
As an ABA Provider 

You are an  

Independent Contractor 

Therefore, it is 

YOUR Responsibility to 

Submit all Documents / 

Data required by 

Deadline dates 

Provider Full Name: __________________________________________________ 

Provider Signature: ___________________________ Date: _______________ 



 
 

Checklist 
 
The following items must be completed and returned: 
 

☐ Application Cover Sheet 

☐ Availability & Location Sheet 

☐ Criminal History Self Disclosure (Signature page must be notarized – A.B.A Staff can help) 

☐ Independent Contractor Agreement 

☐ Sole Proprietor Waiver 

☐ W-9 Form 

☐ I-9 Form (Must show in person an item from list A, or an item from list B or C) 

☐ References (Three) 

☐ Policies and Procedures with Confidentiality Form 

☐ Transportation Declaration 

☐ Vehicle Maintenance Document (If transporting clients) 

☐ Direct Deposit Form (Optional) 

Copies of the front and back of the following items will need to be submitted: 

☐ Driver’s License or State I.D. 

☐ Social Security Card 

☐ Fingerprint Clearance Card (A.B.A. Staff can help with this.) 

☐ C.P.R. & First Aid Card (If needed, you can take the class with us in the clinic.) 

☐ Article 9 Certificate (If needed, you can take the class with us in the clinic.) 

 

Completed applications may be faxed to (480) 659-9044, emailed to Stan@abrighteravenue.org or dropped 

off at our administrative building, 2451 E. Baseline Rd, STE 300, Gilbert, AZ 85234.  If eligible for hire, you 

will be contacted by office staff to schedule and complete an in-person interview. 

 

mailto:Stan@abrighteravenue.org


Application Cover Sheet 

Name: _____________________________________________________________________ 

Address: ___________________________________________________________________ 

City/State/Zip: ______________________________________________________________ 

Major Cross Streets: _________________________________________________________ 
Primary Phone: ________________________ Email: _____________________________ 
Birth Date: __________________ Today’s Date: ___________________ Over 18? Yes   No 

Education History: Name of Institution 
Years 

Attended 
Did you 

graduate? Subject Studied 

High School: 

College: 

Trade/Bus School: 

Military Training? Yes   No   Details: _____________________________________ 

Employment History: 

Company Name: Employment Dates: Pay Rate: 

Reason for Leaving: 

Responsibilities: 

Company Name: Employment Dates: Pay Rate: 

Reason for Leaving: 

Responsibilities: 



General Information: 
Tell us about any special training or experience you have. 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

Signature: __________________________________  Date: _______________ 

(Optional) How did you hear about A Brighter Avenue? 

___________________________________________________________________

___________________________________________________________________ 

This section is for Admin Use Only 

Hire Date: ___________________ 

Starting Rates: 

ECH: _________________ HAB: _________________ 

ATC: _________________ RSP: __________________ 



Availability & Location Sheet 

Provider’s Name: ____________________________________________ 

Major Cross Streets: __________________________________________ 

Email Address: _______________________________________________ 

Please indicate on the chart below the hours that you are available to work.  Please note, if you are 

already working with a client, then please only place any additional hours that you are open to take on 

new clients. 

Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

Phone Number: _________________________ 

Any special scheduling or location information you would like us to know? 

______________________________________________________________________________
________________________________________________________ 

Do you speak Spanish?  Yes    or    No 

***We will use this form to help guide you toward available clients that fit your schedule.  
Should your availability or location change, please submit an updated form so we can continue 
to best help you fill your schedule.*** 

Future updates may be submitted via the “Fill My Schedule” link on our website: 
www.abrighterave.com/provider 

____________________________________________________________________________
Admin Use Only: Please enter the date each class was completed

Article 9  = __________ CPR/First Aid: ____________ ABA: _____________

http://www.abrighterave.com/provider


Direct Deposit Form 

I, ____________________________________, would like to sign up for Direct Pay/Direct 

Deposit with A Brighter Avenue, LLC. 

This is a (Check One Only Please) 

☐ New request to begin Direct Pay/Direct Deposit

☐ Change of Account Number (This may take 1-2 pay periods to process.)

☐ Request to Cancel Direct Deposit and receive paper checks

Please type or write legibly: 

Bank Routing Number: _________________________________________________ 

Account Number: _____________________________________________________ 

Circle One: Checking Savings 

Name as it appears on account: _________________________________________________ 

Signature: ____________________________________ Date: ______________________ 

Once completed, please fax to (480) 237-9729 or email to Joni@abrighteravenue.org  You may 

also send via mail to 2451 E Baseline Rd, STE 300, Gilbert, AZ 85234 

**Please note, it may take up to two weeks to set up your account with Direct Pay/Direct 

Deposit.  Once your account is set up, you will begin receiving automatic payments.  Until then, 

you will continue to receive a paper check.  Please email Joni@abrighteravenue.org with any 

Direct Pay questions.  Thank you!** 

mailto:Joni@abrighteravenue.org
mailto:Joni@abrighteravenue.org






















DDD-1727A FORFF (11-15) ARIZONA DEPARTMENT OF ECONOMIC SECURITY 

Division of Developmental Disabilities 

 

 

DIRECT SERVICE POSITION 

You have applied for a position that provides direct services to children or vulnerable adults. Arizona Revised Statutes 

(ARS § 8-804.I) require you to certify, under penalty of perjury, whether an allegation of abuse or neglect was made 

against you and was substantiated. If your certification does not indicate a current investigation or a substantiated report of 

abuse or neglect, your employer may permit you to provide direct services pending the findings of a Central Registry 

Background Check by the Division of Developmental Disabilities. Your employer is required to keep this form and all 

information provided on it as confidential. 

NAME (Last, First, M.I.) SOC. SEC. NO. 

            
ALIASES (Maiden, nicknames, etc.) DATE OF BIRTH 

            
ADDRESS (No., Street, City, State, ZIP) 

      

Are you currently the subject of an investigation of child abuse or neglect in Arizona, or another state or jurisdiction? 

 Yes  No 

Have you ever been the subject of an investigation of child abuse or neglect in Arizona, or another state or jurisdiction 

that resulted in a substantiated (determined to have occurred) finding?  Yes  No 

If Yes, to the question immediately above: 

What was the allegation(s)? 

      

When was the investigation(s) conducted? 

      

Where was the investigation(s) conducted? 

      

If you wish to provide additional information see Direct Service Position Supplement  

STATEMENT OF CERTIFICATION 

By signing this form, I certify that the information provided is true, correct, and complete to the best of my knowledge 

and belief.  

SIGNATURE DATE 

       

Employers: Please maintain this form as confidential. 

Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans 

with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II 

of the Genetic Information Nondiscrimination Act (GINA) of 2008, the Department prohibits discrimination in admissions, 

programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and 

retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, 

service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are 

deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable 

action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If 

you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know 

of your disability needs in advance if at all possible. To request this document in alternative format or for further information about 

this policy, contact the Division of Developmental Disabilities ADA Coordinator at 602-542-0419; TTY/TDD Services: 7-1-1. • 

Disponible en español en línea o en la oficina local. 

 

http://www.azleg.gov/FormatDocument.asp?inDoc=/ars/8/00804.htm&Title=8&DocType=ARS


DDD-1727A FORFF (8-15)   

DIRECT SERVICE POSITION SUPPLEMENT 

Explanation: 

If you have ever been the subject of an investigation of child abuse or neglect in Arizona, or another state or jurisdiction 

that resulted in a substantiated (determined to have occurred) finding, you may provide an explanation of the incident of 

child abuse or neglect. Do not include the name of any child or any person involved in the investigation. If more space is 

needed, please attach additional sheets.  

      

 



Policies & Procedures with Confidentiality 

Provider’s Name: ____________________________________________________ 

I have read and completely understand A Brighter Avenue’s Policies and Procedures. 

I understand that I am an independent contractor, and that any breach of these policies will 

result in cancellation of my contract to work with A Brighter Avenue. 

I have read and completely understand the importance of maintaining A Brighter Avenue’s 

Confidentiality Policy. 

I understand that there is a no tolerance policy and any breach of this Confidentiality policy will 

result in immediate cancellation of my contract to work with A Brighter Avenue. 

Signature: _____________________________________________________________ 

Date: ____________________________________ 

A.B.A.’s Policies & Procedures, including those regarding Confidentiality, may be reviewed 

online at any time at www.abrighteravenue.com/provider 

http://www.abrighteravenue.com/provider


Vehicle Maintenance Document 
A.B.A. Emergency / After Hour Phone Number: (480) 430-6544 

**This document will be competed by A.B.A Staff once vehicle is brought to our location** 

Provider’s Name: ____________________________________________________ 

I have reviewed the Vehicle Maintenance requirements listed below and have a copy of this 

document to keep in my vehicle for my reference.  In addition to providing A.B.A. with copies of 

my current vehicle registration, vehicle insurance, and motor vehicle report with consent to 

release, I understand that my vehicle must meet each of the requirements listed below to 

transport a Member in my car. 

__________ Registration and Insurance are Current 

__________ Tires are not worn and are properly inflated 

__________ No leaks under the vehicle 

__________ All exterior and interior lights are in working order 

__________ Turn signals and Brake lights work properly 

__________ Windshield wipers work properly 

__________ All fluid levels are okay (oil, water, brake, power steering, etc.) 

__________ All seats are clean, stable, with working constraints 

__________ Air conditioning / Heater is working properly 

__________ Windows are clean with no cracks 

__________ Child Safety Seat(s) are in use, if applicable 

__________ First Aid Kit/Flashlight is in vehicle 

I understand this is a Safety Issue and there is a “No Tolerance” policy.  I understand my failure 

to maintain my vehicle to each of these standards listed above while transporting a Member 

will result in immediate cancellation of my contract to work with A Brighter Avenue. 

Provider’s Signature: _________________________________ Date: ________________ 

Management Initials: _________________ 





 
 

Independent Contractor Agreement 
This Independent Contractor Agreement ("Agreement") is made and entered into in Arizona, by and between A 

Brighter Avenue, L.L.C. ("AB.A." or "Company"), an Arizona limited liability company, and 

________________________________, an Independent Contractor ("Contractor" or "Provide1 '). 

The Company and Provider hereby contract for Provider to perform one or more of the following services: 

Habilitation, Respite, and/or Attendant Care, ("Services") in a professional manner and under the following terms 

and conditions, which are hereby mutually agreed upon: 

1. Term of Agreement: This agreement shall be effective on __________,20_____ and continue for an 

indefinite period, unless either party terminates this Agreement. 

(!) Either party may terminate this Agreement upon ten (10) days' written notice. 

(!) The Company may terminate this Agreement without notice in the event that Provider 

breaches any material provision of this Agreement, commits a felonious act, or otherwise acts in 

a manner that is materially harmful to the business interests or reputation of A.B.A. 

(!) Upon termination of this Agreement, the Company shall have no further obligations to the 

Provider other than for payment of any earned and undisputed yet unpaid compensation for 

services performed prior to the date of termination. 

2. Provider's Services: During the term of this agreement, AB.A. desires that the Provider perform, and the 

Provider agrees to perform, the Services named above. 

(!) Provider shall devote such business time as necessary or desirable and Provider understands 

that 

A.B.A. makes no assurances regarding the number of clients or hours that Provider will receive. 

(!) Should Provider's Services require that he/she become a Transporting Provider, he/she agrees 

to maintain his/her personal vehicle, including registration and insurance, at his/her own 

expense. 

3. Relationship of the Parties: It is expressly understood by the parties that the Provider is an independent 

contractor in the performance of each and every part of this Agreement and that nothing in this 

Agreement is intended, or shall be construed, to denote or designate the Provider as an employee, agent, 

partner, or joint venture of A.B.A. 

(!) Although A.B.A. will communicate with the Provider the scope of any specified project and the 

desired outcome, the parties understand that A.B.A does not control the manner or method by 

which the Provider performs the services. The Provider has sole control over these aspects of the 

Services performed given that the manner and method utilized complies with the generally 

accepted practices of the industry. 

(!) The parties expressly understand and agree that as an independent contractor, the Provider is 

free to set his/her own schedule, decline clients presented by A.B.A., and perform or continue to 

perform services for entities other than A.B.A 

4. Compensation: Provider shall be paid at an agreed upon rate per hour for time spent providing services. 

(!) Provider may invoice A.B.A. at intervals of Provider's choosing, however, Provider understands 

that A.B.A. processes paperwork and pays twice per month and will compensate accordingly. 

(!) Payments made to Provider by A.B.A. will be reported on IRS form 1099. 

(!) As an independent contractor, Provider shall be solely responsible for all requisites of 

employment for himself/herself, including, without limitation, liability, health or disability 

insurance, retirement benefits or other welfare or pension benefits, workers' compensation 

insurance, unemployment insurance, withholding and payment of all federal and state income 

taxes, social security, and Medicare taxes. 



5. No Eligibility for Employee Benefits: Provider understands that he/she is an independent contractor and,

as such, neither he/she nor any dependent or other individual claiming through Provider will be eligible to

participate in, or receive benefits under, any employee benefit plans, programs, or arrangements of A.B.A.

6. Indemnification: Provider hereby agrees to indemnify and hold the Company, its subsidiaries and other

affiliates, and all of their respective shareholders, directors, officers, employees, agents, successors and

assigns, harmless from any and all liabilities, injuries, losses, and/or claims out of any action or omission of

Provider or any employee or agent of Provider including, without limitation, damages to any person or

property, attorneys' fees and costs, and all losses or claims arising out of any failure to comply with

applicable Jaws, including timely reporting and payment of any business and occupation income or self­ 

employment taxes, and other state or federal assessments.

7. Confidential Information and Related Matters: Provider agrees to abide by A.B.A.'s written Policies and

Procedures regarding Client Confidentiality.

(!) Soliciting clients: Provider agrees that during the term of his/her work for A B.A. under this 

Agreement and for a period of eight (8) months thereafter, he/she will not solicit business from 

anyone who was a client of A.B.A. within one year prior to termination of this Agreement, nor to 

anyone who was a prospective client of A.B.A. within six months of termination. 

(!) Soliciting providers: Provider agrees that during the te1m of his/her work for AB.A. under this 

Agreement and for a period of eight (8) months thereafter, he/she will not induce or attempt to 

induce anyone who is or was an employee, consultant, contractor or provider of A.B.A to accept 

other work in any capacity in competition with AB.A. 

IN WITNESS WHEREOF, Provider and a duly authorized representative of A Brighter Avenue, L.L.C. 

hereto have caused this Agreement to be executed as of this day of ____________________ 20_______. 

Independent Contractor 

Signature: _____________________________________________________________________ 

Printed Name: _________________________________________________________________ 

A Brighter Avenue Staff: 

Signature: _____________________________________________________________________ 

Printed Name: _________________________________________________________________ 

Title: ________________________________________________________________________ 



Transportation Declaration 
As a provider for A Brighter Avenue, you must decide whether you’d like to be a Transporting Provider 
(meaning you will become certified to drive your client(s) in your person vehicle) or a Non-Transporting 
Provider (meaning you will not). 

Most of our providers are Non-Transporting, as we intend for services to be provided in the client’s home.  In 
some instances, however, transporting may be required or requested.  If you client’s family feels that 
transporting is necessary to take him/her to and from other therapies or if being out in the community is part 
of his/her goals, you may need to drive your client, in which case you MUST become certified to transport. 

Transporting Provider Requirements: 

Should you choose to become certified to transport, you will need to do the following: 

☐ Submit a copy of current vehicle registration

☐ Submit a copy of current vehicle insurance

☐ Obtain and submit a copy of your Motor Vehicle Report from the DMV or give A Brighter Avenue

consent to obtain one

☐ Bring your vehicle to be inspected by A Brighter Avenue staff

Non-Transporting Provider Requirements: 

Should you choose not to transport, you will need to do the following: 

☐ Sign below under “Non-Transporting Provider”

Please note, you may start out as a Non-Transporting Provider and become a Transporting Provider later 

if/when your client’s needs change.  If this becomes the case, you MUST complete all the “Transporting 

Provider Requirements” listed above BEFORE any transporting occurs. 

Please select whether you intend to be a Transporting or Non-Transporting Provider, and sign only once in 

the appropriate space. 

☐ I elect to become a Transporting Provider

By checking this box and signing below, I understand that I must submit all “Transporting Provider

Requirements.”  I certify that I will not transport any client(s) in my vehicle until all items have been

submitted and I have been approved to transport by A Brighter Avenue staff.

Signature: ___________________________________ Date: _________________________ 
Office Use Only – Approval Date: ___________________________ 

☐ I elect to become a Non-Transporting Provider

By checking this box and signing below, I certify that I will not transport any client(s) in my vehicle.  I

understand that should I choose to transport in the future, I must first complete all the “Transporting

Provider Requirements” and approved to transport by A Brighter Avenue staff.

Signature: _________________________________ Date: _________________________ 
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