
Form 1724 
August 2015-E

Consumer Directed Services 
New Employee Packet Cover Sheet

Name of Individual Receiving Services Employer Name

Employee Name

Date of Hire First Day of Work

Before Hire:   (1) Original or Copy for Employer’s Personnel Files   and   (2) Original or Copy to FMSA
Employer Agency

++6&

FMSA Document Description / Form Information

++6& Form 1725, Criminal Conviction History and Registry Checks

++6& ++6& Form 1729, Applicant Verification for Employees; 
++6& Form 1734, Service Provider and Employer Certification of Relationship Status for CDS

USCIS USCIS Form I-9, Employment Eligibility Verification
++6& ++6& Form 1728, Liability $FNQRZOHGJPHQW
++6& Professional license verification (nursing, professional therapies)

At Time of Hire:   (1) Original or Copy for Employer’s Personnel Files   and   (2) Original or Copy to FMSA

IRS IRS Form W-4, Employee’s Withholding Allowance Certificate — Due before first payroll check is 
calculated; provide to the Financial Management Services Agency (FMSA) on date of hire.

OAG Texas Employer New Hiring Reporting Form (www.employer.texasattorneygeneral.gov)

++6&
++6& Form 1730, Wage and Benefits Plan Employee Compensation, and any court-ordered 
garnishment(s); ++6& Form 1731, Employee Work Schedule and Assigned Tasks; ++6& Form 
1737, Employer and Employee Service Agreement; ++6& Form 1739, Service Provider Agreement

++6& CLASS, DBMD and MDCP only: Cardiopulmonary resuscitation (CPR) certification — Effective 
at time of service delivery initiation, and maintained. Verify again before expiration date.

++6& Texas Department of Public Safety driver’s license (if transporting client) — Verify again before 
expiration date.

++6& Proof of minimum auto insurance (if transporting client)

CDC 
OSHA 

++6& Form 1727, Occupational Exposure to Bloodborne Pathogens (Acknowledgement: Hepatitis B 
Vaccination and Universal Precautions)

TWCC Notice to Employees Concerning Workers’ Compensation in Texas (TWC Notice 5)
++6& If hiring a nurse: ++6& Form 1747, Acknowledgment of Nursing Requirements
CDS 
++6&

If applicable: ++6& Form 1733, Employer and Employee Acknowledgement of Exemption from 
Nursing Licensure for Certain Services Delivered through Consumer Directed Services

++6& ++6& Form 1732, Management and Training of Service Provider — Initial training must 
be conducted within 30 days of hire.

Ongoing:   (1) Original or Copy for Employer’s Personnel Files   and   (2) Original or Copy to FMSA

++6&

++6& Form 1732, Management and Training of Service Provider — Evaluation, employment 
status changes, documentation of training, documentation of conflict and job performance issues. 
(The employer must send the original or a copy to the FMSA within 30 calendar days of an initial 
orientation or annual evaluation and when an action affects the service provider's continued status 
with the employer, e.g., termination, change in payment.)

++6& ++6& Form 1732-EMR, Management and Training of Service Provider Addendum — Must be signed 
by the employee within five days of hire.

++6& Time sheets/service logs — ++6& Form 1745, Service Delivery Log with Written Narrative/Written 
Summary, or facsimile approved by the FMSA

Vendors Receipts and invoices 

Code Action

Employer checks off each item for the personnel file and retains 
original or copy.

Employer checks each required item when completed and sends 
original or copy to the FMSA as indicated. Employer retains 
original or copy.

Items the employer is not required to send to the FMSA, but 
which the employer must maintain on file in the employee’s 
personnel file.

Code
CDC

Agency
Centers for Disease Control and Prevention

CDS Consumer Directed Services
++6& Texas +HDOWK�DQG�+XPDQ�6HUYLFHV�&RPPLVVLRQ

IRS
OAG Office of the Attorney General, State of Texas

OSHA Occupational Safety and Health Administration

TWCC Texas Workers’ Compensation Commission

Internal Revenue Service

USCIS U.S. Citizenship and Immigration Services (formerly known as 
the INS, Immigration and Naturalization Services)

✔

✔

TEXAS 
Health and Human 
Services 

I 

I 



Consumer Directed Services 
Criminal Conviction History and Registry Checks

Form 1725 
March 2023

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

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

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

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

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

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

Signature  - Applicant Date

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

Individual's Name Employer Name

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

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

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

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

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

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

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

Signature  - Employer Date

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

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

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

Signature  - Employer Date



Form 1725 
Page 2 / 03-2023

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

Verbally

Encrypted email

Certified mail

Date of Employer Request

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

DPS Criminal Conviction Criminal History Check

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

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

Obtained By
Convictions: Yes No

DPS approved dissemination method  used to inform employer of results:

Verbally

Encrypted email

Certified mail

Did not specify method

Date FMSA staff notified employer:

FMSA staff:

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

Yes No

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

Date report was destroyed:

Date employer notified FMSA of hiring decision:

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

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

FMSA Representative

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

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

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

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

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

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

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



Form 1729 
March 2023

Consumer Directed Services 
Applicant Verification for Employees

Individual's Name Employer Name

Applicant Name Applicant Social Security No.

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

Employment Qualifications

The applicant is at least 18.

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

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

The applicant has completed Form 1728, Liability Acknowledgement.

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

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

FMSA Certification 

The applicant does does not meet qualifications for employment.

Only applicants who meet all qualifications may be employed.

Acknowledgement

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

Signature — Employer Date Signature — FMSA Date

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

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

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

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

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

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

 is fluent in the communication methods used by the individual (for example, American Sign Language, tactile symbols, 
communication boards, pictures and gestures) or has the ability to become fluent in the communication methods used 
by the individual within three months after beginning to work with the individual.















Form 1734 

Page 2 / 03-2023 

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

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

Section 3: Medically Dependent Children Program (MDCP) 

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

enrolled in MDCP.) 

Service Provider Status and Relationship 

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

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

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

Yes No NA 

D D D 

D □ D

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

Applicant Status and Relationship Yes No NA 

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

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

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

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

Applicant Status and Relationship 

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

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

Yes No NA 

D □ D 

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

CAS or FC.) 

Applicant Status and Relationship Yes No NA 

1. Are you the primary caregiver for the individual? D □ □ 

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





   

  

Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

OMB No.1615-0047 
Expires 07/31/2026 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 
ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first 
day of employment, but not before accepting a job offer. 
Last Name (Family Name) First Name (Given Name) Middle Initial (if any) Other Last Names Used (if any) 

Address (Street Number and Name) Apt. Number (if any) City or Town State ZIP Code 

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number 

I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

2. A noncitizen national of the United States (See Instructions.) 

3. A lawful permanent resident (Enter USCIS or A-Number.) 

4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

If you check Item Number 4., enter one of these: 
USCIS A-Number 

OR 
Form I-94 Admission Number 

OR 
Foreign Passport Number and Country of Issuance 

Signature of Employee Today's Date (mm/dd/yyyy) 

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 

 Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three 
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure 
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Check here if you used an alternative procedure authorized by DHS to examine documents.     

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the 
best of my knowledge, the employee is authorized to work in the United States. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code 

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 

Form I-9 Edition 08/01/23 Page 1 of 4 

http://www.uscis.gov/I-9
https://www.uscis.gov/i-9
https://www.uscis.gov/i-9


 
  

   
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a

combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or
outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

3. Foreign passport that contains a
temporary I-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

2. ID card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,
and address

4. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form I-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

4. Voter's registration card 3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

5. U.S. Military card or draft record

6. Military dependent's ID card
4. Native American tribal document

7. U.S. Coast Guard Merchant Mariner Card
5. U.S. Citizen ID Card (Form I-197)

8. Native American tribal document
6. Identification Card for Use of Resident

Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian
government authority

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

For persons under age 18 who are 
unable to present a document 

listed above: 
10. School record or report card

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form I-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Acceptable Receipts 
May be presented in lieu of a document listed above for a temporary period. 

For receipt validity dates, see the M-274. 

● Receipt for a replacement of a lost,
stolen, or damaged List A document.

● Form I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

● Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR 
Receipt for a replacement of a lost, stolen, or 
damaged List B document. 

Receipt for a replacement of a lost, stolen, or 
damaged List C document. 

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.

Form I-9 Edition 08/01/23 Page 2 of 4 

https://www.uscis.gov/i-9-central/handbook-for-employers-m-274/60-evidence-of-status-for-certain-categories
https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
https://www.uscis.gov/i-9-central
https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions


Form 1728 
October 2013-E

Consumer Directed Services 
Liability Acknowledgement

Liability Acknowledgement Between the Employer and the Applicant for Employment

The individual receiving services or the individual's legally authorized representative (LAR) is the employer in the Consumer Directed Services 
(CDS) option. 

The employer employs (hires, manages and terminates) employees. The employer is solely responsible and liable for any negligent acts or 
omissions by the employer; the employee; other employee(s) or service provider(s); the individual receiving services; or, if applicable, the 
employer's designated representative. 

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

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

Signature – Employer  
(Must be signed by the employer) Date Signature – Applicant for Employment Date

Liability Notice to Applicants for Employment

Section I:

The employer:

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

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

Section II:

Employer indicates the correct option in this section if the employer is not a subscriber to Texas Workers' Compensation.

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

self-insurance;

homeowner's personal liability insurance;

renter's personal liability insurance;

medical coverage insurance; 

risk pool insurance; 

other:

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

Acknowledgement by Employer and Applicant for Employment

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

Signature – Employer  
(Must be signed by the employer) Date Signature – Applicant for Employment Date

•
TEXAS 
Heal~h and Human 
Services 



Form 1730 
October 2013-E

Consumer Directed Services 
Wage and Benefits Plan 

Employee Compensation
Employee Name (Last, First, Middle Initial) Social Security No.

Date of Hire First Date of Work Initial Wage and Benefit Plan

Plan Change – Effective Date:

Name of Program Service Being Provided:  

Compensation:

Regular Hourly Wage Calculation of Overtime Hourly Wage

Employee = $ Hourly $ + (50%) = $

Respite = $ Hourly $ + $ (50%) = $

Benefits: Optional

Hepatitis B Vaccination (Attach completed Form 1727 if vaccination is requested by the employee.)

Employer: List other optional benefits here. (Attach additional sheet, if required.)

Withholdings:

W-4 Employee's Withholding Allowance Certificate (Attach completed Form W-4.)

Required Garnishments

Type: Amount:

Frequency: Payment To:

Voluntary Withholdings (not related to W-4)

Type: Amount:

Frequency: Payment To:

Other (specify):

Acknowledgement/Agreement:
Time Sheets/Service Delivery Logs must be completed accurately each work shift/day. Payment for services delivered is made from state 
and/or federal funds. Falsification of a time sheet is considered fraud and is punishable under the law.

Accurate, signed time sheets are due:

Paychecks are distributed by (method): at least twice a month on

or every other week starting

Employee and employer mutually agree to the compensation, benefits, withholdings and all information above and agree that any 
changes or revisions must be documented and provided to the employee, the employer and the Financial Management Services 
Agency.

Signature - Employer or Designated 
Representative

Date Signature - Employee Date

$ 0

0 0

.

0

TEXAS 
Health and Human 
Services 
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TEXAS 
Health and Human 
Services 



Form 1737 
September 2013-E

Consumer Directed Services 
Employer and Employee Service Agreement

The name of individual receiving services, hereafter referred to as the "Individual," is:

.
The Individual's program, , hereafter
referred to as the "program," is funded and administered by the Texas Health and Human Services Commission (HHSC).

The name of the employer, hereafter referred to as "Employer" is: .

The Employer is the Individual, parent of a minor or court-appointed guardian of the Individual.

This agreement is between the Employer and

hereafter referred to as "Employee."

The Employer Agrees:

1. To give notice to the Employee as soon as possible of any change(s) in the work schedule, the tasks to be 
performed or the number of hours the Employee will work. 

2. To adhere to all federal, state, and local employment-related laws and regulations.  
3. To assume responsibility for:  
 a. liability for any negligent acts or omissions by the Employer, his/her Employee(s) and service provider(s), the 

Designated Representative (if applicable), the Individual or others in the work place; and  
 b. managing the risk and liability of any incidence(s) of Employee work-related injury/injuries or illnesses. 
4. To provide orientation and training to the Employee of tasks and activities to be performed. 
5.   To provide the Employee with written notice of compensation for services delivered.

The Employee Agrees:

1.    I, the Employee, am willing and able to perform the
tasks as outlined by, and at the direction of, the Employer, the Individual or the Designated Representative, if 
applicable.

2.   To provide information and documents to the Employer, as required, to maintain current, up-to-date personnel 
records. The information and documents include at least changes in address and/or telephone numbers, criminal 
convictions and evidence of employment status and qualifications.

3.   To not use the personal property of the Employer or the Individual without prior approval. The Employee will reimburse 
the Employer for any expense incurred related to his/her personal use of the personal property.

4.   To respect the rights and dignity of the Individual and to follow safety procedures for the benefit of the Individual and 
the Employee.

5.   To notify the Employer as soon as possible when the Employee will be late for work or is not able to work, as well as 
not report to work when illness or another condition may jeopardize the health and safety of the Individual.

Both the Employer and the Employee Agree:

1. That this document serves as an agreement, not an employment contract. 
2. That the Employer employs the Employee. The Employee is not an independent contractor. The Employer controls the 

training and management, evaluation and firing/termination of the Employee. 
3. That the Employee is not barred by relationship to the Individual, Employer or Designated Representative, if applicable, 

from being an Employee. 
4. That a Financial Management Services Agency (FMSA) is responsible for the administration of program funds on 

behalf of the Employer, including payroll functions. 
5. That funds for services to pay the Employee is from public sources, and financial accountability and liability applies to 

the use of the funds. Both the Employer and the Employee have an individual and joint responsibility to be accountable 
for the public funds spent through the Consumer Directed Services (CDS) option and understand that submitting false 
or fraudulent time sheets, submitting a time sheet of an unqualified service provider, submitting a time sheet for tasks 
other than those approved on the service plan or implementation plan will be reported to the appropriate authorities for 
investigation and possible prosecution as Medicaid fraud.

TEXAS 
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6. To provide an accurate accounting of services delivered by the Employee, and to submit accurate time sheets and 
documentation for reimbursement to the FMSA. 

7. To bill only for actual time worked, allowable benefits and CDS-related expenses (billing for services and items not 
allowed or budgeted results in non-payment by the FMSA). 

8. The Employer must not charge any fee to the Employee. The Employee must not make any payment to the Employer 
related to the Employee's employment. Any corrections to payroll are made by the FMSA. 

9. That neither the FMSA or HHSC is responsible or liable for any negligent acts, work-related injuries or omissions by 
the Employer, Individual, Employee, other Employees and service providers and/or the Designated Representative, if 
applicable. 

10. That personal medical and personal information and data about the Individual and the Employee is confidential. This 
information is not to be discussed, directly or indirectly, with others outside of the work environment at any time, 
currently or in the future.

Duration and Modification of Service Agreement
1. This service agreement will be in effect as of the date this agreement is signed by the Employer and Employee. This 

service agreement must not precede the date the Individual is eligible to participate in the program or in CDS 
2. This service agreement can be modified by agreement of both parties, unless prohibited by HHSC rules or policy, or by 

applicable state, federal and/or local regulations. 
3. This service agreement will terminate when: 

a.   the Individual's participation in CDS ends voluntarily or involuntarily; 
b.   the individual is no longer eligible for the HHSC program or for CDS participation; 
c.   the Employee is convicted of a crime or listed on a registry that forbids employment by law;  
d.   a relationship change occurs and continued employment is prohibited; or 
e.   the Employee fails to maintain and provide documentation of eligibility or qualifications for continued employment.

4. This service agreement may be terminated, without cause, by either party with 14-calendar days written notice. A 
different time frame may be used if both parties agree in writing.

The following required documents are incorporated by reference:

Document Date of Signature

HHSC Form 1725, Criminal Conviction History and Registry Checks

HHSC Form 1729, Applicant Verification for Employees 

HHSC Form 1733, Employer and Employee Acknowledgement of Exemption from Nursing 
Licensure for Certain Services Delivered through Consumer Directed Services, if applicable

HHSC Form 1734, Applicant and Employer Certification of Relationship for Employment

Acknowledgement of service agreement, including documents incorporated by reference:

Employer:

Printed Name

Signature

Date

Employee:

Printed Name

Signature

Date

I 
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Service Provider Agreement

This agreement is between the Texas Health and Human Services Commission (HHSC), the state Medicaid 
agency; a Financial Management Services Agency (FMSA); and a service provider providing services to one or 
more individuals through the Consumer Directed Services (CDS) Option.

The service provider,

 an entity,

 an individual or

located at (Address) ,

; Telephone Fax

The service provider agrees to:
Ɣ   provide services, items or goods that are authorized prior to purchase to individuals in home and 

community support programs in accordance with program rules and policy; 
Ɣ   keep records of purchased services, items and goods in accordance with program rules and policy; 
Ɣ   accept checks from the FMSA as full and complete payment for authorized services, items or goods 

purchased for individuals served through home and community-based programs; 
Ɣ   neither impose on or accept from individuals any additional charges for the services, items or goods 

paid for by the check; and 

Ɣ   provide records and other information upon request to the individual, the FMSA, HHSC, or their 
representative.

The FMSA and HHSC agree:
Ɣ   that the FMSA will pay the service provider for services, items or goods provided to the individual in 

accordance with this agreement and program rules and policy; and 

Ɣ   to allow the service provider to charge the individual for approved upgrades or purchases not 
authorized or paid for in accordance with this agreement, program rules and policy.

The service provider, FMSA and HHSC mutually agree that:
Ɣ   the FMSA ,

 doing business in , provides
 financial management services (FMS) to the individual receiving services for purchases from the service 
provider;

Ɣ   the FMSA is responsible for acquiring the completed agreement and retaining the original on behalf of 
HHSC; 

Ɣ   payment from the FMSA will not be issued prior to the receipt of this agreement by the FMSA; 
Ɣ   payment from the FMSA is funded by HHSC with government funds; and 

Ɣ   the FMSA is not a Texas or federal government agency.
This agreement is effective , and terminates when the service provider is
no longer providing services to individuals through the FMSA.

Service Provider or Representative* (Print) Service Provider or Representative* (Signature) Date

FMSA Representative* (Print) FMSA Representative* (Signature) Date

* If the service provider is an entity, a representative from the entity with authorization to negotiate this agreement on behalf of the entity must sign.

TEXAS 
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Consumer Directed Services 
Occupational Exposure to Bloodborne Pathogens

Universal Precautions

Blood has long been recognized as a potential source of pathogenic microorganisms that may present a 
risk to individuals who are exposed during the performance of their duties. Universal precautions is the 
method of control required by the Occupational Safety and Health Administration (OSHA) to protect 
employees from exposure to all human blood and body fluids. Universal precautions refers to a concept of 
bloodborne disease control, which requires that all human blood and certain human body fluids be treated 
as if known to be infectious for HIV (the virus that causes AIDS), the Hepatitis B virus and other bloodborne 
pathogens.

Protective barriers reduce the risk of exposure to blood, body fluids containing visible blood and other fluids 
to which universal precautions apply. Examples of protective barriers include gloves, gowns, masks and 
protective eyewear. Universal precautions are intended to supplement rather than replace 
recommendations for routine infection control, such as hand-washing and using gloves to prevent gross 
microbial contamination of hands. Universal precautions will be used during the provision of services as 
applicable and appropriate.

Employee Initials: Date:

Hepatitis B

Hepatitis B is a serious infection involving the liver. Hepatitis B virus (HBV) can cause lifelong 
infection, cirrhosis (scarring) of the liver, liver cancer, liver failure and death. Hepatitis B is spread when 
blood or body fluids from an infected person enters the body of a person who is not infected. HBV is a major 
infectious occupational hazard for health care. Any health-care worker may be at risk for HBV exposure 
depending on the tasks that he or she performs. Workers should be vaccinated if their tasks involve contact 
with blood or blood-contaminated body fluids.

Employee Initials: Date:

Hepatitis B Vaccination

OSHA standards effective June 4, 1992, require that employers make available the Hepatitis B vaccine and 
vaccination series to all employees who have occupational exposure. The Hepatitis B vaccine is available at 
no cost to the employee. The cost to provide vaccinations is an administrative expense to the employer and 
is reimbursable through the individuals's program budget.

The vaccine is administered in a prescribed series of three injections over a six-month period:  

Dose 2 is administered 30 days after Dose 1. 

Dose 3 is administered five months following Dose 2. 

The employee is responsible for requesting from the healthcare provider administering the vaccination 
additional information specific to the efficiency, safety, benefits, method of administration and potential side 
effects of the Hepatitis B vaccination.

The employee may elect to receive or decline the Hepatitis B vaccination.

Employee Initials: Date:

•
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Informed Choice Related to Hepatitis B Vaccination

Employee Statement – Check one statement below.

I agree to receive the Hepatitis B vaccination and will be reimbursed by my employer within 30 
days of presenting a paid receipt for each dose. I understand that I will only be reimbursed for 
doses received while employed by the employer.

I agree to receive the Hepatitis B vaccination and the employer and I have agreed to the following 
arrangement(s) related to covering the cost of the vaccination:

I decline the Hepatitis B vaccination at this time because I have previously received the Hepatitis B 
vaccination.

I decline the Hepatitis B vaccination.
* I understand that due to my occupational exposure to blood or other potentially 
infectious materials, I may be at risk of acquiring Hepatitis B virus (HBV) 
infection. I have been given the opportunity to be vaccinated with Hepatitis B 
vaccine at this time. However, I decline the Hepatitis B vaccination at this time. I 
understand that by declining this vaccine, I continue to be at risk of acquiring 
Hepatitis B, a serious disease. If in the future I continue to have occupational 
exposure to blood or other potentially infectious materials and I want to be 
vaccinated with Hepatitis B vaccine, I can receive the vaccination series at no 
charge to me.

Federal Register: 61 FR 5507, February 13, 1996 
 *OSHA 1910.1030 App A  - Mandatory Declination Statement

Certification by Employee
I, , the employee, acknowledge and certify that I have received
information on occupational exposure to bloodborne pathogens, universal precautions, Hepatitis B and Hepatitis B 
vaccination. I have been provided the opportunity to ask questions and to seek additional information. I have made 
my choice (as documented above) related to the Hepatitis B vaccination based on informed choice.

* I may decide in the future to request and accept the vaccination at no charge to me.

Employee:

Printed Name

Signature

Date

Employer:

Printed Name

Signature

Date



����������
���������	
��


	�
���
������	�
���

��������
��
�
������
	�
�
���������������������
����
������
�������
� ��
���

!
�� 
�
���"����"�������
��!��
��
���
� ��
�
�������������������������������������������������������������������������������������� ���������������������������!���� �����
�������"�������������������#$%�&������������������������������������������������ �������������������'�����������������������
��������������������������&������������������������#$%������'������'����(�������� �����������������������������������(��������
�(��������)��������������������������������������������(����� ��������)���&���������������*���������������������������������
�����'�����������������������������������+	
,�-������������������������������������������������+	
,�-���������������������
�������)���������������&�

.�������������������������������������������'������#$%,�����������������������������������*��������#$%������������������
�������������������'������������������&�/(��������������*�������(����������������*��������#$%���������������,�����#$%������
�'��������������������(����� �����������������������������������������#$%����������������������(��������������������������&�

0��������������,�������1,���'������/,���������2+
,���'��������3,�42+
&	2
,��������������������(��������������������(�����������
*��������'�������,���������������������������������(����������������������������5�������������'�����(�������� ������'������#
����
$����������������%#
���������������� 
����
&����������	
�
�
��������������������	������������������

�
����������,��������� ����,����������������������,�*�������6���������(��������������� �7�� ����,�������������,���(�����,����
(����*���8�

����(������������(����������� ���������������������������(�����������!�������������������������������8�

�+�������(������)����������������������������������(����������������������6��������(��������������� �7�� ��������������������8�

�1��������������'������������������'������(�������������������!����������'����������������������� ��������������������� �*�����
�������������������������!����������'������������������������������������������!����������'������������������������ ��������
 ����8�����

�2������(����*�� ����)��������������������������������������9�

����������$���������������(�����������������������5�����(����������� ����������'�����������(���6�������������������'���)�� ���
��'����(�����������������,��������������%:������������������������8�

����������3������������������(�������������'�������7����'����������5�����(�����'������������7����'������������������������'��
4��2&

�'���(�������������������� �������� �������(�$���������������(�;�����������<����=����%����������������������
$���������������(�/�������8�

������������������������������(�������������'��*����(�����'������������������������(�����'�����5������������������'��4��2&
	�
	��
�(�������������������� �������)������;���3������ �����8�

����������������������'������(����������� ������6������ ����'�����������������������(���������������,��������,��������������8�����

�����������
������������������(�������������������(���������������������������'�����������������������������������������&�

	���
�
�����������������������'���5�����(���������� �������������������'������������������/������������������=����(�����������
��������(���������6����(��� ���������������������������9�

�
��'����� ,��������� �(���������� ����8�

���� ������ ,��������� ����������,��5�����(���������������*�������������������������)�����'����8�

�+��(����� ,��������� �(����� ������ �����������������������(����� ���'�8�

�1�����������)�������,��������� �����'�������� ��
8�

�2�������(����� ,���'��������������������� 8�

�>���5������� �������� ���(�������8������� ����������������8�

� �?������������������ ��(���'�*�������'���������� ���,��������� ��������������,����������"�����,�������,�������������������
������ ����������������8

•
TEXAS 
Heal~h and Human 
Services 



���������
=� �����@�	
��	
��


���������������� ���������������������������������������(�������������,��������� ��������������������� ���� �������������'�8�
���� �

�A������������������������������������������*������*����)��(���(������&

	�
���

' 	�
���
�'

=�������:��� =�������:���

�� ������ �� ������

���� ����

�
�������������(�.�,������������������������������,������(�������������������������������������������������������������������
����������(���������������������'���*&�.���������������������������������������������'�����������'�����'�����5����������������
�����,��������� ������5���$������������������,�4��2&
+,�#�����)��"�*��
��<����!
�
������,����������'�����������'������
��������&�����)������)�������������������������������(�������������)��*��������#$%����������������������������&

--------- --------- ---------
---------
---------
---------

---------



��������	�
��������	
��
�

���������������������������

���
�����������������
��������������������

������������������������������� !����������"�#��$ %�������������������������

������"�&����������'�������(��������� ���(��� ������������������

������"������������������������������������

����������

&������������������ ��(���(�)������(

����������

*

��� *
+���, -
+���, %����� ��,��

�����������

.������#�����(/ !���� ������ ),��� ��,��

#�������#�����(/ !���� ������ ),��� ��,��

���"�����'��������� ��,��

����������������������������������������������� �������������� �
���
��������
!����������	
�������	���
�������
����
�������
��������	�����
�������
������	�����	����������������������
������
	����
��������
�	
�����������������
��
�
����
�����������
����������������������������
���	�
�	
����� !�"���	��
���������������#����������$�
������%������$�
�����%�
������&'

����������������������"#���$�%�
���������&'������������������
!����������	
�������	���
�������
����
�������	�������������	�����
�����
��!�
��������	
��(��	�����	��	������������
��&'

�(��&���������)������������*����+!

(�������������"�����������,����������#��-!

�����"���"����0
����������������������������/

(�����������������������������!

�.������������.���#���������+���+��.��.���������������������������#����

��(��������"����������������� ����

��(��������"��������� ���� ��(��������"�#������ ����

��������������
�"! ��������������#/��
�"!

TEXAS 
Health and Human 
Services 



��������	
��
�
��������	
��
�

���������������������������������
����������������������������������������������������

����������� ��������
��� ����!�����������

������������� ������!�"��� 

#������� ������������� 

$��%
�������������������&���������%������������������������������������������&����'�(���������)�������������
&�'�(���*�������������������
�'*��&�#�����&��+������,-&�����'�(���"����+�������!��������&��+������	.-����������!������/�����������������������������+�����������
0����������1�%��������01�2��

'+�����������!��+���01���������������+������������������������/+������������������!������&���%����&�����(������������+����������+����!��������
�!���������������������%�������������������������%����������!������!������������%����������������������������%��������������+��������������������
�������������+��'�(���"����+�����"��������������������������""������%�������!����������������������������%�������������%����2�'+���01�
���������������������/+��������������������������������&����������&����������+����������������������������������������������+��������������!����
�+����������2�

*�������������������+���01������������������������!�������&��%����&�����������������������2�'+���01����%������������
&�'�(���*��������������
����&�#�����&��+������,-&�����'�(���"����+�������!��������&��+������	.-2�1�%�����%���������������&��+��������������!�3����������
#���������������������3#�������������01��������%�������������4���!�����%����������������/��+��3#������������
�'*�&�#�����,&��+������5��&�
����+�������2�

1�������%�����%��+���01��������!���������+�������������!������6��/��������� �
+��� 77��(��%2���2�����2�(2��7������7�������8�(�29��/'*�:���;���/<.=��<�
=��<�,=�+<5��=��+<�=��<>2

"�� ���� �����#��������������$$�%������  ������%�������������������������&�������'�	
(�)
'(*'+�

�,������������� �����������,�����������-��,������������,� �������+

?& &�+�������������������������+������������!�������2�

��%������ ����

TEXAS 
Health and Human 
Services 



THIS FORM IS NOT TO BE USED AS A CONSENT/AUTHORIZATION FORM. 
Agency to retain this CCH Verification Form for DPS auditing purposes. 

Form provided by DPS Crime Records Division Audit & Training Unit for agency use. 

Revised 8/02/2024 

DPS Computerized Criminal History (CCH) Verification Form 
Section 1: Applicant must acknowledge the information in Section 1. Signature & date required. 

Applicant Name (Print): 

I acknowledge that a Computerized Criminal History (CCH) check may be performed by accessing the Texas 
Department of Public Safety Secure Website and may be based on name and DOB identifiers. Authority for this 
agency to access an individual’s criminal history data may be found in Texas Government Code 411, 
Subchapter F https://statutes.capitol.texas.gov/.  

Name-based information is not an exact search and only fingerprint record searches represent true 
identification to criminal history record information (CHRI), therefore the organization conducting the criminal 
history check is not allowed to discuss with me any CHRI obtained using the name and DOB method. The 
agency may request that I also have a fingerprint search performed to clear any misidentification based on the 
result of the name and DOB search. 

In order to complete the fingerprint process, I must make an appointment with the Fingerprint Applicant 
Services of Texas (FAST) as instructed online Crime Records General Information | Department of Public 
Safety (texas.gov) Review of Personal Criminal History or by calling the DPS Program Vendor at 1-888-467-
2080, submit a full and complete set of fingerprints, request a copy be sent to the agency listed below, and pay 
a fee of $25.00 to the fingerprinting services company. 

Once this process is completed the information on my fingerprint criminal history record may be discussed 
with me. Acknowledge by signing below.  

 Applicant Signature:  Date: 

Section 2: Agency use only.  Must be completed by authorized personnel conducting search. 

Agency Name: 

Authorized User: 

Signature of Authorized User: 

Date of Name-Based CCH Search: 

Section 3: Agency use only. CHRI Name Based Tracking information. Check all that apply. 

Purpose for CHRI Search. ☐ Applicant      ☐   Volunteer      ☐ Contractor      ☐ Other:

Is any part of the Criminal 
History Record Information 
(CHRI) stored by agency? 

Reminder: DPS does not recommend storing any part of CHRI. 

☐ NO, CHRI is not stored by agency.     ☐  YES, CHRI is stored by agency.

CHRI Retention Period ☐ Temporarily Only    ☐ Annual    ☐ None Stored/Saved    ☐ Other:

CHRI Storage Method 

☐ Physical/Printed (paper copy)

☐ Digital/Electronic   (saved anywhere on device/computer)

CHRI Retention Purpose Explain: 

Date CHRI Destroyed 

Destruction Method Explain: 

CHRI + Audit Resources Link 

updated 2/2025
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Fiscal/Employer Agent  
Household Employee Tax Exemption Information 

Employees providing domestic or household services, like those employees hired directly by 
participants or their representatives in programs using a Fiscal/Employer Agent, may be exempt 
from paying certain federal and state taxes that are normally paid by employers and employees.  
Employers and employees may be exempt from certain federal and state taxes based on the 
employee’s student status, age, or family relationship with the employer. These exemptions are not 
optional. If employees and employers qualify for these exemptions, the exemptions must be 
honored. 

The questions below are intended to be asked of a participant’s employee to determine tax 
exemption status. 

Tax Exemptions for a Child Employed by his/her own Parent 
Are you the child of the employer? 

If the answer is yes and the child employee is under 21 during the entire tax year, then the employer and employee are 
both exempt from paying FICA (Social Security and Medicare) and the employer is exempt from paying FUTA 
(Federal Unemployment Tax) on wages paid to this employee.  The payments are subject to both FICA and FUTA 
tax when the employee reaches age 21.  The employer may also be exempt from paying State Unemployment Insurance 
Tax, depending on the rules in the state. 

Tax Exemptions for a Spouse Employed by his/her own Spouse 
Is the employer your spouse? 

If the answer is yes, then the employer and employee are both exempt from paying FICA (Social Security and 
Medicare) and the employer is exempt from paying FUTA (Federal Unemployment Tax) on wages paid to this 
employee.  The employer may also be exempt from paying State Unemployment Insurance Tax, depending on the rules 
in the state. 

Yes 

I am an employee in the participant direction program and my employer is 
my parent.  
Employee Date of Birth:   _______/______/__________ 

No 
My employer is not my parent. 

Yes 

I am an employee in the participant direction program and my employer is 
my spouse.  

No 
My employer is not my spouse. 



Tax Exemptions for a Parent Employed by his/her own Child 
Are you the parent of the employer? 

If the answer is yes, then the employer does not owe FUTA taxes.  The employer may also be exempt from paying 
State Unemployment Insurance Tax, depending on the rules in the state.  The employer and employee may be exempt 
from FICA taxes, depending on the answers to the “Additional Questions for Parent Employed by this/her own 
Child” below. 

Additional Questions for Parent Employed by his/her own Child 
Answer the questions in this section if you answered “Yes” to the question above. 

Do you care for your grandchild or step-grandchild who is living in your son or daughter’s 
home?   

If you answered no, you and your employer are exempt from paying FICA (Social Security 
and Medicare tax).  If you answered yes, go on to the next question. 

Is your grandchild or step-grandchild under age 18 OR does he/she have a physical or 
mental condition that requires the personal care of an adult for at least 4 continuous weeks 
during the calendar quarter in which services are performed? 

If you answered no, you and your employer are exempt from paying FICA (Social Security 
and Medicare tax).  If you answered yes, go on to the next question. 

Yes 
I am an employee in the participant direction program and my employer is 
my child. 

No My employer is not my child. 

Yes 
I provide care for my grandchild in my child’s home. 

No 
I do not provide care for my grandchild. 

Yes 
That description fits my grandchild or step-grandchild. 

No 
That description does not fit my grandchild or step-grandchild. 

EJ 



Is your son or daughter (your employer) widowed or divorced (and not remarried), or living 
with a spouse who has a  mental or physical condition which prohibits the spouse from 
caring for your grandchild for at least 4 continuous weeks during the calendar quarter in 
which services are performed? 

If you answered no, you and your employer are exempt from paying FICA (Social Security 
and Medicare tax).  If you answered yes, FICA must be paid by you and your employer. 

If the employee answered “no” to any of the above “Additional Questions for Parent Employed by their own Child”, 
then the employer and employee are both exempt from paying FICA (Social Security and Medicare 

If the employee answered “yes” to all of the above “Additional Questions for Parent Employed by their own Child”, 
FICA (Social Security and Medicare) is due for both the employer and employee for wages paid to this employee.  
However the employer is still exempt from FUTA taxes, and may also be exempt from paying State Unemployment 
Insurance Tax, depending on the rules in the state.  

Tax Exemptions for Foreign Students in the US for the Purpose of Providing Domestic 
Services 

Are you a non-resident alien temporarily in the United States on an F-1, J-1, M-1, or Q-1 
visa admitted to the US for the purpose of providing domestic services? 

If the answer is yes, then the employer and employee are both exempt from paying FICA (Social Security and 
Medicare) and the employer is exempt from paying FUTA (Federal Unemployment Tax) on wages paid to this 
employee.  The employer may also be exempt from paying State Unemployment Insurance Tax, depending on the rules 
in the state. 

Yes 
That description fits my son or daughter (my employer). 

No 
That description does not fit my son or daughter (my employer). 

Yes    

No   



Tax Exemption for Employees under the Age of 18    
Are you under the age of 18, or will turn 18 in this calendar/tax year?  

If you answered yes, go on to the next question. 
If the answer is no, then the employer and employee are not exempt from paying FICA (Social Security and 
Medicare).  If yes, go to the next question. 

Is this job or performing household services your principal occupation?  If you are a student, 
check “No”.  

If the answer is no, then the employer and employee are both exempt from paying FICA (Social Security and 
Medicare).  The employer may also be exempt from paying State Unemployment Insurance Tax, depending on the 
rules in the state.   

Yes 

I am under the age of 18 or will turn 18 this year. 
Employee Date of Birth:   _______/______/__________ 

No 
No.  I am not a under the age of 18. 

Yes 

This job or performing household services is my principal occupation and I 
am NOT a student. 

No 
No.  I am a student or this is not my principal occupation. 



, Developed by the National Resource Center for Participant-Directed Services, November 2011 

I 
'! Texas Anancial Management Services Agencies (FMSAs) are responstble for keeping current with IRS and TWC regulations and updating this 

resource as needed. 
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