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Make a substantial and lifelong difference in the life of a child in need

Updated 1/11/12
4530 E. Muirwood Dr. Suite 103 Phoenix, AZ 85048 ♦ (480) 610-6981 ♦ Fax (480) 898-7419

Dear Prospective H.O.P.E. Group Employee:
It takes a special person to work with individuals with developmental disabilities (e.g., Autism, Asperger’s Syndrome, PDD, etc.). Thank you for choosing H.O.P.E. Group L.L.C. as your employer. We look forward to having you as part of our team.  
H.O.P.E. Group, L.L.C. is a Qualified Vendor Provider Agency contracted with the state of Arizona, Department of Developmental Disabilities to serve individuals with developmental disabilities. H.O.P.E. Group, LLC. is contracted for Habilitation, Respite and Habilitation Behavioral Services.   The following is a listing of H.O.P.E. Group, LLC employment positions. This is also reviewed during Orientation and Training.

Habilitation is one-on-one therapy with an individual in their home or the community.  Habilitation consists of implementing and teaching designated goals for the following skill areas:  Communication, Self-Help Skills, Fine/Gross Motor, Memory & Organization and Social Skills.  H.O.P.E. Group trains and advocates in Applied Behavior Analysis (A.B.A., the science of human behavior) which is the only scientifically proven approach for implementing therapy with children with Autism and related disorders .  For further information on A.B.A., please refer to: www.behavioranalysts.com 

Respite is providing temporary relief care for an individual; this service gives the parent/guardian a break (respite) to complete tasks, run errands or participate in community activities that they are otherwise unable to do while caring for the individual.  While providing respite, you are caring for the needs of the individual and may have to follow up on skill areas developed in the habilitation program.  

Junior & Senior Tutors For clients who have Clinical Services (such as Habilitation Behavioral Services), we assign Tutors to implement the habilitation (see above) specific H.O.P.E. Group written programs completed and directed by a Program Manager. 

Habilitation Behavioral (Hab-B & Hab-M) Habilitation Behavioral services are for children who have been diagnosed with Autism or at-risk of autism and are approved for the program prior to their 4th birthday. Habilitation Behavioral at a Masters level (Hab-M) is a service in which a Program Manger (must have a Master’s Degree) is required to assess the child and write a client specific program outlining habilitation goals and objectives.  The Assistant Program Manager (Habilitation Behavioral at a Bachelors level) trains family members and providers and reviews/updates the program as needed under the direction of the Program Manager. 

In addition to being a Qualified Vendor Provider Agency, H.O.P.E Group, LLC contracts with several insurance companies, schools and private pay entities to provide consultation, training and direct services to individuals with Autism.  Providers and families interested in learning more about these services should visit our website and/or contact our Clinical Services Director for additional information.  Please note that providers must have experience and formal training on implementing therapy based on the principles Applied Behavior Analysis (A.B.A.).  
Please review the attached Initial Employment Information packet.  Also attached is a schedule of dates for ABA/Orientation trainings.  You are required to contact/call our office in order to reserve a seat for this class. Classes are on a first come, first serve basis.
Welcome to our team!

Sincerely,
H.O.P.E. Group Staff
Hiring Protocol
*You must be 18 years of age to apply with H.O.P.E. Group.
**EMPLOYMENT REQUIREMENTS: Please recognize/understand that you must be fluent in English and/or Spanish (if you're working with a Spanish-speaking client) in order to complete the Orientation and Training process required by the State of Arizona and be able to work with English speaking clients.  If you do not speak English, it will be difficult for you to work with a client who only speaks English.  If you wish to work with a family member/friend who speaks the same language you speak, but it is not English or Spanish, please contact the office about one-on-one language specific trainings. If you have any questions about this please contact the office at (480) 610-6981. Thank You.

Before you are hired by H.O.P.E. Group you must complete the following:

1.  A.B.A. Training - The trainings are held at the H.O.P.E. Group Office, Glendale location, Tucson location and others to be announced.  Directions with a map to the H.O.P.E. Group office are in this packet.  (Please contact the office to sign up for the A.B.A. training if you have not already done so.)

2.  Complete Article 9 and Health & Safety Test – You will receive these information packets at your Training and Orientation class.  You will be tested on both Article 9 and Health & Safety.  All of these materials will be reviewed during class.  We do have extra packets here at the office if you would like to review them prior to your training.

3.  C.P.R. and First Aid Training – You must have adult or adult/child certifications.

You may go to any instructor lead class to receive training. H.O.P.E. Group offers both classes in our Ahwatukee office location, or you may contact one of these agencies:

Heart Savers (480) 998-5193 www.heartsaversinc.com
American Red Cross www.arizonaredcross.org
~ Grand Canyon Chapter (602) 336-6660

~ Tucson Chapter (520) 318-6740
ABC – Spanish Speaking Classes – (623) 328-8990

CPR and First Aid Specialists/United Mesa Firefighters (480) 892-2862

Student Recreational Center at A.S.U. (480) 965-8329

Emergency Response Training (623) 561-0068
*On-line classes are not accepted, your class must be an instructor lead class.  

**If you choose to take the H.O.P.E. Group class, it will be free of charge to you and your card is H.O.P.E. Group property.  If you prefer, you may pay for any class on your own and keep your cards, but you would then be required to mail/drop off the cards to the H.O.P.E. Group office for us to make a copy and send/give back to you. 

IMPORTANT: YOU MUST MAIL/DROP OFF THE ORIGINAL CARDS AS WE ARE UNABLE TO ACCEPT COPIES.
4.  Three (3) References - These forms are included in this packet.  You may mail or fax these prior to your Hiring Orientation. 
5.  H.O.P.E. Group Application - These forms are included in this packet.
6.  Attend Hiring Orientation- See Checklist
*You will not be hired without completing these trainings and documents.  YOU MAY NOT BRING CHILDREN TO THE TRAINING OR ORIENTATION OR YOU WILL BE ASKED TO RESCHEDULE YOUR CLASS FOR A MORE CONVENIENT TIME.
( CHECKLIST OF DOCUMENTS – Please bring in to the office or mail in all completed documents. 
1. ___ Completed Application Packet 

2. ___ Three References (Our forms) 

3. ___ Tax Forms (W-4 and A-4)    
4. ___ I-9 Form 

5. ___ Direct Deposit Form (optional) 
6. ___ DDD Policy on Fraud and Abuse 

7.   ___ Employment Verification Form 

8.   ___ Training Agreement 

9.  ___ Documents that establish both Identity and employment eligibility (such as:  Drivers License, Non-Laminated Social Security Card, Birth Certificate, Passport) see back of enclosed I-9 form for details.  
10.  ___ Proof of CPR Training 

11.  ___ Proof of First Aid Training

12.  ___ Fingerprint Clearance Card – must be copied by a member of H.O.P.E. Group office staff. **If you do not have one, we will fingerprint you at the Orientation class. The charge for your fingerprint Clearance card is $69.00.  

( CHECKLIST OF DOCUMENTS - to be completed and turned in DURING Orientation/Training.
1. ___ Health and Safety Test

2. ___ Article IX Test

3. ___ Criminal Record Self-Disclosure

4. ___ Employment Acknowledgement Form
5. ___ HIPAA agreement
6. ___ Certification Training Acknowledgement/Agreement Form

7. ___ Fingerprint Application Payment Process

8. ___ Trainer Evaluation (not required for hiring) 

Please note:

· The Orientation consists of filling out employment forms and reviewing H.O.P.E. Group policies and procedures and DDD rules and regulations.

· Please do not submit timesheets prior to receiving a hire date and pay rate from Human Resources. If you submit timesheets prior to completing the hiring protocol they cannot be processed as you are not yet hired as a H.O.P.E. Group employee. 

· H.O.P.E. Group employees are paid semi-monthly.
· IMPORTANT: You will not receive a hire date until ALL the above documents are in your employee file and all other employment requirements have been fulfilled.
· If, for any reason you do not complete the hiring process within six (6) months of your Orientation and Training dates,  your employment status will be switched from “applicant” to “no-hire” and you will be required to take the Orientation and Training classes again as well as submit all new paperwork in order to obtain employment. 

· If you arrive more than 15 minutes late to your training class, you will be asked to reschedule.
* If you have any questions regarding the training/hiring, process please call our office at (480) 610-6981.
H.O.P.E. GROUP, L.L.C.
     
            Application for Employment

General Information:
	Full Name (First, Middle Initial, Last):__________________________________________
Street Address:____________________________________Apt #: _________________
City: _________________________________Zip/Postal Code: ____________________
Home Phone: (____)___________________Cell Phone: (____)___________________
E-mail Address*: _______________________ Date of Birth (Optional): _______________          
Social Security Number: ____________________________________________________
*Please be sure to check this at least once a month to receive important notices from H.O.P.E. Group

	How did you hear about Hope Group? 

(   Friend           Who? __________________________ (Full name if Hope Group employee)
(   Flyer             Where? __________________________________________
(   Website         Which one? ______________________________________
(   Newspaper    Which one? ______________________________________
(   Other             Please specify: ____________________________________

	Are you fluent in the English Language? ( No ( Yes (please note: you are required to be fluent in English in order to work with English speaking Clients.)

[image: image4.wmf]Are you fluent in any languages other than English? ( No ( Yes, which? _______________
Have you ever been employed with H.O.P.E. Group? ( No ( Yes, when? ______________
Position desired (select all that apply)*   ( Respite/Habilitation Provider                                             (  Relief Respite (On Call position - please call the office if interested.)                                  ( Junior & Senior Tutors  ( Habilitation Behavioral Provider    (  Insurance Provider   Please review information below for all underlined positions.
Please note: Junior & Senior Tutor, Habilitation Behavioral Provider and Insurance Provider positions require additional education, training and experience and employees are individually interviewed. Please discuss the hiring criteria with Clinical Services.

Location(s) desired: ( Phoenix metropolitan area ( Tucson ( Sierra Vista ( Safford                ( Flagstaff  ( Other: ____________________ (we have positions available statewide)
*For descriptions of job positions, please visit the “Job Opportunities” or “Services” section of our website (www.hopegroupaz.com) 


Requirements

	Are you at least 18 years of age?        ( Yes      ( No
Are you a legal US citizen or legally eligible to work in the United States?    ( Yes      ( No
Can you obtain three letters of recommendation?   ( Yes      ( No
To the best of your knowledge, are you able to pass fingerprint clearance?   ( Yes      ( No

	If you answered NO to any of the above questions, please submit application and call our receptionist (480-610-6981).


Education/Background
	Name of institute:
	Number of years/credits completed
	Major
	Degree
	Graduated
Yes/No

	High School
	
	
	
	

	College (Undergraduate)
	
	
	
	

	College (Graduate)
	
	
	
	

	Other
	
	
	
	


Certifications:

	Are you CPR certified?   ( Yes      ( No        Expiration date: _______________________
Are you 1st Aid certified?  ( Yes      ( No     Expiration date: _______________________
Please list any other certifications you have: _____________________________________
_______________________________________________________________________


Past Experience:
What experience do you have working with, caring for, or teaching children? (Please include any babysitting experience.)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________​​​​​​​​​​​​​​​​​​​​​​​
What experience do you have working with individuals with disabilities?
____________________________________________________________________________________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have special training relating to children with developmental disabilities (including relevant coursework toward a college degree)?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Why do you want to work with children with developmental disabilities at this time?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

Please explain your degree of familiarity and expertise with behavior intervention (i.e. applied behavior analysis, Lovaas, discrete trial, etc.)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Employment History: Please list all of your employers, beginning with the most recent.
	Employer: ____________________________Type of business: _____________________
Address: ________________________________________________________________
Phone number: __________________ Last position held: _________________________
Dates employed: __/__to __/__ Supervisor: __________________ May we contact? Y/N
Job duties: _______________________________________________________________
Reason for leaving: ________________________________________________________        

	Employer: ____________________________Type of business: _____________________
Address: ________________________________________________________________
Phone number: __________________ Last position held: _________________________
Dates employed: __/__to __/__ Supervisor: __________________ May we contact? Y/N
Job duties: _______________________________________________________________
Reason for leaving: ________________________________________________________        

	Employer: ____________________________Type of business: _____________________
Address: ________________________________________________________________
Phone number: __________________ Last position held: _________________________
Dates employed: __/__to __/__ Supervisor: __________________ May we contact? Y/N
Job duties: _______________________________________________________________
Reason for leaving: ________________________________________________________        


By submitting this form, I understand that this application and all other documents submitted to H.O.P.E. Group, LLC. will be kept in my employee file and is the property of H.O.P.E. Group, LLC. I acknowledge that the submitted documentation will not be returned to me nor will I be able to obtain any copies of my H.O.P.E. Group, LLC. employee file.  I acknowledge that H.O.P.E. Group, LLC. will perform the required background check for employment.  I also understand that H.O.P.E. Group, LLC. is an at-will employer and may choose not to hire me and/or choose to terminate my employment at any time for any lawful reason.  I hereby certify that all information in this application and any documents that I submit are true, correct and complete to the best of my knowledge.  I am aware that should an investigation take place and my documents are determined to be falsified or misrepresented, my application will be rejected, or if determined after being hired, my employment will be terminated and I will be unable to pursue future employment with H.O.P.E. Group, LLC.
Signature: _______________________________________ Date: ___________________
      H.O.P.E. GROUP, L.L.C.

Dedicated to Honoring and Optimizing the Potential in Everyone
REFERENCE REQUEST

Please attach additional pages as necessary

This reference request should be provided to a person who has personal knowledge about your employment history, education or character.  References cannot be from family members.  Please fill in your name below and give to your reference.  You can mail in or fax your completed reference request..  H.O.P.E. GROUP 4530 E. Muirwood Dr. Suite 103, Phoenix, AZ 85048 * 480-610-6981 Fax- 480-898-7419
Applicant’s Name (Last, First, M.I.)
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PERSON PROVIDING REFERENCE

 Please complete the questions listed below keeping in mind that Home and Community Based Services (HCBS) may be performed     unsupervised in the home of the person with developmental disabilities. Your time and effort in completing this form is appreciated and strict confidence in regard to your responses will be observed within the provisions of the law.

Print Person’s Name Providing Reference (Last, First, M.I.)

Address (No., Street, City, State, Zip)

Daytime Phone No.                                                                                   Evening Phone No.

State the length of time you have known the applicant

Years:                                                 Months:

Type of Acquaintance (Check all that apply)

( Supervised applicant    (  Worked with applicant    (  Friend    (  Neighbor    (  Other:

Indicate your feelings on how you believe the applicant will relate to individuals with developmental disabilities.  Describe your knowledge of any characteristics and/or special training/education that the applicant may have for working with these individuals.

Indicate if you have ANY reason to believe that the applicant would not be well suited to provide services to individuals with developmental disabilities.
If the applicant was a former employee, would you rehire this person?

(  YES    (  NO    (  N/A      if No, why not?

Additional comments which will help in evaluating this applicant

Person’s signature providing reference

                                                                                                                                                                        DATE:

                                                                              FOR OFFICIAL USE ONLY 

Interviewed by phone

(  YES    (  NO                                                                                                                                              DATE:

Interviewer’s Name                                                                           Interviewer’s Signature

H.O.P.E. GROUP 4530 E. Muirwood Dr. Suite 103, Phoenix, AZ 85048* 480-610-6981 * Fax- 480-898-7419
H.O.P.E. GROUP, L.L.C.

Dedicated to Honoring and Optimizing the Potential in Everyone
REFERENCE REQUEST

Please attach additional pages as necessary

This reference request should be provided to a person who has personal knowledge about your employment history, education or character.  References cannot be from family members.  Please fill in your name below and give to your reference. You can mail in or fax your completed reference request.  H.O.P.E. GROUP 4530 E. Muirwood Dr. Suite 103, Phoenix, AZ 85048 * 480-610-6981 Fax- 480-898-7419
Applicant’s Name (Last, First, M.I.)
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H.O.P.E. GROUP, L.L.C.
Dedicated to Honoring and Optimizing the Potential in Everyone

Optional

DIRECT DEPOSIT AUTHORIZATION
Employee’s Last Name



First Name


Middle Initial


I hereby authorize H.O.P.E. Group, L.L.C. to directly deposit the net proceeds of any and all checks issued by the payroll system as indicated below.  I further authorize Hope Group’s financial institution and the depository financial institution listed below to initiate any credit and/or debit entries to my account(s) including adjustments for any entries made in error.
I understand that this authority or any modifications will become effective only after verification of all information.  This verification and processing will require a regular paycheck to be issued for up to two paydays before direct deposit will start or resume.  H.O.P.E. Group, L.L.C. reserves the right at any payday to issue a regular paycheck and make no direct deposit of that payday and resume direct deposit at the next possible payday.

This authority will continue in force until H.O.P.E. Group, L.L.C. receives written notice of change or termination.  

Employee Signature:







  Date:




Circle One:

Begin/Add Direct Deposit*    Stop Direct Deposit    Change Account Number   Change Financial Institution

Attach Voided Check or Preprinted Savings Deposit Slip*Here

**Please verify the ABA Routing number on the Deposit Slip.  If this number is different than the Routing number on your check, please write the correct information on the slip.   

Department of Economic Security

Division of Developmental Disabilities

Policy

Prevention, Detection and Reporting of Fraud and Abuse
Policy Goal

The goal of this policy is to define the procedure for prevention, detection and reporting of fraud and abuse within the Department of Economic Security/Division of Developmental Disabilities (DES/DDD).

Policy Objectives
The objectives of this policy are to:

a. prevent or detect fraud and abuse;

b. delineate reporting requirements; and

c. define investigative procedures.

Definitions
ABUSE means practices which are inconsistent with sound fiscal, business or medical practices and result in an unnecessary cost to DES/DDD or in reimbursement for services which are not medically necessary or which fail to meet professionally recognized standards for health care.  It also includes practices which result in unnecessary cost to DES/DDD.

AHCCCS means the Arizona Health Care Cost Containment System.

FRAUD means an intentional deception or misrepresentation made by a person with the knowledge that the deception could result in some unauthorized benefit to him/her or some other person.  It includes any act which constitutes fraud under applicable state or federal law.

POTENTIAL means that in one’s professional judgment, it appears as if an incident of fraud and abuse may have occurred.  The standard of professional judgment used would be that judgment exercised by a reasonable and prudent person acting in a similar capacity.

PRELIMINARY INVESTIGATION means if the DES/DDD receives a complaint of potential fraud and abuse from any source or identifies any questionable practices; it must conduct a preliminary investigation to determine whether there is sufficient basis to warrant a full investigation by the Office of the Attorney General AHCCCS Fraud Control Unit.

PREVENTION means to keep something from happening.

PRIMARY CONTACT is the central person within DES/DDD who is charged with the responsibility to report potential incidents of fraud and abuse to AHCCCS in the manner prescribed in this policy.

PROVIDER means a person or entity who subcontracts with DES/DDD for the delivery of services to members.

REMIT ADVICES means a document which details the status of each line item in a provider claim, by client specificity.  It reports the resolution for each line as paid, denied or pended.  Reason codes are attached and summarized for those lines denied.

Policy

Claims Edits
All claims are edited through the DDD “FOCUS” billing system.  Once a claim is submitted to FOCUS for payment, the system checks to insure that a completed authorization is in place and if all claim requirements are met FOCUS will pay the claim.  FOCUS edits prevent payment for incomplete or absent authorizations, duplicate claim submittals, incorrect client ID numbers, etc.
DES/ DDD also segregate the duties of service authorization and claims processing.

Post Processing Review of Claims

DES/DDD reviews detailed “remit advices”.  Additionally, the Auditor General does an annual audit of ALTCS (Arizona Long Term Care Services) claims.

Provider Profiling and Credentialing
All providers must meet the specific qualifications outlined in A.A.C. R6-6-700, et seq, R6-6-800, et seq R6-6-1000, et seq, R6-6-1100, et seq and R6-6-1500, et seq. All providers with ALTCS services must be registered with AHCCCS.  Health Plans under contract with DES/DDD are responsible for credentialing acute care providers.

Prior Authorization
All services must be prior authorized by Case Managers.  Additional prior authorization occurs within the guidelines set forth in Chapter 800 of the AHCCCS Office of the Medical Director Policy Manual.

Contract Provisions
All providers shall comply with the “Uniform General Terms and Conditions” and the “Special Terms and Conditions” (Attachments A and B) or the terms of the “Individual Service Agreement” (Attachment C).

Reporting
All DES/DDD employees and providers shall comply with Chapter 2100 of the DES/DDD Policy and Procedure Manual.  The Manager of the DES/DDD Office of Compliance and Review shall report potential incidents to the Office of the Attorney General AHCCCS Fraud Control Unit after a preliminary investigation determines there is sufficient basis to warrant a full investigation utilizing the AHCCCS prescribed forms (Attachments D and E).

The above information is to be reviewed by the new employee within the first 80 hours of their employment.  The supervisor or designee is responsible to provide the employee with this information and assuring that he/she understands it.  Once signed, the employee is verifying that he/she does understand it. This document shall remain in the employee’s personnel file.

NAME: __________________________________________

SIGNATURE: _____________________________________DATE:_______________

H.O.P.E. Group, L.L.C.
Dedicated to Honoring and Optimizing the Potential in Everyone

Employment Verification 

Authorization

By signing below, I authorize H.O.P.E. Group, L.L.C. to contact any and all current and/or previous employers noted on my application/resume for employment verification.  I understand that any information provided by me to H.O.P.E. Group, L.L.C. is the most updated and truthful to my knowledge.

Print Name: __________________________________ S.S.N. _____________
Signature: _______________________________________________________

H.O.P.E. Group is located at 4530 E Muirwood Dr. Ste. 103, Phoenix AZ, 85048
Our phone number is (480) 610-6981

Directions: 

· From I-10 east, exit Chandler Blvd.

· Take Chandler Blvd. west to 46th St.

· Turn left on 46th St 

· Office is on right side of road in office complex behind Ahwatukee Foothills Health Center (look for H.O.P.E. Group sign)
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