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4044 Central Ave NE

Columbia Heights, MIN, 55421.
Ph: 612-229-4277
Fax: 612-234-4438

Employment Application

Applicant Information

Full Name: Date:
Last First M.1
Address:
Streef Address Apartment/Unit #
City State ZIP Code
Phone: Email
Date Available: Social Security No.:

Desired Salary:$

Position Applied for:

YES NO

. YES NO
Are you a citizen of the United States? | ] If no, are you authorized to work inthe U.S.? [J O
: YES NO .
Have you ever worked for this company? ] O If yes, when?.
YES NO

Have you ever been convicted of afelony? [ O

If yes, explain:

High School: Address:
YES NO
From: To: Did you graduate? [ [0 Diploma::
College: - Address;
YES NO '
From: To: Did you graduate? [ ] Degree:
Other: Address:
YES NO
From: To: Did you graduate? [ ] Degree:




Previous Employment

Company: Phone:
Address: Supervisor:
Job Title: Starting Salary:$ Ending Salary:$
Responsibilities:
From: To: Reason for Leaving:

YES NO
May we contact your previous supervisor for a reference? || O
Company: Phone:
Address: Supervisor:
Job Title: Starting Salary:$ m:&:@ Salary:$

Responsibilities:

From: To: Reason for Leaving:

YES NO
May we contact your previous supervisor for a reference? |l [
Company: Phone:
Address: Supervisor:
Job Title:

Starting Salary:$

Responsibilities:

Ending Salary:$

From: To:

Reason for Leaving:

May we contact this employer?

Yes

No



—Sahal
Home Care INC

Clients Hospitalized or otherwise not receiving services at home policy

As an employee Sahal Home Care INC, I have been informed that when clients
are hospitalized, I cannot turn in mEmmrmodm for those days, even if I am at the
hospital with the client. When clients are hospitalized, payment is made to the

hospital for their care and the home care provider or PCA agency cannot bill for
any services provided.

I also understand that if my client is on vacation or out town and as a PCA I am not
with the client I cannot claim those hours while the client is on vacation. If
timesheets are turned in for these hours, this is a fraudulent claim payment.

If you work for another agency and you turn in timesheets for the same hours you

work for the other agency, doing and overlap of hours, you will be responsible
paying back DHS.

In all situations listed above, documenting that services were provided in the home
is against the Agency’s policy; it’s against the PCA program policy and is
considered falsifying records and its crime. Violation of these regulations is
grounds for termination.

I acknowledge that I have been informed of these policies and T understand that I
may not claim these hours as hours worked. I am to notify the office when my
client is not available to receive services at home.

X X

Print Name Date

X X

Signature Date




—Sahal
Home Care INC

Timesheet Policy

All timesheets must be turned in no later than Thursday 3:00 PM of the billing
week in order for you to receive your paycheck on time. If your timesheets are not
turned into the office by Thursday at 3:00 PM of the billing week, you will be
paid for those hours until the payday following your late submission.

The state does not allow us, as the agency, to bill for home care services without

timesheets. We are requesting that you bring in your timesheets during our billing
week.

Attached to this policy is a list of the dates and time when your timesheets are due
this year. Again, anyone who fails to follow this policy will not be paid on time.

Signing this means I have read and understand the statement above. I understand
that turning in my timesheets late, will result in a delayed paycheck.

X X

Print Name ( Employee ) Date

X X

Signature Date
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Minnesota Health Care Programs (MHCP)

Individual PCA Enrollment Application

Complete this form online, print and then fax to MHCP. Complete at least all bolded fields to enroll an individual PCA.
‘We will return incomplete forms to you.

(® New hire (requires new background study and completion of PCA training)
(O Rehire (requires new background study and completion of PCA training)

QO Previously used for managed care organization (MCO) claims only (new background study not required)

Individual PCA Information

PROVIDER TYPE LEGAL NAME (FIRST) FULL MIDDLENAME LASTNAME SOCIAL SECURITY NUMBER
38 -INDIVIDUAL

ADDRESS (RESIDENTIAL ADDRESS ONLY - DO NOT ENTER A PO BOX) arry STATE | ZIP CODE

COUNTY OF RESIDENCE PHONE NUMBER DATE OF BIRTH UMPI (if requesting reinstatement)

INDIVIDUAL PCATRAINING Is the individual 18 years old or older?

@®Yes (ONo*  *Mayaffiliate with only one agency

If previously used for MCO only claims, has this individual maintained continuous employment BGS NUMBER or APPLICATION ID
withyouragency? (OYes @®No

DATE PASSED: CERTIFICATION NUMBER:

Individual PCA Provider Statement

I have reviewed and certify the information provided above is true and correct to the best of my knowledge. I will notify
the Minnesota Department of Human Services Provider Enrollment of any additions or changes to the information.
By signing this form, I acknowledge I have read and understand the Application and Background Study Privacy Notice. I

also authorize the Minnesota Department of Human Services to use the information collected about me according with
the Privacy Notice. '

NAME OF PCA (print or type) SIGNATURE OF PCA DATESIGNED

Group Affiliation Information

You have the option to affiliate or enroll the individual PCA named above, if 18 years old or older, with other agencies
you directly own without completing another application and agreement. Do you want to affiliate the above named
individual PCA with any other agencies you own? OYes @®No

Agency Information

AGENCY NAME AGENCY NPIOR UMPI AGENCY FAXNUMBER
SAHAL HOME CAREINC A186977000

AGENCY PERSONNEL COMPLETING FORM - AGENCY SIGNATURE
ABDI, MOHAMED

Page 10of2
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Minnesota Health Care Programs (MHCP)

Individual PCA Enrollment Application

Complete this form online, print and then fax to MEICP. Complete at least all bolded fields to enroll an individual PCA.
We will return incomplete forms to you.

(® New hire (requires new background study and completion of PCA training)
O Rehire (requires new background study and completion of PCA training)

(O Previously used for managed care organization (MCO) claims only (new background study not required)

Individual PCA Information

PROVIDERTYPE LEGAL NAME (FIRST) FULL MIDDLE NAME LAST NAME SOCIAL SECURITY NUMBER
38 ~INDIVIDUAL

ADDRESS (RESIDENTIAL ADDRESS ONLY - DO NOT ENTER A PO BOX) ary STATE | ZIPCODE

COUNTY OF RESIDENCE PHONE NUMBER DATE OF BIRTH

UMP!I (if requesting reinstatement)

INDIVIDUAL PCATRAINING Is the individual 18 years old or older?

@®Yes (ONo*  *Mayaffilizte with only one agency

If previously used for MCO only claims, has this individual maintained continuous employment BGS NUMBER or APPLICATION ID
withyouragency? (OYes ®No

DATE PASSED: CERTIFICATION NUMBER:

Individual PCA Provider Statement
I have reviewed and certify the information provided above is true and correct to the best of my knowledge. I will notify
the Minnesota Department of Human Services Provider Enrollment of any additions or changes to the information.

By signing this form, I acknowledge I have read and understand the Application and Background Study Privacy Notice. I

also authorize the Minnesota Department of Human Services to use the information collected about me according with
the Privacy Notice. .

NAME OF PCA (print or type) SIGNATUREOFPCA DATE SIGNED

Group Affiliation Information

You have the option to affiliate or enroll the individual PCA named above, if 18 years old or older, with other agencies

you directly own without completing another application and agreement. Do you want to affiliate the above named
individual PCA with any other agenciesyouown? OYes ®No

Agency Information

AGENCY NAME AGENCY NPl OR UMPI AGENCY FAX NUMBER
SAHAL HOME CAREINC A186977000

AGENCY PERSONNEL COMPLETING FORM AGENCY SIGNATURE
ABDI, MOHAMED

Page 1of2
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Minnesota Health Care Programs

Provider >m—.mm=.-0=.—. — Individual Support Worker (CDCS, €3G, PCA)

As a participating provider in health service programs administered by the Minnesota Department of Human Services
(the Department), the Provider agrees to:

A. Submit documentation to your affiliated agency tha fully discloses the extent of services provided to individuals
under these programs. The documentation must be legible and meet the requirements of Minnesota Statutes
Section 256B.0659, subdivision 12 for all individual support workers in CDCS, CSG, and PCA.

B. Furnish the Department, the Secretary of the U.S. Department of Health and Human Services (DHHS), or the

Minnesora Medicaid Fraud Control Unit with such informarion as it may request regarding

payments claimed for
services provided under these programs.

C. Comply with all federal and state statutes and rules relaring to the delivery of services to individuals and to the

submission of claims for such services.

D. Accept as payment in full, amounts paid in accordance with schedules established by the Umw‘mhﬂnnur except
where payment by the recipient has been authorized by the Department.

Make full disclosure of any convictions(s) of program crimes as required by 42 C.ER. § 455.106.

F. Comply with all federal statutes, implemenring regulations and guidance prohibiting discrimination on the basis
of race, color, national origin, sex, age, religion and disability in any program or activity receiving federal financial
assistance from DHHS; and to comply with the Minnesota Human Rights Act.

G. Render to Hno.mwwnﬁﬁm services of the same scope and quality as would be provided to the general public, within
Minnesota Health Care Programs (MHCP) guidelines.

H. Comply with the provisions of any fully executed agreement and/or addendum required by the Department,
which is incorporated herein by reference.

1. Comply with the advance directive requirements as required by 42 C.ER. §§ 489.100 and 417.436.

J. Properly handle and safeguard protected information collected, created, used, maintained, or disclosed on behalf

of the Department. For purposes of this Agreement, “protected information” means data subject to any of the
following laws:

1. The Minnesora Government Data Practices Act (MGDPA), Minnesota Starutes Chapter 13, in particular
§ 13.46 (“welfare data’);

2. The Minnesota Health Records Act § 144.291 and § 144.298;

3. The Health Insurance Portability and Accountability Act (“HIPAA’ "), including but not limited to the

requirements of the Privacy Rule and the Security Regulations, 45 C.ER. Part 160 and Part 164, subparts A
and E.

4. Federal law and regulations that govern the use and disclosure of substance abuse treatment records, 42
US.CS. §290dd-2 and 42 CER: § 2.1 10 § 2.67; and

5. Any other applicable state and federal statutes, rles, and regulations affecting the collection, storage, use and
dissemination of private or confidential information.

DIRECT SUPPORT WORKER INITIALS

NAME OF SUPPORT WORKER UMPI

Poge 1of3



K. Comply with the laws described in section J. This includes the Provider:

1. Nort using or further disclosing protected information created, collected, received, stored, used, maintained

or disseminated in the course or performance of this Agreement other than as necessary to perform its

obligations under this Agreement, or as required by law, either during the period of this Agreement or
hereafter. See, respectively, 45 C.ER. §$ 164.502(b) and 164.514(d), and Minn. Stats. § 13.05 subd. 3.

2. Using appropriate administrative, physical, and technical safeguards to prevent use or disclosure of the
protected information other than as provided for by this Agreement and to ensure the confidentialiry,
integrity, and availability of any electronic protected health information (PHI) that it creates, receives,
rmaintains, or transmits on behalf of the Deparcment. Provider will not transmit PHI over the Internet or
any other unsecure or open communications channel unless such information is encrypted or otherwise
safeguarded using procedures no less stringent than those described in 45 C.ER. § 164.312. If the Provider
stores or maintains PHI in encrypted form, the provider shall, at the Department’s request, promptly provide
the Department with the key or keys to decrypt such informarion. The Provider shall not forward previously
encrypted data 1o any other party, unless otherwise required by this Agreement.

3. Mitigating, to the extent practicable, any harmful effects known to the Provider of a use, disclosure, or breach
of security with respect to protected information by the Provider in violarion of this Agreement.

L. Agree thar this Agreement may be immediately terminated at the discretion of the Department if it determines
chat the Provider has violared 2 material rerm of the Agreement, including buc not limited to, non-compliance by
che Provider with the HIPAA Privacy Rule and Security Standards. If termination is not feasible, the Department
shall report the breach 1o the Secretary of DHHS.

Upon termination of this Agreement, all of the protected information provided by the Department to Provider,
or created or received by the Provider on behalf of the Department, that the Provider still maintains in any

form, including information that is in the hands of subcontractors or agents of the Provider, shall be destroyed

or returned to the Department, and the Provider shall retain no copies of such informartion. If it is infeasible to
return or destroy the information, the Provider shall provide the Department notification of the conditions that
make return or destruction infeasible, and shall exrend the protections of this Agreement to such informarion and
limit further use and disclosure of such information to those purposes that make return or destruction infeasible,
for as long as the Provider maintains the information.

M. Agree that any ambiguity in this Agreement shall be resolved to permit the Department to comply with HIPAA,

MDGPA, and other applicable state and federal statutes, rules, and regulations affecting the collection, storage,

use and disseminartion of private or confidential informarion and other state and federal laws and regulations.

Upon signature, this Provider Agreement supersedes and replaces all former Provider Agreements the Provider has with
the Department.

An individual applicant must personally sign the Provider Agreement. Please sign and date below, initial page 1, and return

both page 1 and page 2 of this agreement. Please retain a copy of the provider agreement for your files, and return the
original to the Department of Human Services.

ﬂ%m OF SUPPORT WORKER (TYPE OR PRINT} TITLE

SIGNATURE OF SUPPORT WORKER DATE

Please return page 1 and page 2 of this document

DHS-4811-ENG 415
Page 2 of 3 )



OMB No. 1615-0047; Expires 08/31/12
Form I-9, Employment
Eligibility Verification
e

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

Department of Homeland Security
U.S. Citizenship and Immigration Services

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT

specify which document(s) they will accept from an employee. The refusal to hire an individual becanse the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)

Print Name: Last First Middle Initial | Maiden Name
Address (Street Name and Number) Apt. # Date of Birth (month/dayfear)
City State Zip Code Sacial Security #

. I attest, under penalty of perjury, that T am (check fthe following): -
I am aware that federal law provides for =5 . penzlty .ﬁ T (check one of the following)
imprisonment and/or fines for false statements or [ 4 citizen of the United states
use of false documents in connection with the _H_ A nancitizen national of the United States (see instructions)

completion of this form.

_|||_ A lawful permanent resident (Alien #)
i\ _H_ An alien authorized to work (Alien # or Admission &)
until (expiration date, if applicable - month/day/yvear)

Date (inonth/dayfyear)

Employee's Signature

Preparer and/or Translator Certification (7o be completed and signed if Section 1 is prepared by a person other than the employes,) I attess, under
penally of perjury, that I have assisted in the completion of this form and that o the best of my kmowledge the information is true and correct.
Preparer's/Translator's Signature

Print Name

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

Date (month/day/year)

Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR

examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and
expiration date, if any, of the document(s).)

List A OR ListB AND List C
Document title: e
Issuing authority:
Document #:
Expiration Date (if ay):
Document #:
Expiration Date (if any): 3

CERTIFICATION: I attest, under penalty of perjury, that L have examined the document(s) presented by the above-named employee, that
the above-listed documeni(s) appear to be gennine and to relate to the employee named, that the employee began employment on
(month/day/year) and that to the best of my knowledge the emplayee is authorized to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative Print Name Title
Business or Organization Name and Address (Street Name and Number, City, State, Zip Code) Date (month/day/ear)
IRS-HCO, 5333 Getwell Rd., Memphis, TN, 38118

Section 3. Updating and Reverification (To be completed and signed by employer.) -
A. New Name (if applicable) B. Date of Rehire (month/day/year) (if applicable)

C. If employee's previous grant o.m work authorization has expired, provide the information below for the document that establishes current employment authorization.

Document Title: Document #: Expiration Date (if any):

T attest, under penalty of perjury, that to the best of my kmowledge, this employee is authorized to work in the United States, and if the employee presented
? P = .o -
document(s), the document(s) 1 have examined appear fo he genuine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/dav/year)

Form 1-9 (Rev. 08/07/09) Y Page 4




Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormW4.

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Gonsider
completing a new Form W-4 each year and
when your personal or financial situation
changes.

Exemption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply.

e For 2017 you had a right to a refund of all
federal income tax withheld because you
had no tax liability, and

« For 2018 you expect a refund of-all
federal income tax withheld because you
expect to have no tax liability.

If you're exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2018 expires February
15, 2019. See Pub. 505, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may notbe a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/WA4App to determine your
tax withholding more accurately. Gonsider

e W=4

Department of the Treasury
Internal Revenue Senvice

mwum_‘mﬁ,m here and give Form W-4 to your employer.

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effect, you can also use this
calculator to see how the amount of tax
you're having withheld compares to your
projected total tax for 2018. If you use the
calculator, you don’t need to complete any
of the worksheets for Form W-4.

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. If you have too little tax
withheld, you will owe tax when you file your
tax retumn, and you might owe a penalty.
Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you're married and your
spouse is also working, read all of the
instructions including the instructions for

the Two-Earmners/Multiple Jobs Worksheet

before beginning.

Nonwage income. If you have a large
amount of nonwage income, such as
interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe additional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Worksheet
on page 3 or the calculator at www.irs.gov/
WA4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub. 505 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your

_withholding on Form W-4 or W-4P.

Nonresident alien. If you're a nonresident
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

Keep the worksheet(s) for your records.

Employee’s Withholding Allowance Certificate

» Whether you're entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required 1o send a copy of this form to the IRS.

Specific Instructions

Personal Allowances Worksheet

Complete this worksheet on page 3 firstto
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you can claim head of
household filing status on your tax return
only if you're unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying individual. See
Pub. 501 for more information about filing
status.

Line E. Child tax credit. When you file
your tax return, you might be eligible to
claim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
be your dependent who fives with you for
more than half the year. To learn more
about this credit, see Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
worksheet. On the worksheet you will be
asked about your total income. For this
purpose, total income includes all of your
wages and other income, including income
earned by a spouse, during the year.

Line F. Credit for other dependents.
When you file your tax return, you might be
eligible to claim a credit for each of your
dependents that don't qualify for the child
tax credit, such as any dependent children
age 17 and older. To learn more about this
credit, see Pub. 505. To reduce the tax
withheld from your pay by taking this credit
into account, follow the instructions on line
E of the worksheet. On the worksheet, you
will be asked about your total income. For
this purpose, total income includes all of

OMB No. 1545-0074

2018

1 Your first name and middle initial

Last name

2 Your social security number

Home address (number and street or rural route)

3 [Isingle

_H_ Married
Note: If married filing separately, check “Married, but withhold at higher Single rate.”

[l Married, but withhold at higher Single rate.

City or town, state, and ZIP code

4 lfyour last name differs from that shown on your social security card,
check here. You must call 800-772-1213 for a replacement card. » [

5 Total number of allowances you're claiming
Additional amount, if any, you want withheld from each paycheck . . . . -
7 1claim exemption from withholding for 2018, and | certify that | meet both of the followin
s Last year| had arighttoa refund of all federal inco
» This year [ expect a refund of all federal income tax w

=2}

If you meet both conditions, write “Exempt” here . . - - - e e e e s

(from the applicable worksheet on the following pages) . . - 5

g conditions for .mxm_.:vzo?
me tax withheld because 1 had no tax liability, and
ithheld because | expect to have no tax liability.

8 |$

. > 7]

Under penalties of perjury, | declare that | have exarmined this certificate and,

Employee’s signature

o the best of my knowledge and belief, it is true, correct, and complete.

[ i ign Date »
(This form is not valid unless you sign it) > : : E—
8 Employer’'s name and address (Employer: Complete boxes 8 and 10 if sending to IRS and complete 9 Mﬁw_mw_ﬂmﬂﬁ 10 mm::mﬁwwm m_%_muzﬁ_mnmﬁ_o:
boxes B, 8, and 10 if sending to State Directory of New Hires.)
i Form W-4 (20°
For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q



