Department of Human Services Form 0-9
Division of Services for People with Disabilities 7-29-2014

® PROVIDER INTERFACE
AUTHORIZED PROVIDER & PROVIDER DESIGNEE(S)

PROVIDER UPI ACCESS

Statement of Understanding

I understand that I (contract owner or company representative) have the responsibility to protect the
information contained in the “USTEPS Provider Interface” in accordance with The Department of Human
Services Policy (06-04; 06-04a) on “The Appropriate Use of Information Technology Resources”*. I
understand that each worker’s access is for their exclusive use and support of their job duties. I understand that
user access is controlled by passwords and all users are required to maintain the confidentiality of their user
account and password information. As company owner/representative, I will not violate, or condone any
violation of, the privacy of the user logon information or any violation of the applicable privacy provisions,
policies or terms of the contract with the Utah State Department of Human Services/Division of Services for
People with Disabilities (DHS/DSPD). Authorized contract owner/contract representative will have the
responsibility for notifying the USTEPS team in writing at usteps@utah.gov within two business days of any
change that affects a worker’s user role(s), organization structure, or employment status associated with my
company.

Provider Name:

Provider Representative Signature: Date:

Provider Representative Name (print):
DHS/DSPD Contract Number

Provider Representative’s Telephone:

What email address do you want the USTEPS team and DSPD management to contact you regarding DSPD

business? One email address per provider please.

PROVIDER DESIGNEE(S)

I understand that as the company owner/representative contracting with DHS/DSPD, I have granted the
following to act as my designee for consent to grant access to the USTEPS Provider Interface. By granting
access to the USTEPS Provider Interface, I take responsibility for my Designees compliance with the
“Statement of Understanding” above. I understand that if there is a change in designees, USTEPS will be
notified of the change within two business days.

Provider Representative Signature: Date:

Designees: Statement of Understanding
Read - Initial & Date

Print Designee Name Signature of Designee Initial & Date
Print Designee Name Signature of Designee Initial & Date
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*See reference: www.hspolicy.utah.gov 6 — Technology, 6-4 Appropriate IT Use & 6-4A Addendum to Appropriate IT Use.
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Provider Name:
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(Provider & Designee form continued)

Print Designee Name Signature of Designee Initial & Date
Print Designee Name Signature of Designee Initial & Date
Print Designee Name Signature of Designee Initial & Date
Print Designee Name Signature of Designee Initial & Date
Print Designee Name Signature of Designee Initial & Date
Print Designee Name Signature of Designee Initial & Date
Print Designee Name Signature of Designee Initial & Date
Print Designee Name Signature of Designee Initial & Date

Email this form to: USTEPS@utah.gov or Fax to (801) 538-4279 Subject Line: UPI

FOR OFFICE USE ONLY:

Provider Name: Provider ID#

I:I Primary I:I Secondary

I have reviewed the above request and approve that this is the provider representative and Provider ID being

used for this company:

DSPD Contracting Team Approval Signature: Date:
UPI Provider Set Up Completed: Date:
USTEPS Team Signature
UPI Provider Access Inactivated: Date:
USTEPS Team Signature
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*See reference: www.hspolicy.utah.gov 6 — Technology, 6-4 Appropriate IT Use & 6-4A Addendum to Appropriate IT Use.
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