Employer Name: __________________________


EMPLOYMENT AGREEMENT 

This contract by and between __________________________ (herein referred to as “Employer”) and ______________________________ (hereinafter referred to as “Employee”) shall begin effective ____________________.

The employee recognizes that employment is conditioned on my employer’s participation in the Self-Determination Initiative.  If my employer is no longer a participant in the Initiative, I may no longer be employed.  In order to acknowledge the terms of my employment, I agree to the following:

1. During the term of this Agreement, I shall assist my employer by performing the duties outlined in this agreement and any attachments to this agreement.

2. I agree to assist my employer in maintaining the necessary documentation and records as required by my employer or their host agency.  I agree to complete all the necessary paperwork to secure necessary payroll deductions from my pay.  All records I may have or assist in maintaining will be kept confidential and released only upon the consent of my employer.  I acknowledge that all records I may have access to be the property of and must be returned to the employer at the time my employment relationship terminates.  In addition, illness and incident reports will be filled out at appropriate times, as required or requested by the Host Agency or my employer.

3. I shall immediately notify ___________________________________ or their designee of any medical emergency or illness.  

4. I agree to participate in any meetings if requested by my employer.

5. I agree to abide by all of my employer’s rules and regulations pertaining to providing support to my employer through the Self-determination Initiative.

6. I hereby acknowledge receipt of the following rules and regulations:

a. Recipient Rights Booklet (I understand that I shall assist my employer in filing right complaints upon request.  I also understand that I have a responsibility to report rights violations, which I am aware of or any potential abusive or neglectful situations I observe.  I understand that I may be requested to cooperate with a recipient rights investigations, and/or assist my employer with exercising their rights.

b. Attachment A to this agreement, which outlines the services I shall provide to my employer.

7.  I agree to obtain the following training within 5 days of employment:  Recipient Rights training conducted by a Recipient Rights Advisor provided by Community Mental Health for Central Michigan, Infection Control/Blood Borne Pathogens, Safety and Fire Prevention, Health Insurance Portability and Accountability Act, False Claims Act, Whistleblowers Act, First Aid Training, Limited English Proficiency, Corporate Compliance, Ethics and Deficit Reduction, Cultural Competence and Diversity; Person Centered Planning , Sensitivity Training: Hearing Loss and Trauma Informed Care. 
8. I understand that this is an employment at will relationship, which can be terminated by either party, at any time.  However, I agree to give 5 days written notice to my employer if I need to terminate this Employment Agreement.

9. I understand that, although a fiscal intermediary will draft my paycheck, they are only acting as a financial administrator of my employer’s budget/funds for the Self-Determination Initiative.

10. I agree to hold the fiscal intermediary harmless for their role as the financial administrator of my employer’s budget/fund for the Self-determination Initiative, and acknowledge that I have only one employer.

11. I understand and acknowledge that the Host Agency’s role in this project is that of project administrator, and that the Host Agency is not my employer.

12. Further, I agree to hold the Host Agency harmless for their role as a project administrator of the Self-determination Initiative.

13. I agree to the following compensation for the services I shall perform:  $_____ an hour.  

14. I agree to execute a Medicaid Provider Agreement with the Host Agency and acknowledge that this agreement does not alter the fact that the Host Agency is only the project administrator of the Self-determination Initiative. I understand that my employment is contingent on completing this agreement.

I ____________________________________(Employer) agree to the following:

1. Provide my fiscal intermediary with the necessary documentation to assure timely compensation of my employee.

2. Compensate my employee in the following matter:  $_____ an hour.

3. Assure appropriate training to my employee.  Further, I will assure that my providers meet the five minimum requirements of  the State Medicaid Provider Manual:  1) at least 18 years of age; 2) able to prevent transmission of any communicable disease from self to others in the environment in which they are providing supports; 3) able to communicate expressively and receptively with me in order to follow individual plan requirements and participant-specific emergency procedures, and report on activities performed; 4) in good standing with the law (i.e., not a fugitive from justice, a convicted felon, or an illegal alien); 5) able to perform basic first aid procedures.  Further, the Host Agency shall assure all other providers of services (i.e., clinical services, supports coordination, personal agents), meet the required standards of the State Medicaid Provider Manual.

4. Evaluate the performance of my employees and provide appropriate feedback to assure I am purchasing quality of services.

5. Assure that my employee executes a Medicaid Provider Agreement with the Host Agency.

________________________________________

Employee Signature



Date

________________________________________

Employer Signature



Date
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