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IRIS Participant-Hired Worker Paperwork
Participant-Hired Worker Forms Examples

W-4: Employee Withholding Allowance Certificate

W-T4: Employee’s WI Withholding Exemption Certificate

I-9

Copy of Signed Social Security Card

F-01201: IRIS Participant-Hired Worker Set-Up

F-01201A: IRIS Participant-Hired Worker Relationship Identification

F-01201B: IRIS Supportive Home Care/Self-Directed Personal Care/Respite Care Training Verification
F-01201C: IRIS Participant Employer/Participant-Hired Worker Agreement

F-00180B: Wisconsin Medicaid Program Provider Agreement and Acknowledgement of Terms of Participation
F-82064: Background Information Disclosure

F-01246: Background Information Disclosure Addendum

Note: Participant-Hired Worker may be abbreviated as PHW throughout this document.




INSTRUCTIONS
Note: Participant-Hired Worker
may be abbreviated as PHW
throughout this form.

Personal Allowances
Worksheet: A-H

This worksheet is used to assist
in determining the number of
elections for this form.

Employee’s Withholding
Allowance Certificate: This is
the portion that will need to be
turned in. Some PHWs may
separate the form here to keep
the worksheet (top) for their
records.

Box 1: The legal first name,
middle initial, and last name of
the PHW — as well as his/her
home address, city, state, and
ZIP code.

Box 2: The PHW's Social Security
number.

Box 3: Check the box that best
describes the PHW’s marital
status.

Box 4: Check if the PHW's last
name is different than what is
shown on his/her Social Security
card.

Box 5: Enter the number of
allowances the PHW is claiming.
This is typically the same
number as is found on Line H of
the Personal Allowances
Worksheet but may differ.

Box 6: Enter any additional
amount the Participant-Hired
Worker

Box 7: Enter “Exempt” if
claiming an exempt status.

Employee’s Signature: The
signature of the Participant-
Hired Worker

Date: The date the form was
signed.

EXAMPLE: W-4

Employee Withholding Allowance Certificate

Form W-4 (2015)

Purpose. Compietes Form W-4 50 hat your empioyer
cen withhold the comect federal Income tax from your
pay. Corelder completing a new Form W-4 each year

and whan your personal oF inancial siuation changes.

en-gﬂonfmrn withholding. If you are axampt,
complate only lines 1, 2, 3, 4, and 7 and sign the form
to validate It ¥our exampiion for 2015 explres
Fabruary 16, 2016 See Pub. 506, Tax Withnoiding
and Estimatad Tax.
Mote. If another person can clam you s & dependent
o Nis oF har t2x fetum, you cannol claim exemption
from withinolding i your Income excesds §1,050 and
Includes more Man 3350 of uneamed Income {for
exEmpie, interest and diidends).

fons. An empioyes may be sis to claim
exempiion from witnoldng even If the employes s a
Dapenoant, If the empioyees:

= |3 age &5 or oider,
= |5 bilnd, or

= Wil claim edjustments to Income; tax credis; or
temizad deductions, an his or her tax retum.

The ax jons do rota 1o supplementsl wages
:J'eam‘:ﬁ;' 1,000,000 F'P_r o =

Basic Instruciions. 11'OL ara F. Buempd, C}.r_'ll_ﬁlaéte
IZ'IE Personal Allowances Work

ricshests on pape 2 furl IT:"ECI J‘Sl\:‘.l[
wlt1r0ldn:: allowances based on Hemized
deductions, certain credits, adjustments o income,
or two-samers/multiple jobs situations.

Complete al worksheets that spply. Howaver, you
may claim fewsar or zero) sllowances. For ragular
wages, withholding must be based on allowances
you cialmed and may nat ba 8 fia amount or
percentage of wages.

Head of househald. Genarally, you can clalm haad
of household fling status on your tax retum only If
you ane unmarmied and pay more then 50% of
Costs of keaping Up & home for yourself and your
dependent(s) or other qualitying Individuais. See
PuD. 501, Exemptions, Standard Deduction, and
Filing Infarmation, for information.

Tax credits. You can take projectad tax cradks imio account
In Aigueing your Alowabie MLMOES of WITNGING SM0Wances
Crecits i child or depandent care expenses and e child
18N Credit may be Claimad Us TEF‘EM'EI.B.IWHMA‘!E
Workshest beiow. See Pub. 535 for Informat

Comverting your ofher credts Imo nlmcuhg dl:wm:es.

Monwage Income. i ru have 2 large amount of
nanwage Income, such e Inbenest of dividends,
conskder making estimated tax paymants Lsing Fom
1040-E5, Estimated Tax for Individuas. Otheniise, you
may owe addfional tax. IF you have pansion or annuity
Income, see Pub. 505 to ind out i ou should acjust
your withhoiding on Form W-4 or W-4P.

Twio earners or multiple [obs. If you have a
Working SPOLSE of Maore fian one job, figure the
total number of allowences you &re enfified to clalim
on all j0DS LE=iNg Workshaets rom only one Fom
W-4. Your withfolding uswally will be most accurate
whin all allowancas are claimed on the Form W-4
for the nignest paying joz and zem alowances are
claimed an the others. See Pub. 505 for detalls.
Monresident allen. If you are a norveshdent alisn,

563 Notice 1292, Supdiemental Fomm W-2
Instructions for Monresident Allens, before
compiating this fom.

Check your withholding. After your Form W-4 takes
effiect, USe Pub. 505 1D 5Be how Te Bmount you ans
having withhaid compares to your ;I:sr ojected total tEx
for 2015, See Pub. 506, espacially If your samings
exceed §1 J.’. 000 I'a-'H:Ie'l Cl"& d;'. 000 Marmied).

Future dew any e
Rt prants oy |§e o -4 [ 2 egleiten
enacted affsr we ek r'wlbepc-shecalwwssmm

Personal Allowances Worksheet (Keep for yvour records.)

A Enter “17 for yourself if no one else can claim you as a dependent . A #
= You are single and have only one job; or
B Enter “17 if: = You are marmed, have only one job, and your spouse does not work; or B #
= Your wages from a second job or your spouss’s wages (or the total of both) are 31,500 or kess.
[+ Enter “17 for your spouse. But, you may choosa to enter “-0-7 if you are mamied and have sither a working spousa or more
than one job. (Entering “-0-" may help you avoid having too litte tax withheld.) ‘ w c #
D Enter number of dependents (other than your spouse or yoursslf) you will claim on your tax refum . . D j:
E  Enter “17 if you will filz as head of housshold on your tax retum (see conditions under Head of household abc\.'a: E _#
F Enter “17 if you have at least 2,000 of child or dependent care expensas for which you plan to claim a credit F #
(Mote. Do not include child support payments. See Pub. 503, Child and Dependent Care Expanses, for details.)
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
= [f your total income will be less than $65,000 ($100,000 if mamed), enter *27 for each eligible child; then less “17 i you
hawe two to four eligible children or less “27 if you have five or more eligible children.
» [f your total income will be betwesn $65,000 and $84,000 (§100,000 and $119,000 i married), enter 17 for each eligiblechid. . . G #
H Add Enes A through G and anter total here. (Note. This may be different from the number of exemptions you claim on your tex retumn.) = H #

= If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complate all
workshests

that apply.

and Adjustments Worksheet on pags 2.

* If you are single and have more than one job or are mamied and you and your spouse both work and the combined
eamings from all jobs exceed 550,000 (520,000 if marred), see the Two-Earmers/Multiple Jobs Worksheset on page 2 to
avoid having too little tax withheld.

= [f neither of the above situations spplies, stop here and enter the number from line H on line 5 of Form W-4 below.

e W=4

Dapariment of the Treasury
Inicmal Rovenua Sarvios

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

Employee's WithholdIing Allowance Certlficate

» Whether you are entitied to clalm a cerialn numbsr of allowances of exemption from withholding Is
subject to review by the IRS. Your employer may be raquired to send & copy of this form to the RS

OB No. 15450074

1 ¥our first name and middie Initlal

PHW First Name and Middle Initial

Leat neme

Participant-Hired Worker Last Name

2 Your soclal security numiber

HitH-Hi-HiH#

Home address (number and strest or rural routs)

Participant-Hired Worker Street Address

3 [ ange [] Mamed [] wamed, but wihincid at nigher Single rate.
Node. If mamied, but legally seperaie, or spouse |s & nonfesident alien, check e “Sngke” box

ity or iown, siate, and ZIF cooe

City, State and ZIP Code

4 It your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for & replacement card. *

5  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5 #
Additional amount, if any, you want withheld from each paychack

T | claim exemption from withholding for 2015, and

If you mest both conditions, write “Exempt” heare .

cartify that | mest both of the fc}llcm'lng conditions for -:ux—:urnphc\n
= Last year | had & right to a refund of all federal income tax withheld becauss | had no tax liability, and
= Thig year | expact a refund of all fedaral income tax withhald becauss | axpect to have no tax lability.

k]

nakl

Under penaltiss of perjury,

Employes’s signature
[Thiiz form i=s not valid unless you sign it) =

Participant-Hired Worker Signature

deciare that | have examined this certificate and to he I:est D{ ITHy Iﬂ:\wledg and belief, it iz frue, comect, and complete.

pate» Mm/dd/yyyy

8  Employer's name and address ([Employar: Compiete lines 8 and 10 only If sending to e IRS)

9 Office code {optiora)

10 Employer ldentification numiner [EIN)

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

Cat. No. 102200

Form W-4 (2015

Special Instructions for Claiming “Exempt”

If the Participant-Hired Worker is claiming “Exempt,” Box 5 should be left blank and “Exempt”

should be written in Box 7. When claiming “Exempt,” the Participant-Hired worker will need

also need to complete Form W-T4.

Both Form W-4 and Form W-T4 will need to be completed annually (by February) if the

Participant-Hired Worker wishes to remain at “Exempt” status from year to year.




INSTRUCTIONS
Note: Participant-Hired Worker may
be abbreviated as PHW throughout
this form.

EMPLOYEE’S SECTION

Employee’s Legal Name: The
Participant-Hired Worker’s legal name
in last name, first name and middle
initial format.

Social Security Number: The
Participant-Hired Worker’s Social
Security Number.

Check Boxes: Check the box that best
describes the Participant-Hired
Worker’s marital status.

Employee’s Address, City, State, and
Zip Code: The Participant-Hired
Worker’s street address, city, state,
and ZIP Code.

Date of Birth: The Participant-Hired
Worker’s birthdate in mm/dd/yyyy
format.

Date of Hire: If the Participant-Hired
Worker’s start date has been issued
by the time this form is completed,
enter it in mm/dd/yyyy format.
Otherwise, it can be left blank to be
completed by the FEA.

Lines 1a-c: Determine the number of
exemptions claimed for each line.

Line 1d: Enter the total from Lines 1a-
c.

Line 2: Enter any additional amount
per pay period to be deducted.

Line 3: Enter “Exempt” if the criteria
from the instructions is met.

Signature: The Participant-Hired
Worker’s Signature

Date Signed: The date the form was
completed by the PHW — written out.
For example: April 15, 2015

EMPLOYER’S SECTION
Employer’s Name: The IRIS
Participant’s full legal, printed name.

Federal Employer ID Number: This is
the Employer Identification Number
issued by the IRS after the
Participant/Employer submits form
SS-4. If he/she has not yet been
issued this number, this box can be
left blank.

Employer’s Payroll Address, City,
State, and ZIP Code: The
Participant/Employer’s street address,
city, state, and ZIP Code.

Completed by: The printed name of
the Participant/Employer or his/her
representative completing the form.

Title: “HHCSR” if being completed by
the Participant/Employer or “POA” or
“Guardian” if being completed by
his/her representative.

EXAMPLE: W-T4

Employee’s WI Withholding Exemption Certificate

Employee’s Wisconsin Withholding Exemption Certificate/New Hire Reporting WT-4

Employee’s Section (Print clearly)
EMpoY=='s Bgal Name (iaat, fval, migdis i) S0CIal G2cUrty number B/G ngie

PHW Last Name, First Name and Middle Initial | ###-##-H### [] warea
EMMOy2es 00ress [umDer and sireel) Dtz of oI

Participant-Hired Worker’s Street Address mm/dd/yyyy 0 Masied. but withhold at higher Single
Clrf Staiz Zlp code Date of hir Mote: If maried, but legally separated,
City State | ZIP Code mm/dd/yyyy check the Single bowx.
FIGURE YOUR TOTAL WITHHOLDING EXEMPTIONS BELOW
Complete Lines 1 through 3 only if your Wisconsin exemptions are different than your federal allowances. #

1. (&) Exemption for yourself — enmber 1 . . e

(b} Exemption for your spouse — enter 1

(c

(d} Total — =dd lines (a) through (2}

2. Additional amount per pay period you want deducted (if your employer agrees) ... oL

3. I claim complete exemption from withholding (s=e instructions). Enter“Exempt™ ... ... ... ... ...

Exemption(s) for dependent(s) — you are entitled to claim an exemption for each dependent

| #

#

| CERTIFY that the numbsar of withholding exemptions clalmad on this cenificale does not exceed the number to which | am entifed. If claiming complete examption from
withhiolding, | ceriify that | Incumad na lladllity for Wisconsin Income tax for last year and that | anticlpate that | will Incur no lablity for Wiscansin income tax for this year.

aignawre_Participant-Hired Worker Signature

pate signed Month Day -Year

EMPLOYEE INSTRUCTIONS :

* WHO MUST FILE:
Every Employee 15 reguired to flle a compleied Form WT-4 with each
of his or ner employers uniess the Employee clalms ihe same number
of withholding exemptions for Wisconsin withholding tax purpose as for
federal withnolding tax purpose. Form WT-4 [or federal Form W-4 If a
Form WT-4 |5 not flled) will be used by your employer o determine the
amount of Wisconsin Income tax to be withheld from your paychecks. If
you hawve more than one employer, you should clalm a smaller number or
no exemptions on each Form WT-4 flied with employers other than your
principal employer 50 that the total amount withheld wil ke closer to your
actual Income tax lability.
Your empioyer may also raquire you to complete this form to report your
hiring fo the Department of Workforce Development.
You may file a new Form WT-4 any time you wish to change the amount
of withholding from your paychecks, providing the number of exemptions
you clalm does not exceed the number you are entitied to claim.

* UNDER WITHHOLDING:
If surficient tax Is nol withnaid from your wages, you may Incur additiona
nterest charges under the tax laws. In general, 30% of the net tax shown
on your income tax return should b2 withheld.

* OVER WITHHOLDING :
If you are using Form WT-4 to clalm the maximum number of exemptions
to which you are entitied and your withholding exceeds your expected
ncome tax llabllity, you may use Form WT-4A to minimize the over
withholding.

* WHEN TO FILE IF YOUR EXEMPTIONS CHANGE:

You must flie 3 new cartificate within 10 days If the number of exemptions
prewvlously claimed by you DECREASES.

You may flle a new cartificate at any time If the number of your exemptions
INCREASES.

WT-4 Instructions — Provide your Information In the employes section.

~ LINE 1:

[@}-[c) Number of exempiions — Do not cialm more than the correct number
of EXemptions. If you expect i owe more Income t3x for the year man wil
be withhald If you clalm every exemption to which you are entilled, you may
Increase your withhoiding by cialming a smaller number of exempiions on
lines 1{a)-{c) or you may enter Into an agreement with your employer to have
atditional amounts withheld [see Instruction for line 2).

[¢) Dependents — Those persons who guallly as your dependents for federal
Income taX puposes may also De clalmed 3as dependents for WIsconsin
puposes. The term “dependents” does not Inclugie you or your spouse.
Indicate the number of dependents that you are clalming In the space provided.

~ LINE 2:
Additional withhalding — If you have clalmed “zero” exemptions on line 1, but
5l expect to have a balante due oOn YOUT tax refum for e year, you may
wish to request your employer to withhold an additional amount of tax for each
pay penod. IT your emmoyer agrees to this additional withnolding, enter me
aiditional amount you want dedueted from each of your paychecks on line 2.

LINE 3:

Exemption from withholding — You may clalm exemption from withhoiding of
Wisconsin Income tax If you had no llabliity for Income tax for last year, and
you expect to Ingur no Nabilty for income £3x for this year. You may not claim
exemption If your retum shows tax llability before the allowance of any credit
for Income tax withheld. If you are exempt, your empioyer will not withhold
Wisconsin Income tax from your wages.

You must revoke this exemption (1) within 10 days from the time you expect
te Incur Income tax llabliity Tor the year or (2) on or before Decamber 1 If you
expect to Incur Wisconsin Income tax llablites for the next year. If you want to
stop or are required to revoke this exemption, you must file a new Form WT-£
with your employer showing the number of withholding exemptions you are
entitied to claim. This certiicate for exemption from withholding will expire on
April 30 of next year uniess a new Form WT-4 |5 filed before that date.

Employer's Section

Employers name Federal Employer 1D NUmMbes
Participant/Employer’s Name HEHHEHHEH

Employers payroil address (numoer and Street) City State Zip coge
Participant/Employer Address City State | ###H#

Compieied by THE HHCSR, POA, Phane numoer Ema

Participant/Employer or Representative Name or Guardian (HitH) HiH-HHE Participant/Employer Email Address

EMPLOYER INSTRUCTIONS for Department of Revenue:
» It you do not have 3 Fedgeral Empioyer lgentincaton Number (FEIN), contact
the Intemal Revenue Senvice fo obtaln a FEIN.

« It the Employee has claimed more than 10 exempiions OR has clalmed
completa exsmplion Tom wWithnolding and earns more than $200.00 3 week
or Is bellaved to have clalmed more exemptions than he or she s entitied to,
mall a copy of this certificaie to: Wisconsin Depariment of Revenue, Audit
Bureau, PO Box EDDS, Madison Wi S3T0DE or fax (503) 267-0834.

Keap 3 COpY 0f this certcats with your fecors. If you have questions anout tha
Department of Revenue requirements, call (HE) 266-8546 ar (G0E) 266-27T76.

EMPLOYER INSTRUCTIONS for New Hire Reporting:

» This report contains the required Information for reporing 3 New Hire to
Wisconsin. If you are reporiing new hires electronically, you do not need to
forward a copy of ihis report to the Depariment of Workforee Development.
Visit hitp:/igwd.wisconsin.goviuinh to report new hires.

» If'you do not report new hires elecironically, mall the original form to the Depart-
ment of Workforce Development, Mew Hire Reporting, PO Box 14431, Madison
Wi S3708-0431 or fax toll fres to 1-B00-277-5075.

+ ITyou Nave questions anout New Hirs requirements, call toll free (888 ) 300-HIRE
[EB3-300-4473). Visit dwd.wisconsin.gow/ulnh for more Information.

W-2id (R, 1-14)

Wisconsin Department of Revenue

When to Complete Form W-T4

Form W-T4 only needs to be completed if the Participant-Hired Worker is claiming “Exempt” on the W-
4. This form will be sent to them by the FEA to be completed.

Both Form W-4 and Form W-T4 will need to be completed annually (by February) if the Participant-Hired
Worker wishes to remain at “Exempt” status from year to year.




INSTRUCTIONS
Note: Participant-Hired Worker
may be abbreviated as PHW
throughout this form.

SECTION 1
**Completed by the Participant-
Hired Worker.**

Last Name, First Name, Middle
Initial: Participant-Hired
Worker’s full, legal name in last
name, first name, middle initial
format.

Other Names Used (if any):
Include any names that the
PHW has used including maiden
names. If there are no other
names, write “N/A.”

Address, Apt. Number, City or
Town, State, ZIP Code:
Participant-Hired Worker’s
current address, city, state, and
ZIP code. Note: P.O Boxes are
not acceptable.

Date of Birth: Participant-Hired
Worker’s birthdate in
mm/dd/yyyy format.

U.S. Social Security Number:
Participant-Hired Worker’s
Social Security Number

E-mail Address: Participant-
Hired Worker’s email Address

Telephone Number: Participant-
Hired Worker’s telephone
number with Area Code.

| attest, under penalty of
perjury, that | am: Check the
box that best describes the
Participant-Hired Worker’s
citizenship status. Include
additional required information
if specified for that selection.

Signature of Employee: The
PHW’s signature.

Date: The date that the form
was completed by the
Participant-Hired Worker.

Preparer and/or Translator
Certification: This section is only
completed if the PHW uses a
translator to complete this
form.

Continued on Page 8

EXAMPLE: I-9

Page 7
Emplovment Eligibility Verification USCIS
Form I-9

Department of Homeland Security OME No. 161 5-0047
o U5, Citizenship and Immugration Services Expires 03/31/2016
- ]
k- 5TART HERE. Read Instructions carsfully befors compdsting this form. The Instructions must be avallable during complstion of this femm.
ANTI-DISCRIMINATION NOTICE: It = illegal to discriminate against work-authonzed individuals. Employers CANNOT specify which

documents) they will accept from an employee. The refusal to hire an ndividual because the documentation presented has a future
expiration date may also constitute legal discrimination

Section 1. Employee Infermation and Attestation [Employess must complete and sign Section 1 of Form -3 no later
fhan the first day of employment, but not before accepding a job offer)

Last Hame (Famiy Name] First Mame [Ghen Nams) Migdie Inttial | omer Mames Used many)
PHW Last Name PHW First Name Middle Initial | Other Names the PHW has used.
Address | Smeat Mumber and Name) Apt. Humbsr City or Town Sate Zlp Code
PHW Street Number and Street Name # City/Town State | #iHH

Date of Bifh (mmeadyyyy) Telephone Mumbsr
Hit[Hit ] i (H##) tHitH-tHHHE

| am aware that federal law provides for imprisonment andior fines for false statements or use of false documents in
connection with the completion of this form.

UL 5. Tocial Securty Numder | E-mal Address

b # #H{##-{# # # #]|[PHW’s Email Address

| attest, under penalty of perjury, that | am {check one of the following):
A citizen of the United States

|:| A noncitizen national of the United States [See instructions)

[ A lawful permanent resident {Alien Registration Number/USCIS Number)

[ #a alien aufonized to work until {expiration date, # applicable, mmiddiyyyy)
{See insfructions)

For abens authonzed fo work, provide your Alien Regisiration Number/USCIS Number OR Form 34 Admission Number:

. Some aliens may write "WIA” in fis field.

1. Alien Registration NumberUSCIS Number:
OR

2. Form |-84 Admission Mumber:

3-0 Barcode
Do Mot Write In This Space

if you obtained yowr admission number from CBP in connecton with your arrival in the United
States, include the following:

Foreign Passport Mumbser:

= |

Some aliens may write "MIA" on the Foreign Passport Number and Country of Issuance fields. {See insfructions)

Country of Issuance

Signature of Employee: participant-Hired Worker’s Signature oate mmualyyyl mm/dd/yyyy

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 penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and comect

Shgnature of Prepares of TrarsEtor Date (mm/adyyyy):

Last Mame (Family Name) First Mame (Given Name)

Addrass (Street Number and Mams) City or Town State

ZIp Cone

Emplover Completes Nexr Page

©

Form I8 030813 W



Note: Participant-Hired Worker EXAMPLE: I-9

may be abbreviated as PHW Page 8
throughout this form. -
SECTION 2 Section 2. Employer or Authorized Representative Review and Verification

**Completed by the {Emplayers or ther authonzed represenfaive Must compiele and Sign Section 2 within 3 business days of he empioyes’s firs 03y ar empioyment. You

P . mu.!’l:-'i".f&'l:a'? examine ane Joclment from LISt A OR examing a combination afame document from LS B and ane document from Lt C a5 Msted on
Part|C|pant/|§mponer or his/her the "Lists of Acceptable DOCUments” on the next page of fhis fom. For each GOCLIMERt ¥oU Meview, recond e falowing information: document st
Representative.** Issuing Suthorly, doCUment number, and expiration date, i any.)

Employee Last Name, First Name, Employse Last Name, First Mame and Middle Initial from Section 1:PHW’s Last Name, First Name and Middle Initial
Middle Initial: Participant-Hired

, . List A OR List B AND List C
Worker's full, legal name in last - isntity and Employment Authorization Identity Employment Authorization
name, first name and middle initial TR Document THE: - - DoGument T
format. Wisconsin Driver’s License Social Security Card
. . . EELING ALTTormy: I65UIng Authorty: Issuing Auihorty. . .
List A or List B and List C: Wisconsin Department of Transportation  SOCial Security Administration
Documents chosen to be used for |- | [Cocument Mumber Document Number: Document Murmioes
9 documentation must be from the Expiraion D= [F ) v ###'F#f#'####'##f f#f'f#'#ﬁ#ﬁ# »
on Daie (¥ any){mmadyyyy: Expiration Date (¥ any | mmadyyyy: Date (I any){mmaddyyy:
Lists of Acceptable Documents, ? e s AN S (T ALY er;/r; o SIS (T AN
mm/dd/yyyy

found on page 9 of the I-9 packet.
- If a PHW provides an identifying

Documsent Tiie:

i )
document from List A, it is the I5EUINg Auharty: Check Every Time!
only identification need for this Make sure to refer to the document being used
form. Dacumant NUmBer for each field. Titles, issuing authorities, etc.
- If the PHW does not provide an Expiration DaiE [ any) mmasyyryT may change based on when/where the

document was issued. 5.0 Barcods
Do Not 'Write In This Space

item from List A, then he/she will
need to provide any combination
of identification from both lists B
& C.

Documsent Tiie:

Examples:

Issuing Authority: - Department of Transportation vs.
Department of Motor Vehicles.

- Social Security Administration vs.

that is being completed. If a field is | [Expiaton oate v any) mmae iy Department of Homeland Security

not applicable, write “N/A.”

Dacument Mumber

Complete each field under the List

This example depicts the most Certification
common documentation used: | attest, under penalty of perjury, that {1) | have examined the document|s} presented by the above-named employes, {2) the
Social Security Care and Driver’s above-listed document{s) appear to be genuine and to relate to the employes named, and [3) to the best of my knowledge the

employee is authorized to work in the United States.

License. Please note that these are ) N ]
The employee's first day of employment (mm/ddyyy): __Leave Blank [See instructions for exemptions.)

not the only documentation that

can be used. Signature of Employer of Authorized Representative Date (mm/ddyyyyl Tiile of Empioyer or Authorzed Represematve
Emplovee’s first dav of Participant/Employer or Representative Signature| mm/dd/yyyy |Employer, Employer’s POA, or Employer’s Guardfan
emzloyment This ‘;n be left blank Last Name (Family Name) First Name [Ghven Mame) Empioyer's Business or Organization Name
yment: s ¢ ici i IRIS Partici
- icipant
5= ol e el [y e FE Participant/Employer Last Name First Name P
Emplayers Business or Crganization Address (Strest Number and Name) | Sty o Town State Zlp Cote
Signature of Employer: Participant/Employer’s Street Number and Street Name| City State | #Hit##
The IRIS Participant/Employer’s
signature or signature of his/her Section 3. Reverification and Rehires (To be complefed and signed by employer or authorized representafive.)
POA or Guardian if they are A_Maw Name (I appiicable) Last Mame (Famby Name) First Name (Given Name) Middle Infiial [B. Date of Rehire (¥ apodcable) (mmaddyyyy)
completing this form on the
Participant/Employer’s behalf. C. I employess previols grant of employment autnorzation Nas expired, prowide e Infarmation for M document from List A or List C the employes
i ) pracentad Mat estatlshes cument amployment authozaton In fie space provided boiow.
Date: The date this form was signed | [ - Dacumenit Number. Expiration Dabe (T any ) mmadyyyyr

by the Participant/Employer or
his/her representative.

| attest, undier penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
Title of Employer: “Employer” if the | the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Participant/Employer is completing Signature of Empigyer or Authorzed Represantative: Date mmddyyyy: Print Mame of Emgloyer of Authorized Representative:
the form or “Employer’s POA” or

“Employer’s Guardian” if applicable.

i 9 030813 N o 8 of 9
Last Name and First Name: Form1-9 D013 Page B of &

The last and first name of the
Participant, or his/her POA or
Guardian, completing this form.

Key Rules of Documenting Required Identification in SECTION 2
When documenting required identification, employers or their authorized representative must:
The person who examines the documents must be the same person who signs Section 2.

Employer’s Business or The examiner of the documents and the employee must both be physically present during the examination of the
Organization Name: “IRIS employee's documents.

Participant” Employers cannot refuse to hire someone just because the document(s) presented by the employee/worker will
Employer’s Business Address, City, expire soon. If an ?mployee is unable to present a req.wred document (or documents), the employee can present
State, and ZIP Code: The an acceptable receipt in lieu of a document from the Lists of Acceptable Documents.

DO NOT USE Abbreviations or Acronyms.
Documents cannot be expired.
Employers CANNOT specify which document(s) they will accept from an employee.

Participant/Employer’s street
address, city, state, and ZIP code.




EXAMPLE: I-9

LISTS OF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

Employees may present one selection from List A

or a combination of one selection from List B and one selection from List C.

LIST A

Documents that Establish
Both ldentity and
Employment Authorization

OR

LISTBE

Documents that Establish

Identity
AND

LISTC

Documents that Establish
Employment Authorization

1. UW.5. Passport or U.5. Passport Card

2. Permanent Resident Card or Alien
Registration Receipt Card (Form |-551)

3. Foreign passport that contains a
temporary -551 stamp or termporary
-661 printed notation on @ machine-
readable immigrant visa

1. Drivers license or ID cand issued by a | 1.

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

4. Employment Authonzation Docurment
that contains a photograph (Form
-TEi)

2. |D card issued by federal, state or loca
gowernment agencies or entiies

A Social Secarity Account Number
card, unless the card inchudes one of
the: fiollowing restricions:

(1} NOT VALID FOR EMPLOYMENT

{2} VALID FOR WORK ONLY WITH
NG AUTHORIZATION

(3} VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

provided it contains a photograph or

information such as name. date of birth, | 2.

gender, height, eye color, and address

3. For a nonimmigrant alien authorized
to wiork for a specific employer
because of his or her status:

a. Foreign passport; and

b. Form -84 or Form |-B4A that has
the following:

and

(2) An endorsement of the alien’s
nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or

mitations identified on the form.

I - -
(1) The same name as the passport;

Certification of Birth Abroad isswed
by the Department of State (Fomm
F3-545)

School |ID card with a photograph

‘Vioker's registration cand

Certification of Report of Birth
ssued by the Department of State
{Form D5-1250)

L5, Military card or draft record

Military dependent's ID card

bl Bl B B

U.5. Coast Guard Merchant Manner
Card

Oniginal or certified copy of birth
certificate isswed by a State,
county, municipal authority, or
termitory of the United States
bearing an official seal

o

MNative American tribal document 5

Mative American tribal document

9. Driver's license issued by a Canadian g

gowernment authority

LL5. Citizen |ID Card (Form I-187)

B. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI} with Form
-B4 or Form |-B44 indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RM

For persons under age 18 who are
unable to present a document
listed abowve:

Identification Card for Use of
Resident Citzen in the United
States (Form 1-178)

10. School record or report card

11. Clinic, doctor. or hospital record

12. Day-care or nursery school record

Employment authorization
document ssued by the
Department of Homeland Secarnity

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

Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review
and Verification,” for more information about acceptable receipts.

FormI-8 03903713 N
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INSTRUCTIONS

- A copy of the Participant-Hired Worker’s
signed Social Security card is required
before the Participant-Hired Worker’s
start date can be issued by the FEA.

- Include the copy along with the required
Participant-Hired Worker forms to be
sent to the FEA for set-up purposes.

- The Participant/Employer (or his/her
representative) must verify the
Participant-Hired Worker’s legal name
and Social Security number as they
appear on the Social Security card for
payroll and tax purposes.

- The Participant-Hired Worker must
present the most current copy of their
signed Social Security card.

- The name on the Social Security card
must match that which is used on the
rest of the Participant-Hired Worker
Start-Up documents.

- Including a copy of the back side of the
Participant-Hired Worker’s Social
Security card is helpful to identify the
issuing authority and, in some cases, is
where the card signature is located.

Note: the examples shown here are not all
inclusive of every Social Security card type.
The appearance of Social Security cards
may differ based upon when and where the
card was issued.

Copy of Signed Social Security Card (Front and Back)

193 -

THIS NRWBER = ESTABUSHED FOR

£ E.i
awe' B, Doe |

SIGNATURE

|
|

000-00-0000

THES MUNESN HAS BFTM FETARL ARG FON

JOHN DOE

This card is the official verification of your Social Security number
Please sign it right away. Keep it in a safe place.

Improper use of this card or number by anyone is punishable by fine,
imprisonment or both.

This card belongs to the Social Security Administration and you must
retum it if we ask for it
If you find a card that isn't yours, please retum it to:

Social Security Admmnistration

P.O. Box 33008, Baltimore, MD 21290-3008
For any other Social Security business/information, contact your local
Social Sceurity office. If you wnie to the above address for any business
other than retuming a found card it will take longer for us to answer your
letter.
Social Security Administration

Form SSA-3000 (6-99)



INSTRUCTIONS
Note: Participant-Hired Worker may
be abbreviated as PHW throughout
this form.

SECTION |

Name - Participant-Hired Worker:
Participant-Hired Worker’s full,
legal name in last name, first name,
middle initial format.

Gender: Check the box that best
describes the Participant-Hired
Worker’s Gender.

Date of Birth: The Participant/Hired
Worker’s birthdate in mm/dd/yyyy
format.

Mailing Address, City, State, and
ZIP: The Participant-Hired Worker’s
street address, city, state, and ZIP
code.

Phone Number: The Participant-
Hired Worker’s telephone number
with Area Code.

Email Address: The Participant-
Hired Worker’s email address.

SECTION II

Name — Participant/Employer:
Participant/Employer’s full, legal
name in last name, first name,
middle initial format.

Date of Birth: The
Participant/Employer’s birthdate in
mm/dd/yyyy format.

Mailing Address, City, State, and
ZIP: The Participant/Employer’s
street address, city, state, and ZIP
code.

Phone Number: The
Participant/Employer’s telephone
number with Area Code.

Email Address: The
Participant/Employer’s email
address.

Signature — Participant-Hired
Worker: The Participant-Hired
Worker’s Signature.

Date Signed: The date the form was
signed by the Participant-Hired
Worker.

Signature — Participant/Employer:
The Participant/Employer’s
Signature (or the signature of
his/her Representative).

Date Signed: The date the form was
signed by the Participant/Employer
or his/her Representative.

EXAMPLE: F-01201

IRIS Participant-Hired Worker Set-Up

DEFARTMENT OF HEALTH SERVICES

Divisicn of Long Term Care
F-01201 (01/2015)

INSTRUCTIONS:

STATE OF WISCONSIN

IRIS PARTICIPANT- HIRED WORKER SET- UP

Completion of this form is not required through Wisconsin State Statute; however, completion of this form is an

IRIS Program requirement. Both the participant-hired worker and the participant employer must sign and date the
botiom in order to be considered complate. A participant-hired worker may not begin working for a participant

before the IRIS start date, indicated in the participant’s start date letter.

Parscnally identifiable information on this form is collected to verify that the application is complete, and will be
used only for this purpose.

Completed forms should be submitted to the participant's Fiscal Employer Agent.
SECTION | - PARTICIFANT-HIRED WORKER DEMOGRAPHICS [all fields must be filled)

Mame — Participant-Hired Waorker (Last, First, M1}

PHW Last Name, First Name and Middle Initial

Gender
[ Male

merr'ale

Daate of Birth
mm/dd/yyyy

Mailing Address City Phone Number
PHW Address City (H4Ht) Hit-HitHH
State Zip Email Address
State ZIP Code Participant-Hired Worker’s Email Address
SECTION Il - PARTICIPANT EMPLOYER DEMOGRAPHICS (all fields must be filled)
Mame — Participant Employer (Last, First, MI) Date of Birth
Participant/Employer’s Last Name, First Name and Middle Initial mm/dd/yyyy

Mailing Address

Ciity

Phone Mumber

State

Participant/Employer Address City (###) Hit-Hi
Zip Email Address
HiHtH# Participant/Employer’s Email Address

State

By signing below, | (we) agree the information on this form is accurate and | (we) have all supporting documentation in my possession.
Both signers agree to only submit time reports within the hours authorized. Without prier approval, excess hours claimed above the
authorization may be rejected for payment. Both signers alsc acknowledge that mo hours worked prior to a passed background check

will be authorized.

SIGNATURE - Participant Hired-

Worker

Participant-Hired Worker Signature

Diate Signed

mm/dd/yyyy

SIGMATURE — Participant Employer

Participant/Employer, POA, or Guardian Signature

Diate Signed

mm/dd/yyyy




INSTRUCTIONS
Note: Participant-Hired Worker may
be abbreviated as PHW throughout
this form.

Name - Participant-Hired
Worker: The Participant-Hired
Worker’s name in last name,
first name format.

Name - Participant Employer:
The Participant/Employer’s
name in last name, first name
format.

Date of Birth — Participant-
Hired Worker: The Participant-
Hired Worker’s birthdate in
mm/dd/yyyy format.

Check your legal relationship to
the participant... Place a check
next to the box that indicates
the Participant-Hired Worker’s
legal relationship to the
Participant/Employer.

Example: if the Participant-Hired
Worker is the IRIS Participant’s
Mother or Father, he/she would
check “Parent."”

The participant receiving
nonmedical care lives in the
participant-hired worker’s
home — Check either “Yes” to
indicate the
Participant/Employer lives in the
Participant-Hired Worker’s
home or “No” to indicate the
Participant/Employer does NOT
live in the Participant-Hired
Worker’s home.

Signature — Participant-Hired
Worker: The Participant-Hired
Worker’s Signature.

Date Signed: The date the
Participant-Hired Worker signed
this form.

Signature — Participant
Employer: The date the
Participant/Employer (or his/her
representative) signed this
form.

Date Signed: The date the
Participant/Employer (or his/her
representative) signed this
form.

EXAMPLE: F-01201A
IRIS Participant-Hired Worker Relationship Identification

DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-012014 (01/2015)

STATE OF WISCONSIN

IRIS PARTICIPANT-HIRED WORKER RELATIONSHIP IDENTIFICATION

Completion of this form is not required through Wisconsin State Statute; however, completion of this form is an
IRIS Program requirement. Both the participant-hired worker and the participant employer must sign and date the
bottom in order to be considered complete. Participant-hired worker may not begin working for participant employer
until they have received a mailed start date letter.

INSTRUCTIONS:

Completed forms should be submitted to the participant's Fiscal Employer Agent.

Mame — Participant-Hired Worker (Last, First) Name — Participant Employer (Last, First)
Participant-Hired Worker Last Name, First Name [Participant/Employer Last Name, First Name

Date of Birth — Participant-Hired Warker
mm/dd/yyyy

Check your legal relationship to the participant. For example, if the participant is your grandmother, you are the participant’s
grandchild. Check one.

Parent * £ [0 Spouse * + [ Step Child * O Grandchild *
[ Son/Daughter (over 21) * [ Domestic Partner * ¥ [ Adopted Child * [J Mone of thess
[ SonvDaughter (under 21)*+ [ Step Parent * [ Grandparent *

* Due to your relationship with the
participant and current legislation,
you are exempt from payroll taxes
for unemployment insurance
(SUTA). If your employment with
the participant is terminated, you
will not receive unemployment
benefits.

+ Due to your relaticnship with the participant and
cumrent legislation, you are exempt from payroll
taxes for Social Security and Medicare (FICA). By
not paying into Social Security and Medicare
(FICA), it means you are not eaming Social
Security work credits.

F Per Wis. Statute 770.05, Domestic
Partnership means you and your
partner have filed for Domestic
Partnership, and have a certified copy
of your Declaration of Domestic
Partnership.

mes O Mo The participant receiving nonmedical care lives in the participant-hired worker's home.

MOTE: It is the participant-hired worker's responsibility to nofify the participant's Fiscal Employer Agent should their living situation
change.

By =igning below, you agree the information on this form is accurate and you have all supporting documentation in your possession.

SIGNATURE - Participant-Hired Worker Drate Signed
Participant-Hired Worker Signature mm/dd/yyyy
SIGNATURE - Participant Employer Date Signed
Participant/Employer (or Representative) Signature | mm/dd/yyyy




INSTRUCTIONS
Note: Participant-Hired Worker may
be abbreviated as PHW throughout
this form.

NOTE: This form is required but
does not need to be submitted
with the start-up forms. Please
complete after the Participant-
Hired Worker’s issued start date.

SECTION 1

Name - Participant-Hired
Worker: The Participant-Hired
Worker’s name in last name,
first name format.

Name - Participant Employer:
The Participant/Employer’s
name in last name, first name
format.

Date of Birth — Participant-
Hired Worker: The Participant-
Hired Worker’s birthdate in
mm/dd/yyyy format.

Anticipated Start Date: Enter
the date the Participant-Hired
Worker will likely start in
mm/dd/yyyy format.

SECTION II-IV

Check the box(es) that best
describe the required training
that the Participant-Hired
Worker will need.

Required training completed
on: Enter the date the training
was completed and any notes
about what was covered in the
training. Note: this must be
after the issued start date.

PAGE 2

Signature — Participant-Hired
Worker: The Participant-Hired
Worker’s Signature.

Date Signed: The date the
Participant-Hired Worker signed
this form.

Signature — Participant
Employer: The date the
Participant/Employer (or his/her
representative) signed this
form.

Date Signed: The date the
Participant/Employer (or his/her
representative) signed this
form.

EXAMPLE: F-01201B

IRIS Supportive Home Care/Self-Directed Personal Care/Respite Care

DEPARTMEMNT OF HEALTH SERVICES
Division of Long Term Care
F-01201B (01/2015)

Training Verification

STATE OF WISCONSIN

IRIS SUPPORTIVE HOME CARE / SELF-DIRECTED PERSONAL CARE [ RESPITE CARE
TRAINING VERIFICATION

INSTRUCTIONS:

Completion of this form is not required through Wisconsin State Statute; however, completion of this form is an

IRIS Program requirement. Both the participani-hired worker and the participant employer must sign and date the
bottom in order to be considerad complete. Participant-hired worker may not begin working for paricipant employer
until they have received a mailed start date letter.

Plzase fill out the appropriate section(s) based on senices that will be provided.

Completed forms should be submitted to the participant's Fiscal Employer Agent.
SECTION | — PARTICIPANT-HIRED WORKER DEMOGRAPHICS (all fields must be filled)

MName — Participant-Hired Worker (Last, First)
Participant-Hired Worker Last Name, First Name

MName — Participant Employer (Last, First)
Participant/Employer Last Name, First Name

Date of Birth — Participani-Hired Worker
mm/dd/yyyy

Anticipated Employment Start Date
mm/dd/yyyy

SECTION Il - SUPPORTIVE HOME CARE REQUIRED TRAINING

mployee safely performs cares and duties.
Employee knows what to do in an emergency situation®.

[ Employee works effectively with participants and respects their
choices.

%ﬁmploy&e is familiar with homemaking/household services.
Employee uses gloves as appropriate while assisting with
participant’s cares.

[ Employes understands participant's disability, diagnosis and
related needs.

[] Employee is familiar with participant’s daily schedule, nesds,
and duties.

[] Employee is aware of the parficipant’s back-up plan.

%mpluy&e is oriented to participant’s place of care.

Required training completed on: mm/dd/yyyy

Example: “Reviewed exits, showed where
supplies are kept, Reviewed MyCares plan.”

SECTION Il - SELF-DIRECTED PERSOMAL CARE REQUIRED TRAINING

I%Ifmplayee is oriented to participant’'s place of care.

Employee safely periorms cares and duties.

[ Employee knows what to do in an emengency situation®.

[] Employes works effectively with participants and respects their

hoices.

Employee uses gloves as appropriate while assisting with
pariicipant's cares.

[ Employes understands participant's disability, diagnosis and
related needs.

[ Employee i familiar with participant’s daily scheduls, nesds,
and duties.

[ Employee iz aware of the participant's back-up plan.

Required training completed on: mm/dd/yyyy

Example: “Reviewed MvCares.”

SECTION IV — RESPITE CARE REQUIRED TRAINING

[] Employes is oriented to participants place of care.

[] Employee safely performs cares and duties.

[] Employee knows what to do in an emergency situation®.

[] Employee works effectively with participants and respects their
choices.

[] Employee uses gloves as appropriate while assisting with
participant’s cares.

[] Employee understands participant's disability, diagnosis and
related needs.

[ Employee is familiar with participant's daily schedule, nesds,
and duties.

[J Employes is aware of the parficipant's back-up plan.

Required training completed on: mm/dd/yyyy

Example: “I do not have a Respite Care
Worker.”

*Emergency Response: employee knows how to evacuate the participant in an emergency, and knows how to respond to

emergencies related to the participant's health and safety.

F-012018

By =igning below, you agree the information on this form is accurate.

passed background check will be authorzed.

Page 20f 2

Both signers also acknowledge that no hours worked prior to a

SIGHATURE — Employes Date Signed
Participant-Hired Worker Signature mm/dd/yyyy

SIGNATURE — Participant Date Signed
Participant/Employer (or Representative) Signature mm/dd/yyyy




INSTRUCTIONS
Note: Participant-Hired Worker may
be abbreviated as PHW throughout
this form.

PAGE 1

Name - Participant-Hired
Worker: The Participant-Hired
Worker’s name in last name, first
name format.

Name - Participant Employer:
The Participant/Employer’s name
in last name, first name format.

Date of Birth — Participant-Hired
Worker: The Participant-Hired
Worker’s birthdate in
mm/dd/yyyy format.

The participant requires... Enter
the tasks the Participant-Hired
Worker will provide.

The participant employer
agrees... Enter the training the
Participant/Employer will provide
for the Participant-Hired Worker.

Participant-Hired Worker
Schedule: Check the days of the
week the Participant-Hired
Worker will be providing services
or enter an explanation of the
schedule in the “Other” field.

Participant-Hired Worker
Services: Enter the Pay Rate, Unit
Type, and Units per Week for
each service that the Participant-
Hired Worker will be providing or
an explanation in the “Other”
field.

PAGE 2

Signature — Participant-Hired
Worker: The Participant-Hired
Worker’s Signature.

Date Signed: The date the
Participant-Hired Worker signed
this form.

Signature — Participant Employer:
The date the
Participant/Employer (or his/her
representative) signed this form.

Date Signed: The date the
Participant/Employer (or his/her
representative) signed this form.

IRIS Participant Employer/Participant-Hired Worker Agreement

DEPARTMENT OF HEALTH SERVICES
Diivision of Long Term Care
F-01201C (D1/2015)

STATE OF WISCONSIN

IRIS PARTICIPANT EMPLOYER / PARTICIPANT- HIRED WORKER AGREEMENT

INSTRUCTIONS: Completion of this form is not required through Wisconsin State Statute; however, completion of this form is an
IRIZ Program requirement. Both the participant-hired worker and the participant employer must sign and date
the bottom in order to be considerad complete. Participant-hired worker may not begin werking for participant

employer until they have received a mailed start date letter.

Personally identifiable information on this form is collected to verify that the application is complete, and will be
used only for this purpose.

Completed forms should be submitted to the participant’s Fiscal Employer Agent.

Mame — Participant-Hired Worker (Last, First) Mame — Participant Employer (Last, First)
Participant-Hired Worker Last Name, First Name | Participant/Employer Last Name, First Name

Crate of Birth — Participant-Hired Worker

mm/dd/yyyy

The participant employer reqguires the following tasks and duties to be performed by the participant-hired worker:

Example: “Help with getting dressed and going to appointments.”

The participant employer agrees to providelarrange for worker training as described below:
Example: “On first day of employment, the employee will receive a schedule of my daily

living activities and they will help me get dressed and get ready for the day.”

Participant-Hired Worker Schedule - Indicate Day{s) of the Week Participant-Hired Worker Will Provide Service(s)

Service Sunday Monday Tuesday Wednesday Thursday Friday Saturday

Supportive Home
Care (SHC)

B
Q\

&

Self-Directed
Personal Care
{(SDPC)

Respite Care (R}

Other

oioiar o
3| [ gy
ooiar 0
RO o
ooiar 0
gojo| o
ooiar 0

Mileage

If "Other”, please explain:

Participant-Hired Worker Services — Indicate Which Service(s), Pay Rate(s), Unit Type(s) and Units Per Week the
Participant-Hired Worker will Provide

Service Pay Rate Unit Type (per hour, per day, etc.) UnitsWeek
Supportive Home
Care (SHC) $5.8S “Per Hour,” “Per Day,” etc. #

Self-Directed
FPersonal Care
{SDPC)

Respite Care (R)

Other

Indizate the rate and the number of miles per month the participant-hired worker is authorized to provide.

Mileage $$.$$ Per Mile | #

15"

Cither”, please explain:

F-01201C Page 2

BY SIGNING BELOW:

| (We) understand that the services are provided under Medicaid regulations and that | (we} may not charge in excess of the amount
authorized on the participant employer's plan. Aftar the participant-hired worker has performed the service(s) per this agreement,
time reports are due to the participant’'s Fiscal Employer Agent.

Both signers agree to only submit time reports within the hours authorzed. Without prior approval, excess hours claimed above the
authorization may be rejected for payment

SIGMATURE - Participant-Hired Warker Diate Signed

Participant-Hired Worker Signature mm/dd/yyyy

SIGNATURE - Participant Employer Diate Signed

Participant/Employer (or Representative) Signature mm/dd/yyyy




INSTRUCTIONS
Note: Participant-Hired Worker may
be abbreviated as PHW throughout
this form.

This form is used for Participant-
Hired Workers and for Vendors.

Name of Provider: The full,
legal name of the Participant-
Hired Worker or the name of
the Vendor being used.

Telephone Number: The
Participant-Hired Worker or
Vendor’s telephone number
with Area Code.

Address — Street, City, State,
and ZIP Code: The Participant-
Hired Worker or Vendor’s street
address, city, and ZIP Code.

Continued on Page 2

EXAMPLE: F-00180B
Wisconsin Medicaid Program Provider Agreement

and Acknowledgement of Terms of Participation
Page 1

DEPARTMENT OF HEALTH SERVICES
Division of Long Term Care
F-00180B (02/2014)
WISCONSIN MEDICAID PROGRAM FROVIDER 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, Depariment of Health and
Human Services, under the Code of Federal Regulations 42 CFR 431.107.

STATE OF WISCONSIN
42 CFR 431107

MName of Provider (Typed or Printed—Must exactly match name used on all other documents)
Participant-Hired Worker or Vendor Name

Telephone Number
(HH#) HHH-HHEH

Address — Sireet
Participant-Hired Worker or Vendor’s Street Address

State

State

City
City

Zip Code
HitH##H

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

1. Toprovide only the services or items authorized by the local waiver administrative agency as directed by the waiver
participant in amounts not to exceed the antherization.

1

To accept the payment issued by the local waiver administrative agency or its fiscal agent as payment in full for
provided services or items.

aa

To make no additional claims or charges for provided services or items.
To refund any overpayment to the waiver adnunistrative agency or its fiscal agent.

To keep records of the services or items provided.

S

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.

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 recerves from the
Provider.

9. Torespect 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 warver participants for a period of 7 vears and to fumish upon request to
the Department. the federal Department of Health and Human Services, or the state Medicaid Frand Control Unit, any
information regarding services provided and pavments 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
hittp://dhs wisconsin gov/ds] infoNumberedMemosDSL/CY 2001 MNMemo2001-07 htm )

11. The provider agrees to comply with the disclosure requirements of 42 CEFR. 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:

! Mote: 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 walver
clients.



Check Box: Check “Yes” to
indicate the Participant-Hired
Worker or Vendor will receive
payment from the local waiver
administrative agency.

Name - Provider: The
Participant-Hired Worker or
Vendor name.

Signature — Provider: The
Participant-Hired Worker or
Vendor signature.

Date Signed: The date this form
was signed by the Participant-
Hired Worker or Vendor.

Signature — Waiver Agency
Representative: The
Participant-Hired Worker’s, or
his/her representative’s,
signature.

Date Signed: The date this form
was signed by the
Participant/Employer or his/her
representative.

Print Name — Waiver Agency
Representative: The printed
name of the
Participant/Employer or his/her
representative.

EXAMPLE: F-00180B
Wisconsin Medicaid Program Provider Agreement

and Acknowledgement of Terms of Participation
Page 2

F-001308 Page 2

(a) The names and addresses of all vendors of dmgs, medical supplies or transportation, or other prowviders in which
it has a controlling interest or cwnership;

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

() Whether any of the persons named in compliance with (a) and (b) above are related to any owner of 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 XT¥ services
programs since the inception of those programs.

Pursuant to 42 CFR. § 447.10(e), I hereby voluntarily reassign my right fo 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 ves, it means that you will receive payment from the local waiver admimistrative 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 [ Ne

MODIFICATIONS TO THIS AGREEMENT CANNOT AND WILL NOT BE AGREED TO. THIS AGEEEMENT IS
NOT TRANSFERABLE OF ASSIGNAEBLE.

HAME — Provider (Typed or Printed)
Participant-Hired Worker or Vendor’ s Full Printed Name

SIGNATURE — Provider Date Signed
Participant-Hired Worker or Vendor Name Signature mm/dd/yyyy

SIGNATURE — Waiver Agency Representative Date Signed
Participant/Employer (or Representative)’s Signature mm/dd/yyyy

Print Name — Waiver Agency Representative
Participant/Employer (or Representative)’s Full Printed Name




INSTRUCTIONS
Note: Participant-Hired Worker
may be abbreviated as PHW
throughout this form.

Check the box that applies to
you: Check
“Employee/Contractor
(including new applicant)”

Name - (First and Middle): The
Participant-Hired Worker’s first
and middle names.

Name - (Last): The Participant-
Hired Worker’s last name.

Position Title: Enter “Employee”

Any Other Names... Include any
names that the Participant-
Hired Worker has been known
by — including maiden name.

Race: Check the box that best
describes the Participant-Hired
Worker’s race.

Home Address, City, State, and
Zip Code: Enter the Participant-
Hired Worker’s street address,
city, state, and ZIP Code.

Business Name and Address:
The Participant/Employer’s
name and address (street
address, city, state, and ZIP
code).

SECTION A

For each question, check either
“Yes” or “No.” Note: Some
questions required additional
information. Please read
carefully.

Continued on Page 3

EXAMPLE: F-82064

Background Information Disclosure
Page 1
DEPARTMENT OF HEALTH EERVICES

Division of Enierprise Eenvices
~A2064 (I2014)

ETATE OF WIS COMEIN
Claplars S5885 s S0 055, Wia Siaks
DHS 12 054, Wa Admin Code

BACHKGROUND INFORMATION DISCLOSURE {210

Compladon of this form s reguirsd under the: provisions of Chapbers 42 685 and S0U0ES, Wis. Stals, Fallure ho comply mey nesul In @ denial or
revncadon of your licerse, cerfication, or registration; or denial or termination of your empsoyment or confract. Refer io the Insinuctions
|F-E20644) on pags 1 for additional imoration. Providing your social securtty numiber |5 woluntary; hovessser, pour social securty number s
o of T unibgue identfiars used fo prevent Incomect mahches.

FLEAZE PRINT OR TWPE VOUR ANEWERL.

s e that appllsc o you.
Empioyee | Coniracior (Imckading new applicant)
[ Appicant for & Bosrese or cestiicafion or Fegisiradion (ncuding
conGnuation or remewall

[ Househoid member | Iwes on premises. - but not a client
[ ceer - spacey

RWOTE: I you are an owner, operator, board memiber, or mon-clent resident of a Chiislon of Gualty Assuance (DG4 TaclEy, compiete e
BI0, F-E2064, and the Apgeradiy, F-3206% and submit bodh formes o T address mobed I the Aopendly Insiacions.

T ELE T BT T - Ll Paaiion [k (Comoaln oflf I yol die i o peces By

of coriliecisd, o i Surfedl & ployes oF Solheclad. |

PHW’s First and Middle Name | PHW’s Last Name Employee
Ay el Wases By Wihich Tou Hires Been Kiowh (oG MakSsn M) Bith Dats Carde (W F]
Other names the Participant-Hired Worker has used. mm/dd/yyyy| MorF
F:lu D _— m Sovdinl Sty bWuiFm baa(a ]
American indian or Alasikan Mabhe T MO

[] Azian or Facfic klander [ wmit= HitH-H-HiHH

H ot A iy Dalw Jip Code
Participant-Hired Worker’s Street Address City State | st

o Lok Masa @ AgkSnms — EmSoyai of Caie Piovichr | Syl

Participant/Employer’s Name and Address (Street Address, City, State, and ZIP Code)

BECTION A — ACTS, CRIMES, AND DFFEN3ES THAT MAY ACT A3 A BAR OR REZTRICTICN YESZ | NO

1. Do you have amy criminal charges pemding against you of wene you eyver cormdicied of any oime anyahere, incduding In
federal, siade, ocal, milEary, and ribal ours™
I Ve, Bof mach oime, when E occumed or the date of e convicion, and the city and sk whens the court ks
locaied. You may be asked in suppiy addional Information nduding a certfed copy of e judgment of convicion
@ copy of the oriminal compiaing, oF any obher rejeyant oourt oF police dooumets. O O

2. Wi you sver found o be (adudcated) delnguent by a court of law on or after your 107 birthday for 8 cime o
offense? [FMOTE: A response io this question s onfy neguired for group and family day care ceniers for childnen and day
camps Tor children.)

F I Ve, Bof mach oime, when and winene [t Fappemed, and the locadon of e court icity and stri=]. You may b
asked fo supply addiional infomation inciedng a cerified copy of the delinguency petition, the delinguency O O
adpudication, or any offer reievant court or police documens

Has any Qovermment of reguiainry agency (ofter than e pollce) ever found Fat you committed child abuse o negiec?
A response ks requirsd e box below s checked
2 [Only empioypers and reguisiony agendes entiied o obain s infommabion per sec. 48.381(7) are authorzed o
and showld, check this oo )

= FYec, 2xplain, inciuding when and whens [ happensd O O

[H]




Last Name: The Participant-
Hired Worker’s last name.

SECTION A (continued)

For each question, check either
“Yes” or “No.” Note: Some
questions required additional
information. Please read
carefully.

SECTION B

For each question, check either
“Yes” or “No.” Note: Some
questions required additional
information. Please read
carefully.

EXAMPLE: F-82064
Background Information Disclosure

Page 2
=H2054 Pag= 2ol 3
Last Mame— Participant-Hired Worker’s Last Name
SECTION A - ACTE, CRIMEE, AND DFFENZES THAT MAY ACT AZ A BAR OR REATRICTION YES HC
4. Ham any govermrment of reguiaiony agency (ofner than e police) mver found Sat you abused or neglacied amy person oF
[= 1)
= Ve, mxplain, Inciuding wfen and whens E Fappered. O O
S, Hasm any govermrent or negulaiony agency (ofher than e polloe) ever Sound Sat you misappropriaiesd (mproperty ook
of used) B propesty of 3 parson o cleni?
= Ve, myplain, Inciuding wfen and whens E Fappered. 0 0
. Ham amy govermrent of negulaiony agency (ofner than e pollce) mver found Sat you abuced an slderly percon T
= Ve, myplain, Inciuding wfen and whens E Fappered.
[ |
7. Doy have a government ssued credental Sat s not ooment or ks imiied 5o as fo nesirict you from providing care o
clents?
= Ye, explain, Inciuding credental rame, Iritatons or msricions, and ime pedod O O
SECTICHN B — OTHER REQUURED INFCRMATICH YES HC
1.  Has any govermrent or negulaiony agency ayver Imibed, denled, or revoksd pour llcense, cefficafion, or mraglistrabion bo
provide cane | eatment, or sducatonal sarddces T
= If e, msplain, nouding when and wihers E Fappered. O O
2 Has any govermrent of reguisiony agency aver denbed you pemission of restriched your abilty fo e on the premises of
a care prmiding Tacity?
= If e, mspiain, nouding when and wihers E Fappered and the meason. O O
3. Hawe you besn discharped from @ branch of the LS Armied Fonces, imchuding anmy neserve comporent?
= fyes, ndcade the year of dischame:
= AExch @ copy of your DD214 B you wens dischanged within the last 3 y=ars. O O
4. Mo wou reskded outside of Wisconsin in the last 3 yearsT
= fYeg, Bof mach stade and the dafes you hved e
[ |




Last Name: The Participant-
Hired Worker’s last name.

SECTION B (continued)

For each question, check either
“Yes” or “No.” Note: Some
questions required additional
information. Please read
carefully.

Signature: The Participant-Hired
Worker’s Signature

Date Signed: The date this form
was signed by the Participant-
Hired Worker.

EXAMPLE: F-82064
Background Information Disclosure

Page 3
82064 Page 3ol 3
L=stbe=e— Participant-Hired Worker’s Last Name
ZECTION B - OTHER RE@UMRED INFORMATICH YES | NO
S, Howe you Fad a canegiver background check done within the last 4 years”
F I Ve, Isf the dafe of sach check, and T name, address, and phone number of the person, facdlty, or govemment
agency that conducisd sach check. D |:|
& Have you ever requesied a nechabliitation revies with e \Wisconsin Deparimend of Health Bendioes, a county
department, a privaie child placing agency, SChool board, of DHS designaied Tibe™
F Ve, st the review dabe and the revies resull. Yiou may be asked D peodide acopy of the revisw dedsion |:| |:|

& SNC ancwer f0 all quections dosc nof guarantss smploymant, recidenoy, 3 sonbract, or reguisiony approval.

understand, under penaity of kaw, that The infomation provided abowe s Fulidul and aoourate b the: best of mmy knowiedge amd thait
knowingly providng faise nfommabion or omitting indomation may result in a forfsfture of up io §1,000.00 and other ssncions a5 provided In
DE45. 12,05 (41, Wis. Adm. Code.

EBI3HATURE D= Signed

Participant-Hired Worker’s Signature mm/dd/yyyy




INSTRUCTIONS
Note: Participant-Hired Worker may
be abbreviated as PHW throughout
this form.

SECTION |

Name: The Participant-Hired
Worker’s name in last name, first
name, middle initial format.

Date of Birth: The Participant-Hired
Worker’s birthdate in mm/dd/yyyy
format.

Address, Years at Residence, and
Any Other Names: For the Past 3
Years, list:

- The Participant-Hired Worker’s
Address (street address, city,
state, and ZIP code)

- The number of years at that
residence

- Any other names that the PHW
went by while at that location.

**Report for each prior address

until the total years at residence

listed is equal to at least 3 years.**

SECTION II

If the PHW has lived outside of
Wisconsin in the past 3 years, this
section will need to be completed.
If the PHW has NOT lived outside of
Wisconsin for the past 3 years, skip
to the Signature and Date Signed
fields.

Section Il includes:
- Current Address/Previous
Address, City, State, Zip Code,
and County: For the Past 3 Years,
list:
+ The PHW’s Address (street
address, city, state, and ZIP
code)

+ The number of years at that
residence
Any other names that the PHW
went by while at that location.
Repeat for each prior address
until the total years at
residence listed is equal to at
least 3 years.

- Mother’s Maiden Name: The
PHW’s mother’s maiden name.

- Mother’s Current Name: The
PHW’s mother’s current name in
last name, first name, middle
initial format.

- Father’s Name: The PHW’s name
in last name, first name, middle
initial format.

Signature: The PHW’s signature

Date Signed: The date this form
was signed by the PHW

EXAMPLE: F-01246
Background Information Disclosure Addendum

DEPARTMEMNT OF HEALTH SERVICES STATE OF WISCONSIN
Division of Long Term Care Wisconsin Statutes
F-01246 (06/2014) § 48685 and 50.085
Administrative Rule

DHS 12.05(4)

BACKGROUND INFORMATION DISCLOSURE ADDENDUM—IRIS

INSTRUCTIONS: Completion of this form is required under the provisions of Chapters 48 685 and 50.065 Wis. Stats. Failure to
comply may result in a denial or termination of your employment.

Personally identifiable information on this form is collected to verify your identity and that the form is complete.
SECTION I — APPLICANT INFORMATION

MName — (Last, First, MI) Drate of Birth
PHW’s Last Name, First Name, Middle Initial | mm/dd/yyyy

Please list all the cities and states in which you have lived in the past three years, and the name by which you were known (if different
from your name now). Please indicate the number of years you lived there.

Address — (Address, City, State, Zip Code) Years at | Any Other Names By Which You Have Been Known
Residence | (Including Maiden Name)

Participant-Hired Worker’s # Any other names the Participant-Hired
Street Address, City, State, and ZIP Code Worker has used.

SECTION Il - ADDITIONAL APPLICANT INFORMATION
Completion of this section is only required for applicants who have lived outside the state of Wisconsin in the past thres years.

Cumrent Address City State Zip Code County
PHW’s Current Address City State HitHH County

Previous Address City State Zip Code County
PHW’s Previous Address City State HiHHH County

Previous Address City State Zip Code County

Previous Address City State Zip Code County

Mother's Maiden MName I'P\.ﬂﬁ‘tll\'lln’er'EMCu[r‘reqt Name — (ll\.last, First, MI)
Participant-Hired Worker’s Mother’s Maiden Name s Mother’s Current Name in

Last Name. First Name. Middle Initial Format

Fathers Name — (Last, First, MI)
Participant-Hired Worker’s Father’s Name in Last Name, First Name, Middle Initial Format

I acknowiedge that the information on this form is accurate to the best of my knowledge. By signing below, | agree to have a
background check run.

| further acknowledge that an out-of-state background check may increase processing time, if applicable.

SIGHNATURE - Applicant Drate Signed

Participant-Hired Worker’s Signature mm/dd/yyyy




