & dmost
AR 7] LUERS TR BT (R T

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.

fi4% OAR 410-120-1300 1 411-031-

0040 - P AR5 ok FH R B R AR S H
SARERY 12 {El A PR - BRIRHEEAEGE
fFe

Duration and termination of Agreement - 1% & HIB IR IE

Duration and termination of Agreement

R A PRI #E L

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.

A. This Agreement is good for 2 years At sE H R E LA AR A 2
from the date it was signed. The F o Rt AT R E I R 2/ ViR
provider must submit a new Agreement | Rt RKEZCHHY b A BEfEAS RIS R 3 -
at least seventy days prior to expiration
for timely processing.

B. ODHS will terminate, suspend or WS4 TNHIEN » ODHS &gkl ~ s

SCHUH I pha% - ODHS % OAR 411-
031-0050 H ATAR & HY s L sk B (AR 14
TEHBR > TR LA 5% H R &% an S A
Aeste & dmort Lt -

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.

AR Rt R e R R A e B HLIERERY EEREK
EARBCEEAETERE > FRIE ODHS HE
ZHERTTE Medicaid BRI EFZS -
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Duration and termination of Agreement

IR RAYAPR A1 IE

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

G REENEE (LEZeE%) B
IR SRS (A Medicaid 3
#5; CHIP 3 EREEILL -

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.

ARt E K1 Medicare f1 Medicaid i
%L (CMS) 5 ODHS $2HH Bk %19 30 K
Nz ODHS F e ry = Fe s —4H45

& > BRIE ODHS HEEAFF& Medicaid &
SR ER 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

AR iRt e 2% 10 £ EEIREILIRE
I8 > BCEETEREEE 28 Medicare
Medicaid =\ 5 E {#FE (rlzE T -

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 =¢ ODHS HE fr e ftEie fiiE
RAVHEEERN > 2 CMS = ODHS ik
solk et FHEs AR S 77

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.

ODHS FrigfeavE S ~ #50 ~ ZEIRYIRH] -
SCHAIEIS T AR S #HE ODHS BfF
TERTEIHIEA ke LSZ (B A sk v 2= e ]
RIS B H -

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

RFREUT B MBUR AR ~ AR BRI E
pEE ODHS fi#sg A ~ A BERIHY S
AERHA

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

TEE AR T AR IR B

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

{EAEE SRR F R E
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Duration and termination of Agreement

IR RAYAPR A1 IE

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

BRI AT SIS ER -
aree LR HY AR HHRE R s R (R N T &
BEFSHIH -

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 EEE N & L ODHS s fitAk g5 f2 it
EE NS HETE—HNRESHNE - P E
FEEFN A — IO UIRE SR ERIMUE - R
T AR R~ BRI - it
HmT ATREEfRIE OAR 407-120-0360 78
FIRZI A - IessieftE A g s Ry
S RS A e LR MR e -

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

AR SR BB R BE T e FiT A WA R SRATR A
RUE -

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

ODHS wJfE FfkBie it et S mima &b
HRF &% B 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.

Bt At nE B RS A i T B R
i N B Bl I ARG IR E S TR B
B aX b AR HHAME TR A - DABBRSAR
1EAR Yk - S IEAR R A (REEPR IR B 4t
FAEA e A SEHE AR 75 H HAFE TR Bt Or
A EH HHYRT A 775
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Provider certifies - [R¥IR & A

Provider certifies

fea et &SN

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

Aeste it 2L E S AT B A  1E
GG BN R NR L ) S

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

fiiE (HEnRINEERRE]) (ORS)320.005
2 320.150 F1 403.200 % 403.250 Ffuiy
INESE + BAKe

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

ORS % 118 ~ 314~ 316 ~ 317 ~ 318 ~ 321
M1323 % 5 DIK

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

iR fREE ORS 305.620 A& jitiHy & ks
E

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

AR A% TR A T S T g AV TR RK

e Provider is exempt from backup
withholding

ARt B AR - A RN Gt HIRY
TR K

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

BB (IRS) A TEATE PSR U A A
FITA R R4 RITT TR i PRV R
Rk

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

IRS EEFIIRB e &1/ T st Y
THIORTREE -

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.

AR st 2R AR A e Ere s - A
MR EAVRERR ~ SR PREGES - MR
Tl ~ IEWHIRRE ~ MEFEGERE (40 (SRR
EALEZE) FAER) - S8 FHIRE L
AEHiceHEERE LA ~ 555 KA
FIIRFEK
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Provider certifies

feBs et EEH

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.

AR R EEE T fEERIEREE
B B o RAEAEE BN NEE EE
FIAERE - EA1E
https://www.treasury.gov/ofac/downloa
ds/sdnlist.pdf 4guLEHfS3% 45 -

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.

At EmeaE - (ERENR A E
%) ~ ORS 180.750 % 180.785 7 H X HH ik
PRt BT EE L BT BT T R

(41 ORS 180.750 friEse ) LA BLAT A
[58 SELERT TAS s AH B LR R aR e (T 2 i
BERAN T, -

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.

ARG R EEERERE - B B B S
7 TREHE |, (41 ORS 180.750 FiiE

) o W HEE /& ORS 180.755 At
2R TR o

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

MBI i — DR ER - bR T AR ATARE
AIFRAE SN - AORMBs R g fEt (B
B ATEE ) NEHH - SRS

(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.

(EREZAMASEE) (RSN INAE R
) FrERIERT Ry - RIEREN R NV iR 224
AIRE CERETRDINAE k) mfiksiedt
FIEF RN E T -
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Indemnification - {RE

Indemnification

{%Bﬁ

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.

TN ~ JEERITEY - 18
K~ HE - IEEE(T - EAME SRRk E
AR T A ek Z A2 TP AT R Bk P |
RESELIEEAARH - B fR (- e ORI A REE (D
R NEURT ~ HAHRES S R HE 8 ~ B TR
N o EERORIERE -

EREAMERERES

Provider signature - [RFFIZHtEHER

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.

Provider signature AR R L

By signing this Homecare Worker Provider | #& AERIGE TIFE RGBT HE5ERE
Enrollment Application I acknowledge that I | fUERAAMER » AN EEREE M ﬁ?ﬁﬁfﬁ%
have read the enrollment Agreement, HIIRTR ~ [FIEZ B e i B R RIS R - HA

AFEBHA A ] ODHS Frfg(hAvFTA &Y/ E
HIEMERER o« A NE—PIIEE  HEA
A T AV EAT R > AR R L
ETﬁtlﬁtxﬁﬂﬁfﬁﬁﬂﬁ sEAVARL ~ ITBUA
S RN

Print name of provider

B R e

Signature of provider

BRI

Signature date (effective date)

%%EIHH (R HI)

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

SRTRHEZ A A B I E Y E N R FEIR A
iﬁ&?ﬁzf‘@ Sl I AR A =
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Note - §f

Note

&t

Note: This form contains your personal

secured email, there is some risk it could
be intercepted by someone you did not
send it to.

information. If you return the form by un-

it ¢ ARBESEHEAEN - MREEB S
LR TEOEAE - AR AEER
AR NP N i [ 381

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

WRIEAMEEZ AN A ar A LRV TE#:
5 8 (o — A B s -

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 DEPARTMENT 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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