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H07-003 – Procedure
January 29, 2007
	TO: 
	Home and Community Services (HCS) Division Regional Administrators

Area Agency on Aging (AAA) Directors

Division of Developmental Disabilities (DDD) Regional Administrators

	FROM:
	Bill Moss, Director, Home and Community Services Division

Linda Rolfe, Division of Developmental Disabilities

	SUBJECT: 
	EMPLOYMENT ELIGIBILITY VERIFICATION FORM (I-9) FOR INDIVIDUAL PROVIDERS

	Purpose:
	To ensure ADSA meets the federal requirement of verifying that all contracted individual providers (IP) are eligible for employment in the United States.

	Background:
	DSHS indirectly acts as an agent on behalf of its clients who employ IP’s.  Therefore, DSHS must ensure its business practices include completion of I-9 forms for all IP’s prior to execution of any contracts.

	What’s new, changed, or

Clarified
	Effective immediately, the completed I-9 form and supporting documentation will be placed in the IP’s contract file before the contract is executed by an approved ADSA representative.

	ACTION:
	Effective immediately, staff assisting IP’s through the contracting process must:

· Use the new Contractor Intake form Part B (the I-9 form) for all new or renewal IP contracts, including the List of Acceptable Documents (attached); IF a valid I-9 form and supporting documents are currently in the file, you are not required to complete another I-9 form;
· Enter receipt of the I-9 form into ACD;

· Continue current contracting procedures;

· Respond to the audit process within 2 business days of request.
See the attachments below for additional information.


	Related 
REFERENCES:
	

	ATTACHMENT(S):   

	Contractor Intake Instructions:


[image: image1.emf]IPIntake-DDD  1-4-07.doc
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Audit Process of IP 1-9 Forms:


[image: image3.emf]H:\MBs\In Process\ 2006\Diane Daniels\IP I-9 Forms\AUDIT of IP I-9 Forms DECEMBER 2006.doc



	CONTACT(S):
	Debbie Johnson, Program Manager
DDD Program Support

(360) 725-3525

JohnsDA2@dshs.wa.gov
Diane Daniels, Program Manager

HCS Home & Community Programs

(360) 725-2537

Daniedk@dshs.wa.gov
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Instructions for Individual Provider Contractor Intake


Complete form in its entirety and return to Home & Community Services (HCS), Area Agency on Aging (AAA), or Division of Development Disabilities (DDD) office.


Definitions:


Individual Provider (IP) – A person working under contract with DSHS, who acts at the direction of a DSHS client living in his or her own home and provides that client with personal care, respite care (DDD), and/or health services.


Authorized Representative – A staff person, within the Aging & Disability Services Administration or its business associate, administering DSHS program services to the DSHS client.


This form is intended for individual persons and not business entities.  If you are completing this form for a business entity, please STOP and request a Contractor Intake from the person who sent you this form.

PART A – Individual Provider Information (Mandatory for all Contractors)


1. Contractor Information:  The Contractor Name is your name as it appears on your Social Security card.  If you have additional addresses, you may submit them on a separate sheet of paper.  For any additional addresses, please make sure you label the type of address (example:  home, mailing, etc.).


2. Client Specific Information:  If applicable, place the name of the individual you are seeking to provide services for.  


3. Suitability:  Individual Providers must complete and follow the directions contained in this section.


4. Completion of this section with the following is optional.


5. Previously held Social Service Payment System (SSPS) provider numbers.  List any current or previously held SSPS provider number.  If you are not sure of the number, please indicate your legal name during the time that payments were made to you.


6. Previous Contracts.  List any current or previous contracts you have entered into with the State of Washington in the past five years.


7. License Information.  Complete this section as directed.  Please include your driver’s license information.


PART B – PROVIDER ELIGIBILITY VERIFICATION also be referred to as I-9, (Mandatory for all Providers)


1. Provider Information and Verification:  All providers, citizens and non-citizens, hired after 


November 6, 1986, must complete Section 1 of this form at the time of hire, which is the actual beginning of employment.  For tax purposes, you must have a valid social security number (SSN).  Providers cannot be paid for services provided before the date that the contract is signed by DSHS/designee.


2. Authorized Representatives must complete Section 2 by examining evidence of identity and employment eligibility before the contract can be fully executed.  For providers contracting only with DDD, a notary public may be used to verify and sign this section.  This is not an option for HCS/AAA Providers.  Providers are not authorized to work until contract is fully executed.  Fully executed is defined as signed by both the provider and the DSHS staff/designee with appropriate contract signing authority.  Authorized Representatives must record:  1)  document title; 2) issuing authority; 3) document number, 4) expiration date, if any; and 5) the date employment begins.  Authorized Representative must sign and date the certification.   Provider must present original document(s).  Authorized Representatives will photocopy documents presented and these photocopies may only be used for the verification process and must be retained with the 1-9.  However, Authorized Representatives are still responsible for ensuring the 1-9’s completed.

3. Updating and Reverification.  Authorized Representatives must complete Section 3 when updating and/or reverifying the I-9.  Authorized Representatives must reverify employment eligibility of their providers on or before the expiration date recorded in Section1.  Authorized Representatives CANNOT specify which document(s) they will accept from a provider.


· If a provider’s name has changed at the time this form is being updated/reverified, complete List A.


· If a provider is rehired and this Contractor Intake form is older than one year, and the employee is still eligible to be employed on the same basis as previously indicated on this form (updating), complete Part B and the signature block.

· If an employee is rehired after one year of the date this form was originally completed and the provider’s work authorization has expired or if a current provider’s work authorization is about to expire (reverification), complete Part B, Section 2 and;


· Examine and photocopy any document that reflects that the provider is authorized to work in the U.S. (see List A, B or C).


· Record the document title; document number and expiration date (if any) in List C, and


· Complete the signature block.


Photocopying and Retaining Form 1-9.  A blank I-9 may be reproduced, provided both sides are copied.  The instructions must be available to all providers completing this form.  Authorized Representatives must retain original completed I-9s for three (3) years after the date of hire or one (1) year after the date employment ends, whichever is later.   


Privacy Act Notice.  The authority for collecting this information is the Immigration Reform and Control Act of 1986.  Pub. L 99-603 (8 USC 1324a).


PART C – STATE EMPLOYEE INFORMATION (Mandatory for all Contractors)


1. As a Contracted Individual Provider you are not considered an employee of the state of Washington.


2. Current Washington State Employee; this includes all state agencies, colleges, and community colleges.  School District employees are not included.


3. Former Washington State Employee:  this includes all state agencies, colleges, and community colleges.  School District employees are not included.  


4. Termination Date of Washington State Employment:  list last date employed for a state agency.


5. Please certify that the information provided in this form (PART A and C) is accurate by signing and dating in this section.


PART D – ETHICS CERTIFICATION FOR CURRENT STATE EMPLOYEES (Mandatory if 
Applicable)


1. Persons who are Washington State Employees or past Washington State employees must fill out the Ethics Certification form (PART D), sign the bottom, and return with your completed Contractor Intake form.
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		INDIVIDUAL PROVIDER CONTRACTOR INTAKE PART A –CONTRACTOR SPECIFIC INFORMATION







This is NOT a contract.  Part A requires general information about the contractor.  

This form must be completed, signed and submitted before any contract is offered.


		1. CONTRACTOR INFORMATION.  



		Contractor’s Name Please Print Clearly FIRST


     

		LAST


     

		MI


     

		Male  FORMCHECKBOX 


Female  FORMCHECKBOX 






		CONTRACTOR’S ADDRESS


     

		MAILING ADDRESS (PO Box or other)


     



		CITY


     



		STATE


     

		ZIP


     



		Contractor Phone




     

		Contractor Fax



     

		E-MAIL ADDRESS


     



		2. Specific Client:  If you are completing this form to provide services for a specific person please provide the following information

Name      ____________________  Family Member  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     Relationship      ___________ 



		3.
SUITABILITY:  (mandatory to establish suitability)

(a) Have you had any contract to provide services terminated for default?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No


(b) Have you had any license issued by the State of Washington revoked or suspended?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   


If Yes, Type of License       ________________



(c)
Have you had a substantiated finding of abuse, neglect or exploitation?      FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   

If you answered Yes to any of the above, please attach a list with an explanation of the situation involved.






		4.
Completion of this section with the following information is optional.



Please indicate your race or culture. Check only one group.  If you are of more than one race, please check “Other Race.”  



 FORMCHECKBOX 
 Indian (American)

 FORMCHECKBOX 
 Eskimo
 FORMCHECKBOX 
 Aleut

 FORMCHECKBOX 
 Asian Indian
 FORMCHECKBOX 
 Cambodian
 FORMCHECKBOX 
 Chinese



 FORMCHECKBOX 
 Filipino


 FORMCHECKBOX 
 Guamanian
 FORMCHECKBOX 
 Hawaiian
 FORMCHECKBOX 
 Japanese
 FORMCHECKBOX 
 Korean
 FORMCHECKBOX 
Laotian



 FORMCHECKBOX 
 Samoan


 FORMCHECKBOX 
 Vietnamese
 FORMCHECKBOX 
 Other Asian/Pacific Islander
 FORMCHECKBOX 
 Black/African-American



 FORMCHECKBOX 
 White/Caucasian

 FORMCHECKBOX 
 Other Race       ________



Are you Spanish, Hispanic, or Latino(a)?  If yes, please check one box below.



 FORMCHECKBOX 
 Mexican, Mexican-American, or Chicano
 FORMCHECKBOX 
 Puerto Rican
 FORMCHECKBOX 
 Cuban
   FORMCHECKBOX 
 Other Spanish/Hispanic/Latino(a) 



		5.
Previously held Social Service Payment System (SSPS) provider numbers.  If you have received provider payment from  DSHS under the SSPS in the past five years (does not include welfare payments), please list the numbers you used and the type of service you provided.  If you do not know the provider number, list the name services was provided under.



		PROVIDER NUMBER

		PROVIDER NAME

		SERVICE TYPE



		     

		     

		     



		     

		     

		     



		6.
Previous Contracts.  If you have ANY other contracts with the State of Washington, please list them below:      



		



		7.
License Information.  Are you licensed, certified or registered by any Washington State agency, including driver’s license?  If so, please complete the following:



		TYPE OF LICENSE

		LICENSE NUMBER

		EXPIRATION DATE



		     

		     

		     



		     

		     

		     





		[image: image3.wmf]

		INDIVIDUAL PROVIDER CONTRACTOR INTAKE


PART B – DDD Provider Eligibility Verification



		Please read instructions carefully before completing this form.  The instructions must be available during completion of this form.  This form is provided to you by the State of Washington and/or its Representative(s) on behalf of the DSHS Client and/or their Family.  Please be advised, upon hire, you will be employed by the DSHS Client and not considered an employee of the state of Washington.



		Section 1.  Provider Information and Verification.  To be completed and signed by Provider at the time service begins. 



		Print Name:  Last

		First

		Middle Initial

		Maiden Name






		Address (Street Name and Number)

		Apt. #

		Date of Birth (month/day/year)






		City

		State

		Zip Code

		Social Security Number (SSN)





		I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in connection with the completion of this form.

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


· A citizen or national of the United States


· A Lawful Permanent Resident (Alien#) A  ________________


· An alien authorized to work until _______________________


(Alien # or Admission #)  ______________________________



		Provider’s Signature

		Date (month/day/year)





		Section 2.  Representative Review and Verification.  To be completed and signed by Authorized Representative.  Examine one document from List A OR examine one document from List B and one from List C, as listed on the Instructions page.  Record the document’s title, number, and expiration date (if any) .  



		List A


Document title: ____________________________


Issuing authority: __________________________


Document #:  _____________________________


     Expiration Date (if any)

_____________________________

		OR




		List B


______________________________


______________________________


______________________________


______________________________

		AND

		List C

_____________________________


_____________________________


_____________________________


_____________________________



		NOTARY PUBLIC




		State of ____________________________


County of __________________________


I certify that I have examined the document(s) presented by the above-named individual, that the above-listed document(s) appear to be genuine and correct copy of documents in the possession of ________________________________________.  


                                                                                                               DATED:   _______________________________  


                                                                                  ___________________________________________


     (Seal or Stamp)                                                                                                         (Signature)


                                                                                                                Title:  ______________________________________________________


                                                                                                               My appointment expires: _______________________________________






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



		Signature of Authorized Representative

		Print Name

		Title





		Organization or Business Name

		Address (Street Name and Number, City, State, Zip Code)

		Date (month/day/year)






		Section 3.  Updating and Reverification.  To be completed and signed by Authorized Representative.  



		A.  New Name (if applicable)

		B.  Date of rehire (month/day/year) (if applicable)






		C.  If Provider’s previous grant of work authorization has expired, provide the information below for the document that establishes current provider  

eligibility.


 
Document Title:  __________________________  Document #:  __________________   Expiration Date (if any):  ____________________



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



		Signature of Authorized Representative 

		Date (month/day/year)





		LISTS OF ACCEPTABLE DOCUMENTS





		

		LIST A

		

		LIST B

		

		LIST C



		

		Documents that Establish Both Identity and Employment Eligibility

		

		Documents that Establish Identity

		

		Documents that Establish Employment Eligibility



		

		

		OR

		

		AND

		



		1.

2.

		U.S. Passport (unexpired or expired)

Certificate of U.S. Citizenship (Form N-560 or N-561)




		

		1.

		Driver’s license or ID card issued by a state or outlying possession of the United States provided it contains a photograph or information such as name, date of birth, gender, height, eye color and address.




		1.

		U.S. social security card issued by the Social Security Administration (other than a card stating it is not valid for employment)



		3.


4.

		Certificate of Naturalization (Form N-550 or N-570) 


Unexpired foreign passport, with I-551 stamp or attached

		

		2.

		ID card issued by federal, state or local government agencies or entities, provided it contains a photograph or information such as name, date of birth, gender, height, eye color and address.

		2.

		Certification of Birth Abroad issued by the Department of State (Form FS-545 or Form DS-1350)



		

		Form 1-94 indicating unexpired employment authorization

		

		3.


4.

		School ID card with a photograph


Voter’s registration card

		3.

		Original or certified copy of a birth certificate issued by a state, county, municipal authority or outlying possession of the United States bearing an official seal.



		5.

		Permanent Resident Card or Alien Registration Receipt Card with photograph (Form I-151 or I-551)

		

		5.


6.

		U.S. Military card or draft record


Military dependent’s ID card




		4.




		Native American tribal document






		6.

		Unexpired Temporary Resident Card (Form I-688)




		

		7.

		U.S. Coast Guard Merchant Mariner Card

		5.

		U.S. Citizen ID Card (Form 


I-197)



		7.

		Unexpired Employment Authorization Card (Form 


I-688A)




		

		8.

		Native American tribal document

		

		



		8.

		Unexpired Re-entry Permit (Form I-327)

		

		9.

		Driver’s license issued by a Canadian government authority




		6.

		ID Card for use of Resident Citizen in the United States (Form I-179)






		9.

		Unexpired Refugee Travel Document (Form I-571)

		

		

		For persons under age 18 who are unable to present a document listed above:




		

		



		10.

		Unexpired Employment Authorization Document issued by DHS that contains a photograph (Form I-688B)

		

		10.


11.

		School record or report card


Clinic, doctor, or hospital record




		7.

		Unexpired employment authorization document issued by DHS (other than those listed under List A)



		

		

		

		12.

		Day-care or nursery school record
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		INDIVIDUAL PROVIDER CONTRACTOR INTAKE


PART C – STATE EMPLOYEE INFORMATION





This is NOT a contract.  Part C requires information specific to the contract you wish to enter.  


A contract cannot be issued without this information.


		1.
Are you a current Washington State employee or an employee of a State University or Community College?    State University and Community College employees are considered Washington State employees.  

School District Employees are not considered State employees in this context.  


 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

2.
Have you ever been employed by the State of Washington? 


  FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO



3.
If yes, what year did your employment terminate with the State of Washington?        

  Date      _________________


4.  If your answer to question 1 above was yes or your answer to question 2 was yes and the date in question 3 was within the last two years you must fill out Part D and return with Part A, B and C of this intake form.  






		5.  I certify, under penalty of perjury as provided by the laws of the State of Washington, that all of the foregoing statements are true and correct, and that I will notify DSHS of any changes in any statement.



		Contractor Signature




		Date            



		Printed Name     


       

		Title    
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		INDIVIDUAL PROVIDER CONTRACTOR INFORMATION


PART D – ETHICS CERTIFICATION FOR CURRENT STATE EMPLOYEES



		This is NOT a contract.  Part D requires information to avoid conflict with 42.52 RCW, Ethics in Public Service.  A contract cannot be issued without this information.






		CONTRACTOR NAME


     



		SERVICES THE CONTRACTOR WILL PROVIDE


     



		CURRENT STATE OFFICER/EMPLOYEE NAME


     



		CURRENT STATE EMPLOYER


     



		TITLE OF YOUR STATE JOB


     



		





		I hereby certify that the following statements are true:


· I am a current state employee;


· My role as an individual provider is not in conflict with the proper discharge of my official duties as a state employee;

AND ONE OF THE FOLLOWING IS ALSO TRUE:


1. I will not receive any thing of economic value under the contract as defined in RCW 42.52.010 (20); 

OR


2. I have complied with RCW 42.52.030 (2);


OR


3. I meet all of the following conditions:


a.
The contract is genuine and I will actually perform work under the contract.


b.
Performance of the contract is not within the course of my actual duties or under my direct supervision in my capacity as a state officer or employee.

c.
Performance of the contract will not require me to reveal any confidential information or cause me to violate any state agency rules pertaining to outside employment.

d.
The contract is neither performed for nor compensated by someone from whom I am prohibited from accepting a gift (those prohibited gift givers include all persons who are regulated by DSHS).


e.
The contract is not one expressly created or authorized by me in my official capacity as a state officer or employee.



		I certify, under penalty of perjury as provided by the laws of the State of Washington, that the statements made in this Ethics Certification are true and correct, and that I will notify DSHS of any changes in any statement.



		Employee Signature

		     

Date   



		     

Printed Name     

		     

Title     





DDD INDIVIDUAL PROVIDER CONTRACTOR INTAKE (Revised 1/4/2007)

DDD INDIVIDUAL PROVIDER CONTRACTOR INTAKE (Revised 1/4/2007)
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Instructions for Individual Provider Contractor Intake


Complete form in its entirety and return to Home & Community Services (HCS), Area Agency on Aging (AAA), or Division of Development Disabilities (DDD) office.


Definitions:


Individual Provider (IP) – A person working under contract with DSHS, who acts at the direction of a DSHS client living in his or her own home and provides that client with personal care, respite care (DDD), and/or health services.


Authorized Representative – A staff person, within the Aging & Disability Services Administration or its business associate, administering DSHS program services to the DSHS client.


This form is intended for individual persons and not business entities.  If you are completing this form for a business entity, please STOP and request a Contractor Intake from the person who sent you this form.

PART A – Individual Provider Information (Mandatory for all Contractors)


1. Contractor Information:  The Contractor Name is your name as it appears on your Social Security card.  If you have additional addresses, you may submit them on a separate sheet of paper.  For any additional addresses, please make sure you label the type of address (example:  home, mailing, etc.).


2. Client Specific Information:  If applicable, place the name of the individual you are seeking to provide services for.  


3. Suitability:  Individual Providers must complete and follow the directions contained in this section.


4. Completion of this section with the following is optional.


5. Previously held Social Service Payment System (SSPS) provider numbers.  List any current or previously held SSPS provider number.  If you are not sure of the number, please indicate your legal name during the time that payments were made to you.


6. Previous Contracts.  List any current or previous contracts you have entered into with the State of Washington in the past five years.


7. License Information.  Complete this section as directed.  Please include your driver’s license information.


PART B – PROVIDER ELIGIBILITY VERIFICATION also be referred to as I-9, (Mandatory for all Providers)

1. Provider Information and Verification:  All providers, citizens and non-citizens, hired after 


November 6, 1986, must complete Section 1 of this form at the time of hire, which is the actual beginning of employment.  For tax purposes, you must have a valid social security number (SSN).  Providers cannot be paid for services provided before the date that the contract is signed by DSHS/designee.


2. Authorized Representatives must complete Section 2 by examining evidence of identity and employment eligibility before the contract can be fully executed.  For providers contracting only with DDD, a notary public may be used to verify and sign this section.  This is not an option for HCS/AAA Providers.  Providers are not authorized to work until contract is fully executed.  Fully executed is defined as signed by both the provider and the DSHS staff/designee with appropriate contract signing authority.  Authorized Representatives must record:  1)  document title; 2) issuing authority; 3) document number, 4) expiration date, if any; and 5) the date employment begins.  Authorized Representative must sign and date the certification.   Provider must present original document(s).  Authorized Representatives will photocopy documents presented and these photocopies may only be used for the verification process and must be retained with the 1-9.  However, Authorized Representatives are still responsible for ensuring the 1-9’s completed.

3. Updating and Reverification.  Authorized Representatives must complete Section 3 when updating and/or reverifying the I-9.  Authorized Representatives must reverify employment eligibility of their providers on or before the expiration date recorded in Section1.  Authorized Representatives CANNOT specify which document(s) they will accept from a provider.


· If a provider’s name has changed at the time this form is being updated/reverified, complete List A.


· If a provider is rehired and this Contractor Intake form is older than one year, and the employee is still eligible to be employed on the same basis as previously indicated on this form (updating), complete List B and the signature block.


· If an employee is rehired after one year of the date this form was originally completed and the provider’s work authorization has expired or if a current provider’s work authorization is about to expire (reverification), complete Part B, Section 2 and;


· Examine and photocopy any document that reflects that the provider is authorized to work in the U.S. (see List A, B or C).


· record the document title; document number and expiration date (if any) in List C, and


· complete the signature block.


Photocopying and Retaining Form 1-9.  A blank I-9 may be reproduced, provided both sides are copied.  The instructions must be available to all providers completing this form.  Authorized Representatives must retain original completed I-9s for three (3) years after the date of hire or one (1) year after the date employment ends, whichever is later.   


Privacy Act Notice.  The authority for collecting this information is the Immigration Reform and Control Act of 1986.  Pub. L 99-603 (8 USC 1324a).


PART C – STATE EMPLOYEE INFORMATION (Mandatory for all Contractors)


1. As a Contracted Individual Provider you are not considered an employee of the state of Washington.

2. Current Washington State Employee; this includes all state agencies, colleges, and community colleges.  School District employees are not included.


3. Former Washington State Employee:  this includes all state agencies, colleges, and community colleges.  School District employees are not included.  


4. Termination Date of Washington State Employment:  list last date employed for a state agency.


5. Please certify that the information provided in this form (PART A and C) is accurate by signing and dating in this section.


PART D – ETHICS CERTIFICATION FOR CURRENT STATE EMPLOYEES (Mandatory if 
Applicable)


1. Persons who are Washington State Employees or past Washington State employees must fill out the Ethics Certification form (PART D), sign the bottom, and return with your completed Contractor Intake form.
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		HCS/AAA INDIVIDUAL PROVIDER CONTRACTOR INTAKE PART A –CONTRACTOR SPECIFIC INFORMATION







This is NOT a contract.  Part A requires general information about the contractor.  

This form must be completed, signed and submitted before any contract is offered.


		1. CONTRACTOR INFORMATION.  



		Contractor’s Name Please Print Clearly FIRST


     

		LAST


     

		MI


     

		Male  FORMCHECKBOX 


Female  FORMCHECKBOX 






		CONTRACTOR’S ADDRESS


     

		MAILING ADDRESS (PO Box or other)


     



		CITY


     



		STATE


     

		ZIP


     



		Contractor Phone




     

		Contractor Fax



     

		E-MAIL ADDRESS


     



		2. Specific Client:  If you are completing this form to provide services for a specific person please provide the following information

Name      ____________________  Family Member  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No     Relationship      ___________ 



		3.
SUITABILITY:  (mandatory to establish suitability)

(a) Have you had any contract to provide services terminated for default?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No


(b) Have you had any license issued by the State of Washington revoked or suspended?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   


If Yes, Type of License       ________________



(c)
Have you had a substantiated finding of abuse, neglect or exploitation?      FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   

If you answered Yes to any of the above, please attach a list with an explanation of the situation involved.






		4.
Completion of this section with the following information is optional.



Please indicate your race or culture. Check only one group.  If you are of more than one race, please check “Other Race.”  



 FORMCHECKBOX 
 Indian (American)

 FORMCHECKBOX 
 Eskimo
 FORMCHECKBOX 
 Aleut

 FORMCHECKBOX 
 Asian Indian
 FORMCHECKBOX 
 Cambodian
 FORMCHECKBOX 
 Chinese



 FORMCHECKBOX 
 Filipino


 FORMCHECKBOX 
 Guamanian
 FORMCHECKBOX 
 Hawaiian
 FORMCHECKBOX 
 Japanese
 FORMCHECKBOX 
 Korean
 FORMCHECKBOX 
Laotian



 FORMCHECKBOX 
 Samoan


 FORMCHECKBOX 
 Vietnamese
 FORMCHECKBOX 
 Other Asian/Pacific Islander
 FORMCHECKBOX 
 Black/African-American



 FORMCHECKBOX 
 White/Caucasian

 FORMCHECKBOX 
 Other Race       ________



Are you Spanish, Hispanic, or Latino(a)?  If yes, please check one box below.



 FORMCHECKBOX 
 Mexican, Mexican-American, or Chicano
 FORMCHECKBOX 
 Puerto Rican
 FORMCHECKBOX 
 Cuban
   FORMCHECKBOX 
 Other Spanish/Hispanic/Latino(a) 



		5.
Previously held Social Service Payment System (SSPS) provider numbers.  If you have received provider payment from  DSHS under the SSPS in the past five years (does not include welfare payments), please list the numbers you used and the type of service you provided.  If you do not know the provider number, list the name services was provided under.



		PROVIDER NUMBER

		PROVIDER NAME

		SERVICE TYPE



		     

		     

		     



		     

		     

		     



		6.
Previous Contracts.  If you have ANY other contracts with the State of Washington, please list them below:      



		



		7.
License Information.  Are you licensed, certified or registered by any Washington State agency, including driver’s license?  If so, please complete the following:



		TYPE OF LICENSE

		LICENSE NUMBER

		EXPIRATION DATE



		     

		     

		     



		     

		     

		     





		[image: image3.wmf]

		INDIVIDUAL PROVIDER CONTRACTOR INTAKE


PART B – HCS/AAA Provider Eligibility Verification



		Please read instructions carefully before completing this form.  The instructions must be available during completion of this form. 


This form is provided to you by the State of Washington and/or its Representative(s) on behalf of the DSHS Client and/or their Family.  Please be advised, upon hire, you will be employed by the DSHS Client and not considered an employee of the state of Washington.


Section 1.  Provider Information and Verification.  To be completed and signed by Provider when contracted. 


Print Name:  Last


First


Middle Initial


Maiden Name


Address (Street Name and Number)


Apt. #


Date of Birth (month/day/year)


City


State


Zip Code


Social Security Number (SSN)

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in connection with the completion of this form.


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


· A citizen or national of the United States


· A Lawful Permanent Resident (Alien#) A  ________________


· An alien authorized to work until _______________________


(Alien # or Admission #)  ______________________________


Provider’s Signature

Date (month/day/year)

Section 2.  Representative Review and Verification.  To be completed and signed by Authorized Representative.  Examine one document from List A OR examine one document from List B and one from List C, as listed on the Instructions page.  Record the document’s title, number, and expiration date (if any) .  

List A


Document title: ____________________________


Issuing authority: __________________________


Document #:  _____________________________


     Expiration Date (if any):  __________________

Document #:  _____________________________


     Expiration Date (if any):  __________________

OR


List B


______________________________


______________________________


______________________________


______________________________


AND

List C

_____________________________


_____________________________


_____________________________


_____________________________


CERTIFICATION – I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named individual, that the above-listed document(s) appear to be genuine and to relate to the individual named, that the individual was contracted on (month/day/year) _______________ and that to the best of my knowledge the individual is eligible to work in the United States.  

Signature of Authorized Representative

Print Name


Title

Organization or Business Name


Address (Street Name and Number, City, State, Zip Code)

Date (month/day/year)


Section 3.  Updating and Reverification.  To be completed and signed by Authorized Representative.  

A.  New Name (if applicable)

B.  Date of rehire (month/day/year) (if applicable)


C.  If Provider’s previous grant of work authorization has expired, provide the information below for the document that establishes current provider  

eligibility.


 
Document Title:  __________________________  Document #:  __________________   Expiration Date (if any):  ____________________


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

Signature of Authorized Representative 

Date (month/day/year)







		LISTS OF ACCEPTABLE DOCUMENTS





		

		LIST A

		

		LIST B

		

		LIST C



		

		Documents that Establish Both Identity and Employment Eligibility

		

		Documents that Establish Identity

		

		Documents that Establish Employment Eligibility



		

		

		OR

		

		AND

		



		1.

2.

		U.S. Passport (unexpired or expired)

Certificate of U.S. Citizenship (Form N-560 or N-561)




		

		1.

		Driver’s license or ID card issued by a state or outlying possession of the United States provided it contains a photograph or information such as name, date of birth, gender, height, eye color and address.




		1.

		U.S. social security card issued by the Social Security Administration (other than a card stating it is not valid for employment)



		3.


4.

		Certificate of Naturalization (Form N-550 or N-570) 


Unexpired foreign passport, with I-551 stamp or attached

		

		2.

		ID card issued by federal, state or local government agencies or entities, provided it contains a photograph or information such as name, date of birth, gender, height, eye color and address.

		2.

		Certification of Birth Abroad issued by the Department of State (Form FS-545 or Form DS-1350)



		

		Form 1-94 indicating unexpired employment authorization

		

		3.


4.

		School ID card with a photograph


Voter’s registration card

		3.

		Original or certified copy of a birth certificate issued by a state, county, municipal authority or outlying possession of the United States bearing an official seal.



		5.

		Permanent Resident Card or Alien Registration Receipt Card with photograph (Form I-151 or I-551)

		

		5.


6.

		U.S. Military card or draft record


Military dependent’s ID card




		4.




		Native American tribal document






		6.

		Unexpired Temporary Resident Card (Form I-688)




		

		7.

		U.S. Coast Guard Merchant Mariner Card

		5.

		U.S. Citizen ID Card (Form 


I-197)



		7.

		Unexpired Employment Authorization Card (Form 


I-688A)




		

		8.

		Native American tribal document

		

		



		8.

		Unexpired Re-entry Permit (Form I-327)

		

		9.

		Driver’s license issued by a Canadian government authority




		6.

		ID Card for use of Resident Citizen in the United States (Form I-179)






		9.

		Unexpired Refugee Travel Document (Form I-571)

		

		

		For persons under age 18 who are unable to present a document listed above:




		

		



		10.

		Unexpired Employment Authorization Document issued by DHS that contains a photograph (Form I-688B)

		

		10.


11.

		School record or report card


Clinic, doctor, or hospital record




		7.

		Unexpired employment authorization document issued by DHS (other than those listed under List A)



		

		

		

		12.

		Day-care or nursery school record
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		INDIVIDUAL PROVIDER CONTRACTOR INTAKE


PART C – STATE EMPLOYEE INFORMATION





This is NOT a contract.  Part C requires information specific to the contract you wish to enter.  


A contract cannot be issued without this information.


		1.
Are you a current Washington State employee or an employee of a State University or Community College?    State University and Community College employees are considered Washington State employees.  

School District Employees are not considered State employees in this context.  


 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

2.
Have you ever been employed by the State of Washington? 


  FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO



3.
If yes, what year did your employment terminate with the State of Washington?        

  Date      _________________


4.  If your answer to question 1 above was yes or your answer to question 2 was yes and the date in question 3 was within the last two years you must fill out Part D and return with Part A, B and C of this intake form.  






		5.  I certify, under penalty of perjury as provided by the laws of the State of Washington, that all of the foregoing statements are true and correct, and that I will notify DSHS of any changes in any statement.



		Contractor Signature




		Date            



		Printed Name     


       

		Title    
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		INDIVIDUAL PROVIDER CONTRACTOR INFORMATION


PART D – ETHICS CERTIFICATION FOR CURRENT STATE EMPLOYEES



		This is NOT a contract.  Part D requires information to avoid conflict with 42.52 RCW, Ethics in Public Service.  A contract cannot be issued without this information.






		CONTRACTOR NAME


     



		SERVICES THE CONTRACTOR WILL PROVIDE


     



		CURRENT STATE OFFICER/EMPLOYEE NAME


     



		CURRENT STATE EMPLOYER


     



		TITLE OF YOUR STATE JOB


     



		





		I hereby certify that the following statements are true:


· I am a current state employee;


· My role as an individual provider is not in conflict with the proper discharge of my official duties as a state employee;

AND ONE OF THE FOLLOWING IS ALSO TRUE:


1. I will not receive any thing of economic value under the contract as defined in RCW 42.52.010 (20); 

OR


2. I have complied with RCW 42.52.030 (2);


OR


3. I meet all of the following conditions:


a.
The contract is genuine and I will actually perform work under the contract.


b.
Performance of the contract is not within the course of my actual duties or under my direct supervision in my capacity as a state officer or employee.

c.
Performance of the contract will not require me to reveal any confidential information or cause me to violate any state agency rules pertaining to outside employment.

d.
The contract is neither performed for nor compensated by someone from whom I am prohibited from accepting a gift (those prohibited gift givers include all persons who are regulated by DSHS).


e.
The contract is not one expressly created or authorized by me in my official capacity as a state officer or employee.



		I certify, under penalty of perjury as provided by the laws of the State of Washington, that the statements made in this Ethics Certification are true and correct, and that I will notify DSHS of any changes in any statement.



		Employee Signature

		     

Date   



		     

Printed Name     

		     

Title     





HCS-AAA INDIVIDUAL PROVIDER CONTRACTOR INTAKE (Revised 1/4/07)

HCS-AAA INDIVIDUAL PROVIDER CONTRACTOR INTAKE (Revised 1/4/07)


      PART A   



2




_1229768407.doc


ADSA AUDIT PROCESS 


OF 


INDIVIDUAL PROVIDER (IP) I-9 FORMS


And


Supporting Documentation


The first six (6) months of implementation (January 16, 2007 –  July 31, 2007):


· Beginning April 2, 2007, ADSA HQ contract staff will generate a monthly report listing all Individual Providers (IP) with DDD and HCS/AAA contracts that were new or renewed the previous month.  


· This list will be given to ADSA HQ Program Manager, Diane Daniels.

· A random sample of IP’s will be selected from the monthly list. The sampling process will ensure that all regions are represented DDD=40/month, HCS/AAA=80/month.)

· The first week of each month, the regional DDD and HCS/AAA contract staff will receive a list of providers from this random sample.  They will fax a copy of the completed I-9 form and supporting documents to Diane Daniels (360-438-8633) for each provider on the list.  The faxes must be received within 2 business days.  This is the same timeframe headquarters will be required to respond to an IRS audit.

· HQ staff will review and confirm the forms were completed properly and all appropriate supporting documentation was received.

· HQ staff will confirm that the I-9 information was appropriately recorded in ACD by the regional contract staff.


· The HQ staff completing the audit will make an entry in ACD for each provider who was audited to document the monitoring activity.


· Each region will receive written feedback (a standardized form will be developed) which will include the following information:


· The name and contract number of the IPs whose documents were audited


· Was the I-9 completed?


· Was it completed accurately?


· Were the supporting documents appropriate?


· Is any corrective action needed?


· Timeline for corrective action.

· Date corrective action was completed and by whom.

After the first six (6) months, if previous audits showed at least 95% compliance with requirements, future audits will be conducted quarterly following the same process outlined above.

January 2007




