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Public Partnerships LLC 
PO Box 51476 
Phoenix, AZ 85076 
Phone: 1-888-752-8250 

Dear Attendant, 

A Member in the Colorado Consumer Directed Attendant Support Services (CO CDASS) 
program has selected you to provide home health care services. With this letter is the packet of 
required forms to complete your enrollment. 

Members in Consumer Directed service have a Fiscal Employer Agent. Public Partnerships LLC 
(PPL) is the Fiscal Employer Agent for the Member who is seeking to hire you for their service 
needs. PPL will support you and the Member through the CDASS program.  Please note: PPL 
is not your employer. The CDASS Member or their Authorized Representative is your employer. 

PPL follows federal, state, and local tax laws. Before you can start work, PPL must receive all 
signed employer and attendant paperwork. Work with the Member on this. Together, you will 
read, sign, and complete all required paperwork for the program. Send all completed items to 
PPL. When you have finished the forms and taken all required actions, PPL will notify the 
Member that you are “Good to Go” and may begin working. 

CO CDASS, through PPL, will provide payment for services only after the Member has received 
PPL’s notice. You cannot start providing services for the Member until PPL has given this 
notice. 

As you work on the paperwork in this packet, avoid using correction tape or fluid. If you need a 
new form you can call PPL to request one. 

You must complete an enrollment packet for each Member who seeks to hire you as an 
Attendant. If two Members intend to hire you—even if you are living in the same household— 
you must complete a separate packet for each Member. 

Below is a list of the forms included in this packet. 

 Attendant Enrollment  Form W-4 
 Employment Agreement  Difficulty of Care Federal Income Exclusion 
 Attendant Services and Rate(s)  Fair Labor Standards Act Live-In Exemption 
 USCIS Form I-9  Tax Exemptions 

If you have questions, call toll-free at 1-888-752-8250. Customer Service is available Monday 
through Friday 8:00am until 5:00pm MST. 

Sincerely, 

Public Partnerships LLC 

www.publicpartnerships.com v.1

http://www.publicpartnerships.com/
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ATTENDANT ENROLLMENT 
 

This form is the first step in the enrollment and onboarding process with Public Partnerships LLC (PPL).  The details you 
provide on this form will be used for both employment and payment choices.  Please complete this form. 
 

Attendant Name 

 First:  Middle:  Last:  

       

 Maiden or Previous Last:  

   

 
Attendant Address (where you live) 

 Street (no PO Box):  Street 2 (APT., STE., etc.):  

     

 City:  State:  Zip Code:  

       

 
County:  Municipality:  

     

 
  Select if address where you live is the same as mailing address 

 If not, complete the Mailing Address section below.   

 Address:  Address 2 (APT., STE., etc.):  

     

 City:  State:  Zip Code:  

       

 
Attendant Personal Details 

 Date of Birth:  Social Security Number: Gender:    

     Male    Female    Prefer not to disclose 

 
Attendant Contact Details 

We need to have 2 ways of reaching you.  Email is preferred. 

 Email:  

   

 
Cell Phone:  Home or Other Phone:  

     

PPL can text me using the cell phone number above.   
I understand that carrier charges may apply.     Yes   No  
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Please select if you would like to be paid through direct deposit:  You will be paid by paper check until direct deposit is set 
up.  It takes one to two pay periods to become active.  If you need to update your bank account details, you must submit a 
Direct Deposit Update form. 
 

 Select this option if you would like all payments to be deposited in the same account for all Members you work for. 

Payment Information 

 Direct Deposit to Bank Account 
Account Type (select one):   Checking Account  Savings Account 
Banking Institution Name:    
    

Routing Number:            
 

Account Number:                    

 Pay Stub 

Your pay stub is available through the web portal or the mobile app.  If you do not have access to the internet, then select 
the checkbox below.  

  Please send my pay stub in the mail. 
 

Attendant Directory Opt-In 

If available, would you like to be added to a directory to help Members locate Attendants in their area?   

  Yes, please list my name and basic contact details in an Attendant directory. 

  No, I would prefer not to be listed in an Attendant directory.   
 

PPL Terms and Conditions 

I understand and accept:  

1. PPL is not my employer. 

2. PPL will help my employer collect my personal details needed to complete the employment forms.  PPL, as an FEA 
(Fiscal Employer Agent), will support my employer in processing their taxes and payroll tasks.   

3. Information provided to PPL, on behalf of my employer, can/will be used to fill required forms for employment that are 
required under Federal/State and Self-Directed Services programs.  

4. PPL will collect my account numbers only to process my payment on behalf of my employer. 

5. PPL will process my payment only after my employer approves my timesheet.  

6. Through PPL I can select my preferred method of contact.  PPL can contact me through phone calls, email, and 
regular mail with details provided by me. 

7. If I want to find out other ways PPL might use my details, I can find it in PPL’s Privacy Policy on their website. 
 

Agree and Sign 

The Attendant confirms: 
▪ I have read all of this form. 
▪ The details I have provided are accurate and complete.   
▪ Any false statement on this form may result in my dismissal.   
▪ This document is not a contract of between the Attendant, PPL, or the State. 
▪ Employment depends on verifying my right to work in the US. 
▪ PPL can deposit my payment directly into my bank account based on my choice above.   
▪ If I fail to provide complete and accurate information on this form, processing may be delayed or made impossible, or 

my electronic payments may be erroneously made.   
▪ PPL can withdraw from the designated account all amounts deposited electronically in error.   
▪ If my account is closed, or does not have enough money to allow withdrawal, PPL can withhold any payment owed to 

me until the incorrect deposited amounts are repaid.   
▪ If I want to cancel direct deposit, I will contact PPL customer service and provide both the account and routing 

number. 

 Attendant Signature: 
 Date:  
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EMPLOYMENT AGREEMENT 
Attendant Name 
First: Last: PPL ID: 
 Member Name 
First: Last: PPL ID: 
 Employer Name (this must be completed) 

First: Last: 

This agreement explains the responsibilities between the Member, Employer, and Attendant.  Read this form in full so you 
understand what is required of you and others.    

Terms and Conditions 
1. I am an employee of the Employer. I am not an employee of Public Partnerships LLC (PPL) or Department of Health

Care Policy and Financing (HCPF).
2. I am at least 16 years of age.
3. I agree to having the State of Colorado perform a criminal background check and CO Board of Nursing (BON) check.
4. I have not had a license or certification as a nurse aide revoked, suspended or denied.  I am currently not under

investigation by the BON.
5. I cannot begin working until:
 I have successfully cleared all background checks

 This includes Office of Inspector General (OIG) List of Excluded Individuals/Entities (LEIE)
 I have completed all paperwork
 Member is approved for services

6. This agreement does not promise a certain number of hours of work.
7. I cannot work and be paid by the program for more hours than my Employer approves.
8. Information shared with me by my Member, Employer, and affiliated agencies must be kept private.
9. I will:

 Be paid for services at a rate that is equal to or greater than the highest legally-required minimum wage
 Carry out duties and jobs assigned to me by my Member and Employer
 Follow training policies and procedures as defined by the Department of Health Care Policy and Financing (HCPF)
 Let all affiliated agencies know if I cannot contact my Member or Employer
 Let PPL know if personal information changes
 Follow all rules, regulations, and policies related to providing support services
 Not work more than 8 hours a day or 30 hours a week if I am a minor (under the age of 18)
 Report all work-related injuries within 24 hours of the injury
 Report possible:
 Neglect
 Abuse
 Misuse of funds or property

10. My Employer will:
 Tell me if I am hired
 Tell me my start date, based on a “Good to Go” notice from PPL
 Set the terms of my employment
 Explain what I will be doing on the job
 Explain my work schedule
 Approve my service shifts
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11. I can be terminated if:
 I abuse, neglect, or misuse funds or property of the Member
 I commit fraud or violate the terms of this Agreement

12. My service shift time must be correct and approved to be paid through the program.
13. I cannot submit service shifts or be paid through the program if:

 The Member no longer has Medicaid
 Services are not authorized
 I work before PPL issues a “Good-to-Go” notice
 I am no longer eligible under program rules to provide services
 The Member is hospitalized
 The Member is in a nursing home or similar facility

14. I am paid with federal and/or state funds.  Submitting accurate information is required by law.
15. If I am paid for the work I did not do, I will have to pay it back. The Program through PPL will pursue all legal means to

recover this amount.

If my employment stops for 6 months or longer, I may have to complete new paperwork. 
Medicaid Fraud 
Medicaid Fraud is a crime. It can lead to penalties and/or jail time.  You must report any suspected fraud to PPL, the Case 
Manager, and/or the State. 

Overtime 
Any overtime worked without approval will not be paid by the Program.  Spouses or relatives of the Member cannot work 
more than 40 hours a week, Sunday through Saturday. 
Select your relationship to the Member:  Spouse  Relative  Non-Relative 

Change of Employer 
If a new Employer replaces the previous Employer, they become the successor Employer.  The Attendant must have 
continued to provide the same services to the same Member.  The new Employer is required to keep completed forms. 
This includes the I-9. 

Electronic Signatures 
PPL supports electronic signing of forms if it is lawful and applies. 

Electronic Visit Verification (EVV) 
The Attendant must clock in and clock out for their shift using an approved EVV method. 

Agree and Sign 
The Attendant, Member, and Employer confirm: 
 We have read all of this form
 The details we have provided are accurate and complete
 If employed, any false statement on this form may result in dismissal and further actions
 This form is not meant to be a contract of employment
 Employment depends upon verifying my right to work in the US
 It is the Employer’s responsibility to properly complete and execute the USCIS Form I‐9
 We hold harmless, release, and forever discharge the CDASS Program and PPL from any claims and/or damages that

might arise out of any acts or omissions by the Attendant, Member, Employer, or Representative
Attendant Signature:  Date:

Parent or Legal Guardian Signature (if Attendant is under 18): Date: 

Member or Employer Signature: Date: 
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ATTENDANT SERVICES AND RATE(S) 
 

Attendant Name 
 
First:  Last:  PPL ID:   

 
Member Name 
 
First:  Last:  PPL ID:   

 Employer Name (this must be completed) 
 
First:  Last:     

  

The hourly rate of pay for the Attendant based on the Member’s Self-Directed Services budget.  The Attendant will 
complete and sign this form with your Member or Employer and/or their Representative.  
 

! IMPORTANT:  We need to know the hourly rate of pay, not the hourly rate plus Employer taxes or other costs.  For 

example:  If a person works in a job, they can tell you how much money they make per hour.  That is the number you write 
in the “Hourly Rate”.   
 

“Change Hourly Rate” should be marked ONLY if the Attendant is already working and you want to change their hourly 
rate of pay.  Once PPL receives a complete form, we will change the hourly rate of pay at the beginning of the next 
available pay period.  Please include Service Name and Service code for the hourly rate being changed.   
 

Request Type:  New Service  Change Hourly Rate Rate Effective Date:  

 
 

Attendant Pay Rate – Waivers EBD, CIH, CMHS, and BI ONLY 

Service Name and Service Code Standard Rate Emergency Rate Other Rate 

CDASS    
 

Attendant Pay Rate – SLS Waiver ONLY 

Service Name and Service Code Standard Rate Emergency Rate Other Rate 

Health Maintenance    

CDASS    
 
 

Agree and Sign 

The Attendant and Member or Employer or Representative confirm: 
▪ We read all of this form. 
▪ The details provided are accurate and complete. 
▪ Any false statement on this form may result in the Attendant’s dismissal.   
▪ This document is not a contract between the signing Parties, PPL, or the State. 

▪ Employment depends verifying my right to work in the US. 

 

 
Attendant Signature: 

 
Date: 

 

     

 
Member or Employer or Representative Signature: 

 
Date: 
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DIFFICULTY OF CARE FEDERAL INCOME EXCLUSION 

Attendant Name 

First: Last: PPL ID: 

Member Name 

First: Last: PPL ID: 

Employer Name (this must be completed) 

First: Last: 

Some Employees may not owe taxes on their Self-Directed Services earnings.  This is because they qualify for the 
Difficulty of Care Federal Income Exclusion (DOC).  In that case, Public Partnerships LLC (PPL) will not report the 
payments as income and will not withhold applicable taxes.  As a reminder, PPL is not your Employer.  

To determine if you qualify, read the items below. 

For more information please visit: http://www.publicpartnerships.com 

Part 1: Applying for Difficulty of Care Federal Income Exclusion 

Select all that apply: 

  I provide services to the Member in my home. 

  I do not have a separate home where I live. 

  This is the home where I live and perform the routines of private life, including shared meals and holidays. 

! IMPORTANT:

▪ If all the above apply, you qualify for the DOC.

▪ If both the state taxing authority and program rules follow federal guidelines for DOC, the exclusion would also
apply at the state level.

▪ You understand that if you no longer live with the Member, you will no longer qualify.  You must cancel the DOC
by completing Part 2 below.

If none of the above apply, select the option below. 

  None of the above. 

Part 2: Cancelling Difficulty of Care Federal Income Exclusion 

Select if applies: 

  I no longer live with the Member that I provide services to. 

Agree and Sign 

I confirm: 
▪ I have read all of this form.
▪ I am providing services to the Member receiving payments under a state Medicaid, Home and Community-

Based Services program.

▪ The details provided are accurate and complete.

Attendant Signature: Date: 

http://www.publicpartnerships.com/
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FAIR LABOR STANDARDS ACT LIVE-IN EXEMPTION 

Attendant Name 

First: Last: PPL ID: 

Member Name 

First: Last: PPL ID: 

Employer Name (this must be completed) 

First: Last: 

The United States Department of Labor (US DOL) and Fair Labor Standards Act (FLSA) requires that Attendants are paid 
overtime for hours worked unless the Attendant is eligible for a “live-in exemption”.  Employers use this form to determine if 
their Attendant is eligible. 

For more information regarding the Fair Labor Standards Act Live-In Exemption visit: http://www.publicpartnerships.com 

This form needs to be filled out for every Attendant you have in Self-Directed Services. 

Part 1:  Applying for Live-In Exemption 

Select which Residency Test option applies: 

 Attendant lives with the Member seven days a week.  This means they do not have another home.

 Attendant lives with the Member for an extended period of time.
This means they work and sleep five days a week.
▪ Any five days in a week (120 hours or more)
▪ Five days in a row

! IMPORTANT:  Attendant is eligible if either of the above choices are selected.

 Attendant does not live with the Member.

Part 2:  Cancelling Live-In Exemption 

Select if applies: 

 Attendant no longer lives with the Member they provide services to.

Agree and Sign 

The Attendant and Employer confirm: 
▪ We have read all of this form
▪ The details provided are accurate and complete
▪ We must inform Public Partnerships when the Attendant no longer lives with the Member
▪ We agree to accept the risks if we fail to inform Public Partnerships
▪ We know that all hours including overtime (over 40 hours per workweek) will be paid at regular hourly rates

Attendant Signature:  Date:

Member or Employer or Representative Signature: Date: 

http://www.publicpartnerships.com/
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TAX EXEMPTIONS 
Attendant Name 
First: Last: PPL ID: 
 Member Name 
First: Last: PPL ID: 
 Employer Name (this must be completed) 
First: Last: 

The statements below are used to determine the tax exemptions that may apply to you and the Employer, based on IRS 
regulations and applicable Federal/State tax laws.  As a reminder, Public Partnerships LLC is not your Employer.  

For more information please visit: http://www.publicpartnerships.com 

Please complete Part 1 and Part 2. 
Part 1 (you must select one of the following statements) 
 I am the spouse of the employer.

 I am the parent of the employer (including legally adopted children).
Select all that apply:
 I also provide care for my grandchild or step-grandchild in my child’s home.

 My grandchild or step-grandchild is under 18 or has a physical or mental condition that requires personal care of
an adult for at least four weeks in a row during the calendar quarter in which services are performed.

 My child (son or daughter) is widowed, divorced, not remarried or living with a spouse who has a mental or
physical condition so the spouse cannot care for my grandchild for at least four weeks in a row during the
calendar quarter in which services are performed.

 I am the child of the employer (including legally adopted children).

 I am not the spouse, parent, or child of the employer.
Part 2 (select all that apply) 

 I am a full-time student.

 This job of performing household services (respite) is my primary job.

 I am 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
providing domestic services.

! IMPORTANT:  If your information changes you must report it.

Agree and Sign 
The Attendant confirms: 
 I read this all of this form.
 The details provided are accurate and complete.
 Any false statement on this form may result in the Attendants dismissal.
 This document is not a contract between the signing Parties, PPL or the State.
 Employment depends verifying my right to work in the US.

Attendant Signature: Date: 

http://www.publicpartnerships.com/
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