NEW MEXICO WORK PROGRAMS

WORK EXPERIENCE TRAINING AGREEMENT

	This Agreement is between the

 Human Services Department’s New Mexico Works Programs
 and the Sponsoring Work Site Agency listed below:
Sponsoring Work Site Agency:     _______________________________
Address: _______________________________________________________________
City:      _____________________    State:         Zip:       
Telephone:      __________                    Fax:      __________

	Geo

     
	Admin
     
	Participant Name
     
	Social Security Number
     

	Start Date

     
	Anticipated Completion Date
     
	Position Title
     
	Assigned Hours Per Week
     


PURPOSE: 

The purpose of this Agreement is to assure cooperation between New Mexico Works Programs (NMW) and the above-mentioned Sponsoring Work Site Agency in providing work training and job experience to a Participant in order to increase the Participant’s employability. The training is intended to provide Participants who are not job ready with work training, and an opportunity for additional training/experience in a work environment in order to increase employability. 

NMW (or Designee) Shall:
1.
Make appropriate referrals to the Sponsoring Work Site Agency based on the Participant's training plan and individual needs.

2.
Provide the necessary support services and monitor the Participant's progress towards his/her employment goals. 
3.
Inform the Participant about the regulations of the NMW that govern the participation in the Work Experience activity, including the regulation that the Participant cannot be paid while in the Work Experience activity.
4.
Thoroughly discuss and review all aspects of confidentiality with the Participant.

5.  Ensure that all Participants in a training activity will be provided with accidental medical insurance (for medical costs not covered by any other medical insurance including Medicaid) while a Participant is with the Sponsoring Work Site Agency. The accidental medical insurance coverage includes accidental death and dismemberment. 
6. Not assign a Participant to a training site if it would result in the partial or full displacement of an already employed worker, a worker on lay-off status, or infringe on the promotional opportunities of a worker.
7. Upon notification by the Sponsoring Work Site Agency and verification by NMW, end the work placement when the conduct of a Participant becomes dangerous or disruptive or the Participant consistently violates the Work Site Agency's rules and regulations.
The SPONSORING WORK SITE AGENCY Shall: 

1.
Provide participant with an opportunity to acquire the general skills, knowledge and work habits necessary to obtain employment. 

2.
Assure that the Participant is not paid. 
3.
Provide supervision.
4.   Provide a safe and healthy work environment. 

5.
Comply with all applicable Federal and State rules and regulations. 

6.
Submit a progress report and monthly attendance reports to the NMW, or its designee. 

7.
Consider hiring the Participant assigned to the sponsoring work site agency.
8. Provide general liability insurance.
9. Protect the Participant from any direct or indirect discrimination on the basis of race, ethnicity, sex, age, handicap, political affiliation, or religious affiliation.
10. Inform NMW when the conduct of a Participant becomes dangerous or disruptive or the Participant consistently violates the Sponsoring Work Site Agency's rules and regulations.

____________________________________      
___________________________   __________
Signature by Authorized Representative of the

Printed Name and Title



 

Date
    NMW or Designee
____________________________________   
 ___________________________  __________
Signature by Authorized Representative of the

Printed Name and Title



 
 Date
Sponsoring Work Site Agency
	[image: image1.wmf]
	If you are a person with a disability and you require this information in an alternative format, or require a special accommodation to participate in any public hearing, program or services, please contact the NM Human Services Department toll-free at 1-800-432-6217 or through the New Mexico Relay System TDD at 1-800-659-8331 or by dialing 711. The Department requests at least 10 days advance notice to provide requested alternative formats and special accommodations. (08/22/08)

	Civil Rights
	All programs administered by the Human Services Department  (HSD) are equal opportunity programs.  If you believe you have been treated unfairly because of race, color, national origin, age, disability, and where applicable, sex, marital status, familial status, parental status, religion, sexual orientation, genetic information, political beliefs, reprisal, or because all or part of an individual’s income is derived from any public assistance program, you may file a complaint.  Complaints of discrimination may be filed with the New Mexico Human Services Department central office or the local Human Services county office. Complaints of discrimination about the Supplemental Nutrition Assistance Program may be filed with the USDA, Director, Office of Civil Rights Room 326 W, Whitten Bldg., 1400 Independence Ave, S.W. Washington, DC 20250-9410 or call (202) 720-5964 (voice and TDD). Complaints of discrimination about Cash Assistance and Medical Assistance programs may be filed with the Office of Civil Rights, Department of Health & Human Services, 1301 Young Street, Suite 1169, Dallas, TX 75202 or call (800) 368-1019 (voice) and (214) 767-8940 (TDD).  (09/2/09)

	Your 

Privacy
	The information you give HSD will be used to determine whether your household is eligible or continues to be eligible to take part in HSD programs.  We will check this information through computer matching programs.  This information will also be used to make sure that you meet program rules and help us to manage the program.  

This information may be given to other Federal and State agencies for official examination, and to law enforcement officials for the purpose of picking up persons fleeing to avoid the law. 

If you get benefits that you were not eligible for and have to pay them back, this is called a claim.  If your household gets a claim against it, the information on this application including all social security numbers, may be given to Federal and State agencies, as well as private claims collection agencies for claims collection action.  

Providing the requested information, including social security numbers of each household member is voluntary.  However, each person applying for assistance must give a social security number or it will result in the denial of program benefits to each individual applicant failing to give a social security number.  Non-citizen immigrants not requesting assistance for themselves do not need to give immigration status information or social security numbers.  Any social security numbers given will be used and disclosed in the same manner as social security numbers of eligible household members. 

We also check with other agencies, the federal Income and Eligibility Verification Service (IEVS) and The Public Assistance Reporting Information System (PARIS) about the information that you give us. This information may affect your household eligibility and benefit amount. (10/23/2009)

	
	

	Participant’s Name:

_________________________________
	Supervisor(s) Name(s) and Title
     _____________________________


TRAINING DESCRIPTION 

	Position Description
     


	Training Objectives/Skills      


	The training period begins the       day of       _____,       and will remain in effect until the        day of       _____,       ___ or is terminated by the Sponsoring  Work Site Agency and/or the NMW, or its Designee.

 

	Signature of SERVICE PROVIDER


	Date

	Signature of SPONSORING AGENCY WORK SITE SUPERVISOR


	Date

	Signature of PARTICIPANT


	Date


CONFIDENTIALITY AGREEMENT

I may learn confidential information while training. I will not discuss this information outside of the work site. If I break the confidentiality rule, my Work Experience activity placement will end and I may face civil or criminal penalties. 

I agree to keep confidential any information I learn while participating in the Work Experience activity.

_____________________________________________         _______________________________
Participant












  
           Date 

This Agreement has been reviewed with the Participant and becomes effective on the        day of        ______,      _______.

_____________________________________________

_______________________________
Service Provider













Date

Accidental Death or Dismemberment 

Beneficiary Designation Form
Please complete this form and return it to HSD Income Support Division.  
Maintain a copy for your records.

Please PRINT 
__State of  New Mexico____________________________________________________________  
Policyholder Name





















__________________________________________________________



____________


Insured Person's Last Name 

First Name and Initial 









Date of Birth 
Insured Person's Street Address 

__________________





__



___



_______________






Insured Person's City 




State 

Zip Code 



Social Security # 
Primary Beneficiary ~ If the benefit is to be paid to more than one person, please indicate the percentage each primary beneficiary should receive. If percentage shares are not given, they will be equally divided. Total percentage for all primary beneficiaries must equal 100%. 
Name





Date of Birth



Social Security #



Relationship


% Share
_______________
______________


______________



_____________

__________
_______________
______________


______________



_____________

__________

_______________
______________


______________



_____________

__________

Contingent Beneficiary ~ The contingent beneficiary(ies) will only receive benefits if all named primary beneficiaries predecease the Insured Person. If the benefit is to be paid to more than one contingent beneficiary, please indicate the percentage each contingent beneficiary should receive. If percentage shares are not given, they will be equally divided. Total percentage for all contingent beneficiaries must equal l00%. 
Name





Date of Birth



Social Security #



Relationship

   % Share
_______________
______________


______________



_____________

__________

_______________
______________


______________



_____________

__________

_______________
______________


______________



_____________

__________
___________________________________________










__________________
Insured Person's Signature 


















       Date Signed 
DWP 272   Revised 10/05/2009 (Replaces ISD 272e & PFP 272)
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