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OAAS Request for Hazard Pay – HCBS Providers 

 

Participant’s Name: 
 (List only 1 

participant per form.) 

Direct Service Workers 
(DSWs) Eligible for Hazard Pay 
(Print first and last name): 

*Third Party EVV  
DSW Employee ID: 

TO BE COMPLETED by 
the HCBS provider: 

TO BE COMPLETED by 
OAAS (for LT-PCS ONLY) 
or the SC (after verified by 
the provider): 

    Eligible     Ineligible     Eligible  Ineligible 

   Eligible      Ineligible      Eligible  Ineligible 

   Eligible     Ineligible     Eligible  Ineligible 

   Eligible     Ineligible     Eligible  Ineligible 
*The Employee ID is required ONLY for providers who use a third party EVV system.  The Employee ID must match the information transmitted 
to LaSRS by the third party EVV system. 
 

I understand that ONLY COVID-19 positive tests reported to the SC (for OAAS Waivers) OR to OAAS (for LT-PCS outside of ADHC 
Waiver) will be considered for the hazard pay process for DSWs.     
 

I understand that the following individuals who became DSWs under the COVID-19 exceptions are NOT eligible for hazard pay: 
 

 Participant’s spouse; 

 Participant’s responsible representative; 

 Participant’s tutor; 

 Participant’s legal guardian;  

 Participant’s curator; or 

 Participant’s power of attorney 
 

I have verified that the DSW(s) listed above are eligible or ineligible for hazard pay based on the OAAS Hazard Pay policy/criteria and 
marked the appropriate box in the table above. 
 

 

________________________________________________________________________       ______________________________ 
Provider Representative’s Signature                  Date     
 

 

___________________________________________________________________________________________________________________________________ 

Provider Representative’s Name and Title (Printed) 
 

_______________________________________________________________________      ______________________________ 
SCA Representative’s/OAAS Representative’s Signature           Date 
 
 

_____________________________________________________________________________________________________________  
SCA Representative’s/OAAS Representative’s Name and Title (Printed) 
 

To Be Completed by SCA/OAAS ONLY: 
LaSRS Positive COVID-19 Test Date: # of Days Released (14 or 40) End Date (add 14 or 40) to COVID-19 Test Date: Signature of SC Supervisor Completing Data Entry: 

    

SCA – A copy of final completed form must be sent to OAAS RO and provider.  
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OAAS Request for Hazard Pay – Self Direction 

Participant’s Name: 
 (List only 1 

participant per form.) 

Direct Service Workers 
(DSWs) Eligible for Hazard Pay 
(Print first and last name): 

Self-Direction DSW 
Employee ID: 

TO BE COMPLETED by 
the Fiscal Employer 
Agent (FEA): 

TO BE COMPLETED by 
the SC (after verified by 
the FEA): 

    Eligible     Ineligible     Eligible  Ineligible 

   Eligible      Ineligible      Eligible  Ineligible 

   Eligible     Ineligible     Eligible  Ineligible 

   Eligible     Ineligible     Eligible  Ineligible 
 

Support Coordinator’s Email Address:  _________________________________________________________ 
 

 

I understand that the following individuals who became DSWs under the COVID-19 exceptions are NOT eligible for hazard pay: 
 

 Participant’s spouse; 

 Participant’s responsible representative; 

 Participant’s tutor; 

 Participant’s legal guardian;  

 Participant’s curator; or 

 Participant’s power of attorney 
 

I have verified that the DSW(s) listed above are eligible or ineligible for hazard pay based on the OAAS Hazard Pay policy/criteria and 
marked the appropriate box in the table above. 
 

 
 

________________________________________________________________________       ______________________________ 
Fiscal Employer Agent’s (FEA’s) Signature                  Date     
 
 

 
 

___________________________________________________________________________________________________________________________________ 

Fiscal Employer Agent’s (FEA’s) Name and Title (Printed) 
 
 

_______________________________________________________________________      ______________________________ 
SCA Representative’s/OAAS Representative’s Signature           Date 
 
 
 

_____________________________________________________________________________________________________________  
SCA Representative’s/OAAS Representative’s Name and Title (Printed) 
 

 
To Be Completed by SCA ONLY: 

LaSRS Positive COVID-19 Test Date: # of Days Released (14 or 40) End Date (add 14 or 40) to COVID-19 Test Date: Signature of SC Supervisor Completing Data Entry: 

    

 

SCA – A copy of final completed form must be sent to OAAS RO, SD Employer and FEA.    
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