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    Direct Support Worker (DSW) Packet 

 

 

IMPORTANT! PLEASE READ THIS PAGE FIRST 
 

This packet contains forms required by the State of Kansas to be set up as a Direct Support Worker (DSW) 

for a Consumer enrolled in Kansas Medicaid waiver programs. Once set up, you will be an employee of the 

Consumer/Employer. The Financial Management Services Agency: Helpers, LLC (FMS) provides payroll 

services and human resources support to Consumers enrolled in Kansas Medicaid waiver programs. The 

FMS is NOT your employer. 

All pages and required documents must be completed and returned to FMS for processing. Once 

processing is complete and all background check results have been received, FMS will contact your 

Consumer/Employer and give them a worker ID that you will use to record direct support services 

provided to your Consumer/Employer. 

PLEASE NOTE: Federal and state law require each worker to have background checks completed prior to 

starting work. Background checks typically take 7‐10 business days but can take longer. Do not start 

working before being given your worker ID. Thank you! 

 

IN ADDITION TO THE COMPLETED PACKET, LEGIBLE COPIES OF EACH OF THE FOLLOWING 
DOCUMENTS ARE REQUIRED: (Click the paperclip to attach documents below) 

• Valid Driver’s License (DL). If your DL is not from KS or MO, please provide a driving record from that 
state’s DMV. 
OR State‐issued ID Card. Notify FMS if providing ID instead of DL, as you will need to sign a DMV 
Statement. 

• Social Security Card. 

• Voided Check, Bank letter, or Bank APP Screenshot with full routing and account numbers (For 
Payroll Disbursements). 

THERE ARE 4 FORMS IN THIS PACKET THAT REQUIRE THE CONSUMER/EMPLOYER’S SIGNATURE: 

‐ Pay Rate Election Form 

‐ Verification of Training 

‐ Employment Service Agreement 

-Employment Eligibility Verification (Form I-9) 
 

If you have any questions about this packet, please call us. We are happy to help! 
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BASIC INFORMATION 

Legal First Name: _____________________________ M. I: _______ Last Name: ____________________________ 

Physical Street Address: __________________________________________________________________________ 

City: ______________________________ State: ____________ Zip Code: ___________ County: _______________ 

Mailing Address (if different): ______________________________________________________________________ 

Email Address: ____________________________________________ 

Social Security Number: _________________________      Date of Birth: ________________________________ 

Cell Phone: _____________________________________ Alternate Phone: _____________________________ 

Driver’s License Number: _________________________ OR State Identification Number: _______________ 

*If you do not have a valid Driver’s License – you are not permitted to transport the 
Consumer/Employer. Initial here that you have read and understand this statement:   

                                                                                                                                                                                   Initials: __________ 

WORKER RELATION TO CONSUMER/EMPLOYER 

Name of your Consumer/Employer: __________________________________ Waiver: __________________ 

TA WAIVER REQUIREMENT NOTICE: (Diplomas NOT required for IDD/PD/FE or TBI waivers) 

For individuals working for a Consumer on the TA (Technology Assisted) Waiver, you are required to have 
a High School Diploma or equivalent to provide PCA services to the Consumer/Employer.  
Please chose one of the options below: 

I have uploaded or will provide a copy of my High School Diploma or equivalent to the FMS. 

I attest that I have a High School Diploma or Equivalent as required by the State of Kansas but am 
unable to produce the document due to extenuating circumstances. (Provide Explanation Below): 
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BACKGROUND CHECKS 

Kansas law requires all potential Direct Support Workers to undergo background checks. The FMS, 
acting on the Consumer/Employer’s behalf, will procure a background check report that is prepared by a 
consumer reporting agency, private investigating agency, police agency, or other provider (including 
Department of Motor Vehicle). The results of these background checks will be provided to the 
Consumer/Employer and appropriate State agencies, if requested. The FMS will cover the expense for all 
first-time background checks. Active workers will be charged a nominal fee every 2 years on the 
anniversary of their starting month as an automatic deduction from their pay to cover the expenses of the 
biennial background checks. 

AUTHORIZATION 

I certify under penalty of perjury that the information provided on this form is accurate and true. I 
authorize FMS to perform all required background checks as required by the State of Kansas. I further 
authorize FMS to share the results of the background check with the Consumer/Employer and State 
agencies. 

 

DSW Full Name: _____________________________________________ 

DSW Signature: _____________________________________________ 

Date: ________________ 

 

 

    
    

 



  
 Direct Support Worker (DSW) Acknowledgement 
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The Direct Support Worker (DSW), an employee of the Medicaid beneficiary (Consumer) acknowledges the following: 

1. Consumer is a participant in a Home and Community Based Services (HCBS) Self-Directed Waiver program administered by 
the Kansas Department for Aging and Disability Services (KDADS) and has selected DSW to be his/her support worker. 

2. CONSUMER IS THE "SOLE-EMPLOYER" OF DSW. AS THE EMPLOYER, CONSUMER IS RESPONSIBLE FOR HIRING AND 
TERMINATING DSW, TRAINING DSW, SETTING THE DSW PAY RATE, SETTING THE WORK SCHEDULE, ENSURING TIME AND 
ATTENDANCE IS RECORDED CORRECTLY, EVALUATING DSW'S PERFORMANCE, AND ENSURING SERVICES ARE PROVIDED 
ACCORDING TO CONSUMER'S PLAN OF CARE (POC). IF CONSUMER HAS A GUARDIAN/REPRESENTATIVE, SUCH 
GUARDIAN/REPRESENTATIVE IS THE PERSON WHO ACTS ON BEHALF OF CONSUMER WHEN NECESSARY AND HAS THE 
AUTHORITY TO MAKE DECISIONS FOR CONSUMER, INCLUDING CONSUMER'S AUTHORITY AS THE EMPLOYER OF DSW. 

3. Financial Management Services (FMS) are provided to Consumer. 

4. DSW acknowledges that as the FMS provider provides payroll processing services to the Consumer as well as information 
processing and reporting services such as processing of state-required DSW background checks. DSW further understands 
and acknowledges that FMS has no authority to manage the DSW and that the Consumer has the sole authority to manage 
and direct their services and the DSW/employee. 

5. DSW acknowledges (s)he is responsible for following all applicable HCBS waiver program requirements, and state and 
federal regulations, including but not limited to the Health Insurance Portability and Accountability Act (HIPAA), and 
obligations related to Abuse, Neglect, and Exploitation. 

6. DSW acknowledges and understands that DSW cannot be paid through State Medicaid for services provided to Consumer 
while Consumer is receiving other Medicaid services, including when Consumer is inpatient in a hospital setting. 

7. DSW acknowledges (s)he is responsible for submitting time for all service visits using the DCI Mobile EVV App, DCI Web 
Portal or landline phone, as required by the State of Kansas. DSW acknowledges that the Consumer/Employer is 
responsible for approving any and all shifts in the DCI Web Portal. 

8. DSW acknowledges and understands that adjustment requests to DCI Web Portal, DCI Mobile EVV App or landline records 
must be made in the DCI Web Portal within 5 business days of the service visit for any errors including but not limited to: 
Check-in/Check-out or Activity Codes. DSW further acknowledges that they are required to notify the Consumer of any 
errors made to service records. 

9. DSW acknowledges and understands that FMS will process payroll twice per month on Consumer's behalf pursuant to 
FMS's agreement with Consumer, on dates specified by FMS and that payroll disbursement of Medicaid payments to the 
Consumer's DSW will occur after FMS has collected Medicaid payments on behalf of the Consumer. 

10. DSW acknowledges that FMS will only provide payment for services provided to Consumer that are eligible for 
reimbursement by State Medicaid and that arrangement for payment of services that are not reimbursable through 
Medicaid is to be negotiated between Consumer and DSW through a separate agreement. DSW further acknowledges 
and understands that FMS is not responsible for any overtime pay as required under the Fair Labor Standards Act (FLSA) 
or other applicable state or federal law, with any such payment being the responsibility of the Consumer. 

11. DSW acknowledges that Consumer and/or FMS will conduct and report background check results to appropriate 
government agencies. 

12. DSW UNDERSTANDS AND ACKNOWLEDGES THAT (S)HE IS NOT ALLOWED TO PROVIDE MEDICAID SERVICES TO THE 
CONSUMER UNTIL AFTER THEY HAVE PASSED ALL STATE REQUIRED BACKGROUND CHECKS. 

13. DSW acknowledges that (s)he is responsible for presenting all employment disputes, including wage disputes, to 
Consumer for whom the assistance is being provided. 

14. DSW acknowledges that (s)he is responsible for reporting all work-related incidents that result in, or may result in, injury 
to the DSW or Consumer to FMS within 24 hours. In the event of an emergency, DSW should contact 911 first. 

15. DSW acknowledges that FMS is not responsible or liable for injury or damages resulting from or occurring to either DSW 
or Consumer from any cause. 

16. DSW ACKNOWLEDGES BY THE SIGNATURE BELOW THAT (S)HE HAS READ THIS DOCUMENT AND FULLY UNDERSTANDS 
EACH PARAGRAPH, INCLUDING, BUT NOT LIMITED TO THAT FMS IS NOT THE EMPLOYER OF DSW, AND AS SUCH, DSW IS 
NOT ENTITLED TO ANY OF THE BENEFITS OR PROVISIONS OF BEING AN EMPLOYEE OF FMS. 

 

DSW Name (Please print)    DSW Signature     Date 











STATE OF KANSAS 
Department for Children & Families 
Office of Background Investigations 

ADULT ABUSE, NEGLECT  
EXPLOITATION REGISTRY 

RELEASE OF INFORMATION 

OBI 10400 
REV 2  

I, , give permission for the release of information concerning 
(PRINT Full Name) 

myself in the Adult Abuse, Neglect, Exploitation Central Registry to: 

Contact Person(s)*     Phone      

Agency name 

Agency mailing address 

Email address: Will return via Encrypted email unless marked otherwise 

Maiden Name and/or Other Names Known By: 
(PRINT ONLY) 

 Address: 

Street City State Zip Code 

DOB: SS#: Male Female 
(mm/dd/yyyy) (mark one) 

Signature: Date: 

(An Ink Signature or a Verified E-Signature is Required for Processing) (mm/dd/yyyy) 

RETURN TO: 

Adult Abuse Registry 

Topeka, Kansas 666
(Please allow 3-5 days for processing email requests and an additional 5-7 days if returning by US Postal Service) 

For Official Use Only: Mark in this area if PROHIBITED For Official Use Only: Mark in this area if CLEARED 

Helpers Application Dept 913-322-7212
Helpers, LLC
11806 W 77th St, Lenexa, KS 66214

work@helpersinc.org

✔



KANSAS DEPARTMENT FOR CHILDREN AND FAMILIES
Child Abuse and Neglect Central Registry

P.O. Box 2637  Topeka, KS 66601  DCF.CentralRegistry@ks.gov
Release of Information

OBI 1011
9/2018

Page 1 OF 1

Complete form by printing legibly in ink. Fee of $10.00 per Release of Information form may be required prior to processing. 

All releases and fees are to be sent to the address or email listed above (see below for specifics)

CONFIDENTIALITY:  Kansas Department for Children and Family records are confidential.  No individual, association, partnership, 
corporation, or other entity shall willfully or knowingly disclose, permit, or encourage disclosure of the contents of records or reports in 
violation of the confidentiality requirements of K.S.A. 38-2209.  Violation of this statute is a class A nonperson misdemeanor and the court may 
impose a civil penalty of up to $1,000.

Contact Person: Agency/Org.:

Phone #: Address:

Email: City/State/Zip:

Return Results by: Encrypted email (list if different than above): Postal Mail

Payment/Account Information (check box which applies)

Fee included $10 per request. Check, Money Order (payable to DCF) or cash. Postal mail only.

Online Payment* www.dcf.ks.gov – ‘Online DCF Payments’ icon at bottom of page. Submit receipt with ROI form(s).
Pre-Pay Account* Agency/Org. has Pre-Pay Account. FEIN:
Mentoring Account* As listed in the Kansas Mentors' Partner Directory. http://mentorkansas.org/Find-a-Program
Exempt* No fee for State government agencies (Sub-contracting agencies not included).

*Release of Information forms may be submitted via email to DCF.CentralRegistry@ks.gov

APPLICANT: Instructions: PRINT CLEARLY. All requested information is required for processing. Incomplete or illegible information
will result in processing delays for the Release of Information. Use ‘N/A’ rather than leaving a space blank.

FIRST, MIDDLE, LAST NAME:

I give permission for the release of any of my information in the Child Abuse/Neglect Central Registry to
the contact listed above. I understand the information released is for their exclusive and confidential use: Yes No
This organization/person/agency may check my information each year I am employed or associated with them:  Yes No

OTHER NAMES USED: (Any/all aliases, married,
maiden, nicknames, etc. ‘N/A’ if none used.):

DATE OF BIRTH: RACE:

SOCIAL SECURITY #: GENDER: Male Female

CURRENT ADDRESS:

CITY, STATE, ZIP:

PHONE: EMAIL:

SIGNATURE: DATE:

DCF ONLY: MATCH CLEARED
This applicant is listed in the Child 
Abuse/Neglect Central Registry.

Per KSA 65-504 and 65-516 this person 
prohibited from working, residing, or 
volunteering in a licensed child care 
home or facility.

(see attached document for more info.)

11806 W 77th St

Lenexa, KS 66214

Helpers, LLCHelpers Application Dept

913-322-7212

work@helpersinc.org

X
X













     Payment Enrollment Election 

 11806 W 77th St, Lenexa, KS 66214  Phone: 913-322-7212  Fax: 913-322-7250  Email: work@helpersinc.org 

 

 

 

The FMS only uses direct deposit for disbursing wages on behalf of the Consumer/Employer. The following are options 

for using Direct Deposit: 

 Option 1: Use your Current Account 

If you have a personal checking/savings account and wish to receive direct deposits – please provide proof of the 

active account. *Please note proof must include employee’s name (as an owner of the account), routing number and account 

number on the institution’s letterhead or screenshots from your mobile banking app. 

 

Account Type:   Checking Savings 

 

Name of Banking Institution: _____________________________________________ 

 

 Option 2: Request a Pay Card/ Use a Current Pay Card 

If you wish to use a Pay Card, please complete the following: 

Mailing Address:  _______________________ (P.O. Boxes are NOT allowed) 

City/State/Zip: _______________________________ 

Your pay card will arrive via U.S. Mail the week before your first paycheck. Included in the mailing will be the cardholder agreement, 

which will be in effect upon using the card. You will need to activate the Pay Card before the first use. 

 

Authorization: 

I hereby authorize FMS to credit any amounts owed to me, by initiating credit entries to my bank account or pay card. If FMS loads 

funds erroneously into my account, I authorize FMS to debit my account for an amount not to exceed the original amount of the 

erroneous credit. 

 

 

 

 

Print Name 

Direct Support Worker Signature Date 



Direct Support Worker Pay Rate Election 

Consumer/Employer Name (Print) Consumer/Employer Signature Date 

This form is to specify a Direct Support Worker (DSW) pay rate for Personal Care Services (PCS), Enhanced Care Services (ECS)/Overnight 
Respite (ONR) and the relationship between the Consumer/Employer and the DSW/Employee. When completing this form, the 
Consumer/Employer should first consider all employer wage and tax requirements/exemptions including, but not limited to, those covered 
by the IRS Household Employers tax guide and the Department of Labor (DOL) requirements under the Fair Labor Standards Act (FLSA).  

Relationship of DSW to Consumer/Employer: 

Adoptive Parent AND Guardian Step-Parent AND Guardian 

Adoptive Parent NOT Guardian Step-Parent NOT Guardian  

Birth Parent AND Guardian 

Birth Parent NOT Guardian 

Child Sibling  Spouse 

Not Related Other (please specify) 

*Please note: Wages paid to a parent of a domestic employer may be exempt from Social Security and Medicare tax.

Shared Living (Notify FMS if this status changes): 

Yes, I live in the same physical dwelling as the Consumer/Employer. 

No, I do not live in the same physical dwelling as the Consumer/Employer. 

DSW Pay Rate (selected by the Consumer/Employer): 

My DSW/Employee is NOT exempt from withholding taxes. I will manage my DSW’s schedule to maintain 
compliance with DOL regulations (at or below 40 hours per week). I elect the Highest Available Rate.* 

My DSW/Employee is EXEMPT from withholding taxes (Bio/Adoptive Parent of Consumer/Spouse of 
Consumer/Minor). I will manage my DSW’s schedule to maintain compliance with DOL regulations (at or 
below 40 hours per week). I elect the Highest Available Rate.* 

I elect the following hourly rate** for my DSW/Employee: $_____________. I will manage my DSW’s 
schedule to maintain compliance with DOL regulations (at or below 40 hours per week). 

*The Highest Available Rate is determined by the State of Kansas reimbursement rate for the service, less applicable 
employer payroll taxes and expenses for the service provided. Selecting this rate will ensure maximum distribution of available 
funds on a per pay period basis for the Consumer/Employer’s DSW/Employee.  

**Hourly pay rate must be at least federal minimum wage and at most the Highest Available Rate. The minimum hours of 
services for ECS/ONR is currently 6 hours per night. Please contact FMS if you have questions or need additional information 
regarding the Hourly Rates for ECS/ONR services.  
The FMS will only disburse up to the maximum available reimbursed funds after applicable employer taxes and expenses are 
paid on the Consumer/Employer’s behalf. Any wages due to the Consumer/Employer’s DSW/Employee in excess will be the 
sole responsibility of the Consumer/Employer and will be paid through a separate payroll processing not performed by FMS. 
The Consumer/Employer understands that he/she is the Employer of the DSW/Employee and is solely responsible for 
ensuring that the DSW/Employee is paid properly in accordance with State and Federal Law. The Consumer/Employer 
acknowledges that FMS is not an employer of any DSW employed by Consumer/Employer and the FMS simply provides pay master 
type services for Consumer/Employer pursuant to their agreement.  

BY SIGNING THIS FORM, THE CONSUMER/EMPLOYER GUARANTEES THAT ALL INFORMATION PROVIDED IS ACCURATE AND TRUE. 



The State of Kansas requires Direct Support Workers (DSWs) to receive personal care training from their 
Consumer/Employer on the tasks to be performed by the DSW. A copy of this training log must be kept on 
file by the FMS provider and submitted to the Managed Care Organizations or CDDO upon request. 
Please note: This is NOT a timesheet. 

DSW Name: ____________________________ Consumer Name: _____________________________

Please indicate by checking YES or NO to the tasks for which the DSW received training. 

YES/NO Task YES/NO Task 

Lifting and Body Mechanics Use of Glucometer

Transfers and Positioning Tracheotomy Care

Ambulation Techniques Catheter Care/Recording Input/Output 

Bathing and Hair Care Diapering Technique and Protocol 

Oral Care Enema/Suppository Insertion 

Skin and Nail Care Seizure Control Protocol 

Dressing Assistance Range of Motion exercises 

Hearing Impaired Assistance Communication Techniques 

Visually Impaired Assistance Behavior Modification Techniques 

Specialized Diet/Nutrition Preparation Infection Control Procedures 

NG/GT/NJ Feeding and Care CPR/First Aid 

Medication Administration Emergency Procedures 

Temperature Monitoring Laundry Assistance 

Blood Pressure Monitoring Room/Housekeeping Assistance 

Pulse Assessment Documentation/Record Keeping 

Pulse Ox Monitoring Other (specify below) 

Respiration Monitoring 

Oxygen Administration 

Use of Suction Machine 

My signature confirms that I have been trained by the consumer, parent or legal guardian to perform the 
delegated tasks identified in the PSA Training Checklist and that I am able to perform these tasks.  

DSW Signature: ________________________________ Date: __________________

Consumer/Guardian/Representative Signature: __________________________ Date: __________________

Direct Support Worker (DSW) Training Checklist 

Notes: 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

11806 W 77th St, Lenexa, KS 66214    Phone: 913-322-7212    Fax: 913-322-7250    Email: work@helpersinc.org
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This Employment Service Agreement (this “Agreement”) is made between the Consumer, _______________________ and  

(DSW) ______________________________, all of whom may collectively be referred to as the parties. For good and  

valuable consideration, the receipt and sufficiency of which is hereby acknowledged, the parties agree as follows:  

 

1. Consumer is a participant in a Home and Community Based Services (HCBS) Waiver program administered by the 

Kansas Department of Aging and Disability Services (KDADS). 

2. Consumer is the sole-employer of the DSW. 

3. Consumer has selected DSW to be his/her support worker for applicable and approved HCBS Waiver services. 

4. The Guardian/Representative, if any, is the person who acts on behalf of Consumer when necessary and has the 

authority to make decisions for Consumer. 

5. Consumer is the beneficiary of the services and is the sole-employer of DSW. 

6. As the sole-employer, Consumer has the following responsibilities: 

6.1. Act as the sole-employer for DSW, or designate a representative, to manage or help manage DSW. 

6.2. Select the Direct Support Worker(s), called a DSW, who is a non-professional attendant hired by Consumer to 

assist with non-medical daily living activities, including but not limited to bathing, transferring, dressing, eating, 

preparing meals, light housekeeping , as well as other activities related to the health, safety, and welfare of 

Consumer in the home, such as acting as a companion in the home or community, providing incidental teaching 

(following the guidelines of the "home program") and providing services under the approved Plan of Care 

(POC) developed by Consumer's case manager. 

6.3. Ref er DSW to the Consumer's Financial Management Services (FMS) provider for completion of required human 

resources and payroll documentation. In cooperation with the Consumer's FMS provider, ensure all employment 

verification and payroll forms are completed prior to the DSW starting as an employee of the Consumer. 

6.4. Provide or arrange for appropriate orientation and training of DSW. 

6.5. Determine schedules of DSW(s). 

6.6. Determine tasks to be performed by DSW, as well as where and when they are to be performed in accordance 

with the approved and authorized POC. 

6.7. Manage and supervise the day-to-day HCBS activities of DSW. 

6.8. Verify tasks completed and times worked by DSW are in accordance with the POC. 

6.9. Verify time and attendance is accurately recorded through the DCI Mobile EVV App, DCI Web Portal or landline 
phone. 

6.10. Abide by and ensure accurate submission of required documentation of services to the Consumer's FMS provider 

for processing and payment in accordance with established FMS, state, and federal requirements. The time and 

attendance records will be reflective of actual hours worked in accordance with an approved POC, and in 

accordance with applicable procedures of the Fair Labor Standards Act (FLSA) or other applicable state or 

federal regulations. 

6.11. Assure all appropriate service documentation is recorded as required by the State of Kansas HCBS Waiver 

program policies, procedures, or by the Medicaid Provider Agreement. 
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7. DSW has the following responsibilities: 

7.1. Complete all documentation, including human resource and payroll forms, and submit completed forms to the 

Consumer's FMS provider for processing. 

7.2. Follow all training and personal care instructions of Consumer and comply with all reasonable requests of 

Consumer. All assistance being provided must be included the POC. 

7.3. Submit all time and attendance on a per visit basis using the DCI Mobile EVV App or landline phone at the 

beginning of a shift to check-in and again at the end of a shift to check-out. At the time of check-out, DSW shall 

enter the activity codes for the tasks performed during that shift. The Application is downloaded on the DSW's 

smartphone. Or by entering the shift as a historical entry within 5 business days of service visit. 

7.4. Confer with Consumer concerning the work schedule and the maximum number of hours DSW is allowed to work 

based on the POC. DSW shall limit hours submitted through the DCI system to the number of hours authorized 

on the POC. 

7.5. Direct any questions regarding work schedule or hours worked for a given period to Consumer. Questions 

regarding access to paystubs or tax withholding information may be directed to the Consumer's FMS provider. 

7.6. Obtain written approval from Consumer regarding any pre-planned absences. Missing work without approval of 

Consumer may result in termination of employment by Consumer. 

7.7. Arrive at the job site as scheduled by Consumer. DSW is required to provide Consumer advance notice of any 

necessary changes in scheduled arrival or departure time to or f rom work. 

7.8. Perform services in a courteous, safe, and professional manner always. 

7.9. Follow generally accepted safety procedures while performing personal assistance tasks. 

7.10. Present all employment disputes, including wage disputes, to Consumer for whom the assistance is being 

provided. 

7.11. Report work-related incidents that result in, or may result in, injury to DSW or Consumer to Consumer, the 

Consumer's FMS provider, and Consumer's case manager. 

7.12. Report any change in Consumer's condition immediately to Consumer's case manager and Consumer's FMS 

provider. 

8. DSW understands (s)he is considered an "employee at will" and may be terminated at any time with or without cause by 

Consumer. DSW understands that (s)he will be required to successfully undergo a background check as required by 

state law. DSW authorizes Consumer and/or the Consumer's FMS provider to report background results to appropriate 

government agencies. DSW cannot by state law, under any circumstances, be employed by Consumer if DSW has been 

convicted of abuse, neglect, or exploitation of a child or a vulnerable adult; DSW will be notified of such findings. 

9. DSW shall always be responsible for his/her own accident/disability and automobile insurance coverage. 

10. Both Consumer and DSW agree any overtime hours worked will be paid at one and one-half times the hourly non-

overtime rate established for the service type being performed during such overtime hours. 

11. Both Consumer and DSW agree to strictly comply with the POC and any and all other applicable HCBS program 

requirements. 

12. DSW and Consumer understand that claims that are non-reimbursable or are subject to recoupment will not be processed 

by the Consumer's FMS and payment to DSW for these claims is the responsibility of Consumer. 



 Employment Service Agreement 
 

 11806 W 77th St, Lenexa, KS 66214    Phone: 913-322-7212    Fax: 913-322-7250    Email: work@helpersinc.org 
 
 45804125.2  rev 01/2025 

    

 
13. DSW shall obtain the written consent of Consumer prior to providing any services over the POC limit or that violate 

service requirements defined by KDADS. Additionally, if DSW performs services prior to final approval of the POC 

and payments are made to DSW pending approval of the POC, DSW will be obliged to reimburse Consumer or 

Consumer's FMS for payments made that are not reimbursable either because the POC is not approved, the POC is 

revised in connection with final approval of the POC, or in the case of fraud. 

14. Both Consumer and DSW agree to strictly comply with any instructions, rules, or policies maintained by the 

Consumer's FMS provider with regard to DSW's billing and payment for services rendered. 

15. Both Consumer and DSW agree to strictly comply with any and all Kansas statutes, regulations, or policies relating 

or pertaining to services provided to an HCBS waiver program consumer and for payment for such services. 

16. DSW further agrees to cooperate with Consumer's case manager and KDADS regarding any questions and/or 

inquiries regarding Consumer's HCBS case. 

17. This Agreement shall remain in effect pending the earlier occurrence of one of the following events: the denial of 

Consumer's Medicaid eligibility; the termination/closure of Consumer's applicable HCBS case; the termination of 

DSW as Consumer's self-directed support worker; or the termination of Consumer's right to self-direct his/her care. 

 
 
 
 
 
 

DSW Signature: ______________________________________  Date: ________________ 
 
 
 
Consumer/Guardian/Authorized Representative Signature: ________________________________ 
 

 Date: ________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


