	
	P.C.S. Home Health Inc.


Employment Application
Applicant Information
	Full Name:
	
	
	
	Date:
	

	
	Last
	First
	M.I.
	
	



	Address:
	
	

	
	Street Address
	Apartment/Unit #



	
	
	
	

	
	City
	State
	ZIP Code



	Phone:
	
	Email
	



	Date of Birth:
	
	Social Security No.:
	
	Desired Salary:
	$



	Position Applied for:
	



Date Available:_________________ Days Available: M |_| T |_| W |_| TH |_| F |_| SAT |_| SUN |_|

[bookmark: _Hlk86931635]What is your Shift Preference: Days |_| Evenings |_| Nights |_| Weekends |_|
	[bookmark: _Hlk86931868]

Are you a citizen of the United States?
	YES
[bookmark: Check3]|_|
	NO
[bookmark: Check4]|_|
	If no, are you authorized to work in the U.S.?
	
	YES
|_|
	NO
|_|



	Have you ever worked for this company?
	YES
|_|
	NO
|_|
	If yes, when?
	



	Have you ever been convicted of a felony?
	YES
|_|
	NO
|_|
		[bookmark: _Hlk86931319]  Are you applying for: 
	[bookmark: _Hlk86931329]Full Time |_| Part Time |_| PRN |_|
	




	
	
	
	

	If yes, explain:
	



Education
	High School:
	
	Address:
	



	From:
	
	To:
	
	Did you graduate?
	YES
|_|
	NO
|_|
	Diploma:
	



	College:
	
	Address:
	



	From:
	
	To:
	
	Did you graduate?
	YES
|_|
	NO
|_|
	Degree:
	



	Other:
	
	Address:
	



	From:
	
	To:
	
	Did you graduate?
	YES
|_|
	NO
|_|
	Degree:
	




References
Please list three professional references.
	Full Name:
	
	Relationship:
	

	Company:
	
	Phone:
	

	Address:
	
	
	

	
	
	
	

	
	
	
	

	Full Name:
	
	Relationship:
	

	Company:
	
	Phone:
	

	Address:
	
	
	

	
	
	
	

	Full Name:
	
	Relationship:
	

	Company:
	
	Phone:
	

	Address:
	
	
	


Previous Employment
	Company:
	
	Phone:
	

	Address:
	
	Supervisor:
	



	Job Title:
	
	Starting Salary:
	$
	Ending Salary:
	$



	Responsibilities:
	



	From:
	
	To:
	
	Reason for Leaving:
	



	May we contact your previous supervisor for a reference?
	YES
|_|
	NO
|_|
	

	
	
	
	

	
	
	
	



	Company:
	
	Phone:
	

	Address:
	
	Supervisor:
	



	Job Title:
	
	Starting Salary:
	$
	Ending Salary:
	$



	Responsibilities:
	



	From:
	
	To:
	
	Reason for Leaving:
	



	May we contact your previous supervisor for a reference?
	YES
|_|
	NO
|_|
	

	
	
	
	

	
	
	
	



	Company:
	
	Phone:
	

	Address:
	
	Supervisor:
	



	Job Title:
	
	Starting Salary:
	$
	Ending Salary:
	$



	Responsibilities:
	



	From:
	
	To:
	
	Reason for Leaving:
	



	[bookmark: _Hlk86930975]May we contact your previous supervisor for a reference?
	[bookmark: _Hlk86930985]YES
|_|
	[bookmark: _Hlk86931027]NO
|_|
	


Disclaimer and Signature
A background screening via the Family Care Safety Registry must be performed prior to first day. Please disclose all criminal convictions, findings of guilt, pleas of guilt, and pleas of nolo contendere to any misdemeanor or felony charge, to include any suspended imposition of sentence, suspended execution of sentence or period of probation or parole or provide a statement that there is no record of such background. Failure to disclose any criminal information is a violation of the law. All convictions will be identified by the FCSR, including convictions more than 10 years go. 

Have you been convicted or plead “no contest” to any criminal offense(s) within the last ten (10) years? |_|  Yes    |_|  No
If “Yes” indicate: nature of offense, date, court and disposition. (A conviction will not necessarily disqualify you from consideration for employment.  ____________________________________________________________________________________________________________________________________________________________________________________


I certify that my answers are true and complete to the best of my knowledge. 
If this application leads to employment, I understand that false or misleading information in my application or interview may result in my release.
I authorize P.C.S Home Health INC to solicit information regarding my character, general reputation, criminal history, previous employment, education, military service, and similar background information, and to contact any and all references I have given on my application and resume: 
I hereby release all parties and persons connected with any such request for information from all claims, liabilities and damages for any reason arising out of the furnishing of such information. If employed, I release P.C.S Home Health INC from any liability for future references it may provide regarding my work history with P.C.S Home Health INC.
I understand that P.C.S Home Health INC is an “at-will” employer. I understand that my employment can be terminated with or without cause, and with or without notice at any time, at the option of either P.C.S Home Health INC or myself. I hereby acknowledge that I have read and understand the preceding statements. 
	

Signature:
	
	Date:
	





Authorization for Release of Information and Criminal Records Check



	Legal Last Name
	Legal First Name
	Legal Middle Name


	
	
	



HIPPA PRIVACY STATEMENT
Acknowledgement
P.C.S. Home Health Care Inc is a covered entity and is required by law to maintain the privacy of our clients’ personal identifiable health information and to provide clients with notice of our legal duties and privacy practices with respect to personal health information. 
Understanding Health information Privacy 
The HIPPA Privacy Rule provides federal protections for personal information held by covered entities and assures clients certain rights with respect to their information. The privacy rule is balanced so that it permits the disclosure of personal information needed for client care and other important purposes.
The Security Rule is a set of federal security standards which specifies series of administrative, physical, and technical safeguards for covered entities to use to assure confidentiality, integrity, and availability of electronic protected health information.
Permitted Use and Disclosures 
We may use and disclose personal health information necessary for your treatment. That means that we can share information with your physician, staff and other professionals involved in your care. We may also release your personal health information to another health care facility or professional who is not affiliated with our organization who will be providing treatment to you. For instance, if you are admitted to the hospital, we may release your personal information to the hospital so that an appropriate plan of care can be developed for you.
Disclosure without Authorization  
· We may release your personal health information for any purpose required by law.
· We may release your personal health information for public health activities such as: (reporting a disease, injury, birth, and death, and required public health investigations).
· We may release your personal health information to the Food and Drug Administration, if necessary, to report adverse event, product defects, or to participate in product recalls.
· We may release your personal health information if required by law to a government oversight agency conducting audits, investigations, or civil or criminal proceedings. 
· We may release your personal health information if required to do so by a court or administrative ordered subpoena or discovery request, in most cases you will have notice of such release.
· We may release your personal health information to coroners and/ or funeral directors consistent with law. 
· We may release your personal health information to worker’s compensation agencies if necessary for your worker’s compensation benefit determination.






The client has the right to
· Request restrictions on the use and disclosure of their personal health information for the purpose of treatment, payment, or health care operations. We are not required to agree with your restriction request but will attempt to accommodate reasonable request when appropriate.
· Have the right to copy and/ or inspect as much of the personal health information that the agency retains on their behalf. All request for access must be made in writing and signed by you or your representative.
· May ask us to amend the health information if they believe that it is incorrect or incomplete. Your request must be submitted in writing and must include a reason to support the amendment. 
· May request a list of none-routine disclosures that we have made of your medical information over the previous six (6) years. This does not include disclosures we make for your treatment, to seek payment for our services, or for our normal business operations as noted in the section on permitted uses of disclosures, or for those you authorize in writing. 
File a complaint if they believe their privacy rights have been violated. 





Employee Signature   _________________________________

Date ____________________________________________



























Code of Ethics

· Do NOT drive the client’s car for any reason.

· Do NOT transport the client in your car for any reason. 

· Do NOT consume the client’s food or drink (except water, also able to use client’s bathroom)

· Do NOT discuss personal problems or religious or political beliefs with the client. 

· Do NOT accept gifts or tips (items, things or monetary).

· Do NOT bring other persons (including children) to the client’s home. 

· Do NOT consume alcoholic beverages or use medicine or drugs for purposes other than medical, in the client’s home or prior to service delivery. 

· Do NOT smoke in the client’s home. 

· Do NOT solicit or accept money or good for personal gain from the client. 

· Do NOT violate the client’s privacy and confidentiality of information and records. 

· Do NOT purchase any item from the client even at fair market value. 

· Do NOT assume control of the financial and/or personal affairs of the client or of his/her estate including power of attorney, conservatorship, or guardianship. 

· Do NOT move in with the client, nor spend additional time with the client outside of scheduled work time. 

· Do NOT take anything from the client or remove any items from the client’s home. 

· Do NOT commit any act of abuse, neglect and/or exploitation toward the client or any persons in their home. 


_________________________        _________________________         _____/_____/____
  Employee (Print Name/Title)              Employee  (Signature)                                      Date









PCS Home Health Inc.

Client Bill of Rights

· The client will be fully informed on his/her rights and responsibilities by PCS Home Health Inc. 

· The client has the right to be treated with respect and dignity at all times. 

· The client has the right to have all personal and medical information kept confidential at all times. 

· The client has the right to manage the services provided, to the best of their ability, within the written guidelines of the authorized care plan. 

· The client has the right ot know PCS Home Health Inc. implemented grievance procedure and how to make a complaint about the service and receive cooperation to reach a resolution, without fear of retribution. 

· The client has the right to receive a copy of the Code of Ethics under which his/her services are provided. 

· The client has a right to refuse treatment and to be informed of the consequences of his/her actions.

· The client has the right to receive service services without regard to race, religion, creed, color, age, gender, national origin or sexual orientation. 

If you suspect a senior disabled adult is being abused, neglected or financially exploited, call the Missouri Adult Abuse and Neglect Hotline at 1-800-392-0210, their hours of operation are 7:00 a.m. to 12:00 a.m. Phone lines are answered 365 days a year, seven (7) days a week. Hearing-impaired persons may call the Telecommunications Device for the Deaf (TDD), at 1-800-735-2466 or 1-800-735-2966 to utilize Relay Missouri. In cases of abuse, neglect of exploitation….Silence is NOT golden. 
            

_________________________         _________________________        _____/_____/_____
         Employee (Print Name)                      Employee (Signature)                                Date

_________________________        _________________________         _____/_____/____
     Witness (Print Name)                     Witness (Signature)                                      Date












Emergency and Back Up Plan

Consumer Name: ____________________		Date: _______________
Primary Doctor’s Name/Phone: _____________________________________________
Preferred Hospital Name/Phone: ____________________________________________

Steps taken if attendant does not show up or work: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Steps taken in the event of a natural or manmade disaster:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Please Circle answer)
Do you have candles or flashlights?  Y      N
Do you have non-perishable foods on hand?  Y      N
Do you have a First Aid Kit?   Y    N
Do you have a back-up supply of medications?  Y     N
List Back up attendants non-paid and paid: 
	Name:
	Phone:
	Relationship: 
	Approved Attendant

	
	
	
	     Y         N

	
	
	
	     Y         N

	
	
	
	     Y         N

	
	
	
	     Y         N




PERSONAL
	CARE
		SERVICES

COMPANY POLICY 
COMMUNICABLE DISEASES

TO ALL PCS EMPLOYEES:
As part of the directive set by the Missouri Department of Health (19 CSR 20-20.020), the following regulation will be enforced by the staff of Personal Care Services. 

1. PCS will enforce the policy governing communicable diseases that prohibits the staff to come in contact with clients when you have a communicable condition, including colds or flu, and COVID. 

2. The PCS staff should be notified of all communicable diseases, including hepatitis and tuberculosis, so that this condition can be reported to the Missouri Department of Health. 

This policy must be understood and your signature at the bottom of this page acknowledges your agreement to this policy. 



Employee: ____________________________

Date: ____/____/____







GENERAL ORIENATION STATEMENT
For In-Home Service Providers

This is to acknowledge that, in addition to orientation training, I have received and read copies of the following items: 

1. Code of Ethics (based on DA CSR)
2. Bill of Rights (based on DA CSR)	
3. Confidentiality Statement
4. In-Home Service Standards for: 
SSBG---------(13-CSR 15-7.021) and
Title XIX-----(13-CSR 70-91.0)
(Required for Supervisors only)



I understand that the services I perform will be guided by these items, and that any violations of them may be grounds for my dismissal. 



__________________________			______________
	Signature							Date







P.C.S. Home Health INC.
2020 Electronic Visit Verification Update

Dear Personal Care Attendant:
On December 13, 2016, the 21st Century CURES Acts (114 U.S.C 255) was signed into legislation. 
This requires P.C.S. Home Health INC to utilize an Electronic Visit Verification (	EVV) system to document home health service delivery. Effective January 1, 2020, EVV is the only acceptable format for a Personal Care Attendant to clock in or out. Paper timesheets are no longer and option and per the federal government, if a Consumer or Client refuses to allow P.C.S. Home Health INC to use EVV, they are at risk for losing their home health services. 
EVV or time edit slips must collect the information below about the services you receive in your home: 
· Consumer & Clients Name
· Caregiver’s Name
· Type of service received, and any tasks or progress notes related to that service.
· Date of Service
· Time the service begins and ends.
· Location where service delivery begins and ends.
P.C.S. Home Health INC wants to ensure that we are compliant with laws. We also want to help our Consumer, Clients and Personal Care Attendants understand the importance of avoiding fraudulent activity. Falsification of EVV entries or time edit slips in the In-Home Services (IHS) or the Consumer Directed Services (CDS) program is considered a misuse of Medicaid funds, sometimes referred to as Medicaid fraud. P.C.S. Home Health INC does not tolerate falsification of EVV entries, time edit slips or Medicaid fraud. Putting false or fraudulent information into the EVV system or on a time edit slip is extremely serious and can be punishable by law. 
According to the Missouri Attorney General, “falsifying EVV information or time edit slips in connection with the provision of personal care services” is considered Medicaid fraud. In addition, individuals who violate Medicaid fraud regulations may lose their Medicaid eligibility for life and be banned from receiving CDS or IHS services. The Attorney General may file criminal charges against Personal Care Attendants and/or Consumer or Clients for Medicaid fraud and there may be serious financial penalties and even prison time for violators. 
If P.C.S. Home Health INC discovers an EVV entry or time edit slips that is believed to contain false or fraudulent information, or is told that falsification or fraud exists, P.C.S. Home Health INC will make the following reports as appropriate: 
· Notify the Missouri Department of Health and Senior Services (DHSS) and Missouri Medicaid Audit and Compliance (MMAC).
· Cease or prevent billing of Medicaid based on EVV information believed to be false or fraudulent. 
· Cease or prevent payment to the Personal Care Attendant based on EVV entry believed to be false or fraudulent. 
· Notify the Missouri Attorney General’s office of EVV entry falsification that resulted in suspected Medicaid fraud. 









P.C.S. Home Health INC.
2020 Electronic Visit Verification Update

Below are examples of Medicaid Fraud that P.C.S. Home Health INC will not hesitate to report if discovered:
· Clocking in and/or out of the EVV system for days/hours you did not actually work. 
· Clocking in and/or out of the EVV system for more hours than you actually worked. 
· Entering tasks (examples: bathing, dressing/grooming, meal preparation, errands) into the EVV system that you did not complete for the Consumer & Client.
· Clocking in and/or out of EVV system while completing task that are NOT approved on the Consumer & Clients & Clients Plan of Care (examples: yard work, pet care, home repair, etc.)
· Clocking in and/or out of the EVV system for days/hours the Consumer & Client is in the hospital, emergency room, physician’s office, nursing home, rehabilitation services, jail/prison or other facility. 
· Clocking in and/or out of the EVV system for days/hours you are working for other people at the same time. 
· Clocking in and/or out of the EVV system for days/hours you are on-the-clock or working for another Consumer & Client, agency, organization, or business at the same time. 
· Clocking in and/or out of the EVV system for days/hours when someone other than you did the work. 
· Clocking in and/or out of the EVV system for days/hours and you no longer authorized to work for the Consumer & Client for any reason.
· Clocking in and/or out of the EVV system for days/hours for Consumer & Client who is closed with P.C.S. Home Health INC. 
· Clocking in and/or out of the EVV system for days/hours for a Consumer & Client who is deceased. 
If you have any questions or need clarification about the information in this document, please do not hesitate to call P.C.S. Home Health INC @ (314) 388-1530. 

Your signature below indicates that you have read and understood the information presented in this document. You further understand that P.C.S. Home Health INC will report all suspected fraudulent activity to the governing entities listed at the bottom of page 1 of this document. 

Printed Name of Personal Care Attendant    Date

Signature of Personal Care Attendant 	Date		







Confidentiality Statement


I understand that all clients have a right to have all personal and medical information kept confidential.

Due to this right:
· I will not discuss any client with another client.

· I will not discuss any client with another homemaker, or anyone not directly connected with the case.

· I will not discuss any client with the public.

· I will keep all information I learn about clients private, discussing it only with supervisory staff as appropriate.

· I will be discrete when discussing clients with my supervisors, so others will not overhear.

I understand the clients’ right and need for privacy to be respected and I understand that if I violate this right, it may be grounds for my dismissal. 


__________________________________                         ___/___/___
   Employee Signature                                                            Date











P.C.S. Home Health INC. 


ALCOHOL AND DRUG FREE WORKPLACE POLICY

It is the intention of P.C.S. Home Health, INC. to maintain an alcohol and drug-free workplace. Unlawful manufacture, use, possession, or distribution of alcoholic beverages and controlled substances, as defined in the Controlled Substance Act (21.VS.c.802) in the workplace in prohibited. 
Employees who violate this policy are subject to disciplinary action including suspension or termination. Violation can also result in, up to and including, a total denial of workers’ compensation benefits. I understand that that agency will require a blood test to establish the level of involved in a possible drug/alcohol related accident. Employees may also be required to successfully complete a drug/alcohol abuse or rehabilitation program in addition to, or in lieu of, disciplinary action. This policy includes employees who are found to be intoxicated or under the influence or non-prescription controlled substance when initially reporting for duty, while on duty, or while in the administrative offices of the agency. If an employee is convicted of criminal drug statute violation occurring in the workplace, the conviction will be reported to the appropriate contracting Federal agency within ten (10) days. 
I herby certify that I have received a copy of the above stated policy. I understand its contents and I will abide by the terms of this policy. Furthermore, I will notify the Director of P.C.S.	 Home Health, INC. of any criminal drugs statute conviction for a violating occurring in the workplace no later than five (5) days after such a conviction. 


Employee Name __________________________________  Date __________________






P.C.S. Home Health INC.

Protection Policy

In case any type of virus or communicable disease infects an employee, P.C.S. Home Health INC. is not responsible. P.C.S Home Health INC. will not be responsible for any payment or hospital visit or stay. Employees are responsible for P.C.S. Home Health INC. clients. 

This policy shall be enforced to protect the agency from any lawsuits or any other legal actions. 

The employees are not to have contact with any clients if you have any type of communicable disease such as colds, flu, hepatitis, or tuberculosis. 

If you should obtain any communicable disease while employed at P.C.S. Home Health INC., please call in, so that a replacement can fill in for you. Please do not go to work.

Anyone in violation of this protection policy will be subject to disciplinary action or termination. 

________________________                        _____________
      Employee Signature 					Date

________________________                         _____________
Owner/Director Signature				Date




P.C.S. Home Health INC.


Pay Rate & Banking Information

Employee Name: _____________________		Hire Date: ____________
Today’s Date: ______________			Pay Rate: ___________


Banking Information

Name of Bank: __________________________
Checking or Savings: _____________________
Routing Number: ________________________
Account Number: ________________________



_________________________				_______________
Employee Name (Print)						Date

_________________________				________________
Employee Name (Signature)					Date
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P.C.S. Home Health INC.
Pay Periods 2023

Pay Periods 									Pay Dates
January 1st  Jan 15th 								February 15th 
January 16th  Jan 31st 								February 28th 
February 1st  Feb 15th								March 15th 
February 15th  Feb 28th 							March 30th 
March 1st  March 15th 							April 15th 
March 16th  March 30th 							April 30th 
April 1st  April 15th								May 15th 
April 16th  April 30th 								May 31st 
May 1st  May 15th 								June 15th 
May 16th  May 31st 								June 30th 
June 1st  June 15th 								July 15th 
June 16th  June 30th								July 31st 
July 1st  July 15th 								August 15th 
July 16th  July 31st 								August 31st 
August 1st  August 15th							September 15th 
August 16th  August 31st 							September 30th 
September 1st  September 15th							October 15th 
September 15th  September 30th 						October 31st 
October 1st  October 15th 							November 15th 
October 16th  October 31st 							November 30th 
November 1st  November 15th							December 15th 
November 16th  November 30th						December 31st 
December 1st  December 15th 							January 15th 
December 16th  December 31st 						January 31st 
· If the 15th or the 30th falls on a Saturday or Sunday, you will be paid the Friday before.
· If you have any questions about the scheduling, feel free to reach out to me at any time. 
P.C.S. Home Health INC.
Brandon Killiebrew (314) 388-1530


P.C.S. HOME HEALTH 
EMPLOYEE INTAKE 
PACKET
1
image4.png
MISSOURI DEPARTMENT OF

R=V=NU=

Form
MO W-4 &, Employee’s Withholding Certificate
This certificate is for income tax withholding and child support enforcement purposes only. Type or print.
Full Name Social Security Number

Home Address (Number and Street or Rural Route) City or Town State ZIP Code.

1. Filing Status: Check the appropriate filling status below.
(77 Single o Married Spouse Works or Married Filing Separate
) Head of Household

) Married (Spouse does not work)

2. Additional withholding: If you expect to have a balance due (as a result of interest income, dividends, income from a
part-time job, etc.) on your tax return, you may request your employer to withhold an additional amount of tax from each
pay period. To calculate the amount needed, divide the amount of the expected tax by the number of pay periods in a
year. Enter the additional amount to be withheld each pay period on line 2...

3. Reduced withholding: If you expect to receive a refund (as a result of itemized deductions, modifications or tax credits)
on your tax return, you may direct your employer to only withhold the amount indicated on line 3. Your employer
will not use the standard calculations for withholding. If you designate an amount that is 0o low, it could result in you
being under withheld. To calculate the amount needed, divide the amount of your expected tax by the number of pay
periods in a year. Enter the amount to be withheld instead of the standard calculation. If no amount is indicated on
line 3, the standard calculations will be used..

Employee

Exempt Status: Select the appropriate reason you are claiming an exemption from withholding below and indicate
EXEMPT on line 4. ...

(7)1 am exempt because | had a right to a refund of all Missouri income tax withheld last year and expect to have no tax liability
this year. A new MO W-4 must be completed annually if you wish to continue the exemption.

3 1'am exempt because | meet the conditions set forth under the Servicemember Civil Relief Act, as amended by the
Military Spouses Residency Relief Act and have no Missouri tax liabilty.

[ 1 am exempt because my income is earned as a member of any active duty component of the Armed Forces of the

United States and | am eligible for the military income deduction.

Under penalties of perjury, | certify that the information provided on this form is true and accurate.

Employee's Signature (Form is not valid unless you sign it) Dale (MM/DD/YYYY)

/ /

Employer's Name Employer's Address

City State ZIP Code.

Date Services for Pay First Performed by Employee (MM/DD/YYYY) Federal Employer 1.D. Number
S —— L [ R B RO

Missouri Tax Identification Number

Notice to Employer:
Within 20 days of hiing a new employee, a copy of the Employes's Withholding Certiicate (Form MO W-4) must be submitted by one of the following methods:
+ Email: withholding@dor.mo.gov

+ Fax: (573) 526-8079

+ Mail to: Missouri Department of Revenue

P.0. BOX 3340
Jefferson City, MO 65105-3340
Please visit dss.mo.gov/child-support/employers/new-hire-reporting.htm for additional information regarding new hire reporting.

Notice to Employee:
Return completed form to your Employer. Consider completing a new Form MO W-4 each year and when your personal or financial situation changes. Visit our online

withholding calculator mytax.mo.govirptplportal/homelwithholding-calculator.

Items to Remember:

- Employees must complete a new form if their filing status changes or to adjust the amount of withholding.

+ I you are claiming an "Exempt” status due to the Miltary Spouses Residency Relief Act you must provide one of the following to your employer: Leave and Earnings
Statement of the non-resident military servicemember, Form W-2 issued to the nonresident military servicemember, a military identification card, or specific military
orders received by the servicemember. You must also provide verification of residency such as a copy of your state income tax. return filed in your state of residence,

a property tax receipt from the state of residence, a current drivers license, vehicle registration or voter ID card. For additional assistance in regard to Miltary, visit the
department's website dor.mo.gov/military/.

+ Additional information can be found at mo,gov/business/withhold.

Mail to:  Taxation Division Form MO W-4 (Revised 08-2021)

Ever served on active duty in the United States Armed Forces?
If yes, visit dor.mo.gov/military/ to see ihe services and benefits we offer to all eligible

P.O. Box 3340
Jefferson City, MO 65105-3340

Phone:  (573) 522-0967 military individuals. A list of all state agency resources and benefits can be found at
Fax: (573) 526-8079 veteranbenefits.mo.gov/state-benefits/.
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Employee’s Withholding Certificate OMB No. 1545-0074

» Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 5
2022

Department of the Treasury » Give Form W-4 to your employer.
Intoral Revenue Service » Your withholding is subject to review by the IRS.
Slep 1: (a) First name and middle initial Last name (b) Social security number
Enter
Address » Does your name match the

Personal name on your social security

5 card? If not, to ensure you get
Information S

Gity or town, state, and ZIP code credit for your earings, contact
SSA at 800-772-1213 or go to
Www.558.gov.

(e) [ single or Married filing separately
[ Married filing jointly or Qualifying widow(er)
[ Head of household (Cneck only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the estimator at www.irs.gov/W4App, and privacy.

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
Multiple Jobs /S0 works. The correct amount of withholding depends on income eamed from all of these jobs.

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate
withholding; or

() If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . » []

TIP: To be accurate, submit a 2022 Form W-4 for all other jobs. If you (or your spouse) have self-employment

income, including as an independent contractor, use the estimator.

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 » $
Dependents Multiply the number of other dependents by $500 . . . . » $
Add the amounts above and enter the totalhere . . . . . . . . . . . . . 3%
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won't have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4(@)]$
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . . . . . . . . . . . . . . . . ... .. 4D
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c) |$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer's name and address First date of Employer identification
Only employment number (EIN)
For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2022)
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General Instructions
Section references are to the Internal Revenue Code.

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. If too much is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your personal or financial situation would
change the entries on the form. For more information on
withholding and when you must furnish a new Form W-4,
see Pub. 505, Tax Withholding and Estimated Tax.

Exemption from withholding. You may claim exemption
from withholding for 2022 if you meet both of the following
conditions: you had no federal income tax liability in 2021
and you expect to have no federal income tax liability in
2022. You had no federal income tax liability in 2021 if (1)
your total tax on line 24 on your 2021 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27a, 28, 29, and 30), or
(2) you were not required to file a return because your
income was below the filing threshold for your correct filing
status. If you claim exemption, you will have no income tax
withheld from your paycheck and may owe taxes and
penalties when you file your 2022 tax return. To claim
exemption from withholding, certify that you meet both of
the conditions above by writing “Exempt” on Form W-4 in
the space below Step 4(c). Then, complete Steps 1(a), 1(b),
and 5. Do not complete any other steps. You will need to
submit a new Form W-4 by February 15, 2023.

Your privacy. If you prefer to limit information provided in
Steps 2 through 4, use the online estimator, which will also
increase accuracy.

As an alternative to the estimator: if you have concemns
with Step 2(c), you may choose Step 2(b); if you have
concerns with Step 4(a), you may enter an additional amount
you want withheld per pay period in Step 4(c). If this is the
only job in your household, you may instead check the box
in Step 2(c), which will increase your withholding and
significantly reduce your paycheck (often by thousands of
dollars over the year).

When to use the estimator. Consider using the estimator at
www.irs.gov/W4App if you:

1. Expect to work only part of the year;

2. Have dividend or capital gain income, or are subject to
additional taxes, such as Additional Medicare Tax;

3. Have self-employment income (see below); or

4. Prefer the most accurate withholding for multiple job
situations.

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay these taxes through
withholding from your wages, use the estimator at
www.irs.gov/W4App to figure the amount to have withheld.

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

Specific Instructions

Step 1(c). Check your anticipated filing status. This will
determine the standard deduction and tax rates used to

compute your withholding.

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work.

Option (a) most accurately calculates the additional tax
you need to have withheld, while option (b) does so with a
little less accuracy.

If you (and your spouse) have a total of only two jobs, you
may instead check the box in option (¢). The box must also
be checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be
cut in half for each job to calculate withholding. This option
is roughly accurate for jobs with similar pay; otherwise, more
tax than necessary may be withheld, and this extra amount
will be larger the greater the difference in pay is between the
two jobs.

g Multiple jobs. Complete Steps 3 through 4(b) on only
one Form W-4. Withholding will be most accurate if
you do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return. To qualify for the child tax credit, the child must
be under age 17 as of December 31, must be your
dependent who generally lives with you for more than half
the year, and must have the required social security number.
You may be able to claim a credit for other dependents for
whom a child tax credit can’t be claimed, such as an older
child or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependents and enter the total amount in
Step 3. Including these credits will increase your paycheck
and reduce the amount of any refund you may receive when
you file your tax return.

Step 4 (optional).

Step 4(a). Enter in this step the total of your other
estimated income for the year, if any. You shouldn’t include
income from any jobs or self-employment. If you complete
Step 4(a), you likely won’t have to make estimated tax
payments for that income. If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the
Deductions Worksheet, line 5, if you expect to claim
deductions other than the basic standard deduction on your
2022 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering
an amount here will reduce your paycheck and will either
increase your refund or reduce any amount of tax that you
owe.

caumion
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Step 2(b)—Multiple Jobs Worksheet (Keep for your records.)

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE
Form W-4, Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional

tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1

Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter

thatvalue online 1. Then, skiptoline3 . . . . . . . . . . . . . . . . . . . .. 1

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2c below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries

and enter thatvalueonline2a. . . . . . . . . . . . . . . ... L 2a

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount

online2b . . . . . . . . . . . . .. ... ... 2

¢ Add the amounts from lines 2a and 2b and enter the result online2c . . . . . . . . . . 2c

Enter the number of pay periods per year for the highest paying job. For example, if that ]Oh pays

weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . 3

Divide the annual amount on line 1 or line 2¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying |ob (along with any other additional

amount you want withheld) . . . . . . . . . . . e oA

Step 4(b)—Deductions Worksheet (Keep for your records.)

Enter an estimate of your 2022 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to

$10,000), and medical expenses in excess of 7.5% of yourincome . . . . . . . . . . . . 1

* $25,900 if you're married filing jointly or qualifying widow(er)
Enter:
* $12,950 if you're single or married filing separately

If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater

thanline 1, enter “-0-" . . . . . . . . . L L L L L Lo 3

Enter an estimate of your student loan interest, deductible IRA contributions, and certain other

* $19,400 if you're head of household Ce e e 2

adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 %

5 Addlines 3 and 4. Enter the result here and in Step 4(b) of FormW-4 . . . . . . . . . . . 58

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(()(2) and 6109 and their regulations 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 treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penalties, Routine uses of this
information include giving it to the Department of Justice for civil and criminal
fitigation; to cities, states, the District of Columbia, and U.S. commonvealths and
possessions for use in administering their tax laws; and to the Department 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 treaty, to federal
and state agencies to enforce federal nontax criminal laws, or to federal law
enforcement and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act urless 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 returns and return information are
confidential, as required by Code section 6103.

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

f you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax retum.
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Married Filing Jointly or Qualifying Widow(er)
Higher Paying Job) Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable $0 - $10,000 -{$20,000 - | $30,000 - | $40,000 - | $50,000 - | $60,000 -|$70,000 - | $80,000 - | $90,000 -|$100,000 -|$110,000 -
Wage & Salary 9,999 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9,999 $0 | $110 [ $850 | $860 | $1,020 [ $1,020 | $1,020 | $1,020 | $1,020 | $1,020 [ $1,770 | $1,870
$10,000- 19,999 110 | 1,110 | 1860 | 2060 | 2220 | 2220 | 2200 | 2220 | 2220 | 2970 | 3970 | 4070
$20000- 29999| 850 | 1,860 | 2800 | 3,000 | 3,160 | 3160 | 3160 | 3160 | 3,910 | 4910 | 5910 | 6010
$30,000- 39,999 860 | 2060 | 3,000 | 3,200 | 3360 | 3360 | 3360 | 4110 5110 110 [ 7,110 | 7210
$40,000- 49,999 1,020 | 2220 | 3,60 | 3360 | 3,520 | 3520 | 4270 | 5270 | 6270 [ 7270 | 8270 | 8370
$50,000- 59,999 1,020 | 2200 | 3160 | 3360 | 3,520 | 4270 | 5270 | 6270 | 7,270 | 8270 | 9,270 | 9370
$60,000- 69,999 1,020 [ 2220 [ 37160 | 3360 | 4270 | 5270 | 6270 | 7270 | 8270 [ 9270 | 10,270 | 10370
$70,000- 79,999 1,020 | 2220 | 3,160 | 4,110 | 5270 | 6270 | 7270 | 8270 | 9,270 | 10,270 | 11,270 | 11,370
$80,000- 99,999| 1,020 | 2820 | 4760 | 5960 | 7,120 | 8120 | 9,120 | 10,120 | 11,120 | 12,120 | 13,150 | 13,450
$100,000- 149,999 1870 | 4070 | 6010 | 7210 8370 | 9370 [ 10,510 | 11,710 [ 12910 | 14,110 | 15310 | 15600
$150,000-239.999| 2,040 | 4,440 | 6,580 | 7,980 | 9,340 | 10540 | 11,740 | 12,940 | 14,140 | 15340 | 16,540 | 16,830
$240,000-259.999] 2,040 | 4,440 | 6,580 | 7,980 | 9,340 | 10,540 | 11,740 | 12,940 | 14,140 | 15340 | 16,540 | 17,590
$260,000-279.999| 2,040 | 4440 | 6,580 | 7980 | 9340 | 10540 [ 11,740 | 12,940 | 14,140 | 16,100 | 18,100 | 19,190
$280,000-299,999| 2,040 | 4,440 | 6580 | 7,980 | 9,340 | 10,540 | 11,740 | 13,700 | 15700 | 17,700 | 19,700 | 20,790
$300,000-319,999| 2,040 | 4440 | 6580 | 7,980 | 9,340 | 11,300 | 13,300 | 15300 | 17,300 | 19,300 | 21,300 | 22,390
$320,000- 364,999| 2,100 | 5300 | 8240 | 10,440 | 12,600 | 14,600 | 16,600 | 18,600 | 20,600 | 22,600 | 24,870 | 26,260
$365.000-524,999| 2970 | 6470 | 9,710 | 12,210 | 14670 | 16,970 | 19,270 | 21,570 | 23870 | 26,170 | 28,470 | 29,870
$525.000and over | 3,140 | 6,840 | 10,280 | 12,980 | 15640 | 18,140 | 20,640 | 23,140 | 25640 | 28,140 | 30,640 | 32,240
Single or Married Filing Separately
Higher Paying Job) Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable $0-  [$10,000 -|$20,000 - | $30,000 - | $40,000 - [$50,000 - | $60,000 - |$70,000 - |$80,000 - | $90,000 -|$100,000 - |$110,000
Wage & Salary 9,999 19.999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9999 $400 [ 9930 | $1,020 | $1,020 | $1.250 | $1.870 | $1.870 | $1,870 | $1.870 | $1,970 [ $2,040 | $2,040
$10000- 19999 930 | 1570 | 1660 | 1,890 | 2,890 | 3510 | 3510 | 3510 3610 | 3810 3880 | 3,880
$20,000- 29,999 1,020 | 1660 | 1990 | 2990 | 3,990 | 4,610 | 4610 | 4710 | 4910 | 5110 | 5180 | 5180
$30,000- 39,999 1,020 [ 1,890 [ 2990 [ 3990 [ 4990 | 5610 | 5710 | 5910 6110 6310 6380 [ 6380
$40,000- 59,999 1,870 | 3510 | 4610 | 5610 | 6680 | 7,500 | 7,700 | 7,900 | 8100 | 8300 | 8370 | 8370
$60,000- 79,999 1,870 | 3510 | 4680 | 5880 | 7,080 | 7,900 | 8100 | 8300 | 8500 | 8700 | 8970 | 9,770
$80,000- 99,999 1,940 [ 3780 | 5080 | 6280 | 7,480 | 8300 | 8500 | 8700 [ 9,100 [ 10,100 | 10,970 | 11,770
$100,000-124999| 2,040 | 3,880 | 5180 | 6380 | 7,580 | 8400 | 9,140 | 10,140 | 11,140 | 12,140 | 13,040 | 14,140
$125000-149.999] 2040 | 3,880 | 5180 | 6520 | 8520 | 10,140 | 11,140 | 12,140 | 13,320 | 14,620 | 15,790 | 16,890
$150,000-174,999| 2,040 | 4420 | 6520 | 8520 | 10520 [ 12,170 | 13470 [ 14770 | 16,070 | 17,370 | 18540 | 19,640
$175000-199,999| 2720 | 5360 | 7,460 | 9,630 | 11,930 | 13,860 | 15,160 | 16460 | 17,760 | 19,060 | 20,230 | 21,330
$200,000-249,999| 2,970 | 5920 | 8310 | 10,610 | 12,910 | 14,840 | 16,140 | 17,440 | 18,740 | 20,040 | 21,210 | 22310
$250,000-399,999| 2,970 [ 5920 [ 8310 | 10610 | 12,910 | 14,840 | 16,140 | 17,440 | 18,740 | 20,040 | 21,210 [ 22310
$400,000- 449,999| 2,970 | 5920 | 8310 | 10,610 | 12,910 | 14,840 | 16,140 | 17,440 | 18,740 | 20,040 | 21,210 | 22,470
$450,000andover | 3140 | 6290 | 8880 | 11,380 | 13,880 | 16,010 | 17,510 | 19,010 | 20510 | 22,010 | 23,380 | 24,680
Head of Household
Higher Paying Job) Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable | $0- 410,000 -|$20,000 -|$30,000 - | $40,000 - [$50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - (100,000 -|$110,000
Wage & Salary | 9,999 | 19,999 | 20,999 | 39,999 | 49,999 | 59999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9,999 $0 $760 $910 | $1,020 | $1,020 | $1,020 | $1,190 | $1,870 | $1,870 | $1,870 | $2,040 | $2,040
$10,000 - 19,999 760 1,820 2,110 2,220 2,220 2,390 3,390 4,070 4,070 4,240 4,440 4,440
$20,000 - 29,999 910 2,110 2,400 2,510 2,680 3,680 4,680 5,360 5,530 5,730 5,930 5,930
$30,000- 39,999| 1,020 2,220 2,510 2,790 3,790 4,790 5,790 6,640 6,840 7,040 7,240 7,240
$40,000 - 59,999| 1,020 2,240 3,530 4,640 5,640 6,780 7,980 8,860 9,060 9,260 9,460 9,460
$60,000 - 79,999 1,870 4,070 5,360 6,610 7,810 9,010 | 10,210 | 11,090 | 11,290 | 11,490 | 11,690 | 12,170
$80,000- 99,999| 1,870 4,210 5,700 7,010 8,210 9,410 | 10,610 | 11,490 | 11,690 | 12,380 | 13,370 | 14,170
$100,000 - 124,999| 2,040 4,440 5,930 7,240 8,440 9,640 | 10,860 | 12,540 | 13,540 | 14,540 | 15,540 | 16,480
$125,000 - 149,999 2,040 4,440 5,930 7,240 8,860 | 10,860 | 12,860 | 14,540 | 15,540 | 16,830 | 18,130 | 19,230
$150,000 - 174,999| 2,040 4,460 6,750 8,860 | 10,860 | 12,860 | 15,000 | 16,980 | 18,280 | 19,580 | 20,880 | 21,980
$175,000-199,999| 2,720 | 5920 | 8,210 | 10,320 | 12,600 | 14,900 | 17,200 | 19,180 | 20,480 | 21,780 | 23,080 | 24,180
$200,000-449,999| 2,970 | 6,470 | 9,060 | 11,480 | 13,780 | 16,080 | 18,380 | 20,360 | 21,660 | 22,960 | 24,250 | 25,360
$450,000and over | 3,140 | 6,840 | 9,630 | 12,250 | 14,750 | 17,250 | 19,750 | 21,930 | 23,430 | 24,930 | 26,420 | 27,730
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Form 1-9
‘OMB No. 1615-0047
Expires 10/31/2022

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

»START HERE: Read instructions carefully before completing this form. The instructions must be available,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It s illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) an
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the
documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

her in paper or electronically,

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number [ City or Town State | ZIP Code
Date of Birth (mm/dd/yyyy) | U.S. Social Security Number | Employee's E-mail Address Employee's Telephone Number

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

| attest, under penalty of perjury, that | am (check one of the following boxes):

[ 1. Acitizen of the United States

[ 2. A noncitizen national of the United States (See instructions)

D 3. Alawful permanent resident ~ (Alien Registration Number/USCIS Number):

[ 4. An alien authorized to work  until (expiration date, if applicable, mm/ddyyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: Do ot T I s Sance
An Allen Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Cei ation (check one):
D] I did not use a preparer or translator. D A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

I attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State  |zIP Code

@ Employer Completes Next Page @

Form -9 10/21/2019 Page 1 of 3
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Department of Homeland Security Form I-9
‘OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 10/31/2022

Section 2. Employer or Authorized Representative Review and Verificat

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists
of Acceptable Documents.”)

) Last Name (Family Name) First Name (Given Name) M.I._ | Citizenship/lmmigration Status.
Employee Info from Section 1
ListA OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
Issuing Authority Issuing Authority Issuing Authority
Document Number Document Number Document Number
Expiration Date (if any) (mm/ddlyyyy) Expiration Date (if any) (mm/dd/yyyy) Expiration Date (if any) (mm/ddlyyyy)
Document Title
Tssuing Authority Additional Information OR Code - Sectons 283

Do Not Write In This Spacs

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) |Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town [state ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

[C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/ddlyyyy)

| 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 genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Dale (mm/dd/yyyy) | Name of Employer or Authorized Representative

Form I-9 10/21/2019 Page 2 of 3
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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.

LISTA LISTB LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization

Employment Authorization

OR

AND

U.S. Passport or U.S. Passport Card

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

1. Driver's license or ID card issued by 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

A Social Security Account Number
card, unless the card includes one of
the following restrictions:

(1) NOT VALID FOR EMPLOYMENT

3. Foreign passport that contains a color, and address (2) VALID FOR WORK ONLY WITH
temporary |-551 stamp or temporary INS AUTHORIZATION
1-551 printed notation on a machine- 2. 1D card issued by federal, state or local (3) VALID FOR WORK ONLY WITH
readable immigrant visa government agencies or entities, DHS AUTHORIZATION

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

provided it contains a photograph or

information such as name, date of birth,

gender, height, eye color, and address

Certification of report of birth issued
by the Department of State (Forms
DS-1350, FS-545, FS-240)

3. School ID card with a photograph -

5. For a nonimmigrant alien authorized Original or certified copy of birth
to work for a specific employer 4. Voter's registration card certificate issued by a State,
because of his or her status: 5. US. Wil dor drat " county, municipal authority, or

. .S. Military card or draft recort i
a. Foreign passport; and id e o 18
b. Form 1-94 or Form I-84A that has 6. Miltary dependents ID card
the following: 7. U.S. Coast Guard Merchant Mariner Native American tribal document
(1) The same name as the passport; Card U.S. Citizen ID Card (Form 1-197)
d
an 8. Native American tribal document

(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
limitations identified on the form.

9. Driver's license issued by a Canadian
government authority

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

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

Identification Card for Use of
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

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

Refer to the instructions for more information about acceptable receipts.
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