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 WasatchSD DCP DSPD Checklist: Rev 06.25 

DIRECT CARE PROFESSIONAL/EMPLOYEE 
DSPD CHECKLIST 

 
 
 
 
 

DOCUMENT 
REQUIRED / 

OPTIONAL 
Enrollment Form Required 

Relationship Form Required 

Live-In Exemption Required 

Payroll Authorization Form 
- If choosing Direct Deposit, voided check or Direct Deposit 

Form from your Financial Institution are required. 
Required 

Form 1-9: Employment Eligibility Verification 
- Please provide copies of identifications used on I-9. 

-  Could include the following: Social Security Card, Drivers 
License, Passport, Birth Certificate, School ID or others. 

Required 

Form IRS: W-4 Required 

Utah Background Screening Application Required 

 
 
 
 
 
 
 
Note: 
Please ensure all REQUIRED documents are filled out accurately before submitting them for processing. 
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 WasatchSD DCP Enrollment: Rev 06.25 

DIRECT CARE PROFESSIONAL/EMPLOYEE 
ENROLLMENT FORM 

Instructions: Please complete information in Sections 1 and 2, where applicable. Both the Direct Care 
Professional/Employee and the Employer must sign and date to be considered complete. Please submit 
the completed form to WasatchSD via one of the following options:  

Mail Email  Fax 
515 South 700 East info@WasatchSD.com 855.500.4521 
Suite 2B  
Salt Lake City, UT 84102  

SECTION 1: DIRECT CARE PROFESSIONAL/EMPLOYEE INFORMATION 
Full Name (First, Middle Initial, Last):   

Address:   

City:   County:   State:   Zip:   

Phone #:    Email Address:   

Date of Birth:   Social Security Number:   

Driver’s License #:    Expiration Date:   Issuing State:   

SECTION 2: EMPLOYER INFORMATION 

Full Name (First, Middle Initial, Last):   

Address:   

City:   County:   State:   Zip:   

Phone #:    Email Address:   

Date of Birth:   

 

By signing below, you certify that the information on this form is accurate and that you have all 
supporting documentation that may be needed to verify your selection. 

    
Direct Care Professional/Employee Signature  Date 

    
Employer Signature  Date 
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WasatchSD DCP Relationship Form: Rev 06.25 

DIRECT CARE PROFESSIONAL/EMPLOYEE 
RELATIONSHIP ATTESTATION 

Instructions: Please complete Sections 1 and 2, where applicable. Both the Direct Care 
Professional/Employee and the Employer must sign and date the bottom to be complete. Please submit 
the completed form to WasatchSD via one of the following options:  

Mail Email  Fax 
515 South 700 East info@WasatchSD.com 855.500.4521 
Suite 2B 
Salt Lake City, UT 84102 

SECTION 1: DIRECT CARE PROFESSIONAL/EMPLOYEE INFORMATION 

Direct Care Professional/Employee Full Name (First, Middle Initial, Last) Date of Birth 

Employer Full Name (First, Middle Initial, Last) 

SECTION 2: LEGAL RELATIONSHIP TO EMPLOYER
Aunt/Uncle Ex-Spouse 

Grandchild Friend 
(include Step or In-Law) 

Worker Neighbor 

Parent *± 
(include Step or In-Law) 

Daughter/Son ¥ 
(include Step or In-Law) 

Sibling 

Other 

Spouse*± 

Grandparent 
(include Step or In-Law) 

Niece/Nephew  

* ± ¥ 

By signing below, you certify that the information on this form is accurate and that you have all 
supporting documentation that may be needed to verify your selection. Please be aware that if any 
changes occur in the relationship you are required to complete a new form and submit the new form to 
WasatchSD. For any questions or concerns, please contact our office at 801.317.1900.  

Direct Care Professional/Employee Signature Date 

Employer Signature Date 

Due to your relationship with 
the employer and current 
legislation, you are exempt 
from payroll taxes for 
unemployment insurance 
(FUTA and SUTA). If your 
employment with the 
employer is terminated, you 
will not receive 
unemployment benefits. 

Due to your relationship with 
the employer and current 
legislation, you are exempt 
from payroll taxes for Social 
Security and Medicare (FICA). 
By not paying into Social 
Security and Medicare (FICA), 
it means you are not earning 
Social Security work credits. 

Due to your relationship as 
the child of the employer 
and current legislation, you 
are exempt from payroll 
taxes for Social Security and 
Medicare (FICA) and 
unemployment insurance 
(FUTA and SUTA) until your 
21st birthday. 
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WasatchSD DCP Live-In Exemption: Rev 06.25 

DIRECT CARE PROFESSIONAL/EMPLOYEE 
LIVE-IN EXEMPTION 

Under the Fair Labor Standards Act (FLSA), household employers are required to pay overtime to 
employees who work more than 40 hours in a single workweek, unless the employee qualifies as a 
live-in domestic service worker. 

Instructions: Please submit the completed form to WasatchSD via one of the following options: 

Mail Email  Fax 
515 South 700 East info@WasatchSD.com 855.500.4521 
Suite 2B 
Salt Lake City, UT 84102 

DEFINITION OF A DOMESTIC SERVICE WORKER 
A worker resides on the client's premises permanently when he or she lives, works, and sleeps on the 
client’s premises seven days per week and therefore has no home of his or her own other than the one 
provided by the client under the employment agreement. 

OR 

A worker resides on the client’s premises for an extended period when he or she lives, works and sleeps 
on the client’s premises for five days a week (120 hours or more). If a domestic worker spends less than 
120 hours per week working and sleeping on the client's premises but spends five consecutive days or 
nights residing on the premises, this also constitutes an extended period. 

Does your Direct Care Professional/Employee qualify as a live-in worker? Yes No 

Employer Name:  

Direct Care Professional/Employee Name: 

Client Full Name:  

Please note that it is your responsibility to let WasatchSD know when the Direct Care 
Professional/Employee no longer lives with the Employer. 

Employer Signature Date 

Direct Care Professional Signature/Employee Date 

For any questions or concerns, please contact our office at: 801.317.1900 
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WasatchSD DCP Payroll Authorization: Rev 06.25 

PAYROLL AUTHORIZATION FORM 

Instructions: Please check the appropriate box in Section 1 and complete information in Section 2, where 
applicable. If paycard box is selected, skip Section 3. If paper check box is selected, skip Sections 3 and 4. If 
neither paycard box nor paper check box is selected, please proceed to complete Sections 3 and 4. After 
entering the financial institution information in Section 3, please attach the required documentation. Review 
Sections 4 and 5, then sign and date. The form must be signed and dated to be considered complete. For any 
questions or concerns, please contact our office at: 801.317.1900. Please submit the completed form via one of 
the following options: 

Mail Fax 
515 South 700 East 

Email  
info@WasatchSD.com 855.500.4521 

Suite 2B 
Salt Lake City, UT 84102 

SECTION 1: PAYMENT ELECTION
New DD New Paycard Existing Paycard 
Set-Up Set-Up Set-Up 

SECTION 2: DIRECT CARE PROFESSIONAL/EMPLOYEE INFORMATION
Employer Name:  

Direct Care Professional/Employee Full Name: 

Last Four Digits of SSN:  

SECTION 3: FINANCIAL INSTITUTION INFORMATION
Name of Financial Institution: 

Type of Account Checking Savings Percentage: % 

FOR CHECKING ACCOUNT: Tape a voided check here 
(No starter check or deposit slip) 

FOR SAVINGS ACCOUNT: Attache a letter from bank 
with routing and account numbers 
(Letter must be typed on bank’s letterhead). 

(if you would like to use more than one account, please contact WasatchSD) 

mailto:info@WasatchSD.com
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 WasatchSD DCP Payroll Authorization: Rev 06.25 

PAYROLL AUTHORIZATION FORM 

SECTION 4: CHECK STUBS
I hereby elect to receive my check stubs via mail, not online. 

SECTION 5: AUTHORIZATION FOR SET-UP, CHANGE OR CANCELLATION 
(check one box only) 

I hereby authorize WasatchSD to deposit any amount owed to me for wages and/or reimbursements. 
WasatchSD is not responsible for any erroneous information provided. Also, I grant WasatchSD 
permission to correct and/or adjust any electronic funds transfer resulting from an erroneous 
overpayment by debiting my account. This authorization is to remain in full force and effect until 
WasatchSD receives written notification from me to terminate the agreement. 

I hereby elect and consent to receive my wages to a paycard by electronic transfer. I also grant 
WasatchSD permission to correct and/or adjust any electronic funds transfer resulting from an 
erroneous overpayment by debiting my account. I acknowledge I have received a copy of the terms, 
conditions, and fees associated with using the aforementioned paycard. This authorization is to remain 
in full force and effect until WasatchSD receives written notification from me to terminate the 
agreement. 

I hereby authorize WasatchSD to stop making electronic transfers to my account. I also understand that I 
will now receive physical payroll checks rather than a direct deposit. 

Signature:  Date: 

Note: Your first payment may be a paper check. 

Paycard Number: 
(For office use only) 

mailto:info@WasatchSD.com


Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 

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  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

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 

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 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 / /2 Page 1 of 4 

,



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,

, 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, , 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 and
Section 1 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  Page 2 of 4 



Supplement A, 
Preparer and/or Translator Certification for Section 1 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 0 /31/202

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1. 

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

Form I-9 Edition / /2  Page 3 of 4 



Supplement B, 

Reverification and Rehire (formerly Section 3) 
USCIS 

Form I-9
Supplement B

OMB No. 1615-0047 
Expires 0 /31/202

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1. 

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change.  Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 

New Name (if applicable)Date of Rehire (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) 
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 Utah Department of Health & Human Services
Division of Licensing & Background Checks

195 North 1950 West, Salt Lake City, Utah 84116

Background check information worksheet 
DSPD/SAS Fiscal Agents

1.  Applicant information, authorzation and release
This section must be completed by the applicant. Missing information or unreadable applications will be returned.

Legal first name: Given middle name. Indicate if middle name is an
initial only: Use N/A if no middle name.

Current legal last name:

List all maiden, alias & previous married names:

Date of birth ______ / _______ / _________
MM DD  YYYY

 Social security number: ________________________ Email address:

Mailing address: City: State: ZIP code:

Applicant signature: Date: 

(Driving privilege cards are not 
acceptable forms of I.D.)  

DHHS/DLBC
Sept 2023
For DSPD/SAS Fiscal

Drivers license        State ID   

Passport   Military

Asian/Pacific Islander
Black
White

Native American

Hispanic

Submit a copy of your social security card and current driver license, state identification card, passport, or military ID  
  and complete the fields below. Applicants who wish to do a virtual meeting in lieu of mailing sensitive 

information may request one.

(Enter you full social security number) 

State/country issued Expiration date (mm/dd/yyyy) Gender 

Eye color Hair color Height Place of birth

Phone # cell or home (circle one):

Weight Race (please circle)

3.

4. 

     I acknowledge I must complete the electronic disclosure form via email from noreply@innovative architects. com to proceed with the 
background check.

  I do not have the ability to complete the electronic disclosure form via email which may cause the background check to close.

2. In the last five (5) years, have you lived in or have you spent six (6) or more consecutive months in a U.S. state besides Utah?

 Yes

 No
If yes, list each state separately.  Additional documentation may be required. Do not list states in which you spent time for religious, 
educational, or military service as long as the primary state of residence is maintained.

State County From month/year To month/year

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

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

5. Fingerprints           (check one box):     For those who are in Utah:
I request the fiscal agent to send the Livescan Authorization 
Form and will do Livescan fingerprints.

 For those who are not in Utah:
I am submitting 2 copies of rolled fingerprints with this application.

8.

Authorization must be given to the Utah Department of Health and Human Services Office of Background Processing to complete the 
background check.  This will come in an email from noreply@innovativearchitects.com.  You have 5 days from the time this application is 
submitted to complete the electronic disclosure form:

6.  Fiscal agent program name:

Circle valid identification type ID Number

ddinger
Line

ddinger
Line

ddinger
Line

ddinger
Line

ddinger
Line

ddinger
Line

ddinger
Line

dlynch
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