
Formulario de datos del participante 
Participante/titular del FEIN  

Nombre: Sexo:
Nombre. Segundo nombre. Apellido. 

Dirección física: 
(En donde se prestará el servicio. No puede ser un apartado postal) 

Ciudad:    Estado:     Código postal:  Condado:________________ 

Teléfono: (  )  ( )   ( )   Correo electrónico:
1o. 2o. Fax.   

Fecha de nacimiento:   # de seguridad social: _____-___-______    # de Medicaid: _______________
Licencia de conducir: ___________________   ______   

Número.                 Estado.
Nota:  Se necesita un número de licencia de conducir 
para la Solicitud de impuestos comerciales de FL. 

Tutor legal (de ser el caso) 

Nombre: Parentesco con el participante: _________ 
Nombre. Segundo.              Apellido. 

Dirección de calle:   Ciudad:  Estado:   Código postal:
Teléfono: (  )  ( )   ( )   Correo electrónico: 

1o. 2o.                          Fax.   
¿El tutor legal firmará los formularios de impuestos por el participante? Si la respuesta es sí adjunte la 

documentación de tutela del tribunal. Escriba también los números de seguridad social y de licencia de conducir.  
# de seguridad social: _____-____-_______     Licencia de conducir:  # __________________    Estado _______  
Representante (de ser el caso) 

Nombre: ___________________________________  Parentesco con el participante:  
Dirección de calle: ______________________ Ciudad: ______________ Estado:____  Código postal: 
Teléfono: (  )  ( )   ( )   Correo electrónico: 

1o. 2o. Fax.   
Fecha de nacimiento: _____________      # de seguridad social: _____-___-______     
Fecha de aprobación de verificación de antecedentes: _________________ 
Entidad que aprueba 

Plan de atención administrada:  
Nombre del administrador del caso/Nombre de coordinador de atención: ______________________ 
Teléfono: ( ____ )___________  ( ____ )___________  ( ____ )___________   Correo electrónico:____________________ 

1o.  2o.     Fax.
Cuentas comerciales/relaciones previas 
1.  Sí o  No.  ¿El participante proviene de otro proveedor fiscal?

Si la respuesta es sí, nombre del proveedor ________________________. 
2.  Sí o  No.  ¿Tiene cuentas comerciales previas?  Si la respuesta es sí, escriba la información de la cuenta.
            ____-______________ 

FEIN.        # de cuenta de impuesto de reempleo.            Tasa de SUTA.          
 Sí o  No.  Si contaba con un FEIN anteriormente, ¿el titular del FEIN tiene empleados más allá de los
proveedores de atención?

3. Fecha autorizada para comenzar: _________________.

 Sí o  No.
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If you need help, please contact Consumer Direct at 877-270-9580 or UnitedHealthcare 
Toll-Free 800- 791-9233; TTY/TTD 711. We are happy to help. 

UnitedHealthcare Community Plan does not treat members differently because of sex, age, race, 
color, disability or national origin. 

If you think you were treated unfairly because of your sex, age, race, color, disability or national 
origin, you can send a complaint to: 

Civil Rights Coordinator 
UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608 
Salt Lake City, UTAH 84130 

UHC_Civil_Rights@uhc.com 

You must  send  the  complaint  within  60  days   of when  you  found out about it. A decision will 
be sent to you within 30 days. If you disagree with the decision, you have 15 days to ask us to 
look at it again. 

If you need help with your complaint, please call the toll-free member phone number listed on 
your health plan member ID card,  TTY 711, Monday through Friday,  8:00  a.m. to 7:00  p.m. 

You can also file a complaint with the U.S. Dept. of Health and Human Services. 
Online: 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
 
Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html 
 
Phone: 
Toll-free 1-800-368-1019, 1-800-537-7697 (TDD) 

Mail: 
U.S. Dept. of Health and Human Services 
200 Independence Avenue SW 
Room 509F, HHH Building 
Washington, D.C. 20201 

 
If you need help with your complaint, please call the toll-free member phone number listed on 
your member ID card. 

We provide free services to help you communicate with us. Such as, 
letters in other languages or large print. Or, you can ask for an 
interpreter. To ask for help, please call the toll-free member phone 
number listed on your health plan member ID card, TTY 711, Monday 
through Friday, 8:00 a.m. to 7:00 p.m



   

     

UnitedHealthcare Community Plan no da un tratamiento diferente a sus miembros en base a su 
sexo, edad, raza, color, discapacidad o nacionalidad. 

Si usted piensa que ha sido tratado injustamente por razones como su sexo, edad, raza, color, 
discapacidad o nacionalidad, puede enviar una queja a: 

Civil Rights Coordinator 
UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608 
Salt Lake City, UTAH 84130 

UHC_Civil_Rights@uhc.com 

Usted tiene que enviar la queja dentro de los 60 días de la fecha cuando se enteró de ella. Se le 
enviará la decisión en un plazo de 30 días. Si no está de acuerdo con la decisión, tiene 15 días 
para solicitar que la consideremos de nuevo. 

Si usted necesita ayuda con su queja, por favor llame al número de teléfono gratuito para 
miembros que aparece en su tarjeta de identificación del plan de salud, TTY 711, de lunes a 
viernes, de 8:00  a.m. a  7:00  p.m. 

Usted también puede presentar una queja con el Departamento de Salud y Servicios Humanos 
de los Estados Unidos.Usted también puede presentar una queja con el Departamento de Salud 
y Servicios Humanos de los Estados Unidos. 

Internet: 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
 
Formas para las quejas se encuentran disponibles en: 
http://www.hhs.gov/ocr/office/file/index.html 
 
Teléfono: 
Llamada gratuita, 1-800-368-1019, 1-800-537-7697 (TDD) 

Correo: 
U.S. Department of Health and Human Services 200 Independence Avenue SW 
Room 509F, HHH Building Washington, D.C. 20201 

 
Si necesita ayuda para presentar su queja, por favor llame al número gratuito para miembros 
anotado en su tarjeta de identificación como miembro. 
 
Ofrecemos servicios gratuitos para ayudarle a comunicarse con nosotros. Tales como, cartas en 
otros idiomas o en letra grande. O bien, puede solicitar un intérprete. Para pedir ayuda, llame a  
Servicios para Miembros al 1-800-791-9233, TTY 711, de lunes a viernes, de  8:00 a.m. a  7:00 
p.m. 
 
 
 



   

     

 

 
 

 





 

Lista de verificación de orientación e inscripción para el participante 
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Nombre del participante (titular del FEIN) Nombre del representante (de ser el caso)
 

Esta lista le ayuda a organizar la documentación necesaria para inscribirse a este programa.  Algunos 
formularios deben devolverse a Consumer Direct.  Otros solo son necesarios si se ha asignado un 
representante.  Algunos formularios deben revisarse y conservarse.  Esta lista de verificación le ayudará a 
llevar un orden.  Marque cada documento luego de completarlo.  Por favor asegúrese de que todos los 
formularios estén escritos claramente y estén completos.  ¡Gracias! 
Revisión de lineamientos de participantes 
Paquete de inscripción del participante (enviar a Consumer Direct)    
 Formulario de datos del participante □ 
 Formulario de conformidad y acuse de recibo del participante □   
 Formularios de impuestos, participante y empleador                                         

1. SS-4 Solicitud de Número de Identificación de Empleador (EIN) □    
2. 2678 Designación de agente del empleador/pagador □   
3. Papeles de tutela (envíe una fotocopia, de ser el caso) □  
4. DR-1 Solicitud de impuestos comerciales de Florida □ 
5. DR-835 Poder legal □ 

 Formulario de consentimiento de PDO  □   
 Plan de emergencia y de contingencia □   

Formularios de representantes (De ser el caso. Envíelos a Consumer Direct si un representante dirige 
los servicios) 

 Acuerdo de PDO para el representante □   
 Información necesaria para la toma de huellas dactilares □ 
 Certificación de cumplimiento con los requisitos de verificación de antecedentes □ 
 Verificación de antecedentes del proveedor de atención –  

 Acuse de recibo de la política de privacidad □ 
 (Declaraciones de política de privacidad adjuntas) 

Documentos complementarios (Hable de cada uno y consérvelos para usarlos en el futuro) 
 Calendario de nómina 
 Instrucciones para la presentación de hojas de asistencia en línea 
 Hojas de asistencia en papel e instrucciones para usarlas 
 Formulario de retroalimentación 
 Procedimiento de registro de huellas dactilares 
 Lista de delitos excluyentes 
 RT-83 Notificación para empleados sobre el Programa de Asistencia de Reempleo de Florida 

Paquete de inscripción de trabajador de servicio directo(abordar) 
Coordinator:       
  Printed Name  Signature  Date 
       
Participant:       
  Printed Name  Signature  Date 

 



 

  

 
Questions? 
We’re here to help. United Healthcare Community & State. 
Toll-Free 800-791-9233 
and TTY/TTD 711, 
Monday through Friday, 8:00 a.m. to 8:00 p.m. 

UnitedHealthcare does not discriminate on the basis of race, color, national origin, sex, 
age, or disability in health programs and activities 

We provide free services to help you communicate with us. Such as, 
letters in other languages or large print. Or, you can ask for an 
interpreter. To ask for help, please call the toll-free member phone 
number listed on your health plan member ID card, TTY 711, 
Monday through Friday, 8:00 a.m. to 7:00 p.m. 

ATENCIÓN: Si no habla inglés, hay servicios de asistencia con el idioma disponibles sin 
costo para usted. Llame al 1-800-791-9233, TTY 711. 

ATENÇÃO: Se não fala inglês, estão disponíveis serviços de assistência linguística sem 
nenhum custo para si. Ligue para o 1-800-791-9233, TTY 711. 
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  Nombre del participante                             Nombre del tutor legal (de ser el caso) 
 

TÉRMINOS. 
 En este acuerdo: 

a. “LG” significa tutor legal 
b. "Yo, mi, mí" se refiere al participante o LG 
c. “CDCN” se refiere a Consumer Direct for Florida LLC. que opera bajo el nombre 

comercial de Consumer Direct Care Network Florida 
d. "DSW" significa trabajador de servicio directo 
e. “PDO” significa Opción Dirigida por el Participante (Participant Direction 

Option) 
f. "HIPAA" se refiere a la Ley de Transferibilidad y Responsabilidad del Seguro 

Social 
g. "ANE" significa maltrato, abandono o explicación 

INSTRUCCIONES. 
 Revise cada tema. Por favor haga preguntas si es necesario.  Coloque sus iniciales junto a 

cada línea. Sus iniciales denotan que acepta y comprende la información. 
 

 
 
______      RECIBO DEL MANUAL DEL EMPLEADOR.  El manual describe políticas, 

procedimientos y requisitos para participantes y DSW del PDO.  Leeré el Manual.  Si tengo 
preguntas, acudiré a CDCN.  Revisaré el manual con mi DSW. Le daré a mi DSW una copia 
del manual.  Debo asegurarme de que mis DSW sigan los procedimientos y requisitos del 
programa, los cuales puedo encontrar en el manual.  Algunos ejemplos que cubren los temas 
son: 

 Cómo desarrollar un plan de contingencia para emergencias del PDO. 
 Cómo entrevistar, capacitar y evaluar a los DSW. 
 Cómo completar y enviar hojas de asistencia.  

 
______  OTRAS HERRAMIENTAS DE CAPACITACIÓN.  He recibido y leeré los siguientes 

materiales de capacitación:   
 Lineamientos para participantes en la PDO. 
 ANE; este material se encuentra en el manual. 
 Fraude de Medicaid; este material se encuentra en el manual. 
 Calendario de nómina. 
 Capacitación relacionada con el empleador; cómo completar formularios de 

impuestos federales y estatales.  
 Hojas de asistencia.  
 Guía para completar las hojas de asistencia. 
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______ CONTRATACIÓN DE DSW.  Debo reclutar, entrevistar y contratar DSW.  El DSW no 
puede ser mi representante; sin embargo, sí puede ser un familiar, amigo, etc.  Debo confiar 
en la capacidad del DSW de hacer el trabajo.  

 Todos los DSW deben tener al menos 18 años.  
 Deben realizarse verificación de antecedentes a todos los DSW y representantes. 

Estas verificaciones deben repetirse cada cinco (5) años. CDCN me informará sobre 
los resultados de la verificación de antecedentes. Las siguientes verificaciones de 
exclusión adicionales se realizan mensualmente:  

o Oficina del Inspector General (OIG) 
o Gestión de Adjudicaciones del Sistema (SAM, por sus siglas en inglés) 

 En el PDO, mi DSW no comenzará a trabajar y a recibir un salario sino hasta que yo 
reciba un formulario de "aprobado para trabajar". CDCN debe ser quien envíe el 
formulario de "aprobado para trabajar". Debo tener un formulario de "aprobado para 
trabajar" para cada DSW. 

 
______ MI PLAN DE CAPACITACIÓN.  Debo capacitar y supervisar a mi DSW.  Hay 

información sobre cómo hacerlo en el manual.  Si tengo dudas, puedo preguntar a miembros 
del personal de CDCN.  Sé que CDCN aclarará las dudas.  

a. Capacitaré y prepararé horarios para mis DSW que satisfagan mis necesidades de 
servicio.  El DSW tendrá horarios que correspondan a lo aprobado en mi plan de 
atención. 

b. Proporcionaré retroalimentación y capacitaré nuevamente a mi DSW si su trabajo es 
deficiente; despediré a mi DSW si, tras dichas medidas, su trabajo sigue siendo 
deficiente. Despediré a un DSW si no han acatado los lineamientos del programa. 

c. Sé que debo capacitar a mis DSW sobre el plan de atención. Debo capacitar a mi 
DSW para cubrir mis necesidades específicas.   

d. Sé que en el programa PDO se aconseja que los DSW reciban capacitación de 
primeros auxilios/RCP, si bien no es obligatorio. Esto se deja a mi criterio.  

 
______ APROBAR EL TIEMPO TRABAJADO. Me aseguraré de que las tareas que planeo para 

el DSW coincidan con el Plan de cuidados. Confirmaré que el tiempo que trabaje el DSW 
corresponda con el plan de atención.  Sé que si apruebo tiempo que el DSW no trabajó 
realmente, esto representaría fraude de Medicaid.  

 Puedo comenzar los servicios con CDCN una vez que reciba el formulario de 
"aprobado para trabajar" de mi DSW. Para que mi DSW reciba la aprobación para 
trabajar, sus formularios de inscripción deben enviarse a CDCN. Debo recibir un 
formulario de "aprobado para trabajar" para cada DSW. 

 Para que se pueda pagar a un DSW, debo enviar hojas de asistencia en papel o en línea 
a CDCN. Sé que debo enviar las hojas de asistencia a CDCN en un plazo de 30 días 
luego de que se haya trabajado el turno; si no las envío durante este plazo, puedo ser 
responsable de cubrir el pago.  

 Sé que CDCN tiene derecho de retener pagos en el futuro; CDCN puede hacerlo si una 
hoja de asistencia es falsificada.  
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 Mi Gerente de cuidado y yo haremos un plan de emergencia y respalda. Lo utilizaré si el 
DSW planeado no puede presentarse a trabajar. También utilizaré este plan si mis 
servicios regulares no están disponibles. 

 Sé que soy responsable desde un punto de vista financiero de pagar a un DSW si:  
 No califico para, o pierdo acceso a, Medicaid.  
 Permito a mi DSW trabajar horas extra. 
 Permito que mis DSW (s) trabajen más tiempo del que se aprueba en mi plan de 

cuidado. 
 Instruyo a mis DSW (s) para que hagan tareas que no están aprobadas en mi plan 

de cuidado. 
 
______ REPORTAR. Para proteger mi salud, debo reportar ciertas cosas. Esto puede ayudar a 

garantizar que me mantenga seguro. También puede garantizar que permanezca en el 
programa PDO. Denunciaré: 

a. ANE a Servicios de Protección al Adulto. También denunciaré los ANE a mi 
administrador del caso. Los ANE se abordan en los lineamientos para el participante. 
Adicionalmente, puedo encontrar capacitación sobre ANE en el manual.  

b. Cualquier posible fraude de Medicaid. Denunciaré el fraude a mi administrador del 
caso y a CDCN.  

 Cualquier cambio en mi estado de salud o situación de vivienda. Reportaré 
cambios a CDCN y a mi Gerente de cuidado. Debo reportarlos en un plazo de 
cinco (5) días. Los ejemplos incluyen:Mejoras en el estado de salud. 

 Empeoramientos en el estado de salud. 

 Hospitalización. 

c. Cualquier cambio a mi información. Reportaré los cambios a CDCN y a mi Gerente 
de cuidado. Debo reportarlos en un plazo de cinco (5) días. Los ejemplos incluyen: 

 Cambio de nombre. 

 Cambios de dirección. 

 Cambios de número de teléfono. 
 
______ PAPELES Y RESPONSABILIDADES DE CDCN.  CDCN debe: 

 Enviar los formularios solicitados. 
 Asegurarse de que los formularios se llenen y estén completos. 
 Pagar a mi DSW. 
 Asegurarse de que mi DSW no reciba un pago con fondos del programa de PDO si el 

DSW trabaja más horas de las aprobadas en el plan de atención. 
 Presentar y pagar todos los impuestos estatales y federales por mi DSW. 
 Contar con un número de servicio al cliente sin costo, al que pueda llamar si tengo 

dudas sobre el programa de PDO. 
 
______ FORMULARIO DE CONSENTIMIENTO DE PDO.  Debo llenar este formulario. Si no 

lleno este formulario, no podré participar en el programa de PDO. Este formulario enumera 
tanto mis derechos y responsabilidades como los de CDCN.  Comprendo que CDCN se 
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encarga de algunos de los deberes del plan de atención administrada del PDO.  Los 
elementos enumerados en el formulario de consentimiento también aplican como parte de 
este acuerdo. 

 
______ ELECCIÓN DE SERVICIO.  CDCN puede elegir no atenderme.  Esto sucederá si no acato 

las políticas y procedimientos que he acordado. También sucederá si mis necesidades de 
salud y seguridad no pueden satisfacerse a través del programa PDO.  CDCN abordará sus 
inquietudes conmigo y mi administrador del caso. Mi administrador del caso me ayudará a 
hacer la transición para dejar el PDO en un plazo de treinta (30) días, de ser necesario. 
CDCN puede elegir cesar los servicios de inmediato; esto podría suceder si violo la política 
de CDCN.   

 
TÉRMINOS Y CONDICIONES DEL ACUERDO 

 
A. Vigencia y rescisión.  Este acuerdo estará en vigor a partir de la fecha de la firma de la última 

página del acuerdo. Asimismo, se mantendrá en vigor hasta que se rescinda. Tanto CDCN como yo 
tenemos derecho de rescindir el acuerdo; tanto CDCN como yo podemos elegir rescindir el acuerdo 
en cualquier momento.   

B. Nulidad parcial.  Este acuerdo está sujeto a cambios. Estos cambios pueden ocurrir si cualquier 
porción del acuerdo:  

a. no aplica para mí; o  
b. resulta ilegal o inválida. 

Si se presentarán el caso a o b, la parte o partes relevantes del acuerdo se modificarán; se realizarán 
los cambios necesarios para darle al acuerdo su efecto y significado deseado. Todo el resto del 
acuerdo continuará en plena validez y efecto. 

C. Arbitraje.  CDCN y yo podemos tener disputas. Si CDCN y yo tenemos una disputa, intentaremos 
resolverla en un plazo de treinta (30) días. Si la disputa no se ha resuelto en un plazo de treinta (30) 
días a partir de que CDCN y yo seamos notificados de esta, CDCN y yo, conjuntamente, elegiremos 
a alguien que nos ayude a resolverla. Esta persona: 

 Pertenecerá a la American Arbitration Association; 
 Se denominará un árbitro independiente; y 
 Ayudará a resolver la disputa. 

CDCN y yo cubriremos el costo de la persona elegida en partes iguales.  El árbitro no podrá llegar a 
una decisión que sea aceptada por una de las partes; en ese caso, puede acudirse a un juez para 
obtener un veredicto.  

D. Legislación aplicable.  El acuerdo será respaldado por toda legislación aplicable; este acuerdo será 
regido por las leyes del estado en el que se encuentra mi oficina local, independientemente de 
normas de derecho internacional privado.  CDCN y yo acordamos que los tribunales del Distrito 
Judicial en el que se encuentre mi oficina estatal principal tendrán jurisdicción exclusiva; esto con 
respecto a cualquier controversia o disputa que surja de, o que esté relacionada con, este acuerdo que 
no se resuelva según los términos del mismo.   
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E. Indemnización y exoneración de responsabilidad.  Indemnizar significa compensar a alguien por 
daños y pérdidas.  CDCN y yo somos la "parte indemnizadora". Acordamos lo siguiente:  

 Eximiré a CDCN de toda responsabilidad por cualquier de las razones que se indican a 
continuación cuando sean causadas por una lesión sufrida por cualquier persona o 
propiedad en virtud de cualquier acción, negligencia, incumplimiento u omisión de mi 
parte: 

 Responsabilidad; 
 Pérdida; 
 Costo; 
 Gasto; o 
 Daños. 

Si no defiendo a CDCN, pagaré a CDCN, dentro de lo razonable, por los costos que tenga 
que pagar para defenderse del recurso; esto incluye sentencias, laudos y acuerdos.  
  

 CDCN me eximirá de toda responsabilidad por cualquier de las razones que se indican a 
continuación cuando sean causadas por una lesión sufrida por cualquier persona o 
propiedad en virtud de cualquier acción, negligencia, incumplimiento u omisión de parte 
de CDCN: 

 Responsabilidad; 
 Pérdida; 
 Costo; 
 Gasto; o 
 Daños. 

En otras palabras, CDCN se asegurará de que no se me responsabilice si alguien 
interpone una demanda debido a negligencia por parte de CDCN. En caso de que enfrente 
una demanda o se presente un recurso en mi contra, CDCN será quien realice la defensa 
contra el recurso en representación mía. Si CDCN no me defiende, CDCN me pagará, 
dentro de lo razonable, por los costos que tenga que pagar para defenderme del recurso; 
esto incluye sentencias, laudos y acuerdos. 

F. Renuncia de términos y condiciones.  El incumplimiento ya sea por mi parte o la de CDCN de 
cualquiera de las instancias que se indican a continuación no se interpretará en lo sucesivo como una 
renuncia a dichos términos, condiciones, derechos o privilegios de: 

 ejecutar los términos y condiciones de este acuerdo; 
 ejercer alguno de sus derechos o privilegios; o  
 dispensar alguna violación de dichos términos y condiciones 

Los términos, condiciones, derechos y privilegios permanecerán en vigor como si no hubiera 
ocurrido una dispensa o renuncia. 

G. Notificación oportuna.  CDCN y yo acordamos que todo contacto debe ocurrir de forma oportuna.  
Todos los avisos deberán realizarse de inmediato. Por tanto, ni CDCN ni yo nos veremos afectados 
por una demora. 
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H. Modificación del acuerdo.  Cualquier cambio a los términos de este acuerdo debe presentarse por 
escrito. Los cambios deben estar firmados y fechados por mí y por CDCN. 

I. Confidencialidad.  Todas las acciones relacionadas en este acuerdo acatarán las normas y leyes de 
privacidad a nivel estatal y federal; esto incluye la HIPAA y normas emitidas conforme a esta, 45 
C.F.R. partes 160 – 164. 

J. Integridad del acuerdo.  Este acuerdo sustituye toda declaración previa, ya sea verbal o por escrito.  
Este acuerdo puede modificarse, enmendarse o cambiarse. En caso de alterarse, el nuevo acuerdo 
debe estar firmado tanto por mí como por CDCN.  Este acuerdo aplica únicamente a las partes que lo 
firman.  

 
        
 Firma del participante o LG Fecha Firma del representante de CDCN Fecha 
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Questions? 
We’re here to help. United Healthcare Community & State. 
Toll-Free 800-791-9233 and TTY/TTD 711, 
Monday through Friday, 8:00 a.m. to 8:00 p.m. 

UnitedHealthcare Community Plan does not treat members differently because of sex, age, race, 
color, disability or national origin. 

If you think you were treated unfairly because of your sex, age, race, color, disability or national 
origin, you can send a complaint to: 

Civil Rights Coordinator 
UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608 
Salt Lake City, UTAH 84130 

UHC_Civil_Rights@uhc.com 

You must  send  the  complaint  within  60  days   of when  you  found out about it. A decision will 
be sent to you within 30 days. If you disagree with the decision, you have 15 days to ask us to 
look at it again. 

If you need help with your complaint, please call the toll-free member phone number listed on 
your health plan member ID card,  TTY 711, Monday through Friday,  8:00  a.m. to 7:00  p.m. 

You can also file a complaint with the U.S. Dept. of Health and Human Services. 
Online: 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
 
Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html 
 
Phone: 
Toll-free 1-800-368-1019, 1-800-537-7697 (TDD) 

Mail: 
U.S. Dept. of Health and Human Services 
200 Independence Avenue SW 
Room 509F, HHH Building 
Washington, D.C. 20201 

 
If you need help with your complaint, please call the toll-free member phone number listed on 
your member ID card. 

We provide free services to help you communicate with us. Such as, letters in 
other languages or large print. Or, you can ask for an interpreter. To ask for 
help, please call the toll-free member phone number listed on your health plan 
member ID card, TTY 711, Monday through Friday, 8:00 a.m. to 7:00 p.m.



 

   

 

UnitedHealthcare Community Plan no da un tratamiento diferente a sus miembros en 
base a su sexo, edad, raza, color, discapacidad o nacionalidad. 

Si usted piensa que ha sido tratado injustamente por razones como su sexo, edad, raza, 
color, discapacidad o nacionalidad, puede enviar una queja a: 

Civil Rights Coordinator 
UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608 
Salt Lake City, UTAH 84130 

UHC_Civil_Rights@uhc.com 

Usted tiene que enviar la queja dentro de los 60 días de la fecha cuando se enteró de ella. 
Se le enviará la decisión en un plazo de 30 días. Si no está de acuerdo con la decisión, 
tiene 15 días para solicitar que la consideremos de nuevo. 

Si usted necesita ayuda con su queja, por favor llame al número de teléfono gratuito para 
miembros que aparece en su tarjeta de identificación del plan de salud, TTY 711, de lunes 
a viernes, de 8:00  a.m. a  7:00  p.m. 

Usted también puede presentar una queja con el Departamento de Salud y Servicios 
Humanos de los Estados Unidos.Usted también puede presentar una queja con el 
Departamento de Salud y Servicios Humanos de los Estados Unidos. 

Internet: 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
 
Formas para las quejas se encuentran disponibles en: 
http://www.hhs.gov/ocr/office/file/index.html 
 
Teléfono: 
Llamada gratuita, 1-800-368-1019, 1-800-537-7697 (TDD) 

Correo: 
U.S. Department of Health and Human Services 
200 Independence Avenue SW 
Room 509F, HHH Building 
Washington, D.C. 20201 

 
Si necesita ayuda para presentar su queja, por favor llame al número gratuito para miembros 
anotado en su tarjeta de identificación como miembro. 
 
Ofrecemos servicios gratuitos para ayudarle a comunicarse con nosotros. Tales como, cartas 
en otros idiomas o en letra grande. O bien, puede solicitar un intérprete. Para pedir ayuda, llame 
a  Servicios para Miembros al 1-800-791-9233, TTY 711, de lunes a viernes, de  8:00 a.m. a  
7:00 p.m. 
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Form   2848
(Rev. January 2021) 
Department of the Treasury  
Internal Revenue Service 

Power of Attorney 
and Declaration of Representative 

  Go to www.irs.gov/Form2848 for instructions and the latest information.

OMB No. 1545-0150 

For IRS Use Only 

Received by: 

Name 

Telephone 

Function 

Date              /      / 

Part I Power of Attorney   

Caution: A separate Form 2848 must be completed for each taxpayer. Form 2848 will not be honored 
for any purpose other than representation before the IRS. 

1 Taxpayer information. Taxpayer must sign and date this form on page 2, line 7. 

Taxpayer name and address Taxpayer identification number(s) 

Daytime telephone number Plan number (if applicable) 

hereby appoints the following representative(s) as attorney(s)-in-fact: 

2 Representative(s) must sign and date this form on page 2, Part II. 

Name and address

Check if to be sent copies of notices and communications

CAF No. 

PTIN

Telephone No. 

Fax No. 
Check if new:  Address Telephone No. Fax No. 

Name and address

Check if to be sent copies of notices and communications

CAF No. 

PTIN

Telephone No. 

Fax No. 
Check if new:  Address Telephone No. Fax No. 

Name and address

(Note: IRS sends notices and communications to only two representatives.)

CAF No. 

PTIN

Telephone No. 

Fax No. 
Check if new:  Address Telephone No. Fax No. 

Name and address

(Note: IRS sends notices and communications to only two representatives.)

CAF No. 

PTIN

Telephone No. 

Fax No. 
Check if new:  Address Telephone No. Fax No. 

to represent the taxpayer before the Internal Revenue Service and perform the following acts:

3 Acts authorized (you are required to complete line 3). Except for the acts described in line 5b, I authorize my representative(s) to receive and 
inspect my confidential tax information and to perform acts I can perform with respect to the tax matters described below. For example, my 
representative(s) shall have the authority to sign any agreements, consents, or similar documents (see instructions for line 5a for authorizing a 
representative to sign a return).

Description of Matter (Income, Employment, Payroll, Excise, Estate, Gift, 
Whistleblower, Practitioner Discipline, PLR, FOIA, Civil Penalty, Sec. 

4980H Shared Responsibility Payment, etc.) (see instructions) 

Tax Form Number  
(1040, 941, 720, etc.) (if applicable) 

Year(s) or Period(s) (if applicable) 
(see instructions) 

4 Specific use not recorded on the Centralized Authorization File (CAF). If the power of attorney is for a specific use not recorded on 
CAF,  check this box. See Line 4. Specific Use Not Recorded on CAF in the instructions . . . . . . . . . . . . . .

5 a Additional acts authorized. In addition to the acts listed on line 3 above, I authorize my representative(s) to perform the following acts (see 
instructions for line 5a for more information): Access my IRS records via an Intermediate Service Provider;

Authorize disclosure to third parties; Substitute or add representative(s); Sign a return;

Other acts authorized:

For Privacy Act and Paperwork Reduction Act Notice, see the instructions. Cat. No. 11980J Form 2848 (Rev. 1-2021) 
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b Specific acts not authorized. My representative(s) is (are) not authorized to endorse or otherwise negotiate any check (including directing or 
accepting payment by any means, electronic or otherwise, into an account owned or controlled by the representative(s) or any firm or other 
entity with whom the representative(s) is (are) associated) issued by the government in respect of a federal tax liability.

List any other specific deletions to the acts otherwise authorized in this power of attorney (see instructions for line 5b): 

6 Retention/revocation of prior power(s) of attorney. The filing of this power of attorney automatically revokes all earlier power(s) of 
attorney on file with the Internal Revenue Service for the same matters and years or periods covered by this form. If you do not want to 
revoke a prior power of attorney, check here . . . . . . . . . . . . . . . . . . . . . . . . . . .

YOU MUST ATTACH A COPY OF ANY POWER OF ATTORNEY YOU WANT TO REMAIN IN EFFECT. 

7 Taxpayer declaration and signature. If a tax matter concerns a year in which a joint return was filed, each spouse must file a separate power 
of attorney even if they are appointing the same representative(s). If signed by a corporate officer, partner, guardian, tax matters partner, 
partnership representative (or designated individual, if applicable), executor, receiver, administrator, trustee, or individual other than the 
taxpayer, I certify I have the legal authority to execute this form on behalf of the taxpayer. 

 IF NOT COMPLETED, SIGNED, AND DATED, THE IRS WILL RETURN THIS POWER OF ATTORNEY TO THE TAXPAYER. 

Signature Date Title (if applicable) 

Print name Print name of taxpayer from line 1 if other than individual 

Part II Declaration of Representative 

 Under penalties of perjury, by my signature below I declare that: 

• I am not currently suspended or disbarred from practice, or ineligible for practice, before the Internal Revenue Service;

• I am subject to regulations in Circular 230 (31 CFR, Subtitle A, Part 10), as amended, governing practice before the Internal Revenue Service;

• I am authorized to represent the taxpayer identified in Part I for the matter(s) specified there; and

• I am one of the following:

a  Attorney—a member in good standing of the bar of the highest court of the jurisdiction shown below.

b  Certified Public Accountant—a holder of an active license to practice as a certified public accountant in the jurisdiction shown below.

c  Enrolled Agent—enrolled as an agent by the IRS per the requirements of Circular 230.

d  Officer—a bona fide officer of the taxpayer organization.

e  Full-Time Employee—a full-time employee of the taxpayer.

f   Family Member—a member of the taxpayer’s immediate family (spouse, parent, child, grandparent, grandchild, step-parent, step-child, brother, or sister).

g  Enrolled Actuary—enrolled as an actuary by the Joint Board for the Enrollment of Actuaries under 29 U.S.C. 1242 (the authority to practice before
the IRS is limited by section 10.3(d) of Circular 230). 

h  Unenrolled Return Preparer—Authority to practice before the IRS is limited. An unenrolled return preparer may represent, provided the preparer (1) 
prepared and signed the return or claim for refund (or prepared if there is no signature space on the form); (2) was eligible to sign the return or 
claim for refund; (3) has a valid PTIN; and (4) possesses the required Annual Filing Season Program Record of Completion(s). See Special Rules 

and Requirements for Unenrolled Return Preparers in the instructions for additional information.

k  Qualifying Student or Law Graduate—receives permission to represent taxpayers before the IRS by virtue of his/her status as a law, business, or 
accounting student, or law graduate working in a LITC or STCP. See instructions for Part II for additional information and requirements.

r  Enrolled Retirement Plan Agent—enrolled as a retirement plan agent under the requirements of Circular 230 (the authority to practice before the 
Internal Revenue Service is limited by section 10.3(e)). 

 IF THIS DECLARATION OF REPRESENTATIVE IS NOT COMPLETED, SIGNED, AND DATED, THE IRS WILL RETURN THE 

POWER OF ATTORNEY. REPRESENTATIVES MUST SIGN IN THE ORDER LISTED IN PART I, LINE 2. 

Note: For designations d–f, enter your title, position, or relationship to the taxpayer in the “Licensing jurisdiction” column.

Designation—
Insert above  
letter (a–r).

Licensing jurisdiction 
(State) or other 

licensing authority 
(if applicable)

Bar, license, certification, 
registration, or enrollment 

number (if applicable)
Signature Date 

Form 2848 (Rev. 1-2021) 
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 Florida Business Tax Application 
Register online at 
floridarevenue.com/taxes/registration. 
It's fast and secure.

ALL information provided as a part of this application is held confidential by the Florida Department of Revenue. Social security 
numbers are used by the Florida Department of Revenue as unique identifiers for the administration of Florida's taxes. Social security 
numbers obtained for tax administration purposes are confidential under sections 213.053 and 119.071, Florida Statutes, and not 
subject to disclosure as public records. Collection of your social security number is authorized under state and federal law. Visit the 
Department's website at floridarevenue.com/privacy for more information regarding the state and federal law governing the 
collection, use, or release of social security numbers, including authorized exceptions.

Use Black or Blue Ink to Complete This Application

Business Information
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1 .  Identification Numbers: 
        
      You must provide your FEIN before you can register for Reemployment Tax. If you are not required by the    
      Internal Revenue Service to obtain an FEIN, you must provide your social security number, unless you are not a 
      citizen of the United States. 
      Social Security Number (SSN):  
      If you are not a citizen of the United States and you do not have a social security number, provide your complete Visa   
      number.  
      Visa Number:  
      Florida Business Partner Number (if registered):         
      (business partner numbers are 4 to 7 digits in length) 

      Consolidated Sales and Use Tax Filing Number:  
      (if you file a consolidated sales and use tax return) 

      County Control Number:  
      (if you use this number to report tax for the county where your business is located) 

2. Reason for Applying (select only one):
Business entity not currently registered 

   Date of first Florida taxable activity:            
 mm dd   yyyy 

Additional Florida location for            Sales and use tax for this location will be reported using my current: 
   currently registered business             (select all that apply) 
   Date of first taxable activity consolidated return     county control reporting number 

        mm dd   yyyy 
Additional Florida rental property for               Sales and use tax for this location will be reported using my current: 

   currently registered business             (select all that apply) 
   Date of first taxable activity: consolidated return     county control reporting number 

         mm dd  yyyy 
Moved registered Florida location to     Current sales and use tax certificate number for location 
another Florida county -
Effective date: (this number will be cancelled) 

 mm dd  yyyy Sales and use tax for this location will be reported using my current 
(select all that apply) 

consolidated return       county control reporting number 
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Federal Employer Identification Number (FEIN):
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           Starting a new taxable activity at a 
           registered location - Current sales and use tax certificate number for location 
           Effective date:

mm dd  yyyy  
           Change the form of business 
           ownership - Effective date:    

mm dd  yyyy    
           Acquired existing business - 
           Effective date:

mm dd  yyyy  

3. Business Name, Location, and Mailing Address:              Others - Use name filed with the Florida Department of State or
      Sole proprietors - Use last name, first name, middle initial   similar agency in another state 
      Partnerships - Use partnership name or last name of 
      general partners  
      Legal name of business:   

      Business trade name "doing business as" if you have one: 

Physical Address:  Provide the street address of the business location or Florida rental property - Do not use PO Box or 
Rural Route Numbers.
Street address: Florida County:

City / State / ZIP:

Mailing Address:  Provide the name and mailing address where tax returns and other correspondence for your business 
are to be mailed.
Mail to: Mailing Address (if different than business location address):

City / State / ZIP:

4. Is this business location only open during a portion of a calendar year? Yes           No 
If yes, provide the:

      First calendar month this business location is open:      ; and the 
      Last calendar month this business location is open:      . 

5. Form of Business Ownership: (select only one form of ownership)
             Sole Proprietor (individual owner) Limited liability company (LLC) Estate 
             Partnership (select one below): (select one below): Trust 

Married couple Single member Business 
General partnership Multi-member Other 
Limited liability partnership (LLP)         If single member,select the box that Governmental agency 
Limited partnership (LP)      applies to how your LLC is treated for 
Joint venture             federal income tax. 

             Corporation (select one below): C Corporation 
C Corporation S Corporation 
S Corporation Disregarded (reported by single member) 
Not-for-profit              If multi-member, select the box that applies 
Foreign corporation        to how your LLC is treated for federal  

income tax. 
Partnership 
C Corporation 
S Corporation             
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Fax #:

Check if # is outside U.S.Telephone #:
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6. If your business is a partnership, corporation, limited liability company, or trust, provide the following information:
Date of Florida incorporation or organization,
or date of authorization to conduct business at this location in Florida:

mm dd  yyyy
Fiscal year ending date (This date is generally "12/31"; however
a business may elect a different fiscal year):

mm  dd

So
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7. If you are a sole proprietor, provide the following information:
Legal Name (first name, middle initial, last name):  SSN:

Home address:

 City / State / ZIP:

8. If your business is a partnership (including married couples), provide the following information for each general partner:
(Attach additional pages, if needed.)

 Name: Title:

Home address:  SSN:

or Visa #:     

 City / State / ZIP:

or FEIN:

 Name: Title:

Home address:  SSN:

or FEIN:
or Visa #:     

 City / State / ZIP:

 Name: Title:

Home address:  SSN:
or Visa #:     
or FEIN:

 City / State / ZIP:

 Name: Title:

Home address:  SSN:
or Visa #:     

 City / State / ZIP:

or Visa #:     

ext:

Check if # is outside U.S.

#:

Telephone #:

ext:

Check if # is outside U.S.

#:

Telephone #:

ext:

Check if # is outside U.S.

#:

Telephone #:

ext:

Check if # is outside U.S.

#:

Telephone #:

ext:

Check if # is outside U.S.

#:

Telephone #:
or FEIN:
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9. If your business is a corporation, limited liability company, or trust, provide the following information for each director, officer, managing
member, grantor, personal representative, or trustee of the business entity:
(Attach additional pages, if needed.)

 Name: Title:

Home address: Last 4 Digits of Social Security Number:

or Visa #:     
or FEIN:

 City / State / ZIP:

 Name: Title:

Home address: Last 4 Digits of Social Security Number:

or Visa #:     
or FEIN:

 City / State / ZIP:
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10. Background:
         Has your business ever been known Name: 
          by another name?              Yes             No 
           Was that business issued a Florida certificate      Number: 
           of registration or tax account number?     Yes            No 

11. Business Activities:                                                                     Primary code 
Enter the six-digit North American Industry Classification
System (NAICS) code(s) that best describes your
business activities at this location. Enter your primary
code first. (Enter at least one.)

         If you do not know your NAICS code(s), go to census.gov/naics. Enter a keyword to 
         search the most recent NAICS list.
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 Name: Title:

Home address: Last 4 Digits of Social Security Number:

or Visa #:     
or FEIN:

 City / State / ZIP:

 Name: Title:

Home address: Last 4 Digits of Social Security Number:

 City / State / ZIP:

or Visa #:     
or FEIN:

ext:

Check if # is outside U.S.

#:

Telephone #:

ext:

Check if # is outside U.S.

#:

Telephone #:

ext:

Check if # is outside U.S.Telephone #:

#:

ext:

Check if # is outside U.S.Telephone #:

#:
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Describe the primary nature of your business and type(s) of products or services to be sold.

12. Change in Form of Business Ownership or Acquired Business
If your form of business ownership has changed (e.g., sole proprietorship to a corporation or partnership to a limited liability
company), or you acquired an existing business, provide the following for your prior form of ownership or for the
acquired business:
Name: FEIN:

Address: Florida certificate or tax account number:

City / State / ZIP: If acquired, portion acquired: 
         All              Part Unknown

Did your business share any common ownership, management, or 
control with the acquired business at the time of acquisition? 

Yes              No

Did the previous legal entity or acquired business have employees 
at the time of the change or acquisition? 

Yes              No

Were employees transferred to the new legal entity or new 
business?         

Yes No
mm  dd  yyyyB
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 You must also submit a completed Report to Determine Succession and Application for Transfer of Experience Rating Records 
 (Form RTS-1S) within 90 days after the date of transfer when: 

 You acquired an existing business in whole or in part, and
 There was no common ownership, management or control between your business and the acquired business at the time of transfer.

Sales and Use Tax
13. For each of the business activities below, select all that apply to this location:

Sales, Rentals, or Repairs of Products
Sell products at retail (to consumers) 

          Sell products at wholesale (to registered dealers who will sell to consumers) 
   Sell products or goods from nonpermanent locations (such as flea markets or craft shows) 
   Sell products or goods by mail using catalogs or the internet 
   Sell, serve, or prepare food products or drinks for immediate consumption on your premises, or that you package or    

          wrap for take-out or to go, from a temporary or permanent location 
   Repair or alter consumer products or equipment 
   Rent equipment or other property or goods to individuals or businesses 
   Charge admissions or membership fees 

   Property Rentals, Leases, or Licenses 
   Rent or lease commercial real property to individuals or businesses 
   Manage commercial real property for individuals or businesses 
   Rent or lease living or sleeping accommodations to others for periods of six months or less 

        Manage the rental or leasing of living or sleeping accommodations belonging to others 
        Rent or lease parking or storage spaces for motor vehicles in parking lots or garages 
        Rent or lease docking or storage spaces for boats in boat docks or marinas 
        Rent or lease tie-down or storage spaces for aircraft at airports
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Date transferred:
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Sales and Use Tax (continued)
Real Property Contractors 

     Improve real property as a contractor 
     Sell products at retail (to consumers) 
     Construct, assemble, or fabricate building components at your plant or shop away from a project site that are used in 

       your real property improvement projects 
     Purchase products or supplies from vendors located outside Florida for use in Florida real property improvement 

       projects 
Services 

          Pest control services for nonresidential buildings 
          Interior cleaning services for nonresidential buildings 
          Detective services 
          Protection services 
          Security alarm system monitoring services 

Fuel 
 Sell tax paid gasoline, diesel fuel, or aviation fuel to retail dealers or end users in Florida (select all that apply below): 

 Gas station only 
 Gas station and convenience store 
 Truck stop 
 Marine fueling 
 Aircraft fueling 
 Reseller of fuel in bulk quantities 

 Purchase dyed diesel fuel for off-road purposes 

Secondhand Goods or Scrap Metal 
 Purchase, consign, trade, or sell secondhand goods 
 Purchase, gather, obtain, or sell salvage or scrap metal to be recycled or convert ferrous or nonferrous metals into raw 

          material products 
If you select either of these activities, you must also submit a Registration Application for Secondhand  
Dealers and Secondary Metals Recyclers (Form DR-1S). 

Coin-Operated Amusement Machines 
Place and operate coin-operated amusement machines at locations belonging to others 

 Operate coin-operated amusement machines at this location (select all that apply below): 
 Self-operate some or all the amusement machines at this location (no other machine operator used) 
 Have entered into a written agreement with the following person or business to operate some or all the 
machines at this location.
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 Name:

 Mailing address:

 City / State / ZIP:

If you operate amusement machines at your location or at locations belonging to others, you must also submit an Application for 
Amusement Machine Certificate (Form DR-18) to obtain an annual Amusement Machine Certificate for each location where you 
operate amusement machines. 

      Vending Machines 
      (select all that apply below) 
  Place and operate vending machines at locations belonging to others: 
              (Select the type or types of vending machines you operate.) 

 Food or beverage vending machines 
 Nonfood or nonbeverage vending machines 
Operate vending machines at this location: 

  (Select the type or types of vending machines you operate.) 
 Food or beverage vending machines 

Nonfood or nonbeverage vending machines

ext:

Check if # is outside U.S.Telephone #:

#:
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Sales and Use Tax (continued)
Purchases 
        Purchase items to use in my business without paying Florida sales tax to the seller at the time of purchase (such     
        as from a seller located outside Florida) 
        Applying for a direct pay permit to self-accrue and remit use tax directly to the Department 
        To apply for a permit, submit an Application for Self-Accrual Authority/Direct Pay Permit Sales and Use Tax 
        (Form DR-16A). 
        Applying for authority to remit sales tax to the Department for independent sellers or distributors (see Rule 
        12A-1.0911, Florida Administrative Code, for more information) 

        This business does not conduct activities at this location subject to Florida sales and use tax 
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Prepaid Wireless Fee
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ee 14. Do you sell prepaid phones, phone cards, or calling arrangements at this location? Yes         No 

If yes, select the box that describes your sales:  
         Domestic or international long distance calling or phone cards (non-wireless)  

Prepaid wireless services (cards, plans, devices) that provide access to wireless networks and interaction with 
911 emergency services  

Solid Waste - New Tire Fee, Lead-Acid Battery Fee, and Rental Car Surcharge
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15. Do you sell (at retail) new tires for motorized vehicles at this location that are sold separately or as         Yes         No 
part of a vehicle?

16. Do you sell (at retail) new or remanufactured lead-acid batteries at this location that are sold separately
or as a component part of another product such as new automobiles, golf carts, or boats? Yes         No 

17. Do you operate a car-sharing service, a peer-to-peer car sharing program, or motor vehicle rental
company at this location that provides motor vehicles that transport fewer than nine passengers?            Yes         No         

Gross Receipts Tax on Dry-cleaning
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18. Do you own or operate a dry-cleaning plant or dry drop-off facility in Florida?                                            Yes         No 

If yes, and you import or produce perchloroethylene or other dry-cleaning solvents, you must also complete a
Registration Package (GT-400401) for fuels and pollutants.

Reemployment Tax
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        For purposes of reemployment tax, employees include officers of a corporation and members of a limited liability 
        company classified as a corporation for federal tax purposes who perform services for the corporation or limited liability 
        company and receive payment for such services (salary or distributions). 

 In addition to registering for Reemployment Tax: 
 New Florida employers must register with the Florida New Hire Reporting Center to report newly hired and re-hired

employees in Florida at servicesforemployers.floridarevenue.com.
 Florida employers are required to obtain appropriate workers' compensation insurance coverage for their employees.

Visit www.myfloridacfo.com/division/wc/.

19. Do you have or will you have, employees in Florida? Yes           No 

20. Do you, or will you, lease workers from an employee leasing company to work in Florida? Yes          No         
If yes, provide the following:
Name of leasing company:

FEIN: Department of Business and Professional Regulation license number:

Portion of workforce that is leased: 
   All           Part

Date of leasing agreement for workers in Florida:

mm  dd   yyyy
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21. Do you use the services of persons in Florida whom you consider to be self-employed, independent contractors other
than those engaged in a distinct business, occupation, or profession that serves the general public (e.g., plumber,
general contractor, or certified public accountant)?                                                             Yes          No 

If yes, you must also submit a completed Independent Contractor Analysis (Form RTS-6061).

      If you answered No to questions 19, 20, and 21, proceed to the Communications Services Tax section. 
If you answered Yes, continue to the next question. 

22. Is your business registered for reemployment tax? Yes          No 
If yes, provide your RT account number:

Are you currently reporting wages to the Florida Department of Revenue? Yes          No 
Are you reactivating your reemployment tax account? Yes          No 

23. On what date did you, or will you, first have an employee in Florida?
mm dd   yyyy

24. Employment Type (select only one employment type):

Regular employer 
Nonprofit organization [must hold a 
501(c)(3) determination letter from the 
Internal Revenue Service]

Domestic employer [employer of 
persons performing only domestic 
(household) services (e.g., maid or 
cook)] 
Indian tribe or Tribal unit 
Governmental entity

Agricultural (noncitrus) employer 
Agricultural (citrus) employer 
Agricultural crew chief

25. Select one category for your employment:

            Regular, Indian tribe or Tribal unit, or Governmental employer 

Have you or will you pay gross wages of at least $1,500 within a calendar quarter? Yes               No 

If yes, provide the date you reached or will reach $1,500 gross wages.  

Have you or will you have one or more employees for a day (or portion of a day) during 20 or more 
weeks in a calendar year?           Yes               No 

If yes, provide the last day of the 20th week. 

            Nonprofit organization 

Have you or will you employ four or more workers for a day (or portion of a day) during 20 or more                Yes               No 
weeks in a calendar year? 

If yes, provide the last day of the 20th week.

            Domestic employer (Employer whose employees only perform domestic services.) 

Have you or will you pay gross wages of at least $1,000 within a calendar quarter? Yes               No 

If yes, provide the date you reached or will reach $1,000 gross wages. 

mm dd   yyyy

mm dd   yyyy

mm dd   yyyy

mm dd   yyyy
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               Agricultural (noncitrus, citrus, or crew chief) employer 

Have you or will you pay gross wages of at least $10,000 within a calendar quarter? Yes               No 

If yes, provide the date you reached or will reach $10,000 gross wages.  

Have you or will you have five or more employees for a day (or portion of a day) during 20 or more 
weeks in a calendar year? Yes               No 

If yes, provide the last day of the 20th week. 

26. List all Florida locations where you have employees.
(Attach a separate sheet, if needed.)

mm dd   yyyy

City / State / ZIP:

Address:

City / State / ZIP: Number of employees:

Principal products or services: If services, indicate if: 
     Administrative          Research          Other

Address:

City / State / ZIP: Number of employees:

Principal products or services: If services, indicate if: 
     Administrative          Research          Other

Address:

City / State / ZIP: Number of employees:

Principal products or services: If services, indicate if: 
     Administrative          Research          Other

Address:

City / State / ZIP: Number of employees:

Principal products or services: If services, indicate if: 
     Administrative          Research          Other

27. Payroll Agent Information. If you will use a payroll agent (such as an accountant or bookkeeper) or firm that will maintain your payroll
information, provide the following:
Name of payroll agent or firm:

Mailing address:

mm dd   yyyy
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28. Mailing Addresses for Reemployment Tax. To receive correspondence about reemployment tax reporting, tax rates, and benefits
paid, select the appropriate mailing address for each type of correspondence below.

              Reporting Forms and Information       Tax Rate Information Benefits Paid Information  
              Employer's Quarterly Reports, Certifications,          Tax Rate Notices Notice of Benefits Paid 
              Reporting-related Correspondence: Related Correspondence: Related Correspondence: 

Business Information (address in the Business Information (address                Business Information (address in the  
the first section of this application)    in the first section of this application)         first section of this application) 

Payroll Agent Information (address Payroll Agent Information          Payroll Agent Information (address 
       in Question 27) (address in Question 27)           in Question 27) 

Other (enter below) Other (enter below) Other (enter below) 

Other Address for Reporting Forms and Information
 Name: Telephone #: Ext:

 Mailing address:

 City / State / ZIP: Email address:

Other Address for Tax Rate Information
 Name: Telephone #: Ext:

 Mailing address:

 City / State / ZIP: Email address:

Other Address for Benefits Paid Information
 Name: Telephone #: Ext:

 Mailing address:

 City / State / ZIP: Email address:

Communications Services Tax
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29. Do you sell communications services; purchase communications services to integrate into prepaid calling arrangements;
or are you applying for a direct pay permit for communications services tax? Yes                No 
If yes, select each service you sell.

Telephone service (e.g., local, long distance, wireless, or VOIP) Video service (e.g., television programming or streaming) 
Paging service       Direct-to-home satellite service 
Facsimile (fax) service (not when providing advertising or Pay telephone service 
professional services)    Purchase services to integrate into prepaid calling arrangements 
Reseller (only sales for resale; no sales to retail customers) 
Other services; please describe: 

30. Are you applying for a direct pay permit for communications services tax? Yes                No 
If yes, you must also submit an Application for Self-Accrual Authority/Direct Pay Permit (Form DR-700030).
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If you answered No to questions 29 and 30, proceed to the Documentary Stamp Tax section. 
If you answered Yes, continue. 

If you are a reseller only, sell only pay telephone or direct-to-home satellite services, or 
only purchase services to integrate into prepaid calling arrangements, go to question 34. 

31. To charge the correct amount of tax, you must know the taxing jurisdiction (county and municipality) in which your customers
are located. How will you verify the assignment of customer location to the correct taxing jurisdictions? If you use multiple
methods, select all that apply.

An electronic database provided by the Department of Revenue 

 Your own database that will be certified by the Department of Revenue 
  To apply for certification, you must submit an Application for Certification of Communications Services  

Database (Form DR-700012). 
 A database supplied by a vendor. Provide the name of the vendor and product:   

         Vendor:                                                                            Product: 

 ZIP + 4 and a methodology for assignment when the ZIP codes overlap jurisdictions 

 ZIP + 4 that does not overlap jurisdictions (e.g., a hotel located in one jurisdiction) 

 None of the above. 

The method you use to verify the assignment of a customer location to the correct taxing jurisdictions (county and municipality) for purposes 
of collecting local communications services tax determines the collection allowance rate that will be assigned to your business. If you change 
your method of assigning a customer's location to the correct taxing jurisdictions, you must submit a Notification of Method Employed to  
Determine Taxing Jurisdiction (Form DR-700020) indicating the new method(s). For more information, visit floridarevenue.com/taxes/cst. 

32. If you use multiple assignment methods, you may need to file two separate returns to maximize your collection allowances. If you will file
separate returns for each assignment method, check the box below.

 I will file two separate communications services tax returns, one for each type of assignment method. 

33. Name and contact information of the person who can answer questions about communications services tax returns filed with the Department:

 Name: Telephone #: Ext:

Email address:

Documentary Stamp Tax
34. Do you enter into written obligations to pay money with customers at this location that are not recorded with the

Clerk of the Court or County Comptroller (e.g., financing agreements, title loans, pay-day loans, liens, promissory
notes, or similar documents)?       Yes               No 
If yes, do you anticipate executing five or more written obligations to pay money subject to documentary
stamp tax per month?           Yes               No Do
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Gross Receipts Tax on Electrical Power and Gas
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35. Do you own or operate an electric or natural or manufactured gas (LP gas is excluded) utility distribution
facility in Florida?                 Yes               No 
If yes, select the type of utility facility:

Electric Natural or manufactured gas 
36. Do you import natural or manufactured gas (LP gas is excluded) into Florida for your own use?               Yes              No 
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Severance Taxes and Miami-Dade County Lake Belt Fees
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37. Do you extract oil, gas, sulfur, solid minerals, phosphate rock, lime rock, sand, or heavy minerals from the
soils or waters of Florida? Yes               No 
If yes, select each extraction activity that you will engage in:

Extracting oil for sale, transport, storage, profit, or commercial use 

Extracting gas for sale, transport, profit, or commercial use 

Extracting sulfur for sale, transport, storage, profit, or commercial use 

Extracting solid minerals, phosphate rock, or heavy minerals from the soil or water for commercial use 

Extracting lime rock or sand from within the Miami-Dade County Lake Belt Area (see section 373.4149, Florida Statutes, for  
boundary description)

Enrollment to File and Pay Tax Electronically
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Filing and paying electronically is quick, easy, and secure at floridarevenue.com/taxes/eservices. You can electronically file and pay most 
taxes, fees and surcharges. 

Marketplace providers and persons making a substantial number of remote sales (total of taxable remote sales in the previous calendar year 
exceeds $100,000) must file and remit tax electronically. 

You may choose to enroll to file or pay tax electronically. Enrolling allows you to view your payment history, reprint your payment information, 
and view bills posted to your account. Your bank account and contact information are saved for future transactions. 

If you enroll using this application, you will receive a user ID and password for each tax account created based on the information you 
provide. Each account will have the same contact, banking, and payment method. After you receive your user ID and password, you may log 
into each tax account and change the contact, banking, and method of payment information. 

If you choose not to file returns or pay tax electronically, proceed to the 
Authorization for Email Communication section.

38. Do you wish to: (select only one)
 Enroll for both filing returns and paying tax electronically? 
 Enroll only to pay tax electronically? 
 File returns and pay tax electronically without enrolling? 

39. If you are enrolling, select only one electronic payment method.

ACH-Debit (e-check) – The Department's bank withdraws a payment from your bank account when you authorize the payment. 

ACH-Credit – Your bank transfers a payment to the Department's bank account when you authorize the bank to make the 
payment. This is not a credit card payment. You are responsible for any costs charged by your bank to use this payment  
method. 

 40. Contact Person for Electronic Payments:
Name: Telephone #: Ext: Fax #:

Mailing address:

City / State / ZIP: Email address:

            A company employee          A non-related tax preparer 
           Payroll agent

Federal Preparer Tax Identification Number (PTIN):
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Enrollment to File and Pay Tax Electronically (continued)
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41. Contact Person for Electronic Return Filing (If different than contact person for electronic payments.)
Name: Telephone #: Ext: Fax #:

Mailing address:

City / State / ZIP: Email address:

           A company employee          A non-related tax preparer 
           Payroll agent

42. Banking Information (not required for ACH-Credit payment method):
Bank / financial institution name:  Account type:            Business                Checking 

Personal                Savings

             Note: Due to federal security requirements, we cannot process international ACH transactions. If any funding for payments comes from 
               financial institutions located outside the US or its territories, please contact us to make other payment arrangements. If you are unsure, please 
               contact your financial institution. 

43. Enrollee Authorization and Agreement:
This is an Agreement between the Florida Department of Revenue, hereinafter "the Department," and the business entity named herein,
hereinafter "the Enrollee," entered into according to the provisions of the Florida Statutes and the Florida Administrative Code.

By completing this agreement and submitting this enrollment request, the Enrollee applies and is hereby authorized by the Department
to file tax returns and reports, make tax and fee payments, and transmit remittances to the Department electronically. This agreement
represents the entire understanding of the parties in relation to the electronic filing of returns, reports, and remittances.

The same statute and rule sections that pertain to all paper documents filed or payments made by the Enrollee also govern an
electronic return, or payment initiated electronically according to this agreement.

I certify that I am authorized to sign on behalf of the business entity identified herein, and that all information provided in this section
has been personally reviewed by me and the facts stated in it are true. According to the payment method selected above, I hereby
authorize the Department to present debit entries into the bank account referenced above at the depository designated herein
(ACH-Debit), or I am authorized to register for the ACH-Credit payment privilege and accept all responsibility for the filing of payments
through the ACH-Credit method.

Signature: ___________________________________ 

       Signature: ___________________________________ 
      (If account requires two signatures) 

Printed name:

Title: Date:

Printed name:

Title: Date:

Bank account number: Bank Routing Number: 
|:       :|

Federal Preparer Tax Identification Number (PTIN):
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Authorization for Email Communication

Em
ail

 C
om

m
un

ica
tio

n

Your privacy is important to the Department of Revenue. The Department will mail information regarding this application to you. If you wish to 
receive the information in an email, a written request from you is required. This request allows the Department to send information using its  
secure email software. This software requires additional steps before you can access the information. 

Complete this section to receive information about this application by secure email.

             I authorize the Department to send information regarding this Application using the Florida Department 
               of Revenue's secure email. I understand that this method requires additional steps to view the information provided. 

 Provide the name and contact information of the person who can respond to questions about this Application.
Name:

Email address:

Applicant Declaration and Signature
I understand that any person who is required to collect, truthfully account for, and pay any tax, fee, or surcharge, and willfully fails to do so, or any  
officer or director of a corporation who directs any employee of the corporation to do so, is personally liable for the tax, fee, or surcharge evaded, 
not accounted for, or paid to the Florida Department of Revenue, plus a penalty equal to twice the amount of the tax, fee, or surcharge due that is 
evaded, not accounted for, or paid. (Section 213.29, Florida Statutes.) 
I understand that, in addition to any other civil penalties provided by law, it is a criminal offense to fail or refuse to collect a required tax, fee, or 
surcharge; to fail to timely file a tax, fee, or surcharge return; to underreport a tax, fee, or surcharge liability on a return; or to give a worthless check, 
draft, debit card order, or other order on a bank to transfer funds to the Florida Department of Revenue. 
I understand that I must notify the Florida Department of Revenue of any change in the form of ownership of this business or a change in business 
activities, location, mailing address, or contact information for this business. 
I certify that I am authorized by _________________________________ (Officer/Director) to execute this application. I understand that I 
will be creating a tax account that may result in the responsibility to file returns and to pay a tax, surtax, fee, or surcharge to the Florida 
Department of Revenue. 

Under penalties of perjury, I declare that I have read the foregoing Application and that the facts stated in it are true. 

  

Signature:________________________________________________________

Printed name: Title:

Date:

Ap
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Before you submit your completed application 
        Have you:  

          Provided your business identification numbers?

          Completed all sections of this application?   

          Signed and dated this application?  

          Included all additional applications, if required?

Mail to: Account Management MS 1-5730 

             Florida Department of Revenue 

             5050 W Tennessee St 

             Tallahassee FL 32399-0160

ext:

Check if # is outside U.S.Telephone #:

#:
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PART I - POWER OF ATTORNEY

Florida Department of Revenue

POWER OF ATTORNEY

and Declaration of Representative

Section 1. Taxpayer Information. Taxpayer(s) must sign and date this form on Page 2, Part I, Section 8.

Taxpayer name(s) and address(es) Federal ID no(s). (SSN*, FEIN, etc.) Florida Tax Registration Number(s)
(Business Part. No., Sales Tax No., R.T. Acct No., etc.)

Contact person
Telephone number  ( )

Fax number  ( )

The Taxpayer(s) hereby appoint(s) the following representative(s) as attorney(s)-in-fact:

Section 2. Representative(s). Each representative must be listed individually, and must sign and date this form on Page 2, Part II.

Name and address (include name of firm if applicable)

E-mail address:

Telephone number  ( )

Fax number  ( )

Cell phone number  ( )

Name and address (include name of firm if applicable)

E-mail address:

Telephone number  ( )

Fax number  ( )

Cell phone number  ( )

Name and address (include name of firm if applicable)

E-mail address:

Telephone number  ( )

Fax number  ( )

Cell phone number  ( )

To represent the taxpayer(s) before the Florida Department of Revenue in the following tax matters:

Section 3. Tax Matters. Do not complete this section if completing Section 4.

Type of Tax (Corporate, Sales, Reemployment, formerly Unemployment, etc.) Year(s) / Period(s) Tax Matter(s) (Tax Audits, Protests, Refunds, etc.)

Section 4. To Appoint a Reemployment Tax (formerly Unemployment Tax) Agent Only.  Do not complete Sections 3 and 6 if 
completing Section 4.
By completing this section, an employer (taxpayer) appoints a representative to act as its Florida reemployment tax agent before the Florida 
Department of Revenue on a continuing basis and to receive confidential information with respect to mailings, filings, and other tax matters related to 
the Florida reemployment assistance program law.  All other sections of this form (except Sections 3 and 6) must also be completed.
Do not complete Section 4 unless you wish to appoint a reemployment tax agent on a continuing basis.

Agent name Agent number (required)

Firm name Federal I.D. No.  (required)

Address (if different from above) Telephone number  ( )

Mail Type: See Instructions for explanations. Check one box only.   � 1 (Primary)    � 2 (Reporting)    � 3 (Rate)    � 4 (Claim)

Section 5. Acts Authorized.
The representative(s) are authorized to receive and inspect confidential tax information and to perform any and all acts that I (we) can perform with 
respect to the tax matters described in Section 3 and Section 4 (for example, the authority to sign any agreements, consents, or other documents). 
Except as otherwise provided, the authority specifically includes the power to execute waivers of restrictions on assessment or collection of 
deficiencies in tax, to execute consents extending the statutory period for assessment or claims for refund of taxes, and to execute closing agreements 
under section 213.21, Florida Statutes. This authority does not include the power to endorse or cash warrants, or the power to sign certain returns.

If you want to authorize a representative named in Section 2 to receive (but not to endorse or cash) refund warrants, write the name of the 

representative on this line and check the box  ........................  ___________________________________________________________________________ �
List any specific limitations or deletions to the acts otherwise authorized in this Power of Attorney.

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

DR-835

R. 10/11
TC

Rule 12-6.0015

Florida Administrative Code

Effective 01/12

See Instructions for additional information
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PART II - DECLARATION OF REPRESENTATIVE

 Florida Tax Registration Number:
Taxpayer Name(s): Federal Identification Number:

Section 6.  Notices and Communication. Do not complete Section 6 if completing Section 4.

options below. Receipt by either the representative or the taxpayer will be considered receipt by both. 

 a. If you want notices and communications sent to both you and your representative, check this box ............................... �
 b. If you want notices or communications sent to you and not your representative, check this box .................................... �

Certain computer-generated notices and other written communications cannot be issued in duplicate due to current system constraints. Therefore, we 
will send these communications to only the taxpayer at his or her tax registration address.

Section 7. Retention / Nonrevocation of Prior Power(s) of Attorney.

 The filing of this Power of Attorney will not revoke earlier Power(s) of Attorney on file with the Florida Department of Revenue, 
 even for the same tax matters and years or periods covered by this document. If you want to revoke a prior Power of 

 Attorney, check this box ............................................................................................................................................. �
 You must attach a copy of any Power of Attorney you wish to revoke.

Section 8. Signature of Taxpayer(s).

 If a tax matter concerns a joint return, both husband and wife must sign if joint representation is requested. If signed by a corporate officer, 
partner, member/managing member, guardian, tax matters partner/person, executor, receiver, administrator, trustee, or fiduciary on behalf of the 
taxpayer, I declare under penalties of perjury that I have the authority to execute this form on behalf of the taxpayer. 

 Under penalties of perjury, I (we) declare that I (we) have read the foregoing document, and the facts stated in it are true.

If this Power of Attorney is not signed and dated, it will be returned.

_______________________________________________________________________________________   ________________________________________   _________________________________________
  Signature Date Title (if applicable)

_______________________________________________________________________________________
  Print name

_______________________________________________________________________________________   ________________________________________   _________________________________________
  Signature Date Title (if applicable)

_______________________________________________________________________________________
 Print name

Under penalties of perjury, I declare that:

taxpayer information.

a. Attorney - a member in good standing of the bar of the highest court of the jurisdiction shown below.
b. Certified Public Accountant - duly qualified to practice as a certified public accountant in the jurisdiction shown below.

d. Former Department of Revenue Employee. As a representative, I cannot accept representation in a matter upon which I had direct 
involvement while I was a public employee.

e. Reemployment Tax Agent authorized in Section 4 of this form.
f. Other Qualified Representative

I have read the foregoing Declaration of Representative and the facts stated in it are true.

If this Declaration of Representative is not signed and dated, it will not be processed.

Designation – Insert
Letter from Above (a -f)

Jurisdiction (State) and 
Enrollment Card No. (if any) 

Signature Date

DR-835

R. 10/11

Page 2
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This information is available for free in other languages. Please contact our customer service number at 
800-791-9233 and TTY/TTD 711, Monday through Friday, 8:00 a.m. to 8:00 p.m. 
Esta información está disponible de forma gratuita en otros idiomas. Por favor, póngase en contacto con 
nuestro número de servicio al cliente en 800-791-9233 y 711 TTY/TTD, el lunes al viernes de 8:00 a 20:00. 

Enfòmasyon sa a ki disponib pou gratis nan lòt lang. Souple kontakte nimewo sèvis Kliyantèl nou nan 
800-791-9233 ak 711 TTY/TTD, Lendi rive Vandredi, 8:00 a.m. pou 8:00 p.m.





 

Plan de emergencia y de repuesto para el participante 
 

Rev. 4/16/2019 Página 1 de 2 

  

Nombre del Participante Representante o Tutor Legal (si corresponde) 
 
Entiendo que: 

1. Mi Plan de salud me ayudará a crear un plan de respaldo. Mi plan se utilizará si un trabajador de 
servicio directo (DSW) con un horario regular programado no pueda trabajar cuando lo necesite. 
Utilizaré, cambiaré, actualizaré o decidiré si el plan de contingencia es efectivo. 

2. Debo reportar cualquier brecha en el servicio de inmediato.  Debo reportar todas las brechas a mi 
plan de salud.  Una brecha en el servicio sucede cuando un DSW no puede brindar los servicios 
conforme a lo planeado. Consumer Direct Care Network (CDCN) reportará todas las brechas a 
mi plan de salud. 

3. En caso de emergencia, debo llamar al 911. 
 

Plan de Acción 
A. Trabajadores de Respaldo 

Por favor enumere a continuacion a quien llamara si su trabajador actual falla en reportarce a su 
horario de trabajo. Estos pueden ser amigos, familiares y trabajadores anteriores. 

Nombre Dirección (Ciudad y Zip) Días/horas no disponible       Teléfono
   
   
   

 
B. Otro Respaldo:                                  

Más allá de llamar a las personas mencionadas o el personal de emergencia para ver si pueden 
proporcionar asistencia, me pondré en contacto los siguientes para obtener servicios: 

Otros proveedores de MCO 
Nombre Dirección Ciudad Zip Teléfono

   
   

 
C. Hablaré con trabajadores de contingencia antes de que surja una emergencia.  Hablaré con ellos 

sobre:
 empleo; 
 paga; 
 su disponibilidad; y  
 mis necesidades de atención.  

 
D. Sé que podría ser necesario pagar a mis trabajadores de contingencia.  Para que sea posible pagarles, 

deben ser elegibles para trabajar y estar capacitados.  
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E. Entiendo que Consumer Direct mantiene una tabla de trabajo a la que yo puedo hacer referencia al 
reclutar trabajadores de respaldo.  

 
F. Sé que PDO no proporciona servicios de emergencia. Por lo tanto, en caso de emergencia, yo: 
          Activare mi línea de vida     Contactaré 911  
  
G. Si creo que corro riesgo de sufrir maltrato, abandono o explotación, sé que debo:  

a. Comunicarme con la línea de asistencia de Maltrato Infantil o Servicios de Protección al Adulto 
al: 1-800-962-2873; y 

b. Comunicarme con mi administrador del caso. 
 
Si ha ocurrido una emergencia, me pondré en contacto: 
Familiar 

Nombre Dirección Ciudad Zip Teléfono
      
      

  
  
Manejador de caso  

Nombre Dirección Ciudad Zip Teléfono
      

  
Médico  

Nombre Dirección Ciudad Zip Teléfono
      

  
Otros  

Nombre Dirección Ciudad Zip Teléfono
      

 
 
  
 
       
Participante o Tutor Legal Fecha 
 
 
 
     
Firma de Representante de Consumer Direct  Fecha 
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Questions? 
We’re here to help. United Healthcare Community & State. 
Toll-Free 800-791-9233 and TTY/TTD 711, 
Monday through Friday, 8:00 a.m. to 8:00 p.m. 

UnitedHealthcare Community Plan does not treat members differently because of sex, age, race, 
color, disability or national origin. 

If you think you were treated unfairly because of your sex, age, race, color, disability or national 
origin, you can send a complaint to: 

Civil Rights Coordinator 
UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608 
Salt Lake City, UTAH 84130 

UHC_Civil_Rights@uhc.com 

You must  send  the  complaint  within  60  days   of when  you  found out about it. A decision will 
be sent to you within 30 days. If you disagree with the decision, you have 15 days to ask us to 
look at it again. 

If you need help with your complaint, please call the toll-free member phone number listed on 
your health plan member ID card,  TTY 711, Monday through Friday,  8:00  a.m. to 7:00  p.m. 

You can also file a complaint with the U.S. Dept. of Health and Human Services. 
Online: 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
 
Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html 
 
Phone: 
Toll-free 1-800-368-1019, 1-800-537-7697 (TDD) 

Mail: 
U.S. Dept. of Health and Human Services 
200 Independence Avenue SW 
Room 509F, HHH Building 
Washington, D.C. 20201 

 
If you need help with your complaint, please call the toll-free member phone number listed on 
your member ID card. 

We provide free services to help you communicate with us. Such as, letters in other languages or 
large print. Or, you can ask for an interpreter. To ask for help, please call the toll-free member 
phone number listed on your health plan member ID card, TTY 711, Monday through Friday, 8:00 
a.m. to 7:00 p.m.



 

   

UnitedHealthcare Community Plan no da un tratamiento diferente a sus miembros en 
base a su sexo, edad, raza, color, discapacidad o nacionalidad. 

Si usted piensa que ha sido tratado injustamente por razones como su sexo, edad, 
raza, color, discapacidad o nacionalidad, puede enviar una queja a: 

Civil Rights Coordinator 
UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608 
Salt Lake City, UTAH 84130 

UHC_Civil_Rights@uhc.com 

Usted tiene que enviar la queja dentro de los 60 días de la fecha cuando se enteró de 
ella. Se le enviará la decisión en un plazo de 30 días. Si no está de acuerdo con la 
decisión, tiene 15 días para solicitar que la consideremos de nuevo. 

Si usted necesita ayuda con su queja, por favor llame al número de teléfono gratuito para 
miembros que aparece en su tarjeta de identificación del plan de salud, TTY 711, de 
lunes a viernes, de 8:00  a.m. a  7:00  p.m. 

Usted también puede presentar una queja con el Departamento de Salud y Servicios 
Humanos de los Estados Unidos.Usted también puede presentar una queja con el 
Departamento de Salud y Servicios Humanos de los Estados Unidos. 

Internet: 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
 
Formas para las quejas se encuentran disponibles en: 
http://www.hhs.gov/ocr/office/file/index.html 
 
Teléfono: 
Llamada gratuita, 1-800-368-1019, 1-800-537-7697 (TDD) 

Correo: 
U.S. Department of Health and Human 
Services 200 Independence Avenue SW 
Room 509F, HHH Building 
Washington, D.C. 20201 

 
Si necesita ayuda para presentar su queja, por favor llame al número gratuito para miembros 
anotado en su tarjeta de identificación como miembro. 
 
Ofrecemos servicios gratuitos para ayudarle a comunicarse con nosotros. Tales como, cartas 
en otros idiomas o en letra grande. O bien, puede solicitar un intérprete. Para pedir ayuda, 
llame a  Servicios para Miembros al 1-800-791-9233, TTY 711, de lunes a viernes, de  8:00 
a.m. a  7:00 p.m. 
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Formulario de Inscripción Acuerdo del Representante Opción de 
Dirección del Participante (PDO) 

Yo, ________________________________________________, estoy de acuerdo con ser el(la) 
representante para  ___________________________________, quien esta participando en la Opción de 
Dirección del Participante (PDO).  Entiendo que seré responsable de lo siguiente: 
 

Por favor escriba sus iniciales en cada línea que aparece abajo para indicar que usted ha leído y que comprende cada asunto.  

 
________1.  Tengo la Guía del Participante PDO.  La guía me indica el funcionamiento del PDO y mis 

responsabilidades.  Leeré la guía.  Soy responsable de seguir la guía.  
 
________2.  Me comunicaré con el administrador del caso del participante si necesito asistencia.  
 
________3.  Yo involucraré al participante tanto como desee estar involucrado(a) en las decisiones a 

tomar. 
 
________4.  Estoy de acuerdo de que es mi responsabilidad el entrevistar, emplear, entrenar, supervisar, 

y despedir (si fuese necesario) al(los) trabajador(es) de servicio directo del participante. 
 
________5.  Emplearé a un(os) trabajador(es) de servicio directo cualificado(s).  Las cualificaciones para 

el(los) trabajador(es) de servicio directo se encuentran en la Guía del Participante PDO.  
Debo emplear un(os) trabajador(es) de servicio directo que sean entrenados en las 
precauciones universales y en las normas de privacidad HIPAA. 

 
________6.  Crearé un listado de las labores del trabajo y un horario de trabajo para el(los) trabajador(es) 

de servicio directo del participante.  El listado de las labores del trabajo y el horario de 
trabajo tienen que estar escritos en el Acuerdo del Participante/Trabajador(es) de Servicio 
Directo. 

 
________7.  Aseguraré que el(los) trabajador(es) de servicio directo del participante no trabaje(n) mas 

horas que las que estén aprobadas en el Acuerdo del Participante/Trabajador(es) de Servicio 
Directo. 

 
________8.  Comprendo que puedo recibir más entrenamiento si lo necesito.  Me comunicaré con el 

administrador de caso del participante si deseo más entrenamiento.  
 
________9.  Comprendo que la hoja de jornales devengados del(los) trabajador(es) de servicio directo 

deben estar correctos. 
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________10.  Le entregaré las hojas de jornales devengados de del(los) trabajador(es) de servicio directo al 
Plan del participante.  Las hojas de jornales devengados deben ser enviadas para la fecha 
programada según la nomina de pago.  

 
________11.  Le informaré al administrador del caso del participante si decido despedir al(los) 

trabajador(es) de servicio directo. 
 
________12.  Comprendo que no seré pagado por ser el(la) representante del participante. 
 
________13.  Comprendo que no puedo ser un trabajador de servicio directo para el participante. 
 
________14.  Crearé un Plan de Emergencia Alterno para saber que hacer en dado caso que el(los) 

trabajador(es) de servicio directo del participante no se presente(n) a proveer servicios. 
 
________15.  Comprendo que tengo la opción de parar de ser el(la) representante del participante en 

cualquier momento.  Yo le informare al participante y al administrador de caso del 
participante si deseo parar de ser el(la) representante.  El administrador del caso le asistirá al 
participante a seleccionar a otro representante. 

 
________16.  Yo seguiré los requisitos en este Acuerdo del representante, el Formulario de 

Consentimiento, el Acuerdo del Participante y las Guías del Participante PDO.  Si yo no sigo 
los requisitos, el Plan del participante pudiese no permitirme continuar siendo el 
representante.  Si el Plan no me  permite continuar siendo el representante, el administrador 
del caso del participante le ayudara al participante a seleccionar otro representante.  

 
 
Favor de firmar en la línea abajo indicando que usted ha leído y comprende cada asunto en este acuerdo.  

Si tiene alguna pregunta, por favor pídale  al administrador del caso del participante que le ayude. 

 
 
Nombre en letra de molde del  Representante    Firma          Fecha 

Nombre en letra de molde del Participante                 Firma          Fecha 

Nombre en letra de molde del Administrador del caso   Firma           Fecha 
 
 
 



 

 

 
UnitedHealthcare does not discriminate on the basis of race, color, national origin, sex, age, or 
disability in health programs and activities 

We provide free services to help you communicate with us. Such as, 
letters in other languages or large print. Or, you can ask for an 
interpreter. To ask for help, please call the toll-free member phone 
number listed on your health plan member ID card, TTY 711, Monday 
through Friday, 8:00 a.m. to 7:00 p.m. 

ATENCIÓN: Si no habla inglés, hay servicios de asistencia con el idioma disponibles sin costo 
para usted. Llame al 1-800-791-9233, TTY 711. 

ATENÇÃO: Se não fala inglês, estão disponíveis serviços de assistência linguística sem 
nenhum custo para si. Ligue para o 1-800-791-9233, TTY 711. 

 





 

Información necesaria para la toma de huellas dactilares para representante 
 

Rev. 3/25/2019  

Instrucciones: Llene todos los campos que se encuentran abajo con su información.  Escriba 
claramente.  Esto es necesario para registrarlo para una verificación de antecedentes de huellas 
dactilares.  
 

 Apellido  . 

 Nombre  . 

 Segundo nombre  . 

 Fecha de nacimiento  . 

 Estado/país de nacimiento  . 

 Ciudad de nacimiento  . 

 Número de seguridad social  . 

 Sexo  . 

 Raza  . 

 Color de ojos  . 

 Color de cabello  . 

 Estatura (pies y pulgadas)  . 

 Peso  . 

 País de ciudadanía  .  

 Dirección -  calle  . 

 Dirección - Ciudad, estado, código postal  .  

 Número telefónico   . 

 Dirección de correo electrónico  . 
 
Uso	en	la	oficina	únicamente.	

Nombre del representante de CD  . 

Nombre del participante  . 

Plan de cuidado de la salud  . 

Fecha de reunión de inscripción  . 
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If you need help, please contact Consumer Direct at 877-270-9580 or 
UnitedHealthcare Toll-Free 800- 791-9233; TTY/TTD 711. We are happy to help. 

UnitedHealthcare does not discriminate on the basis of race, color, national origin, sex, 
age, or disability in health programs and activities 

We provide free services to help you communicate with us. Such as, 
letters in other languages or large print. Or, you can ask for an 
interpreter. To ask for help, please call the toll-free member phone 
number listed on your health plan member ID card, TTY 711, 
Monday through Friday, 8:00 a.m. to 7:00 p.m. 

ATENCIÓN: Si no habla inglés, hay servicios de asistencia con el idioma disponibles sin 
costo para usted. Llame al 1-800-791-9233, TTY 711. 

ATENÇÃO: Se não fala inglês, estão disponíveis serviços de assistência linguística sem 
nenhum custo para si. Ligue para o 1-800-791-9233, TTY 711. 

 



This form must be maintained in the employee’s personnel file.





**A copy of the Exemption from Disqualification decision letter must be attached**





PRIVACY POLICY ACKNOWLEDGEMENT FORM

I acknowledge that I have received a copy of the privacy policies from the Florida Department of
Law Enforcement and the Federal Bureau of Investigation, which describe the exchange of
information where criminal record results will become part of the Care Provider Background 
Screening Clearinghouse.

I understand and agree that I will read and comply with the guidelines contained in the privacy 
policies.

Employee/Contractor Name (Printed)

Employee/Contractor Signature 

Date

04793





FLORIDA DEPARTMENT OF LAW ENFORCEMENT
 
NOTICE FOR APPLICANTS SUBMITTING FINGERPRINTS WHERE CRIMINAL RECORD 
RESULTS WILL BECOME PART OF THE CARE PROVIDER BACKGROUND SCREENING 
CLEARINGHOUSE

 
NOTICE OF:

 
• SHARING OF CRIMINAL HISTORY RECORD INFORMATION WITH SPECIFIED

AGENCIES,
• RETENTION OF FINGERPRINTS,
• PRIVACY POLICY, AND
• RIGHT TO CHALLENGE AN INCORRECT CRIMINAL HISTORY RECORD

 
This notice is to inform you that when you submit a set of fingerprints to the Florida Department
of Law Enforcement (FDLE) for the purpose of conducting a search for any Florida and national 
criminal history records that may pertain to you, the results of that search will be returned to the
Care Provider Background Screening Clearinghouse. By submitting fingerprints, you are
authorizing the dissemination of any state and national criminal history record that may pertain
to you to the Specified Agency or Agencies from which you are seeking approval to be
employed, licensed, work under contract, or to serve as a volunteer, pursuant to the National 
Child Protection Act of 1993, as amended, and Section 943.0542, Florida Statutes. "Specified 
agency" means the Department of Health, the Department of Children and Family Services, the 
Division of Vocational Rehabilitation within the Department of Education, the Agency for Health
Care Administration, the Department of Elder Affairs, the Department of Juvenile Justice, and 
the Agency for Persons with Disabilities when these agencies are conducting state and national 
criminal history background screening on persons who provide care for children or persons who
are elderly or disabled.  The fingerprints submitted will be retained by FDLE and the 
Clearinghouse will be notified if FDLE receives Florida arrest information on you.

 
Your Social Security Number (SSN) is needed to keep records accurate because other people
may have the same name and birth date.   Disclosure of your SSN is imperative for the 
performance of the Clearinghouse agencies’ duties in distinguishing your identity from that of
other persons whose identification information may be the same as or similar to yours.

 
Licensing and employing agencies are allowed to release a copy of the state and national 
criminal record information to a person who requests a copy of his or her own record if the 
identification of the record was based on submission of the person’s fingerprints. Therefore, if
you wish to review your record, you may request that the agency that is screening the record
provide you with a copy. After you have reviewed the criminal history record, if you believe it is
incomplete or inaccurate, you may conduct a personal review as provided in s. 943.056, F.S.,
and Rule 11C8.001, F.A.C. If national information is believed to be in error, the FBI should be 
contacted at 304-625-2000. You can receive any national criminal history record that may 
pertain to you directly from the FBI, pursuant to 28 CFR Sections 16.30-16.34. You have the 
right to obtain a prompt determination as to the validity of your challenge before a final decision 
is made about your status as an employee, volunteer, contractor, or subcontractor.

 
Until the criminal history background check is completed, you may be denied unsupervised 
access to children, the elderly, or persons with disabilities.

 
The FBI’s Privacy Statement follows on a separate page and contains additional information.



1-789 (08-11-2010)
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