In Home Care Provider Application

visoonsiy Thank you for your interest in expanding your involvement with in home supports. The WQHCC is
GHUIALITY pleased to provide an avenue for individual care providers to provide cares at a level that best meets

their needs. If you have gquestions about how to complete this packet, please call us at 508/630-8402.

The following documents are included in this application:

g

N

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

Background Information Disclosure

This form authorizes WQHCC to conduct a thorough background check.
Form W-4

This document asks you to indicate federal withholding from your paychecks.

Form WT-4

Complete this form ONLY if you would like your state withholding to be different from vour federal withholding designated
on Form W-4.

Form [-9

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.

Authorization Agreement for Automatic Deposits

This form is opticnal. if you do not complete it, you wifl receive checks through the mail.

Wisconsin Medicaid Program Provider Agreement

Please complete the cover page (choose Option A, B, or C} and the form. Make sure to take note of which option you chose,
and the next steps you need to take.

Home Care Worker Notice

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

RETURN COMPLETED PACKET TO:

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

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

Website: www.waghcc.org

Service Employees International Union (SEIU}, Healthcare, Local 150-W! is the union thot 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, signed
in 2009, 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 fuir 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:
WQHCC ]

701 E, Washington Ave. LL3
Madison, Wi 53703

Ph: 608/630-8402

Fax: 608/630-8406

Date:

Who will you !_:e providingr care for?
etc.?)

What is your relatlonsh-ip to this person (child, parent, friend, neighbor,

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

GENERAL INFORMATION

Name _ .
Last " First Middle Former/Maiden Name

Address . 7
Street City State ZIp

How long as you livad at this address?

Previous Address )
Street City State 21p

Social Security No. -

Phone Number | )

Date of Birth Email Address

Citizanship (please circle}: Citizen by birth / Naturalized citizen / Non-cit!zen

if non-citizen, please provide VISA information:

The following htfonmﬂau s voluntary, and used onily for statistical purposas,
@ender, sexual orientation, national origin, disability, age, or titizenship,

& mmcmwdbcﬂmlmmedmmm religion,

American Indian/Alaska Native

. Ethnic'Category (please circle): Black/African American Asian

Native Hawalian/Pacific Islander Hispanic/Latino White/Caucasian

Handicapped (please circle): Yes / No Gender:

AVAILABILITY AND SCHEDULE

'When areyou ava.ilab!e 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 Deslred




“

" committed, sentence(s) imposed, and-type(s) of rehabilitation com

" Name of Employer: Address:
Job Title: Dates of Employment;
Name of Supervisor: Pay/Salary:

EDUCATIONAL AND BACKGROUND INFORMATION

. ooa ' . .
TYPE OF SCHOOL NAME OF SCHOOL LOCATION NUMBER OF YRS MAIJOR / DEGREE .
' ' COMPLETED '
High School . .'
College
Bus/ Trade School
Profes_sional School

Do you have a valid driver's licensg (please circle)? - Yes/No
State: Exp. Date;

Driver’s license #:

Do you have car insurance {please circie)? Yes / No

Have you ever been convicted of 2 crime (please circle)? Yes / No

If “yes” please attach a sheet explaining the number of convictions, the nature of the offense(s), how recently these offense(s) were
pleted. '

EMPLOYMENT HISTORY _
Pkmlistmwkexpedenceformepanﬂpm years, beginning WMWWMMMUMMMMMAMWMHMW 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
ADDIMIONAL EMPLOYMENY, PLEASE PROVIDE EMPLOYMENT HISTORY BELOW., '

Name of Employer: Address:
lob Title: * Dates of Employment;
Name of Supervisor: Pay/Salary;

Job duties, skills used/learned, advancements/promotlons, ete:

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

Name of Emp!byer: Address:
Job Title:, Dates of Employment:
Name of Supervisor: Pay/Salary:

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




REFERENCES

Please list two professionalfwork references fother than Jriends/relatives) who could speok to your ability to provide In-home care.,

Name

Position/Compiny

Relationship to You

Phona Number - Email
_ Name

Position/Company,

Relatiohshlp to You

Phone Number ‘ - Email

'~ EMERGENCY CONTACT INFORMATION
Please list two emergency contacts {i.e. spouse, parent, guardian, etc.)

Relationship to You

Name

Phone Number

Name Relationship to You

Phone Number




PLEASE READ CAREFULLY -

REGISTRATION FORM WAIVER

In exchange for the consideration of m

y registration form by WQHCC (hereinafter called “the Company”), | agree
that: _ . '

subsequent entry into an type of employment relationship, eithar in
the position appiied for or any other position, and regardtess 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-wili relationship between It and
the undersigned, and that relationship cannot be aitered except by a written instrument signed by the Board of
Directors. Both the undersigned and the Company may end the employment relationship at any time, without
specified notice or reason. If employed, | understand that the Company may unilaterally change or revise their
benefits, policies and procedures and such changes may include reduction in benefits.

Neither the acceptance to the registry nor the

| authorize fhvestigation of all statements contained in this application. | understand that the misrepresentation or
omission of facts called for is cause for dismissal at any time without any previous notice. | 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 concerning the nature and scope of any such report

requested by it, as required by the Falr Credit Reporting Act.

ployment with the Company shall be probationary for a period of sixty (60) days,

I further understand that my em
my employment relation with the

and further that at any time during the probationary period or thereafter,
Company is terminabie at will for any reason by either party.

Date

Signature

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

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 foﬁn (HFS64) gathérs information as required by the Wisconsin Caregiver Background Check Law
to help employers and governmental regulatory agenicics make employment, contract, residency, and regulatory decisions, Complete and
retumn 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 & 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.dhis.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 Menta! 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 Develdpmentaliy Disabled, and Home Health Agencies — including
those that provide personal care services. '
LOthers l 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 of over, but is not a client (“nonclient resident”).

Anyone who is licensed by DHFS,

Anyone who has & 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 - 1 11.395, 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
aumbers, names, gender, race, and date of birth to prevent incorrect matches of persons with criminal convictions. The Department of
Health and Family Services® Caregiver Registry uses social security numbers as one identifier to prevent incorrect matches of persons with

findings of abuse or neglect of a client or misappropriation of a client’s property.



DEPMMEW OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN

HFS-64 (02/05)
| BACKGROUND INFORMATION DISCLOSURE

- Completion of this form is required under the provisions of sections 48.685 and 50.055 of the Wisconsin Statutes. Failure to comply
cense, certification or registration; or denial or termination of your employment or

may result in a denial or revocation of your li
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, ' ’
Q Employe / Contractor {Including new applicant) O Household member/ lives-on premises - but not a client
Q Applicant for a license or certification or registration {including Q@ Other - specify:
continuation or renewal) , '

NOTE: I yoﬁ are an owner, operator, board mémber, ot nonclient resident of a Bureau of Quality Aséurance (BQA) regulated

facility (1) print only your first, middle and last name; (2) complete Sections A and B; (3) sign the form; (4) complete the

Appendix, HFS-69, in its entirety and (5) submit this form and the Appendix to the address noted in the Appendix Instructions.

Name - First and Middle Name - Last - Position Titie (Complete only If you are a prospective employe or
contractor, or a current employe or contractor.)

Birthdate Gender (M/F) | Race

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

-| Social Security Number(s)

Address -

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

Section A - ACTS, CRIMES AND OFFENSES THAT MAY ACT AS A BAR OR RESTRICTION
I. Do you have criminal charges pending against you or were you ever convicted of any crime anywhere, including

in federal, state, local, military and tribal courts? : .
» If Yes, list each crime, when it occurred or the date of the conviction, and the city and state where the court

is located. You may be asked to supply additional information including a certified copy of the judgement of
conviction, a copy of the criminal complaint, or any other relevant court or police documents. ‘

2. Were you ever found to be (adjudicated) delinquent by a court of law on or after your 10% birthday for a crime -
or offense? (NOTE: A response to this question is only required for group and family day care centers for
children and day camps for children,)

' appened, and the location of the court (city and state). You may

» If Yes, list each crime, when and where it b
be asked to supply additional information including a certified copy of the delinquency petition, the

delinquency adjudication, or any other relevant court or police documents,

3. Has any govemment or regulatory agency (other than the police) ever found that you commifted 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.

4. Has any govermment 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)



. DEPARTMENT OF HEALTH AND FAMILY SERVICES ' - STATE OF WISCONSIN
HFS-84 (02/05) . : ’ ’ . Page 2

Section A - Continued

5. Has any government or regulatory agency (other than the poli
(improperly took or used) the property of & person or client?
» If Yes, explain, including when and where it happened.

c¢) ever found that you misappropriated

6. Has any government or regulatory ageﬁcy {other than the police) ever found that you gbused an elderly person?
> If Yes, explain, including when and where it happened, _ ' ~

7.- Do you have a govemnment 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.

including any reserve component?
were discharged within the past 3 years,
scharge occurred more than 3 years-ago. :

3. Have you been discharged from a branch of the US Armed Forces,
> I Yes, attach a copy of your discharge papers (DD214) if you
> You may be asked to provide a copy of your DD214 if your di

4. Have you residéd =(_mi‘si::ha of Wisconsin in the last 3 years?
> IfYes, 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 dats and the review result. You may be asked to provide a copy of the review

decision,

0 ! ’ . . . . 3
A “NO” answer to all questions does not guarantee employment, residency, a contract or regalatory approval

I understand, under penalty of law, that the information pro;rided above is truthfual and accurate to the best.of my khowledge 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




1 Compiels ol workshoots that apply, However, you gmmudngl’amww&s.&ﬂnmm
Form W"4 (2010) nwmgmr(orm}dbwm For reguiar hdvﬁuah.ouwrwbe,yuumaym.
wages, withholding must be basad on allowarices _addiﬂorutax.lfyouhave-pemlonoramwty
Pc:mOoanonnw-4aomm you olaimed and may not be a flat amount o income, sae Pub. 919 to find out If you shoutd
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ctﬂdhxuucﬂtmbedmedushgm compieting this form,
0N Ixg or her tax retum, : Allowances Worksheet balow. Sea Check your withholding. Aftr your Form W-4
Basio instructions. I you are not exempt, Fub. 818, How Do | Adjust My Tax takes effact, uce Pub. 919 fo see how the
ANowances Worksheet W""m”w‘m, i mirting Mﬁmmmmw
mvimmhgmmmedmnm Ny::wag..hcome.lfyournve,:ghrg'eamow‘ 5‘{9’ t'?talmxforzow.SeePub.

’ : , sspecially eamings exceod
deductions, credits, adjustments to of homvage income, such as Interest or $130,000 (smn)mmo,ooo (Married).
hmwmwmmmmm dividends, consider making estimated tax .

' - — Personal Allowances Worksheet {Keep for your records)
'A'Entu'l'fwwmlfﬂmonemmndahnyouasadopendem. T

® You are single and have only one job; or
Enter “1*i: { o Youarémamed.haveonlyone]ob.mdyowspousedoesnotwoﬂcor
. You'wagasfromasmndjobormspm‘swages{orﬂxetoﬁlofboﬁoareﬂ.sooam

[~ Enter"l'foryourspouse.BuLyoumaydmmtoentar'—O—’HyouaremaMedaMh&vee&ﬂmrawoﬂﬁwgspousew
r_nmtmnonejob.(Ernedng‘-O-'mayhelpyouavoidhavhgtooﬂttbmvdmbeld.). B -
D an_dmm(mmmemeHmhmmmmm A .
E ‘Entsr"1"ifyouwlliﬁloa,sheadofhomhoummtaxre!wn(seecondmonsundaﬂeadofhomldabwe)_. E ___
F Enter"‘l"lfyouhaveatleastS1.8000felildordependemmmwfarwhlchyouplantocla!macwdit . F
: (Noto.Donothm{udechlldsupportpayments.SaeP@.S%.ChﬁdandDmetMCamEmtses,fordewla)
G cthTaxCredit(incbdhgaddiﬂonalm!ldtaxcmd'rt).SeéPub.9?2.0hlldTaxcredlt,formo?aInfamaﬂon.
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H Addl‘lasA'WoughGandanherhere.wmmmyhmmmmofuempﬁommmmmmmmmjbl-l _
For accuracy, oIfyouplantolhmluordalm-cﬂmutoineomandmtoreduceyourwmmdhg.ssememducﬁom
complets alf and Adjustments Worksheet on page 2. gs fromajobe
worksheets & If youhave more than married spouse both wark and the combined samings exceod
that apply. m?mmaamr mvggMWWMmmzwwmmmmM-
clfneitrnrofmeabovesmmﬁonsapplfes,stophcmandm&en%MlhaHonﬁmﬁofFonnW—4bd0w.
-------------------------- Cut here and give Form W-4 to your employer. Keep the f0p part for your Fecords, «--seseceeemmern........
| OMB No. 1545-0074

Employee’s Withholding Allowance Certificate
PERTEUATE" | i riidie s s owy cumte of stows o ssocton v issoisno | 9(0)7 )
T Type or print your firat name and middie knitial Last name . ‘ 2 Yotr_sodol_uwﬂyu‘mb«

i

Home address (mber and stroat or rural route) . % [ singe ] marrisa [ Maniod, burt withhoid ot higher Singte et
) mtmm%mwmmmmmww'-m
4Hmhﬂamdﬁmmmmmmmmmm
N ebwk.here,?oumustul.i-wo-m-mﬂorlm«nmwd.b[]
Totalnwnberofai!owanceéyoumclainﬂngtﬁbmIfnel-laboveorfmmweapplicabhwomstmtonpagea L]
Additional emourt, if any, you want withheld from each payoheck . ... . . . . .., . . . . le]$
'lc!almexemptionfromwimholdrngforzoio,ml_oaﬁfyMlmeetboﬁ:ofhefoﬂcMngoondﬂfmforexempﬂon.
OLaétyearlhadarlghttoareﬁmdofallfademll X _mxwiﬂmeldbecauselhaglhotaxﬁabimyand ’
OThlayw'lexpoct-areﬁmdofaﬂfedaralfnpometaxwlﬂmeldbeeuusele:q:ecttohavenotaxltabﬂ 2
: > |7

lfyoumeetbomcondﬂlons,wﬁte'Exempt'ham. R T R
umponweufm.ry.lde‘clmmaumwmmmnmmwmmmm;ummmdmm

City or town, state, and ZIP code

Noo;

Employee's signature ]
(Formlsnotw!fdwﬁeesy@usignlt) » : : - Data »
8 WMWW@WWMBWWWHMMMIMJ 8 Offica code fopiional}§ 10 Bnploy.erldenﬂﬂmﬂonmerm

FprPdmcyAetmdPapmkReducﬁonMNcﬁce,mmgez Cat, No. 10220Q : Form W4 po1g



Form W-4 (2010) . ) - . Page 2
__.Deductions and Adjustments Worksheet |
Nmmmmmﬂmmmmmwmmm«wmmm :
1 Enteranmwwmrmiﬂmw‘mmmmmmmmmwm
mmmmmmwmwmmwmhmmrs%qrmnm.m o
. 'S11.409!fman19dﬁlhgjohﬂyorquaﬂfyingwldcw(ed o
2 Enter: { $8,400 If head of ; T B S |
ﬁ.?leslngleorrnan-iedﬂMguparately L
3 Subtractline 2 from iive 1. I 20r0 or less, enter 0" ., . .. . . . . . . . 8 8 =
4&mmmam2moaqmmum,mwmmmmmm.sm. Y B
5AddlhesSand4and_enhrmo-tozal.ﬂncludeanyamountforaedﬂsﬁum?{odrsheersmPub.919.}. 5 .L____..___
§ Enter anl estimate of your 2010 nonwage Income (such as dividends or interest) . . . . Y
7 Subtractiine 6 from ine 5. if zsr0 or less, enter 0" . . . . ., . . . .. v 8 |
8Divldeheamomtonllne?by%.ﬁﬂandmﬂleresunhere.Dropanyfracﬁon « e s e ... B
OEnterthenumberfromﬂaePorsonalMowanm_Wortsheet.lheH.pageL R R |
{10 Addik;essandsandemerﬂmowmlfyouplantousemerwo-&menlmuﬁpkhbswmm_et. ‘
-alsoentermfstota{onﬂnﬂbelnw.Oﬁemlse.shphemandenterﬂﬂstotalonFomWJ.llnes.m 10
Two-Earners/Multiple Jobs Workshest (Ses Two eamers or mulliple jobs on page 1.)
Note.Use&la‘wmhsheatonﬂrKﬂhMmcﬂonsunderlmHonpage1dlrectybuhere. :
1 Enterthemmﬁerfmth.poqﬂ(orﬁom_inewamrfywusedmebedumwwmmmwmw T —_—
2 Findthenumbefln_rable1bebwmatapplies'wmeLOWESTpayhg-jobmdentethere.Howwer.if :
mmmmﬁlmhmwmmesmmehighwtmymmbmmduwmmmnctantermora )
3 !fline1ismareﬁmnormltolheawmctmuzfrm!lne‘l.Enterméresuﬂhere(lfzero.enter'
+ “0-%) end on Form W-4, line 5, page 1. Do not use the rest of this workshost B 1
Nota.lfline1lslescmanIhez,antar"-O-'onFomW-4.|&195.pago1.Cunpletelm4—9be|owtoﬂguréﬂwaddiﬂonal
vdmhold{ngamoumneeessarytoavoidayaar%ndtaxbm : : '
4 Enterﬁ'lanumberfromlhe2ofuziswodwhaet s e e e e e e 4
5 Emerwenumberfmmllne1ofmlswomsheet e e e e e e 5
68ub!ractlha$ﬁ’omllne4......................... 6 . .
7 FlndﬂwamuntinTablezbelowmatappﬂestomeHlGHES'rpayhgjcbanduﬂar!them T 4 _S__________
8AMulﬂplylfno?bylheﬁandantarmeresurthm.Thisismeaddiﬁona!amualwlﬂ)holdhgneed .. 8 8%
8 Dlvidaﬂneabymenumberofpaypeﬁodaremainhghmw.Forexampfe.dfvidebyzsifyou'arepald : ‘
: .everytwoweeksandyoumnpletomtsformmDeoembsrzaoe.EntermerasulthemandonanWA.
Hneﬁ.pagai.Thisisﬂma&dfﬁonalamounttobewiﬂmeldﬁomeachpaymeok. O B ,
Table 1 | | Tabie 2 :
Married Fliing Jointly - |- All Others N Married Filing Jointty _All Others
¥ wages som LOWEST | Entor ¥ wages fom LOWEST | Emior on [ 1 wagos from HIGHEST [ter on |  wages from HIGHEST Enter on
p;ln?hbn- ﬁnz:m p:ir'g.;bm— kne 2 sbove ¥ paying job ae— ._{#ina 7 abova] paying job are— ¥ne 7 above
$0 - $7.000 - 0 40 -38000-] . o $0 - $65,000 $550 $0 - $35,000 . $550
7,001 - 10,000 - 1 8,001 - 12,000 - 1 85,001 - 120,000 810 35,001 - 90,000 - 810
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