- Lifelong Advocacy, Inc.
43970 N Gratiot Ave - Clinton Twp, MI 48036
586-846-2457

www lifelongadvocacy.org’

New Hire Packet - PLEASE READ

¢ Employee must submit a copy of current driver’s license and social Security card with
packet

¢ DO NOT email or fax new hire packet. We must have the original packet

¢ Packets must be printed on one side only

e We have up to 5 business days to process a completed packet, we will contact the
consumer when processing is complete

¢ Do not schedule the new employee to work yntil you have received a call from Lifelong
confirming they are approved and can begin working

Please go to www.lifelongadvocacy.org to access the MCCMH Training Guide which is
under the Training tab. Follow links in training guide to the websites to complete
training.

- Staff must meet minimum training requirements in order to be paid.

- The trainings on the MCCMH Training Guide MUST be followed.

Training required by MCCMH prior to approval of new hire packet:
- Bloodborne Pathogens
- IPOS ~ Individual Plan of Service Training Verification Form

Training required by MCCMH within 30 days of hire:
- Basic First Aid — can be taken online through American Heart or American Red Cross
- Recipient Rights — must be taken through Macomb County Office of Recipient Rights
- Emergency Preparedness — Only required if consumer is enrolled in SED or Children’s waiver
programs
- Behaviorist Treatment Plan specific to person —if a plan is in place

Training Strongly Encouraged by MCCMH, only required if employer wants staff to take training
- Corporate Compliance/HIPAA
- CPR-Cardiopulmonary Resuscitation
- Cultural Competency
- Grievances and Appeals
- Limited English Proficiency
- Trauma Informed Care



‘ Please read!

Please keep these sheets for future reference.

Answers to some common questions

REGARDING TIME SHEETS AND PAYROLL

Time sheets are LEGAL documents. According to Medicaid Rules, LifeLong Advocacy CANNOT ALTER
TIME SHEETS IN ANY WAY EXCEPT TO CORRECT A MATHEMATICAL ERROR. We cannot check off a box,
change a time or even a date. We cannot sign paperwork for the employer or employee. If any of these
are missing or incorrect we/LifeLong {by Medicaid Policy) must send the timesheets back to the
employer for corrections.

Per Medicaid Policy, we cannot pay for two services on the same date and time,

Example: January 1, 2023 ~thie time sheet shows from 3-5 o’clock the consumer had physical therapy
and they also billed for CLS services. This is an “overlap” and we cannot pay for that time!

When are my time sheets due?
Your time sheets are due on the 16%" and the 1* of each month.

What happens if | turn in my time sheets [ate?

Chances are you will not be paid on the scheduled pay date, and if you have Direct Deposit, it will not be
put into your account. You will receive a paycheck, by mail, as soon as possible.

|
When do we get paid?

Pay dates are on the 10* and 25" of each month, ‘
i
If | have Direct Deposit when will my funds be in the bank?
They will be posted to your account on the 10 and the 25% of each month. Please do NOT call our office
the day before, asking if we are going to post your check sooner.

Do | get paid if any of my certifications expire?

NO, vou will not be paid if you are not in compliance. We are not allowed to pay for the hours worked
when you are non-compliant with the Medicaid Guidelines. When you finally get your updated
certifications we cannot back pay you for the hours worked. ;

It js up to both vou and your employer to make sure that you are tracking when your certifications
expire. LifeLong tries to assistin this process, but the responsibility is yours to maintain records. We do

offer an auto-generated email reminder from “First Voice” that will remind the employer in advance of
certifications expiring. Please call our office for more information if needed, MCCMH also has a training
tracking guide to help you track your employees training.




REGARDING REIMBURSEMENT FOR CLASSES

Do we get reimbursed for the cost of a class?

You may be reimbursed for the cost of a class not offered by the county such as First Aid CPR if the
consumer’s budget allows. Have your employer speak to the Fl here at Lifelong to see if there is room in
their budget to compensate you for the costs.

Do you pay for the time while | am taking the class?
We will reimburse you for the hours spent in the classroom {at minimum wage).

When and how do | get reimbursed?

Keep the reimbursement sheet from the New Hire Packet and make copies. The Reimbursement Sheet
must have EACH SECTION filled out entirely and it must be signed by the employer and employee. The
Reimbursement sheet must be turned in immediately (upon taking the class} with the certifications
ATTACED. If staff is completing the form to be reimbursed for cost of First Aid and/or CPR-if required by
employer, we will need a copy of the receipt. We will process it within 30 days of receiving the properly
filled out paperwork with certs or class costs receipt.

Can | take online classes?

Bloodborne Pathogens is taken online. Training information for the Bloodborne Pathogens is on page 1
of the MCCMH Training guide. There are 3 websites listed, only 1 needs to be completed. The MCCMH
Training guide is on our website lifelongadvocacy.org under the training tab an on mcecmh.net/training.

Macomb County Office of Recipient Rights is no longer offering virtual training. We have the updated
training memos on our website lifelongadcvocacy.org under the training tab. Classes are first come first
serve With a capacity of 100, Employees will need their date of hire and name of employer or Fiscal
ntermediary.

- Virtual training can be taken from another CMH Rights Office, it must be a LIVE virtual class.

First Aid can be taken online at this time if it is taken through American Heart or American Red Cross.
CPR is only reguired if the employer wants you to take it. CPR training must be face to face or taken asa
blended class with First Aid or in a classroom. We have the MCCMH First Aid CPR flier on our website.

As of January 20, 2021 MCCMH has made Bloodborne Pathogens, IPOS Universal Training Verification
Form, First Aid and Recipient Rights required for all staff. If the consumer is in a waiver program the
Emergency Preparedness Is also required. The remaining training’s are Strongly Encouraged. This means
itis uﬁ to the employer (consumer/guardian) to decide If staff needs to take these trainings. We have
the MCCMH training guide on website with this training information.




Do you work (or have you worked) for ANOTHER CONSUMER thru LifeLong? YES or NO
CONSUMER'S NAME: ‘

-r

BACKGROUND CHECK INFORMATION REQUIRED
PLEASE NOTE THAT BOTH STATE AND FEDERAL BACKGROUND CHECKS WiILL BE PERFORMED.
. If you have a Felony on your record, we cannot hire you.
This New Hire Packet will be destroyed in 90 days if it is not activated.
1. FULL NAME

T

2. Drivers License Number

3. Social Security Number

4, Birth Date

5. Phone Number (H)_ ’ ] ©
6. Sex (required by State of Michigan)

7. Race (required by State of Michigan)

8. Consumer (person receiving your services)

9. IMPORTANT! CONSUMER'S EMAIL ADDRESS?

(This is for the auto-generated email program to notify you about certifications about to expire)

I authorize investigation of all statements contained in this application for employment as may be
necessary in arriving at an employment decision.

SIGN AND DATE BELOW

(Name) (Date)
* The above signature must match signatures used on ALL data provided to this office.

If you have any questions and/or to mail in New Hire Packet: Lifelong Advocacy, Inc.
43970 N Gratiot Ave - Clinton Twp 48036 Call: 586-846-2457

CONSUMER'S NAME: TELEPHONE #

OFFICE USE ONLY - da not write below

CALLED 1-CHAT MEDICARE/MEDICAID EXCLUSIONS SANCTIONED PROVIDER
RRR MEDICAID CROSSREFERENCE -9

MCCMH/IPOS ENT'D (A) I-CHAT ENT'D (A) ME&M ENT'D (A) SANCTIONED ENT'D (A)
ALERTS: PG CONSUMER OTHER

A-NEW CONSUMER CREATED IN FIRST VOICE
NHP STATUS,

NHP —~BACKGROUND 01-2018



EMPLOYMENT ELIGIBILITY CHECKLIST

Pera."Compliance Alert" sent to. LifeLong Advocacy by MCCMH (11/25/13), we are to include.
a.checklist for you to fill out and sign; so that MCCMH can be assured there is no conflict of
inferest based on MCCMH's requiremenits.
PLEASE CHECK IF ANY APPLY TO YOU. If you:do chieckany of the items: below, you are
NOT:qualified to wiork for the-Consurner. [f youhave any questions: pertaining to this, please
xall your Supports Coordinator/Case Manager. )
DO-NOT CALL LIFELONG ADVOCACY. This is-a policy set forth by MCCMH.
COMMUNITY LIVING SUPPORTS (CLS) MAY NOT BE PROVMIDED BY THE FOLLOWING
INDIVIDUALS, so if you check one.listed below you cannot provide services to this
consumet. - - i
O Aspouse of an individual receiving services
(O Parents of minor children receiving services

(O The guardiars of persons receiving services, including co-guardians.and
altethate/standby guardians

O [Individuals designated by the person recsiving.services as attorney-~in-fact, under
power of attorney, including alternate attornay-in-fact.

Respite Care may not be provided by the fallowiryg:
O Any of the persons listed above
(J Unpaid primary caregiver of the person regeiving services

(J Ifnone of.the above pertain to you, PLEASE CHECK HERE

‘Employee Signature Date

Pleasenote: Ifat a later date MCCMH should become aware that a conflict of interest
exists between the employee and the person:served (consumer), the employee will be -
liable'to MCCNMH to pay back ALL amounts received under the employment
arrangement while-a conflict of interest was:in existence,

NHP - ELIGIBILITY




MI-W4

{Rev, 1220}
EMPLOYEE'S MICHIGAN W!THHOLNNG EXEMPTION CERTIFICATE
STATE OF MICHIGAN ~ DEPARTMENT OF TREASURY .
This coriicalinfs for Michigan Incommp tax withholding purposss only: Read instiyofjony onpage 2 bafare seriploting this tarm.
(ssusd ander A, 281 of 4087, ¥ 7. Ful Sacl Sacurly Nunibar TFz w8
¥ 3, Nama (Flrst, Mkidle Initel, Last) ) " - % Drivers License Numbar or Glate 1D
(o AdGas% (Now Swovk E10, B9 of FOral RG] ¥ 5, A0 you ».fioW STpIoyee? YY)
- — Yes ifYes, snter date of hi@ume
City or Tow Sals | 2P Cod
ty or Tavim S o D'“-" .
6. Entor the'riumbar of parednal and dependent sxampiions {seeTnslrublions)mue: ) 8. f
7. Additfonal amount you want-deductad from-each pay {if emplayer agrans) vA L] .00.

8.1 gJaim sxemption from withholding because-{sss Instryotions):
8, D AMichigan ficome tax llablilty Is not.expectad this'yesrn
by [[] Wages 2o exempt fram withholdiag. Explaln; ' _
o [ Penmanent hame (domicjie) s located tn'the followlng Renélssanice 25ris:..

EMPLOYEE: Ifyou fall of refuse to fils tia form, your employef nust withholdMishigan Ingomertax from your wages without ellowance for any
exempllons, Keap a.copy of this-form for your regords. Sae-addiional Instnkiions:on page 2.

Under panally of perury; { cartify that the number of Withholding exempilona clalmgd on this verlificate dovs not exceed the number i am aloed (o
glelm, if.clalming‘exemption from withholeing, | éerflfy that1 dapatantfcipﬂte‘tﬂ!ch!gm Income ax llabllity this yser,

5. Employas s bignatire - )'bai!

| EMPLOYER; Oomplste the below saction,

7o, Empleyars Name T ¥ . Fodual Employer Genufioaton Number

o ———————————— e .
Fodras (o, Sirest, PO, Box of Rurel Roule) Chty o Town 5 35 Cade
Wams of Gontoct PATGn - " Toniaet PRons NameT

INSTRUGTIONS TO EMPLOYER: Keep a.copy ofthlwcarblicals With yeuF Fitorda. All new hires must be roporfed fo the-State of Michigan, See> .
wnwmistigwhire.com forinformation, .

 inaddilion, a copy ofthis form must be sent to the Michigan Dopartment of Tréagury if the employea clalms 10 or more exemptions orclafmsthsy ere
exempt from withhofdlhg: Send a copy 1o}
Michigen. Depsrtment of Treasury
Tex Tachnltel Section
PO, Box 30477
Lansing, Ml 48808




INSTRUCTIONS TO EMPLOYEE’S

MICHIGAN WITHHOLDING EXEMPTION CERTIFICATE {Form MI-W4)

You must submit a Michigan withholding exemption
certificate (form MI-W4) to your employer ‘on“or before
the date that employment begins, If you fall or refuse
t6 submit this certificate, your amploysr- must withhold
tax from your compensation without allowance for any
sxamptioris, Your émployer s required to notify the
Michigan Dapértment of Treasury: If you- have clsimed 10
or more personal or dependency exémptions or cldimed
that you ere sxempt from withholding.

You MUST provide a .now MI-W4 to yopr smployer
within 10 days if your residency status chenges or If
your exempliohs decrease because; &) your spouss, for
whoin you have been clalming an exemption, Is divoiced
or fegally separated ‘from you or tlaimy histher own
sxatnption(s) on @ separate certfflcate, or b) a dependent
no.longer qualifies uider the Jnternal Revenue Gode.

Line 5:-ifyou-check®Yes;" enter your date of hire:

Line & Personal and dependency exemptions. The
nurber of exemptions clalmed hsre may Tt éxcesd
the numiber of examptions you are entitled to claim on &
Michigan Individual' Income Tax Return (Fotm ‘MI=1040).
Pependénts Include qualifying childien and qualifying
rélatlyes- urider he- Inférnel Revenue Code; even 1 Your

AGl exsegds the limits to. clalm federal tax cradits. for .

tham,
Do not claim the same exemptlions:miore than once orax
will be urder-withhéld: Spscifically, do not.claim;

» Your personal exsmption if somsone: slse will clalm
you a6 thejr dependent.

s ‘Your personal exemption Wwith more thén ope
-employerata time.

« Your spouse’s personsl exemption {f they clalin Tt
with thelr smiployat.

« Your dependericy exemptions if sonisone else (for
example, your spouss) Is clalming them with- thelr
emplayer.,

Line 7: You may designate additional withholding-if you
gipect to dwe'more than the amount withield,

Line 8u:'You may glalm exemption from Michigan Income
1ax withholding if all of the following tonditions are met;

1) Youremployment is Intermittent, temporary, or less
than fulf time;

iy Your personal and depéndency exsmptlons-exceed
your annusl taxable compensation;

l!l)i\?ég tlafmed exemption from fedéral withholding;
an

iv)“You did not incur-a Michigan Income tax Hlabllity for
the-previous year.

Line 8b: Reasons wages might be exempt “from
withhielding ricludé:

*  You are a nonresident spouse of military personnel
stationed in Mighigan, '

¢ You.are aTesldent of one (fn‘the Tollowlng réciprocel
states while working In Michigan: Uinols, Indfana,
Kentucky, Minnaseta; Qhlo, or Wisconsin.

+» You. aré an enrolled member of a faderally-
recogrizad ftribe that does not have a taX
sgreement with the staté| of Michigan,. you reslde
withinl thet tlbe's Indian Country (s defined (n 18
USC 1151), and compensation from this job-wil} be
&arhed within that Indian Country, ‘

“ Line '8c: For questions about Renalssance Zofiss,

contact your local assessor's 6ffice.




A W"'4 Employee’s Withholding Certificate OMB No. 1645-0074

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

Department of the Treasury Give Form W-4 to your employer. 2@ 24
Internal Revenue Service Your withholding is subject to review by the IRS.

Step 1: {a) First name and middle injtial Last name (b} Social security number
'E,Z::;na' Address Does your name match the

R name on your social security

N card? If not, to ensure you get
City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to wyw.ssa.gov.

Information

{©) [ single or Married filing separately
D Married filing jointly or Qualifying surviving spouse
[:] Head of household {Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying jndividual,)

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

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
Multiple Jobs also works, The correct amount of withholding depends on income earned from all of these jobs.
or Spouse Do only one of the following.
Works (a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4). If you
or your spouse have self-employment income, use this option; or
{b) Use the Multiple Jobs Workshest on page 3 and enter the result in Step 4(c) below; or

{c) If there are only twa jobs total, you may check this box. Do the same on Form W-4 forthe other job., This
option is generally more accurate than (b} if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b)ismoreaccurate . . . . . . . . . . . . . . . .

o

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

Step 3: If your total income will be $200,000 or less ($400,000 or less if martied filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 §
Dependent .
and Other Multiply the number of other dependentsby $500 . . . . . $
Credits Add the amounts above for qualifying children and other dependents. You may add to
g
this the amount of any other credits. Enterthetotalhere . . . . . . . . . . 3 I$
Step 4 {a) Other income (not from jobs). If you want tax withheld for other income you
{optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4(@)|$
Adjustments (b} Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere......\,.“.‘.......“... 4(b) |$
{c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4{c)|$

Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here

Employee’s signature (This form is not valid unless you sign it} Date
Employers | Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Actand Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W=4 (2024)



Form W-4 {2024)

Page 2

General Instructions
Section references are to the Internal Revenue Code.

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormwW4.

Purpose of Form

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

Exemption from withhalding. You may claim exemption
from witbholding for 2024 if you meet both of the following
conditjons: you had no federal income tax liability in 2023
and you expect to have no federal income tax liability in
2024, You had no federal income tax liability in 2023 if (1)
your total tax on line 24 on your 2023 Form 1040 or 1040-SR
is zero {or less than the sum of lines 27, 28, and 29), or(2)
you were nhot required to file a return because your income
was below the filing threshold for your correct filing status. If
you claim exemption, you 'will have no incomie tax withheld
from your paycheck and may owe taxes and penalties when
you file your 2024 tax return. To claim exemption from
withholding, cettify that you meet both of the conditions
above by writing “Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1{(a), 1(p), and 5. Do not
complete any other steps. You will need to submit a new
Form W-4 by February 15, 2025.

Your privacy. Steps 2(c) and 4(g) ask for information
regarding income you received from sources other than the
job associated with this Form W-4. If you have concerns with
providing the information asked for in Step 2(c}, you may
choose Step 2(b) as an alternative; if you have concerns with
providing the information asked for in Step 4(a), you may
enter an additional amount you want withheld per pay period
in Step 4(c) as an alternative.

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

1. Expect to wark only part of the yéar;

2. Receive dividends, capital gains, social security, bonuses,
or business income, or are subject to the Additional
Medicare Tax ar Net Investment Income Tax; or

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

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

Nonresident alien, If you're a nonresident alien, see Notice
1892, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form.

Specific Instructions

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

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

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

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

.g Multiple jobs. Complete Steps 3 through 4(b) on only

one Form W-4. Withholding-will be most accurate if
Yyou do this on the Form W-4 for the highest paying job.

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

Step 4 {optional).

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

Step 4(b). Enter in this step the amount from the
Deductions Worksheet, line 5, if you expect to claim
deductions other than the basic standard deduction on your
2024 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs,

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



Form W-4 (2024}

Page 3

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

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

paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

Note: If more than one Job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1

Two jobs, If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on pags 4. Using the *Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
thatvalue online 1. Then, skiptoline3 . . . . . . . . . . . . . . . . . ..

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

a Find the amount from the approptiate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column, Find the value at the intersection of the two household salaries
and enterthatvalueonfine2a. . . . . . . . . . . . . . . . . ..

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount
online2b . . . . . L L v vl e e e e e e e e e e e,

¢ Add the amounts from lines 2a and 2b and entertheresultonline2c . . .

Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12,etc. . . . . ,

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

e

2a $

2b §
2c $

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

5

Enter an estimate of your 2024 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mottgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess.of 7.6% of yourincome . . . . . . . . . . . .

} . . O -

if line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater
thanline 1, enter ““0-" . . . . « . 0 e e e e e e e e e e

» $21,900 if you’re head of household

* $29,200 if you're married filing jointly or & qualifying surviving spouse
Enter:
« $14,600 if you're single or married filing separately

Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part 1l of Schedule 1 (Form 1040)). See Pub. 505 for more information . . .

Add lines 3 and 4. Enter the result here and in Step 4{b) of FormWw-4 . . ., . . . . . . .

1

2

4
5

$
$

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry aut the Internal Revenue laws of the United States. Internal
Revenus Code sections 3402(1)(2) and 6109 and thelr regulations require you to
provide this information; your sraployer uses it tp determine your federal incame
tax withholding. Failure to provide a properly campleted form will result in your
being freated as a single person with no other entries on the forr; 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. commonweaiths and
territories for ussé in adminjstering their tax laws; and to the Dapartment of Health
and Human Services for use in the Nationaf Directory of New Hires. We may alsa
disclose this information 1o other countries under a tax treaty, o federal and state
agencies to enforce federal nontax criminal laws, or to federal Jaw enforgement
and intelligence agenciss to tombat 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 ot records relating to a form or its instructions must be
retained as long as their contents may become material io 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 clrcumstances. For estimated averages, see the
instructions for your income tax retum,

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,



Form W-4 (2024) _ _ Page 4
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | ¢0-  {$10,000 -|$20,000 -] $30,000 - |$40,000 - |$50,000 - | $60,000 - | $70,000 -] $80,000 - | $90,000 - |31 00,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 69,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120.000
" $0- 9,999 $0 $0 | 8780 | $850 | $940 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,870
$10,000 - 19,999 0 780 | 1,780 | 1,940 | 2,140 | 2,220 | 2220 | 2220 | 2220 | 2220 | 2s570]| 3570
$20,000 - 29,999 780 | 1,780 | 2870 | 3140 | 8340 | 3420 | 3420 | 3420 | 3420 | 3770 | 4770 | 5770
$30,000 - 39,999 850 | 1,940 | 3,40 | 3410 | 3610 | 3,690 | 3,690 | 3690 | 4,040 | 5040 | 6,040 | 7,040
$40,000 - 49,999 940 | 2,40 | 3340 | 8810 | 3810 | 3890 | 3890 | 4240 | 5240 | 6240 | 7,240 | 8,240
$50,000- 59,999| 1,020 | 2,220 | 3420 | 3690 | 3800 | 3970 | 4820 | 5320 6320 | 7320 8320 | 9320
$60,000- 69,998| 1,020 | 2220 | 3420 | 3,690 | 3,890 | 4320 | 5320 | 6320| 7,320 | 8320 | 9,320 | 10,320
$70,000- 79,999 1,020 | 2,220 | 3,420 | 3,690 | 4,240 | 5320 | 6320 | 7,320 | 8320 | 9,320 | 10,320 | 11,320
$80,000- 99,999 1,020 | 2,220 | 3620 | 4890 | 6090 | 7170 | 8170 | 9,170 | 10,170 | 11,470 | 12,470 | 18,170
$100,000 - 149,909| 1,870 | 4,070 | 6270 | 7,540 | 8740 | 9,820 | 10,820 | 11,820 | 12,830 | 14,030 | 15,230 | 16,430
$150,000 - 239,999| 1,960 | 4,360 | 6760 | 8,230 | 9,680 | 10,910 | 12,110 | 13,310 | 14,510 | 15710 | 15910 | 18,110
$240,000-259,999| 2,040 | 4,440 | 6,840 | 8310 | 9,710 | 10,990 | 12,190 | 13,390 | 14,500 | 15,790 | 16,990 | 18,190
$260.000-279,999| 2,040 | 4440 | 6,840 | 8310 | 9710 | 10890 | 12,190 | 13,390 | 14,590 | 15,790 | 16,990 | 18,190
$280,000-299,989| 2,040 | 4,440 | 6840 | 8310 | 9,710 | 10990 | 12,190 | 13,390 | 14,500 | 15,700 | 16,990 | 18,380
$300,000-319,999| 2,040 | 4440 | 6,840 | 8310 | 9710 | 10990 | 12,190 | 13,390 | 14,590 | 15,980 | 17,980 | 19,980
$320,000-364,999| 2,040 | 4,440 | 6840 | 8310 | 9,710 | 11,280 | 13,280 | 15280 | 17,280 | 19,280 | 21,280 | 23,280
$365,000-524,999{ 2,720 | 6,010 | 9,510 | 12,080 | 14,580 | 16,950 | 19,250 | 21,550 | 23,850 | 26,150 | 28,450 | 80,750
$525,000andover | 3,140 | 6,840 | 10,540 | 13,310 | 16,010 | 18,590 | 21,090 | 23,590 | 26,090 | 28,590 | 31,080 | 33,500
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable |  $0-  |$10,000 -|$20,000 -|$30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 -|$100,000 -|$110,000 -
Wage &Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | ©9,999 | 109,998 | 120,000
$0- 9,909 $240 $870 | $1,020 | $1,020 | $3,020 | $1,540 | $1,870 | $1,870 | $1,870 | $1,870 | $1,990 | $2,040
$10,000- 19,999 870 | 1,680 | 1,830 | 18380 | 2350 | 3350 | 3680 | 3680 | 3680 | 3,720 | 392 | 4,050
$20,000~ 29,999 1,020 | 1,830 | 1,980 | 2510 | 38510 4510 | 4830 | 4830 | 4870 | 5070 | 5270| 5400
$30,000- 39,999/ 1,020 | 1,830 | 2510 | 8510 | 4510 | 6510 | 5830 | 5870 | 6070 | 6270 | 6470 | 6,600
$40,000- 59,999| 1,390 | 3,200 | 4,360 | 5860 | 6360 | 7,370 | 7,890 | 8080 | 8290 | 8490 | 88690 | 8820
$60,000- 79,999] 1,870 | 3680 | 4830 | 6840 | 7,040 | 8240 | 8770 | 8970 | 9470 | 9370 | 9570 | 9,700
$80,000- 99,999 1,870 | 3,680 | 5040 | 6240 | 7,440 | 88640 | 9,170 | 9370 | 9,570 | 9,770 | 9,970 | 10,810
$100,000 - 124,999 2,040 | 4,050 | 6400 | 6600 | 7,800 | 9,000 | 9,530 | 9,730 | 10,180 | 11,480 | 12,480 | 13,120
$126,000-149,999| 2,040 | 4,050 | 5400 | 6600 | 7,800 | 9,000 | 10,180 | 11,180 | 12,180 | 13,180 | 14,180 | 15,310
§150,000 - 174,999 2,040 | 4,050 | 5400 | 6,860 | 8860 | 10,860 | 12,180 | 13,180 | 14,230 | 15,530 | 16,830 | 18,060
§175,000 - 199,999| 2,040 | 4,710 | 6,860 | 8,860 | 10,860 | 12,860 | 14,380 | 15,680 | 16,980 | 18,280 | 19,580 | 20,810
$200,000-249,998] 2,720 | 5610 | 8,060 | 10,360 | 12,660 | 14,960 | 16,590 | 17,890 | 19,190 | 20,490 | 24,790 | 23,020
$260,000 - 399,999| 2,970 | 6,080 | 8,540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$400,000 - 449,998| 2,970 | 6,080 | 8,540 | 10,840 | 13,140 | 15440 | 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$450,000andover | 3140 | 6,450 | 9,910 | 11,610 | 14,110 | 16,610 | 18430 | 19,930 | 21,430 | 22,930 | 24,430 | 25,870
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 -|$20,000 - |$30,000 ~|$40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,909 | 109,999 | 120,000
$0- 9,899 $0 $510 $850 | $1,020 | $1,020 | $1,020 | $1,020 | $1,220 | $1,.870 | $1,870 | $1,870 | $1,860
$10,000- 19,999 510 | 1,510 | 2,020 | 2220 | 2220 | 2,220 | 2420 | B3420| 4070 | 4070 | 4,960 | 4,360
$20,000 - 29,999 850 | 2,020 | 25850 | 2760 | 2760 | 2960 | 3960 | 4960 | 5610| 5700 5000 6,100
$30,000- 39,999| 1,020 | 2220 | 2,760 | 2,960 | 8160 | 4,160 | 5160 | 6,160 | 6900 | 7,00 | 7,300 | 7,500
$40,000- 59,999 1,020 | 2220 | 2810 | 4010 5010| 6010 | 7070 | 8270 | 9,120 | 9,320 | 9520 | 9,720
$60,000- 79,999] 1,070 | 3,270 | 4810 | 6010 | 7070 | 8270 | 9470 | 10,670 | 11,520 | 11,720 | 11,920 | 12,120
$80,000- 99,999 1,870 | 4,070 | 5670 | 7,070 | 8270 | 9,470 | 10,670 | 11,870 | 12,720 | 12,920 | 13,120 | 13,450
$100,000 - 124,999 2,020 | 4,420 | 6,360 | 7,560 | 8760 | 9,960 | 11,160 | 12,360 | 13,210 | 13,880 | 14,880 | 15,880
$126,000-149,999| 2,040 | 4,440 | 6,180 | 7,580 | 8780 | 9,980 | 11,250 | 13,250 | 14,900 | 15900 | 16,900 | 17,900
$150,000 - 174,999 2,040 | 4,440 | 6,180 | 7,580 | 9,250 | 11,250 | 13,250 | 15,250 | 16,900 | 18,030 | 19,330 | 20,630
$175,000 - 199,998 2,040 | 4,510 | 7,080 | 9,250 | 11,250 | 13,250 | 15250 | 17,530 | 19,480 | 20,780 | 22,080 | 23380
$200,000-249,899] 2,720 | 5920 | 8620 | 11,320 | 13,420 | 15720 | 18,020 | 20,320 | 22,270 | 23,570 | 24,870 | 26,170
$250,000 - 449,999 2,970 | 6470 | 9,310 | 11,810 | 14,990 | 16,410 | 18,710 | 21,010 | 22,960 | 24,260 | 25,560 | 26,860
$450,000and over | 3,140 | 6,840 | 9,880 | 12,580 | 15,080 | 17,580 | 20,080 | 22,580 | 24,730 | 26,230 | 27,730 | 29,230




EMPLQYMENT AGREEMENT

This agreement is made on [ {___(date}betwsen {employer)
and . (employeé)to.describe the supports that the employee will
provide to the employer and the terms and conditions of employment.

 Adiclel

EMPLOYEE RESPONSIBILITIES

N ‘ . ’ femployee’s name) acknowledge and agres that
employment is-conditioned on my eémployer's participation in the Choice Voucher Systern administered
by Macomb County Comrunity Mental-Sefvices (MCCMH). If my employer ends participation in the
Choice Voucher System, my émployment may-end: |'agree to the following terms of employment:

4. During the term of this Agreement, | shall provide support.to my employerby  perfarming the
duties outlined in this agreement and any attachments.to it.

2. | agree.to assist my employer in meintaining the docutiantation and records required by my
employer or MCCMH, | agree to complete:all idcessary papemwork to:secure.  mandatory payroll
dedyctions from.my. pay. All records | may have or assist in maintaining are the property.of my
employer. | willkeep these records confidential, release. them only with the consent of my.
employer, and-return them to my employer if my employment.ends. In-addition, 1 will. comiplete
illness and incident reports when  negessary as required or requested by MCCMH or my employer.

3. |- agree thiat if:| become aware of or witness my employer suffer a physical injury, ilingss,
or other-adverse event that | will provide ithinediats comfort and protection, and assure
immediate medical treatment for my employer.

4.  |agreeto participate in any meetings if requested to do so by my employer.

5. | agreeto abide by all of my employer's rales and MCCMHS regulations (described.  below)
regarding my-employment duties to the employer thraugh the Choice Voucher System, and
| scknowledge receipt.of the following rulesdnd regulations.

a, Attachment.Ato this-Agreement, which autiines the goals-and outcomes of my
employer's individual plan of service and the-services and supports that [ will be providing.

b. Attachment B 1o this agreemiént, Récipient Rights Protection Requirements. | will also.
recsive a copy of thé Recipient Rights Baaklet, a copy.of Chapter 7 of the Michigan Mental
Health Code, and.copy of Chapter 7 of the. MDCH Administrative Rules. | agree-to
complete Recipient Rights  training-and all other required training prior to-my first day of
work. .| agree to assistmy  employer in filing Right's Gornplaints upon request. Lalso
understand that | have a respansibility fo report Rights violations of which [-arn awaré.or
-any potential dbusive or rieglectful situations [.observe. | understand that | may be
required to cooperate wit a recipient rights investigation and/or assist my employér with
exercising his or her rights. ) Y

¢, Attachment C to the'Agreemient which outlines Employer's House Rules. Additional
changes to.the House Rules shall be prévided to rie by my Employer’in writing, and a capy
shall be-attached to the original Employment Agregment.




8.

10.

1q0

d. Attachment D, -outlining thé eporting-and documentation requirements for verifying my
hours worked. The Fiscal Intermediary will provide this to me. ‘

e 'The Chapter 9 policies of the MCCMH-MCO Policy Manual (Recipient Rights). These
policies may be accessed from the MCEMH Policy website at the following address:

hﬂgz//wwmmccmh.negM(_:CMH Policies/tabid/80/Default aspx

| understand that this-is-an e‘mptéyment at will relationship, which can be terminated by me
or by my*egnploy‘er at any tim"g., Howsvet; my:employer-tannot terminate my employmient
on the basis of my race, religion,:sex, disabllity or-otheriprotected status under Federal or

Michigan law. In-addition, | agree
terninate.my- employment.

to.give “days wriften notice to my employer if |

| understand and acknowlédge that my employer is my sole employer and that | am net an
employee.of MCCMHS, which authorizes the supports | prévide, or the fiscal intermediary,
which Is the financial admiristrétot of the Choice Youcher System funds used-to pay me.

[ agree not te sue the fiscal intérmediary f6rits role as the financial administrator of my

employer's Choice Voucher Syste
Choite Voucher System.

I-agree to the following compensa
Benefits: NONE.

m funds-and MCCMHS for its role in adfinistering the

tiori for the services | shall perform: $ /héur.

I agree to-execute & Medicaid Provider Agresment with MCCMHS and acknowledge that
thils ggreément does not alter the.fact that: MCCMHS is only the project-administrator of the

Choice Voucher-System, and that

myemployer is {person

you dre caregiver for). | understand that my employment is contingent on.completing this

agreement.

My Initials below attest to the fact that:

{-ami not a legally responsiblé persor (&.g. gﬁar‘diar{, agent, etc.) for my employer...

| am 4t least 18 years of age...

1 ain able to prevent transmission

of any. gomitinicable disease from self to others in the

envirenment ify which | will be providing support..,

| am:able to qcmmunicate\eiépreé,sively and receptively in order to follow individual plan
requirements and participant-specified emergency procedures, and report on activities

performéd...

{ am v good standing with the law {i.e. not a fiigitive from justice, a convicted felon, oran

illegal alien) and...

| am able to perform basic first aid procedures.

(initials) I understand that ny employer will check my truthfulness of my attestation,
abave, by coriducting a backgraund check on me to assure | méetthese minimum

reguirements: I further understen
frinimum requirements.

d that my emiployment is conditioned on meeting these

Page 2 of 3.




C Articleli
EMPLOYER RESPONSIBILITIES

I,. , R {"eriployer”) agree to the following:

| will provide my Fiscal Intermediary with the: necessary documentation fo assure tifmely
compensation of my employee.

1 will compensate my employee in thie folfoWing manher; ‘$ _/hr. Benefits my
employee shall receive include: NONE. Payroll will be handled by my-fiscal intermediary,
Lifel.ong Advogacy, which will withhold all necessary tax, social security , employment
and otherwithholding fram the employse's paychecks.

I will assure my employee receivés appropriate training, including but not limited to
Recipient Rights training according to the provisions of Attachment B to this.agreerent.

| will evaluate the. performance of my-employee and provide appropriate feedback to assure
that | am receiving quality supports. My-employee shall be evaluated on an annual basis.
Contiriuation of the Agregmenit is gohditicréd updin the émployee's satisfactory- performance
under this Agreement.

| will assure that my employee executes & VMedigald Frovider Agresment with MCCMHS,
and | shall forward executed agréement to MCCMHS prior to my-employee’s start of
employment.

Employee Sigttature Date

Employer Signature Date

Please submit this Agreement along with the New Hire Packet to LifeLong Advocagy.

Page3of3
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L Phone; BR6460.8528
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AUTHORIZATION TO RELEASE
‘RECIPIENT RIGHTS INFORMATION

1 ] X . hereby- authorize. Macomb Caunty
Community Mental Health Services, Office of Reciplent Rights, to release to the following -
corporation/provider:. . Lifelong Advocagy at the
following

address; __43970 N. Gratiot, Clinfon. Twp: ML48036 . andlor to.the Tollowing
FAXNUMBER: _ (586) 846:2480 . , ‘any written reports o records

regarding substantiated violations-of recipignt fights against me.

| release the Macomb County Community Mental Health Services, Office of Reeipient
Rights (ORR); from any and al| claims, liability and damages that may.result from the
release of these reports or records. Talse Uhderstand that bécause of the nature of miy job
and licensing requirements, the information.provided pursuant te this autharizafion may be
provided to representatives of the Departmétit of Consumer and Industry Setvices and/or
other community health agencies. | fisreby consent to the release of information to.these
agencies.

Note: if-an applicant disgarses:

*ppplicants Name  (pleass print glearly) . with our findings, please contact.
This ofice prior ; o

Applicants Signature. Dale,

(Electronic Signature Verification Adceptable) FAX BACK TO ORR: 586-466:4131
Applicants Maiden. Nams (please print clearly) PLEASE FROVIDE GOMPLETE,
MAILING ADDRESS AND/OR FAX
NUMBER ON ALL RELEASE FORMS
Last4 digits of

Soclal Security Number:

Withess's Signdture Date
»[f this form indicates the ***Agpli'canf “DOES™ have a substarntiated Recipient Rights
FOR MCCMH ORR OFFICE USE ONLY

The individual named above ***DOES ___ DOES'NOT hhave a written feport or record
regarding a substantiated Reciplent Rights violatiefi-of Abuse and/or Neglect against them,

Authorized Signature of the Office of Récipient Rights ' Date




Employer Name: i Case # CW _SEDW __(check as dpplicable)

MEDICAID PROVIDER. AGREEMENT

This agreement Is made on . between Macomb County Community
Mental Healthh Services (MCCMHS) and . )

(“Medicald Provider”). The purpose of this agresment is'to define the roles and responsihiliies
of the above named parties. This agfeement shall remain ih effect until -such time as it is
terminated or modified. Any party can initiate a termiiriation or modification by providing written
notige to the.other of the desire to terminate or modify this agreement. ‘

Upon receipt of this agreement, MCCMHS will certify the Medicald Provider as available fo
provide services:to individuals who régelve services and/or supports in accordance with their
individual. plans of sefvices. and supports developed ih a person-centered planhing process;,
authorized by MCCMHS. or orie of Ifs. contraclars, -and finanged through Michigari's Medicaid
Specialty Pre-paid Mental Health Plan.

The Medicaid Provider stipulates that it agrees o the following:

1. To keep any records required by the pariicipant ot MCCMHS regarding the services
provided to participants. and to provide such Irifofmation and any related involces or
billings, upen request, to the particlpant. MCCMHS, the state Medicald Agenoy, the:
Secretary of the Departmentof Health/and Human Setvices or the .state Medicaid fraud’
coritrol Unit.

2. To comply-with the ownership-disglosuré requirements specified in 42 CFR 455, subpart
B, as-applicable.

3.  To comply with intent of the .advance directive requirements specified in 42 CFR 488,
Subpart 1 and 42 CFR 417.436 (d), as applicable, by finding out if a participarit has an.
advance directive to refuse life-susfaiing medical treatmient, afid informing the
participant, before. the provider starfs work, whether or not.the provider will carry out that
advance directive- so the participant. can. make. an informed choice during ‘the hiring
process.

Both parties expressly acknowledge that. the sole purpose of this agreement Is to assure
compliance with 42. USC 1902 (a) 27. Furiher, both partles recognize and reaffim: that
MCEMHS: is not the employer of the Medicald Provider, and that the participant is the sole
empioyer of the Medicald Provider.

This agreement sets forth the: entire understanding between the parties with respect to the
subjest matters, and supersedes any énd ell other agreements, either oral of In writing
betwsan the partles pertalning to these matters, No change or modification of the terms of this
agreement is valid unless it is in Writing and slgned by the parties.

MCCMHS Chief Executive Officer : Date

Medicald Provider Agency/ndividual — Date

Rev 3/31/11




DHS-1929, CENTRAL REGISTRY CLEARANCE REQUEST

Michigan Department of Health and Human Services
(Revised 5-23)

COPY PHOTO ID HERE
OR
ATTACH A SEPARATE PAGE

SECTION 1 — INFORMATION ON PERSON BEING CLEARED

Name, (First, Middle, Last)

Maiden Name, Aliases, also known as (A.K.A) Social Security Number Date of Birth
Address City State  Zip Code
Phone Number Email

] 1 would like to pick up my results in County (For Michigan Residents Only).

Signature Required for Individual Being Cleared Date

SECTION 2 - REQUESTER INFORMATION

Check Appropriate Box

] Employer

[J Volunteer Agency

[] Out-of-State Child Caring Institution

[] Out-of-State Adoption/Foster Care Home Screening

[J Michigan Court/Law Enforcement/Department of Corrections/Prosecuting Attorney

[] Individual Self-Request

Name of Agency or Organization Name of Requester
Address City State  Zip Code
Email _ Fax Phone Number

DHS-1929 (Rev. 5-23) Previous edition obsolete. 1
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Employment Eligibility Verification USCIS

Department of Homeland Secyrity QMS%?};II; %0 -
UJ.8. Citizenship and Immigration Services Expires Q7/3112026

s:!'ART HERé: Emp‘loj(ers.must snsure the form lnstructloﬁs are aya}iaﬁle to Qmployeas when completing this form. Employers are li;ble for
falling to comply with the requirements for completing this form. See below and the Instructions.

ANTI-Q!$CRIMIMAT|ON NOTICE: All employees can choose which acceptable documentation to present for Form 1-8, Employers cannot ask
employees for docqmenfaﬁo‘n to verify information in Section 1, or specify which agceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration statys, or national arigin may be illegal,

& ,(.'\y w’@? I RN "‘r‘h‘s'

Middle initial (f any) | Other Last Mames Used (if any)

o’

I

Address (Street Nymber and Name) Apt. Number (if any) | Clty or Town State ZIP Gode

| Date of Bith (mrﬁiddlyyyy) \).8. Sociat Security Number ’ Employea's Emall Add}ass ' Emplbyea‘s Telepﬁoﬁe Number
T 1]
1 i 3 . 3>
Check one of the following boxes fo attest to your citizenship or immigration statys (See page 2and 3 of thé instructions.):
provides for Imprisonment andlor

fines for false statements, or the 1 Acilizenofthe Unifed States -
use-of false documents, In —% 2. A noncitizen national of fhe United States {See Instructions.}

c:lm;actlon' wtitth ‘tthe cgmpleﬂoln of| 3. A lawiul permanent resident (Enter USGIS or A-Number.) |
‘orm. 1 attest, yn ena e - -
f)f :érj:gn:y, th af:;)fs(!infoe:nli’atlon? —Dw; A nionciizen {other than {tem Numbers 2. and 3. above) authorized to work yntit (exp. date, if any)

inclyding my sslaction of thé box

¥ Y

| am aware that federal law

attesting to my citizenship or if you check Item Number 4., enter one of these: N
immigration:status, is true and USCIS A-Number | | Form -4 Admission Number orlForelan Passport Number and Country'of Issuance
corrset, g i o i i ’ i
Signature of Employee i " Taday's Date (mm/ddiyyyy) i i

S

\fa preparer andior translator assisted you in-completing Section 1, that person MUST complete the Proparet andfor Transliator Certification on Page 3.

T I

- LIt A

£l .’5‘ wrand:verificatl @;%% ST
6.6 S SIIIBU -employpian dimush Ballvexaml
.

%ﬁ%%ﬁ&‘f %&é dnfo %ﬂ%%%bﬁ%@aa@k i

'] Check here if you used an altemative procedure authorized by DHS to examine documents.

Ceftification: | attest, under penalty of perjury, that (1) | have examined the documentation.presented by the above-named | |/t Igay of Employment :
employas, (2) the above-listed documentation appears fo be genuing and to relate to the smployee named, and (3} to the (mm/ddiyyyy):

best of my knowledge, the employea Is authorized to work {n1 the United Stataes. .

Last Name, Firs Name and Title of Employeror ‘Authorized Representative Signature of Employer or Authorized Representative 'Today's\Date {mmiddlyyyy)
Empléi;er‘é Business or Organization Name Employer's Business or Organizalion Address, City or Town, State. ZiP Code

i For reverification or rehire, com;ilete-Sup'glement B, Reverlfication and Rehire on Page 4.
Form1-9 Edition 08/01/23 i Page 1 of 4




MACOMB COUNTY

COMMUNITY MENTAL HEALTH

Individual Plan of Service Training Log

The Individual Plan of Service Training Log serves as a training record to evidence Aide-Level Staff’s ability to implement
the supports and services identified in the Individual Plan of Service {IPOS). A copy of the completed IPOS Training Log
must be retained in the person’s served electronic medical record (FOCUS).

Section 1 of the form is to be completed by the Primary Case Holder each time there is a new or existing staff who must
be trained on the person’s served Initial IPOS, Amendment, Periodic Review, Crisis Plan or other change to the Plan that
impacts the delivery of a service being provided. Staff documented as trgined in this section of the form are considered
“Certified Trained Staff” and can use the Train-the-Trainer Approdch in Section 2.

Section 2 of the form only needs to be completed ypon receipt of an inter-agency training using the Train-the-Trainer
Approach. Staff members who conduct the training must be listed in Section 1 as “Certified Trained Staff".
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**The following staff were trained by the Prlmary Case Holder on this Person Served Treatment Plan on the training date(s) listed
below. These Stqg are now Certified to yse the ’{rain the Tralner Approach to train additional Staff.

Today’s Date: Location:

Person Served Name: Primary Case Holder Name:
Case#: "1 Primary Case Holder Agency:
Plan Effective Date: - T Plan Expiration Date:

Reason for Training (Please check all training categorles that apply):
] Annual POS  [J4POS Amendment  [J Period Review [ CrisisPlan [ Other

Certified Trained Staff Name & Signature Signature | Primary Case Holder Name, Credentials & Training
Date Signature Date

s >
¢ Eymfms -
H i

he following staff were trained by Certified Staff on this Person Served Treatment Plan on the training dm{s} listed below.
Alde-Level Staff Name & Signature Signature | Certified Trained Staff Name & Signature ) Training
Date Date

IPOS TRAINING LOG_UPDATED 6.8.2023 |



CIRCLE ONE BELOW
Is this a new account or are you changing DD information?

AUTHORIZATION FOR DIRECT DEPOSIT - EMPLOYEE FORM

This agthorizes Lifelong Advocacy (thie "Compariy”) to send credit entries {aind appropriate debit and
adjumﬁnt-emﬂgs); slectranically or by any othier commercially accepted method, to my-(our) account(s) | (we)
identify. I the future (the "Account’). This authorizes thafirancial institution holding the Account-to post alf.such
entries.

Your ¢heck will be pasted to-your acaount ony the 0% and 25" of each.month that you turn intime sheeis (by
thelrdue date). Yourbank procssses them exactly on the day as spéeified above.

ACCOUNT (check one) Checking or Debit Savings
Employee Bank Name
Bank Routing # (ABA#) ) ' Account#

Percentage or Doliar Amount to be depesited to This Account - 100%

Ifyoude not print iegibly, we will.not be able to process this request,

This authorization will be In-effect-untii ihe Company receives & written termination notice (from myself)
and has.a reasonable opportunity to acton it

Signature

Printed Name

Consumer’s:Name; (Person you work for) Date:

For Officé Use Only: Information Postad to the Accounton;
Nofes:

MORGC - NRP-—~dlrect deposit.odt




IMPORTANT! Make coples of your cettifications for your records! Do NOT turn In this sheet tnless you
rave: ATTACHED a copy of the class certification or a reteipt for the cost of the:classi

(Make copies of this form for futare yse}
REIMBURSEMENT FORM

Employee’s Name: Consumer’s Names

Do.you work for other Consumers? YES / NO {circle orig).

This form must be:submitted within 30 days-of take a tlass, This form must have a copy of the certifications
JAttached,

REQUIRED TRAINING (class): Relmibursement for the cost of a training class cati only be rejmbursed if
there is room in the budget. Please haveyouremployer check with their Fiscal intermediary BEFORE
taking the class.

This form must be filled out ENTIRELY AND SIGNED BY BOTH THE EMPLOYER AND EMPLOYEE TO BE
VALID. We-cannot reimburse for any costs if-this form-is not filled out properly or if there'is not ¢ signed
receipt along with the name and phone numbgr-df the-tréiping site. '

Tralhing Cost Houfs | Recelpt Notes
: | Attendéd | Inéluded
1.~ Recipient Rights $0 Trained by the County
: ) *Must be American Heart or Red Cross
- P £l ! 2o
2~ First Aid sponsored
3— CPR* “*Must be American:Héart or Bag Cross
. ) sponsored
4 - Blopdborne 50 { plp.rhivu.org
o i
&
7 - s
e-
9 -
10—
Total Cost of Classes
Total Amount of Hé[.lr'é
Employer Signature: Employee Signature:
For Office Use Only
Reimbursedon; . Date:

FlinBlalss App'd by:




Macomb County Community Mental Health
Self-Determiration Employee Training Tracking

Refer to SD Ditect Employpnient Training Grid for traiiing detaily

Staff Name:

Date of Hire:

REQUIRED TRAINING: INITIAL DATE OF INITIAL REPEAT DATE OF REPEAT
TRAINING TRAINING: TRAINING |  TRAINING:

- DUE BY: DUE BY;

Bloodborne Pathogens / '

Universal Precautions/ Infection
Control * Required

{RAPID TRAINING)
Pejson-Centered:Planning-IPOS

Plan Goals-and Objectives *Required
{RAPID TRAINING)

‘Emergency Preparedness
*Requiired if working w/SED or CW W\
(RAPID TRAINING)

Basic First Aid *pequired

‘Recipfent Rights
¥Required

Behavior Treatmen Plan
Specific to Person
“{Required If plan exists)

Corporate Compliance/ HIPAA
{Strongly
| Encotraged}:

CPR
{Strongly Encouraged)

Cultirdl Competency
{Strongly Encouraged)

1-Grievances atid Appeals
(Strohyly Encouraged)

- Limited English Proficiency
{Strongly Encouraged)

Trauma-informed Care
{Strongly Encouraded)

Other-per IPOS (if any):

*Rediired Trainings wl@hin 30 days of hire. RAPID TRAINING ¢dmpleted priorto billable services.délivered,
Empléyers are responsible fot ensuring that hired staff remain compliant with initial and repeat tralning
timeframes. Staff missing training risk not being paid<




