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Participant Agreement
(Participant’s Copy)


Participant’s Name: 	

The Program agrees to:

· Provide reimbursement (at the rate determined by your income and household size) based on the availability of funds under the Program.

· Promptly notify you of any necessary reduction in rate of payment.

· Review and process monthly reimbursement requests at the specified schedule and return them if not properly completed.

· Annually review your eligibility for the Program. 

As a participant of the Program, you agree to:

· Utilize the OneStop portal for redetermination reviews and expense reimbursement requests.

· Reimburse the State of Maryland for any overpayment. 

· Notify the Program of any change in:
· Address. This includes if you move into a nursing or assisted living facility, a group home, or into another independent living situation (NOTE: If you move out of the state or into DDA residential services, your eligibility will terminate.); and
· Need for attendant care services or other ongoing additional supports.

· Provide additional documentation relating to your need for Program services or information on services you’re currently receiving as requested by the Program Manager.

· Verify income upon request and comply with all terms of this Agreement and the Program’s Policy and Regulations.

· Use the Program on a regular and continuous basis. Failure to submit expenses within a period of 90 days without any communication with Program staff will result in your termination from the Program.

If you are using the Program as reimbursement for attendant care services, you agree to:	
					
· Select, train, and supervise your attendant.

· Pay your attendant, including any applicable federal and state employment taxes.

· Maintain accurate records of hours & days attendant care services are provided.

· Prepare and submit monthly expense reimbursement requests through the OneStop portal and include proof of payment to your attendant.

If you are using the Program as reimbursement for ongoing additional supports, you agree to:

· Prepare and submit monthly expense reimbursement requests through the OneStop portal and include proof of payment made for the qualifying ongoing additional support.

The Recipient hereby certifies:

1. I have received a copy of the regulations governing the Program.
2. I understand that I have the right to appeal the eligibility or reimbursement determination by following the appeal process.
3. I am not being reimbursed by another program for attendant care costs or other ongoing additional supports.
4. I will not employ a spouse, a representative payee or anyone who is not 18 years old or older as an attendant under this Program.
5. All information I have provided to the MD Department of Disabilities is accurate to the best of   my knowledge.



	
	Participant’s Name (Print)				                   Date


	
	Participant’s Signature				                   Date
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