¥ In Home Care Provider Application

Thank you for your interest in expanding your involvement with in home supports. The WQHCC is
pleased to provide an avenue for individual care providers to provide cares at a level that best meets
their needs. if you have questions about how to complete this packet, please call us at 608/630-8402,

The following documents are included in this application:

0 General Application
The application asks standard questions including contact information, experience, and references.

0 Background information Disclosure
This form authorizes WQHCC to conduct o thorough background check.

0 Formw-4
This document asks you to indicate federal withholding from your paychecks.

L Form WT-4
Complete this form ONLY If you would like your state withholding to be different from your federal withholding designated
on Form W-4,

C Forml9

Please complete Section 1, and submit copies of acceptable documentation {for example, a copy of driver’s license and
social security card). Please make sure copies of documents can be clearly read.

00 Authorization Agreement for Automatic Deposits
This form is optlonal. If you do not complete it, you will receive checks through the mafl.

{1 Wisconsin Medicaid Program Provider Agreement

, Please complete top.of page 1, check the “yes” box, and print/sign your name on page 2.

8 Home Care Worker Notice :

Complete the top of page 1, and sign on page 2,

RETURN COMPLETED PACKET TQ;

WISCONSIN QUALITY HOME CARE COMMISSION
701 £, WASHINGTON AVE, LL3
MADISON, Wi 53703

Phone: 608/630-8402
Fax: 608/630-8406

Website: www.wahcc.org

Service Employees international Union (SETV), Healthcare, Local 150-W! is the union that exclusively covers In Home Care Providers in the
WQHCC registry. In 2007, Homecare Providers voted in a union election in favor of having o unlon. Their first bargaining agreement, signed
in 2008, provides a registry and more training opportunities for Homecare Providers. Under this agreement, providers who work more than
four hours per month are either SEIU member or fair share payers and are covered by the articles in the collective bargaining agreement.
Those providers wha work fewer than four hours per month are not covered by the union contract. information about the contract provision

is available through SEIU; 608/255-5211,



Application for In Home Care Provider

Return application to: Date:
WQHCC

701 £. Washington Ave. LL3

Madison, Wi 53703

;C ARE Ph: 608/630-8402

comMmission  Fax: 608/630-8406

WHO WILL YOU BE PROVIDING CARE TO ({IF KNOWN)?

WHAT IS YOUR RELATIONSHIP TO THE PERSON YOU WILL BE CARING FOR?

WHO IS THIS PERSON’S CASE MANAGER / SUPPORT BROKER (IF KNOWN}?

GENERAL INFORMATION

Name

Last First Middle Former/Maiden Name
Address

Street City State ZIP
How long as you lived at this address?
Pravious Address

Street City State ZIP

Phone Number | ) Social Security No. - -
Date of Birth Emall Address

Cltizenship {please circle}: Citizen by birth / Naturalized citizen / Non-citizen

If non-citizen, please provide VISA information:

The following Informution is voluntary, and used only for statistica! purposas.
The WQHCC does nat discriminote based on roce, color, religlon, gender, sexuel orientation, nutfonal origin, disabllity, age, or citizenship.

Ethnic Category {please circle): Black/African American Asian Amerlcan Indian/Alaska Natlve
Native Hawaiian/Pacific islander Hispanic/Latino White/Caucasian
Handicapped (please circle): Yes / No Gender;

AVAILABILITY AND SCHEDULE

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

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

Salary Desired:



EDUCATIONAL AND BACKGROUND iNFORMATION

TYPE OF SCHOOL

NAME OF SCHOOCL

LOCATION

NUMBER OF YRS
COMPLETED

MAJOR / DEGREE

High School

College

Bus/ Trade School

Professional School

Do you have a valid driver’s Jicense {please circle)? Yes / No

Driver’'s license #:

State;

Do you have car Insurance (please circla)? Yes / No

Have you ever been convicted of a crime {please circle)? Yes/ No

Exp. Date:

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

EMPLOYMENT HISTORY

Please list your work experience for the past three years, beginning with your most recent/current position held, Attach additional sheets if necessory. IF YOU ARE
ALREADY MATCHED WiTH SOMEONE YOU WILL PROVIDING CARE FOR, YOU ONLY NEED TO FILL IN THAT PERSON'S INFORMATION, IF YOU ARE LOOKING FOR
ADDITIONAL EMPLOYMENT, PLEASE PROVIDE EMPLOYMENT HISTORY BELOW.

Name of Employer:

Addrass:

Joh Title:

Dates of Employment:

Narne of Supervisor:

Pay/Salary:

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

Name of Emplayer:

Address;

Job Title:

Dates of Employment:

Name of Supervisor:

Pay/Salary:

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

Name of Employer:

Address:

Joh Title:

Dates of Employment;

Name of Supervisar:

Pay/Salary:

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




REFERENCES
Please list two professional / work references who could speak to your ability to provide in-home care.
DO NOT USE FRIENDS OR RELATIVES.

Name

Position/Compa ny

Relationship to You

Phorne Number Emall

Name

Position/Company

Relationship to You

Phone Number Email

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

Name Relationship to You

Phone Number

Name Relatlonship to You

Phone Number




PLEASE READ CAREFULLY
REGISTRATION FORM WAIVER

In exchange for the consideration of my registration form by WQHCC (hereinafter called “the Company”), | agree
that:

Nelther the acceptance to the reglstry nor the subsequent entry into an type of employment relationship, either in
the position applied for or any other position, and regardless of the contents of employee handbocks, personnel
manuals, benefit plans, policy statements, and the like as they may exist from time to time, or other Company
practices, shall serve to create an actual or Implied contract of employment, or to confer any right to remain an
employee of WQHCC, or otherwise to change in any respect the employment-at-wilt relationship between it and
the undersigned, and that relationship cannot be altered except by a written instrument signed by the Board of
Directors, Both the undersigned and the Company may end the employment relationship at any time, without
specified notice or reason. If empiayed, | understand that the Company may unllaterally change or revise their
benefits, policies and procedures and such changes may inclsde reduction in benefits.

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

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

| further understand that my employment with the Company shall be probationary for a period of sixty {60) days,
and further that at any time during the probationary period or thereafter, my employment relatlon with the

Company is terminable at will for any reason by either party.

lunderstand that the responsibillty of hiring Is that of the individual consumer employer who chooses to utiiize the
WQHCC Provider registry for their employee referrals.

Signature Date

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

Thanks you for completing this application form and for you interest in our businass.



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

BACKGROUND INFORMATION DISCLOSURE INSTRUCTIONS

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

CAREGIVER BACKGROUND CHECK LAW
In accordance with the provisions of sections 48,683 and 50,065 of the Wisconsin Statutes, for persons who have been convicted of certain

acts, crimes or offenses;
1. The Department of Health and Family Services (DHFS) may not license, certify or register the person or entity (Note: Employers

and Care Providers are referred to as “entities™),
2. A county agency may not certify a child care or Jicense a foster or treatment foster home;
3. A child placing agency may not license a foster or treatment foster home or contract with an adoptive parent applicant for a child

adoption;
4. A school board may not contract with a licensed child care provider; and
3. Anentity may not employ, contract with or permit persons to reside at the entity.

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

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

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

Others Child Care Providers contracted through Local School Boards

THE CAREGIVER L.AW COVERS THE FOLLOWING PERSONS
+  Anyone employed by or contracting with a covered entity who has access to the clients served, except if the access is infrequent or
sporadic and service is not ditectly related o care of the client.
Anyone who is a Child Care Provider who contracts with a School Board under Wisconsin Stafute 120.13 (14),
Anyone who lives on the premises of a covered entity and is 10 years old or over, bt is not a client (“nonclient resident™),
Anyone who is licensed by DHFS.
Anyone who has a foster home licensed by DHFS.
Anyone certified by DHFS.
Anyone who is 2 Child Care Provider certified by a county department,
Anyone registered by DHFS.
Anyone who is a board member or corporate officer who has access to the clients served.

FAIR EMPLOYMENT ACT
Wisconsin’s Fair Employment Law, ss. 111.31 - 111,395, Wisconsin Statutes, prohibits discrimination because of a ctiminal record or

pending charge; however, it is not discrimination to decline to hire or license a person based on the person’s arrest or conviction record if the
arrest or conviction is substantially related to the circumstances of the particular job or licensed activity.

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



DEPARTMENT OF HEALTH AND FAMILY SERVICES

HFS-64 {02/05)

Completion of this form is required under the provisions of sections 48.685 and 50,065 of the Wisconsin Statutes. Failure to comply
may result in a denial or revocation of your license, certification or registration; or denial or termination of your employment or
contract. Refer to the attached instructions (HFS$-64 A) for additional information. Providing your social security number is

BACKGROUND INFORMATION DISCLOSURE

voluntary, however, your social security number is one of the unique identifiers used to prevent incorrect matches.

Please print your answers.

Check the box that applies to you.

O Employs / Contractor (Including new applicant)

L} Applicant for a license or certificafion or registration (lncluding 0 Other — specify:

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

continuation or renewal)

MName - First and Micdle Name - |.ast Position Tile {Complete only if you ere a prospective employe or

contractor, or a current employe or contractor.)

Any other nrames by which you have been known {inciuding malden namae) Birthdate Gender (M/ F) I_Race

Addrass

Social Securily Number(s)

Business Name and Address of Empioyer or Care Provider (Enfity)

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

1.

Do you have criminal charges pending against you or were you ever convicted of any crime anywhere, including

in federal, state, local, military and tribal courts?

» If Yes, list each crime, when it occurred or the date of the conviction, and the city and state where the court
is located. You may be asked to supply additional information including a certified copy of the judgement of
conviction, a copy of the criminal complaint, or any other relevant court or police documents.

Were you ever found to be (adjudicated) delinquent by a court of law on or after your 10™ birthday for a crime

or offense? (NOTE: A response to this question is only required for group and family day care centers for

children and day camps for children.)

» IfYes, list each crime, when and where it happened, and the location of the court (city and state). You may
be asked to supply additional information including a certified copy of the delinquency petition, the
delinquency adjudication, or any cther relevant court or police documents.

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

Has any government or regulatory agency (other than the police) ever found that you zbused or neglected any

person or client?
» If Yes, explain, including when and where it happened.

(Continued on next page)

STATE OF WISCONSIN

O Household member / lives on premises - but not a client




DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
HFS-64 (02/05) Page 2

Section A - Continued

5. Has any government or regulatory agency (other than the police) ever found that you misappropriated
{improperly took or used) the property of a person or ¢lient?
¥ If Yes, explain, inctuding when and where it happened.

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

7. Do you have a government issued credential that is not current or is limited so as to restrict you from providing

care to clients?
» If Yes, explain, including credential name, limitations or restrictions, and time period.

Section B - OTHER REQUIREDR INFORMATION m

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

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

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

4, Have you resided outside of Wisconsin in the last 3 years?
» I Yes, list each state and the dates you lived there.

5. Have you had a caregiver background check done within the last 4 years?
¥ If Yes, list the date of each check, and the name, address and phone number of the petson, facility or

government agency that conducted each check.

6. Have you ever requested a rehabilitation review with the Wisconsin Department of Health and Family Services,
a county department, a private child placing agency, school board, or DHFES designated tribe?
» IfYes, list the review date and the review result. You may be asked to provide a copy of the review

decision,

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

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

YOUR SIGNATURE Date Signed




Form W-4 (2010)

Purposa, Complete Form W-4 so that your
employer can withhold the corect federal income
tex from your pay. Consider complsting & new
Form W-4 aach year and whan your personal or
financlal situation changes.

Examption from withholding. if vou are
examrt, complote only lines 1,2, 8,4, and 7
and sign tha form fo validate It, Your examption
for 2010 e#p!fes Febtuary 16, 2011, See

Pubx. 505, Tax Withrolding and Estimated Tax,
Note. You cannet ¢Jalm exemption from
withholding if {8) your income excesds $850
and Includes mora than $300 of uneamed
incoms {for example, intereat and dividends)
and (b) another person can claim you as s
dependant ok his or her tax retum,

Baslc Instructions. it {cu ara not exempt,
complete the Personal Allowances Workeheat
beiow. The warkaheets an page 2 further adjust
your withholding allowances based on ltemized
deductlons, cerlaln credits, adjustments i
fncome, or two-eamers/muitiple Jobs situations.

Cumplete ali workehests that apply. Howaver, gu
may olaimt fewer (or zero) stiowances. For regul
wages, wiikholding must be based on allowances
you clalmed and may not be a fiat amount ar
parcentage of wages.

Hond of household. Generally, you may clalm
head of household filing status on your tax
return only if you are unmaerried and pay more
than 60% of the costs of keaping up & home
for yoursell and your depandent(s) or other
quelifying individuals, See Pub. 507,
Exemptions, Standard Deduction, and Filing
Information, for infernation.

Tax credits. You can take projected fax
credits Into account In figuring your allowable
number of withholding aliowances. Credlts for
chile of dependent care expenses and the
¢hild tax credit may be claimed using the
Peruonal Aliowances Workaheet below. See
Pub. 818, How Do | Adjust My Tax
Withholding, for Information on converting
your othot credits into withholding allowances.
Nonwaga Income. if you have & farge amount
of nonwege [ncoms, stich as interest or
dividends, consider making estimated tax

payments using Form 1040-ES, Estimated Tax
for individuale, Otherwles, you may owe
acditional tax, if you have pension or annuity
income, sea Pub. 219 to find out if you should
adjust your withholding on Form W-4 or W-4P,

Two earnars or multiple jobe, ¥ vou have &
working spouse of mora than cne job, figure
1he total number of allowances you are snlitlard
1o claim on ali joba using worksheets from cniy
one Form W-4, Your withholding usually wilt
be most accurate when all allowances are
clalmed on the Form W-4 for the highest

paying job and 2ero allowances are clalmed on
the others. Ses Pub. 819 for detalls.

Nonresident elien. if you are a nonresident
alien, see Notice 1302, Supplementat Form
W-4 Instructions for Nonresidant Allans, before
completing this form.

Check yaur withholding. After your Form W-4
takes effect, use Pub. 9189 to see how the
amount you are having withheld compares to
yoeur projected totel tax for 2010, Sea Pub.
2185, agpeclally if your earnings exceed
$130,000 (Single) or $180,000 (Mattad).

Personal Allowances Worksheet (Kesp for your records,)

~ A Enter 1" for yourgell if ro one else can clalmyou as adependent. . . . . . .

® You are singie and have only one job; or

B Enter “1" if:

* You are married, have only one Job, and your spouse does not work; or

* Your wagss from a second Job or your spouse's wages {or the total of both) are $1,500 or less.

© Enter “1” for your spouse, But, you may chaoss to enter "-0-" if you ara married and have either a working spouse or

more than one Job. {Entering “-0-" may heip you avold having too little tax withheld.) . . . . . . . . . . .
D Entsr number of dependents {other than your spouse or yourself) you will olaim on yourtexretum . . ., , .
E Enter “1" If you will file as head of hougehold on yaur tax return (see conditions under Head of household above} |,
F Enter “1"If you have at least 31,800 of child or depsndent care expenses for which you plan to claim & cradit

mMOooO

i

{Note. Do not includs child support payments. See Pub, 503, Child and Dependent Care Expenses, for detalls.)
Q Child Tax Credit {including additional child ta: cradit). See Pub. 972, Child Tax Credit, for mora information.
® i your total incorme wil be less than $61,000 (490,000 if married), anter “2" for each eligible chikt; then less "1°If you have three or more eligible children,

* [ your fotal Income wiil be between $81,000 and $84,000 {$30,000 and $118,000 if married), enter “1” for each eligible

chitd piug “1" additlonal if you have slx or more sligible children.

B Addlines A through @ and enter total here. (Note, This may be diferent from the number of axsmptions you claim on your fax retum) » H
* If you plan to itemize or claim adjustments to income and want to reduce your withhoiding, see the Deductions

and Adjustments Worksheet on pags 2.
¢ ityouhave more than one

For acourecy,
complete alf
workshests
that apply.

|ob orare mamrled and you and your spouse both work and the combined samings from el jobs exceed
$18,000 (332,600 If merried), 388 the Two-Eamers/Multiple Jobs Worksheet on page 2 to avold having too little tax wihheld,
# It nwither of the abovs situations appliss, stop here and snter the number from line H on line & of Form W-4 belaw,

-------------------------- Cut here and give Form W-4 10 your employer. Keep the tep part for your records.

Employee’s Withholding Allowance Certificate

> Whether you are entited to claim & gertain numbsr of aliowances or sxemption from withholding is
subjact to review by the IRS. Your smployer may be required to send a copy of this form to the IRS.

Form W"4

Department of the Traasury
ixtemnel Ravenue Senice

OMB No. 1545-0074

2010

1 Type o print your firat name and middls initial.

Last name

2 !’our_ mlal_ sacurity number

1
'
s i

Home addreas {(number and strest of rural route)

3 [T single (] Marriea [ Marriad, but withnold at higher Single rats.
Nate. i marled, but Isgaky ssparsted, or spouse s s nonresldent allen, check fhe "Single™ box.

City or town, state, and ZIP code

4 it your last neme differs from that shown on your social swourity card,
cheak here. You must call 1-800-772-1213 for 2 repincement card, » ]

§ Total number of allowances you are claiming (from #ine H sbove or from the applicahle workshest on page 2) 5
8  Additional emount, If any, you want withheld from oach payeheck . . . ., . . . . . . . . . 8
7 lclaim exemption from withholding for 2040, and ! certify that | meet both of tha following conditions for exemption.

® Last ysar | had a right to a refund of all federal income tax withheld becauss | had no tax liability and
® This yeer | axpect 2 refund of all federal income tax withheld because | expact to have no tax flabliity.

if you meet both conchtions, write “Exempt” here .

)

Under penaltiea of parury, | declare that | have sxaminad this certificate and to the best of my knowledp

Employes's signature
{Form is not velld uniess you slgn it) »

@ and bellef, iy true, cormect, and complete.

Date »

&  Empioyer's name and address (Employer: Complete ines & and 10 only i sending to the IRS.)

8 Office code fopfionsl}| 10 Emplayer Identification number [EIN)

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

Cat. No. 102200

Form W-4 po10)




Form W-4 (2010)

Page 2

Deductions and Adjustments Warksheet

Note. Use this workshest only If you plan to itemize deductions o claim certaln credits or adjustments ta income.

charitable contributions, stete and
misceliansous deductions |

$11,400 If marrled fling Jointly or qualifying widow(er)

$8.400 If head of household v .
$5,700 if single or manted filing separately
3 Bubtract line 2 from line 1. If zero or less, enter -0-" p e e e e s
4 Enter an estimete of your 2010 adjustments fo Income and any additional stenderd deduciion. Pub, 1)
8 Add tines 8 and 4 and enter the tofal. (Include any amount for credils from Worksheet 6 in Pub, 913 |
€ Enter an estimate of your 2010 nonwage incoma {suoh as dividends or Interest} , . . . . . . .
7 Subtractline & from flne 6. If zero or less, enter *-0=" . . _ . . . . . . . . . . . ..
8 Divide the amount on fine 7 by $3,650 and enter the result here, Drop any fraction . . . . . . ,
9 Enter the numbsr from the Personal Allowances Worksheet, ine H, page 1 .

10 Add iines 8 and ¢ and enter the total here. if you pian to use the Two-Earners/Multiple Jobs Worksheet,
also enter this total on line 1 below., Otherwlse, stop here and enter this total on Eorm W-4, lina 5, page 1

2 Enter

" L T T

1 Enter an estimate of your 2010 itemized deductions. These include qualifying home mortgage interest,
local taxes, medical expenses in excess of 7.5% of your income, and

[ ATENPIN TR P &

o0~ ae W

10

Two-Earners/Multiple Jobs Worksheet (Ges Two samers of multiple Jobs on page 1.)

Note. Usa this workshest onfy if the instructions under line H on page 1 direct you here,
1 Enter the numbsar from ing H, page 1 (or from'liﬂe 10 above If you used the Deductions and Adjustments Workshaet)
2 Find the number in Table 1 below that appiias to the LOWEST paying job and enter it here. Howsver, if

you are martied
than*a.* , .

L TR |

filing Jointly and wagea from the highest paying job are $65,000 or less, do not enter more

¢ e s

2

O

3 Ifline 1 is mors than or equal to line 2, subtract line 2 from line 1. Enter the result here {If zero, enter
"-0-} and on Form W-4, Hina 5, page 1. Do not use the rest of this worksheet |
Note.If line 1 iz /ess than lina 2, enter "0-" on Form W-4, lina 5,
withholding amount necessary to aveld a year-snd tax blil.

3

page 1. Complete lines 4-9 bslow to figure the additionat

4 Enter the numibser from line 2 of this workshast . 4
5 Enter the number from iine 1 of this worksheet 5
§ Subtractilne 5 fromline 4 | T | —
7 Find the amount in Table 2 below that applies to the HIGHEST paying job and enter It here . A - N
8 Multiply tine 7 by {ine 6 and enter the result hers. This is the additional annual withholding needed , , 8 $
® Divide lina 8 by the number of pay perlads remaining In 2010. For exampls, divide by 26 If you are paid

every wo wesks and you comiplete this form In December 2009, Enter the result here and on Form W-4,

lina 6, page 1, This Is the additional amount to be withheld from each paycheck . , , . . . . 9 %

Table 1 Table 2

Marrled Flilng Jolntly All Others Muarrled Filing Jolntly Al Othere
If wages from LOWESY | Enter on if wages from LOWEST | Enter on i wages from HIGHEST { Enter on It wages from HIGHEST | Enter an
paying Job sre— fine 2 above | payving job we— ting 2 above § paying Job ara— fine 7 abave] paying job are— ling ¥ above

$0 - $7,000 - 0 $0 - $6,000 - 0 30 - $65,000 $550 $0 - 35,000 4550

7.001 - 10,000 - 1 6,001 - 42,000 - 1 65,001 - 120,000 210 35001 - 90,000 910

10,001 - 16,000 - 2 12,001 - 19,000 - .2 120,001 - 185,000 1,620 90,001 - 185000 1,020
18,001 - 22,000 - 3 18,001 - 28,009 - 3 163,001 - 330,000 1,200 165,001 - 370,000 1,200
22,001 - 27,000 - 4 26,001 - 35,000 - 4 330,501 and ovar 1,280 370,001 and ovar 1,280
27,601 - 35,000 - & 88,001 - 60,000 - &
35,001 - 44,000 - 8 50,001 - 85,000 - 8
44,001 - 50,000 - 7 68,001 - BO,000 - 7
50,001 - 55,000 - 8 80,001 - 90,600 - 8
55,001 - 88,000 - 8 80,001 -120,000 - 8
86,001 - 72,000 - 10 120,601 and over 10
72,001 - 88,000 - 1"
85,601 105,000 - 12
165,001 ~515,000 « 13
116,801 -130,000 - 147
130,001 - and over 18

Privacy Act end Paperwork Radustion Act Notice, Wa ask for the infamation on this
form te oAy out the Intema! Revenue laws of the United States. Interal Revenus Cods
sectiona 3402{)(2) and 6109 and their regulations require you 1o provids this
information; your employer uses it to determing your fedleral incoms tax withholding.
Eaillre to provide & proparly completed fonm wid result In your being treated &8 a sigle
parson who claims no withholding allowances; providing frauduiant information may
subject you o penatties, Rouling uses of this information Ineluda giving it to the
Depariment of Justiee for civil and oriminal fitigation, to citles, states, {ha Dlstrct of
Colurnbls, 816 U.9. commonwealihs and possassions for use 1 administering thelr tax
faws, and using 1t in the Natlons! Directory of New Hires, We may also discloss this
information to other countriss under & fax teaty. to federal end state agenciss to
enforco tedsral nontax criminat laws, of to federal law enforcement and intelligence

agenglas ty combat terronam,

You ara riot requived to provide the informatlon requested an a form that is
subject to the Psparwark Reduction Act uniess the form displays a valid OMR
control number, Boaka or records relating to & form or its instructions must be
retained as long as their contents may become material in the administration of
any Intemal Revenua law. Genwally, tax retums and return Information ara
confidentlal, aa required by Code aaction 8103,

The avarage time and expenses required 1o complete and fls this form wifl vary
dapending on individual cireumstances. For estimated averages, see the
instructions for your incomes 1ax return.

if you have suggestions for making this form simpler, we would ba happy to hear
from you. See the Instructiona for your incomae 1ax ratorn.







