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	I understand that receiving services through the Client-Employed 
	Seniors and

	Provider Program requires me, as the Client-Employer to meet
	    People with

	certain employment responsibilities.
	    Disabilities

	
	
	

	I understand that I may handle all of these responsibilities myself or
	
	Client

	designate a representative (such as a trusted family member or
	
	     

	friend) to meet some or all of these responsibilities in partnership
	
	

	with me or on my behalf.
	
	

	
	
	Date comp.

	I have checked the boxes below to indicate the responsibilities I 
	
	     

	wish to retain and those I will designate to a representative:
	
	


	Responsibility
	Client-

Employer
	Representative
	
	Case number

	
	
	
	
	     

	Locate employees
	 FORMCHECKBOX 

	 FORMCHECKBOX 
 
	
	

	Screen potential employee(s) 

(completing reference checks strongly recommended)
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	Prime number

	
	
	
	
	     

	
	
	
	
	

	Hire employee(s)
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	Date of birth

	Supervise and train employee(s)
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	     

	Ensure work is performed 

satisfactorily
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	

	
	
	
	
	SSN (last 4)

	Maintain employment records such 

as those described in the Employer’s

Guide (SDS 9046)
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	     

	
	
	
	
	

	
	
	
	
	Branch code

	Share information when requested 

for workers’ compensation claims

related to my employee(s)
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	     

	
	
	
	
	

	
	
	
	
	Worker

	Schedule and track authorized hours

worked by my employee(s)
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	     

	
	
	
	
	

	Verify the employee(s) hours 

completed during the pay period and

sign the voucher
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	

	
	
	
	
	Worker phone

	
	
	
	
	     

	Approve paid leave periods and 

arrange for coverage
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Responsibility
	Client-

Employer
	Representative
	

	
	
	
	

	Recognize, discuss and attempt to 

correct any employee(s) performance
deficiencies
	 FORMCHECKBOX 

	 FORMCHECKBOX 
 
	

	
	
	
	

	
	
	
	

	Discharge unsatisfactory workers
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	

	Develop back-up plan for coverage of services
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	

	
	
	
	

	All of the above
	 FORMCHECKBOX 

	 FORMCHECKBOX 
      
	


	I also understand that Seniors and People with Disabilities (SPD) cannot pay

	someone to manage these responsibilities for me.

	

	I would like to designate the following person to be my representative for the

	Responsibilities as above:

	

	Name of Representative (or none):
	     
	

	Print Representative’s Name:
	     
	

	
	(First, middle, last)
	

	

	Representative’s Street Address:
	     
	

	               City, State, Zip Code:
	     
	

	

	Representative’s Phone Number(s):
	     
	

	(may include more than one, specify type: cell, home, work)

	
	
	

	
	
	     
	

	Signature of Client-Employer
	
	Date

	

	By signing below, I am confirming that I accept responsibility, on behalf of the 

	Participant named above, for the employment responsibilities checked above under

	Representative. If I am unable or chose to discontinue these responsibilities, I will

	notify the individual I have been assisting and the case manager so that someone else 

	can be designated.

	
	
	

	
	
	     

	Signature of Representative (if any):
	
	Date

	

	These employment responsibilities are further described in the Client-Employed

	Provider Program Employer’s Guide (DHS 9046) which is available on-line at this 

	web site: Http://dhsforms.hr.state.or.us/Forms/Served/DE9046.pdf


Page 1 of 2
SDS 0737 (12/08) 

