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Employee Contact Information 

Name: _________________________   ________________________   ________________________ 
                 First                     Middle                               Last 
 

Physical Address: ___________________________________________________________________ 
                                                          Street                                   Apt/Unit #                City                                State                   Zip Code 
 

Mailing Address: ___________________________________________________________________ 
(if different than physical address)           Street/PO Box                         Apt/Unit #                                 City                               State                    Zip Code 
 

Phone: Home __________  Work __________Cell __________ Email:__________________________ 
We may reach out to you via SMS/Text Messaging concerning your services with CDCN. Please note that CDCN will never 
request sensitive personal information, such as your Social Security Number, banking details, address, or date of birth 
through text messages. If you receive an SMS message from CDCN and would like to opt-out from future SMS messages, 
please respond to the initial message with "STOP" 
 
 

Date of Birth: __________  Social Security Number:  ______ - ____ - _______  
 

Emergency Contact: ____________________    ________________    _________________________ 
                         Name             Phone                                    Relationship 

How did you hear about us?:__________________________________________________________________ 

Age and Education Requirements 

Are you at least 18 years old?      Yes        No 
A High School diploma or a certificate recognized by a state as the equivalent of a High School diploma. 
 

RN or LVN license is mandatory for Skilled Nursing Services.  Licenses must be verified to be active and 
in good standing. 

Criminal Background 

Have you ever been convicted of a felony?      Yes      No  
 

Have you ever had a professional license, certificate, or driver’s license in any state revoked, 
suspended, or had disciplinary action applied?      Yes        No 

Acknowledgement 

I, _____________________________ (print name) the applicant, verify that the information provided 
is true and correct to the best of my knowledge.  I also acknowledge that a criminal conviction check 
and registry check are required and that some convictions prevent employment. 

Neither the acceptance of this application nor entry into any type of employment relationship or 
employment agreement with a consumer or their legally authorized representative for the 
consideration of employment shall serve to create an actual or implied contract of employment with 
Consumer Direct Care Network Texas (CDCN). 

I understand that I may not provide services for payment for a consumer until I receive an “Okay to 
Work Form” from CDCN.  The receipt of this form means that the required results of the criminal 
background check have been approved.  I also understand that the results of the background check 
may be shared with the approving entity (Texas Health and Human Services) and/or the consumer 
with whom I work. The results of the background check will be filed in my personnel file. 

Signature of Applicant: _____________________________ Date: ______________ 
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Employee Name Estimated Start Date Consumer Name 

 
Please complete the forms in the lists below including this one.  Consumer Direct Care Network Texas 
(CDCN) must receive either originals or copies of each prior to the start of employment (those labeled “if 
applicable” may be an exception).  The employee is not approved to begin work until all forms are 
completed and received at CDCN and an “Okay to Work” approval form has been issued.   
 
Payroll Related Forms (required for all new employees) 

1.        Employee Data Form 
2.        New Employee Checklist (this form) 
3.        Employee-Employer Relationship Determination 
4.        Employee-Consumer Live-in Determination 
5.        I-9 Form – Employment Eligibility Verification 

 Additional I-9 instructions are available on the CDCN Texas Website under the Resources tab 
6.        W-4 Form – Employee’s Withholding Allowance Certificate  
7.        Pay Selection Form (attachment may be required, see form instructions) 
8.        Wage and Benefits Plan (Form 1730)  
 Note: The Employer must use the most recent Budget to complete this form correctly 
9.        Employee Health Questionnaire 
10.      Educational Qualifications 

 
Texas Health and Human Services Forms (required for all new employees; some exceptions) 

1.        New Employee Packet Cover Sheet (Form 1724) 
2.        Criminal Conviction History and Registry Checks (Form 1725) 
3.        Applicant Verification for Employees (Form 1729) 
4.        Service Provider and Employer Certification of Relationship Status for CDS (Form 1734) 
5.        Liability Acknowledgement (Form 1728) 
6.        Acknowledgement of Workers’ Compensation Network 
7.        Employee Work Schedule and Assigned Tasks (Form 1731) 
8.        Employer and Employee Service Agreement (Form 1737) 
9.        Service Provider Agreement (Form 1739) 
10.      Occupational Exposure to Bloodborne Pathogens (Form 1727) 
11.      Exemption from Nursing Licensure (Form 1733, if applicable) 
12.      Management and Training of Service Provider (Form 1732) 
13.      Employee Misconduct Registry Notification (Form 1732-EMR) 
14.      Acknowledgement of Nursing Requirements (Form 1747, if applicable) 
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15.      Licensed Vocational Nurse Supervision (Form 1747-LVN, if applicable) 
 
Licensing/Training Verifications (as applicable, attach photocopy of documentation) 

1.        CPR certification.  Expiration date: ______________ (if applicable, only required for CLASS, 
DBMD, MDCP, StarKids and StarPlus Respite.   CLASS and DBMD must be a hands-on course.) 

2.        Driver’s License (if applicable, only if transporting consumer) 
3.        Minimum Auto Insurance (if applicable, only if transporting consumer) 
4.        Professional licenses (if applicable, e.g. RN, LVN) 

 
Distribution of training booklets (located in the Employer Binder)  

1.        Infection Control, Lifting and Moving Patients, Fraud Prevention 
 
Please review and verify that the above forms are complete and readable before submitting to CDCN.  
Illegible or missing forms will result in a delayed start date. 



 

 EMPLOYEE‐EMPLOYER RELATIONSHIP DETERMINATION
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Employee Name  Employer of Record Name  Consumer Name 

Background:  Employees providing domestic services may be exempt from some payroll taxes.  This is 
based on the Employee’s age and relationship to the Employer of Record (Employer).  Consumer Direct 
Care Network (CDCN) will apply any exemptions based on the relationships identified below.  Incorrectly 
filling this form out may result in inaccurate tax withholdings.  

Note:  If the Employee and Employer qualify for tax exemptions, they must be taken.  Exemptions cannot 
be waived.  If the Employee’s earnings are exempt from these taxes, they may not qualify for related 
benefits.  An example is unemployment insurance. 

Employee‐Employer Relationship  
Employee select one relationship below.  

  I am the spouse of the Employer (including Common Law marriage).   

Exempt from FICA1, FUTA2, and SUTA3.  

  I am the parent of the Employer (including adoptive and stepparent).  If parent checked, check any 
of the following that apply: 

  I provide care for the Employer’s child or stepchild that lives in the home. 

  The Employer’s child or stepchild is less than 18 years old or requires personal care of an adult 
for at least 4 straight weeks in 3 months. 

  The Employer is a widow, widower, divorced or married and lives with a spouse, but the spouse 
has a physical or medical condition that prevents them from caring for the child at least 4 
straight weeks in 3 months. 

Exempt from FUTA and SUTA.  Subject to FICA if all three boxes checked above; else FICA exempt.  
  I am the mother‐in‐law or father‐in‐law of the Employer.   

Exempt from SUTA.  Subject to FICA and FUTA. 

  I am the child of the Employer.  If child checked, check one option below: 

  I am 21 years of age or older.  Subject to FICA, FUTA, and SUTA. 

  I am less than 21 years old.  Exempt from FICA, FUTA, and SUTA.  

  I am not related to the Employer or my relationship is not described above.   

Subject to FICA, FUTA, and SUTA. 

Acknowledgement:  The Employee and Employer agree the relationship selected above is accurate.  If this 
information changes, the Employee must notify CDCN.  If CDCN is not notified of changes, the Employee 
may have to pay back money that should have been withheld from pay.   
 

                
Employee Signature    Date    Employer of Record Signature    Date 

1FICA – Federal Insurance Contributions Act (Social Security and Medicare) 
2FUTA – Federal Unemployment Tax Act  
3SUTA – State Unemployment Tax 
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(Determine if employee is exempt from overtime pay and income tax)
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Employee Name  Employer of Record Name  Consumer Name 

Domestic service workers may be exempt from overtime pay requirements and from paying income taxes.  
Consumer Direct Care Network (CDCN) will apply exemptions based on your answers below.  

Employee‐Consumer Live‐in Status 
Employee answers below with Yes or No 

 Yes   No – Do you live permanently in the same home as the above‐named Consumer, or  
temporarily, but for extended periods of time (at least 120 hours per week or 5 
consecutive days or nights per week)? 

If you answered YES: 

● Overtime hours worked are paid at the regular pay rate. 

● Difficulty of Care income tax exemption status.   

 Yes    No – I declare under penalties of perjury that I am an individual care provider 
receiving payments under a state Medicaid Waiver program as defined in IRS Notice 2014‐7.   
I provide care to the Consumer named above.  The Consumer resides in my home.  I am not 
required to report income earned under this Medicaid program.  Federal and state income taxes 
should not be withheld from my pay.  If non‐taxable wages have been reported by CDCN in Box 1 
of my Form W‐2, I can deduct the nontaxable wages from my taxable income when I file my tax 
return.  If I no longer qualify for IRS Notice 2014‐7, I will notify CDCN.  At that time, federal and 
state income tax withholding will resume.  If the IRS deems I was not eligible for 2014‐7 and taxes 
were not paid, I agree that I will be liable for any back taxes owed. 

Note: IRS Notice 2014‐7 directs that payments received under a Home and Community‐based 
Medicaid Waiver program for providing Personal Care or Habilitation services are considered 
“Difficulty of Care” payments excludable from income taxation when the Medicaid recipient lives 
in the care provider’s home.  Respite and skilled services do not qualify.  For more information 
please refer to https://www.irs.gov/pub/irs‐drop/n‐14‐07.pdf. 

If you answered NO: 

● Overtime hours worked are paid at 1.5 times the regular pay rate.  

Acknowledgement:  The Employee and Employer agree the declaration(s) above are accurate.  If living 
arrangements change, the Employee must notify CDCN.  Regardless of overtime status identified above, 
working overtime requires prior approval. 
 

                
Employee Signature    Date    Employer of Record Signature    Date 



Instructions for Completing Form I‐9 Section 1 
(On or before employee’s first day of work for pay) 

Employee:  Complete Section 1 of Form I‐9 no later than your first day of work for pay. Print clearly. Sign and 
date when you are finished. Numbered explanations below are shown in the pictured example.  

 Print your full legal name: Last, First and Middle Initial. Provide any other last names used, such as 
maiden name. Enter “N/A” if you have never had another name. 

 Print your physical address. A PO Box is not allowed. Enter “N/A” if you have no apartment number. 

 Print your Date of birth. 

 Print your Social Security Number. 

 Print your Email Address or print “N/A” if you choose to not provide it. 

 Print your Telephone Number or print “N/A” if you choose to not provide it. 

 Check one box that describes your citizenship or immigration status in the United States. Enter additional 
information if you check box 3 or 4. 

 Sign anddate the form. No later than first day of work for pay. 

 Submit Supplement A (Preparer and/or Translator Certification) if a preparer or translator assisted you.  

Employer:  Review Section 1. Ensure your employee has completed it properly. 

 

Note: Refer to Form I‐9 Instructions for detailed information. 

 
 
 
 
 
 

 123 Main St.                                         N/A               Anytown                                     TX           75032 

 Doe                                         Jane                                      Q                    N/A 

 03/13/1964            1  2   3   4  5  6   7   8  9       employee@email.com                            555-123-4567      

X   

     Jane Doe                                                                                                               09/15/2023 

Example 
  

AudreyJa
delete



Instructions for Completing Form I‐9 Section 2 
(After employee has accepted job offer, but no later than 3 days after employee’s first day of work) 

Employee:  Present original, unexpired documents to your employer to verify your identity and authorization 
to work in the United States. See LISTS OF ACCEPTABLE DOCUMENTS.  

Employer:   Examine and record the documents your employee provides. The employee must be present while 
you examine them. Numbered explanations below are shown in the pictured example.  

 Examine each document. Print the details in the appropriate List column(s). Only accept unexpired, 
original documents (no photocopies).  

You may accept one document from List A  OR  one from List B and one from List C.   

 Print the date of the employee’s first day of work. 

 Print your last name, first name and title. Title is “Employer.”   

 Sign anddate the form. Must be completed and signed within 3 days of employee’s first day of work. 

 Print your first and last name. 

 Print physical address where services are provided (the Consumer’s home).  

 

Note: Refer to Form I‐9 Instructions for detailed information. 
 

  Ronald Smith                                              500 Fictional Street,  Anytown  TX  75018 

Example 

Driver’s License                       Social Security Card         
State of Residence                     SSA         
0123456789abcde                     123-45-6789    
08/17/2027                  N/A 

 

  09/15/2023 

 Smith,Ronald  Employer   Ronald Smith   09/15/2023 

Do not check. You must physically examine documents.  

AudreyJa
delete
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dâ ]̀_èdZâ
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P\èdZa
��
z�
|yw}��{
���}�
~}}wy�~�vw
�z}�xw��~��z�
wxyvz{ww|
x�|�
y�w|w��
�z�
P\èdZa
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Z]
̀b\
_̂\
Zc
cfŶ\
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ǾÙ
̀Z
̀b\
h\̂ 
̀Zc
W[
õaZiY\mj\«
̀b\
\WXYZ[\\
d̂
f_̀bZ]d®\m
̀Z
iZ]õ
da
̀b\
¶ad̀\m
P̀f̀\̂k
 ���|�
§~{
z�
�xyvz{xw��
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Manage your money, your way. 
™

® 1

2

Whether you need to pay a bill or 
get money for last-minute plans, 
Wisely could help you get paid 
up to 2 days early.2

Pay online, in store, in app, or by 
phone everywhere Visa® debit cards 
are accepted or where Debit 
Mastercard® is accepted.

Track your balance and spending 
24/7 and save3 for the things that 
matter most to you.

Get access to up to 90,000 
surcharge-free ATMs nationwide.4

Talk to your Payroll 
Department.

Wisely Pay

1 The Wisely card is a prepaid card. References to a digital account refer to the management and servicing of your prepaid card online digitally or through a mobile app. The Wisely card is not a credit card and does
not build credit.

2 You must log in to the myWisely app or mywisely.com to opt-in to early direct deposit. Early direct deposit of funds is not guaranteed and is subject to the timing of payor’s payment instruction. Faster funding
claim is based on a comparison of our policy of making funds available upon our receipt of payment instruction with the typical banking practice of posting funds at settlement. Please see full disclosures on 
mywisely.com or the myWisely app. If you have a Wisely Pay or Wisely Cash card (see back of your card), this feature requires an upgrade which may not be available to all cardholders. Please allow up to 3 weeks 
after your initial setup of direct deposit for your pay to start loading to your card.

3 Amounts transferred to your savings envelope will no longer appear in your available balance. You can transfer money from your savings envelope back to your available balance at any time using the myWisely 
app or at mywisely.com.

4 The number of fee-free ATM transactions may be limited. Please log in to the myWisely app or mywisely.com and see your cardholder agreement and list of all fees for more information.
The Wisely Pay Visa® is issued by Fifth Third Bank, N.A., Member FDIC or Pathward, N.A., Member FDIC, pursuant to a license from Visa U.S.A. Inc. The Wisely Pay Mastercard® is issued by Fifth Third Bank, N.A., 
Member FDIC or Pathward, N.A., Member FDIC, pursuant to license by Mastercard International Incorporated. ADP is a registered ISO of Fifth Third Bank, N.A, or Pathward, N.A. The Wisely Pay Visa card can be used
everywhere Visa debit cards are accepted. Visa and the Visa logo are registered trademarks of Visa International Service Association. The Wisely Pay Mastercard can be used where Debit Mastercard is accepted.
Mastercard and the circles design are registered trademarks of Mastercard International Incorporated. ADP, the ADP logo, Wisely, myWisely, and the Wisely logo are registered trademarks of ADP, Inc. 
Copyright © 2022 ADP, Inc. All rights reserved.
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PAY SELECTION FORM

Rev. 12/15/2021 

AN ATTACHMENT IS REQUIRED. 

For a Checking Account.  Please attach a voided check.  This is preferred.  A bank‐issued direct 
deposit form or bank letter* is ok too.   

For a Savings Account or Pay Card.  Please attach a bank‐issued direct deposit form or bank 
letter.*   

*Do not submit a deposit slip.  The routing numbers differ from direct deposit routing numbers.

02593

Employee Name:   Date of Birth:  

Consumer Direct Care Network (CDCN) issues pay by direct deposit to a bank account or pay card.  Pay 
stubs and W‐2s are sent to you by mail to your address on file or electronically. 

Please check one pay option below.  

Note: You will be enrolled in the Wisely Pay card option if (1) you make no selection below, or (2) you 
select direct deposit to a bank account but provide invalid account information or your account is closed.   

     Direct Deposit to a Wisely Pay Card Account.  I authorize CDCN to issue me a Wisely Pay card.  The 
card will be tied to my identification on file.  CDCN will make payroll deposits to my card account.  I 
will receive the card in 7 to 10 business days after initial processing. 

     Direct Deposit to an Existing Checking, Savings or Pay Card Account.  I authorize CDCN to initiate 
payroll deposits to my bank or financial institution.  

The Name of my bank is:   

The Account Type is (check one):   Checking     Savings     Pay Card 

 

 
 

Acknowledgement.  I authorize CDCN to process my selected method of pay.  I understand that:  

 CDCN reserves the right to refuse any direct deposit request.

 I am responsible to confirm that each deposit has occurred.  I must pay any fees caused by
overdrafts on my account.

 All direct deposits are made through an Automated Clearing House (ACH).  Processing is subject
to ACH terms.  The terms of my bank also apply.

 If funds are deposited to my account in error, or an improper payment is made, I authorize
CDCN to debit my account to correct the error.  If my account cannot be debited due to closure
or insufficient balance, then CDCN may withhold future payments until the erroneous deposited
amounts are repaid.

 I may receive a paper check while my selected method of pay is being set up.

 I must submit a new Pay Selection Form to CDCN if I wish to change my Direct Deposit option.

Employee Signature                            Date 



Optional

Date

     

     

01768



EMPLOYEE HEALTH QUESTIONNAIRE

Rev. 12/09/2021  Page 1 of 2 

05094

Employee Name: 
 (please print) 

Background:  You have been conditionally hired to provide services for the service recipient in accordance with their 
authorized plan of care.  You may be required to perform physical tasks.  The purpose of this Health Questionnaire is to 
assess your ability to safely perform the authorized tasks.  The information provided on this Questionnaire will be used 
to help manage your employment in a safe manner.  Your responses are considered Confidential. 

Instructions:  Respond to each item as to whether you have a medical or physical activity restriction or limitation.  
Please explain each “Yes” answer on the backside of this form and attach additional information as necessary. 

Return this completed form and other employment forms to the Consumer Direct Care Network (CDCN) office. 

Do you currently have a Physical Activity Restriction for:  NO  YES 
1  Sitting 

2  Stationary Standing 

3  Walking 

4  Ability to be Mobile 

5  Crouching (bending at knee) 

6  Kneeling/Crawling 

7  Stooping (bending at waist) 

8  Twisting (knees/waist/neck) 

9  Turning/Pivoting 

10  Climbing 

11  Balancing 

12  Reaching overhead 

13  Reaching extension 

14  Grasping 

15  Pushing/Pulling 

16  Lifting/Carrying 

17  Whole/Partial Loss of Hearing 

18  Blindness (partial or complete) or Eye Problems 

19  Have you ever been advised by a health care professional to restrict your physical activities in any way? 

Personal Medical History – In the past 5 years, have you had or been treated for:  NO  YES 

20  Epilepsy 

21  Fainting/Dizzy Spells 

22  Hernia 

23  Muscular Strain 

24  Neck or Back Injury 

25  Ruptured Intervertebral Disc

26  Joint Injury or Pain 

27  Fractures 

28  Tuberculosis or Non‐Negative TB Test

29  Lung Problems/Disease

30  Head Injury 

31  Other Current Problems, Diseases, Conditions

32  Have you been hospitalized or undergone surgery, other than for childbirth?

33  Have you refused a recommended surgical procedure? 

34  Are you currently taking any medication or drugs, whether by prescription or not, that could 
impair your judgment? 



 
 EMPLOYEE HEALTH QUESTIONNAIRE

 

Rev. 12/09/2021  Page 2 of 2 

05095                                  

Do you currently have, or have you ever been told by a health care professional that you have any physical 
limitations related to the list below? 

    NO  YES      NO  YES 

A  Back      H  Arm      

B  Shoulder      I  Hip      

C  Neck      J  Knee     

D  Elbow      K  Ankle     

E  Wrist      L  Foot     

F  Hand      M  Leg     

G  Finger      N  Other     

 

CDCN does not discriminate in hiring, promotion, or other terms and conditions of employment.  In addition, CDCN 
does not discriminate against persons who have, in good faith, filed a claim for or received benefits according to 
State Workers’ Compensation Laws.  Requests for Accommodations which allow employees to perform the essential 
functions need to be requested in writing and will be provided if they do not cause an undue hardship. 

Please explain any “Yes” answers from page 1 and 2 in detail below and note the associated number or letter.  Also, 
include the dates of injuries & surgeries.  Use additional pages, if necessary: 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 
I affirm that I have answered the above questions to the best of my knowledge.  My answers are true and complete.   
I understand that knowingly providing false information is cause for dismissal and may result in denial of workers’ 
compensation benefits. 
 

Employee Signature:                Date:  _____/_____/_______ 
 
  Office Use Only 

 

Reviewed by: [________] Date _______/_______/_______       Date sent to Risk Mgr: _______/_______/_______ 
 

State Office/Location: _____________________________        Risk Mgr Review: [________] Date ______/______/______ 



 
 

 

Rev. 11/20/2024 

Educational Qualifications for: DBMD, HCS, MDCP, CFC & TxHmL per 1729 

 

I, (applicant name) 
______________________________________________________________________,  

   _______ CAN _____ CANNOT  
certify that I have at minimum a high school diploma or certificate recognized by a state as an 

equivalent to a high school diploma. 

 

Employee Signature ________________________________________      Date ___________________ 

 

Employer Signature ________________________________________     Date ____________________ 

 

*IF the employee cannot certify that they have at minimum a high school diploma or certificate 

recognized by a state as an equivalent to a high school diploma, the employee and employer must 

complete the attached competency evaluation AND the employee must provide three personal 

references, from people not related by blood who can verify they have the ability to provide a safe 

and healthy environment for the individual. 

 

Reference 1:  

Name: _____________________________________ Relationship: ____________________________ 

Phone: ____________________________________ Length of time known: _____________________ 

Reference 1:  

Name: _____________________________________ Relationship: ____________________________ 

Phone: ____________________________________ Length of time known: _____________________ 

Reference 1:  

Name: _____________________________________ Relationship: ____________________________  

Phone: ____________________________________ Length of time known: _____________________ 

 

 

12236



CLASS, DBMD and MDCP only:
Verify again before expiration date.

Verify again before 
expiration date.

If hiring a nurse: 

If applicable:

✔

✔
01762



Consumer Directed Services 
Criminal Conviction History and Registry Checks

Form 1725 
March 2023

The applicant is a person under consideration for hire as a service provider in the CDS option (employee or independent 
contractor [when required]). This form covers only criminal history conviction history and registry checks. 
Note: An applicant may not be hired by the CDS employer, and must not start providing services for payment, until and unless 
the required criminal history and registry checks are conducted, in addition to other employee qualification checks. The CDS 
employer and Financial Management Services Agency (FMSA) review the results of all required qualification checks to 
determine that an applicant can be hired. This form is signed by the FMSA.
Section I  - Applicant Authorization and Acknowledgment (Applicant must complete this section.)

I, (applicant's printed name) , give my permission to check for a
criminal conviction history, to check the required registries annually, and to check the state and federal lists of people and entities 
excluded from participation in Medicaid (LEIE) monthly as part of my application as a service provider through 
the Consumer Directed Services (CDS) option. I also understand that a criminal conviction or a registry listing that prohibits a 
person from employment in a health care setting in the state of Texas may prohibit my employment. 

I understand I may not begin delivering services until the FMSA and Employer confirm that I meet all qualifications to be hired. 

Applicant Information Required by the Texas Department of Public Safety (DPS) (Applicant must complete this section.)

Individual's Name (Last, First, Middle) Alias Maiden Name

Date of Birth (mm/dd/yyyy) Social Security No.

Signature  - Applicant Date

Section II - Criminal Conviction History Check and Registry Verification Process (Employer must complete this section.)

Individual's Name Employer Name

Criminal Conviction History Check (Check each box to certify agreement):

I request that my FMSA obtain a current Criminal Conviction History Check of the applicant from DPS. I authorize the FMSA to be 
reimbursed for the cost of obtaining the DPS Criminal Conviction History Check and if I request the report, the cost of sending the report 
from my budgeted funds.

I understand that if I request the report, the FMSA must send it to me through a secure method, DPS approved encrypted software or 
certified mail.

I understand that all criminal records and reports obtained by my FMSA, and the information they contain, are confidential information.

I understand all DPS criminal history information reports must be destroyed five days after I make the hiring decision.  Paper records need 
to be  shredded, pulped or burned. For electronic records, destroying the media or using specialized software to copy over the data are 
acceptable methods.

I understand that sharing of criminal history information with any person or agency may be prosecuted as a Class A Misdemeanor.

I understand I may not allow the applicant to begin delivering services until the FMSA and I confirm the applicant meets all qualifications to 
be hired.

Signature  - Employer Date

Registry Check
I request that my FMSA obtain the applicant's status with the Employee Misconduct Registry and the Nurse Aide Registry initially and 
annually.

I understand that the FMSA will screen the applicant initially and monthly using both the state and federal lists of excluded individuals and 
entities (LEIE).

I also understand that the applicant cannot provide services and cannot be paid with program funds until the criminal history and registry 
checks are completed and my FMSA has notified me that the applicant meets the qualifications.

Signature  - Employer Date 02650



Form 1725 
Page 2 / 03-2023

I request that the FMSA provide the criminal history to me:

Verbally

Encrypted email

Certified mail

Date of Employer Request

Section III  - Criminal Conviction History and Registry Check Results (FMSA must complete this section.)

DPS Criminal Conviction Criminal History Check

Date FMSA received Form 1725 with employer selection for criminal history results:

Date of DPS Check Time (specify a.m. or p.m.)

Obtained By
Convictions: Yes No

DPS approved dissemination method  used to inform employer of results:

Verbally

Encrypted email

Certified mail

Did not specify method

Date FMSA staff notified employer:

FMSA staff:

If yes, does the conviction(s) prohibit service delivery in compliance with Health and Safety Code Chapter 250, 
Section 250.006(a), or Section 250.006(b)?.................................................................................................

Yes No

Within five calendar days after the hiring decision, the FMSA must destroy the criminal history record information obtained from 
DPS whether or not hired or retained by the employer or designated representative.

Date report was destroyed:

Date employer notified FMSA of hiring decision:

Registry Checks (Conduct search at emr.dads.state.tx.us/DadsEMRWeb/)

Date of Registry Checks Time (specify a.m. or p.m.) Obtained By Employer

FMSA Representative

Employee Misconduct Registry: No Record Record (must not be hired or retained)

Nurse Aide Registry: No Record Record (must not be hired or retained)

Medicaid Exclusion List: No Record Record (must not be hired)

Certification - I acknowledge that the applicant's DPS criminal conviction history and registry record were checked.

The applicant  is  is not eligible for hire, to be retained for service delivery based on the checks above.

Signature - FMSA Representative Date FMSA notified the employer or 
Designated Representative 

FMSA and Employer Must Each Keep Original or Copy of This Form

02651



Form 1729 
July 2024

Consumer Directed Services 
Applicant Verification for Employees

Person's Name Employer Name

Applicant's Name Applicant Social Security No.

The employer must verify the applicant meets each criterion. The employer must ensure the following forms or copies of documentation used 
to verify the criteria are valid and kept in the employee's personnel file. This form and supporting documentation must be sent to the Financial 
Management Services Agency (FMSA) for verification before the employer can hire the applicant.

Employment Qualifications

The applicant is at least 18.

The applicant is not disqualified based on a Yes response on Form 1734, Service Provider and Employer Certification of Relationship 
Status for CDS.

The applicant is not barred from employment based on the results of the Texas Department of Public Safety (DPS) criminal conviction 
history check, the Texas Health and Safety Code Chapter 250 registry checks, or the Medicaid exclusion list (Form 1725, Criminal 
Conviction History and Registry Checks).

The applicant has completed Form 1728, Liability Acknowledgement.

The applicant has read Notice Concerning Workers' Compensation in Texas (TWC Notice 5).

The applicant has current cardiopulmonary resuscitation (CPR) and first aid certification for Medically Dependent Children Program 
(MDCP) flexible family support and respite services.

The applicant has current hands-on CPR, first aid and choking prevention certification, if providing services in the Deaf Blind with Multiple 
Disabilities (DBMD) Program.

The applicant has the following educational qualifications if providing services for DBMD, Home and Community-based Services (HCS), 
MDCP, Texas Home Living (TxHmL) or Community First Choice (CFC): 

• a high school diploma or a certificate recognized by a state as the equivalent of a high school diploma; or

documentation of a proficiency evaluation of the employee's experience and competence to perform job tasks, including an ability to
provide the services needed by the individual, as demonstrated through a written competency-based assessment; and 

 at least three personal references from people not related by blood who evidence the person's ability to provide a safe and healthy 
environment for the person.

The applicant has the following qualifications if providing services for DBMD:

• is fluent in the communication methods used by the person, such as American Sign Language, tactile symbols, communication boards,
pictures and gestures or has the ability to become fluent in the communication methods used by the person within three months after
working with the person.

FMSA Certification 

The applicant does does not meet qualifications for employment. Only applicants who meet all qualifications may be employed.

Acknowledgement

The applicant and employer acknowledge the applicant meets the qualifications for employment and that a copy of this form must be submitted 
to the FMSA. The FMSA must verify the applicant’s qualifications before the employer offers employment to the applicant.

Signature — Employer Date Signature — FMSA Date

01767



Form 1734 
March 2023

Consumer Directed Services (CDS) 
Service Provider and Employer Certification of Relationship Status for CDS

Section 1: Basic Information 

Service Provider Applicant Name Maiden Name — if applicable

Applicant Street Address City, State and ZIP Code

Person Receiving Services CDS Employer Name (if different than person receiving services)

Person Receiving Services Street Address City, State and ZIP Code

Applicant’s Relationship to Person Receiving Services Designated Representative (DR) — if applicable

Applicant’s Relationship to CDS Employer Applicant’s Relationship to DR

Service Provider Applicant: Place a check mark in the column that describes your status and relationship.

Section 2: All Programs 

The applicant must answer the following questions.

Service Provider Status and Relationship

1. Are you under 18?

Yes No NA

2. Are you the individual’s legally authorized representative (LAR)? (That is, the individual’s natural parent, legal or adopted 
parent, stepparent or managing conservator if the individual is under 18 [a minor], or the court-appointed guardian of an 
individual of any age.)

3. Are you the spouse* of the individual’s LAR? (That is, the spouse of the individual’s natural parent, legal or adopted 
parent, stepparent or managing conservator if the individual is under 18 [a minor], or the spouse of the court-appointed 
guardian of an individual of any age.)

4. Are you the spouse* of the individual? (Consumer Managed Personal Attendant Services (CMPAS) service providers 
mark this item Not Applicable (N/A).)**

5. Are you the spouse* of the employer? (CMPAS service providers mark this item NA.)**

6. If the individual is a Texas Department of Family and Protective Services (DFPS) foster child or adult, are you their foster 
parent? (If the individual is not a DFPS foster child or adult, mark this item NA.)

7. If the individual is a DFPS foster child or adult, are you the spouse* of the foster parent? (If the individual is not a DFPS 
foster child or adult, mark this item NA.)

8. Are you the power of attorney (attorney in fact or agent) for financial responsibilities on behalf of the individual?

9. Are you the DR or the CDS employer for the individual?

10. Are you the spouse* of the employer's DR?

05221 11214



Form 1734

Page 2 / 03-2023

* Spouse is defined as either a legal marriage or a marriage without formalities (common law marriage) in accordance with the Texas Family Code.

** The spousal relationship in questions 4 and 5 is not applicable for CMPAS. (The spouse may be employed.) 

Section 3: Medically Dependent Children Program (MDCP)

If providing services in the MDCP program, please answer the following additional questions. (Mark these items NA if the individual is not 
enrolled in MDCP.)

Service Provider Status and Relationship

1. Are you the parent or primary caregiver of the individual?

Yes No NA

2. Are you the spouse* of the parent or primary caregiver?

Section 4: Home and Community-based Services (HCS) and Texas Home Living (TxHmL)

If providing Community First Choice Personal Assistance Services or Habilitation (CFC PAS/HAB), respite, adaptive aids or behavioral support 
services in the HCS or TxHmL program, please answer the following additional questions, as applicable. (Mark these items NA if the individual 
is not receiving an applicable HCS or TxHmL service.)

Applicant Status and Relationship Yes No NA

1. Are you a person living in the same household as the individual? (Applies to CFC PAS/HAB and respite services.)

2. Are you a person related to the individual within the fourth degree of consanguinity or within the second degree of 
affinity? (Applies to adaptive aids and behavioral support services.)

Section 5: Community Living Assistance and Support Services (CLASS) — Respite Service Providers Only

If providing respite services in the CLASS program and the primary caregiver is the CFC PAS/HAB applicant, answer the following 
additional question. (Mark this item NA if the individual is not receiving CLASS respite services. Also mark this item NA if the individual is 
receiving CLASS respite services, but the primary caregiver is not the CFC PAS/HAB service provider.)

Applicant Status and Relationship

1. Do you live in the same household as the individual?

Yes No NA

Section 6: Primary Home Care (PHC), Community Attendant Services (CAS) and Family Care (FC)

If providing PHC, CAS or FC, please answer the following additional questions. (Mark these items NA if the individual is not enrolled in PHC, 
CAS or FC.)

Applicant Status and Relationship

1. Are you the primary caregiver for the individual?

Yes No NA

2. Are you the spouse* of the primary caregiver for the individual?

11215



Form 1734

Page 3 / 03-2023

Employer and Service Provider Applicant Verification

If any item above is marked Yes, the applicant is not eligible to be a paid service provider (employee, contractor or vendor) in the CDS 
option for this individual. 

If every item above is marked No or NA, the applicant meets relationship eligibility for employment in the CDS option for this individual, unless 
contraindicated by requirements of the individual’s program. (NA only applies where indicated.) The employer and the applicant certify that the 
responses are accurate.

Employer confirmation and acknowledgement: As the CDS employer, I confirm that the information provided on this form is true and correct 
to the best of my knowledge. I understand that an applicant cannot be paid for providing services if they are not eligible for employment.  

Printed Employer Name Signature — Employer Date

Applicant confirmation and acknowledgement: As the applicant, I confirm that the information provided on this form is true and correct to the 
best of my knowledge. I understand that I cannot be paid for providing services if I am not eligible for employment. 

Printed Service Provider Applicant Name Signature — Service Provider Applicant Date

11216



Form 1728 
October 2024

Consumer Directed Services 
Liability Acknowledgement

Liability Acknowledgement Between the Employer and the Applicant for Employment

The person who receives services or the person’s legally authorized representative (LAR) is the employer in the Consumer Directed Services 
(CDS) option. 

The employer hires, manages and terminates service providers employed as employees. The employer is solely responsible and liable for any 
negligent acts or omissions by the employer, the employee, other service provider(s) or contractors, the person who receives services, and if 
applicable, the employer's designated representative. 

Employees or service providers are not employed or retained by the Texas Health and Human Services Commission (HHSC), any other state 
or federal governmental agency or by the Financial Management Services Agency (FMSA).

As an applicant for employment through the CDS option, I acknowledge I have read and understand the above information about the 
employer and employee liability.

Signature – Employer
The employer must sign Date Signature – Applicant for Employment Date

Liability Notice to Applicants for Employment

Section I

The employer:

is a subscriber of Texas Workers' Compensation through the Texas Department of Insurance, Division of Workers' Compensation.

is not a subscriber of Texas Workers' Compensation through the Texas Department of Insurance, Division of Workers' Compensation. 
Employer completes Section II if this option applies.

Section II

Employer checks the correct option if the employer is not a subscriber to Texas Workers' Compensation.

I have made the following arrangement(s) for employee work-related injuries or illnesses:

self-insurance,

homeowner's personal liability insurance,

renter's personal liability insurance,

medical coverage insurance,

risk pool insurance,

other:

I have no insurance or other protection against employee work-related injuries or illnesses for my employee(s).

Acknowledgement by Employer and Applicant for Employment

I acknowledge I have read and understand the information in Section I and in Section II.

Signature – Employer
The employer must sign Date Signature – Applicant for Employment Date

01766



WORKERS’ COMPENSATION  NETWORK

ACKNOWLEDGEMENT FORM

Rev. 06/13/2023 

03681

I have received information that tells me how to get health care under workers’ compensation 
insurance. 

If I am hurt on the job and live in the service area described in this information, I understand that: 

1. I must choose a treating doctor from the list of doctors in the network.  OR, I may ask my
primary care physician to agree to serve as my treating doctor.

2. I must go to my treating doctor for all health care for my injury.  If I need a specialist, my
treating doctor will refer me.  If I need emergency care, I may go anywhere.

3. The insurance carrier will pay the treating doctor and other network providers.

4. I might have to pay the bill if I get healthcare from someone other than a network doctor
without network approval.

   (Signature)     (Date) 

   (Printed Name) 

I live at:  
 (Street Address) 

 (City)   (State)     (Zip Code) 

Employer Printed Name:  

Employer Signature:     Date: 

Name of Network: The Hartford’s Texas Workers’ Compensation Health Care Network 



Rev. 12/20/2024 

Notice of Network Requirements 
Employee Information; Responsibilities 

Dear Texas Employee: 

Consumer Direct Care Network Texas (CDCN) is using The Hartford’s Texas Workers’ 

Compensation Health Care Network.  This is a certified workers’ compensation network for 

providing healthcare service that you can use.  We call it a “healthcare network” because it 

includes different kinds of healthcare services.  This network is offered through your employer.  

This network has been certified by the Health and Workers’ Compensation Networks & Quality 

Assurance Division.  If you live in the area that is serviced by the network (called a Geographic 

Service Area, or simply “Service Area”), and if you are injured at work, you must get medical 

treatment through this network.  Your employer must tell you about what you need to do so that 

you will be able to use the network if you are injured.  Not all of the doctors in your area are part 

of this network.  Your employer must also give you a list of the names of the doctors that you can 

use in your area.  This list of network treating doctors includes: 

 The names and addresses of the doctors and whether they are treating doctors (the kind of

doctor that you contact yourself) or specialists (doctors that the treating doctor

recommends); network doctors are listed by the kind of service they provide; treating

doctors are listed separately from specialists;

 The names of the doctors who are able to determine whether your work related medical

condition has reached maximum medical improvement and provide impairment ratings

associated with your work related injury; and

 Information about doctors who are accepting new patients.

This list of network providers will be updated at least four times each year.  If you would like a 

printed copy, please contact us at 1‐800‐327‐3636, Option 4 and we will be happy to mail one to 

you.  If you have Internet access, the electronic directory is updated more frequently. 

Visit:  www.talispoint.com/htfd/external 

CDCN utilizes a Risk Manager to help assist with workers’ compensation claims and questions.  

If you are injured please contact the Risk Manager at the Injury Hotline at 1‐877-532-8542.  



01769

Work schedule may change without notice to CDCN

Work schedule may change without notice to CDCN
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* If the service provider is an entity, a representative from the entity with authorization to negotiate this agreement on behalf of the entity must sign.
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Hepatitis B is a serious infection involving the liver. 
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Mandatory Declination Statement
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§225.13,Tasks Prohibited From Delegation), including:

01771



01772



Form 1732 
October 2024

Consumer Directed Services 
Management and Training of Service Provider

Service Provider, Employee Name First Day of Work Annual Evaluation Due Date

Person Receiving Services Name Program Services Delivered

Consumer Directed Services Employer Name

I. Purpose

Initial Orientation Ongoing Training

Evaluation

30-Day Three-Month Six-Month Annual Other

Supervision

Verbal Warning: First Second Third Other

Written Warning: First Second Third Other

Conflict Resolution Other

II. Documentation of Topics Covered at Initial Orientation or Ongoing Training
Initial orientation must include training related to the person’s condition, the tasks the service provider will perform and any required training
described in an applicable addendum to Form 1735, Employer and Financial Management Services Agency Service Agreement.

 -> ________ Service Provider oriented to individuals condition and provided training to perform approved tasks 
 -> ________ Service Provider is competent and has provided required documents to perform approved tasks.  
 -> ________ Service Provider was trained on EVV use and requirements for this member. 

III. Documentation of Abuse, Neglect and Exploitation Training
Initial orientation must include training on acts that constitute abuse, neglect or exploitation of a person.

 -> ________Service Provider has been trained to recognize and report any acts of abuse, neglect or exploitation of an individual and 
understands actions that will be taken if they are reported to have committed ANE.

IV. Evaluation or Performance Review

V. Corrective Action Plan if applicable

Date for follow-up on corrective action plan:

VI. Service Provider Comments

This document has been reviewed with the service provider listed above.

Service Provider Signature Date

Employer Signature Date Witness Signature Date

Date sent to FMSA Date received by FMSA
01770



Form 1732-EMR 
November 2024Consumer Directed Services (CDS) 

Management and Training of Service Provider Addendum

Employee Misconduct Registry Notification

Employee Name: Date of Hire:

Position: Employer Name:

Long-term care employers in Texas, including Consumer Directed Service (CDS) employers, are required under 26 Texas Administrative Code 
(TAC), Part 1, Chapter 711 and Texas Health and Safety Code Chapter 253 to inform new unlicensed employees about the Employee 
Misconduct Registry (EMR). 

The purpose of the EMR is to make sure an unlicensed person who commits an act of abuse, neglect or exploitation that meets the definition of 
reportable conduct against a consumer receiving services from a facility or against a person receiving services in the CDS option is not 
employed in the Texas Health and Human Services Commission (HHSC) regulated facilities and in certain programs including CDS. The EMR 
applies to employees who provide personal care services, treatment or any other personal services and are not licensed by the state to perform 
the services. 

A person listed in the EMR is not employable by a facility, agency or individual employer. The EMR is governed by 26 TAC, Part 1, Chapter 711 
and Texas Health and Safety Code Chapter 253. Regarding a CDS employee, the Department of Family and Protective Services (DFPS) 
conducts EMR investigations and makes findings per DFPS rules at 40 TAC, Part 19, Chapter 705, Subchapter O. 

Rules about the EMR are on the Secretary of State’s website at: 
https://texreg.sos.state.tx.us/public/readtac$ext.ViewTAC?tac_view=5&ti=40&pt=19&ch=705&sch=O&rl=Y
.

Questions may be directed to HHSC Professional Credentialing Enforcement Unit at 409-667-3081. 

The employer must provide the employee with a copy of this notice.

I,
Printed Employee Name

, have read and understand the above notification. 

Employee Signature Date

04253



Form 1747 
June 2024

Consumer Directed Services (CDS) Option 
Acknowledgement of Nursing Requirements

Member's Name Date of Birth Medicaid Identification No.

Medicaid Waiver Program CDS Employer’s Name Service Plan Date

A registered nurse (RN) or a licensed vocational nurse (LVN) hired by a CDS employer must complete this form annually before providing 
nursing services. Texas Occupations Code, Title 3, Subtitle E, Chapter 301, Section 301.002 defines professional nursing as services provided 
by RNs and LVNs. Section 301.353 requires an LVN to practice under the supervision of an RN, advanced practice registered nurse (APRN), 
physician or a physician's assistant (PA). The Texas Board of Nursing (BON) rules at Texas Administrative Code, Title 22, Part 11, Chapter 
217, Section 217.11 and the BON Interpretive Guidelines require nurses to know and conform to the Texas Nursing Practice Act and the BON's 
rules and regulations, as well as all federal, state or local laws, rules or regulations affecting the nurse's current area of nursing practice.

Requirements — Community Living Assistance and Support Services (CLASS), Home and Community-based Services (HCS), STAR
+PLUS Home and Community Based Services (HCBS), Medically Dependent Children Program (MDCP) and Texas Home Living
(TxHmL)

A nurse hired by the CDS employer must maintain the following documentation in the home: 

• Nursing assessment and nursing plan of care developed by the CDS RN

• Doctor's orders for any skilled care, tasks, medications and treatments, including a signed plan of care updated annually

• Nursing notes as required by the BON to document the person’s status, including the person’s signs and symptoms; nursing care
rendered; and physician, dentist or podiatrist orders

• Documentation of medication administration or treatment, nursing interventions completed according to the practitioner’s orders and
nursing assessments completed at the beginning of each shift

Certification by nurse hired by a CLASS, HCS, STAR Kids MCDP, STAR+PLUS HCBS or TxHmL CDS employer:

I, (print name), acknowledge and certify I have received information regarding documents that must be 

obtained, completed and maintained in the person's home. 

Signature Credentials Date

If certifying nurse above is an LVN, the following section must be completed.

I, the LVN named above, meet this requirement. I am supervised by Physician RN APRN PA .

Supervisor's Name Supervisor's License No. Supervisor's Area Code and Phone No.

Supervisor's Address (Street, City, State, ZIP Code)

Signature – Physician, RN, APRN or PA License No. Date

Financial Management Services Agency (FMSA) Signature Date Received

The CDS employer must send a copy of the completed Form 1747 annually to the FMSA before the RN or LVN can deliver nursing 
services. The CDS employer must maintain a copy of the completed Form 1747 in the person’s home.
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The information provided in this document is for informational purposes only and not for the purpose of 
providing legal, accounting, or tax advice.  The information and services ADP provides should not be 
deemed a substitute for the advice of any such professional.  Such information is by nature subject to 
revision and may not be the most current information available. ADP, the ADP logo and Always 
Designing for People trademarks of ADP, Inc.  Copyright © 2020 ADP, Inc.     adp.com 
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Work Opportunity Tax Credits ‐ Consumer Direct Care Network 
 

Consumer Direct Care Network (CDCN) participates in the Work Opportunity Tax Credit (WOTC) program. 
ADP administers WOTC on behalf of CDCN. Please follow the steps listed below to screen for the WOTC 
program.  We appreciate your cooperation. 
 

Applicant Instructions 

 Open  https://tcs.adp.com/consumerdirectcare  or scan the QR code below.  
**Note: If using a shared screening device, ensure the device does not have an autofill/auto complete 
function enabled 
 

 Please answer each question to complete the voluntary screening. 
 

 Eligible applicants will be asked to Electronically Sign and click Submit to complete the screening.  
 

 Ineligible applicants will be asked to click Submit to finish the screening. You will  
not be asked to electronically sign.  

 
*ADP will contact WOTC‐eligible new hires via email or text to request proof of age or address 

documentation, when needed. 
 
**If you are unable to screen via the Web Link please contact ADP at 1‐800‐237‐3279 (1‐800‐ADP‐EASY) 
available 6am‐11 pm ET, 7 days a week and enter company code shown below to screen for Tax Credits.    

IVR CODE: 410849 
 

 



W-2s are available on ADP. You can access ADP at myADP.com. The first time you visit myADP.com, you must register for an
account. Please follow the steps below to get started.
Note: If you are a new employee, you cannot register until after you receive your first paycheck.

ADP Registration Instructions

E V E R Y  L I F E .   E V E R Y  M O M E N T .   E V E R Y  D A Y .

20210126v2

HOW TO ACCESS ADP
    Click on this link: myADP.com
    On the Log Into ADP screen, 
    click Create Account

    Click I Have a Registration 
    Code

    Enter your registration code: 
    condirhold-register
    Click Continue.

    Enter your personal 
    information. Click Continue.

    Select an option to verify your 
    identity. You may choose to 
    verify by:
         Using your mobile number or
         Answering a few identity 
         questions

1.
2.

3.

4.

5.

6.

    If you select to verify 
    using your mobile phone 
    number, enter your 
    mobile phone number 
    and click Verify 
    Phone Number.

    ADP will send a 
    verification code to your 
    mobile phone. Enter the 
    verification code. 
    Click Continue.
    If you did not receive a 
    code, click Request 
    a New Code to have 
    another code sent to your mobile phone.

    Enter your email address and select if you'd like to receive 
    texts or calls about your ADP account. Click Continue.

    Create a password for your ADP account. Accept the terms 
    and conditions. Click Continue.

    The account created screen will load. On this screen you 
    will see your User ID under the Account Created Please 
    Sign In message. Your User ID will include condirhold at 
    the end of it. Please take note of your User ID.

    You may now sign into myADP.com.

  7.

  8.

  9.

10.

11.

12.

www.myadp.com
www.myadp.com
www.myadp.com
www.myadp.com
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