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DIRECT SERVICE PROVIDER 

INFORMATION AND CONTRACTING 

PACKET 

 

SARCOA, Area Agency on Aging, Region VII 

1075 South Brannon Stand Road, Dothan, AL 36305 

334-793-6843 or 1-800-239-3507 FAX 334-678-7564 

 

 



CHECKLIST 

Return the following to SARCOA 
(Please retain copies of all documents for your files) 

 
__________ Prospective Contractor Information Sheet 

__________ Contractor Billing and Payment Authorization 

__________ Signature Authorization for Billing Purposes 

__________ Immigration Status Form 

__________ Form W-9 (Federal Tax ID) 

__________ Proof of current General and Professional Liability Insurance 

__________ Proof of Workman’s Compensation and Unemployment Insurance 

__________ Copy of Business License 

__________ Organizational Chart detailing all positions in your organizations 

__________ Lines of Authority- List names and Responsibilities 

__________ Provide a job description for each position in your organization 

__________ List Names and License Numbers for all RN’s and LPN’s Employed; Licenses must be current/active/good standing 

__________ Initial Orientation and Training Manuals 

__________ Completed MW-25 (provided in packet) Orientation & Annual Training Form for each Waiver you intend to contract for  

__________ Complaint and Grievance Policy (How you manage complaints/grievances) 

__________ Complaint/Grievance Log w/ ability to describe the nature of the complaints and follow-up actions taken 

__________ History of your Agency (ex. Initial date of operations, history of locations, and ownership leading up to this date) 

__________ Map and written directions to your office location(s). 

__________ Operating Budget (Predicted Annual Budget) 

__________ Functioning Computer, Printer, and Internet Access (to be evaluated during office space review) 

__________ Policy concerning Client/Patient confidentiality (HIPAA) and Employee Confidentiality Agreement 

__________ A written Policy and Procedures Manual which includes hiring practices 

__________ Agency’s Emergency Plan regarding service delivery 

 

 
 



SARCOA Area Agency on Aging 
1075 S. Brannon Stand/ DOTHAN, ALABAMA 36305 

 

 

 
SIGNATURE AUTHORIZATION FOR BILLING PURPOSES 

 
 

Please print or type. 

Contractor:  

 

Address: 

 

Today’s Date: 

 
 

The following individuals have been authorized, in addition to myself, to sign Voucher Summary Sheets / 
Invoices billing the Southern Alabama Regional Council on Aging (SARCOA) for services rendered or 
purchases of goods under SARCOA programs. Persons not on this list will not be authorized to sign billing. 
Any billing submitted which is signed by someone other that those listed below (or on a subsequent Signature 
Authorization form) will be rejected. 
 

Please print or type except where signatures are required. 

Name                                         Title                            Official Signature 

 

 

 

 

 

 

This Authorization will continue through the following date: 

 
 

                                                                                                  ____________________________________ 
                                                                                                  Contractor Official Signature                 Date 
                                                                                  
                                                                                                  ____________________________________ 
                                                                                                   Title              
 

 
Please notify SARCOA immediately if any of the above information changes.      SARCOA-3-18-19 



IMMIGRATION STATUS 

I do hereby attest and affirm that all workers in my 
business/agency/organization who are providing services in conjunction with 
a contract between my business/agency/organization and the Southern 
Alabama Regional Council on Aging (SARCOA), are either citizens of the United 
States or are in a proper and legal immigration status that authorizes them to 
be employed for pay within the United States of America. 

 

____________________________________________________  

Signature of Contractor Representative                               Date 

 

 

____________________________________________________  

Print Name of Representative 

 

 

____________________________________________________  

Print Name of Agency 

 

 

____________________________________________________  

Witness                                                                                        Date 

 

 

 



Form    W-9
(Rev. October 2018)
Department of the Treasury  
Internal Revenue Service 

Request for Taxpayer 
Identification Number and Certification

▶ Go to www.irs.gov/FormW9 for instructions and the latest information.

Give Form to the  
requester. Do not 
send to the IRS.

P
ri

nt
 o

r 
ty

p
e.

 
S

ee
 S

p
ec

ifi
c 

In
st

ru
ct

io
ns

 o
n 

p
ag

e 
3.

1  Name (as shown on your income tax return). Name is required on this line; do not leave this line blank.

2  Business name/disregarded entity name, if different from above

3  Check appropriate box for federal tax classification of the person whose name is entered on line 1. Check only one of the 
following seven boxes. 

Individual/sole proprietor or 
single-member LLC

 C Corporation S Corporation Partnership Trust/estate

Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=Partnership) ▶ 

Note: Check the appropriate box in the line above for the tax classification of the single-member owner.  Do not check 
LLC if the LLC is classified as a single-member LLC that is disregarded from the owner unless the owner of the LLC is 
another LLC that is not disregarded from the owner for U.S. federal tax purposes. Otherwise, a single-member LLC that 
is disregarded from the owner should check the appropriate box for the tax classification of its owner.

Other (see instructions) ▶ 

4  Exemptions (codes apply only to 
certain entities, not individuals; see 
instructions on page 3):

Exempt payee code (if any)

Exemption from FATCA reporting

 code (if any)

(Applies to accounts maintained outside the U.S.)

5  Address (number, street, and apt. or suite no.) See instructions.

6  City, state, and ZIP code

Requester’s name and address (optional)

7  List account number(s) here (optional)

Part I Taxpayer Identification Number (TIN)
Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid 
backup withholding. For individuals, this is generally your social security number (SSN). However, for a 
resident alien, sole proprietor, or disregarded entity, see the instructions for Part I, later. For other 
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a 
TIN, later.

Note: If the account is in more than one name, see the instructions for line 1. Also see What Name and 
Number To Give the Requester for guidelines on whose number to enter.

Social security number

– –

or
Employer identification number 

–

Part II Certification
Under penalties of perjury, I certify that:

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me); and
2. I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue 

Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am 
no longer subject to backup withholding; and

3. I am a U.S. citizen or other U.S. person (defined below); and

4. The FATCA code(s) entered on this form (if any) indicating that I am exempt from FATCA reporting is correct.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding because 
you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage interest paid, 
acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and generally, payments 
other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the instructions for Part II, later.

Sign 
Here

Signature of 
U.S. person ▶ Date ▶

General Instructions
Section references are to the Internal Revenue Code unless otherwise 
noted.

Future developments. For the latest information about developments 
related to Form W-9 and its instructions, such as legislation enacted 
after they were published, go to www.irs.gov/FormW9.

Purpose of Form
An individual or entity (Form W-9 requester) who is required to file an 
information return with the IRS must obtain your correct taxpayer 
identification number (TIN) which may be your social security number 
(SSN), individual taxpayer identification number (ITIN), adoption 
taxpayer identification number (ATIN), or employer identification number 
(EIN), to report on an information return the amount paid to you, or other 
amount reportable on an information return. Examples of information 
returns include, but are not limited to, the following.

• Form 1099-INT (interest earned or paid)

• Form 1099-DIV (dividends, including those from stocks or mutual 
funds)

• Form 1099-MISC (various types of income, prizes, awards, or gross 
proceeds)

• Form 1099-B (stock or mutual fund sales and certain other 
transactions by brokers)

• Form 1099-S (proceeds from real estate transactions)

• Form 1099-K (merchant card and third party network transactions)

• Form 1098 (home mortgage interest), 1098-E (student loan interest), 
1098-T (tuition)

• Form 1099-C (canceled debt)

• Form 1099-A (acquisition or abandonment of secured property)

Use Form W-9 only if you are a U.S. person (including a resident 
alien), to provide your correct TIN. 

If you do not return Form W-9 to the requester with a TIN, you might 
be subject to backup withholding. See What is backup withholding, 
later.

Cat. No. 10231X Form W-9 (Rev. 10-2018)
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By signing the filled-out form, you: 

1. Certify that the TIN you are giving is correct (or you are waiting for a 
number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S. exempt 
payee. If applicable, you are also certifying that as a U.S. person, your 
allocable share of any partnership income from a U.S. trade or business 
is not subject to the withholding tax on foreign partners' share of 
effectively connected income, and 

4. Certify that FATCA code(s) entered on this form (if any) indicating 
that you are exempt from the FATCA reporting, is correct. See What is 
FATCA reporting, later, for further information.

Note: If you are a U.S. person and a requester gives you a form other 
than Form W-9 to request your TIN, you must use the requester’s form if 
it is substantially similar to this Form W-9.

Definition of a U.S. person. For federal tax purposes, you are 
considered a U.S. person if you are:

• An individual who is a U.S. citizen or U.S. resident alien;

• A partnership, corporation, company, or association created or 
organized in the United States or under the laws of the United States;

• An estate (other than a foreign estate); or

• A domestic trust (as defined in Regulations section 301.7701-7).

Special rules for partnerships. Partnerships that conduct a trade or 
business in the United States are generally required to pay a withholding 
tax under section 1446 on any foreign partners’ share of effectively 
connected taxable income from such business. Further, in certain cases 
where a Form W-9 has not been received, the rules under section 1446 
require a partnership to presume that a partner is a foreign person, and 
pay the section 1446 withholding tax. Therefore, if you are a U.S. person 
that is a partner in a partnership conducting a trade or business in the 
United States, provide Form W-9 to the partnership to establish your 
U.S. status and avoid section 1446 withholding on your share of 
partnership income.

In the cases below, the following person must give Form W-9 to the 
partnership for purposes of establishing its U.S. status and avoiding 
withholding on its allocable share of net income from the partnership 
conducting a trade or business in the United States.

• In the case of a disregarded entity with a U.S. owner, the U.S. owner 
of the disregarded entity and not the entity;

• In the case of a grantor trust with a U.S. grantor or other U.S. owner, 
generally, the U.S. grantor or other U.S. owner of the grantor trust and 
not the trust; and

• In the case of a U.S. trust (other than a grantor trust), the U.S. trust 
(other than a grantor trust) and not the beneficiaries of the trust.

Foreign person. If you are a foreign person or the U.S. branch of a 
foreign bank that has elected to be treated as a U.S. person, do not use 
Form W-9. Instead, use the appropriate Form W-8 or Form 8233 (see 
Pub. 515, Withholding of Tax on Nonresident Aliens and Foreign 
Entities).

Nonresident alien who becomes a resident alien. Generally, only a 
nonresident alien individual may use the terms of a tax treaty to reduce 
or eliminate U.S. tax on certain types of income. However, most tax 
treaties contain a provision known as a “saving clause.” Exceptions 
specified in the saving clause may permit an exemption from tax to 
continue for certain types of income even after the payee has otherwise 
become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an exception 
contained in the saving clause of a tax treaty to claim an exemption 
from U.S. tax on certain types of income, you must attach a statement 
to Form W-9 that specifies the following five items.

1. The treaty country. Generally, this must be the same treaty under 
which you claimed exemption from tax as a nonresident alien.

2. The treaty article addressing the income.
3. The article number (or location) in the tax treaty that contains the 

saving clause and its exceptions.
4. The type and amount of income that qualifies for the exemption 

from tax.
5. Sufficient facts to justify the exemption from tax under the terms of 

the treaty article.

Example. Article 20 of the U.S.-China income tax treaty allows an 
exemption from tax for scholarship income received by a Chinese 
student temporarily present in the United States. Under U.S. law, this 
student will become a resident alien for tax purposes if his or her stay in 
the United States exceeds 5 calendar years. However, paragraph 2 of 
the first Protocol to the U.S.-China treaty (dated April 30, 1984) allows 
the provisions of Article 20 to continue to apply even after the Chinese 
student becomes a resident alien of the United States. A Chinese 
student who qualifies for this exception (under paragraph 2 of the first 
protocol) and is relying on this exception to claim an exemption from tax 
on his or her scholarship or fellowship income would attach to Form 
W-9 a statement that includes the information described above to 
support that exemption.

If you are a nonresident alien or a foreign entity, give the requester the 
appropriate completed Form W-8 or Form 8233.

Backup Withholding
What is backup withholding? Persons making certain payments to you 
must under certain conditions withhold and pay to the IRS 24% of such 
payments. This is called “backup withholding.”  Payments that may be 
subject to backup withholding include interest, tax-exempt interest, 
dividends, broker and barter exchange transactions, rents, royalties, 
nonemployee pay, payments made in settlement of payment card and 
third party network transactions, and certain payments from fishing boat 
operators. Real estate transactions are not subject to backup 
withholding.

You will not be subject to backup withholding on payments you 
receive if you give the requester your correct TIN, make the proper 
certifications, and report all your taxable interest and dividends on your 
tax return.

Payments you receive will be subject to backup withholding if: 

1. You do not furnish your TIN to the requester,

2. You do not certify your TIN when required (see the instructions for 
Part II for details),

3. The IRS tells the requester that you furnished an incorrect TIN,

4. The IRS tells you that you are subject to backup withholding 
because you did not report all your interest and dividends on your tax 
return (for reportable interest and dividends only), or

5. You do not certify to the requester that you are not subject to 
backup withholding under 4 above (for reportable interest and dividend 
accounts opened after 1983 only).

Certain payees and payments are exempt from backup withholding. 
See Exempt payee code, later, and the separate Instructions for the 
Requester of Form W-9 for more information.

Also see Special rules for partnerships, earlier.

What is FATCA Reporting?
The Foreign Account Tax Compliance Act (FATCA) requires a 
participating foreign financial institution to report all United States 
account holders that are specified United States persons. Certain 
payees are exempt from FATCA reporting. See Exemption from FATCA 
reporting code, later, and the Instructions for the Requester of Form 
W-9 for more information.

Updating Your Information
You must provide updated information to any person to whom you 
claimed to be an exempt payee if you are no longer an exempt payee 
and anticipate receiving reportable payments in the future from this 
person. For example, you may need to provide updated information if 
you are a C corporation that elects to be an S corporation, or if you no 
longer are tax exempt. In addition, you must furnish a new Form W-9 if 
the name or TIN changes for the account; for example, if the grantor of a 
grantor trust dies.

Penalties
Failure to furnish TIN. If you fail to furnish your correct TIN to a 
requester, you are subject to a penalty of $50 for each such failure 
unless your failure is due to reasonable cause and not to willful neglect.

Civil penalty for false information with respect to withholding. If you 
make a false statement with no reasonable basis that results in no 
backup withholding, you are subject to a $500 penalty.
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Criminal penalty for falsifying information. Willfully falsifying 
certifications or affirmations may subject you to criminal penalties 
including fines and/or imprisonment.

Misuse of TINs. If the requester discloses or uses TINs in violation of 
federal law, the requester may be subject to civil and criminal penalties.

Specific Instructions
Line 1
You must enter one of the following on this line; do not leave this line 
blank. The name should match the name on your tax return.

If this Form W-9 is for a joint account (other than an account 
maintained by a foreign financial institution (FFI)), list first, and then 
circle, the name of the person or entity whose number you entered in 
Part I of Form W-9. If you are providing Form W-9 to an FFI to document 
a joint account, each holder of the account that is a U.S. person must 
provide a Form W-9.

a.  Individual. Generally, enter the name shown on your tax return. If 
you have changed your last name without informing the Social Security 
Administration (SSA) of the name change, enter your first name, the last 
name as shown on your social security card, and your new last name.  

Note: ITIN applicant: Enter your individual name as it was entered on 
your Form W-7 application, line 1a. This should also be the same as the 
name you entered on the Form 1040/1040A/1040EZ you filed with your 
application.

b.  Sole proprietor or single-member LLC. Enter your individual 
name as shown on your 1040/1040A/1040EZ on line 1. You may enter 
your business, trade, or “doing business as” (DBA) name on line 2.

c.  Partnership, LLC that is not a single-member LLC, C 
corporation, or S corporation. Enter the entity's name as shown on the 
entity's tax return on line 1 and any business, trade, or DBA name on 
line 2.

d.  Other entities. Enter your name as shown on required U.S. federal 
tax documents on line 1. This name should match the name shown on the 
charter or other legal document creating the entity. You may enter any 
business, trade, or DBA name on line 2.

e.  Disregarded entity. For U.S. federal tax purposes, an entity that is 
disregarded as an entity separate from its owner is treated as a 
“disregarded entity.”  See Regulations section 301.7701-2(c)(2)(iii). Enter 
the owner's name on line 1. The name of the entity entered on line 1 
should never be a disregarded entity. The name on line 1 should be the 
name shown on the income tax return on which the income should be 
reported. For example, if a foreign LLC that is treated as a disregarded 
entity for U.S. federal tax purposes has a single owner that is a U.S. 
person, the U.S. owner's name is required to be provided on line 1. If 
the direct owner of the entity is also a disregarded entity, enter the first 
owner that is not disregarded for federal tax purposes. Enter the 
disregarded entity's name on line 2, “Business name/disregarded entity 
name.” If the owner of the disregarded entity is a foreign person, the 
owner must complete an appropriate Form W-8 instead of a Form W-9.  
This is the case even if the foreign person has a U.S. TIN. 

Line 2
If you have a business name, trade name, DBA name, or disregarded 
entity name, you may enter it on line 2.

Line 3
Check the appropriate box on line 3 for the U.S. federal tax 
classification of the person whose name is entered on line 1. Check only 
one box on line 3.

IF the entity/person on line 1 is 
a(n) . . .

THEN check the box for . . .

•  Corporation Corporation

•  Individual 
•  Sole proprietorship, or 
•  Single-member limited liability 
company (LLC) owned by an 
individual and disregarded for U.S. 
federal tax purposes.

Individual/sole proprietor or single-
member LLC

•  LLC treated as a partnership for 
U.S. federal tax purposes, 
•  LLC that has filed Form 8832 or 
2553 to be taxed as a corporation, 
or 
•  LLC that is disregarded as an 
entity separate from its owner but 
the owner is another LLC that is 
not disregarded for U.S. federal tax 
purposes.

Limited liability company and enter 
the appropriate tax classification. 
(P= Partnership; C= C corporation; 
or S= S corporation)

•  Partnership Partnership

•  Trust/estate Trust/estate

Line 4, Exemptions
If you are exempt from backup withholding and/or FATCA reporting, 
enter in the appropriate space on line 4 any code(s) that may apply to 
you.

Exempt payee code.

•  Generally, individuals (including sole proprietors) are not exempt from 
backup withholding.

•  Except as provided below, corporations are exempt from backup 
withholding for certain payments, including interest and dividends.

•  Corporations are not exempt from backup withholding for payments 
made in settlement of payment card or third party network transactions.

•  Corporations are not exempt from backup withholding with respect to 
attorneys’ fees or gross proceeds paid to attorneys, and corporations 
that provide medical or health care services are not exempt with respect 
to payments reportable on Form 1099-MISC.

The following codes identify payees that are exempt from backup 
withholding. Enter the appropriate code in the space in line 4.

1—An organization exempt from tax under section 501(a), any IRA, or 
a custodial account under section 403(b)(7) if the account satisfies the 
requirements of section 401(f)(2)

2—The United States or any of its agencies or instrumentalities

3—A state, the District of Columbia, a U.S. commonwealth or 
possession, or any of their political subdivisions or instrumentalities

4—A foreign government or any of its political subdivisions, agencies, 
or instrumentalities 

5—A corporation

6—A dealer in securities or commodities required to register in the 
United States, the District of Columbia, or a U.S. commonwealth or 
possession 

7—A futures commission merchant registered with the Commodity 
Futures Trading Commission

8—A real estate investment trust

9—An entity registered at all times during the tax year under the 
Investment Company Act of 1940

10—A common trust fund operated by a bank under section 584(a)

11—A financial institution

12—A middleman known in the investment community as a nominee or 
custodian

13—A trust exempt from tax under section 664 or described in section 
4947
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The following chart shows types of payments that may be exempt 
from backup withholding. The chart applies to the exempt payees listed 
above, 1 through 13.

IF the payment is for . . . THEN the payment is exempt 
for . . .

Interest and dividend payments All exempt payees except 
for 7

Broker transactions Exempt payees 1 through 4 and 6 
through 11 and all C corporations. 
S corporations must not enter an 
exempt payee code because they 
are exempt only for sales of 
noncovered securities acquired 
prior to 2012. 

Barter exchange transactions and 
patronage dividends

Exempt payees 1 through 4

Payments over $600 required to be 
reported and direct sales over 
$5,0001

Generally, exempt payees 
1 through 52

Payments made in settlement of 
payment card or third party network 
transactions 

Exempt payees 1 through 4

1 See Form 1099-MISC, Miscellaneous Income, and its instructions.
2 However, the following payments made to a corporation and   
reportable on Form 1099-MISC are not exempt from backup 

  withholding: medical and health care payments, attorneys’ fees, gross 
proceeds paid to an attorney reportable under section 6045(f), and 
payments for services paid by a federal executive agency.

Exemption from FATCA reporting code. The following codes identify 
payees that are exempt from reporting under FATCA. These codes 
apply to persons submitting this form for accounts maintained outside 
of the United States by certain foreign financial institutions. Therefore, if 
you are only submitting this form for an account you hold in the United 
States, you may leave this field blank. Consult with the person 
requesting this form if you are uncertain if the financial institution is 
subject to these requirements. A requester may indicate that a code is 
not required by providing you with a Form W-9 with “Not Applicable” (or 
any similar indication) written or printed on the line for a FATCA 
exemption code.

A—An organization exempt from tax under section 501(a) or any 
individual retirement plan as defined in section 7701(a)(37)

B—The United States or any of its agencies or instrumentalities

C—A state, the District of Columbia, a U.S. commonwealth or 
possession, or any of their political subdivisions or instrumentalities

D—A corporation the stock of which is regularly traded on one or 
more established securities markets, as described in Regulations 
section 1.1472-1(c)(1)(i)

E—A corporation that is a member of the same expanded affiliated 
group as a corporation described in Regulations section 1.1472-1(c)(1)(i)

F—A dealer in securities, commodities, or derivative financial 
instruments (including notional principal contracts, futures, forwards, 
and options) that is registered as such under the laws of the United 
States or any state

G—A real estate investment trust

H—A regulated investment company as defined in section 851 or an 
entity registered at all times during the tax year under the Investment 
Company Act of 1940

I—A common trust fund as defined in section 584(a)

J—A bank as defined in section 581

K—A broker

L—A trust exempt from tax under section 664 or described in section 
4947(a)(1)

M—A tax exempt trust under a section 403(b) plan or section 457(g) 
plan

Note: You may wish to consult with the financial institution requesting 
this form to determine whether the FATCA code and/or exempt payee 
code should be completed.

Line 5
Enter your address (number, street, and apartment or suite number). 
This is where the requester of this Form W-9 will mail your information 
returns. If this address differs from the one the requester already has on 
file, write NEW at the top. If a new address is provided, there is still a 
chance the old address will be used until the payor changes your 
address in their records.

Line 6
Enter your city, state, and ZIP code.

Part I. Taxpayer Identification Number (TIN)
Enter your TIN in the appropriate box. If you are a resident alien and 
you do not have and are not eligible to get an SSN, your TIN is your IRS 
individual taxpayer identification number (ITIN). Enter it in the social 
security number box. If you do not have an ITIN, see How to get a TIN 
below.

If you are a sole proprietor and you have an EIN, you may enter either 
your SSN or EIN. 

If you are a single-member LLC that is disregarded as an entity 
separate from its owner, enter the owner’s SSN (or EIN, if the owner has 
one). Do not enter the disregarded entity’s EIN. If the LLC is classified as 
a corporation or partnership, enter the entity’s EIN.

Note: See What Name and Number To Give the Requester, later, for 
further clarification of name and TIN combinations.

How to get a TIN. If you do not have a TIN, apply for one immediately. 
To apply for an SSN, get Form SS-5, Application for a Social Security 
Card, from your local SSA office or get this form online at 
www.SSA.gov. You may also get this form by calling 1-800-772-1213. 
Use Form W-7, Application for IRS Individual Taxpayer Identification 
Number, to apply for an ITIN, or Form SS-4, Application for Employer 
Identification Number, to apply for an EIN. You can apply for an EIN 
online by accessing the IRS website at www.irs.gov/Businesses and 
clicking on Employer Identification Number (EIN) under Starting a 
Business. Go to www.irs.gov/Forms to view, download, or print Form 
W-7 and/or Form SS-4.  Or, you can go to www.irs.gov/OrderForms to 
place an order and have Form W-7 and/or SS-4 mailed to you within 10 
business days.

If you are asked to complete Form W-9 but do not have a TIN, apply 
for a TIN and write “Applied For” in the space for the TIN, sign and date 
the form, and give it to the requester. For interest and dividend 
payments, and certain payments made with respect to readily tradable 
instruments, generally you will have 60 days to get a TIN and give it to 
the requester before you are subject to backup withholding on 
payments. The 60-day rule does not apply to other types of payments. 
You will be subject to backup withholding on all such payments until 
you provide your TIN to the requester.

Note: Entering “Applied For” means that you have already applied for a 
TIN or that you intend to apply for one soon.

Caution: A disregarded U.S. entity that has a foreign owner must use 
the appropriate Form W-8.

Part II. Certification
To establish to the withholding agent that you are a U.S. person, or 
resident alien, sign Form W-9. You may be requested to sign by the 
withholding agent even if item 1, 4, or 5 below indicates otherwise.

For a joint account, only the person whose TIN is shown in Part I 
should sign (when required). In the case of a disregarded entity, the 
person identified on line 1 must sign. Exempt payees, see Exempt payee 
code, earlier.

Signature requirements. Complete the certification as indicated in 
items 1 through 5 below.
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1. Interest, dividend, and barter exchange accounts opened 
before 1984 and broker accounts considered active during 1983. 
You must give your correct TIN, but you do not have to sign the 
certification.

2. Interest, dividend, broker, and barter exchange accounts 
opened after 1983 and broker accounts considered inactive during 
1983. You must sign the certification or backup withholding will apply. If 
you are subject to backup withholding and you are merely providing 
your correct TIN to the requester, you must cross out item 2 in the 
certification before signing the form.

3. Real estate transactions. You must sign the certification. You may 
cross out item 2 of the certification.

4. Other payments. You must give your correct TIN, but you do not 
have to sign the certification unless you have been notified that you 
have previously given an incorrect TIN. “Other payments” include 
payments made in the course of the requester’s trade or business for 
rents, royalties, goods (other than bills for merchandise), medical and 
health care services (including payments to corporations), payments to 
a nonemployee for services, payments made in settlement of payment 
card and third party network transactions, payments to certain fishing 
boat crew members and fishermen, and gross proceeds paid to 
attorneys (including payments to corporations).  

5. Mortgage interest paid by you, acquisition or abandonment of 
secured property, cancellation of debt, qualified tuition program 
payments (under section 529), ABLE accounts (under section 529A), 
IRA, Coverdell ESA, Archer MSA or HSA contributions or 
distributions, and pension distributions. You must give your correct 
TIN, but you do not have to sign the certification.

What Name and Number To Give the Requester
For this type of account: Give name and SSN of:

1. Individual The individual

2. Two or more individuals (joint  
account) other than an account 
maintained by an FFI

The actual owner of the account or, if 
combined funds, the first individual on 

the account1

3. Two or more U.S. persons 
    (joint account maintained by an FFI)

Each holder of the account 
 

4. Custodial account of a minor 
(Uniform Gift to Minors Act)

The minor2 
 

5. a. The usual revocable savings trust 
(grantor is also trustee) 
b. So-called trust account that is not 
a legal or valid trust under state law

The grantor-trustee1

The actual owner1

6. Sole proprietorship or disregarded 
entity owned by an individual

The owner3

7. Grantor trust filing under Optional 
Form 1099 Filing Method 1 (see 
Regulations section 1.671-4(b)(2)(i)
(A))

The grantor*

For this type of account: Give name and EIN of:
8. Disregarded entity not owned by an 

individual
The owner

9. A valid trust, estate, or pension trust Legal entity4

10. Corporation or LLC electing 
corporate status on Form 8832 or 
Form 2553

The corporation

11. Association, club, religious, 
charitable, educational, or other tax-
exempt organization

The organization

12. Partnership or multi-member LLC The partnership

13. A broker or registered nominee The broker or nominee

For this type of account: Give name and EIN of:
14. Account with the Department of 

Agriculture in the name of a public 
entity (such as a state or local 
government, school district, or 
prison) that receives agricultural 
program payments

The public entity

15. Grantor trust filing under the Form 
1041 Filing Method or the Optional 
Form 1099 Filing Method 2 (see 
Regulations section 1.671-4(b)(2)(i)(B))

The trust

1 List first and circle the name of the person whose number you furnish. 
If only one person on a joint account has an SSN, that  person’s number 
must be furnished.
2 Circle the minor’s name and furnish the minor’s SSN.
3 You must show your individual name and you may also enter your 
business or DBA name on the “Business name/disregarded entity” 
name line. You may use either your SSN or EIN (if you have one), but the 
IRS encourages you to use your SSN.
4 List first and circle the name of the trust, estate, or pension trust. (Do 
not furnish the TIN of the personal representative or trustee unless the 
legal entity itself is not designated in the account title.) Also see Special 
rules for partnerships, earlier.

*Note: The grantor also must provide a Form W-9 to trustee of trust.

Note: If no name is circled when more than one name is listed, the 
number will be considered to be that of the first name listed.

Secure Your Tax Records From Identity Theft
Identity theft occurs when someone uses your personal information 
such as your name, SSN, or other identifying information, without your 
permission, to commit fraud or other crimes. An identity thief may use 
your SSN to get a job or may file a tax return using your SSN to receive 
a refund.

To reduce your risk:

• Protect your SSN,

• Ensure your employer is protecting your SSN, and

• Be careful when choosing a tax preparer.

If your tax records are affected by identity theft and you receive a 
notice from the IRS, respond right away to the name and phone number 
printed on the IRS notice or letter.

If your tax records are not currently affected by identity theft but you 
think you are at risk due to a lost or stolen purse or wallet, questionable 
credit card activity or credit report, contact the IRS Identity Theft Hotline 
at 1-800-908-4490 or submit Form 14039.

For more information, see Pub. 5027, Identity Theft Information for 
Taxpayers.

Victims of identity theft who are experiencing economic harm or a 
systemic problem, or are seeking help in resolving tax problems that 
have not been resolved through normal channels, may be eligible for 
Taxpayer Advocate Service (TAS) assistance. You can reach TAS by 
calling the TAS toll-free case intake line at 1-877-777-4778 or TTY/TDD 
1-800-829-4059.

Protect yourself from suspicious emails or phishing schemes.  
Phishing is the creation and use of email and websites designed to 
mimic legitimate business emails and websites. The most common act 
is sending an email to a user falsely claiming to be an established 
legitimate enterprise in an attempt to scam the user into surrendering 
private information that will be used for identity theft.
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The IRS does not initiate contacts with taxpayers via emails. Also, the 
IRS does not request personal detailed information through email or ask 
taxpayers for the PIN numbers, passwords, or similar secret access 
information for their credit card, bank, or other financial accounts.

If you receive an unsolicited email claiming to be from the IRS, 
forward this message to phishing@irs.gov. You may also report misuse 
of the IRS name, logo, or other IRS property to the Treasury Inspector 
General for Tax Administration (TIGTA) at 1-800-366-4484. You can 
forward suspicious emails to the Federal Trade Commission at 
spam@uce.gov or report them at www.ftc.gov/complaint. You can 
contact the FTC at www.ftc.gov/idtheft or 877-IDTHEFT (877-438-4338). 
If you have been the victim of identity theft, see www.IdentityTheft.gov 
and Pub. 5027.

Visit www.irs.gov/IdentityTheft to learn more about identity theft and 
how to reduce your risk.

Privacy Act Notice
Section 6109 of the Internal Revenue Code requires you to provide your 
correct TIN to persons (including federal agencies) who are required to 
file information returns with the IRS to report interest, dividends, or 
certain other income paid to you; mortgage interest you paid; the 
acquisition or abandonment of secured property; the cancellation of 
debt; or contributions you made to an IRA, Archer MSA, or HSA. The 
person collecting this form uses the information on the form to file 
information returns with the IRS, reporting the above information. 
Routine uses of this information include giving it to the Department of 
Justice for civil and criminal litigation and to cities, states, the District of 
Columbia, and U.S. commonwealths and possessions for use in 
administering their laws. The information also may be disclosed to other 
countries under a treaty, to federal and state agencies to enforce civil 
and criminal laws, or to federal law enforcement and intelligence 
agencies to combat terrorism. You must provide your TIN whether or 
not you are required to file a tax return. Under section 3406, payers 
must generally withhold a percentage of taxable interest, dividend, and 
certain other payments to a payee who does not give a TIN to the payer. 
Certain penalties may also apply for providing false or fraudulent 
information.



PROSPECTIVE CONTRACTOR INFORMATION SHEET 

Agency Name: ___________________________________________________________   

Administrator: _________________________  Name of Owner: ___________________  

Contact Person: ________________________  Phone Number: ___________________  

Agency Phone Number: __________________  FAX Number: _____________________ 

FEIN Number: __________________________ NPI Number: _____________________ 

Street                                                                           Mailing 

Address: ______________________________   Address: _________________________ 

______________________________________                  __________________________ 

E-mail Address: __________________________________________________________ 

Type of Agency: __________________________________________________________ 

Indicate () all that apply: 

Sole Proprietorship   Unincorporated   Private Nonprofit 

Incorporated    Faith Affiliated   Governmental 

Private / Profit Making  Public    Other: ___________ 

Indicate () Funding Sources that apply: 

          Medicare     Medicaid    Private Insurance 

          Grants     Private Pay   Faith Funded 

          Donations     Dept. of Human Resources 

          Dept. of Public Health   Dept. of Mental Health 

          Dept. of Rehabilitation  Other: ________________________________ 

Has there been a change in ownership or control within the last year?            YES                  NO 

If YES, Explain: ___________________________________________________________  

_______________________________________________________________________  

_______________________________________________________________________ 

Do you anticipate filing bankruptcy within the year?           YES            NO 

Do you anticipate expansion of the business within the year?          YES             NO 



Is your agency operated by a management company, or leased in whole or part by 
another organization?       YES            NO        If YES, Explain: _________________________  

_______________________________________________________________________  

Is your agency chain affiliated?        YES         NO   If YES, list name and address:________  

_______________________________________________________________________ 

Are you the sole owner of your business or do you have a partner or financial backer?  

     Yes      No    If yes, please list their name and contact information to include their 
phone number and email address: ___________________________________________ 

_______________________________________________________________________  

Do you have current liability insurance?        YES           NO 

Do you have current worker compensation?        YES        NO 

Do you have access to a computer?      YES        NO    If YES, what programs do you have: 

_______________________________________________________________________  

What are your hours of operation? ___________________________________________  

I understand that supervision MUST be available during the hours of services being 
provided.             YES                   NO 

List regularly scheduled holidays: ____________________________________________  

_______________________________________________________________________  

How do you manage phone calls after business hours? ___________________________  

_______________________________________________________________________ 

Do you provide services on: Weekends?     YES      NO, Holidays?     YES      NO, Nights?     YES       NO 

How are patient complaints managed in your agency? (Please enclose your Complaints and 
Grievance Policy) 

I propose () to contract for the following service categories under the E&D, HIV/AIDS 530, or ACT 
Waiver programs*: 

Homemaker Services 

 Personal Care  

 Unskilled Respite Care 

 Skilled Respite Care 

 Companion Services 

 Adult Day Health Care 

*See Scopes of Services attached and also located on the SARCOA website for detailed services 
descriptions. 



I propose () to provide services in the following counties of the state of Alabama: 

Barbour 

Coffee 

Covington 

Dale 

     Geneva 

     Henry 

     Houston

List agencies with which you currently have certification, include dates of certification: __________ 

_________________________________________________________________________________ 

List agencies with which you currently have accreditation, include dates of accreditation: ________ 

_________________________________________________________________________________ 

 
Certification 
I certify that all the statements made herein are true, accurate and correct. I understand that it is 
the contractor's responsibility to keep SARCOA informed of any changes in the above information 
or with the operation of the agency. I understand that falsification or information presented to 
SARCOA shall be grounds for immediate contract termination. 

 
_____________________________________________ 
Signature of Contractor    Date 
 
_____________________________________________ 
Print name 
 
_____________________________________________ 
Title 
  



SARCOA Area Agency On Aging 
1075 S. Brannon Stand/ DOTHAN, ALABAMA 36305 

 

 

 
 

CONTRACTOR BILLING & PAYMENT AUTHORIZATION 
 
 

Authorization Period:  

Contractor: 
 
 

The Contractor shall furnish the following information concerning the person authorized to sign for the 
Contractor pertaining to financial matters related to contracts with the Southern Alabama Regional Council 
on Aging.  (Who will sign the billing?) 
 
 

Name:                                               Official Signature: 

Title: 

Address: 

 

Telephone #: 
 
 

PAYEE: (Specify to whom payment shall be mailed.) 
 
 

Name:                                       

 

Title: 

Address: 

 

 
 

Contractor: ____________________________________ 
                                                                                                  (Signature)                                         Date 

 
 

                                                                                               ____________________________________ 
                                                                                                                      (Title) 

 
                                Notify SARCOA immediately if any of the above information changes.             SARCOA-3-18-19 



TUBERCULIN SKIN TEST 

 No more than 90 days prior to employment, all staff having direct contact with clients shall 
have a PPD tuberculin skin test, unless a previously positive reaction can be documented. The two-
step procedure is advisable for initial testing in those who are new employees in order to establish a 
reliable baseline. [If the reaction to the first test is classified as negative, a second test should be 
given a week later. If the second test is classified as negative, the person is considered as being 
uninfected. A positive reaction to a third test (with an increase of more than 10 mm) within the next 
few years, is likely to represent the occurrence of infection with M. Tuberculosis in the interval. If the 
reaction to the second of the initial two (2) tests is positive, this probably represents a boosted 
reaction, and the person should be considered as being infected.] 

 Employees with reactions of 10mm and over to the pre-employment tuberculin test, with 
newly converted skin test, and those with symptoms suggestive of tuberculosis (e.g., cough, weight 
loss, night sweats, fever, etc.) regardless of skin test status, shall be given a chest radiograph to 
determine whether tuberculosis disease is present. If tuberculosis is diagnosed, appropriate 
treatment should be given, and the person must not be allowed to work until declared non-
contagious by a licensed physician. 

 Routine chest radiographs are not required on employees who are asymptomatic with 
negative tuberculin skin test. Employees with negative tuberculin skin tests shall have an annual 
tuberculin skin test.  

 New employees who have a history tuberculosis disease shall be required to have certification 
by a licensed physician or local health department TB staff (prior to employment and annually) that 
they are not contagious. Regular employees who are known or suspected to have tuberculosis shall 
be required to be evaluated by a licensed physician or local health department TB staff, and shall not 
return to work until they have been declared non-contagious.  

 Preventive treatment should be considered for all infected employees having direct contact 
who are skin test positive but show no symptoms of tuberculosis. Routine annual chest radiographs 
are not a substitute for preventive treatment. Employees who complete treatment, either for disease 
or infection, may be exempt from further routine radiographic screening, unless they develop 
symptoms of tuberculosis. Employees who do not complete adequate preventive therapy should 
have an annual assessment for symptoms of tuberculosis. 

 For additional information contact: Tuberculosis Control Division, Alabama Department of 
Public Health, The RSA Tower, Suite 1450, 201 Monroe Street, P.O. Box 303017, Montgomery, Al 
36130-3017; 334-206-5226. 

 

 

Section V. Tuberculin Skin Test 







Procedurc to Sea rch Alabama Certificd Nurse Aide Resistn,

Thc supcrvisor will conduct the bsckground chcck regarding the Alabama Certificd Nurse
Aide ltegistry by taking the folloling action:

Access the Alabama Certificd Nurse Aide Rcgistry w€bsite Bt hlto:/Ar'\r l} .rrlnh.olu/.
Click on Contents A-2, and lhen click on Nurse Aide Rcgistry.

Trvo (2) qucstions will come up. Sclcct: Visit the Alabama Certificd CNA Rccistry.

Erter the applicant's social security number (SSN) in the tppropriate boxes and
clitk ou the l'Serrch" button.

r Vcrify the status of thc applicant.

. If the applieant is rot listcd in the Nurse Aide Ilegistry, a mcssage will appear to
indicatc the SSN entered is "not found il registry."

. Ifthe apllicant is ccrtificd as a nurse aide and is in good stnnding, the Stalus will
indicate "In Good Standing."

o If the applicant is ccrtificd ls a nurse aide and has bctn conyicted of abuse, thc
Status will indicatc th€re is imp0rtant additional information concerning this
individual and give inslructi0n to click 0n the "Request More Info" button to submit
a request for morc information or call 334-206-5169.

*Note Thcre are reas0ns 0ther than c0nvictions for abuse that may lriggcr
this m€ssagc, so con(flct the appropriate personncl in the Bureau 0fHcallh
Provider Standards lo verify Nurse Aide llegistry listing.

. Print the results page from thc nebsite,

. If it is determined that the rpplicant is €ither not listed or is a Nurse Aide in good
standing otr the Nursc Aide Registry, the intervierv of the applicant cnn procecd.

o Il it is drterrnincd that the polential applicant is listed on the Nurse Aide Rcgistry
and has been convicte{.| of 0buse, the applicant h lot clieiblc for hire in the IICBS
Waivers Medicaid Program.

rFYI: Cnn click on llgggligl rt the top of the page to viclv ramcs on this list.



Alabama Nurse Aide Registry - Search

PUSLIC
HEALTH

trutii,&nilirsroda.,6

Alabama Certified Nurse Aide Registry

fPP[{.-:

Page 1 of 1

Alabrma of Publk Health

Search I Abuse List I Frequently Asked Questions I Contacts I ADPH Home

:'r$i:d 
You will need the FREE Adobe Reader to print the Nurse Aide Status Report or to view the Abuse List

Search the Alabama Certified Nurse Aide Regislry to verify the status of a Nurse Aide

XXX-XX-7590 is not found in registry.

Privacy I Securily

https://ph.state.al.us,A.lurseAideRegistry/(S(5s4atvfe4nudck55fgnhdc5 5))/Default.aspx 101312014

l__--Jt^}

social security Numb", f] f] f_l search 
I



The Supervisor will conduct a background check regarding thc applicanf's sex offcnder
status by taking the follorying steps:

re s to Sea rch National Ser cr blic R

Access the National Sex Offender Public Registry at httt):/Arlr \t.ns0D r.qov/ lo

dctermine iI thc npplicant is listcd,

After reading thc Conditions of Usc, click on the ,,I agree" button,

Enter the code providcd in the appropriatc box and click on the ,'Continue', button.

Enter the applicant's Last Name and First Nante or Ini(ial in thc appropriate boxes,

Click on the "Search" button. When results appear, to vcrify allist ofjurisrliction
includcd in scarch, "click here,,. A list rvill come up shorving all states querier!,

Print thc'rsearch Results" prge from the H,ebsite.

Ifit is detcrmincd that the npplicanr is not listetl in thc National Sex offcnder public
Ilegistry, the intervierv of the applicant can proceed.

If it is determjned thal the pOtential applicant is listrd in the National Sex Offender
Public Registry, thcn the applicant is not elieible fur hire in the IICIIS Waivers
Medicaid Program,



NSOPW Print View Page 1 of I

National Sex Offender Search Results
0 records from a national search including all states, territories and Indian Country for First Name like
victoria, Last Name like edwards

Search performed, 10/3/2014 10:5 1 AM EDT

http://www.nsopw. gov/en-US/Search/PrintView 10t3/2014



U

OIG Search Results

Exclusions Search Results: Individuals rr'

No Results were found tor

edwards , victoria

edwards , timothy

edwards , margaret

hassell , mary

harrison , mark

I lf no resulb ar6 tound, thls lndivldualor entity (if it is an entlty search) is not curenUy exctuded. prtnt thts web page foryour
documentatlon

searci conduded 10/3/2014 11:13:42 AM ESTon OtG LEtE Exctusions dalabas€
Sourc6 data updared on 9/9/2014 915:Oo AM EST.

Page I of I

http://exclusions.oig.hhs. gov/SearchResults.aspx 1013/2014



Links to Data Bases:

http://www. med icaid.alabama.qov/CONTE T/7.0 Fraud Abuse/7.7 Suspended Pro
viders.aspx

http://exc lusions.oio.hhs.oov/

http ://www. nsopr.qov/

httos://oh.state.al.us/NurseAideReqistrv/(S (dimakv55vn2eio5Sfbhke53l))iDefault.aspx

l5



Alabama Department of Senior Services Medicaid Waiver Programs 

DSP Quality Performance Assessment  
(Personnel File Review) 

 

Name of Staff Member Job Title of Staff Member Hire Date of Staff Member Audit Date 

          

Name of Direct Service Provider Name and Agency of Reviewer 

  

(The below section applies to ALL in-home workers.  Also complete the section that pertains to the type of service provided by the worker.) 

Staff member’s first access to client information or client 
contact?  

   
DATE: 

A copy of the staff member’s job description is present in the 
employee’s file (should identify responsibilities, education and 
experience)? 

☐ Yes   ☐ No   ☐ N/A Comments  
 

Staff member’s personnel file contains documentation that 
references were verified for those hired prior to 10/01/07) 

☐ Yes   ☐ No   ☐ N/A 

Date conducted: 
 

Comments  
 

Staff members and all personnel with access to client 
information have proof that statewide criminal background 
checks are documented in the employee’s personnel file and 
are prior to hire? (This pertains to employees hired as of 
10/01/16.) 

☐ Yes   ☐ No  ☐ N/A 

Date conducted: 
 

Comments  

Staff members and all personnel with access to client 
information have proof that sex offender checks are 
documented in the employee’s personnel file and are prior to 
hire? (This pertains to employees hired as of 10/1/16.) 

☐ Yes   ☐ No   ☐ N/A 

Date conducted: 
 

Comments  

Staff members and all personnel with access to client 
information have proof that nurse aide registry checks are 
documented in the employee’s personnel file and are prior to 
hire? (This pertains to employees hired as of 10/01/16.) 

☐ Yes   ☐ No   ☐ N/A 

Date conducted: 
 

Comments  

Staff members and all personnel with access to client 
information have proof that previous employers and 
references are verified and documented in the employee’s 
personnel file and are prior to hire? (This pertains to employees 
hired as of 10/01/16.) (Excludes owner) 

☐ Yes   ☐ No   ☐ N/A 

Date conducted: 
 

Comments  

Initial- Staff member’s file contains documentation that he/she 
submits to a program for the testing, prevention, and control of 
tuberculosis.  Effective for employees hired as of 12/1/2019, did 
the employee receive a TB test and screening prior to client 
contact? 

☐ Yes   ☐ No   ☐ N/A 

Dates: 
 
 

Comments TB Skin Test Date: 
 
TB Screening Date: 

Annual- Has the employee received annual training/education? 
For employees hired prior to 12/1/2019 was their TB 
training/education given by the annual due date of their last TB 
test? Dates of last 2 trainings/education. 

☐ Yes   ☐ No   ☐ N/A 

Dates: 
 

 Education Date: 
 
Education Date: 

Staff member’s personnel file contains an application for 
employment. (excludes owner) 

☐ Yes   ☐ No   ☐ N/A Comments  

Staff member’s personnel file contains a record of pre-
employment? 

☐ Yes   ☐ No   ☐ N/A Comments  

Staff member’s personnel file contains evaluations per each 
agency policy? 

☐ Yes   ☐ No   ☐ N/A Comments  

Staff member’s personnel file contains a copy of a valid, 
government issued, picture identification? 

☐ Yes   ☐ No   ☐ N/A Comments  

Staff member meets orientation training requirements prior to 
service delivery.   

☐ Yes   ☐ No   ☐ N/A Comments  

Staff member meets annual in-service training requirements. 
(These must include infection control updates as well as abuse, 
neglect, and exploitation. A four (4) hour annual limit for self-
study i.e. videos/online is in effect.) 

☐ Yes   ☐ No   ☐ N/A Comments Previous year’s hours: 
 
Current year’s hours: 

Staff member’s file contains other forms as required by state 
and federal law including agreements regarding confidentiality? 

☐ Yes   ☐ No   ☐ N/A 

 

Comments 
 

 
 

Staff member’s file contains an every six (6) month direct 
supervisory visit?  

☐ Yes   ☐ No   ☐ N/A 

 

Comments 
 

 

Staff member’s file contains records of all complaints/incidents 
lodged by the client/family and action taken? 

☐ Yes   ☐ No   ☐ N/A Comments 
 

 

Staff member’s file contains documentation of education (high 
school diploma or equivalent) (supervisor only)? (HM & CO) 

☐ Yes   ☐ No   ☐ N/A Comments 
 

 

RN/LPN has a current Alabama State Board of Nursing license? 
(PC & SR) (530 Waiver, SN/RN or LPN) 

☐ Yes   ☐ No   ☐ N/A Comments 
 

 

RN/LPN supervisor has two (2) years (preferable) experience as 
a Registered Nurse or Licensed Practical Nurse? (PC & SR) 
(530 Waiver, SN/RN or SN/LPN) 

☐ Yes   ☐ No   ☐ N/A Comments 
 

 



 2 

 Alabama Department of Senior Services Medicaid Waiver Programs 

DSP Quality Performance Assessment  
(In-Home Worker Training Requirements) 

 

Name of Staff Member  

 

ADDITIONAL HOMEMAKER & UNSKILLED RESPITE (HM) REQUIREMENTS 
Minimum training requirements for Homemaker prior to service delivery include all of below items. The annual in-service training is in addition 
to the training required prior to the provision of service. ALL Homemakers must have at least six (6) hours, in-service training annually from 
the following areas below and include topic, name and title of trainer, objective of training, date of training, outline of content, length of 
training, list of trainees and location. (O) = Orientation Training Requirements   (A) = Annual Training Requirements 
 
 (O)      (A) 

 ☐      ☐  Physical, emotional and developmental needs of population served including the need for respect of the client, his/her privacy, and    
                   his/her property. 

 ☐      ☐  Maintaining a safe and clean environment; 

 ☐      ☐  Providing care including individual safety, laundry, serve and prepare meals, and household management; 

 ☐      ☐  First aid in emergency situations; 

 ☐      ☐  Fire and safety measures; 

 ☐      ☐  Client rights; 

 ☐      ☐  Record keeping such as a signed service log of services delivered and a written summary to supervisor of any problems with         
                   services; 

 ☐      ☐  Communication skills; 

 ☐      ☐  Basic infection control/Universal Standards; 

 ☐      ☐  Abuse, neglect, mistreatment, and exploitation. 

  ADDITIONAL PERSONAL CARE & UNSKILLED RESPITE (PC) REQUIREMENTS 
Unskilled Respite Workers must meet the same orientation and in-service training requirements as a HM and PCW dependent upon the level 
of care.  Minimum training requirements for Personal Care prior to service delivery include all of the below items. The annual in-service 
training is in addition to the training required prior to the provision of service. ALL PC and UR Workers must have at least twelve (12) hours, 
in-service training annually from the following areas below and include topic, name and title of trainer, objective of training, date of training, 
outline of content, length of training, list of trainees and location (For PC Workers hired during the calendar year, this in-service requirement 
may be prorated based on date of employment as a PC Worker.) 
 
(O)     (A) 

 ☐     ☐ Physical, emotional and developmental needs of population served including the need for respect of the client, his/her privacy, and  
                 his/her property. 
 
Activities of daily living, such as, 
  

 ☐     ☐  Bathing (sponge, tub) 

 ☐     ☐  Personal grooming 

 ☐     ☐  Personal hygiene 

 ☐     ☐  Meal preparation 

 ☐     ☐  Proper transfer technique (assisting clients in and out of bed) 

 ☐     ☐  Assistance with ambulation 

 ☐     ☐  Toileting 

 ☐     ☐  Feeding the client 
 
Home support, such as, 
 

 ☐     ☐  Cleaning 

 ☐     ☐  Laundry 

 ☐     ☐  Home safety 
 
Recognizing and reporting observations of the client, such as, 
 

 ☐     ☐  Physical condition 

 ☐     ☐  Mental condition 

 ☐     ☐  Emotional condition 

 ☐     ☐  Prompting the client of medication regimen 
 
Plus, 
 

 ☐     ☐  Record keeping such as a signed service log of services delivered and a written summary to supervisor of any problems with  
                  services 

 ☐     ☐  Communication skills 

 ☐     ☐  Basic infection control/Universal Standards 

 ☐     ☐  First aid in emergency situations 

 ☐     ☐  Fire and safety measures 

 ☐     ☐  Client rights and responsibilities 

 ☐     ☐  Abuse, neglect, mistreatment, and exploitation. 
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Alabama Department of Senior Services Medicaid Waiver Programs 

DSP Quality Performance Assessment  
(In-Home Worker Training Requirements) 

 

Name of Staff Member  

 

ADDITIONAL COMPANION REQUIREMENTS 
Minimum training requirements for Companion prior to service delivery include all of the items below.  The annual in-service training is in 
addition to the training required prior to the provision of service. ALL Companion Workers must have at least six (6) hours, in-service training 
annually from the following areas below and include topic, name and title of trainer, objective of training, date of training, outline of content, 
length of training, list of trainees and location. 
 
 (O)     (A) 

 ☐     ☐ Physical, emotional and developmental needs of population served including the need for respect of the client, his/her privacy, and                                             
his/her property. 

 ☐     ☐ Meal planning and preparation; 

 ☐     ☐ Laundry/shopping; 

 ☐     ☐ Provision of care and supervision including individual safety; 

 ☐     ☐ First aid in emergency situations; 

 ☐     ☐ Documentation of services provided per written instructions; 

 ☐     ☐ Basic infection control/Universal Standards (required annually);  

 ☐     ☐ Fire and safety measures; 

 ☐     ☐ Assist clients with medications; 

 ☐     ☐ Communication skills; 

 ☐     ☐ Client rights; 

 ☐     ☐ Abuse, neglect, mistreatment, and exploitation. 
 
   ADDITIONAL SKILLED RESPITE CARE REQUIREMENTS 

SKILLED RESPITE WORKER - AND SKILLED NURSING WORKER (E&D, ACT or 530 Waiver) A Licensed Practical Nurse (LPN) or Registered 
Nurse (RN) who meets the following additional requirements: 
 (O)    (A) 

 ☐     ☐ Be currently licensed by the State of Alabama Board of Nursing to practice nursing. 

 ☐     ☐ Have at least two (2) years of experience (preferable).  

 ☐     ☐ The personnel file contains documents that the nurse submits to the program for testing, prevention, and control of tuberculosis  

                 annually. 

 ☐     ☐ Be able to follow the Plan of Care with minimal supervision unless there is a change in the client’s condition. 

 ☐     ☐ The personnel file contains a copy of a valid, picture identification. 

 ☐     ☐ The personnel file contains validation of CEUs for licensure. 

 ☐     ☐ The DSP must assure Medicaid and the Operating Agency (OA) that the nurse has adequate experience and expertise to perform    

                 the skilled services and the care required. 
 

Additional Comments 
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Alabama Department of Senior Services Medicaid Waiver Programs 

DSP Quality Performance Assessment  
(Client File Review) 

 
Name of Client Medicaid Number Name of Case Manager Audit Date 

          
Name of Direct Service Provider Agency Frequency/Service(s) Authorized 

  
Name and Agency of Reviewer Period of Review 

  
Both current and historical “Service Provider Authorization” 
form(s) is/are present in the client file? 

 Yes    No    N/A Comments  
 

The Service Provider Authorization Form contains the number 
of units, frequency, begin date, and activities to be performed? 

 Yes    No    N/A Comments  

Services were initiated within three (3) working days of the 
designated “START DATE” on the Service Authorization Form? 
(Per 10/01/07 waiver renewal). Prior to 10/01/07 within three (3) 
days of “receipt” of the service authorization. 

 Yes    No    N/A Comments  

Were services started prior to the start date on the Service 
Authorization Form? 

 Yes    No    N/A Comments  

Were services billed prior to the start date on the Service 
Authorization Form? 

 Yes    No    N/A Comments  

The file contains a “new” Service Authorization Form for any 
change in number of hours, frequency, or type of service? 

 Yes    No    N/A Comments  

The file contains a Service Authorization Form to terminate 
services? (If applicable). 

 Yes    No    N/A Comments  

During the initial assessment, is there evidence that the provider 
reviewed the Care Plan, reviewed and provided written 
information regarding rights and responsibilities, discussed how 
to register complaints, discussed the provisions and supervision 
of the service(s) and left appropriate phone numbers with the 
client and/or caregiver? (As of 05/01/2008). 

 Yes    No    N/A Comments  

The file contains all 60 day supervisory reports and they are 
within the required time frame?  

 Yes    No    N/A Comments  

If the supervisory visit wasn’t completed in a timely manner, due 
to the client being inaccessible, was it completed within five 
(5) working days? 

 Yes    No    N/A Comments  

The supervisory visit report includes assurances that the 
services are being delivered consistent with the Plan of Care 
and the Service Authorization Form in an appropriate manner? 

 Yes    No    N/A Comments  

The supervisory visit report includes assurances that the client’s 
needs are being met, and includes a brief statement regarding 
the client’s condition? 

 Yes    No    N/A Comments  

The summary is submitted to the case manager within ten (10) 
calendar days of submission of the supervisory report? 

 Yes    No    N/A Comments  

The file contains documentation of an initial visit for in-home 
services prior to service implementation? 

 Yes    No    N/A Comments  

The initial visit included the case manager, worker, worker 
supervisor, and the client/caregiver? 

 Yes    No    N/A Comments  

A complete/current copy of the HCBS application (to include the 
Plan of Care) is present in the client/patient file?  

 Yes    No    N/A Comments  
 

Does the file indicate that the client had a change in condition or 
the Plan of Care no longer meets the client’s needs? 

 Yes    No    N/A Comments  

Did the DSP notify the case manager within one (1) working day 
of any change in the client’s condition? 

 Yes    No    N/A Comments  

Did the case manager respond back to the DSP within one (1) 
working day of the DSP’s notification? 

 Yes    No    N/A Comments  

A record of all complaints lodged by the client, family member or 
responsible party, and any action taken, is in the client/patient 
file, and followed up on per AMA requirements? 

 Yes    No    N/A Comments  
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Name of Client Medicaid Number 
  

The case manager was notified by telephone immediately, if 
services could not be provided to an “at risk” client? 

 Yes    No    N/A Comments  

The file contains all service logs (signed by the client, family 
member/responsible party and the worker)? 

 Yes    No    N/A Comments  

If the service logs are not signed, did the worker document why 
they were not signed? 

 Yes    No    N/A Comments  

The service logs are reviewed and signed by the supervisor 
every two (2) weeks? (PC, HM, CO) 

 Yes    No    N/A Comments  

All missed/attempted visits are documented and sent to the 
case manager weekly (Monday) as required? 

 Yes    No    N/A Comments  

The case manager was notified within one (1) working day after 
the second attempted visit whenever two (2) attempted visits 
occur within the SAME week? 

 Yes    No    N/A Comments  

If Skilled Respite service is provided, did the worker fully 
document that the services were authorized by the client’s 
physician and performed for the client during “each” visit? 

 Yes    No    N/A Comments  

If respite, Skilled or Unskilled is provided, were the service logs 
and documentation forms signed by the respective supervisor at 
least once every two (2) weeks? For 530 Waiver also SN/RN or 
LPN? 

 Yes    No    N/A Comments  

If Personal Assistance (Support) Services are provided, did the 
worker fully document that the services were authorized by the 
client’s physician and performed for the client for at least 40 
hours per month? 

 Yes    No    N/A Comments  

If Assistive Technology is used is there documentation to 
support medical necessity? 

 Yes    No    N/A Comments  

The billing corresponds with the service logs?  Yes    No    N/A Comments 
 

 

The billing corresponds with the missed visit reports?  Yes    No    N/A Comments 
 

 

The services billed match the services authorized?  Yes    No    N/A Comments  
Additional Comments 
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Alabama Department of Senior Services Medicaid Waiver Programs 

DSP Quality Performance Assessment  
(Administrative Review) 

 
Name of Direct Service Provider Agency Name and Agency of Reviewer Audit Date 

   
The DSP has designated an individual to serve as the agency 
administrator? 

 Yes    No    N/A Comments  

The DSP agency has key staff, to include the agency 
administrator or DSP supervisor, present during this compliance 
audit? 

 Yes    No    N/A 
 

Comments  

The DSP supervisor is immediately assessable by phone?  Yes    No    N/A Comments  

The DSP has an organizational chart showing chain of 
command and it is accessible to the staff? 

 Yes    No    N/A Comments  

The DSP has a written policy on infection control procedures, 
and an ongoing infection control program in place? 

 Yes    No    N/A Comments  

The DSP has a written policy concerning client/patient 
confidentiality (HIPAA) and all files are locked up? 

 Yes    No    N/A Comments  

The DSP has a written client/patient complaint and grievance 
policy and procedure? 

 Yes    No    N/A Comments  

The DSP has some type of complaint log and a means of 
monitoring/conducting complaints received including follow up? 

 Yes    No    N/A Comments  

Is the DSP in-service training pre-approved by the Operating 
Agency and Medicaid? 

 Yes    No    N/A Comments  

The DSP had a change in agency administrator, address or 
phone number? 

 Yes    No    N/A 
 

Comments  

If there was a change in administrator, address or phone 
number, was the Operating Agency notified? 

 Yes    No    N/A Comments  

The DSP has an office open during normal business hours? 
 

 Yes    No    N/A Comments  

The DSP has a list of regular scheduled holidays (office can not 
be closed for more than four (4) consecutive days at a time and 
then only if a holiday falls in conjunction with a weekend)? 

 Yes    No    N/A 
 

Comments  

The DSP has current liability insurance? 
 

 Yes    No    N/A Comments  

The DSP has a written Policy and Procedures Manual which 
includes hiring practices? 

 Yes    No    N/A Comments  

The DSP’s Policy and Procedures Manual includes the agency’s 
Emergency Plan regarding service delivery?  

 Yes    No    N/A 
 

Comments  

The DSP has an operating annual budget? 
 

 Yes    No    N/A Comments  

The DSP has an appropriate place of business/office? 
 

 Yes    No    N/A Comments  

Additional Comments 
 

 
DSPQPA-3 4/2015                        E&D Waiver          530 Waiver              ACT Waiver                   Page 1 

 



 
 

DSP Name_______________________________________________ Calendar Year ________ 
  
To be completed by the contracting Direct Service Provider: 
 
Signature of person completing the form: ____________________________________________  
 
Title: ___________________________________________ Date of Completion______________ 
 

Please indicate the employees who will receive the training listed below: 
 

Homemakers    Personal Care Workers    Companion Workers 
Adult Day Health Workers    Unskilled Respite Workers    RN    LPN 

 
Please indicate which Waiver employees will receive the training listed below:  

 
Elderly and Disabled Waiver (E&D)   Alabama Community Transitions Waiver (ACT) 

 
Topic                         Name/Title of Trainer                      Objectives                     Outline of Contents              Length   

    
 

 
 

  
 

 
 

 
 

 
 

  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

     

 
 

 
 

 
 

 
 

 
 

 
To be completed by the contracting Area Agency: 
 
The training, as listed, is approved for calendar year ____________________.   Date: ___________________ 
 
Signature: ____________________________________ Title: _________________________________________  
 
cc: QA Auditor, ADSS  

 

MW-25A 9/2017R  

Alabama Department of Senior Services Medicaid Waiver Programs 

Direct Service Providers 
Orientation Training Approval List 

 



 
 

DSP Name_______________________________________________ Calendar Year ________ 
  
To be completed by the contracting Direct Service Provider: 
 
Signature of person completing the form: ____________________________________________  
 
Title: ___________________________________________ Date of Completion______________ 
 

Please indicate the employees who will receive the training listed below: 
 

Homemakers    Personal Care Workers    Companion Workers 
Adult Day Health Workers    Unskilled Respite Workers    RN    LPN 

 
Please indicate which Waiver employees will receive the training listed below:  

 
Elderly and Disabled Waiver (E&D)   Alabama Community Transitions Waiver (ACT) 

 
Topic                         Name/Title of Trainer                      Objectives                     Outline of Contents              Length   

    
 

 
 

  
 

 
 

 
 

 
 

  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

     

 
 

 
 

 
 

 
 

 
 

 
To be completed by the contracting Area Agency: 
 
The training, as listed, is approved for calendar year ____________________.   Date: ___________________ 
 
Signature: ____________________________________ Title: _________________________________________  
 
cc: QA Auditor, ADSS  

 

MW-25B 9/2017R  

Alabama Department of Senior Services Medicaid Waiver Programs 

Direct Service Providers 
Annual Training Approval List 
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