Sign Documents Using DocuSign

1 Navigate to https://passelfdirection.com/forms/

Part of the AssurancesSD Family

v Information Update

~ Payroll
Earned Sick Time Act - Timesheet
Rate Change Form
DWIHN Training Payment Form
Wisely Paycard Overview
PAS Employer Pay Authorization (EPA)
 Sign via DocuSign
PAS Attendance Incident Report (AIR)
“ Sign via DocuSign
PAS Progress/Visit Note (PVN)

» Sign via DocuSign
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https://passelfdirection.com/forms/

2 Click "~ Sign via DocuSign" for the form you want to complete and submit.

v Information Update

A~ Payroll
Earned Sick Time Act - Timesheet
Rate Change Form
DWIHN Training Payment Form
Wisely Paycard Overview
PAS Emplsyer Pay Authorization (EPA)

~ Sign Via DocuSigr

PAS Atteridance Incident Report (AIR)
~ Sign via DocuSign
PAS Progress/Visit Note (PVN)

“ Sign via DocuSign

Tip! The Employee will most commonly start the form. The Employee's information
should always be entered first and the Employee should always sign first.
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3  Click the "Full Name" field.

PowerForm Signer Information

Fillin the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email to begin the signing
process.

Employee

*

Your Name:

‘ Full Name [| ‘

Your Email: *

‘ Email Address ‘

Please provide information for any other
signers needed for this document.

Participant-Employer

Name:

‘ Full Name ‘

Email:

‘ Fmnil Addreas ‘

4  Enter the name of the employee. The employee is the first signer.

PowerForm Signer Information

Fill in the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email to begin the signing
process

Employee

Your Name: *

Jelly Bean ‘

Your Email: *

‘ Email Address ‘

Please provide information for any other
signers needed for this document

Participant-Employer

Name:

Full Name ‘

Email:

‘ Email Address ‘

Made with Scribe - https://scribehow.com




5  Click the "Email Address" field.

Fillin the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email to begin the signing
process

Employee

Your Name: *

Jelly Bean ‘

Your Emajl: *

| Email Adiress ‘

Please provide information for any other
signers needed for this document.

Participant-Employer

Name:

Full Name ‘

Email:

| Email Address

6  Enter the email address of the employee.

igning

@) help

PowerForm Signer Information

Fill in the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email te begin the signing
process.

Employee

Your Name: *

‘ Jelly Bean ‘

Your Email: *

jellypean@gmail.com |

Please provide information for any other
signers needed for this document

Participant-Employer

Name:

‘ Full Nar

Made with Scribe - https://scribehow.com




7  Click the "Full Name" field.

Begin Signing @ help

PowerForm Signer Information

Fill in the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email te begin the signing
process.

Employee

Your Name: *

Jelly Bean ‘

Your Email: *

jellybean@gmail.com |

Please provide information for any other
signers needed for this document

Participant-Employer

Name:

Full Name ‘

Ewgail:

’?‘1:1\\ Address ‘

8 Enter the name of the Participant or Employer. This should be the second signer.

Fill in the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email to begin the signing
process.

Employee

Your Name: *

Jelly Bean

Your Email: *

jellybean@gmail.com

Please provide information for any other
signers needed for this document

Participant-Employer

Name:
‘ Candy Cane ‘
Email:
‘ Email Address ‘
Begin Signing
Powered by @ docusign Engish{US) ¥ CortactUs TermsofUse  Privocy  Intsllectucl Property  Tust Copyright © 2025 Docusign Inc. All ights rassrved
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9  Click the "Email Address"

field.

Fill in the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email to begin the signing
process.

Employee

Your Name: *

‘ Jelly Bean

Your Email: *

jellybean@gmail.com

Please provide information for any other
signers needed for this document

Participant-Employer

Name:

‘ Candy Cane ‘

l Email Address ) ‘

Bousrad oy i docusign Engien(US) ¥ CortoctUs  Temsoftss  Priccy  Intelectuol Proserty Tt Copyrignt © 2020 Docusgn ine A1l ignce rearves
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10 Enter the email address for the Participant or Employer to receive a copy of the
form to sign.

Fill in the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email te begin the signing
process.

Employee

Your Name: *

Jelly Bean

Your Email: *

jellybean@gmail.com

Please provide information for any other
signers needed for this document

Participant-Employer

Name:

‘ Candy Cane

Email:

ccandycane@gmail.com

Begin Signing

Pouered by # docusign English (US) v CortacUs  TermsofUse  Prvacy  Intellectuol Property  Truse Copyrignt © 2026 Docusign Ine. Al ights ressrved

11  Click "Begin Signing"

Fill in the name and email for each signing role listed
below.

The first signer should be the employee, and the
second signer should be the participant or employer.
Signers will receive an email inviting them to sign this
document.

Please enter your name and email to begin the signing
process.

Employee

Your Name: *

‘ Jelly Bean

Your Email: *

jellybean@gmail.com

Please provide information for any other
signers needed for this document.

Participant-Employer

Name:
‘ Candy Cane ‘
Email:
candycane@gmail.com \
Powered by @decusign Bl (U5) V| CortoctUs | Termsoftse | e oy | sk Copyright @ 2028 Bocusign ine. All ights reserved
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12 Click "I agree to use electronic records and signatures."

Review and continue

Message

Hello,
By starting this DocuSign envelope, you will be entering the information for whe is going to sign the form.

Please complete the enclosed Employer Pay Authorization (EPA) to approve the employee's time for the
selected pay period. Upon completion, this form will be sent to the PAS payroll team for review.

One EPA is required for each pay period, following the payroll schedule.
Late submissions may cause a delay in payment.

Thank you,
Personal Accounting Services

Please rélgd the Electronic Record and Signature Disclosure.

[[] 1 agredito use electronic recards and signatures. *

Chanpufinguage - English (US) v Other Options
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13 Click "Continue"

Review and continue

Message from

Hello,
By starting this DocuSign envelope, you will be entering the information for whe is going to sign the form.

Please complete the enclosed Employer Pay Authorization (EPA) to approve the employee's time for the
selected pay period. Upon completion, this form will be sent to the PAS payroll team for review.

One EPA is required for each pay period, following the payroll schedule.
Late submissions may cause a delay in payment.

Thank you
Personal Accounting Services

Please read the Electronic Record and Signature Disclosure.

I agree to use electronic records and signatures. *

Change Language - English (US) ¥ Other Options

14  Click the first "Required" field or Start.

Review and complete

Docusign Envelope I1D: 1DC6C86A-7841-4613-8C86-BA43IECF22F6

DA Accounting EMPLOYER PAY AUTHORIZATION
) g Services, Tnc.
Part of the AssuranceSD Family
Purpose
This form is used for Participant\Employer to authorize payment to their Direct Care Worker (DCW)\Employee which
attests that a review of hours @Biddihrough the attendance system Is accurate and in accordance with the
Individual Person of Sen Reduired -

Participant/Employer: E DCW/Employee: | |
PAS ID . Payroll ID, ‘ |

Agency ID: Telephone: |

Telephone:
[
[

Service Address

City. State, Zip:

Service Period
From: | ] w [ ]  bueDate:

Pay Dat

I, the Employer, have reviewed the follawing before signing the Employer Pay Authorization Form:
The is to process a Claim.

Verify the Employee days and hours worked

Verify the Employee has worked the schedule hours authorized

Verify the Employee has not exceeded the Medicaid service authorization

Verify the Employee selected the tasks performed

Verify the Employee documented progress\wisit note

oW

| certify that the information recorded in the Attendance System is accurate and complete. Also, with clocking in‘out
in the Attendance System | documented the daily tasks performed and daily progressivisit notes. My signature
confirms all hours worked for the service period above was provided as face-to-face hours in accordance with my
Employers Individual Plan of Service and Service Authorization. | understand that payment will be made based
upon the Medicaid Service Authorization, recorcled hours from the Attendance System, training requirements and
™3 zprroved by the Funding Agency.

1/9/2026
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15  Enter the correct information in all required fields. Then, click "Sign".

Powerad oy # docusign

Purpose

This farm is used for ParticipantiEmplayer to authorize payment to their Direct Care Worker (DCW)\Employee which
attests that a review of hours recorded through the attendance system Is accurate and in accordance with the
Individual Persan of Service (IPOS).

Participant/Employer: [Candy Cane DCW/Employee: [elly Bean |
PAS ID; L 1y ‘ |
Agency ID: So—— [saas557878 |
Telephone: [sssssrore ]

Service Address; |123 Candy Cane Lane |

City. State, Zip:

|canny City, Sweet State, 12345 |

Service Period
From: meuzs 1o Fms:zoza Due Date: Pay Date: [

I.the Employer, have reviewed the following before signing the Employer Pay Authorization Form:
The is to process a id Claim.

Verify the Employee days and hours worked

Verify the Employee has worked the schedule hours authorized

Verify the Employee has not exceeded the Medicaid service authorization

Verify the Employee selected the tasks performed

Verify the Employee documented progress\wisit note

oW

| certify that the information recorded in the Attendance System is accurate and complete. Also, with clocking intout
in the Attendance System | documented the daily tasks performed and daily progressivisit notes. My signature
cwmrms all hours worked for the service period above was provided as face-to-face hours in accerdance with my
<ol Blan of Service and Service Authorization. | understand that payment will be made based

q ied - 7 Her® vice uthorization, recorded hours from the Attendance System, training requirements and

FR -\ ovc by the Funding Agency.
Z 1/9/2026

s rker/Employee Signature Date

As the Employer or Representative, | have reviewed and certify that my Employee's hours recorded in the
Attendance System were performed as face-to-face services as outlined in the Individual Person Center Plan
(IPOS). | autharize Personal Accounting Services, Inc. to pay my employee for the Medicaid services provided. |
understand that if my employee has not or the required trainings, Medicaid funding cannot
be used, and it will be my responsibility to make payment to my Employee.

English (US) ¥

Copyright @ 2026 Do«

16 Review the signature options. Once you have selected a signature, click "Adopt

and Sign".

Full Name* Initials*

Jelly Bean JB

SELECT STYLE DRAW USE SIGNATURE PAD UPLOAD

PREVIEW Change Style

Signed by: Initial

N/

97D47C36589948A...

By selecting Adopt and Sign, | agree that the signature and initials will be the electronic representation of my signature and initials for all purposes
when | (or my agent) use them on decuments, including legally binding centracts.

AEDPT AND SIGN CANCEL

Made with Scribe - https://scribehow.com
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17  Click "Finish".

If there is any information missing, the form will not allow you to complete it.

Finish

' a

Docusign Envelope ID: 1DCBCHEA-7841-4613-8CEE-BA4I3ECF22F6 E
Personal lhevcoc
Accounting EMPLOYER PAY AUTHORIZATION
g i Services, Inc. v
Part of the AssuranceSD Family

Download

Purpose

This form is used for Participant\Employer to authorize payment to their Direct Care Worker (DCW)\Employee which

attests that a review of hours recorded through the attendance system is accurate and in accordance with the =

Individual Person of Service (IPOS). -
i

ParlicipanyEmployer:  [Candy Cane DCW/Employee: [Jell Bean |

PAS 1D Payroll ID: ‘

Agency ID: it [1445557878 ]

5558887079 |

Telephone:

Service Address: [123 Candy Cane Lane |

City, State, Zip: [candy City, Sweet State, 12345 ]

Service Period

From: Iﬁwmnzs to Fmsmzs Due Date: FayDabs:‘

I, the Employer, have reviewed the following before signing the Employer Pay Authorization Form:
The is to process a Claim.
Verify the Employee days and hours worked
Verify the Employee has worked the schedule hours authorized
. Verify the Employee has not exceeded the Medicaid service authorization
. Verify the Employee selected the tasks performed
. Verify the Employee documented progressivisit note

LIt E O

| certify that the i ion recorded in the e System is accurate and complete. Also, with clocking in\out

in the Attendance System | the daily tasks and daily pr notes. My signature

confirms all hours warked for the service period above was provided as face-to-face hours in accerdance with my

[~ =l Dlan ~f Earyice and Service Authorization. | understand that payment will be made based Q

LBE L Ap_p_l\ed thorization, recorded hours from the System, training and

73550y ed by the Funding Agency.
Jlly Eran. 11972026 Oz
S x 5

™ TS == =

18 Decide if you want to download or print a copy. Then, you can select 'Close".

Please note, DocuSign will automatically email you a completed copy of the
document for your records.

Save a copy of your document

&,

&

Your document has been signed

Select Download to save this decument to your device or Print for a
paper copy.

DOWNLOAD PRINT

Made with Scribe - https://scribehow.com



@ Tip! After the Employee "Finishes" the form, it will automatically be emailed to the
Participant or Employer using the information entered in the first step.

19 Once the Participant or Employer selects the link they received via email, click
"Continue".

Message from Danielle Sabestinas, AssuranceSD, Inc.
Hello,

By starting this DocuSign envelope, you will be entering the information for who is going to sign the form.

Please complete the enclosed Employer Pay Authorization (EPA) to approve the employee's time for the
selected pay period. Upon completion, this form will be sent to the PAS payroll team for review.

One EPA is required for each pay period, following the payroll schedule.
Late submissions may cause a delay in payment

Thank you,
Personal Accounting Services

Changs Languags - English (US) v Other Options v m

Made with Scribe - https://scribehow.com
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20 Review the details entered by the Employee for accuracy.

ParticipantEmployer.  CandyCane  pcwjEmployee: Jelly Bean

PAS ID: . PaymllD:

Agency ID:  Telephone: 4445557878
Teicdiones 5558867579

Service Address: 123 Gandy Cane Lane

City, State, Zip: Candy City, Sweet State, 12345

Service Period

From; (1052026 to 011612028 Due Date: Pay Date:

I, the Employer, have reviewed the following before signing the Employer Pay Authorization Form
Tifollowing is necessary to process a Medicaid Claim.

1. W\Verify the Employee days and hours worked

2. Verify the Employee has worked the schedule hours authorized

3. \erify the Employee has not exceeded the Medicaid service authorization

4. Jerffy the Employee selected the tasks performed

E_J"Ver\fy the Employee documented progressivisit note

| certify that the information recorded in the Attendance System is accurate and complete. Also, with clocking in\out
in the Attendance System | documented the daily tasks performed and daily progress\visit notes. My signature
confirms all hours worked for the service period above was provided as face-to-face hours in accordance with my
Employers Individual Plan of Service and Service Authorization. | understand that payment will be made based
upon the Medicaid Service Authorization, recorded hours from the Attendance System, training requirements and
Taymg-rmf»; approved by the Funding Agency.

b

My Fran 11872026

Direct Care Wf;rkerfEmplwee Signature Date

As the Employer or Representative, | have reviewed and certify that my Employee's hours recorded in the

Attendance System were performed as face-to-face services as outlined in the Individual Person Center Plan

(IPOS). | authorize Personal Accounting Services, Inc. to pay my employee for the Medicaid services provided. |

understand that if my employee has not completed or maintained the required trainings, Medicaid funding cannot
hegnd it will be my responsibility to make payment to my Employee.

M (aur 1/9/2026

e
pant/Employer Signature Date

Please submit form via the following options:

Fax Email

& Alert! If the information entered is inaccurate, do not sign it.

Made with Scribe - https://scribehow.com



21 If the details entered by the Employee are accurate and you approve them, click

'Sign’.

Powerad oy # docusign

Service Address: 13 Canay Gane Lane

Ciy, State, Zip: Candy City, Sweet State, 12345

Service Period

From; 010512026 1o 011162026 Due Date: Pay Date:

I, the Employer, have reviewed the follawing before signing the Employer Pay Authorization Form:
The is to process a Claim.

Verify the Employee days and hours worked

Verify the Employee has worked the schedule hours authorized

Verify the Employee has not exceeded the Medicaid service authorization

Verify the Employee selected the tasks performed

Verify the Employee documented progress\wisit note

oW

| certify that the information recorded in the Attendance System is accurate and complete. Also, with clocking in‘out

in the Attendance System | documented the daily tasks performed and daily progressivisit notes. My signature

confirms all hours worked for the service period above was provided as face-to-face hours in accerdance with my

Employers Individual Plan of Service and Service Authorization. | understand that payment will be made based

upon the Medicaid Service Authorization, recorded hours from the Attendance System, training requirements and
st is approved by the Funding Agency.

JL’\L"’ ﬁm 1/9/2026

Direct Care Wz'rken'Emplwee Signature Date

As the Employer or Representative, | have reviewed and certify that my Employee's hours recorded in the
Attendance System were performed as face-to-face services as outlined in the Individual Person Center Plan
Sl ~thariae Bersonal Accounting Services, Inc. to pay my employee for the Medicaid services provided. |
o ng? yee has not or the required trainings, Medicaid funding cannot
it will be my responsibility to make payment to my Employee.

1/9/2026

ﬁ;z‘l.’Emplayer Signature Date

Please submit form via the following options:
Fax Email
7347201002 (DWIHN) ab@passelfdirection.com
734.206.1440 (All Other Agencies)

20500 Eureka Rd, Sulte 112, Taylor, M| 48180 | Phone: 877.729.31811 PASSei(Qirection com

Engiish (US) ¥  TermsofUse  Privacy

22  After signing, click "Finish".

vareci oy i docusign

CHIIOYETS MIUIVILUSE FIaH U1 SEIVILE 81U SEIVILE AULTUNIZSUUTL | UHUETSLE0U UL Py 1R Win U 1HEue Daseu

upon the Medicaid Service Authorization, recorded hours from the Attendance System, training requirements and

@b is: approved by the Funding Agency.
jv.!.L-; Fram 11012026
Direct Care Worker/Employee Signature Date

As the Employer or Representative, | have reviewed and certify that my Employee's hours recorded in the

Attendance System were performed as face-to-face services as outlined in the Individual Person Center Plan

(IPOS). | authorize Personal Accounting Services, Inc. to pay my employee for the Medicaid services provided. |

understand that if my | has not completed or Im ined the reguired trainings, Medicaid funding cannot
chuand it will be my responsibility to make payment to my Employee.

ﬂm&q (ane /912026

Panicipanﬁ?r;plwer Signature Date

Please submit form via the following options:
Fax Email
7347201002 (DWIHN) ab@passelfdirection.com
734.206.1440 (All Other Agencies)

PAS Blank EPA 12.25 pdf

20500 Eureka Rd, Sulte 12, Taylor, M| 4180 | Phane; 8777293181 | PASSeliDirectioncom

PAS Blank Waiver EPA; Rev. 12.25

Tof1
Ready to Finish? e
Finish
You've completed the required fields. Review your work, then select Finish. R
Engiish (US) ¥ TermsofUse  Privacy Copyright @ 2026 Docusign, Int

Made with Scribe - https://scribehow.com
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23  You can download or print the form, or click "Close".

Please note, the completed document will automatically be emailed to you for
your records.

Save a copy of your document

&,

Your document has been signed

Select Download to save this decument to your device or Print for a
paper copy.

DOWNLOAD PRINT

@ Tip! The completed form will automatically be sent to the PAS payroll team for
review and processing. If you completed the form using DocuSign, you do not
need to email, fax or mail it to us!

Made with Scribe - https://scribehow.com
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