
MASSACHUSETTS HOME CARE PROGRAM

CONSUMER DIRECTED CARE OPTION

AGREEMENT BETWEEN EMPLOYER OF RECORD AND WORKER

This agreement is entered into between _______________________________, 

who is the Employer of Record, and ____________________, who is the Worker.



The Worker agrees to the following:

1. I am employed by the Employer of Record.

2. I agree to perform the tasks on the attached Job Description and all other duties as directed by the Employer of Record or his or her designee.

3. I agree that the total number of hours I am authorized to work for the Employer of Record is ________hours per month and I understand that I will not be compensated for any time worked beyond the authorized hours stated in this Agreement.

4. I agree to complete the Worker section of the time sheet on a bi-weekly basis in a manner that accurately reflects the number of hours of service delivered to the Employer of Record.

5. I agree to submit my time sheets to the Employer of Record or his or her Surrogate for his or her signature.

6. I understand that if I submit my time sheet late to the Employer of Record or his or her Surrogate that my time sheet may not be paid.

7. I understand that (name of Fiscal Intermediary) is the Fiscal Intermediary for the Employee of Record and that (name of Fiscal Intermediary) is responsible for processing my payroll.

8. I agree to be on time, to call the Employer of Record or his or her Surrogate if I will be late or if I am unable to work at a scheduled time.

9. I agree to communicate with the Employer of Record or his or her Surrogate openly about all work related issues. 
10. I understand that I am neither a worker nor an Agent of (name of ASAP).

11. I release (name of ASAP) from all responsibility and liability for any injury incurred or loss of property resulting from the delivery of service to the Employer of Record.

The Employer of Record or his or her designee agrees to the following:

12. I agree to pay the Worker the approved MassHealth hourly wage for services delivered under this contract.

SIGNATURES

_______________________________________

Printed Name of Employer of Record

_______________________________________

____________

Signature of Employer of Record




Date

_______________________________________

Printed Name of Employer of Record’s Surrogate

(if applicable)

_______________________________________

____________

Signature of Employer of Record’s Surrogate


Date

(if applicable)

_______________________________________

Printed Name of Worker

_______________________________________

____________

Signature of Worker






Date 

Client/Employer:  

Homemaker:  

HOMEMAKER TASK SCHEDULE:
Please check off the tasks that you require assistance with.  Note special instructions regarding task, time and frequency in the appropriate column.  

HOMEMAKING TASKS
Check
FREQUENCY/INSTRUCTIONS

	Meal Preparation
	
	

	Breakfast
	
	

	Lunch
	
	

	Dinner
	
	

	Laundry
	
	

	Do laundry at home
	
	

	Bring to Laundromat
	
	

	Prepare for laundry service
	
	

	Fold clothes
	
	

	Put clothes away
	
	

	Change bed linens
	
	

	Cleaning
	
	

	Kitchen
	
	

	Bathroom
	
	

	Bedroom
	
	

	Living Room
	
	

	Dusting
	
	

	Mopping
	
	

	Vacuuming/Sweeping
	
	

	Take out trash
	
	


HOMEMAKING TASKS
Check
FREQUENCY/INSTRUCTIONS

	Shopping/Errands/Miscellaneous
	
	

	Prepare shopping list
	
	

	Shop
	
	

	Unpack, put away items
	
	

	Other
	
	

	Periodic Cleaning
	
	

	Windows
	
	

	Oven, Stove, Microwave
	
	

	Refrigerator
	
	

	Seasonal Maintenance
	
	

	Shovel Snow
	
	

	Other
	
	


TOTAL HOURS OF HOMEMAKING SERVICE:  

PERSONAL CARE TASKS
Check
FREQUENCY/INSTRUCTIONS

	Bathing
	
	

	Grooming/Shaving
	
	

	Oral Hygiene
	
	

	Dressing/undressing
	
	

	Eating
	
	

	Ambulation
	
	

	Transfers
	
	

	Toileting
	
	

	Skin Care
	
	

	Repositioning
	
	

	Prosthesis/brace/splint: put on or off
	
	

	Other
	
	


TOTAL HOURS OF PERSONAL CARE SERVICE:  
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