
MI HEALTH LINK 
SOSWorks II 
407 E. Fort St., Suite 407 
Detroit, MI 48226 
Customer Service: 313-965-0443 & 1-866-887-8424 

Michigan Relay Service: 7-1-1 
Administrative Fax: 1-313-221-9566 
E-mail: enroll@sosworks.org 

 
 

Dear Employer of Record: 
 

Welcome! We have sent you this packet because you have been referred to the MI Health Link 
Dual Eligible Pilot Self Directed Program offered through the State of Michigan Department of 
Human Services. If you are enrolled in the MI Health Link program, and your services are 
provided through a Managed Care Organization. SOSWorks (SOS) is the Fiscal/Employer Agent 
(F/EA) supporting you by paying the Personal Care Provider (your employee) and managing tax 
filings on your behalf. 

If you do not already have a scheduled enrollment appointment with a SOS Field 
Representative, please call 1-866-887-8424. This Welcome Packet contains important program 
information please read this packet and keep for your records. The forms in this packet, are 
referred to as the Employer of Record Enrollment Forms Packet. These are the required forms 
for both Employer of Record and the Employed Provider to enroll. Please do not use white-out or 
correction tape or cross out information on these forms. If you need a new form, you can call the 
SOS Customer Service team or print the forms from the SOS website. 

To print forms from the SOS website, go to: www.sosworks.org. You will see a MI Health Link 
Program Menu Box on the right side of the screen. Click on it and you can print the Enrollment 
Documents. 

Please bring these forms with you to your scheduled enrollment meeting. Prior to your 
scheduled enrollment meeting, you may also fax, email, or mail your completed forms to fax: 
313-221-9566, email: enroll@sosworks.org or mail to SOSWorks, 407 E. Fort St., Suite 407, 
Detroit, MI 48226. 

Once SOS receives correctly completed and signed forms from you and your prospective 
Provider(s), and after services have been authorized, SOS can begin paying your Providers(s) 
with Medicaid funds. SOS is committed to providing you with as much support as possible; 
however, we must follow federal, state, and local tax laws and Medicaid requirements. 

) NOTE: We will not be able to approve and begin paying your Provider until all the 
required forms for you and your Provider have been completed correctly. 

The Consumer-Directed Services Program does not discriminate against any person on the basis 
of race, religion, color, gender, sexual orientation, age, national origin, disability, veteran status 
or any other status or condition protected by law. 

If you have questions, please call us toll-free at 1-866-887-8424 or email enroll@sosworks.org. 
Our Customer Service team is available Monday through Friday from 8:00AM until 8:00 PM ET 
and Saturday from 9:00 AM until 1:00 PM ET (excluding Federal Holidays). 

We look forward to working with you! 

Web Site: sosworks.org 

TTY: 1-888-782-9082 
Employer of Record 

Enrollment Forms 
Packet 

mailto:enroll@sosworks.org
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EOR Welcome Packet 
FORMS: 

 
 
 

� Frequently Asked Questions 
 

� Employer of Record Enrollment Forms 
 
� Receipt of Employer Packet Information Acknowledgment 

 
� Provider Employee Forms 

 
� Instructions for Timesheets 

 
� Timesheet 

 
� Payroll Schedule 

 
� Instructions for Contact Information Changes 

 
� Employer of Record Contact Information Change Form 

 
� Instructions for Notice of Discontinued Employment Form 

 
� Notice of Discontinued Employment Form 

 
� Worker’s Comp 

 



 
 
 
 
 

General Program Questions 
 

What is the purpose of the Michigan MI Health Link Consumer-Directed Services Program? 
The Michigan MI Health Link Consumer-Directed Services Program is designed to allow people 
needing long- term care to receive authorized services in their home or community instead of a 
nursing home. The program allows those individuals to determine the services they will receive 
and select who will provide them according to their Service Plan and authorization. 

 
How does this program work? 
A Provider provides authorized services to a Consumer of the MI Health Link Program. The 
Employer of Record (EOR) is the person who employs the Providers. The EOR may be the 
Consumer or a different person selected by the Consumer. 

 
What is SOSWorks? 
SOSWorks (SOS) is a financial management services firm providing fiscal/employer agent 
(F/EA) services for you. SOS’s services allow a Provider to work for you and be paid with 
program funds. 

 
What types of services can Providers provide? 
Providers can provide three types of service to Consumers through the Consumer-Directed 
Services Program. These are Provider services, Respite services, and Companion services. A 
person hired as a Provider can provide any of these types of services to a Consumer. The EOR 
will specify which service type is to be provided. Services must be authorized before providing 
the care. 

• Provider services help individuals with their daily needs, such as dressing, bathing, 
eating, and assistance with self-administration of medication. 

Frequently Asked Questions 



 
 
 
 
 

What do I need to do as the Employer (EOR)? 
As the Employer, you will 

• Complete the Employment Agreement for each person you wish to have as a Provider. 
• Review the Provider Employment Agreement with each Provider and ensure that both 

of you sign it. 
• Complete and sign all Employer of Record Enrollment Forms. 
• Sign all Provider Enrollment Forms and required paperwork. 
• Establish schedules and tasks for each Provider in accordance with the Consumer’s 

Service Plan. 
• Monitor each Provider’s work. 
• Approve timesheets and submit signed timesheets to SOS for each Provider. 
• Keep track of Service Authorizations and time used. 
• Hire, supervise, and discontinue employment of the Providers. 

SOS will: 
• Perform a Criminal History Record Name Search on all Providers. 
• Perform required state and federal background and employment eligibility checks on 

Providers. 
• Issue wages using direct deposit to the Provider’s checking or savings account. 
• Withhold state and federal taxes and other withholdings for each Provider. 
• File monthly, quarterly, and annual tax deposits and forms with state and federal 

agencies. 
• Issue an IRS Form W-2 Wage Statement to each Provider in January every year. 
• Provide the Quarterly Service Report (QSR) four times per year to review your Service 

Authorizations. 
• Answer questions about enrollment, timesheets, and payments. 
• Help you and your Provider with the enrollment process through SOS Customer Service. 

 
What do I need to do first? 
Review and sign all required forms. Once completed, fax or mail the EOR Enrollment Forms to 
SOS. 

 
Does SOS have online resources to help me? 
Yes, SOS maintains a website where you will find forms you can print on the SOS website. 

Frequently Asked Questions 



 
 
 

How do I access the SOS website, where there are forms? 
1.   Type www.sosworks.org into the computer’s Internet browser address bar. 

 

Where on the SOS Website will I find information for Employers? 
Access the website using the information above. On the right side of this screen, under the 
heading MI Health Link you will find Employer and Employee forms you can print. 
Must a Consumer’s physical address change be reported? 
Any changes in the Consumer’s physical address must be reported. 

 
Should SOS be notified of changes in the Consumer’s phone number and email address? 
Yes. There are several ways to notify SOS of phone number or email changes. You can: 

• Call SOS Customer Service toll-free at 1-866-887-8424 or email at enroll@sosworks.org 
 

Should the Employer of Record change their records on file with SOS? 
Yes, the Employer of Record should notify SOS of any change in contact information. To update 
this information you can: 

• Call SOS Customer Service toll-free at 1-866-887-8424 or email at enroll@sosworks.org 

. 
What if the Consumer loses Medicaid Eligibility? 
The Provider can be paid through SOS only for services provided to a Consumer who is eligible 
for Medicaid and Waiver services. 

 
What if the Consumer loses Waiver Eligibility? 
Contact your Care Coordinator to be sure the Consumer is eligible for Waiver services. 

 
The Consumer is in a nursing facility.  Can the Provider be paid? 
No, the Provider cannot be paid to provide care while the Consumer is receiving services in an 
in-patient setting such as a nursing facility or hospital. 

 
Will I be required to pay for services out of my own pocket? 
All authorized payroll related expenses are funded using program funds. These expenses include 
Provider wages, Employer payroll taxes, and unemployment insurance. 
Services that do not meet requirements below will not be paid, including but not limited to 
circumstances such as: 

• Medicaid or Waiver ineligibility 
• Provider who has failed a Criminal History Record check due to a barrier crime 
• Provider who is named in the federal List of Excluded Individuals/Entities database 
• Provider working more than the number of Authorized Service hours. 

Frequently Asked Questions 
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What is the Provider Employment Agreement? 
You must review the Provider Employment Agreement with each Provider. The agreement is 
found in the Provider Enrollment Forms Packet. This document needs to be signed and dated by 
both the Provider and you before SOS can issue a paycheck. The agreement will establish a hire 
date, program rules, and conditions of employment. 

 
What if I do not understand how to complete the SOS paperwork? 

 

You can contact SOS Customer Service for assistance with the paperwork 313-965-0443 
or (866) 882-8424 (toll free). 

 
Why do I need to sign the USCIS Form I-9 for my Provider? 
The United States Citizenship and Immigration Services (USCIS) is a department within 
Homeland Security. Federal law requires all employers (you) to complete the I-9 for their 
employees, such as your new Provider. You must look at the Provider’s identification before 
signing the form. The instructions for completing the form are in the Provider Welcome Packet. 
This form must be signed within three (3) days of employment. Providers should not start work 
without this form completed. 

 

Can SOS email Provider Enrollment Packets and other program information to me? 
Yes, if you request the Provider Enrollment Forms Packet and Provider Welcome Packet 
materials to be sent to you through email, SOS will send you a secure email. SOS may 
also send program communications by email. 

 
What if I no longer want a Provider to work for me? 
You can tell your Provider that you no longer wish to have services provided by him/her. 
Send SOS the completed Notice of Discontinuation of Employment form in this packet. 
Additional forms are available on the SOS website or by calling SOS Customer Service. 



 
 

Tax Questions 
 
Will the IRS or Michigan Department of Treasury send me letters? 
Now that you are an employer you may receive letters or forms. These letters may come from 
the IRS, Michigan Department of Treasury, and Michigan Unemployment Office. SOS asks for 
these letters to be sent to SOS but they may be sent to the address of the Employer. Most of the 
letters are for information only and you do not need to act. If you have questions, call SOS 
Customer Service; we may ask you to fax or mail the document to us. 

 
What taxes are withheld for each of my Providers? 
Most people must pay taxes. Taxes that are withheld include Social Security and Medicare 
(FICA), and income taxes (federal and state) for each paycheck. Withholding amounts are based 
on the tax exemption status the Provider selected on the tax paperwork. A list of payroll 
withholdings will be on the Provider’s pay stub. SOS will mail the IRS Form W-2 Wage 
Statement to the Provider in January. SOS has until January 31st to mail the W-2 to your 
employees. 

 

Does the Employer of Record handle payment of Employment taxes? 
The program will pay the Employer’s portion of taxes. As your agent, SOS will complete and 
submit all paperwork and payments. 

Frequently Asked Questions 



 

Payroll Questions 
 

When can the Provider start receiving pay? 
SOS can start paying your Providers when the following steps are complete: 

1. The Consumer is approved to receive Authorized Services; 
2. The Consumer is eligible for Medicaid and Waiver services; 
3. The Employer of Record Enrollment Forms Packet has been received by SOS, all 

forms are complete, and an Employer Identification Number (EIN) has been issued. 
4. The Provider Enrollment Forms Packet has been received by SOS and all forms are 

complete. 
Who is responsible for approving and submitting timesheets to SOS? 
As the Employer, you will approve and submit timesheets to SOS. You also will review, sign, 
and submit the Provider’s final timesheet upon Discontinuation of Employment. You can select 
a responsible person to help you by completing and submitting the Signature Authority form. 

 
What is a Payroll Schedule? 
Payroll Schedules show pay periods and pay dates and are available at www.sosworks.org Click 
on the MI Health Link icon. 
If you are unsure how to use the Payroll Schedules, call SOS Customer Service. 

Frequently Asked Questions 
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Submitting Complaints 
 
How can I submit a Complaint to SOS? 
Complaints can be issued to SOS by phone; or in writing by fax, email, or mail. 

• Call SOS Customer Service toll free at 1-866-887-8424 
• Fax: 1-313-221-9566 
• Email: www.enroll@sosworks.org 
• Mail: SOSWorks 

407 E. Fort St. Suite 407 
Detroit, MI 48226 

 
When should I hear from SOS regarding a complaint I submitted? 

1. For a complaint you submit by phone, SOS will address your complaint immediately. If 
we can't resolve it during that call, we will contact you within three (3) business days 
with resolution. 

2. For a complaint you submit in writing, SOS will attempt to contact you by phone or 
in writing within one (1) business day and take steps to resolve your complaint in that 
communication. 

3. If we can't resolve your complaint at the time we acknowledge having received it, we will 
review and take steps to resolve your complaint within three (3) business days of having 
acknowledged it. 

Frequently Asked Questions 
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Background Checks 
 

What background checks are completed on Provider Employees? 
SOS will complete the following background checks on Provider Employees: 
 

• Criminal History Background. Criminal Background Checks means the State of Michigan Internet 
Criminal History Access Tool ("ICHAT") or other background checks that may be required by the State 
of Michigan. Criminal Background Checks includes a search of the OIG/GSA exclusion list to assure 
that the IPCP is not debarred or excluded from participating in government programs. 
 

• List of Excluded Individuals/Entities (LEIE). The United States Department of Health and 
Human Services, Office of Inspector General (HHS-OIG) maintains the LEIE. This list 
contains names of people with findings of program-related fraud, patient abuse or licensing 
board actions. 
 
What is the LEIE? 
The List of Excluded Individuals/Entities (LEIE) is a database maintained by the United States 
Department of Health and Human Services, Office of Inspector General (HHS-OIG). This 
database contains names of people who have been convicted of crimes related to Medicare or 
Medicaid programs, patient abuse, and actions taken by a state licensing authority. These people 
cannot receive Medicaid funds for payment. 
 
How often will SOS conduct LEIE background checks? 
SOS will conduct an LEIE background check on all new Providers and on every Provider once a 
month to comply with federal law. 
 
What happens if a Provider’s name appears on an LEIE background check? 
Medicaid payments cannot be made to an excluded person who is named in LEIE database. 
 
How will I know if a Provider in my employ has been excluded from participation in 
federal health care programs? 
SOS will mail you a letter if any Provider is denied employment due to being listed in the 
federal LEIE database. 
 

Frequently Asked Questions 



 

 

Workers’ Compensation 
Workers’ Compensation is a form of insurance required from employers 
that provides money as compensation for workers who are injured on the 
job or contract an occupational disease. 
 
Are Your Employees Covered? 
Your employees will automatically have Workers’ Compensation 
coverage. This coverage is mandatory and is included in the employer 
burden that is paid out of the Individual Cost Plan. There are no forms 
you or your employee will need to complete. 
 
How Do You Report an Injury? 
Should an employee become injured while he/she is at work, please seek 
medical attention immediately in a life threatening situation.  Be sure to 
report the injury to SOSWorks 866-887-8424 within 24 hours of the 
incident. SOSWorks designated Customer Service Workers’ 
Compensation representative will help your employee throughout the 
claim filing process. 
 
Please Note that you as the employer are required to post a copy of 
the Workers’ Compensation flyer somewhere in your home where 
your employee(s) may see it, especially in an emergency. A copy of 
this poster has been included in your employer/ employee enrollment 
packet. 
 
Unemployment Benefits 
 
Your former employee may be eligible for unemployment benefits upon 
termination, depending on the reason for termination and several other 
factors. Unemployment Insurance is included in the employer tax that 
SOSWorks is paying on your behalf. However, the Michigan 
Unemployment Agency decides whether or not your employee qualifies 
to receive benefits. Refer your former employee to the Michigan 
Unemployment Agency wwww.mi.gov/UIA for more information or to 
apply for benefits. 

 
 
 
 
 
 
 



 

Employer of Record Enrollment Forms 
 

� Participant Information Sheet 
� Employer of Record Information Form 
� Self Determination Enrollment Form Copy 
� Self Determination Agreement Copy 
� Receipt of Privacy Notice and Grievance Policy 
� SS-4 Application for Employer Identification Number 

o SS-4 Form- This form only needs your signature; we will fill out the rest of the 
information for you. There may be forms that will need to be filled out in the future. 

� 8821 Tax Information Authorization 
o IRS Form 8821-Tax Information Authorization: The 8821 allows us to receive the 

employer’s confidential payroll tax information from the IRS. IRS Form 8822- 
Change of Address: This changes the employer’s mailing address for IRS payroll tax 
documents from the employer’s address to ours. Having the address changed ensures 
that we will receive any IRS payroll tax notices. 

� 2678 Employer/Payer Appointment of Agent 
o IRS Form 2678-Employer Appointment of Agent: This form authorizes us to act as 

the employer’s payroll agent, which simply means it allows us to file payroll tax 
returns for the employer and to make payroll tax payments. 

� MI 158 Registration for MI Taxes 
� MI 151 Authorized Representative Declaration 
� MI 3683 Payroll Service Provider/Power of Attorney 

o MI Form 3683-Payroll Service Provider Combined Power of Attorney 
Authorization: The 3683 performs the same functions as the four IRS forms above 
for the Michigan Department of Treasury. It allows us to file payroll tax returns, 
make payroll tax payments and receive confidential payroll tax information. In 
addition, it changes the Michigan Treasury mailing address from the employer’s 
address to ours, ensuring that we receive any Michigan Treasury payroll tax 
documents. 

� UIA 1488 Power of Attorney 
o UIA Form 151-Power of Attorney: This does the same as the 3683, but for the 

Unemployment Insurance Agency. 
� Combined Budget Template 
� Self Determination Backup Worker Plan 
� Email Consent 
� Informed Consent 
� Workers Comp Info / Poster 

 



 

Employer of Record Information Form 
Complete this form as the Employer of Record 

 
 
 
Employer of Record Information below is required for verification: 

Employer of Record ID: 

Employer of Record First Name & Middle Initial: 

Employer of Record Last Name: 

Employer of Record Date of Birth: 

 

Provide information below: 

Employer of Record’s  Phone Number: ( )  - _ 

Employer of Record’s Email Address: 

 
 
 
 

Employer of Record Signature Date 
 
 

If you need assistance please contact SOSWorks (SOS). 
 

¾ Call SOSWorks Customer Service 
¾ Email: enroll@sosworks.org 
¾ Secure Email: sosworks@protonmail.com 

Call: 1-866-877-8424 

 
Mail: SOSWorks II 

407 E. Fort St., Suite 407 
Detroit, MI 48226 

Fax: 1-313-221-9566 

mailto:enroll@sosworks.org
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Self-Determination Provider Agreement 

 
The Self-Determination Provider is a provider directly employed by or contracted by a person 
using arrangements that support self-determination. The sole purpose of this agreement is to 
assure compliance with federal Medicaid requirements. This agreement shall remain in effect 
until such time it must be terminated or modified. Any party can initiate a termination or 
modification by providing written notice to the other of the desire to terminate or modify this 
agreement. 

 
Upon receipt of this agreement, the ICO will certify the Self-Determination Provider as available 
to provide services to individuals who receive services and/or supports in accordance with their 
Individual Integrated Care and Supports Plan (IICSP) developed in a person-centered planning 
process, authorized by the ICO or one of its subcontractors, and financed through the ICO. 

 
The Medicaid Provider stipulates that it will do the following 

 
1. Accept payment, in form of check(s) or direct deposit, from SOSWorks II, doing 

business in the State of Michigan. 
2. No additional payments (beyond payment agreed to in the employment or purchase- of- 

service agreement and paid by the fiscal intermediary) will be accepted directly from 
individuals using arrangements that support self-determination. 

3. Agree to keep records of the service(s) or purchase(s) provided as required by the 
individual(s) using arrangements that support self-determination or the ICO. 

4. Provide only the service(s) or item(s) described in the employment or purchase-of- service 
agreement with the employer (as authorized in the person’s IICSP) and do not exceed the 
hours set forth in the employment or purchase-of-service agreement except in emergency 
situations or with authorization from the ICO. 

5. Accept the check(s) or direct deposit(s) as payment in full for service(s) or item(s) 
purchased. 

6. Upon request, provide information regarding the service(s) or purchase(s) for which 
payment was made to and to provide such information and any related invoices or billings, 
upon request, to the individual using arrangements that support self- determination, ICO, 
the State Medicaid Agency, the Secretary of the Department of Health and Human Services 
or the State Medicaid fraud control unit. 

 
 

Self-Determination Provider Agency/Individual  Date 

ICO Representative  Date 
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SELF-DETERMINATION 
AGREEMENT 

 
This agreement is made on [insert date] between [insert name of ICO] (“ICO”) 
and [insert name of enrollee] (“enrollee”). The ICO authorizes supports and 
services to enrollees receiving Medicaid home and community-based supports 
and services and the enrollee is using arrangements that support self-
determination to access those supports. These arrangements include using the 
person-centered planning process to determine the appropriate service and 
supports, develop an IICSP, and authorize an individual budget. 

 
The purpose of this agreement is to define the responsibilities of the parties 
using arrangements that support self-determination. This agreement may be 
changed only through a written agreement by both parties. Termination of this 
agreement does not affect the enrollee’s right to access supports and services 
through the ICO. The enrollee has the right to local dispute resolution, 
grievance, and/or appeals processes provided by the ICO. 

 
Funds in the individual budget are the responsibility of the ICO and must be 
used consistently with Medicaid requirements. Providers must meet provider 
requirements and sign a Self-Determination Provider Agreement with the ICO. 
The authority over control and direction of the funds is delegated by the ICO to 
the enrollee to enable the enrollee to use his or her supports and services in a 
way that best meets his or her needs. 

 
The individual budget will be administered by the fiscal intermediary (FI) 
SOSWorks, 866-887-8424, enroll@sosworks.org, www.sosworks.org, 
which will be responsible for completing and submitting paperwork for 
billing, payment for supports and services when authorized by the enrollee, 
and handling the employer agent function. The fiscal intermediary will 
provide a monthly spending report to the enrollee and the ICO Care 
Coordinator and/or LTSS Supports Coordinator. 

 

 
 
 
 

 

mailto:enroll@sosworks.org
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ARTICLE I—ICO 
RESPONSIBILITIES 

 
The ICO agrees to the following responsibilities: 

 
1. Fund supports and services in the IICSP and the individual budget 

(see attachments A and B). 
 
2. Inform the enrollee of the Medicaid requirements for providers (such as 

age, and relationship to enrollee). 
 
3. Assist the enrollee with obtaining required agreements from each provider. 

 
4. Provide information on the documentation and reporting 

requirements for supports and services obtained through 
arrangements that support self- determination. 

 
5. Provide monthly assistance in monitoring expenditures and reviewing 

financial reports. 
 
6. Provide the enrollee with information on applicable dispute 

resolution procedures. 
 
7. The ICO Care Coordinator and/or LTSS Supports Coordinator will: 

a. Work with the enrollee to develop an IICSP and an individual budget 
through a person-centered planning process. 

b. Work with the enrollee to develop a backup plan for essential services in 
case of worker absences, emergencies or unforeseen circumstances. 
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ARTICLE II— PERSON’S 
RESPONSIBILITIES 

 
The person (enrollee, guardian, or other legal representative) agrees to: 

 
1. Directly manage a portion or all of his or her supports and services. 

 
2. Directly hire or contract with workers or providers who meet 

provider requirements. 
 

3. Use supports and services consistent with the goals in the IICSP. 
 

4. Provide the ICO and/or the Fiscal Intermediary with all 
necessary documentation supporting expenditures of funds 
provided by the ICO pursuant to the individual budget. 

 
5. Manage the use of funds so that expenses over the course of the year do 

not go over individual budget. 
 

6. Let the ICO know of a change in circumstance or an emergency that 
may require a change in the IICSP or the individual budget. 

 
7. When requested to do so, the person agrees to provide feedback to the 

fiscal intermediary or ICO to enable them to improve fiscal 
intermediary services. 

 
The ICO and person agree to the terms and conditions of this agreement. 

 

 
Person Date 

 

 
ICO Date 
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Receipt of Privacy Notice and Grievance Policy   
 

Participant Initials______ Date: ___________ 
 
 
 
 
Privacy / Confidentiality Policy 
 
SOSWorks has procedures to protect the confidentiality of information about participants or persons 
seeking services collected in the conduct of its responsibilities.  No information about a participant or 
person seeking services, or obtained from a participant or person seeking services by a service 
provider, is disclosed in a form that identifies the person without the informed consent of that person or 
of his or her legal representative.  However, disclosure may be allowed by court order, or for program 
monitoring by authorized federal, state, or local agencies (which are also bound to protect the 
confidentiality of the client information) so long as access is in conformity with the Privacy Act of 1974 
and the Health Insurance Portability and Accountability Act of 1996.  All client information written, 
electronic, or oral is maintained in a secure environment in controlled access files.   
 
Participant Initials______ Date: ___________ 
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Self Determination Backup Worker Plan 
 

Emergency Information & Back-up Plans 
A. Emergency Contacts & Procedures – The CONSUMER and the 

PROVIDER/ EMPLOYEE are responsible to provide each other with at least 
one emergency contact person that may be easily contacted in the event of an 
emergency. Emergency contact information should be readily available to both 
parties.  

B. It is highly recommended that both parties store emergency contact information 
on their phones or in their purse/wallet. In the event of an emergency, calling 
9-1-1 is the safest solution if there is any question with regard to any 
emergency situation.  

C. CONSUMERS must inform employees of any medical/fire/weather emergency 
or accident procedures for their working environment.  

D. Emergency Staffing - SOSWORKS does not provide any back-up or 
emergency PROVIDER staff and is not responsible to contact any parties in 
the event of a PROVIDER/ EMPLOYEE absence. The consumer’s Back-Up 
Plan must be followed.  

E. Back-up Plans – The consumer is responsible to create and maintain a 
Back-up Plan that addresses who will be contacted in the event of a 
PROVIDER/ EMPLOYEE call-in/absence. The back-up plan should list at 
least one individual who has agreed to be available by phone at the time of 
scheduled shifts.  

F. The back-up plan may consist of family members, neighbors or other 
PROVIDER/ EMPLOYEES and must include a name, cell phone number 
and indicate the personal or employment relationship to the consumer. It is 
highly recommended to have more than one person listed on the back-up 
plan, as it is critical to the health and safety of the consumer.  

G. In the event of a last minute absence, the best practice is to call (not txt) and 
keep calling until you speak with the contact person.  

H. The consumer needs to maintain a back-up plan with valid contact 
information, have it readily available to each PCA and update them on an on-
going basis.  

 
SOSWORKS has created a sample Emergency Information Form that may 
be used by the consumer to share with their PROVIDER/ EMPLOYEE, please 
visit our web site www.sosworks.org  to obtain sample forms. 

 
 
 
 
 
 

http://www.sosworks.org/
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Receipt of Employer Information Packet Acknowledgement 

 
 

I,  , am interested in being an 

employer on behalf of   . I have 

received the Employer Information Packet which includes: 

� Things to know before becoming an Employer 

� Services Provided by SOSWorks Fiscal Intermediary 

� Your Responsibilities in Working with a Fiscal 
Intermediary 

� Hiring an Employee 

� Paying Your Employee 

� How to get paid ON TIME! 
By signing below, I acknowledge that I: 

1. Have been informed of what it means to be an employer and 
understand the requirements and responsibilities involved. 
2. Understand that no caregiver or provider is to work for me 
without passing a Criminal History Records check, being approved 
to work in the United States, having received information on 
Mandatory Abuse Reporting and understanding confidentiality. If 
an employee performs work for me before clearing a criminal 
history check and being qualified, I understand SOSWorks cannot 
pay for the work done. 

 
 
 

 
Employer’s Signature Date 

 
 
 

 
Witness by Title Date 
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Provider Employee Forms 
� Provider Information Form 

o The Employer of Record (EOR) and Provider must complete a Provider Information Form 
when a new Provider is to work for an Employer of Record enrolled in the Consumer- 
Directed Services Program, or when an existing Provider is applying to work for a new or 
additional Employer of Record. 

o Why is this form important? SOSWorks (SOS) will use the information provided on this 
form, about the Provider and the Employer of Record he or she will be serving, to prepare and 
pre-fill Provider employment forms. SOS will send the Provider Enrollment Forms Packet 
and Provider Welcome Packet to the Employer once this has been processed by SOS. 

 
� Employment Application 

 
� Criminal Record Check Consent Form 

 
SOS will complete the following background checks on Provider Employees: 

• Criminal History Background. Criminal Background Checks means the State of Michigan Internet 
Criminal History Access Tool ("ICHAT") or other background checks that may be required by the 
State of Michigan. Criminal Background Checks includes a search of the OIG/GSA exclusion list to 
assure that the IPCP is not debarred or excluded from participating in government programs. 

• List of Excluded Individuals/Entities (LEIE). The United States Department of Health and 
Human Services, Office of Inspector General (HHS-OIG) maintains the LEIE. This list 
contains names of people with findings of program-related fraud, patient abuse or 
licensing board actions. 

 
 
� Employment Agreement 

 
� Relationship Disclosure Form 

 
� Job Description 

 
� Relationship Disclosure Agreement 

 
� W4 Federal Withholding Exemptions 

 
� MI W4 

 
� I-9 Employment Eligibility Verification 

 
� Preferred Payment Form 
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Instructions for the Provider Information Form 
 

 Item Description How to 
 

 

1. Type of Request Is this a new Provider?  
2  Date of Request The date the Provider and the EOR are completing the form  
3. Process Request as Follows Choose whether SOS should email or mail the Provider Enrollment Forms 

Packet to the Employer. Give SOS the Employer’s email address if you want us 
to send the packet by secure email. 

 

4. Provider First Name First name as it appears on the Provider’s Social Security Card  
5. Provider Middle Name Middle name given at birth  
6. Provider Last Name Last name as it appears on the Provider’s Social Security Card  
7. Provider Maiden Name Maiden name, especially if it is on the Provider’s Social Security Card  
8. Provider Date of Birth Month, day, and year of the Provider’s birth  
9. Provider Social Security Number Enter SSN as it appears on the Provider’s Social Security Card; this is a nine 

digit number 
 

10. Provider Street Address 
(Physical) 

The address where the Provider lives. ) NOTE: This cannot be a post office 
box. The physical building number and street name are required. 

 

11.  Provider City, State and ZIP Code The city, state and ZIP code where the Provider lives  
12.  Provider Telephone Number The telephone number where the Provider can be reached if SOS has questions  
13. Provider Alternative Telephone 

Number 
Another telephone number where the Provider can be reached if SOS 
has questions 

 

14.  Provider Mailing Address Where the Provider wants SOS to send mail, if different from his or her 
physical address 

 

15.  Provider City, State and ZIP Code The city, state and ZIP code where the Provider wants to receive his or her mail  
16.  Provider Email address Email address where SOS can send information to the Provider  
17.  Provider Gender Optional: male or female  
18.  Provider Race Optional:  

19. Expected Start Date of 
Employment for the Provider 

The date the Provider plans to begin work. ) NOTE: This date cannot 
be before the date the Employer of Record is authorized to receive 
services. 
) NOTE: Providers cannot be paid for service dates that have not been 
authorized by Medicaid, or for services provided to ineligible Employer 
of Records. Providers also will not be paid until all Employer of Record 

          
 

 

20.  Employer of Record ID Enter the identification number for the Employer of Record for whom the 
Provider will 

 

21.  Employer of Record First Name The first name of the person who the Provider will serve  
22.  Employer of Record Last Name The last name of the person who the Provider will serve  
23.  Employer First Name The first name of the person who will be the Provider’s Employer  
24.  Employer Last Name The last name of the person who will be the Provider’s Employer  
25.  Employer Phone Number The telephone number of the Employer of Record  
26.  Employer Email Address Email address where SOS can send information to the Employer  
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Provider Information Form 

 

 
 

The EOR and Provider must complete a Provider Information Form when a NEW Provider is applying to work for a Consumer, 
or if an EXISTING Provider is applying to work for a new or additional Consumer. All Providers must provide a street address (IRS 
requirement for physical address), and a mailing address where correspondence, like employment packets, will be mailed. 
Please enter all information and submit by fax to SOSWORKS II (SOS) at 1-313-221-9566, or by mail (see instructions). To 
complete over the phone call the enrollment hotline at 1-866-887-8424. 

Type of Request (Select One) 

� New Provider 
� Existing Provider (Provider ID Number:  ) 
Date of Request:  /  /    

Process Request as Follows: 

� Mail to the Employer of Record 
� Email to the Employer of Record 

PROVIDER INFORMATION 
Items marked with an asterisk (*) are required. 

First Name* Middle Name* Last Name* Maiden Name Date of Birth* SSN* 

Street Address (physical address no P.O. Box) City / State / ZIP* 

Phone Number* 

Alternate Phone Number: 

Mailing Address: City / State / ZIP* 

Email Address: Optional – Used for Criminal 

Background Check 

Gender: 

Optional – Used for Criminal 

Background Check 

Race: 

Expected Date of Employment for Provider: 
(MM/DD/YYYY): 

 

EMPLOYER OF RECORD INFORMATION Please complete the following information 

Consumer ID:  

Consumer First Name: Consumer Last Name: 

Employer of Record First Name: Employer of Record Last Name: 

Employer of Record Phone Number: Employer of Record Email Address: 
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DISCLOSURE AND AUTHORIZATION FORM 
TO OBTAIN CONSUMER REPORTS FOR EMPLOYMENT PURPOSES 

 
Please Read Carefully Before Signing the Authorization 

 
DISCLOSURE 

In considering you for this contract care provider role and, if you currently providing care 
giver services, in considering you for assignment, reassignment, retention, or discipline, 
STRATEGIC OPERATION SOLUTIONS (“the Company”) may request and rely upon one 
or more consumer reports or investigative consumer reports about you that we obtain from 
a consumer reporting agency, such as IntelliCorp Records, Inc. 

 
IntelliCorp Records, Inc. can be contacted by mail at 3000 Auburn Dr, Suite 410; 
Beachwood, OH 44122; or phone: 1-888-946-8355; or website: www.intellicorp.net. 

 

For explanation purposes: 
• a “consumer report” is a written, oral or other communication of any information by 

a consumer reporting agency bearing on your credit worthiness, credit standing, 
credit capacity, character, general reputation, personal characteristics, or mode of 
living which is used or expected to be used or collected in whole or in part for the 
purpose of serving as a factor in making a care giver contractor-related decision 
about you. Such information may include, for example, credit information, criminal 
history reports, or driving records; and 

 
• an “investigative consumer report” is a consumer report in which information on your 

character, general reputation, personal characteristics, or mode of living is obtained 
through personal interviews with your prior contractors, employers, neighbors, 
friends, or associates, or with others who may have knowledge concerning any such 
items of information. In the event an investigative consumer report is requested 
about you, you are entitled to additional disclosures regarding the nature and scope 
of the investigation requested, as well as a written summary of your rights under the 
Fair Credit Reporting Act (“FCRA”). 

 
Under the FCRA, before the Company can obtain a consumer report or investigative 
consumer report about you for contract care giver purposes, we must have your written 
authorization. Before we take adverse action on the basis, in whole or in part, of information 
in that report, you will be provided a copy of that report, the name, address, and telephone 
number of the consumer reporting agency, and a summary of your rights under the FCRA. 

http://www.intellicorp.net/
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AUTHORIZATION 

I have read and understand the foregoing Disclosure, and authorize STRATEGIC 
OPERATION SOLUTIONS to obtain and rely upon consumer reports or investigative 
consumer reports in considering me for a contract care giver and, if I am a care giver, in 
considering me for, reassignment, retention, or discipline. By my signature below, I 
authorize the Company to obtain any such reports and to share the information received 
with any person involved in the employment decision about me. 

 
I also agree that this Disclosure and Authorization in original, faxed, photocopied, or 
electronic (including electronically signed) form will be valid for any consumer reports or 
investigative consumer reports that may be requested about me by or on behalf of the 
Company. 

 
 
 
 
 

Printed Name 
 
 
 
 
 

Applicant Signature Date 
 
 
 
 
Parent or Legal Guardian Signature Date 
(for searches conducted on minors under 
the age of 18) 
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Personal Data 
 
 
Last Name First Name Middle Name 

 
Current Address Dates Lived Here 

 
Addresses for the Past Seven Years: (include street, city, state, zip code) Dates of Residence: 

 
 
 
 
Date of Birth Other Names Used (including maiden name) Years Used 

 
Social Security Number Driver's License # State 

 
Email address (may be used for official correspondence) 

 
I have the right to make a request to IntelliCorp Records, Inc, upon proper identification, to 
request the nature and substance of all information in its files on me at the time of my request, 
including sources of information, and the recipients of any reports on me which IntelliCorp 
Records, Inc has previously furnished within the two year period preceding my request. 

 
 
I certify that all elements of the personal data I have provided are true, accurate and 
complete. I understand and agree that any omission, false statement, misleading statement, or 
answer made by me on my application or any supplements to it and in any interviews will be 
sufficient grounds for rejection of employment and my discharge after employment. 

 
 
Printed Name Applicant Signature Date 
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EMPLOYMENT AGREEMENT 
 
Notes in bold, italics and brackets are places where specific information must be 
inserted. To make the agreement clearer for the enrollee, his or her name and the 
employee’s name should be used throughout the document. 

This agreement is made on [Insert date] between [Insert name of enrollee 
directly employing the worker] (“employer”) and [Insert name of employee] 
(“employee”) to describe the supports that the employee will provide to the employer 
and the terms and conditions of employment. 

 
 

ARTICLE I 
EMPLOYEE RESPONSIBILITIES 

I, [Insert name of employee] I am aware and agree that my employment is 
conditioned on my employer’s use of arrangements that support self-determination 
administered by the ICO. If my employer stops using arrangements that support self- 
determination, my employment may end. I agree to the following terms of 
employment: 

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

2. I agree to assist my employer in maintaining the documentation and records 
required by my employer, SOSWorks or the ICO. I agree to complete all 
necessary paperwork to secure mandatory payroll deductions from my pay. All 
records I may have or assist in maintaining are the property of my employer. I 
will keep these records confidential, release them only with the consent of my 
employer, and return them to my employer if my employment ends. In addition, 
I will complete illness and incident reports when necessary as required or 
requested by the ICO or my employer. 

3. I shall immediately notify (insert the name and contact information of the contact 
person chosen by the employer) if my employer experiences a medical 
emergency or illness. I will also notify (insert name of contact person) before 
taking my employer to the physician, except in case of an emergency. 

4. I agree to abide by all of my employer’s rules and ICO regulations (described 
below) regarding my employment duties to the employer and I acknowledge 
receipt of the following rules and regulations 

a. Attachment A to this Agreement, which outlines the supports that I will 
provide to my employer. 
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5th  day of the month 

Employee Worklogs/Timesheets: employee completes this form to document the 
provision of personal care services for each day in the time period(s) indicated. See 
attached Worklogs/ Timesheet. 

 
PROVIDER EMPLOYEE 

 
1. Check (X) each day on which an approved task was provided for each month in 

the service time period(s). 
2. Sign/date the form at the end of service time period to certify provision of the 

approved tasks. 
3. Have the client/employer review the form and sign/date it to verify the services 

were delivered as agreed. 
4. Return the signed/dated form to the adult services specialist at the end of the 

service time period. 
 
 

PARTICPANT EMPLOYER 
 

1. Review the completed form to be sure all the approved tasks were done as 
certified by the provider. 

2. Indicate if you are satisfied with the services. 
3. Sign/date the worklog form and direct the provider to return it to SOSWorks 

monthly worklog fax, email or mail. 
 

NOTE: 
• Please make sure that the hours your Provider records do not overlap with 

those of another Provider or timesheet. If this happens, the timesheet will need 
to be corrected before you approve and submit it to payroll for processing. 

 

• Failure to return the form by the after the last service date 
on the log will result in delay or termination of payments to the client/employer 
for these services. 

 
5. I understand that this is an employment at will relationship, which can be terminated by me 

or by my employer at any time. However, my employer cannot terminate my employment 
on the basis of my race, religion, sex, disability or other protected status under federal or 
Michigan law. In addition, I agree to give 14 days, written notice to my employer if I 
terminate my employment. 

6. I understand and acknowledge that my employer is my sole employer and that I am not an 
employee of the ICO, which authorizes the supports I provide, or the fiscal intermediary, 
which is the financial administrator of funds used to pay me. 

7. I agree to assist my employer in filing complaints upon request. I also understand that I have 
a responsibility to report rights violations of which I am aware or any potential abusive or 
neglectful situations I observe. I understand that I may be requested to cooperate with an 
investigation and/or assist my employer with exercising his or her rights. 
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8. I agree to not sue the fiscal intermediary for its role as the financial administrator of my 
employer’s individual budget and the ICO for its role in administering arrangements that 
support self-determination, 

9. I agree to execute a Self-Determination Provider Agreement with the ICO and 
acknowledge that this agreement does not alter the fact that the ICO is only the 
administrator of the funds used through arrangements that support self- 
determination, and that my employer is [insert name of employer]. I understand that 
my employment is contingent on completing this agreement. 

 
 

ARTICLE II EMPLOYER 
RESPONSIBILITIES 

I, [insert name of Employer] (“Employer”) agree to the following: 
 

1. I will provide through my fiscal intermediary with the necessary documentation 
to assure timely compensation of my employee. 

 
2. I will compensate my employee in the following manner: $8.92 /hr. for XX hours. 

Payroll will be handled by my fiscal intermediary SOSWorks, which will withhold all 
necessary tax, unemployment and other withholdings from the employee’s 
paychecks. 

3. I will assure my employee receives appropriate training. 
4. I will evaluate the performance of my employee and provide appropriate 

feedback to assure that I am receiving quality supports. 

5. I will assure that my employee executes a Self-Determination Provider 
Agreement with the ICO. 

 
 
 
 
 
 

Employee Signature Date 
 
 
 
 
 

Employer Signature Date 
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Personal Care Assistant Job Description 
WHAT DO PERSONAL CARE ASSISTANTS DO? 
Personal care assistants, also known as caregivers, home health or personal care aides, give assistance to people who are sick, 

injured, mentally or physically disabled, or the elderly and fragile. They work in the home and help their clients with daily 

activities, such as bathing and bathroom functions, feeding, grooming, taking medication, and some housework. Personal care 

assistants help clients make and keep appointments with doctors, provide or arrange transportation, make and serve meals, make 

sure they take their medicine and serve as a companion for their clients. 
 

They are either hired by a client or their family. They work long hours, often physically demanding on their feet. 
 

PROVIDER CRITERIA 
• Age The provider must be 18 years and older. 

 
• Ability 

o To follow instructions and home help program procedures. 
o To perform the services required. 
o To handle emergencies. 
o The provider’s health must be adequate to perform the needed services. 
o Stamina: Personal care assistants might need to lift clients into the bathtub, cars and into bed, 

and need strength. 
 

• Knowledge The provider must know when to seek assistance from appropriate sources in the event 
of an emergency. 

 
• Personal Qualities The provider must be dependable and able to meet job demands. 

 
o Attention to Detail: Some clients have specific rules or schedules that must be 

minded, or specific dietary or physical rules that must be followed. 
o Interpersonal Skills: Personal care assistants work in a very personal way with their clients. 

Some will be in pain or very sensitive to their fragility. They must be sensitive and 
compassionate with clients. 

o Time Management: Personal care assistants are schedule keepers. They have to be there to 
make sure clients get up on time, make sure medication is taken on schedule and clients get 
to appointments on time. 

 
• Criminal History Screen All individual home help providers must undergo a criminal history 

screen prior to providing home help services. 
 

• Training The provider must be willing to participate in available training programs if 
necessary. The training includes safety information, emergency response, and cooking 
special dietary foods if necessary. 

http://www.snagajob.com/job-search/q-personal%2Bcare%2Bassistant
http://www.snagajob.com/job-search/q-personal%2Bcare%2Bassistant
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Instructions for Timesheet 

 
SOSWorks (SOS) needs accurate and complete timesheets in order to 
pay your Provider. 

 
) NOTE: You or a person to whom you have given signature authority must approve, sign, 

date, and submit to SOS your Provider’s timesheets. 
 

How are timesheets submitted to SOS? 
You can submit timesheets to SOS in one of these two ways: 
1. Fax a paper timesheet to the number printed on the timesheet, or 
2. Mail a paper timesheet to the street address printed on the timesheet. 
3. Email a paper timesheet to worklogs@sosworks.org. 

 
Instructions for filling in each type of timesheet are included in the next few pages. 

 
When does SOS need to receive the timesheet? 
SOS Payroll Schedules are available in this packet and at www.sosworks.org. The schedules 
show dates when pay periods begin and end. Payments are made monthly. 

 
) IMPORTANT: Please make sure that the hours your Provider records do not overlap with 

those of another Provider or timesheet. If this happens, the timesheet will need to be corrected 
before you approve and submit it to payroll for processing. 

 
) NOTE: Keep track of the Consumer’s Authorization for available hours. SOS cannot pay for 

more than the number of hours allowed by the Service Plan. 

mailto:worklogs@sosworks.org
http://www.sosworks.org/
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5th  day of the month 

5th  day of the month 

INSTRUCTIONS FOR COMPLETION 
OF THE PERSONAL CARE SERVICES PROVIDER LOG 

Provider Logs must be received by the Fifth Day of every month. 
Fax: 313-221-9566 or Email worklogs@sosworks.org Provider Logs 

 
 

The provider log is prefilled with an “X” to indicate the services approved by the 
specialist. The provider completes this form to document the provision of personal care 
services for each day in the time period(s) indicated. 

 
PROVIDER EMPLOYEE 

 
5. Check (X) each day on which an approved task was provided for each month in the service 

time period(s). 
6. Sign/date the form at the end of service time period to certify provision of the approved 

tasks. 
7. Have the client/employer review the form and sign/date it to verify the services were 

delivered as agreed. 
8. Return the signed/dated form to the adult services specialist at the end of the service time 

period. 
 

NOTE: Failure to return the form by the after the last service date on 
the log will result in delay or termination of payments to the client/employer for these 
services. 

 
PARTICPANT EMPLOYER 

 
4. Review the completed form to be sure all the approved tasks were done as certified by the 

provider. 
5. Indicate if you are satisfied with the services. 
6. Sign/date the form and direct the provider to return it to the adult services specialist. 

 

NOTE: Failure to return the form within after the last service date on 
the log will result in delay or termination of payments to the client/employer for these 
services. 

mailto:worklogs@sosworks.org
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APPROVED PERSONAL CARE TASKS 
1. Eating/Feeding – helping with use of utensils, cup/glass, getting food/drink to mouth, 

cutting up/manipulating food on plate, cleaning face and hands, as needed after a meal. 
2. Toileting – helping on/off toilet, commode/bed pan, emptying commode/bed pan, 

managing clothing, wiping and cleaning body after toileting, cleaning ostomy and/or 
catheter tubes/receptacles, applying diapers and disposable pads; may include doing 
catheter, ostomy or bowel programs. 

3. Bathing – helping with cleaning the body or parts of the body, shampooing hair, using tub 
or shower, sponge bathing, including getting a basin of water, managing faucets, soaping, 
rinsing and drying. 

4. Grooming – helping to maintain personal hygiene and neat appearance, including hair 
combing, brushing, oral hygiene, shaving, fingernail and toe nail care (unless a physician 
advises no to do so). 

5. Dressing – helping with putting on/taking off, fastening/unfastening 
garments/undergarments, special devices such as back/leg braces, corsets, artificial limbs 
or splints. 

6. Transferring – helping to move from one position to another, such as from bed to or from 
a wheelchair or sofa, to come to a standing position and/or repositioning to prevent skin 
breakdown. 

7. Mobility – helping with walking or moving around inside the living area, changing 
locations in a room, moving from room to room or climbing stairs. 

8. Medication – helping with administering prescribed or over-the-counter medication. 
9. Meal Preparation – helping with planning menus, washing, peeling, slicing, opening 

packages, cans and bags, mixing ingredients, lifting pots/pans, reheating food, cooking, 
operating stove/microwave, setting the table, serving the meal, washing/drying dishes and 
putting them away. 

10. Shopping – helping to compile a list identifying needed items, picking up items at the 
store, managing cart/baskets, transferring items to home and storing them away. 

11. Laundry – helping by getting laundry to machines, sorting, handling soap containers, 
placing laundry into machines, operating machine controls, handling wet laundry, drying, 
folding and storing laundry. 

12. Light Housework – helping with sweeping, vacuuming, washing floors, washing kitchen 
counters and sinks, cleaning the bathroom, changing bed linen, taking out garbage/trash, 
dusting and picking up, bringing in fuel for heating/cooking purposes if necessary. 
13-21. Complex Care tasks – require special techniques/knowledge; replace most/all 1-9 
tasks when approved by specialist. 
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Monthly Personal Care Provider Log 

Provider Logs must be received by the Fifth Day of every month. 
Fax: 313-221-9566 or Email worklogs@sosworks.org Provider Logs 

Provider Name: Client ID Number: 

Client Name: Month: Year: 

Mark X to show on which days of the month you assisted this member with any of the approved personal care tasks. 

Care Services Days of the Month 
Eating/Feeding 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
Toileting                                
Bathing                                
Grooming                                
Dressing                                
Transferring                                
Mobility                                
Medication                                
Meal Preparation                                
Shopping                                
Laundry                                
Light Housework                                
Complex                                
Catheter/Leg                                
Colostomy Care                                
Bowel Program                                
Suctioning                                
Special Skin Care                                
Range of Motion                                
Dialysis                                
Wound Care                                
Client: Are you satisfied with the services provided to you? □Yes □ 
NO why not? Provider: I certify that I have provided all the services 
Client Signature: Date: Provider’s Signature: Date: 

mailto:worklogs@sosworks.org
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SOS Works II 
Fiscal Intermediary Services 407 E. Fort St., Suite 407 Detroit, MI 48226 
Customer Service: 1-866-887-8424 
Fax or Email Timesheet: 

 

https://www.sosworks.org 
 

Timesheet Fax: 1-313-221-9566 
Timesheet Email: worklogs@sosworks.org 

Payment Schedule Reminders: 
• Payments are issued once a month. 
• Timesheets that are received after the timesheet due date and time are considered late. 
• Late timesheets will be processed in the next available pay period and paid on the next 
payment date. 

• Training to submit timesheets online is available! Call 1-866-887-8424 for over the 
phone or in person training 

  2017 Pay Schedule - MI HEALTH LINK  
 

Services Provided in this 
Pay Period 

Pay Period Start  Pay Period End 
3/1/2017  3/31/2017 
4/1/2017  4/30/2017 
5/1/2017  5/31/2017 
6/1/2017  6/31/2017 
7/1/2017  7/31/2017 
6/19/2017  7/2/2017 
8/1/2017  8/31/2017 
9/1/2017  9/30/2017 
10/1/2017  10/31/2017 
11/1/2017  11/30/2017 
12/1/2017  12/31/2017 

 

Timesheets 
due by 5:00PM 
(EST) 

 
The 5th day 
of the Month. 

FAX: 313-221-9566 
 
EMAIL: 
worklogs@sosworks.org 

Checks will be in 
US mail or EFT 
issued on 
Wednesdays 

D 
3/15/2017 
4/17/2017 

5/17/2017 
6/14/2017 

7/17/2017 
8/16/2017 
9/18/2017 
10/18/2017 
11/15/2017 
12/18/2017 

 

http://www.sosworks.org/
mailto:worklogs@sosworks.org
mailto:worklogs@sosworks.org
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Employer of Record Address Change 

) IMPORTANT: If the Employer of Record changes his or her physical address, the change must be 
reported to the SOSWorks. 

 
Employer of Record Phone Number or Email Change 
Please notify SOS directly of any change in the Employer of 
Record’s phone number and/or email address. You can fill out the 
Employer of Record Phone or Email Change Form of this packet, 
and follow the instructions below to submit the changes. 

 
Employer of Record Contact Information Change 
To comply with federal and state tax regulations, SOS must have the 
correct physical street address on file for the Employer of Record 
(EOR). To change your contact information on file with SOS, fill 
out the Employer of Record Contact Information Change Form 
found in this packet, and follow the instructions below to submit the 
changes. 

 
Submit the changes noted above, in one of the following ways: 

• Call SOS Customer Service toll-free at 1-866-877-8424 and 
give them the new information on the form(s); or 

• Fax or mail the form(s) to SOS at the fax number or 
mailing address provided on each form; or 

 
) NOTE: You can print copies of forms from the SOS website at www.sosworks.org. 

Instructions for Contact 
Information Changes 

http://www.sosworks.org/
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Employer of Record Change Form 
 

Complete this form to notify SOS of changes in the Employer of Record phone number or email 
address. 

 
) IMPORTANT: If the or Employer of Record address changes, the Employer of Record 

must report the change. 
 

Check Boxes Only for the Information You Are Changing: 

Change in Employer of Record Phone Number Change In Employer of Record Email Address 

 
Employer of Record Information below is required for verification: 

Employer of Record ID: 

Employer of Record First Name & Middle Initial: 

Employer of Record Last Name: 

Employer of Record Date of Birth: 

 
Provide changes to information below: 

Employer of Record’s New  Phone Number: (   )  - _ 

Employer of Record’s New Email Address: 

 
 
 
 

Employer of Record or Employer of Record Signature Date 

Update your information with SOSWorks (SOS) one of the following ways: 
 

¾ Call SOSWorks Customer Service Call: 1-866-877-8424 

Mail: SOSWorks II 
407 E. Fort St., Suite 407 
Detroit, MI 48226 

Fax: 1-313-221-9566 
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Why is this form important? 
This form lets you notify SOSWorks II (SOS) when a Provider stops working for you. We need 
to know this for the following reasons: 

• To prevent incorrect payments 
• To maintain up-to-date information about who is 

working for you 
• To communicate to the Virginia Employment 

Commission the last date of employment and the 
reason for termination 

 
What must I include on the form? 
Complete all sections of the form: 

• Write the Provider’s last day of work, 
• Circle the reason for discontinuation, 
• Submit the last timesheet if you have not already sent 

it, and 
• Sign and date the form. 

 
Does the Provider need to sign the form? 
Just complete and sign the form yourself.  The Provider does not need to sign this form. 

 
Can anyone else sign the form? 
The Care Coordinator can sign the form if you are unable to do so. 

 
If you have given someone else power of attorney, that person can also sign the form for you. A 
copy of the power of attorney must be included with the form. 

 
Need more forms? 
If you need additional forms you can call SOS Customer Service at 1-866-887-8424 to have 
more forms sent to you. 

 
Where do I send the form? 
Mail or fax the form to SOS: 

 
Mail:  SOSWorks II Fax: 1-313-221-9566 

407 E. Fort St., Suite 407 
Detroit, MI 48226 

Instructions for Notice of 
Discontinued Employment 

Form 
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This form lets you notify SOSWorks II (SOS) when a Provider has stopped working for you. 
Please complete all sections and sign and date in the spaces provided. 

 

Employer of Record Name Phone Employer of 
   

Employer of Record (EOR)Name Phone 
 

   

Provider (Employee) Name Phone Provider ID 
   

 
LAST DATE PROVIDER WORKED:    

 

REASON FOR DISCONTINUATION: (Circle One) Quit Fired Deceased Other 

The last timesheet for hours worked is: � Attached  � Filed Online 

This form can be completed by the EOR or both the EOR and Provider to document the reason(s) 
for ending employment.  Briefly state the reason(s) why employment was terminated: 

 
 

 
 

) Note: If the Provider cannot or will not sign, the EOR should sign, date, and return this form 
without the Provider’s signature. 
Employer of Record Signature:  Date:  

Provider Signature:  Date:    

)  Note: An Agent authorized by power of attorney (POA), an Executor of Estate, or Medicaid 
Service Facilitator may sign the form when the EOR is unable to do so. (An Agent or Executor of 
the Estate must provide a copy of the POA to verify they have authority to terminate the employee.) 

Other Signature:  Date:  

(A copy of the power of attorney is attached:   � Yes   � No) 

This form must be signed.  Mail or fax the form to SOS: 
 

Mail:  SOSWorks II Fax: 1-313-221-9566 
407 E. Fort St., Suite 407 
Detroit, MI 48226

Notice of Discontinued 
Employment Form 
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