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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. You wifl have access to a matching tool that will customize your care connections to meet
your interests, skills, and schedule. You will also have access to a community of co-workers to support
you as your continue to provide high quality care.

The following documents are included in this packet:

General Application

Background Information Disclosure

Form W-4

Form -9

Form WT-4

Authorization Agreement for Automatic Deposits (optional)
Wisconsin Medicaid Program Provider Agreement
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RETURN COMPLETED PACKET TO:
WISCONSIN QUALITY HOME CARE COMMISSION
701 E. WASHINGTON AVE. LL3
MADISON, W1 53703

When the packet is returned to us, your background check will be completed and WQHCC staff contact
you with more information. If you have any questions, feel free to call as us 608/630-8402.

Service Employees international Union (SEIJ), 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 a
union. Their first bargaining agreement, sighed in 2008, provides g 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 who 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 E. Washington Ave. LL3

Madison, WI 53703

£ < Ph: 608/630-8402

( ("; M MISSION Fax: 608/630‘8405

W s;cowsm

Who will you be providing care for?

Who is this person’s case manager (if known)?

GENERAL {INFORMATION

Name

Last First Middle Former/Maiden Name
Address

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

Street City State rdid

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

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

if non-citizen, please provide VISA information:

The following information is voluntary, and used only for statistical purposes.
The WQHCC does not discriminate based on race, color, refigion, gender, sexual orientation, nationo! erigin, disability, age, or citizenship.

Ethnic Category (please circle): Black/African American Asian American Indian/Alaska Native
Native Hawaiian/Pacific Islander Hispanic/Latino White/Caucasian
Handicapped (please circle}: Yes / No Gender:

AVAILABILITY AND SCHEDULE

When are you available to work?

How many hours per week would you prefer to work?

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

Salary Desired:




EDUCATIONAL AND BACKGROUND INFORMATION

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

High School

College

Bus/ Trade Schoo!

Professional School

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

Driver's license #; State:
Do you have car insurance {please circle)? 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 necessary. IF YOU ARE
ALREADY MIATCHED 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:

Address:

Job Title:

Brates of Employment:

Name of Supervisor:

Pay/Salary:

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

Address:

Name of Employer;

Joh Title:

Dates of Employment:

Name of Supervisor:

Pay/Salary:

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

Name of Employer:

Address:

Job Title:

Dates of Employment:

Name of Superviscr:

Pay/Salary:

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




REFERENCES

Please list two professional/work references {other than relatives) who could speak to your abiiity to provide in-home care.

Name

' Position/Company

Relationship to You

Phone Number Ernail

Name

Position/Company

Relationship to You

Phone Number Email

EMERGENCY CONTACT INFORMATION

Please list two emergency contacts {i.e. spouse, parent, guardion, etc.)

Name Relationship to You

Phone Number

Name Relationship 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;

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

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

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

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

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

Signature Date

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

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




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

BACKGROUND INFORMATION DISCLOSURE INSTRUCTIONS

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

CAREGIVER BACKGROUND CHECK LAW
In accordance with the provisions of sections 48.685 and 50,065 of the Wisconsin Statutes, for persons who have been convicted of certain

acts, crimes or offenses:

1. The Department of Health and Family Services (DHFS) may not license, certify or register the person or entity (Note: Employers
and Care Providers are referred to as “entities™);

2. A county agency may not certify a child care or license 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

5. An entity 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 regulatory agencies or through the Internet at
http://www.dhfs.state.wius/ 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, Sheiter 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 LAW 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 directly related to care of the client.
Anyone who is a Child Care Provider who contracts with a School Board under Wisconsin Statute 120.13 (14),
Anyone who lives on the premises of a covered entity and is 10 years old or over, but is not a client (“nonclient resident™).
Anyone who is licensed by DHFS.
Anyone who has a foster home licensed by DHFS.
Anyone certified by DHFS.
Anyone who is a Child Care Provider certified by a county department.
Anyone registered by DHFS.
Anyone who is a board member or corporate officer who has access to the clients served.

FAIR EMPLOYMENT ACT

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

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



DEPARTMENT OF HEALTH AND FAMILY SERVICES

HFS-64 (02/05)

BACKGROUND INFORMATION DISCLOSURE

STATE OF WISCONSIN

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

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

Please print your answers.

Check the box that applies to you,

0 Employe / Contractor {Including new applicant)

L Applicant for a license or certification or registration (including Q@  Other — specify:

continuation or renewal)

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

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

Name - First and Middle

Name - Last

Position Title (Complete only if you are a prospective employe or
contractor, or a current employe or contractor.)

Any other names by which you have been known (including maiden name)

Birthdate

Gender (M / F) Race

Address

Social Security Number(s)

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

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

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?

» 1f Yes, list each crime, when it occurred or the date of the conviction, and the city and state where the court
is located. You may be asked to supply additional information including a certified copy of the judgement of
conviction, a copy of the criminal complaint, or any other relevant court or police documents.

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

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

children and day camps for children.)

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

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

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

(Continued on next page)

g es o




DEPARTMENT OF HEALTH AND FAMILY SERVICES

HFS-84 (02/05)

STATE OF WISCONSIN

Page 2

Section A - Continued

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

~ (improperly took or used) the property of a person or client?

> If Yes, explain, including when and where it happened.

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

1. Has any government or regulatory agency ever limited, denied or revoked your license, certification or
registration to provide care, treatment or educational services?
» If Yes, explain, including when and where it happened.
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?
» If Yes, attach a copy of your discharge papers (DD214) if you were discharged within the past 3 years.
» Youmay 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?
» If 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 person, 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 DHFS designated tribe?
» If Yes, list the review date and the review result. You may be asked to provide a copy of the review
decision,

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

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

YOUR SIGNATURE Date Signed




Form W-4 (2009)

Purpose. Complete Form W-4 so that your
emplayer can withhold the correct federal incoms
tax from your pay. Consider completing a new
Form W-4 each year and when your personal or
financlal situation changes.

Exemption from withholding. If vou are
exempt, complete only lines 1,2, 3,4, and 7
and sign the form to validate it. Your exemption
for 2009 expires February 16, 2010. See

Pub. 505, Tax Withholding and Estimated Tax.

Note. You cannot claim exemption from
withholdirg if (@) your Ihcome exceeds $850
and includes more than $300 of unearned
income (for example, interest and dividends}
and (b} another parson cah claim you as a
dependent on their tax return,

Basic instructions. If you are not exempt,
complete the Personal Allowances Worksheet
below. The worksheets on page 2 further adjust
your withholding allowances based on itemized
deductions, certain credits, adjustments to
income, or two-earner/multipls job situations,

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on aliowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you may claim
head of household filing status on your tax
raturn only if vou are unmarried and pay more
than 50% of the costs of keeping up a home
for yourself and your dependent(s) or other
qualifying individuals, See Pub. 501,
Exemptions, Standard Deduction, and Filing
Information, for information,

Tax credits. You can take projected tax
credits into account in figuring your aliowable
number of withhelding allowances. Credits for
child or dependent care expenses and the
chikd tax credit may be claimed using the
Personal Allowances Worksheet below. Sse
Pub. 918, How Do | Adjust My Tax
Withhaolding, for information on converting
your other credits into withholding aflowances.

Nonwage income. if you have a large amount
of nonwage incoms, such as interest or

dividends, consider making estimated tax
payments using Form 1040-E5, Estimated Tax
for individuals. Otherwise, you may owe
additional tax. If you have pensicn or annuity
income, see Pub, 819 to find out if vou should
adjust your withhalding on Fatrm W-4 or W-4P,

Two earners or multiple jobs. If you have a
working spouse o more than one job, figure
the total number of ailowancas you are entitled
to claim on ali jobs using worksheets from only
one Form W-4. Your witbhoiding usually wili
be most accurate when all allowancas are
claimed on the Form W-4 for the highest
paying job and zere allowances are claimed on
tha others. Ses Pub. 919 for details.

Nonresident alien. If you are a nonrasident
alien, see the Instructions for Form 8233
before completing this Form W-4.

Check your withholding. After your Form W-4
takes effect, use Pub. 819 to see how the
amount you are having withheld compares to
your projected total tax for 2009, See Pub,
918, especially if your earnings exceed
$130,000 (Singls) or $180,000 (Marriad).

Personal Allowances Worksheet (Keep for your records.)

A Enter "1” for yourseif if no one else can c¢laim you as a dependent,
® You are single and have only one job; or

B Enter “1” if

® You are married, have only one job, and your spouse does not work; or

o}

® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or tess.

C Enter "1” for your spouse. But, you may choose to enter “-0-

more than one job. (Eniering “-0-" may help you avoid having too little tax withheld) .

Mmoo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return
Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit

" if you are married and have either a working spouse or

Mmoo

{Note. Do not include child support payments. See Pub. 508, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additionai chiid tax credit). See Pub. 972, Child Tax Cradit, for more information.
® If your total income will be less than $61,000 ($90,000 # married), snter 2" for each eligible child; thenless “1" if you have thres or more eligible children,
® [f your total income will be between $61,000 and $84,000 {($90,000 and $119,000 if married}, enter “1” for each eligible
child pius “1” additional if you have six or more eligible children,
H Add lines A through G and enter total here, (Note. This may be different from the number of exernptions you claim on your tax return.) » H

Fer accuracy,
complete ail
worksheats
that apply.

# If you plan to itemize or claim adjustments to income and want to reduce your withhalding, see the Deductions
and Adjustments Worksheet on page 2.

* [f you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed
$40,000 ($25,0C0 if marrled), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheid.

# |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W'4

Depariment of the Treasury
Internal Revenue Sarvice

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

Employee’s Withholding Allowance Certificate

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

COMB No, 1545-0074

2009

1 Type or print your frst name and middie initial

Last rame

2 Your svcial seourity number
.

Home address (number and street or rural route)

3 il Single 2] Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, chack the “Single” box.

GCity or town, state, and ZiP code

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

5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2)
Additional amount, if any, you want withheld from each paycheck .
7 Iclaim exemption from withho!ding for 2009, and I certify that | meet both of the fo!lowmg COﬂdIthﬂS for exemptlon

¢ Last year | had a right to a refund of all federal income tax withheld because | had no tax liability and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability,

(-]

If you meet both conditions, write "Exempt” here |

5
6.3

Under penalties of perjury, | declare that | have examined this certificate and 10 the best of my knoerdge and bellef, it is true, correct, and complete,

Empioyee’s signature
(Form Is not valid unless you sign it.) »

Date »

8  Employer's name and address (Employer: Complets lines 8 and 10 only if sending to the IRS.}

9 Office code (optional)

10 Empiloyer identification number (EIN}

!
'
L

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

Cat. No. 10220Q

Form W=-4 2009




Form W-4 (2000} Page 2

Deductions and Adjustments Workshest

Note. Use this worksheet only if you plan to itemize deductions, claim certain credits, adjustments to income, or an additional standard deduction
1 Enter an estimate of your 2009 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellangous deductions, (For 2009, you may have to reduce your itemized deductiens if your income
is over $166,800 ($83,400 if married filing separately). See Worksheet 2 in Pub. 919 for detalls,) . . 1 $

$11,400 if married filing jointly or gualifying widow(er)

$ 8,350 if head of household

$ 5,700 if single or marred filing separately

Subtract line 2 from line 1. If zero or less, enter “-3-" .o

Erter an estimate of your 2009 adjustments to income and any additional standard deductson (Pub 919)

Add lines 3 and 4 and enter the total. {Include any amount for credits from Worksheet § in Pub. 919))
Enter an estimate of your 2009 nonwage income (such as dividends or interest)

Subtract line 6 from line 5. If zero or jess, enter “-0-" ..

Pivide the amount on line 7 by $3,500 and enter the result here, Drop any fract!on

Entar the number from the Personal Allowances Worksheet, line M, page 1

Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Muttiple Jobs WOrksheet
also enter this total on line 1 helow. Otherwise, stop here and enter this total or: Form W-4, line 5, page 1 10

3+

Enter:

COo -~ G W
© o N ®mth bW
0| hlen e

-

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

Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job ard enter it here. However, if
you are married filing jointly and wages from the highest paying job are $50,8C0 or less, do not enter more

than "3 . L L L L L L L L e e e e e e, 2
3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (If zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this workshest . . . Lo 3

Note. If fine 1 is /ess than line 2, enter "-0-" on Form W-4, line 5, page 1. Compilete lines 4—9 beiow to calculate the additional
withhoiding amount necessary 1o avoid a year-end tax bill,

4 Enter the number from line 2 of this worksheet . . . ., . ., . . . 4
& Enter the number from line 1 of this worksheet ., . . . . . . . . 5
6 Subtract line 5 from line 4 6
7 Find the amount in Table 2 below that appf:es to the HIGHEST paying ]Ob and enter it here 7 §
8 Multiply line 7 by line 8 and enter the result here. This is the additional annual withholding needed . 8 $
¢ Divide line 8 by the number of pay periods remaining in 2009, For example, divide by 28 if you are paid
every two weeks and you complete this form in December 2008, Enter the result here and on Form W-4,
line B, page 1. This is the additional amount to be withheld from each paycheck ., . . . . . . . g 8
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wagaes from LOWEST { Enter on If wages from LOWEST | Enter on If wages from HIGHEST { Enter on if wages from HIGHEST | Enter on
paying job are— ine 2 above paying job are— line 2 above § paying job are— line 7 above| paying job are— ling 7 above
$0 - $4,500 0 $0 - $8,000 8} $0 - $65,000 $550 $0 - $35,000 $550
4501 - 9,000 1 6,001 - 12,000 1 65,001 - 120,000 910 35,001 - 80,000 910
2,001 - 18,000 2 12,001 - 19,000 2 120,001 - 185,000 1,020 90,001 - 165,000 1,020
18,001 - 22,000 3 19,001 - 26,000 3 185,601 - 330,000 1,200 165,601 - 370,000 1,200
22,001 - 26,000 4 26,001 - 35,000 4 330,001 and over 1,280 370,001 and over 1,280
26,001 - 32,000 5 35,001 - 50,000 5
32,001 - 38,000 8 50,001 - 65,000 6
38,001 - 46,000 7 £€5,001 - 80,000 7
46,001 - 55,000 8 80,001 - 90,000 8
55,001 - 60,000 ] 90,001 - 120,000 9
60,001 - 65,000 10 120,001 and over 10
65,001 - 75,000 "
75,001 - 95,000 12
95,001 - 105,000 13
105,001 - 120,000 14
120,001 and over 15

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. The Internal
Revenue Code reguires this informaticn: under sections 3402(f){2){A} and 6109 and
their reguiations, Failure to provide a properly completed form will result in your
being treated as a sing's person who claims no withhalding allowances; providing
fraudulent information may also subject you 1o penalties. Routine uses of this
information include giving it to the Department of Justice for civil and ¢riminal
fitigation, to ciies, states, the District of Columbia, and U.S. commonwealths and
possessions for use in administering their tax laws, and using it in the National
Directory of New Hires. Wa may also disclose this information to other countries
under & tax frealy, to federal and state agencies to enforce federal nontax criminal
laws, or to federai Jaw enforcement and intelligence agencies to combat ferrorism,

You are net required {e provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid CMB
control number. Books or records relating to a form or its instructions must be
retained as long as thelr 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 tima and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your incoms tax return.

If you have suggestions for making this form simpler, we wougd be happy to hear

from: you. See the instructions for your income tax return.






