MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES                  
 Administrative Policy 5.9
TELECOMMUTING AGREEMENT                                                                                                        Attachment B                   


	Employee Name
	     

	Division/Bureau/Unit
	     

	Supervisor Name
	     

	Effective Date*
	From:                      Through:      


Required Information

	Telecommuting Work Schedule (list days and hours, e.g. Monday through Friday, 8:00 – 5:00 with 12:00-1:00 as lunch):      


	Work Location:

	Street Address
	     

	City
	     
	State
	     
	Zip
	     
	County
	     

	Is this location the employee’s primary residence?:           YES         NO 

	Separate telephone line required:          YES         If yes, list phone #:        NO 

	Description of designated work space at remote location.
     


	How will phone messages and mail at the department office buildings be retrieved?       


	List the Department ITSD approved systems to which employee will have access from remote work location (if any).       

	How will information created/accessed/used at the remote work location be protected from disclosure?  

      

	List any non-department assets that will be used in the remote work location.       


	List any department assets that will be used in the remote work location.       



	List available broadband providers and costs associated with providing high speed internet to the telecommuting location.  

       


List costs for telecommuting, such as phone, internet, postage, initial set-up costs, etc.  Do not include the cost of personal computer (including CPU or laptop), monitor, keyboard, surge protector, software,  chair, business cards; and/or ID Badge:
	One-Time
	Ongoing

	Item:                                       Cost:       
	Item:                                       Cost:       

	Item:                                       Cost:       
	Item:                                       Cost:       

	Item:                                       Cost:       
	Item:                                       Cost:       

	Item:                                       Cost:       
	Item:                                       Cost:       

	Item:                                       Cost:       
	Item:                                       Cost:       

	Item:                                       Cost:       
	Item:                                       Cost:       

	Item:                                       Cost:       
	Item:                                       Cost:       


	List the specific benefits to Department clients or customers resulting from the employee being permitted to telecommute:      


	List the specific benefits to the employee resulting from being permitted to telecommute:      


	List the specific benefits to the Department resulting from the employee being permitted to telecommute:      



.



Provide a signed copy of full document and attachment(s) to the employee, supervisor, and the Office of Human Resources.
I have read and understand Administrative Policy 5.9 Telecommuting and Alternate Location Arrangements and 5.9 Attachment A and agree to the duties, obligations, responsibilities, and conditions for telecommuters expressed in said documents in addition to my normal duties, obligations, and responsibilities as a department employee.





I acknowledge my responsibility for establishing specific scheduled telecommuting work hours, completing time and attendance records according to my work hours per Administrative Policy 15.5 Time Accounting and Department Electronic Leave and Time Accounting (DELTA) System, furnishing and maintaining my designated work space in a safe manner, employing appropriate telecommuting security measures, and protecting department assets, information, sensitive documents, and information systems.





I understand that telecommuting is voluntary and I may stop telecommuting at will at any time. I also understand that the Department may, at any time, change any or all of the conditions under which I am permitted to telecommute or withdraw permission to telecommute entirely.





I have completed and attached the Request for Listing of DHSS Fixed Assets/Telecommuter Equipment form (Form DH 87 located on the Department’s intranet). I have also attached a copy of my last performance appraisal. 





*This telecommuter agreement must be submitted by November 1st for the upcoming calendar year.





Employee Signature ________________________________________     Date _______________________








Supervisor approval:


I have reviewed the all information provided in this agreement and approve the employee for telecommuting status. Based on this review, I have determined that the telecommuting arrangement is cost effective for the Department and the level of customer service will not be negatively impacted. I will conduct at least one unannounced virtual visit to the telecommuter’s work site visit during the twelve-month period to determine compliance with all department policies and the telecommuter agreement. This review shall include caseload or inspection activities, and/or other virtual face-to-face monitoring reviews. Documentation and comments from this review shall be included in the units personnel file for the employee. In addition, I will conduct a quarterly review of the work expenses associated with this telecommuter to ensure that the charges are allowable under department policy and that they are reasonable in nature.    





Supervisor Signature _______________________________________     Date _______________________





Division Director or


Designee Signature ________________________________________     Date _______________________
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