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Individual/Family Agreement with Direct Support Professional (DSP/Employee) 
Funding through the Department of Developmental Services
Name of Employer (Guardian / Individual / Sponsoring Person): 
Employer of Record (EOR) Name:__________________________________ DDS #:________________________________
EOR Address: __________________________________________________ State:____________  Zip_________________
Home Phone: ____________________ Cell Phone: ____________________Email: ________________________________

Name of Individual services will be provided to:  

Individual’s Name:_______________________________________________ DDS #:______________________________
Individual’s Address: _____________________________________________State:_____________  Zip_______________
Home Phone: ____________________ Cell Phone: ____________________ Email: _______________________________

Name of Direct Support Professional (DSP/Employee):
DSP’s Name:____________________________________________________ DDS #:____________________________
DSP’’s Address: _________________________________________________ State:____________  Zip_______________
Home Phone: ____________________ Cell Phone: _____________________Email: _____________________________
DDS Region: _____________ Case Manager (CM)/Broker Name: _____________________________________________

CM Phone: _________________________    CM Email Address: ______________________________________________
Type of Support and Pay Rate: 

Support Type: ________________________ Rate: _________ Weekly Hours: _________
Support Type: ________________________ Rate: _________ Weekly Hours: _________

Support Type:  ________________________Rate: __________Weekly Hours: _________ 
*Hours above are estimated and not guaranteed
Schedule/Hours of Support:      
(Attach Qualifications for Support Type when applicable)

Days/Hours of Work: 

	
	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	Hours
	     
	     
	     
	     
	     
	     
	     


Rate of Pay: $                                                                              Other:           


Training: 
Specific Training/Conditions from individual plan or LON required before working alone with Individual:     
     
If type of Support is Individual Goods and Services Supervisor: 

I, the Employer, authorize                                                                                            to sign & authorize the timesheets/ EVV visits of my other
                                                                    Name of IDGS Supervisor
employees on my behalf.                                                                     Employer Initials: _______________
Related Parties Disclosure:  
Is the applicant related to the person receiving services or the employer?         Yes                  No
If yes, What is the relationship? ____________________


Has the employer completed the Family Hire Form?    Yes            No
Date the form was completed or date to be completed (required): _____________________           Employer Initials: _________________ 
Conditions of Employment 

I understand that as a part of my employment I am responsible for completing the following, please read and initial each of the three requirements below:
1)  Using the Electronic Visit Verification (EVV) system to record time worked and services/tasks completed is required in order to be a paid DSP/employee with DDS funding. All DSPs/employees are mandated to complete EVV training and start utilizing the EVV system on the first day of employment.  DSP/Employee Initials: ____________________________              Employer Initials: __________________________ 
2)  DDS endorsed training program that is accessible on the Internet within 90 days of my hire date. The Fiscal intermediary will provide me with an access code and password. Completion of the training cannot be done during regular work hours and employee will receive stipend once completed.       DSP/Employee Initials: _________________ 

3)  Attend SEIU 1199 New Hire Orientation through Training and Upgrading Fund (TUF) within 90 days of my hire date.                                   DSP/Employee Initials_____________________
DSP/Employee Emergency Contact:
Name: _________________________________ Phone Number: ________________ Relationship to DSP/Employee: _____________________________

I agree to provide the services and supports identified in this agreement and included in the person’s individual plan, and prior to working alone with individual complete the standard training and specific training identified in the individual plan. 

DSP/Employee Signature: _____________________________________________________________ Date: ________________

Employer Signature: _________________________________________________________________   Date: ________________                                          (Guardian / Individual / or Sponsoring Person)
Total Weekly Hours of all supports:


  (Cannot be more than 40 hours





        _________
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