Fiscal Assistance of Dane County, Inc.

0 124 W Holum Street
De Forest, Wi 53532

Phone (608) 846-7058

Fax: (608) 842-0459

@) Email: JillB@fiscalassistance.org

Checklist and Packet of Forms for Home Care Providers

Please read the instructions contained in each form.
Employee must fill out each form, sign, date, and return all forms to FA, Inc.
The Employer needs to compiete Section 2 of the Form 1-9.
Contact Jill Barasch at (608) 846-7058 Ext. 22, with questions.

Start-Up Forms for Employees

Application for In Home Care Provider

Background Information Disclosure

(1) Form I-9, Employment Eligibility Verification
Section 1 - Employee (Care Provider) must fill in all the spaces in
Section 1, then sign and date on the last line in Section 1.

2) Form 1-9, Employment Eligibility Verification

Section 2 - Employer (Person you will be working for) must examine one
original document from List A OR examine one original document from
List B AND examine one original document from List C.

(3) Form 1-9: Employer must record the title, number, and expiration date of the
original documents in the spaces under List A OR List B AND List C in Section 2.

(4) Form 1-9: CERTIFICATION (Section 2) -The Employer must sign, then enter
his/her address, and date the form in the Certification fields in Section 2.

Federal Tax Withholding (Form W-4)
If your Wi State Tax Withholding is different, please request a Form WT-4.

Wisconsin Medicaid Program Provider Agreement
Fill in all the spaces on Page 1. Check the YES box on Page 2.
Provide your signature and date the form on Page 2.

Authorization for Automatic Deposits (Direct Deposit of Wages)
A copy of a voided check must accompany this form if you want your paycheck
directly deposited to your bank account. Otherwise a paper check will be issued.

Training Verification Form — Proof that both parties feel comfortable and
confident with the specific training associated with the individual receiving care.
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Abplication for In Home Care Provider

Return application to:
Fiscal Assistance of Dane County ~LTC Dane County Employer Agent Program
124 W. Holum Street, DeForest, Wi 53532

Who will you be providing care to?

What is your relationship to that person {family member)?

Who is the case manager or support broker for that person?

GENERAL INFORMATION

Name

Last First Middle Former/Maiden Name
Address

Street City State Zip
How long as you lived at this address?
Previous Address

Street City State ZIP

Phone Number ( ) Social Security No. - -
Date of Birth Email Address

Citizenship (please circle): Citizen by birth / Naturalized citizen / Non-citizen

If non-citizen, please provide VISA information:

The following information Is voluntary, and used only for statistical purposes.
The FISCAL ASSISTANCE OF DANE COUNTY does not discriminate based on race, colos, religion, gender, sexual orientation, national origin, disability, age, or

citizenship.
Ethnic Category {please circle): Black/African American Asian American Indian/Alaska Native
Native Hawaiian/Pacific Islander Hispanic/Latino White/Caucasian
Handicapped (please circle): Yes / No Gender:
AVAILABILITY AND SCHEDULE

(If you are applying to work for a specific person/employer, you do NOT need to complete this section.)

When are you available to work? How many hours per week would you prefer to work?

Type of employment you are seeking (please circle): Full-time / Part-time / Respite or Emergency Fill-in / Any

Salary Desired:



EDUCATIONAL AND BACKGROUND INFORMATION

TYPE OF SCHOOL NAME OF SCHOOL LOCATION NUMBER OF YRS MAIJOR / DEGREE
COMPLETED EARNED

High School

College

Bus/ Trade School

Professional School

Do you have a valid driver’s license (please circle)? Yes / No

Driver’s license #: State: Exp. Date:;
Do you have car insurance (please circle)? Yes/ No
Have you ever been convicted of a crime (please circle)? Yes / No

if “yes” please attach a sheet explaining the number of convictions, the nature of the offense(s), how recently these offense(s) were
committed, sentence(s) imposed, and type(s) of rehabilitation completed.

EMPLOYMENT HISTORY & REFERENCES
Please list your work experience, beginning with your most recent/current position{s). Please include any experience {paid or volunteer) that may be relevant to
providing in-home supports for individuals with disabilities or elderly individuals. {If you are seeking additional employer matches, we will contact former employers
for references, or ask you for relevant professional references.)

Name of Employer: Address (City, State):
Job Title: Dates of Employment: Pay/Salary:
Name of Supervisor: Phone Number for Employer/Supervisor:

May We Contact Employer/Supervisor for a Reference?

Job duties, skills used/learned, advancements/promotions, etc:

Name of Employer: Address {City, State):
Job Title: Dates of Employment: Pay/Salary:
Name of Supervisor: Phone Number for Employer/Supervisor:

May We Contact Employer/Supervisor for a Reference?

Job duties, skills used/learned, advancements/promotions, etc:

Name of Employer: Address (City, State):
Job Title: Dates of Employment: Pay/Salary:
Name of Supervisor: Phone Number for Employer/Supervisor:

May We Contact Employer/Supervisor for a Reference?

Job duties, skills used/learned, advancements/promotions, etc:




EMERGENCY CONTACT INFORMATION
Please list two emergency contacts (i.e. spouse, parent, guardion, etc.)

Name _ Relationship to You Phone #
Name ) Relationship to You Phone #
*********************************************************************************.******* K * k * *k

PLEASE READ THE FOLLOWING SECTION CAREFULLY
REGISTRATION FORM WAIVER
In exchange for the consideration of my registration form by FA OF DANE COUNTY (hereinafter called “the Company”), | agree that:

Neither the acceptance to the registry nor the subsequent entry into an type of employment relationship, either in the position
applied for or any other position, and regardless of the contents of employee handbooks, personnel manuals, benefit plans, policy
statements, and the like as they may exist from time to time, or other Company practices, shall serve to create an actual or implied
contract of employment, or to confer any right to remain an employee of FA OF DANE COUNTY, or otherwise to change in any
respect the employment-at-will relationship between it and the undersigned, and that relationship cannot be altered except by a
written instrument signed by the Board of Directors. Both the undersigned and the Company may end the employment relationship
at any time, without specified notice or reason. If employed, | understand that the Company may unilaterally change or revise their
benefits, policies and procedures and such changes may include reduction in benefits.

I authorize investigation of all statements contained in this application. | understand that the misrepresentation or omission of facts
called for is cause for dismissal at any time without any previous notice. 1 hereby give the Company permission to contact schools,
previous employers (unless otherwise indicated), references, and other, and hereby release the Company from any liability as a
result of such contract.

I understand that, in connection with the routine processing of your employment application, the Company any request from a
consumer reporting agency an investigative report including information as to my credit records, character, general reputation,
personal characteristics, and mode of living. Upon written request from me, the Company, will provide me with additional
information concerning the nature and scope of any such report requested by it, as required by the Fair Credit Reporting Act.

1 further understand that my employment with the Company shall be probationary for a period of sixty (60) days, and further that at
any time during the probationary period or thereafter, my employment relation with the Company is terminable at will for any
reason by either party.

I understand that the responsibility of hiring is that of the individual consumer employer who chooses to utilize the FA OF DANE
COUNTY Provider registry for their employee referrals.

Signature Date

This Company is an equal employment opportunity employer. We adhere to a policy of making employment decision without
regard to race, color, religion, sex, sexual orientation, national origin, citizenship, age or disability. We assure you that your
opportunity for employment with this Company depends solely on your qualifications.

Thank you for completing this application form and for you interest in providing in-home support.




DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
HFS-64A (02/05)

BACKGROUND INFORMATION DISCLOSURE INSTRUCTIONS

The Background Information Disclosure form (HFS64) gathers information as required by the Wisconsin Caregiver Background Check Law
to help employers and governmental regulatory agencies make employment, contract, residency, and regulatory decisions. Complete and
return the entire form and attach explanations as specified by employer or governmental regulatory agency.

CAREGIVER BACKGROUND CHECK LAW
In accordance with the provisions of sections 48.685 and 50.065 of the Wisconsin Statutes, for persons who have been convicted of certain
acts, crimes or offenses:

1. The Department of Health and Family Services (DHFS) may not license, certify or register the person or entity (Note: Employers
and Care Providers are referred to as “entities™);
A county agency may not certify a child care or license a foster or treatment foster home;
A child placing agency may not license a foster or treatment foster home or contract with an adoptive parent applicant for a child
adoption;
4. A school board may not contract with a licensed child care provider; and
5. An entity may not employ, confract with or permit persons to reside at the entity.

Wi

A list of barred crimes and offenses requiring rehabilitation review is available from the regulatory agencies or through the Internet at
http://www.dhfs.state.wi.us/ at the Licensing link and then under the Caregiver Program link.

THE CAREGIVER LAW COVERS THE FOLLOWING EMPLOYERS / CARE PROVIDERS (REFERRED TO AS “ENTITIES”)
Programs Regulated Under | Treatment Foster Care, Family Child Care Centers, Group Child Care Centers, Residential Care
Chapter 48 of Wisconsin Centers for Children and Youth, Child Placing Agencies, Day Camps for Children, Family Foster
Statute Homes for Children, Group Homes for Children, Shelter Care Facilities for Children, and Certified
Family Child Care. ‘

Programs Regulated Under | Emergency Mental Health Service Programs, Mental Health Day Treatment Services for Children,
Chapters 50, 51, and 146 of | Community Mental Health, Developmental Disabilities, AODA Services, Community Support
‘Wisconsin Statute Programs, Commumity Based Residential Facilities, 3-4 Bed Adult Family Homes, Residential Care
Apartment Complexes, Ambulance Service Providers, Hospitals, Rural Medical Centers, Hospices,
Nursing Homes, Facilities for the Developmentally Disabled, and Home Health Agencies — including
those that provide personal care services.

Others Child Care Providers contracted through Local School Boards

THE CAREGIVER LAW COVERS THE FOLLOWING PERSONS
e Anyone employed by or contracting with a covered entity who has access to the clients served, except if the access is infrequent or
sporadic and service is not directly related to care of the client.
Anyone who is a Child Care Provider who contracts with a School Board under Wisconsin Statute 120.13 (14).
Anyone who lives on the premises of a covered entity and is 10 years old or over, but is not a client (“nonclient resident”).
Anyone who is licensed by DHFS.
Anyone who has a foster home licensed by DHFS.
Anyone certified by DHFS.
Anyone who is a Child Care Provider certified by a county department.
Anyone registered by DHFS.
Anyone who is a board member or corporate officer who has access to the clients served.

FAIR EMPLOYMENT ACT _
Wisconsin’s Fair Employment Law, ss. 111.31 - 111.395, Wisconsin Statutes, prohibits discrimination because of a criminal record or
pending charge; however, it is not discrimination to decline to hire or license a person based on the person’s arrest or conviction record if the
arrest or conviction is substantially related to the circumstances of the particular job or licensed activity.

PERSONALLY IDENTIFIABLE INFORMATION: This information is used to obtain relevant data as required by the provisions set
forth by the Wisconsin Caregiver Background Check Law. Providing your social security number is voluntary, however your social security
number is one of the unique identifiers used to prevent incorrect matches. For example, the Department of Justice uses social security
numbers, names, gender, race, and date of birth to prevent incorrect matches of persons with criminal convictions. The Department of
Health and Family Services® Caregiver Registry uses social security numbers as one identifier to prevent incorrect matches of persons with
findings of abuse or neglect of a client or misappropriation of a client’s property.




DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
HFS-64 (02/05)

BACKGROUND INFORMATION DISCLOSURE

Completion of this form is required under the provisions of sections 48.685 and 50.065 of the Wisconsin Statutes. Failure to comply
may result in a denial or revocation of your license, certification or registration; or denial or termination of your employment or
contract. Refer to the attached instructions (HFS-64 A) for additional information. Providing your social security number is
voluntary, however, your social security number is one of the unique identifiers used to prevent incorrect matches.

Please print your answers.

Check the box that applies to you.

0O Employe / Contractor (Including new applicant) Q Household member / lives on premises - but not a client
0 Applicant for a license or cerfification or registration (including 0O Other — specify:
continuation or renewal) ‘

NOTE: Ifyou are an owner, operator, board member, or nonclient resident of a Bureau of Quality Assurance (BQA) regulated
facility (1) print only your first, middle and last name; (2) complete Sections A and B; (3) sign the form; (4) complete the
- Appendix, HFS-69, in its entirety and (5) submit this form and the Appendix to the address noted in the Appendix Instructions.

Name - First and Middie Name - Last Position Title {Complete only if you are a prospective employe or
contractor, or a current employe or contractor.)

Any other names by which you have been known (including maiden name) Birthdate Gender (M/F) | Race

Address Social Security Number(s)

Business Name and Address of Employer or Care Provider (Entity)

Section A - ACTS, CRIMES AND OFFENSES THAT MAY ACT AS A BAR OR RESTRICTION O

1. Do you have criminal charges pending against you or were you ever convicted of any crime anywhere, including
in federal, state, local, military and tribal courts?
> If Yes, list each crime, when it occurred or the date of the conviction, and the city and state where the court
is located. You may be asked to supply additional information including a certified copy of the judgement of
conviction, a copy of the criminal complaint, or any other relevant court or police documents.

2. Were you ever found to be (adjudicated) delinquent by a court of law on or after your 10% birthday for a crime
or offense? (NOTE: A response to this question is only required for group and family day care centers for
children and day camps for children.)
> If Yes, list each crime, when and where it happened, and the location of the court (city and state). You may

be asked to supply additional information including a certified copy of the delinquency petition, the
delinquency adjudication, or any other relevant court or police documents.

3. Has any government or regulatory agency (other than the police) ever found that you committed child abuse or
neglect? A response is required if the box below is checked:
0 (Only employers and regulatory agencies entitled to obtain this information per sec. 48.981(7) are
authorized to, and should, check this box.)
> If Yes, explain, including when and where it happened.

4. Has any government or regulatory agency (other than the police) ever found that you abused or neglected any
person or client?
> If Yes, explain, including when and where it happened.

(Continned on next page)



DEPARTMENT OF HEALTH AND FAMILY SERVICES
-HFS-64 {02/05)

STATE OF WISCONSIN

Page 2

Section A - Continued

5. Has any government or regulatory agency (other than the police) ever found that you misappropriated

(improperly took or used) the property of a person or client?
> If Yes, explain, including when and where it happened.

YES | NO

Has any government or regulatory agency (other than the police) ever found that you abused an elderly person?
> If Yes, explain, including when and where it happened.

Do you have a government issued credential that is not current or is limited so as to restrict you from providing
care to clients?
> If Yes, explain, including credential name, Inmtatlons or restrictions, and time period.

Section B - OTHER REQUIRED INFORMATION

YES

1.

Has any government or regulatory agency ever limited, denied or revoked your license, certification or
registration to provide care, treatment or educational services?
> If Yes, explain, including when and where it happened.

Has any government or regulatory agency ever denied you permission or restricted your ability to live on the
premises of a care providing facility?
» If Yes, explain, including when and where it happened and the reason.

Have you been discharged from a branch of the US Armed Forces, including any reserve component?
» If Yes, attach a copy of your discharge papers (DD214) if you were discharged within the past 3 years.
> You may be asked to provide a copy of your DD214 if your discharge occurred more than 3 years ago.

Have you resided outside of Wisconsin in the last 3 years?
> IfYes, list each state and the dates you lived there.

Have you had a caregiver background check done within the last 4 years?
> If Yes, list the date of each check, and the name, address and phone number of the person, facility or
government agency that conducted each check.

Have you ever requested a rehabilitation review with the Wisconsin Department of Health and Family Services,

a county department, a private child placmg agency, school board, or DHFS designated tribe?
> If Yes, list the review date and the review result. You may be asked to provide a copy of the review
decision.

A “NO” answer to all questions does not guarantee employment, residency, a contract or regulatory approval.

1 understand, under penalty of law, that the information provided above is truthful and accurate to the best of my knowledge and
that knowingly providing false information or omitting information may result in a forfeiture of up to $1,000.00 and other sanctions
as provided in HFS 12.05 (4), Wis. Adm. Code.

YOUR SIGNATURE Date Signed




Department of Homeland Security
U.8S. Citizenship and Immigration Services

OMB No. 1615-0047; Expires 08/31/12
Form I-9, Employment

Eligibility Verification

Instructions
Read all instructions carefully before completing this form.

Anti-Discrimination Notice. 1t is illegal to discriminate against
any individual (other than an alien not authorized to work in the
United States) in hiring, discharging, or recruiting or referring for a
fee because of that individual's national origin or citizenship status.
It is illegal to discriminate against work-authorized individuals.
Employers CANNOT specify which document(s) they will accept
from an employee. The refusal to hire an individual because the
documents presented have a future expiration date may also
constitute illegal discrimination. For more information, call the
Office of Special Counsel for Immigration Related Unfair
Employment Practices at 1-800-255-8155.

The purpose of this form is to document that each new
employee (both citizen and noncitizen) hired after November
6, 1986, is authorized to work in the United States.

All employees (citizens and noncitizens) hired after November
6, 1986, and working in the United States must complete
Form I-9.

Section 1, Employee

This part of the form must be completed no later than the time
of hire, which is the actual beginning of employment.
Providing the Social Security Number is voluntary, except for
employees hired by employers participating in the USCIS
Electronic Employment Eligibility Verification Program (E-
Verify). The employer is responsible for ensuring that
Section 1 is timely and properly completed.

Noncitizen nationals of the United States are persons born in
American Samoa, certain former citizens of the former Trust
Territory of the Pacific Islands, and certain children of
noncitizen nationals born abroad.

Employers should note the work authorization expiration
date (if any) shown in Section 1. For employees who indicate
an employment authorization expiration date in Section 1,
employers are required to reverify employment authorization
for employment on or before the date shown. Note that some
employees may leave the expiration date blank if they are
aliens whose work authorization does not expire (e.g., asylees,
refugees, certain citizens of the Federated States of Micronesia
or the Republic of the Marshall Islands). For such employees,
reverification does not apply unless they choose to present

in Section 2 evidence of employment authorization that
contains an expiration date (e.g., Employment Authorization
Document (Form I-766)).

Preparer/Translator Certification

The Preparer/Translator Certification must be completed if
Section 1 is prepared by a person other than the employee. A
preparer/iranslator may be used only when the employee is
unable to complete Section 1 on his or her own. However, the
employee must still sign Section 1 personally.

Section 2, Employer

For the purpose of completing this form, the term "employer"
means all employers including those recruiters and referrers
for a fee who are agricultural associations, agricultural
employers, or farm labor contractors. Employers must
complete Section 2 by examining evidence of identity and
employment authorization within three business days of the
date employment begins. However, if an employer hires an
individual for less than three business days, Section 2 must be
completed at the time employment begins. Employers cannot
specify which document(s) listed on the last page of Form I-9
employees present to establish identity and employment
authorization. Employees may present any List A document
OR a combination of a List B and a List C document.

If an employee is unable to present a required document (or
documents), the employee must present an acceptable receipt
in lieu of a document listed on the last page of this form.
Receipts showing that a person has applied for an initial grant
of employment authorization, or for renewal of employment
authorization, are not acceptable. Employees must present
receipts within three business days of the date employment
begins and must present valid replacement documents within
90 days or other specified time.

Employers must record in Section 2:

1. Document title;

2. Issuing authority;

3. Document number;

4. Expiration date, if any; and
5. The date employment begins.

Employers must sign and date the certification in Section 2.
Employees must present original documents. Employers may,
but are not required to, photocopy the document(s) presented.
If photocopies are made, they must be made for all new hires.
Photocopies may only be used for the verification process and
must be retained with Form I-9. Employers are still
responsible for completing and retaining Form 1-9.

Form I-9 (Rev. 08/07/09) Y



For more detailed information, you may refer to the
USCIS Handbook for Employers (Form M-274). You may
obtain the handbook using the contact information found
under the header "USCIS Forms and Information.”

Section 3, Updating and Reverification

Employers must complete Section 3 when updating and/or
reverifying Form I-9. Employers must reverify employment
authorization of their employees on or before the work
authorization expiration date recorded in Section 1 (if any).
Employers CANNOT specify which document(s) they will
accept from an employee.

A. If an employee's name has changed at the time this form
is being updated/reverified, complete Block A.

B. If an employee is rehired within three years of the date
this form was originally completed and the employee is
still authorized to be employed on the same basis as
previously indicated on this form (updating), complete
Block B and the signature block.

C. If an employee is rehired within three years of the date
this form was originally completed and the employee's
work authorization has expired or if a current
employee's work authorization is about to expire
(reverification), complete Block B; and:

1. Examine any document that reflects the employee
is authorized to work in the United States (see List
Aor(C)

2. Record the document title, document number, and
expiration date (if any) in Block C; and

3. Complete the signature block.

Note that for reverification purposes, employers have the
option of completing a new Form I-9 instead of completing
Section 3.

There is no associated filing fee for completing Form 1-9. This -

form is not filed with USCIS or any government agency. Form
1-9 must be retained by the employer and made available for
inspection by U.S. Government officials as specified in the
Privacy Act Notice below.

To order USCIS forms, you can download them from our
website at www.uscis.gov/forms or call our toll-free number at
1-800-870-3676. You can obtain information about Form 1-9
from our website at www.uscis.gov or by calling
1-888-464-4218.

Information about E-Verify, a free and voluntary program that
allows participating employers to electronically verify the
employment eligibility of their newly hired employees, can be
obtained from our website at www.uscis.gov/e-verify or by
calling 1-888-464-4218.

General information on immigration laws, regulations, and
procedures can be obtained by telephoning our National
Customer Service Center at 1-800-375-5283 or visiting our
Internet website at www.uscis.gov.

A blank Form I-9 may be reproduced, provided both sides are
copied. The Instructions must be available to all employees
completing this form. Employers must retain completed Form
1-9s for three years after the date of hire or one year after the
date employment ends, whichever is later.

Form I-9 may be signed and retained electronically, as
authorized in Department of Homeland Security regulations
at 8 CFR 274a.2. .

The authority for collecting this information is the
Immigration Reform and Control Act of 1986, Pub. L. 99-603
(8 USC 1324a).

This information is for employers to verify the eligibility of
individuals for employment to preclude the unlawful hiring, or
recruiting or referring for a fee, of aliens who are not
authorized to work in the United States.

This information will be used by employers as a record of
their basis for determining eligibility of an employee to work
in the United States. The form will be kept by the employer
and made available for inspection by authorized officials of
the Department of Homeland Security, Department of Labor,
and Office of Special Counsel for Immigration-Related Unfair
Employment Practices.

Submission of the information required in this form is
voluntary. However, an individual may not begin employment
unless this form is completed, since employers are subject to
civil or criminal penalties if they do not comply with the
Immigration Reform and Control Act of 1986.

EMPLOYERS MUST RETAIN COMPLETED FORM 1-9

Form I-9 (Rev. 08/07/09) Y Page 2

DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS



An agency may not conduct or sponsor an information
collection and a person is not required fo respond to a
collection of information unless it displays a currently valid
OMB control number. The public reporting burden for this
collection of information is estimated at 12 minutes per
response, including the time for reviewing instructions and
completing and submitting the form. Send comments
regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing
this burden, to: U.S. Citizenship and Immigration Services,
Regulatory Management Division, 111 Massachusetts
Avenue, N.W., 3rd Floor, Suite 3008, Washington, DC -
20529-2210. OMB No. 1615-0047. Do not mail your
completed Form I-9 to this address.

Form I-9 (Rev. 08/07/09) Y Page 3



OMB No. 1615-0047; Expires 08/31/12

Department of Homeland Security : F orm :[_"9, Emp!oymgnt
U.S. Citizenship and Immigration Services Ellglblllty Verification

Read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (7o be completed and signed by employee at the time employment begins.)

Print Name: Last First Middle Initial | Maiden Name
Address (Street Name and Number) | Apt. # Date of Birth (month/day/year)
City State Zip Code Social Security #

. 1 attest, under penalty of perjury, that I am (check one of the following):
1 am aware that federal law provides for penalty of perjury ¢ 2

imprisonment and/or fines for false statements or [] A citizen of the United States '
use of false documents in connection with the D A noncitizen national of the United States (see instructions)

completion of this form. D A lawful permanent resident (Alien #)

[] An alien authorized to work (Alien # or Admission #)
until (expiration date, if applicable - month/day/year)

Employee's Signature ‘ Date (month/day/year) )

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under
penally of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and
expiration date, if any, of the document(s).)

List A OR List B AND List C
Document title: -
Issuing authority:
Document #:
Expiration Date (if any):
Document #:
_ Expiration Date (if any):

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

(month/daytyear) and that to the best of my knowledge the employee is authorized to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative - Print Name Title

Business or Organization Name and Address (Street Name and Number, City, State, Zip Code} Date (month/day/year)

Section 3. Updating and Reverification (To be completed and signed by employer.)
A. New Name (if applicable) B. Date of Rehire (month/day/year) (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.

Document Title: Document #: Expiration Date (if any):

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the employee presented
document(s), the document(s) | have examined appear to be genunine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/day/year)

Form 1-9 (Rev. 08/07/09) Y Page 4



LISTS OF ACCEPTABLE DOCUMENTS

All documents must be unexpired

LIST A LISTB LISTC
Documents that Establish Both Documents that Establish Documents that Establish
Identity and Employment Identity Employment Authorization
Authorization OR AND
. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by 1. Social Security Account Number

. Permanent Resident Card or Alien

Registration Receipt Card (Form
I-551)

a State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height,
eye color, and address

card other than one that specifies
on the face that the issuance of the
card does not authorize
employment in the United States

. Foreign passport that contains a
temporary 1-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

2. ID card issued by federal, state or
local government agencies or
entities, provided it contains a
photograph or information such as
name, date of birth, gender, height,
eye color, and address

Certification of Birth Abroad
issued by the Department of State
(Form FS-545)

. Employment Authorization Document
that contains a photograph (Form
1-766)

3. School ID card with a photograph

Certification of Report of Birth
issued by the Department of State
(Form DS-1350)

4. Voter's registration card

. In the case of a nonimmigrant alien
authorized to work for a specific
employer incident to status, a foreign
passport with Form 1-94 or Form
I-94 A bearing the same name as the
passport and containing an
endorsement of the alien's
ponimmigrant status, as long as the
period of endorsement has not yet
expired and the proposed
employment is not in conflict with
any restrictions or limitations
identified on the form

5. U.S. Military card or draft record

6. Military dependent's ID card

Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

7. U.S. Coast Guard Merchant Mariner
Card

Native American tribal document

8. Native American tribal document

. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with
Form 1-94 or Form I-94A indicating
nonimmigrant admission under the
Compact of Free Association
Between the United States and the
FSM or RMI

9. Driver's license issued by a Canadian 6. U.S. Citizen ID Card (Form I-197)
government authority
For persons under age 18 who 7. ldentification Card for Use of

are unable to present a
document listed above:

Resident Citizen in the United
States (Form 1-179)

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Employment authorization
document issued by the
Department of Homeland Security

INlustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)

Form 1-9 (Rev. 08/07/09) Y Page 5



Form W-4 (2011)

Purpose. Complete Form W-4 so that your
employer can withhold the comect federal
income tax from your pay. Consider completing a
new Form W-4 each year and when your
personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign
the form to validate it. Your exemption for 2011

expires February 16, 2012. See Pub. 505, Tax
VWthhold‘ng and Estimated Tax.

Note. If another person canclaimyou as a
dependent on his or her tax retum, you cannot
claim exemption from withholding if your income
exceeds $950 and includes more than $300 of
uneamed income (for example, interest and
dividends).

Baslc instructions. If you are not exempt,
complete the Personal Allowances Worksheet
. below. The worksheets on page 2 further adjust
your withholding allowances based on itemized
deductions, certain credits, adjustments to
income, or two—eamerslmulhple jobs situations.

Complete all worksheets that apply. However,
you may claim fewer (or zero) allowances. For
regular wages, withholding must be based on
allowances you claimed and may not be a flat
amount or percentage of wages.
Head of household. Generally, you may claim
head of household filing status on your tax retum
only if you are unmanied and pay more than
50% of the costs of keeping up a home for
yourself and your dependent(s) or other
qualifying individuals. See Pub. 501, Exemptions,
Standard Deduction, and Filing Mfomtahon for
information.

Tax credits. You can take projected tax credits
into account in figuring your allowable number of
withholding allowances. Credits for child or
dependent care expenses and the child tax
credit may be claimed using the Personal
Allowances Worksheet below. See Pub, 919,
How Do | Adjust My Tax Withholding, for
information on converting your other credits into
withholding allowances.

Nonwage income. if you have a large amount of

nonwage income, such as interest or dividends,
consider making estimated tax payments using

Form 1040-ES, Estimated Tax for Individuals.
Otherwise, you may owe additional tax. if you
have penston or annuity income, see Pub. 919 to
find out if you should adjust your withholding on
Form W-4 or W-4P.

Two eamers or multiple jobs. If you have a
working spouse or more than one job, figuwre the
total number of allowances you are entitled to
claim on all jobs using worksheets from only one
Form W-4. Your withholding usually will be most
accurate when all allowances are claimed on the
Fotm W-4 for the highest paying job and zero
allowances are claimed on the others. See Pub.
919 for details.

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2011. See Pub. 919,
especially if your eamings exceed $130,000
(Single) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter“1” foryourself f noone elsecanclaimyouasadependent . . . . . . .

B  Enter*1”if [

* You are single and have only one job; or
* You are married, have only one job, and your spouse does not work; or
= Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less.

]

[S—
o

C  Enter “17 for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too fittle tax withheld) . . .

‘Tmo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax reum. . . . - e .
Enter “1” if you will file as head of household on your tax retumn (see conditions under Head of household above) .
Enter “17 if you have at least $1,900 of child or dependent care expenses for which youplanto claimacredit . . .

- L . T T T S

Tmoo

1]

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit {including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
* If your total income will be less than $51,000 ($90,000 if married), enter *2” for each eligi igible child; then less *1” if you have three or more eligible children.
* if your total income will be between $61,000 and $84,000 ($90,000 and $118,000 if mamed), enter “1” for each eligible
child plus “1” additional if you have six or more eligible children . . . . .

H . Add lines A through G and enter fotal here. (Note. This may be different from the number of exemptlons you claim on your tax retum.) » H

For accuracy,
complete all
worksheets
that apply.

* If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.
* If you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed
$40,000 ($10,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.
* If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W"'4

Depariment of the Treasury
Intemal Revenue Service

Cut here and give Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

> Whether you are entitied to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2011

1 Type or pant your first name and middle initial.

Last name

2 Your social security number

Home address (number and street or rura route)

3 [1 single [_] Mamied [[] Maried, but withhold at higher Singte rate.
Note. If marvied, but legally separated, or spouse is a nonsesident alien, check the *Single” box.

City or town, state, and ZIP code

4 if your last name differs from that shown on your social security card,
check here. You must calil 1-800-772-1218 for a replacement card. » [}

$§ Total number of allowances you are claiming {from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld fromeachpaycheck . . . . . . . .
7 1 claim exemption from withholding for 2011, and 1 certify that | mest both of the following condltions for exemption.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability and
* This year | expect a refund of all federal income tax withheld because ! expect to have no tax liability.

»

If you meet both conditions, write “Exempt"here. . . . . . . . .

.. |6i%

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
{This form is not valid unless you sign it} »

Date »

8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Ofiice code (optional]

10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2011)



Form W-4 (2011)

‘Page

Deductions and Adjustments Worksheet
Note. Use this worksheet only if you plan to itemize deductions or claim cettain credits or adjustments to income.

1 Enter an estimate of your 2011 itemized deductions. These include qualifying home morigage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your mcome, and |
miscellaneous deductions . . . . . . . . e . - - . 1

$11,600 if manied filing jomtlyorquahfymg widow(en) } -

$8,500 if head of household

$5,800 if single or married filing separately
3 Subtract line 2 from fine 1. If zero or less, enter -0-" . . ... .
Enter an estimate of your 2011 adjustments to income and any addmonal standard deduchon (see Pub 91 9)
Add lines 3 and 4 and enter the total. (Include any amount for credits from the Convemng Credits to
Withholding Allowances for 2011 Form W-4 WorksheetinPub.819) . . . . . . . ..
Enter an estimate of your 2011 nonwage income (such as dividendsorinterest) . . . . . . . .
Subtract line 6 from line 5. If zero or less, enter *-0-"
Divide the amount on line 7 by $3,700 and enter the result here. Drop any frachon e e e e e
Enter the number from the Personal Allowances Worksheet, lineH,page1 . . . . . .
10  Add lines 8 and 9 and enter the total here. If you plan to use the Two-Eamners/Multiple Jobs Worksheet,

also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, fine 5, page1 10

R

2 Enter {

(2]

L
Y
I%Im

||

« = e . e+ 4 & e s

(- -- BN ]
VO~NOOm

Two-Earners/Muitiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)

Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enterthe number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2  Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from thie highest paying job are $65,000 or less, do not enter more

than®3” . . . . . L L L o s e e e e e e e e e e e e 2
3 [ line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here {if zero, enter
“~0-") and on Form W-4, line 5, page 1. Do notuse the rest of thisworksheet . . . . . e e . 3

Note. If line 1 is less than line 2, enter “-0-* on Form W-4, line 5, page 1. Complete fines 4 through 9 below to figure the additional
withholding amount necessary to avoid a year-end tax bill.

4  Enterthe number fromline 2 ofthisworksheet . . . . . . . . . . 4
5  Enterthe numberfromlinet ofthisworksheet . . . . . . . . . . 5
6 SubtractiineSfromlined. . . . . - e 6
7  Find the amount in Table 2 below that appiues to the HIGHEST paymg ]Ob and enter it here e e e 7 $
8  Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . 8 $
9  Divide line 8 by the number of pay periods remaining in 2011. For example, divide by 26 if you are paid
every two weeks and you complete this form in December 2010. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld fromeachpaycheck . . . . . . . . 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enteron If wages from LOWEST | Enteron I wages from HIGHEST | Enteron If wages from HIGHEST | Enteron
paying job are— ine 2 above | paying jobare— fine 2above [ paying job are— line 7 above | paying job are— line 7 above
$0 -~ $5,000 - ¢} $0 - $8,000 - 0 $0 - $65,000 $560 $0 - $35,000 $560
5,001 - 12,000 - 1 8,001 - 15,000 - 1 65,001 - 125,000 930 35,001 - 90,000 930
12,001 - 22,000 - 2 15,001 - 25,000 - 2 125,001 - 185,000 1,040 90,001 - 165,000 1,040
22,001 - 25,000 - 3 25,001 - 30,000 - 3 185,001 - 335,000 1,220 165,001 - 370,000 1,220
25,001 - 30,000 - 4 30,001 - 40,000 - 4 335,001 and over 1,300 370,001 and over 1,300
30,001 - 40,000 - 5 40,001 - 50,000 - 5
40,001 - 48,000 - 6 50,001 - 65,000 - 6
48,001 - 55,000 ~ 7 65,001 - 80,000 - 7
55,001 - 65,000 - 8 80,001 - 95,000 - 8
65,001 - 72,000 - 9 95,001 -120,000 - 9
72,001 - 85,000 - 10 120,001 and over .10
85,001 - 97,000 - 11
97,001 -110,000 - 12
110,001 -120,000 - 13
120,001 -135,000 - 14
135,001 and over 15

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this form to
carty out the Internal Revenue laws of the United States. Intemal Revenue Code sections
3402()(2) and 6103 and their reguiations require you to provide this information; your employer
uses it to determine your federal income tax withholding. Failure to provide a properly
completed form will result in your being ireated as a single person who claims no withholding
aflowances; providing fraudulent information may subject you to penalties. Routine uses of this
informeation include giving it to the Department of Justice for civil and criminal tigation, to
cilies, states, the District of Columbia, and U.S. commonwealths and possessions for use in
administering their tax laws; and to the Depariment of Health and Human Services for use in
the National Directory of New Hires. We may also disclose this information to other countries
under a tax freaty, to federal and state agencies 1o enforce federal nontax criminal laws, or to
federal law enforcement and intelligence agencies to combat temmorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax retumns and retumn information are
confidential, as required by Code section 6103.

The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your income tax return.

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax retumn.



DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
. Division of Long Term Care 42 CFR 431.107
Division of Mental Health and Substance Abuse Services
F-21192B (03/2009)
WISCONSIN MEDICAID PROGRAM PROVIDER AGREEMENT AND
ACKNOWLEDGEMENT OF TERMS OF PARTICIPATION
FOR WAIVER SERVICE PROVIDER AGENCIES OR INDIVIDUALS — SELF-DIRECTED SUPPORTS!

Completion of this form is required under Federal Law by the Centers for Medicare & Medicaid Services, Department of Health and
Human Services, under the Code of Federal Regulations 42 CFR 431.107.

Name of Provider (Typed or Printed—Must exactly match name used on all other documents) Telephone Number

Address — Street City State Zip Code

The above-referenced agency or individual provider of home and community-based waiver services under Wisconsin’s
Medicaid program, hereinafter referred to as the provider, hereby agrees and acknowledges as follows:

1. To provide only the services or items authorized by the local waiver administrative agency as directed by the waiver
participant. ‘
2. To accept the payment issued by the local waiver administrative agency or its fiscal agent as payment in full for
) provided services or items.
To make no additional claims or charges for provided services or items.

To refund any overpayment to the waiver administrative agency or its fiscal agent.

.

To keep records of the services or items provided.

To provide, upon request by the local waiver administrative agency or the Department of Health Services (DHS) or its
designee, information regarding the services or items provided.

QoW

7. To comply with all other applicable federal and state laws, regulations and policies relating to providing home and
community-based waiver services under Wisconsin’s Medicaid program.

8. Medicaid 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
Provider.

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.

10. Medicaid Fraud Prevention Policies and Procedures (including records retention): To keep records necessary to
disclose the extent of services provided to waiver participants for a period of 7 years and to furnish upon request to
the Department, the federal Department of Health and Human Services, or the state Medicaid Fraud Control Unit, any
information regarding services provided and payments claimed by the Provider for furnishing services under the
Wisconsin Medicaid Program. (For state policy related to record retention see DHS 106.02, Wis. Administrative Code
or the DLTC numbered memo addressing record retention available at
http://dhs.wisconsin.gov/dsl_info/NumberedMemos/DSL/CY_2001/NMemo2001-07.htm .)

11. The provider agrees to comply with the disclosure requirements of 42 CFR Part 455, Subpart B, as now in effect or as
may be amended. To meet those requirements and address real or potential conflict of interest that may influence
service provision, among other things the provider shall furnish to the waiver agency and upon request, to the
Department in writing:

! Note: This agreement is intended to be used for providers who are individuals employed by the waiver participant under a self-
directed supports plan and paid by a fiscal agent and who are not employees of an agency that otherwise provides services to waiver
clients.



F-21192B - Page2 .

(2) The names and addresses of all vendors of drugs, medical supplies or transportation, or other providers in which
it has a controlling interest or ownership;

(b) The names and addresses of all persons who have a controlling interest in the provider;

(c) Whether any of the persons named in compliance with (a) and (b) above are related to any owner or to a person
with a controlling interest as spouse, parent, child or sibling;

(d) The names and addresses of any subcontractors who have had business transactions with the provider;

(e) The identity of any person named in compliance with (a) and (b) above, who has been convicted of a criminal
offense related to that person’s involvement in any program under Medicare, Medicaid or Title XIX services
programs since the inception of those programs.

Pursuant to 42 CFR § 447.10(¢), I hereby voluntarily reassign my right to direct payment from the State to each local
waiver administrative agency that has authorized me to provide waiver services to an individual waiver participant.

If you check yes, it means that you will receive payment from the local waiver administrative agency that is responsible
for the participants to whom you are authorized to provide waiver services rather than directly from the State Medicaid
Agency. ‘

] Yes [INo

MODIFICATIONS TO THIS AGREEMENT CANNOT AND WILL NOT BE AGREED TO. THIS AGREEMENT IS
NOT TRANSFERABLE OR ASSIGNABLE.

NAME — Provider (Typed or Printed)

SIGNATURE - Provider Date Signed
SIGNATURE — Waiver Agency Representative (Witness) ’ Date Signed
Dane County Department of Human Services

1202 Northport Drive

Madison, Wisconsin 53704

Print Name — Waiver Agency Representative




In an effort to conserve funds, we would like to process as many payments as
possible via ACH rather than issuing individual checks. Unless you have a
problem with receiving your payment in this manner, please fill out this form and
return to Fiscal Assistance at 124 West Holum Street, DeForest, Wi 63532 at your
earliest convenience. Thank you for your cooperation.

AUTHORIZATION AGREEMENT FOR AUTOMATIC DEPOSITS
(ACH CREDITS)

Employee’s
Full Legal Name:

Social Security #:

Fiscal Assistance of Dane County, Inc. is hereby authorized to initiate credit entries
and to initiate, if necessary, debit entries and adjustments for any credit entries made in
error to the account indicated below; and to credit and/or debit the same to such named
account.

Bank Name:

Branch:

City/State/Zip:

Checking Savings

Account Type:

- Routing Number:

Account Number:

This authorization is to remain in full force and effect until Fiscal Assistance of Dane
County, Inc. has received written notification from the undersigned of its termination in
such time and in such manner as to afford Fiscal Assistance of Dane County, Inc.
and the bank named above a reasonable opportunity to act on it.

Employee Name:

Employee
Signature:

Date Signed:

PLEASE ATTACH COPY OF VOIDED CHECK FOR CHECKING ACCOUNT
AND DEPOSIT SLIP FOR SAVINGS ACCOUNT



Training Verification Form

SEND COMPLETED FORM TO: Fiscal Assistance of Dane County 124 W. Holum Street, DeForest, WI 53532
PHONE: 608/846-7058 Ext 22 FAX: 608/842-0459 EMAIL: JillB@FiscalAssistance.org
To Employee/Care Provider: This form must be completed by each employer/consumer you work for. It is proof that both parties feel
comfortable and confident with the specific training associated with the individual receiving care. To Employer/Consumer: If you
have any questions about your responsibility in training an employee, please contact Jill Barasch with Fiscal Assistance of Dane
County at 608/846-7058 Ext 22.

Worker Name And Address:
Initial Date of Employment:
Phone #:

Employer/Consumer Name:

The following items are the required minimum training for individuals who provide in home care services. Please date each
section to verify when training was completed. Each employer (or other authorized individual) is responsible for provndmg
information and training on his/her specific care needs. Your employee may be considered EXEMPT from numbers 4,5, and 6
if you feel that s/he has sufficnent prior experience and knowledge in these areas. Please note rationale for any exemptions on
the back of this page.

Personal Services, Respite Services, and Household/Chore Services — Required Training

1. Safe Provision of Services........cccciuiuiiiiiiiiiiiiiniii e TRAINING COMPLETED ON
Your expectations for providing care needs safely.
Examples: wearing gloves, washing hands, handling equipment/transfers, transportation, etc.

1 2. Recognizing & Responding to Emergencies.............cooooieiiiiiiiiiiiinieinnnienn, TRAINING COMPLETED ON
Emergency preparedness.
Examples: emergency contact numbers, when to call 911, fireftornado plan, etc.

3. Participant Specific Information............ccooovvniiniiiiiiiii TRAINING COMPLETED ON
Your individual needs/preferences/rules; expectations re: daily living skills. ‘
Examples: grooming preferences, how to use adaptive/mobility aids, foods you would like prepared.

4. General Target Group Information..........ceuerierueeernreecereenacrrenseronnreesans ...TRAINING COMPLETED ON
Any general information that might apply. or
Examples: information on working with elderly, physically disabled CARE PROVIDER EXEMPT
or developmentally disabled individuals. (write “X” and explain on reverse side)
5. Working Effectively with Participants...............cooioiiiii i, TRAINING COMPLETED ON
Expectations for professionalism, handling conflicts, modes of communication, etc. or
Examples: dress code, scheduling, notice for needed time off CARE PROVIDER EXEMPT

(write “X” and explain on reverse side)

6. Homemaking/Household Services (If Provided).................cc.oivniniinnnin. TRAINING COMPLETED ON
Expectations re: diet and meals, maintaining clean and healthy environment. : or
Examples: how to run the washer/dryer, washing dishes, preparing meals. CARE PROVIDER EXEMPT
(write “X> and explain on reverse side)
Employee Date:
(Worker) Signature '
Employer Date:

(Consumer) Signature

Employer Agent Signature Date:




