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 SequoiaSD  Vendor Checklist : Rev 12.25  

VENDOR  
CHECKLIST  

 
 
 
 
 

DOCUMENT NAME  REQUIRED / OPTIONAL  

Vendor Information  Required  

Vendor Agreement & Acknowledgement of Terms of 
Participation  

Required  

Vendor Direct Deposit Authorization Form  Required  

Required Professional License List  Required  

W-9 Required  

2026 Vendor Payment Schedule  Information 

Sampel Invoice Template  Information 

 
 
 
 
 
 

NOTE: 

Please ensure all REQUIRED  documents are filled out accurately before submitting them for processing.  
The following pages must be completed.  

***Required for new SDP Vendor provider  

Initial packet is only necessary upon startup. Vendor Information Form is needed for EACH person serv ed.  
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 SequoiaSD  Vendor Information: Rev 12.25  

VENDOR  
INFORMATION  

VENDOR INFORMATION  

Vendor Name:    

Vendor Address:   

Vendor City:   State:   Zip:   

Contact Name:   

Contact Phone Number:   Contact Email:   

PARTICIPANT INFORMATION  

Participant Full Name:   

Service:   Service Start Date:   

S upport Level  

Individual                         Group   Other:   

BACKGROUND INFORMATION  

Per DDS those providing direct personal care services to participants in the Self -Determination Program must  
obtain a background check and receive clearance prior to providing services to the participant. This includes  
vendors whose Employee’s provide direct personal care (assist with dressing, grooming, bathing, or personal  
hygiene services) to a participant in the Self -Determination Program.  

Please note: The person providing services, or their employing agency , is responsible for the cost of the  Livescan.  
 
Have you obtained background check clearance for  Yes  No N/A 
all of your employee’s who provide personal care services?  
 
Services are provided by individuals at least 18 years of age  Yes  No 
who have the skills and abilities necessary to meet the unique  
needs and preferences of the participant as specified in the  
participant’s IPP  
 
Do you only provide services for developmentally disabled individuals?  Yes  No 
 
If yes, are you HCBS compliant?  Yes  No 
If you are not HCBS compliant we cannot vendor you with SequoiaSD.  Please contact us for more information.  

 
For additional information, visit: https://www.dds.ca.gov/initiatives/sdp/background -checks   

Print Name of Authorized Signer:    

Vendor Signature:   Date:     

https://www.dds.ca.gov/initiatives/sdp/background-checks
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 SequoiaSD  Vendor Acknowledgement of Terms of Participation : Rev 12.25  

VENDOR  
AGREEMENT & ACKNOWLEDGEMENT 

OF TERMS OF PARTICIPATION  

State law [Welfare & Institutions Code §4685.8(d)(3)(E)] requires that Participants in the SDP use an FMS.  An 

FMS provides support in many ways including, but not limited to, paying service providers  and  ensuring  

providers are qualified.  

Vendor  Full Name :   

(Must exactly match name used on all other documents)  

Address:    

City:   State :   Zip:   

Phone Number:    

The above -referenced provider of home and community -based waiver services under California  Self -

Determination Program hereinafter referred to as the Vendor, hereby agrees and acknowledges  as follows:  

1. To provide only the items or services authorized by the Financial Management Service (FMS)  provider.  

2. To accept the payment issued by FMS provider as payment in full for provided items or services.  

3. To make no additional claims or charges for provided items or services.  

4. To refund any overpayment to the FMS provider.  

5. To keep any records necessary to disclose the extent of services provided consistent with the  Vendor's business 

type.  

6. To provide, upon request by the FMS provider or the Department of Developmental Services  (DDS) or its 

designee, information regarding the items or services provided.  

7. To comply with all other applicable federal and state laws, regulations, and policies relating to  providing home 

and community -based waiver services under California's Medicaid program  including the caregiver background 

check law.  

8. Confidentiality Policies and Procedures: To maintain the confidentiality of all records or other  information relating 

to each Participant’s status as a waiver participant and items or services the  participant receives from the Vendor.  

9. To respect and comply with the waiver Participant’s right to refuse medication and treatment and  other rights 

granted the participant under federal and state law.  

This agreement may apply to all people served through the SDP with SequoiaSD as their FMS provider . 

Print Name of Authorized Signer:    

Vendor Signature:   Date:     
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VENDOR  
DIRECT DEPOSIT AUTHORIZATION  

 

Vendor  Full Name :   

Last 4 Digits of SSN/Vendor EIN:        Effective Date :   

 

Name of Financial Institution :   

Routing Number :   Account  Number :   

Remittance Email  Address :   

 

AUTHORIZATION FOR SET -UP  

I hereby authorize SequoiaSD to deposit any amount owed to me for services rendered. SequoiaSD is  not 

responsible for any erroneous information provided. Also, I grant SequoiaSD permission to correct  and/or 

adjust any electronic funds transfer resulting from erroneous overpayment's by debiting my  account. This  

authorization is to remain in full force and effect until SequoiaSD receives written  notification from me to 

terminate the agreement.  

 

Print Name of Authorized Signer:    

Vendor Signature:   Date:     
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 SequoiaSD  Vendor  Required Professional License List : Rev 12.25  

VENDOR  
REQUIRED PROFESSIONAL  

LICENSE LIST  

 
Acupuncturist  
Advanced Practice Nurse Prescriber  
Art Therapist  
Athletic Trainer  
Automatic Fire Sprinkler Contractor  
Maintenance  
Automatic Fire Sprinkler System Tester  
Audiologist  
Behavior Analyst  
Chiropractor  
Clinical Substance Abuse Counselor  
Dance Therapist  
Dental Hygienist  
Dentist  
Dietitian  
Drug or Device Manufacturer  
Home Medical Oxygen Provider  
Hearing Instrument Specialist  
Life Apprentice  
Lift Helper  
Lift Mechanic  
Massage Therapist or Bodywork Therapist  
Master Electrician  
Master Plumber  
Music Therapist  
Occupational Therapist  
Occupational Therapy Assistant  
Optometrist  
Pharmacist  
Pharmacy (In -State) 

 
Pharmacy (Out -of-State) 
Physical Therapist  
Physical Therapist Assistant  
Physician  
Physician Assistant  
Plumbing Apprentice  
Podiatrist  
Prevention Specialist  
Prevention Specialist in Training  
Private Pract ice  School Psychologist  
Professional Counselor  
Psychologist  
Registered Electrician  
Registered  Master Electrician  
Registered Nurse  
Residential Electrical Apprentice  
Registered Sanitarian  
Respiratory Care Practitioner  
Sign Language Interpreter  
Sign Language Interpreter (Restricted)  
Social Worker  
Social Worker - Advanced Practice  
Social Worker - Independent  
Social Worker - Licensed Clinical  
Social Worker - Training Certificate  
Speech -Language Pathologist  
Substance Abuse Counselor  
Substance Abuse Counselor in Training  
Welder  
Wholesale Distributor of Prescription Drug

LICENSE  / PERMIT / REGISTRATIONS  
 
I acknowledge that the services provided may require my submission of current license, certifications,  and 
verification of liability insurance and will submit those with this packet if necessary.  

**The above list is  a guide, not a complete listing.  

 
Vendor will provide:  

 Business License  

Business Certificate  

Print Name of Authorized Signer:    

Vendor Signature:   Date:     

The providers listed below MUST  send in a copy of their license and/or certificate.  
Failure to  submit a copy will delay payments . 



Form W•9 
(Rev. March 2024) 

Department of the Treasury 
Internal Revenue Service 

Request for Taxpayer 
Identification Number and Certification 

Go to www.irs.gov/FormW9 for instructions and the latest information. 

Before you begin. For guidance related to the purpose of Form W-9, see Purpose of Form, below. 

Give form to the 

requester. Do not 

send to the IRS. 

1 Name of entity/individual. An entry is required. (For a sole proprietor or disregarded entity, enter the owner's name on line 1, and enter the business/disregarded 
entity's name on line 2.) 

2 Business name/disregarded entity name, if different from above. 

(') 
Cl) 

3a Check the appropriate box for federal tax classification of the entity/individual whose name is entered on line 1. Check 4 Exemptions (codes apply only to 
Cl only one of the following seven boxes. certain entities, not individuals; 

□ D C corporation D S corporation D Partnership D TrusVestate 
see instructions on page 3): 

Individual/sole proprietor 
0 

• Ill □ LLC. Enter the tax classification (C = C corporation, S = S corporation, P = Partnership) Exempt payee code (if any) 
Cl) i:: ---
I� Note: Check the "LLC" box above and, in the entry space, enter the appropriate code (C, S, or P) for the tax 

classification of the LLC, unless it is a disregarded entity. A disregarded entity should instead check the appropriate Exemption from Foreign Account Tax 

� i:! box for the tax classification of its owner. Compliance Act (FATCA) reporting 

1: 'ti □ Other (see instructions) code (if any) ·c .S 
D. u 

!i:: 3b If on line 3a you checked "Partnership" or "TrusVestate," or checked "LLC" and entered "P" as its tax classification, 
(Applies to accounts maintained u and you are providing this form to a partnership, trust, or estate in which you have an ownership interest, check CD 

□
outside the United States.) 

I this box if you have any foreign partners, owners, or beneficiaries. See instructions 

Cl) 
5 Address (number, street, and apt. or suite no.). See instructions. Requester's name and address (optional) Cl) 

6 City, state, and ZIP code 

7 List account number(s) here (optional) 

ma Taxpayer Identification Number (TIN)
I Social security number I Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid 

backup withholding. For individuals, this is generally your social security number (SSN}. However, for a 
resident alien, sole proprietor, or disregarded entity, see the instructions for Part I, later. For other 
entities, it is your employer identification number (EIN}. If you do not have a number, see How to get a 
TIN, later. 

[Il]-ITJ-1 I I I I 
or 

I Employer identification number 
Note: If the account is in more than one name, see the instructions for line 1. See also What Name and 
Number To Give the Requester for guidelines on whose number to enter. 

Certification 

Under penalties of perjury, I certify that: 

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me}; and

2. I am not subject to backup withholding because (a} I am exempt from backup withholding, or (b} I have not been notified by the Internal Revenue
Service (IRS} that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c} the IRS has notified me that I am
no longer subject to backup withholding; and 

3. I am a U.S. citizen or other U.S. person (defined below}; and 

4. The FATCA code(s} entered on this form (if any} indicating that I am exempt from FATCA reporting is correct. 

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding 
because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage interest paid, 
acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and, generally, payments 
other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the instructions for Part II, later. 

Sign I Signature of 
Here . U.S. person Date 

General Instructions 

Section references are to the Internal Revenue Code unless otherwise 
noted. 

Future developments. For the latest information about developments 
related to Form W-9 and its instructions, such as legislation enacted 
after they were published, go to www.irs.gov/FormW9. 

What's New 
Line 3a has been modified to clarify how a disregarded entity completes 
this line. An LLC that is a disregarded entity should check the 
appropriate box for the tax classification of its owner. Otherwise, it 
should check the "LLC" box and enter its appropriate tax classification. 

Cat. No. 10231X 

New line 3b has been added to this form. A flow-through entity is 
required to complete this line to indicate that it has direct or indirect 
foreign partners, owners, or beneficiaries when it provides the Form W-9 
to another flow-through entity in which it has an ownership interest. This 
change is intended to provide a flow-through entity with information 
regarding the status of its indirect foreign partners, owners, or 
beneficiaries, so that it can satisfy any applicable reporting 
requirements. For example, a partnership that has any indirect foreign 
partners may be required to complete Schedules K-2 and K-3. See the 
Partnership Instructions for Schedules K-2 and K-3 (Form 1065). 

Purpose of Form 
An individual or entity (Form W-9 requester} who is required to file an 
information return with the IRS is giving you this form because they 

Form W-9 (Rev. 3-2024) 
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 SequoiaSD 202 6 Vendor Payroll Schedule: 12.25 

CALIFORNIA SELF -DETERMINATION  

2026 VENDOR PAY MENT  SCHEDULE  

INVOICE SUBMISSION PROCESS  

1. Send the numbered invoice to the family for review and approval. Please attach the attendance sheet if it  is 
not included in the invoice. Include the following:  

• Participant’s Full Name  

• Invoice Number  

• Service Month and Service Details  

• Invoice Total  

The items below are required for businesses that ONLY provide services to individuals with  
developmental disabilities:  

• Hourly or daily rate charged by SDP 
provider/vendor  

• Service code under which services are 
provided  

• Date each service/task was provided  

• Description of specific service/task provided  

• Amount of time spent on each service/task  

• Total cost of the service/task provided  

• A statement that all services specified in the 
invoice have been provided to the 
participant (see attached  sample), with 
vendor signature to accompany statement.  

2. Once the family approves the invoice, the family will send the invoice (and CC you ) to: 
S equoia Vendors@ S equoia SD .com. 

3. ACH payments will be made according to the VENDOR PAYMENT SCHEDULE  below.  
 

Pay Period  Pay Period  Starts  Pay Period  Ends  Invoices Due Payment/EFT  Sent  

P1 12/16/2025 12/31/2025 01/03/2026 01/09/2026 

P2 01/01/2026 01/15/2026 01/18/2026 01/23/2026 

P3 01/16/2026 01/31/2026 02/03/2026 02/10/2026 

P4 02/01/2026 02/15/2026 02/18/2026 02/25/2026 

P5 02/16/2026 02/28/2026 03/03/2026 03/10/2026 

P6 03/01/2026 03/15/2026 03/18/2026 03/25/2026 

P7 03/16/2026 03/31/2026 04/03/2026 04/10/2026 

P8 04/01/2026 04/15/2026 04/18/2026 04/24/2026 

P9 04/16/2026 04/30/2026 05/03/2026 05/08/2026 

P10 05/01/2026 05/15/2026 05/18/2026 05/22/2026 

P11 05/16/2026 05/31/2026 06/03/2026 06/10/2026 

P12 06/01/2026 06/15/2026 06/18/2026 06/25/2026 

P13 06/16/2026 06/30/2026 07/03/2026 07/10/2026 

P14 07/01/2026 07/15/2026 07/18/2026 07/24/2026 

P15 07/16/2026 07/31/2026 08/03/2026 08/10/2026 

P16 08/01/2026 08/15/2026 08/18/2026 08/25/2026 

P17 08/16/2026 08/31/2026 09/03/2026 09/10/2026 

P18 09/01/2026 09/15/2026 09/18/2026 09/25/2026 

P19 09/16/2026 09/30/2026 10/03/2026 10/09/2026 

P20 10/01/2026 10/15/2026 10/18/2026 10/23/2026 

P21 10/16/2026 10/31/2026 11/03/2026 11/10/2026 

P22 11/01/2026 11/15/2026 11/18/2026 11/25/2026 

P23 11/16/2026 11/30/2026 12/03/2026 12/10/2026 

P24 12/01/2026 12/15/2026 12/18/2026 12/24/2026 

2027     

P1 12/16/2026 12/31/2026 01/03/2027 01/08/2027 

mailto:SequoiaVendors@SequoiaSD.com
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Enclosure A 

Sample Invoice Template 
Name:  
Address: 
Phone Number: 
Billing Rate:  

Name of Participant: 
UCI Number: 
Regional Center: 

 Month/Year: 

Service 
Code 

Date Specific 
Service/Task 

Time by Task Rate Cost 

3XX X/X/XXXX Description of 
service performed 

Amount of time 
spent on service 

$X/hr Amount of 
time x hourly 
billing rate  

3XX X/X/XXXX Description of 
service performed 

Amount of time 
spent on service 

$X/day Daily billing 
rate  

-------------------------------------------------------------------------------------------------------------------- 

Acceptable examples (based on an hourly rate of $50) 

Service 
Code 

Date Specific 
Service/Task 

Time by Task Rate Cost 

340 7/14/2023 Met with individual 

to draft spending 

plan. 

1.75 hours $50/hr  $87.50 

340 7/25/2023 Contacted a 

potential provider 

to determine 

availability to 

provide services. 

0.25 hours $50/hr  $12.50 

Acceptable examples (based on a daily rate of $71.51) 

Service 
Code 

Date Specific 
Service/Task 

Time by Task Rate Cost 

331 7/1/2023 Day program: 

Volunteering and 

work skills  

6 Hours $71.51/ 

day 

 $71.51 

331 7/2/2023 Day program: 

Cooking classes, 

library and travel 

training  

6.5 Hours $71.51/ 

day 

 $71.51 
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Non-acceptable examples 

Date Specific Service/Task Time by Task Cost of 
Task 

7/2023 Monthly independent 

facilitator services. 

As needed $500 

monthly 

fee 

7/2023 Non-vendored Day program 21 days $1,501.71 

Example of acceptable certification statement to appear on invoices: 

I certify that this invoice accurately reflects the date, specific service/tasks performed 
and amount of time spent on each service/task and that the service/tasks are in 
accordance with state and federal  requirements. 

Date:  

Signature: 

Printed Name: 
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