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IN-HOME SUPPORTIVE SERVlCES (IHSS) 
PROVIDER ENROLLMENT AGREEMENT 
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UNDERSTAND I AM REQUIRED PO ATTEND THE IHSS PROVBDER 

ORIENTATiON PO BE ELIGIBLE TO PROVIDE IHSS. HOWEVER, IF I HAVE BEEN A PROVIDER (ON OR BEFORE 
OCTOBER 31,2009), I HAVE THE OPTION TO ATTEND AN lHSS ORIENTATION OR I MAY RECEIVE THE PROVIDER 
ORIENTMION INFQRMAT1OM DIRECT L'tb FROM THE COUNTY iMSS OFFICE. 

I .  During the required o:ieniation for iHSS providers: 

@ I was given the requirements to be an eligible IHSS provider and a descriptiori of :he IESS program. l was informed 
of my responsibilities as an lHSS provider. 
I was informed of the consequences of committing fraud in the iHSS program. 

@ i was given the Medi-Cal toll-free telephone fraud hotline number, 1-800-822-6222 and Internet Web site, 
http:l/www.dhcs.ca,gov/indi~~iduals!Pages~StopPJ1ediiCalFrauddaspx for reportinn, suspected fraud or abuse in the 
ItiSS program. 

2. 1 received a demonstrafion of, and undersland, how to complete my iimesi-ieet. li I have been a provider (on or before 
October 31, 2009), I received information on the new timesheet and un&rstand how lo complete it. 

I understand the timesheet should indicate only the authorized services I performed for the recipient and the time 
needed to perform those authorized services. i understand that my signature on my tirnesheet verifies that the 
information I reported on it, is true and correct. 
I understand that, if I am convicted o i  frauduientiy reporting inforrriation on my timesheet, in addition to any criminal 
penalties, i may be required to pay civil penalties of at least $500, and not more than $1,030, far each violation of 
fraud. 
I understand that when required, it wiil be necessary for me lo  place my fingerprint on my tirnesheet in order to be 
paid, 

3. i understand lhat I am required to complete Forrn 5-9: a form kept on fjje by the recipient, which states ihat I have the 
legal right to work in the United Slates. 

4. I understand I have the option to submit Form W-4 to request federal income tax wiliiholding and/or Forrn DE 4 to 
request slate income tax withholding from my wages. i understand that ~f I do not submit Form W-4 and/or DE 4, nc 
withholding will ~e taken out of my wages. 

5. 1 understand services cannot be performed when the recipieoi is away from his/her home (for example, when the 
recipient is in the hospital or away on vacation). I will contact the recipienl's social worker for approva! of any services 
that may be performed when the recipient is away from the home. 

@ i understand that, in the future, l will receive an information sheet lhat names the recipient and the services I am 
authorized to perform for that recipient. 

6. I will cooperate with state or cocnly staff to provide requested information related to the evaluation of a recipient's IHSS 
case. 

t UNDERSTAND THE lHSS PROGRAM RULES EXPLAINED AT THE PROVIDER ORIENTATION fBR BY THE 
PROVIDER ORIENTATION INFORF$ATION GIVEN TO ME BY THE COUNTY lHSS OFFICE, f ACCEPT THE 
RESPONSIB!LITY TO FOLLOW ANY INFORfflATION PROVIDED BYTHE COUNTX t UNDERSTANDTHAT FAILURE 
T 8  FOE-LQW THE REQUiiRENiEMTS PROVIDED TO ME PdAY RESULT IN BEtNG TERMiNATED AS AN lHSS 
PROVIDER, 

- -- 
Provider's Signature Date 
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