Form W-4 (2016)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W-4 each year

and when your personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your exemption for 2016 expires
February 15, 2017. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his or her tax return, you cannot claim exemption
from withholding if your income exceeds $1,050 and
includes more than $350 of unearned income (for
example, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withholding even if the employee is a
dependent, if the employee:

* |s age 65 or older,
e |s blind, or

o Will claim adjustments to income; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages
greater than $1,000,000.

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-earners/multiple jobs situations.

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

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you 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 allowable number of withholding allowances.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

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

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2016. See Pub. 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as legislation
enacted after we release it) will be posted at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim 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

A

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

C Enter “1” for your spouse. But, you may choose to enter “-0-”
” may help you avoid having too little tax withheld.)

than one job. (Entering “-0-

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
F Enter “1” if you have at least $2,000 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 more

Mmoo

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e |f your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1” if you
have two to four eligible children or less “2” if you have five or more eligible children.
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child . . G
H  Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax return.) » H

¢ |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

¢ |f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

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

o W=4

Department of the Treasury
Internal Revenue Service

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

Employee's Withholding Allowance Certificate

» Whether you are entitled to 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.

OMB No. 1545-0074

2016

1 Your first name and middle initial Last name 2 Your social security number
Home address (number and street or rural route) 3 [] single [ Married [] Married, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
City 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 a replacement card. » |:|
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 6 |$
7 | claim exemption from withholding for 2016, and | certify that | meet both of the foIIowmg condltlons for exemptlon

e Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
e 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 .

> 7]

Under penalties of perjury, | declare that | have examined this certlflcate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid unless you sign it.) »

Date »

8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional) | 10  Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2016)



Form W-4 (2016)

Page 2

Deductions and Adjustments Worksheet

Note: Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.

1 Enter an estimate of your 2016 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state
and local taxes, medical expenses in excess of 10% (7.5% if either you or your spouse was born before January 2, 1952) of your
income, and miscellaneous deductions. For 2016, you may have to reduce your itemized deductions if your income is over $311,300
and you are married filing jointly or are a qualifying widow(er); $285,350 if you are head of household; $259,400 if you are single and
not head of household or a qualifying widow(er); or $155,650 if you are married filing separately. See Pub. 505 for details . 1 $
$12,600 if married filing jointly or qualifying widow(er)
2 Enter: $9,300 if head of household 2 %
$6,300 if single or married filing separately
3  Subtract line 2 from line 1. If zero or less, enter “-0-” 3 3
4  Enter an estimate of your 2016 adjustments to income and any addltlonal standard deductlon (see Pub 505) 4 3
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to
Withholding Allowances for 2016 Form W-4 worksheet in Pub. 505.) . 5 $
6  Enter an estimate of your 2016 nonwage income (such as dividends or interest) 6 $
7  Subtract line 6 from line 5. If zero or less, enter “-0-" 7 3
8 Divide the amount on line 7 by $4,050 and enter the result here. Drop any fractlon 8
9  Enter the number from the Personal Allowances Worksheet, line H, page 1 9
10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10
Two-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 and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3” 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 worksheet . 3
Note: If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary to avoid a year-end tax bill.
4  Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5  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 applles to the HIGHEST paying |ob and enter it here 7 3
8  Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed 8 $
9  Divide line 8 by the number of pay periods remaining in 2016. For example, divide by 25 if you are paid every two
weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2016. Enter
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages 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— line 2 above | paying job are— line 2 above | paying job are— line 7 above | paying job are— line 7 above
$0 - $6,000 0 $0 - $9,000 0 $0 - $75,000 $610 $0 - $38,000 $610
6,001 - 14,000 1 9,001 - 17,000 1 75,001 - 135,000 1,010 38,001 - 85,000 1,010
14,001 - 25,000 2 17,001 - 26,000 2 135,001 - 205,000 1,130 85,001 - 185,000 1,130
25,001 - 27,000 3 26,001 - 34,000 3 205,001 - 360,000 1,340 185,001 - 400,000 1,340
27,001 - 35,000 4 34,001 - 44,000 4 360,001 - 405,000 1,420 400,001 and over 1,600
35,001 - 44,000 5 44,001 - 75,000 5 405,001 and over 1,600
44,001 - 55,000 6 75,001 - 85,000 6
55,001 - 65,000 7 85,001 - 110,000 7
65,001 - 75,000 8 110,001 - 125,000 8
75,001 - 80,000 9 125,001 - 140,000 9
80,001 - 100,000 10 140,001 and over 10
100,001 - 115,000 11
115,001 - 130,000 12
130,001 - 140,000 13
140,001 - 150,000 14
150,001 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. Internal Revenue Code

sections 3402(f)(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 who claims no

withholding allowances; 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

litigation; to cities, states, the District of Columbia, and U.S. commonwealths 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 unless 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 will vary depending
on individual circumstances. For estimated averages, see the instructions for your income tax

return.

If you have suggestions for making this form simpler, we would be happy to hear from you.
See the instructions for your income tax return.



Employment Eligibility Verification USCIS

_ . ¥orm -9
Department of Homeiand Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

B-START HERE. Read instructions carefully before completing this form. The instructions must be availabte during completion of this form.
ANTI-DiSCRIMINATION NOTICE: It is flegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire 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 1-8 no Iater 1
than the first day of employment, but not before accepting a job offer. y,

Last Name (Family Name)

First Name (Given Name} Middle initial

City or Town

Cther Names Used (# any}

Address (Streef Number and MName) Apt. Number

State Zip Cade

Date of Birth {mm/dd/yyyy) |U.S. Social Security Number | E-mail Address
B L _H L r l

{ am aware that federal law provides for imprisonment andior fines for false staterments or use of false documents in
cormecticn with the completion of this form,

Telephone Number

i attest, under penaliy of perjury, that | am (check one of the following):
L] A citizen of the United States

[ ] Anoncitizen national of the United States (See instructions)

!:i Adawful permanent resident (Alien Registration Number/USGIS Number)

L] An alien authorized to work until {

expiration date, if applicable, mm/ddfyyyy}
(See instructions)

- Some aliens may write "N/A" in this field.

For aliens authorized to work, provide your Alien Registration Number/USCIS Mirmber OR Form 194 Admission Number:
1. Alien Registration Number/USCIS Number

3-D Barcode
OR Do Not Write in This Space
2. Form |-94 Admission Number:

If you obtained your admission number from

CBP in connection with your arrival In the United
States, include the following:

Foreign Passport Number:

Country of fssuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

J}ignaiure of Employee:

Date (mm/ddiyyyy):

Preparer and/or Translator Certification {To be completed and signed if Section 1 js prepared by a person other than the T
employee }

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

e
Signature of Preparer or Translator: f Date (mm/ddivyyy): _’
iLas’t Name (Family Name} First Name (Given Mame}
Address (Streef Number and Name} iCity or Town State Zip Code
i l

@ Emplover Completes Next Page

Form 19 03/08/13 N Page 70’9




Section 2. Empioyer or Authorized Representative Review and Verification 1

{Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first da y of employment. You
must physically examine cne docurnent from List A OR examine a combination of one dacument from List B and one document from List C as listed on
the "Lists of Acceptable Documents” on the next page of this form. For each docurnent you review, record the following information: document title,

Lissumg authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initiat from Section 1: J
List A OR ListB AND ListC
identity and Employment Authorization ldentity Employment Authorization

Document Title:

Issuing Authorsty:

Document Title:

Document Title:

Issuing Authority:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/iddiyyyy):

Document Number:

Document Number:

Expiration Date (if any){mm/ddivyyy):

Expiration Date (if anyl{mmiddiyyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date /if any)(mmiddivyyy):

3-D Barcode
Do Not Write in This Space

Document Title;

|

ltssuing Authorify:

Document Nurber:

LExpiration Date (if any){immsddiyyyy).
Certification

| attest, under penalty of perjury, that {1) | have examined the document(s) presented by the above-named empioyee, {2) the
above-iisted 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/ddiyyyy): (See instructions for exemptions.}

Egnature of Employer or Authorized Representative Date {mmdddsyyyy)

|

i

'Lasi Name (Family Name}

Title of Employer or Authorized Represeniative

First Name (Given Narne) 'Empmyer’s Business or Organization Name
City or Towr: ' State

I’giection 3. Reverification and Rehires (To be completed and signed by employer or authorized representative. J

Employer's Business or Organization Address (Streef Number and Name) Zip Code

A. New Name (if applicable) Last Name {Family Name) First Name {Given Name) Middle Initial | B. Date of Rehire {if appiicable) (rmm/ddtyyyy):
L j

;C. It employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employae I
|

presented that establishes current employment autherization in the space provided below.

IDocument Title: Document Mumber: Expiration Date {f any){mm/ddiyyyy):

L i l ]
| attest, under penaity of perjury, that to the hest 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: Date {mm/ddfyyyy): Print Name of Employer or Authorized Representative: ‘r

=]

Form [-9 03/08/13 N Page 8 of &
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M

LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A
or a combination of cne selection from List B and one selection from List C.

LIST A LISTB LISTC
Documents that Establish Documents that Establish Documents that Establish
Both identity and ldentity Employment Authorization
Employment Authorization 0OR AND
1. U.S. Passport or U.S Passport Card 1. Driver's license or 1D card issued by a 1. A Social Security Account Number
- : State or outlying possession of the card, unless the card includes one of
2. Permanent Resident Card or Alien ; ; : ) ; A
Registration Receipt Card (Form I-551) United States ;_Jrovrdedﬁt contains-a the following restrictions;
photograph ar information such as (1) NOT VALID FOR EMPLOYMENT |
] i name, date of birth, gender, height, eye
3. Fereign passpart that contains a color, and address {2) VALID FOR WORK ONLY WITH
temporary 1-551 stamp or temporary : INS AUTHORIZATION
=551 printed notation on 2 machine- 2. 1D card issued by federal, state or local
S . R 3) VALID FOR WORK ONLY WITH
readable immigrant visa government agencies or entities, ) DHSE\UTHORIZATiON
T provided it contains a photograph or
4. Employmgnt Authorization Document information such as name, date of birth, { 2. Certification of Birth Abroad issued
that contains a photograph (Form gender, neight, eye cofor, and address by the Department of State (Form
-766) FS-545)
3. School ID card with a photograph — .
5. For a nonimmigrant alien authorized e 3. Certification of Report of Birth
to work for a specific employer 4. Voter's registration card issued by the Department of State
because of his or her status: . TR psm— g (Form DS-1350)
. U5, Military card or draft recor
a. Foreign passport: and . 4. Qriginal or certified copy of birth
b. Form 1-94 or Form i-94A that has 8. Military dependent's ID card zg;t:;;atri Lji?cl;lizgfigutahgrtigta;e‘or

the following: 7. U.S. Coast Guard Merchant Mariner territory of the United States

(1) The same name &s the passport; Card bearing an official seal
and

8. Native American tribal document ‘ ; ; ;

(2) An endorsement of the alien's : : : : 5. Native American tribal document
nonimmigrant status as long as 9. Driver's license lssged by a Canadian 6. US Citizen ID Card (Form 1-197)
that period of endorsement has government authority
not yet expired and the 7. ldentification Card for Use of
preposed employment is not in For persons under age 18 who are Resident Citizen in the United
conflict with any restrictions or unable to present a document States (Form |-179)
imitations identified on the form, listed above:

8. Empioyment authorization

10. School record or report card document issued by the
Department of Homeland Security

8. Passport from the Federated States of
Micronesia (FSM) or the Republic of

the Marshall Islands (RMI) with Form 11, Clinic, doctor, or hospital record
-84 or Form +-94A indicating
nonimmigrant admission under the 12. Day-care or nursery school recard

Compact of Free Association Between
the United States and the FSM or RMI

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

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

Form 19 03/08/13 N Page 9 of 9




DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
F-82064A (02/2013) Chapters 48.685 and 50.065, Wis. Stats.
DHS 12.05(4), Wis. Admin. Code

BACKGROUND INFORMATION DISCLOSURE (BID)
INSTRUCTIONS

The Background Information Disclosure form (F-82064) 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. NOTE: If you are an owner, operator, board member, or
non client resident of a Division of Quality Assurance (DQA) facility, complete the BID, F-82064, and the Appendix, F-82069, and submit both forms to
the address noted in the Appendix Instructions.

CAREGIVER BACKGROUND CHECK LAW
In accordance with the provisions of Chapters 48.685 and 50.065, Wis. Stats., for persons who have been convicted of certain acts, crimes, or
offenses:

1. The Department of Health Services (DHS) may not license, certify, or register the person or entity (Note: Employers and Care Providers are
referred to as “entities”);
A county agency may not certify a child care or license a foster or treatment foster home;
A child placing agency may not license a foster or treatment foster home or contract with an adoptive parent applicant for a child adoption;
A school board may not contract with a licensed child care provider; and
An entity may not employ, contract with or, permit persons to reside at the entity.

arwd

The list of offenses affecting caregiver eligibility that require rehabilitation review is available from the regulatory agencies or through the Internet at
http://DHS.wisconsin.gov/caregiver/StatutesINDEX.HTM.

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 Centers for
Chapter 48, Wis. Stats. Children and Youth, Child Placing Agencies, Day Camps for Children, Family Foster 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, Community Mental Health, Developmental Disabilities, AODA Services, Community Support Programs,
Wis. Stats. 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 DHS.
Anyone who has a foster home licensed by DHS.
Anyone certified by DHS.
Anyone who is a Child Care Provider certified by a county department.
Anyone registered by DHS.
Anyone who is a board member or corporate officer who has access to the clients served.

FAIR EMPLOYMENT ACT

Wisconsin’s Fair Employment Law, Chapters 111.31 - 111.395, Wis. Stats., 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 Department of Health Services’ Caregiver Misconduct 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.


http://www.dhs.wisconsin.gov/forms/F8/F82069.doc
http://dhfs.wisconsin.gov/caregiver/StatutesINDEX.HTM

DEPARTMENT OF HEALTH SERVICES
F-82064 (02/2013)

STATE OF WISCONSIN
Chapters 48.685 and 50.065, Wis. Stats.

DHS 12.05(4), Wis. Admin. Code
Page 1 of 2

BACKGROUND INFORMATION DISCLOSURE (BID)

Completion of this form is required under the provisions of Chapters 48.685 and 50.065, Wis. Stats. Failure to comply may result in a denial
or revocation of your license, certification, or registration; or denial or termination of your employment or contract. Refer to the instructions (F-
82064A) on page 1 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.

] Employee / Contractor (including new applicant)

] Applicant for a license or certification or registration (including [ Other — Specify:
continuation or renewal)

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

NOTE: If you are an owner, operator, board member, or non client resident of a Division of Quality Assurance (DQA) facility, complete the

BID, F-82064, and the Appendix, F-82069, and submit both forms to the address noted in the Appendix Instructions.

Name — (First and Middle) Name — (Last) Position Title (Complete only if you are a prospective employee
or contractor, or a current employee or contractor.)

Any Other Names By Which You Have Been Known (Including Maiden Name) Birth Date Gender (M/ F)

Race Social Security Number(s)

[] American Indian or Alaskan Native [ Black 1 Unknown

[] Asian or Pacific Islander 1 white

Home Address City State Zip Code

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

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

YES

NO

1.

Do you have any 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.)

» If Yes, 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 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:

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 abused or neglected any person
or client?

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

(continued on next page)
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SECTION A (continued)

YES

NO

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

YES

NO

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, indicate the year of discharge: |:| |:|

» Attach a copy of your DD214 if you were discharged within the last 3 years.
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 Services, a county

department, a private child placing agency, school board, or DHS 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.

| understand, under penalty of law, that the information provided above is truthful and accurate to the best of my knowledge

as provided in DHS 12.05 (4), Wis. Adm. Code.

and that knowingly providing false information or omitting information may result in a forfeiture of up to $1,000.00 and other sanctions

PRINT NAME - Required Individual Date Submitted




CHATT Employment Application

Childhood Autism Treatment Team is an Equal Opportunity Employer. This company does not and will not discriminate in employment and personnel practices on the
basis of race, sex, age, handicap, religion, national origin or any other basis prohibited by applicable law. Hiring, transferring and promotion practices are performed
without regard to the above listed items.

DATE
Name
Last First Middle Maiden
Present address
Number Street City State Zip

Telephone: Home- ) Cell- )

Email address:

Days/hours available to work

No Preference Thurs
Mon Fri
Tue Sat
Wed Sun

Regional Preference for assignment (Counties and portions of counties):

Farthest willing to drive to a home:

Degrees/Licensure/
Certifications/
Specializations/Autism experience:

EDUCATION

LOCATION # OF YEARS MAJOR &
COMPLETED | DEGREE

High School

College

Bus. or Trade




School

Professional
School

HAVE YOU EVER BEEN CONVICTED OF A CRIME? U No U Yes

If yes, explain number of conviction(s), nature of offense(s) leading to conviction(s), how recently
such offense(s) was/were committed, sentence(s) imposed, and type(s) of rehabilitation.

References.

Name Name

Position Position

Company Company

Address Address

Telephone () Telephone ()

Employer Name Name of last Employme | Pay or

and Address supervisor nt dates salary

City, State, Zip Code From Start
To Final

Phone number Your last job title

Reason for leaving

List the jobs you held, duties performed, skills used or learned, advancements or promotions
while you worked at this company.




Employer Name Name of last Employme | Pay or
and Address supervisor nt dates salary

City, State, Zip Code From Start

To Final

Phone number Your Last Job Title

Reason for leaving

List the jobs you held, duties performed, skills used or learned, advancements or promotions
while you worked at this company.

Applicant Signature

Date




Childhood Autism Treatment Team - Employment Agreement
This is an employment agreement between Childhood Autism Therapies LLC doing business as (DBA) Childhood
Autism Treatment Team (employer, designated by initials CHATT/CHAT), represented by lead therapist Dr.

Colleen Ryan and business manager Mike Rubingh, and

, (employee).

Duties: As employee of Childhood Autism Treatment Team, I agree to fulfill all duties of Line Therapist as that role
is understood according to the Wisconsin CLTS waiver program for Autism therapy including a) cooperating with
supervising psychologist and senior therapists in designing and implementing therapy programs b) following
Applied Behavior Analysis (ABA) techniques as primary therapeutic approach c) documenting therapy hours and
results according to standard formats--e.g reports, timesheets, etc.--required by State and Insurance administration.
d) meeting the job experience and training requirements for the position described and abiding by all rules and
requirements of the new W1 autism insurance mandate as expressed in the business practices of Childhood Autism
Treatment Team. e) understand and employ proper privacy practices consistent with the therapists role.

At-will employment: This employment will be on an at-will basis. Both parties have the right to terminate this
agreement 'at will', with or without cause, at any time without prior notice. This offer of at-will employment is
further contingent upon: a) provision of accurate and complete information in an Employment Application and any
supporting documentation approved by the Lead Therapist; b) a Successful Comprehensive Background Check per
state waiver rules. Lead therapist retains the right to set and modify reimbursement rates as she sees fit based on
autism experience and credentials. Using seniority and location-based judgment, CHATT will rank openings and
attempt to keep seniors and lines making adequate hours; however, there will be periods of low hours and downtime
because of the nature of the business.

Non-compete: As employee I agree not to compete with Childhood Autism Treatment Team by a) taking a family
and/or child served by CHATT and directly or indirectly delivering them to a competing agency or b) provide
confidential CHATT information to a competitor. This non-compete agreement shall continue in effect while I am
employed by CHATT for any child, and for 2 years after the end of work with a particular child or family, unless
written permission for a non-compete waiver is granted by the lead therapist.

Scope of Employment: I understand that the scope of this employment agreement will be limited by the following
parameters a) employment will be part-time hourly employment at a rate of dollars per hour(Senior
staff & Psychologist determine rate) for autism therapy services to the family of
I understand that while CHATT makes every effort to keep reimbursement rates consistent with experience levels,
Insurers reimburse at differing rates, and the listed rate cannot be guaranteed for future children beyond this
agreement b) employment will continue as long as the family agrees, meets waiver requirements, and reimbursement
for services provided are continuing from insurance company and/or state payers. If insurance or state
reimbursement are terminated, hours already worked will be paid up to the date Childhood Autism Treatment Team
provides notification to the employee. c) employee will bill only as a part-time employee (under 40 hours) for the
insurance-funded child or children being he/she serves with Childhood Autism Treatment Team. This part-time
limitation does not apply, however, to any work I'm performing under the 'family-as-employer' and fiscal agent
model or daily living skills (DLS) and I may continue any work I'm performing under that approach as long as the
state allows these work formats to continue.

Documentation: I understand that I am required to meet federal and state requirements for employment, and will be
required to provide proof of both identity and eligibility to work via document confirmation using the standard I-9
form, and will be required to submit to standard federal and state tax withholding per form W-4.

Signature of Employer/Employer
Representative:

Date:

Signature of Employee

Date:

Childhood Autism Treatment Team - Employment Agreement Therapist, version 3, Aug 2012
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