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Personal Care Attendant 
Signature Form 

 
 
 
THE COMMONWEALTH OF MASSACHUSETTS 

Executive Office of Health and Human Services 

 
 
 
 
 

Name of fiscal intermediary (FI)    Tempus Unlimited, Inc.  
 
● All PCAs hired by a PCA consumer must fill out and sign 

this form and give it to their employer (the PCA consumer). 
● The PCA’s employer (the PCA consumer) must submit this 

form to the FI, along with all other paperwork required by 
the FI and MassHealth. 

● The FI cannot pay a PCA until all required paperwork is 
received and complete. 

● MassHealth and the FI cannot pay a PCA to work 
o when the PCA consumer is in an inpatient facility, such 

as a hospital or nursing facility; or 
o when the amount of time that has been authorized by 

MassHealth has been exhausted or is insufficient. 
● The PCA must read the rest of this form and sign below 

before receiving payment from the FI. 

 
I agree to accept the position of personal care attendant (PCA) for    
(name of PCA consumer). 

 
I understand that  my employer is the PCA consumer. My employer is responsible for hiring, firing, training and scheduling PCAs. My employer may 
select another person (a surrogate) to help manage his or her PCA services. I must notify my employer and the surrogate (if any), of any changes 
in my circumstances that would affect my ability to perform my duties as a PCA. I must complete and provide accurate Activity Forms (time 
sheets) to my employer or the FI as soon as I can. The FI will process payroll for my employer. My employer is responsible for giving the check to 
me (unless I requested that my check be deposited directly into my bank account). I must provide proof of my identity to my employer to 
complete the Employment Eligibility Verification form (Form I-9), which the Department of Homeland Security requires all employees to 
complete. (The FI will give my employer this form.) 

 
I understand that the MassHealth PCA program pays for personal care services provided by a PCA only when the PCA provides physical 
assistance with activities of daily living (ADLs) or instrumental activities of daily living (IADLs) to an eligible PCA consumer who has obtained 
prior authorization from MassHealth for PCA services. PCA services must be provided in accordance with the PCA consumer’s authorized 
PCA evaluation or reevaluation, service agreement, and MassHealth regulations at 130 CMR 422.410. 

 
I understand  that ADLs include physically assisting the PCA consumer with transferring, walking, using medical equipment, taking medications, 
bathing and grooming, dressing and undressing, passive range-of-motion exercises, eating, and toileting. I understand that IADLs include household 
services that are essential to the PCA consumer’s care such as laundry y, shopping, housekeeping, meal preparation and cleanup, transportation to 
medical appointments, activities such as maintenance of wheelchairs or other medical equipment, completing the paperwork required for 
receiving personal care ser vices, and other activities approved by MassHealth as being instrumental to the health care needs of the PCA 
consumer. 

 
I understand that  my employer (the PCA consumer) will tell me which of these services require me to provide physical assistance. 

 
I understand that  I cannot be paid as a PCA if I am a spouse, parent (if the PCA consumer is a minor child), surrogate, foster parent, or legally 
responsible relative of the PCA consumer. 

 
The following describes my relationship to my employer (the PCA consumer). (Please check one.) 

 

adult child (18 yrs. or older) of member daughter–in-law of member son-in–law of member 
parent of adult (18 yrs. or older) member other relative (describe) nonrelative (describe) 

 
I certify under pains and penalties of perjury that the information on this signature form, and any accompanying statement that I have 
provided, has been reviewed and signed by me, and is true, accurate, and complete to the best of my knowledge.  I also certify that I understand 
my duties, rights, and responsibilities as a PCA and that all the information I have provided to my employer (the PCA consumer), to the fiscal 
intermediary, to the personal care management agency, or to MassHealth is true and accurate to the best of my knowledge. I understand that I 
may be subject to civil penalties or criminal prosecution for any falsification, omission, or concealment of any material fact contained herein. 

 
 

Print PCA Name     Date    
 

 
PCA signature    
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    DIRECT DEPOSIT APPLICATION 

PCA’S Name: _______________________________   PCA Phone Number: _________________ 

Consumer #: ___________   Consumer Name: ________________________________________ 

I hereby authorize Tempus Unlimited, Inc. (hereinafter “Company”) to deposit any amounts owed to me by 
initiating credit entries to my account at the financial institution (hereinafter “Bank”) on record with my 
current Fiscal Intermediary. Further, I authorize the Bank to accept and to credit any credit entries indicated 
by the Company to my account. In the event that the Company deposits funds erroneously into my account, I 
authorize the Company to debit my account for an amount not to exceed the original amount of the 
erroneous credit. This authorization is to remain in full force and effect until the Company and the Bank have 
received written notice from me of its termination in such time and in such manner as to afford the Company 
and the Bank reasonable opportunity to act on it. 

PCA Signature: ____________________________________  Date: _____________________ SAM
PLE
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