v Lifelong Advocacy, Inc,
43970 N Gratiot Ave - Clinton Twp, M! 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 until you have received a call from Lifelong
confirming they are approved and can begin warking

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 pald.

- 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 Ald — 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-Cardlopulmonary 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 Medicald 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 Medicald 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 —the 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 timel

When are my time sheets due?
Yourtime sheets are due on the 16t and the 1% of each month.

What kiappens if } turn in my time sheets late?

Chances are you will not be pald on the scheduled pay date, 'and if you have Direct Deposit, It will not be
put Jnto vour account. You will recelve a paycheck, by mall, 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 pald if any of my certifications expire?

NO, you 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 Medicald Guidelines, When you finally get your updated
certifications we cannot back pay vou for the hours worked.

It js up to both you 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 majintain records. We do

offer an auto-generated emall reminder from “First Voice” that will remind the employerin 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 tralning.




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 Ald 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 entlrely and It must be signed by the employer and employee. The
Relmbursement 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 recelpt. We will process it within 30 days of recelving 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 Tralning gulde. There are 3 websites listed, only 1 needs to be completed. The MCCMH
Tralning gulde is on our website lifelongadvocacy.org under the tralning tab an on mcemh.net/training.

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

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

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

As of January 20, 2021 MCCMH has made Bloodborne Pathogens, IPOS Universal Training Verification
Form, First Ald and Recliplent Rights required for all staff. If the consumer is In a waiver program the
Emergency Preparedness Is also required. The remalning tralnlng’s are Strongly Encouraged. This means
itis u;§ to the employer (consumer/guardian) to decide I staff needs to take these tralnings. We have
the MCCMH training guide on website with this training information,




NEW HIRE PACKET CHECKLIST

All documents must be received to begin processing the packet.

** New Hire Packets cannot be emailed or faxed. They can be turned in to the office or mailed in. We
must have the original documents.

New Hire packets that have not been approved are kept for 90 days and will be destroyed after that.

Copy of employee’s drivers license and social security card MUST be submitted

Background Check page must be completed and signed by the employee.

*Consumers phone number and email must be on this page, this is the number we will
call regarding the new hire packet. Email address may be used to send missing
document information and will go in our system for training notifications.
Employment Eligibility Checklist must have a box checked and signed by employee

Tax forms, state and federal must be completed and signed by employee

Employment Agreement is completed by consumer/guardian and employee. Must be
completed and signed by employer and employee.

Authorization to Release Recipient Rights Information needs to be completed by
employee.

Medicaid Provider Agreement needs to be completed by the employee, they must sign
and date the very last line

DHS-1929 Central Registry Clearance Request must be completed all staff.

Employment Eligibility Verification form from Homeland Security must have top section
completed by and signed the employee only. We will complete section 2 at the bottom.
MCCMH Individual Plan of Service Training Log (IPOS) must be completed by case
manager or trained guardian and employee. We must have a copy of the completed
form to approve the new hire packet.

Direct Deposit form must be completed and legible if the employee is going to want
direct deposit.

Reimbursement Form must be completed and signed by employer and employee so the
employee can be reimbursed for training as long as it is in the budget. Cost of training
First Aid and Bloodborne) must have a receipt submitted with reimbursement form as
well.

MCCMH Training Tracking form is for the guardian/employee to keep and track
employee’s training and date of hire, we do not need this form.

Bloodborne training must be completed and we must have a copy of the training
certificate to approve the packet.



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

BACKGROUND CHECK INFORMATION REQUIRED
PLEASE NOTE THAT BOTH STATE AND FEDERAL BACKGROUND CHECKS WILL 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

2. Drivers License Number

3. Social Security Number

4. Birth Date

5. Phone Number (H) (@)

6. Email Address

7. Sex (required by State of Michigan)

8. Race (required by State of Michigan)

9. Consumer (person receiving your services)

10. IMPORTANT! CONSUMER'S EMAIL ADDRESS?

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

| 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 - do not write below

CALLED [-CHAT MEDICARE/MEDICAID EXCLUSIONS __ SANCTIONED PROVIDER ___
RRR ___ MEDICAID__ CROSSREFERENCE____ I-9___

MCCMH/IPOSENTD (A) ____ |-CHATENTD (A)___ M&MENTD (A) ___ SANCTIONED ENT'D (A)

ALERTS: PG_____ CONSUMER OTHER

A-NEW CONSUMER ____ CREATED INFIRSTVOICE ___

NHP STATUS




EMPLOYMENT ELTGIBILITY CHECKLIST

Pera."Compliance Alert" sent to.LifeLong Ad'vocacy, by MCCMH (11/25/13), we are to include.
a.shecklist for you to fill out and sign; so that MCCMH can be assured there is no conflict of
Interest based on MCCMH's requirements.

PLEASE CHBCK IF ANY APPLY TO YQU, If you:do ctieskarty ofithe ltems: below, you are
NOT:qualified to work for the:Consumer. [f youHave any questions pertaining to this, please.
wll your-Supports Coordinator/Case Mariager, )
DO-NOT .CALL LIFELONG ADVOCACY. This 18.4 policy set forth by MCCMH.

COMMUNITY LIVING SUPPORTS (GLS) MAY NOT BE PROMIDED BY THE FOLLOWING

INDIVIDUALS, so If you check one listed helow you cannot provide services 1o this

O Aspouse ofan ndividual recelving services
'[Q Parents of minor children recelving services

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

O Ingividuals designated by the person recslving $ervicss as attorney-in-fact, under
power of attorney, including alternate dttarnay-in-fact.

Respite Care may hot be provided by the fallowing:
O Any of the persons listed above »
O Unpald primary caregiver of the person regeiving services

O Ifnone ofthe aboye pertain to you, PLEASE CHECK HERE

‘Employee Signature Date

Pleasemote: If at a later date MCCMH should hecome aware that a conflict of interest
exists-batween the employee and the person.served (consumer), the employee will be -
liable to MCCMH to pay back ALL amounts received under the'empjoymeant
arrangement whilesa conflict of interestwas [n existence,

NHP - ELIGIBILITY.




Mi-W4

{Rew 1220)

EMPLQYEE"S MICHIGAN WITHHOLDING EXEMPTION CERTIFICATE

STATE DF MICHIGAN ~ DEPARTMENT OF TREASURY .

This vertiivali s for Michigun Incam tax vilthholding purposas oiy. Rexdinstiyollopy oppuge 2 befote coniplating Uile fam.

mavsdunder BAL 281 of 4887, ¥°7, Pl st Gecarty TUmbar TVZ Con o 5008
¥ 3, Name (Flrst, Middls Iniial, Lest) B - Orivars LI s Numbar of S1ate 1D

o Rt o ST vk P10, 63 of RUrSl RGule] T R

Yas  (f'Yes, 8nter O8te of WG
"Gy or Tawm Bae | 2P Cody i :
O

8. Entor the riumbsr of parscnal and dependent exémptlons {sestnstruciipas) ) 8. I
7. Additonal amount yau wantdeductad from each pay (If employer agrovs) 7.8 ,00.

8.1 dJsim exemption from withholding becauss-{ges.instruclors):
a. D AMiclilgen lhcome taxablity Is notexpectad thigyasn
b, [] Wagasum exempt framwithhofding. Explalns _ -
o D Péransnt homa (domiclie) 1s ocated In‘the following Renalssance2ss:..

ENPLOYEE: | you fall of tefuse Yo fie tit form, your emplbyss ipustwithholidhaish) Ingome-tsx from your
exempuom..;(gapn,oc'p'y‘of!hls{orm'foryoymc%vm.mo-gadl‘bnalImmmﬁmn;ﬁﬁﬂﬁ- s S ANl ey

Undet panally of perjury; [ eertify that the numbec ol Wiliholding exempl ne'clalmpd on thiz verificate dovs not exese numb
glali, Ifelalgung exentption from withholdlig, | vorlfy that [ do notaniialpeleeMichgan Incorme fax lisbilty s yegr, dthe er 1 ani afowad (o

0. Emgiyi s ognalre -r ¥ Gols

| EMPLOYER; Qomplste the bolow saclon,

(70, Employers Name D T [» . Fedunl Ehaployer Woriication Number
“ABdross (o BUVaL P.0., Bat orRuml Roule) Clty of Town 0T B Code
e ol Conla PATen = " Eonue PG NumbeT

INSTRUCTIONS TO EMPLQYER: Keep.a.00pY ofthie carfificals i Yo\ rconda, All new hitas-must.be repartad.lo the-Staje of Michigan.Sae> .
W mIigwhire.com for information. 3 >

|neddltion, B copy ofthfs form must be sent to the Michigan Dapurtment of TRéayur i the employag clalme 10 or more exemptions orciafinsdhsy are
oxempt from withofilhg. Send a vopy tei
Mjchigen. Depsitment of Treesury
Tax Teghnltal Seclion
PO, Box 30477
Lanying, M 48308




- INSTRUCTIONS T6 EMPLOYEE'S |
MIGHIGAN WITHHOLDING EXEMPTION CERTIFICATE (Fotin MI-N4)

You must submit @ Michigan withjolding exempiion
certificate (forth MI-W4) to your etmployer ‘on“or bafora
the date that employment begins, If you fell or refuse
1o submit this certificate, your employer- must vilthtold
tax from your compensatian without allowance for any
exemplioris, Your employer is required o nolify the
Michigan Dapariment of Teeasury If your heve olgimed 10
or mars personal ur dependsncy examptlons or cldimed
that you ere sxemptfrom withholdlag.

You MUST prévide & naw MIW4. to yopr smployer
within 10 days If your residency status chengss or if
your examplions decrsase becauss; g) your spouse, or
whoin you have been clalming an axsmption, I divotord
or [sgelly separated from you or tlaime His/her 6wn
examption(e) on &:separate cerlifieats, or b) & depandent
no-fonger qualifies uiider the Intemal Revenye Coda,

Lina &:-iFyou-check?Yas;" enter your date of hire:

Line & Petsonal and dependency. exemplions. The
nuraber ‘of sxemptions claimed here ‘may Tiot excsed
fhe number of exemplions you ere entitled to cfalm on &
Micklgen Indlvidael Incomé Tax Return (Fotm MI<t040).
Depsndénts Include qualifying children and qualifylng
rélatlyes-urider the. Internal Revenue Code;, sven £ Vour

AGI exsasds the limits ‘to. slalm federal tax credls: for .

them.

Do not clalm the same exemptions:mare: than onoe orfax
willhe under-withheéld: Spsoifcally, do noticlaim;

+ Yaur personat exsmption If somsone: slse wiloldim .

you 88 their dspendeit.

i Yoyr personal exemption with mare thén ‘ojje
-gmployerata time.

« Your spoust's persangl exsmption it thay :cliin T
with fhelr snviployst

+ Your dependericy exemptions if goissne else (for
gxampls, your spouse) Is clalming them with- thelr
employsr.,

Line 7: You may designdte additional withfiolding:if you
akpeot to swe'more than the amount witheld, b

Line 8z;-You may glalm exermpilon.from Michigan Income
tax withholding If all of.the following tonditons ara met:

1) Youremployment is Intarmitten}, tamporary, or less
than fulf ime;

1) Your prsonal end dejgndsnay exemptiona-exceed
your arnusl taxabla apmpeisstion;

my.YZog olalmad exemption from fedéral withholding:
an

Iv)You tid not inoura Michlgan income tax liabllty for
the-previaus year. T

Lihe 8bi Ressons wages Wight be exempt ‘from -
withhiold[ng IRcluds:

» Yougre g nonresident:spouss- of military personnel
stationag In Mighlgan.

+ You.sre aresldent of one of the fallowiy rtiprogal’
states while working In Mlchigant UWlnofs, Indlana,
Kentocky, Minnasota, Ohio, or Wigcensin.

» You. amé an snolled rismbar of a faderally-

redogrijzed tribe that doss not have = teX
ggresment with the staté|aF Bilokigar,.you resiie
withlri that tribe's. Indian Geluntry (as ddfined (n 18
USG 1159), and compensaton from thig job: wil] be
éarnd within that (ndlan Gountry,

Line ‘8¢t For questions abaut Renalssancs Zoiies,
contact your local assessor's offics.




— W"4 Employee’s Withholding Certificate OMB No, 1545-0074

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

Dehatmantaliho Trsisry Glve Form W-4 to your employer. 2@24
Intemal Revenus Service Your withhelding Is subject to review by the IRS,
Step 1: (8) First nams and middle initlal La¥t nams () Soclal security number
iEntel‘ : Address y Does your name match tha
ersona . naz; ?‘n ygl:r seoolal sucuﬁty{
s . ] ca not, to ensure you gel
Information Clty or town, state, and ZIP code ) Joue

credit for your eamings,
contact SSA at 800-772-1218
O QO to Www.Ssa.gov.

© [ singte or Marved fillng separately
[[J Married filing Jolntly or Qualifylng surviving spousg
[J Hoad of household (Check only I you're unmarried and pay more than half the costs of keeping up & homs for yourself and g qualifying Jndividual.)

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

Step 2: Gomplete this step if you (1) hold more than one Job at a time, or (2) are married filing Jolntly 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 ons of the following.

Works

(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4). ff you
or your spouse have self-employment income, use this option; or

(b} Use the Mulliple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c) If there are only two Jobs total, you may check this box, Do the same on Form W-4 for the 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. Otherwlss, (b)Is more accurate .

L T T S T N R T .«

Complete Steps 3—4(b) on Form W-4 for only ONE of thesé Jobs. Leave those steps blank for the other jobs. (Your withholding wlil
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 jncome Will be $200,000 or less ($400,000 or less if married fiing Jointly);
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Deggancent Multiply the number of other dependents by $500 $
and Other A
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enterthietotalhere . . . . . . . . . . | 8 [$

Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): pxpect 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 .. . . .+ . , + « « . . . . . o o . . . . |4D)S

(c) Extra withholding. Enter any addltional tax you want withheld each pay period . . |4{c)|$

Step 5: Under penalties of perjury, [ declare that 1hl§ certificats, to the best of my knowledge and bellef, Is true, correct, and complete.
Sign
Here
Employee’s signature (This form is hot valld unless you sign it.) Date
Employer's name and addrass Flrst date of Employer [dentification
gr:lr;loyers meloyers employment number (EIN)

For Privacy Act and Paparwork Reduction Act Notice, see page 3. Cat. No, 10220Q Form W4 (2024)



Form W-4 (2024)

Page 2

General Instructions
Section referencss are to the Internal Revenue Code.

Future Developments

For the latest Information about developments related to
Form W-d4, such as legislation enacted after it was published,
go to www.irs,gov/FormW4,

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too littls Is
withheld, you will generally owe tax when you file your tax
retumn and may owe a penalty. If too much Is withheld, you
will generglly be dus a refund. Complete a new Form W-4
when changes to your personal or financlal situation would
change the entrles on the form. For mare information on
withholding and wher you must fumish a new Form W-4,
saee Pub. 505, Tax Withholdjng and Estimated Tax.

Exemption from withholding. You may clalm exemption
from withholding for 2024 If you mest both of the following
condlfions: you had no federal Income tax liabllity in 2023
and you expect to have no federal Income tax liabllity In
2024, You had no federal income tax liability In 2023 if (1)
your total tax on line 24 on your 2028 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, and 28), or(2)
you were not required to file a retum because your income
was below the flling threshold for your correct filing status, If
you clalim exemption, you will have no Incorrie tax withheld
from your paycheck and may owe taxes and penalfies when
you file your 2024 tax return. To claim exemption from
withholding, certify that you meet both of the conditions
above by writing “Exempt” on Form W-4 |n the space below
Step 4(c). Then, complete Steps 1(a), 1(b), 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(a) ask for information
regarding income you received from sources other than the
job associated with this Form W-4. If you have concems with
providing the information asked for in Step 2(c), you may
chooss Step 2(b) as an alternative; if you have concems with
providing the informatioh 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
wwwi.irs.gov/W4App if you:

1. Expect to wark only part of the yéar;

2. Recelve dividends, capltal gains, soclal security, bonuses,
or business income, or are subjsct to the Additional
Medicare Tax or 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 incoms you
receive separate from the wages you recelve 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
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form.

Specific Instructions

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

Step 2. Use this step If you (1) have more than one job at the
same tims, or (2) are marrled filing jointly and youy and your
spouse both work.,

Optlon (a) most accurately calculates the additional tax
you need to have withheld, while option (b} doss 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 optlon (c). The box must also
be checked on the Form W4 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 optlon
is accurate fot jabs with similar pay; otherwise, more tax
than necessary may be withheld, and this extra amount will
)bab larger the greater the difference In pay Is between the two
obs.

Nl Multiple jobs. Complete Steps 3 through 4(b) on only
o] 0110 Form W-4. Withholding-will be most accurate If
MR you 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 socjal 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 addlitional eligibility
requirements for these credits, sea Pub. 501, Dependents,
Standard Deductlon, and Filing Information. You can also
include other tax credits for which you are elligible In this
step,-such as the forelgn tax credit and the sducation 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 8. Including these credits will Increase your paycheck
and reduce the amount of any refund you may receive when
you file your tax retumn.

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 includs
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 baslic standard deduction on your
2024 tax retum and want to reduce your withholding to
account for these deductions. This Includes both itemized
deductions and other dsductions such as for student loan
interest and (RAs,

Step 4(c). Enter In this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Workshest, 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) oﬁ Form W-4, complete this worksheet (which calculafes the total extra tax for
ONE Form W-4. Withholding wlil be most accurats If you complete the workshest and enter the result on the Form

all jobs) on ohly
W-4 for the highast

paying Job. To be accurats, submit a new Form W-4 for all other Jobs if you have not updated your withholding since 2018,

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 additlonal
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

q

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 fromm the appropriats table on page 4. Using the *Higher Paying Job™ row and the
“Lower Paying Job" column, find the value at the intersection of the two household salarles and enter
that valus on [ine 1, Then, skipto line3 . . € ® O P W N § W B 8 B B ow d @ e o
Three Jobs. If you and/or your spouse have thres jobs at the same tims, complste 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 housshold salaries
and enterthat value onlins2a. . . . . :

T O S [ Y

b Add the annual wages of the two highest paying jobs from line 2a togsther and use the total as the
wages in the "Higher Paying Job” row and use the annual wages Yor your third job in the “Lower
Paying Job" column te find the amount from the appropriate table on page 4 and enter this amount
onfine2b . . . . . . . .00 o g

¢ Add the amounts from lines 2a and 2b and enterthe resultonline2e . . . . . . . . . .
Enter the number of pay periods per year for the highest paying job. For example, If that Job pays
weekly, enter §2; 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 ths highest paying Job (along with any other additional
amountyouwantwithheld) . . . . . . . . . . ..

L T T Y T S

2c

11T |

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

5

Enter an sstimate of your 2024 tternized deductlons (from Schedule A (Form 1040)). Such deductions
may Include qualifying home mortgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expanses In excess.of 7.6% of yourIncome .

L T T

* $28,200 if you're married flling Jointly or.a qualifying surviving spouse
Enter: » $21,900 if you're head of household A
* $14,600 If you're single or married filing separately
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-" . . . . L . 0 o e e e e e e e e e e e e e e
Enter an estimate of your student loan interest, deductible IRA contributions, and certain ather
adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. §05 for more Information

ooy e

Add lines 3 and 4. Enter the result hera and in Step 4(b) of Form W-4 .,

©

&5

&

R4

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Intemal Revenue laws of the United States. Intemal
Revenus Code smcns 3402(f)(2) and 6109 and thelr regulatlons regulra you to
provide lhis \nformatlon; your employer uses it to detsrmine your federal income
tax withholding. Fallure to provide a properly completed form will result in your
belng {roated as a single person with no other entries on the {orm; providing
fraudulent Information may subject you to penattles. Routlne uses of this
Information Include giving it to the Department of Justice for clvil and ciiminal
litlgation; to titles, states, the District of Columbla, and U.S. commonwealths and
territories for use in administering thelr tax laws: and to the Depattment of Health
and Human SenVices for use in the Natlonaf Dlrectory of New Hires. We may elso
disclose this information to other covntries under a tax treaty, to federal and state
agencles to enforca federal nontax criminal laws, or 1o federal Jaw enfproement
and |ntsjligence agencies to combat terrorism,

You are not required to provide the information requested on a farm that s
subject 10 the Papsrwork Reduction Act unless the form displays a valld OMB
Tonirol number, Books ot records relating to a form or its Instructlons must be
retalned as Jong as thelr contents may become material in the adminlstration of
any Intemal Revenue law. Genorally, tax retums and retum information are
confldentlal, as required by Cods section 6103.

The averaga time and expensss required to complete and file this form will vary
depending on individual glircumstances. For estimated averages, ses the
Instructions for your income tax retum,

[fyou have suggestions for maldng thls form simpler, we would bs happy to hear
from you, Ses the Instructions for your Incoms tax retum.



Form W-4 (2024) Page 4

Married Filing Jointly or Qualitying 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 - |$100,000 -$110,000 -

Wage & Salary | 9,989 | 19,998 | 29,999 | 39,999 | 49,999 | £9.998 | 69,899 | 78,898 | 89,999 | 99,968 | 108,989 | 120,000
30- 9,998 $0 $0 3780 $850 $940 | $1,020 | 1,020 [ $1,020 | $1,020 | $1,020 | $1,020 | $1,370
$10,000- 16,999 0 780 | 1,780 1,840 | 2,140 | 2,220 | 2220 | 2220| 2220 | 2220 | 2570| 3570

$20,000 - 29,999 780 | 1780 | 2870 | 3440 | 8,340 | 3420 | 3420 | 3420 | 3420 | 3770 | 4770 | 6770
$30,000 - 39,899 850 | 1.940 | 8140 | 3410 | 3,610 | 3,690 | 8,690 | 3680 | 4,040 | 5040 | 6040 | 7,040
$40,000 - 49,999 940 | 2340 | 3840 | eBiO| 3810 3890 | 3890 | 4240 | 6240 | 6240 | 7,240 | 8,240
$50,000- 50,090| 1,020 | 2220 | 8420 | 3690 | 3,880 | 3970 | 4320 | 58320 6320 | 7,320 | 8320) 9,320
$60,000 - 69.998] 1,020 | 2.220 | 4,420 | 3,680 | 8890 | 4320 | 5320 | 6320 | 7,320 | 8320 | 9320 | 10320
$70,000 - 78,999 1,020 2,220 3,420 3,690 4,240 5,320 6,320 7,320 8,320 9,320 10,320 11,320
$80.000- 99,998] 1,020 | 2220 | 3620 | 4890 | 6090 | 7,170 | 8170 | 8,170 | 10,170 | 11,470 | 12,470 | 13170
$100,000-149,999| 1,870 | 4070 | 6270 | 7,540 | 8740 | 9,820 | 10,820 | 11,820 | 12,830 | 14,080 | 15280 | 16,430
$150,000 - 230,099| 1,960 | 4,360 | 6760 | 8230 | 9,680 [ 10,910 | 2,410 | 13,810 | 14,510 | 15710 | 16,810 | 18,110
240,000 - 259,999 2,040 | 4,440 | 6840 | 8310 | 9710 | 10,880 | 12,180 | 13,390 | 14,580 | 16,790 | 16,890 | 18,190
$560,000 -279,999| 2,040 | 4,440 | 6840 | 8310 | 9710 | 10890 | 12,190 | 13380 | 14,880 | 15,750 | 16,980 | 18,90
$280,000 -299,938| 2,040 | 4,440 | 6840 | 8310 | 9710 | 10990 | 12,180 | 13,380 | 14,580 | 15,780 | 16,890 | 18,380
$300,000 - 319,999| 2,040 | 4,440 | 6,840 | 8310 [ 9,740 | 10980 | 12,190 | 13,390 | 14,690 | 15,980 | 17,980 | 18,980
$320,000-364,999| 2,040 | 4,440 | 6840 | 8%f0 | 9710 | 11,280 | 13280 | 16,280 | 17,280 | 19,280 | 21,280 | 23,280
365,000 -624,099| 2,720 | 6,010 | 9,510 | 12,080 | 14,580 | 16,950 | 19,250 | 21,650 | 23,850 | 26,150 | 28,450 | 30,750
$525.000 and over | 3,140 | 6,840 | 10540 | 13,310 | 18,010 | 18,680 | 21,080 | 23,590 | 26,080 | 28,580 | 31.080 | 83,690
’ Single or Married Filing Separately
Higher Paying Job Lower Paylhg Job Annual Taxablé Wage & Salary

AnnualTaxable | - |$10,000 -|$20,000 - | $30,000 - | $40,000 - |$50,000 - | $60,000 - | $70,000 -| $80,000 -{$80,000 -1$100,000 ~{$110,000 -
Wage & Salary 9,899 18,989 29,688 88,999 49,999 68,889 69,899 79,899 89,999 9,098 | 109,968 { 120,000

$0- 9,999| $240 $870 | 1,020 | 91,020 | 1,020 | $1,540 | $1,870 | $1,870 | $1,870 | $1,870 | $1,910 | $2,040
$10,000- 19,998 870 | 1680 | 1830 | 180 | 2350 | 8350 | 3680 | 3680 | 8,880 | 3,720 [ 3920 | 4,050
$20,000- 29,998| 1,020 183 | 1980 | 2510| 3610| 4510 | 4830 | 4830 | 4870 | 5070 [ 5270 | 5400
$30,000- 89,889 1,020 | 1,830 | 2,510 | 850 | 4510 | 6510 | 65830 | 5870 | 6070 | 6270 | 8470 | 6,800
$40,000- 59,999| 1,390 | 3,200 | 4,360 | 5860 | €860 | 7370 | 7,890 | 8090 | 8290 | 8490 | 8690 | 8820
$60,000- 79,089] 1870 | 3.680 | 4830 | 5840 | 7,040 | 8240 | 8770 | 8970 | 981470 | 9870 | 9570 | 9,700
$80,000- 99.999| 1,870 | 8,690 | 5040 | 6,240 | 7,440 | 8640 | 9170 | 9370 | 9,670 | 8,770 9,970 | 10,810
$100,000 - 124,998| 2,040 | 4,050 | 6400 | 600 | 7,800 | 9,000 | 9530 | 9,730 | 10,180 | 11,180 | 12,180 | 13,120
§125,000 - 149,098| 2,040 | 4050 | 5400 | 6600 | 7,800 | 9,000 | 10,180 | 11,180 | 12,180 | 13,180 | 14,180 | 15310
$150,000 - 174,.989| 2,040 | 4,050 | 5400 | 6,860 | 8,860 ( 10,860 | 12,180 | 13,180 | 14,230 | 15,530 16,830 | 18,060
$175,000- 199,098| 2,040 | 4710 | 6860 | 8,860 | 10,860 | 12,860 | 14,380 | 15680 | 16,980 | 18,280 | 19,580 | 20,810
$200,000 -249,998| 2,720 | 5610 | 8080 | 10,860 | 12,660 | 14,960 | 16,580 | 17,890 | 19,180 | 20,480 | 21,780 | 23,020
$250,000 - 399,999| 2,970 | 6080 | 8540 | 10,840 | 13,140 | 16440 | 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$400,000 - 449,998| 2,970 | 6080 | 8540 | 10840 | 13,440 | 15440 | 17,080 | 18,360 | 19,660 | 20,960 | 22,280 | 23,500
450,000 and over | 3,40 | 6450 | 9,910 | 11,610 | 14110 | 16,810 | 18,430 | 19,930 | 21,480 | 22,830 | 24,430 | 25,870
Head of Household
Higher Paylng Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 -|$20,000 - |$30,000 - | $40,000 - | $50,000 - | $80,00 -| $70,000 -| $80,000 ~ $50,000 - [$100,000 -|$110,000 -
Wage &Salary | 9,989 | 19,999 | 29,999 | 39,999 | 49,999 | 58,999 | 69,999 | 79,099 | 89,999 | 99,999 | 108,999 | 120,000
$0- 9,999 30 $510 $8B0 | $1,020 | $1,020 | $1,020 | $1,020 | $1,220 | $1,870 | $1,870 | $1,870 | $1,960
$10,000 - 19,999 510 | 1,510 | 2020 | 2220 | 2220 2220 | 2420 | B8420| 4070 | 4,070 | 4,160 | 4,360
$20,000 - 29,989 850 | 2020 | 2560 | 2760 | 2760 | 2960 | 3,860 | 4960 | 6610 | 5700 5900 | 6,100
$30,000- 39,099] 1020 | 2,220 | 2760 | 2,960 | 8180 | 4,160 | 65160 | 6,160 | 6900 | 7,00 | 7,800 | 7,500
$40,000- 59,899 1.020 | 2220 | 2810 | 4,010 | 5010 | B0 | 7,070 | 8270 | 120 | 8320 | 9520 | 720
$60,000- 79,998 4,070 | 3270 | 4810 | 6010 | 7070 | 8270 | 8470 | 10670 | 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 | 12,820 | 13,120 | 13,450
$100,000 - 124,999 2,020 | 4,420 | 6,160 | 7,860 | 8760 | 9,960 | 11,160 | 12,360 | 13,210 | 13,880 | 14,880 | 15880
$125,000 - 149,989| 2040 | 4,440 | 6180 | 7.580 | 8780 | 9,880 | {1,260 | 18.250 | 14,800 | 15,800 | 16,800 | 17,900
$150,000-174,099| 2,040 | 4,440 | 6,180 | 7,580 | 19,250 | 11,250 | 18,250 | 15,260 | 16,900 | 18,030 19,330 | 20,630
175,000 - 199,089| 2,04d | 4,510 | 7,080 | 9,260 | 11260 | 13,250 | 15,260 | 17,580 | 18,480 | 20,780 | 22,080 | 23,380
$200,000 - 249,099 2,720 | 5,920 | 8620 | 11,120 | 18420 | 15720 | 18,020 | 20,320 | 22,270 | 23570 | 24,870 | 26,170
$260,000 - 449,998| 2,970 6,470 | 9,310 | 11,810 | 14,110 | 16410 | 18,710 | 21,010 | 22,960 | 24,260 | 25,660 | 26,860
$450,000and over | 3,140 | 6,840 | 9,880 | 12,580 | 15.080 | 17,580 | 20,080 | 22,580 | 24,780 | 26,230 | 27,730 | 29,230




EMPLO’YME‘NT AGREEMENT

This agreement |8 made on [ / (date)bstwsen (omploya
TR (efmplayes)to-desaribe the supports that the employee will
provide to the employer and the terms and canditions of employment.

 Adile

EMPLOYEE RESPONSIBILITIES

[ ‘ ‘ , Tfemployee's nante) acknowledge and agrae that
employment ls-condjfioned on my &mployer's participation in the Gholce Voucher System administered
by Macomb County Gomirhunity Mental Sefvi¢es (MCEMH). 1fmy amployar ends pariicipation in the
Cholce Voucher System, my émployment may-end: -agree to the following terms of employment;

4. During th term of this Agreement, 1 $hall provide supportto my employerby  performing the
duties suflined in this agreement and any attachments:to 1.

2, | agree.to assist my employer in melnfaining the gdocumértation and records required by my
employer or MCCMH, | agreeto complete;all idoessdry papemvork to:secure.  mandstory payroll
deductions from.my, pay. All.records | mayhave or assist in maintaining are the property of my
employer. | will'keep these records confidential, reflease: them only with the consent of my,
employer, and return them to my employer if my  employment.ends. {n-addition, | will.complate
ilngss and incident reports when  negessary ag required or requested by MCCMH ormy employer,

3. | agree thét if'l become aware of or witness my '.employer~§uffer a physieal Injury, llingss,
or other-adverge event that L will: prévide Jitmediats, comfort and protection, and assure
immediate medical freatment for my gmplpyer.

4, ° |agree'to participate In any mestings if requested to do so by my employer.

5, | agreeto abide by all of my-employer's rales &nd MCCMHS regulations (deséribed.  below)
ragarding my-employment-dutles to tha emplayer thraugh the Cholcs Voucher System, and
| cknowladge recelpt-of the follqwing Talesdnd ragulations.

a. -Altachment Ao this Agresmant; which outiines tfie goals-and ostcames pf my
employer's (ndividual plan of sévice and tite asrvices dnd supports that [-will be providing.

b. Attachment B-to this agreemsnt, Récipient:Rights Protection Reguirements. | will algo.
receive a copy of thé Reclpient Rights Biaaklet, a copy.ef Chapter 7 of the Michigan Mental
Health Code, and.copy of Chapter 7 of the. MDCH Administrative Rules. | agree-to
complete Reclplent Rights  training-and all ather required training prior to my first day of
work, | agres to assist my  employer in fillng Right's geraplaints upon request. | alsq
understand that I have a responsibility o repost Rights ylolations of which [-arn awaré.or
any potantial abusive or neglectful situatiors l.oBssive. | understand that | may be
required to cooperate wit a  recipient rights investlgation and/or assist my employer with
exerclsing his or her rights. ‘

¢, Attachment C to the'Agreemient which outiines Employer's House Rules. Additional
changes to.the House Rulps shall be provided to me by my Employerin writing, and & capy
shall be-attached to the original EmploymentAgregmerit.




d. Attachment D,.outlining thé reporting-and documentation requirements f6r varifying my
hours worked. The Fiscal Intermisdiary wifl provide this to me.

e: "The Chapter 9 policies of the MCCMH:MCO Policy Manual (Recipient Rights). Thess
policles may be accessed from the MCEMH Policy website at the following address;
hitpdfwww.meemh.neYMGCNH Rolicles/tabid/80/Default aspx

6. 1 understapdthatthisis-an smployrieht at Wil relationship, which can be terminated by me
or by my-employer at any tinte., Hows¢ag myismployer tannot terminate my employment
on the Basis of my race; religion, :sex, disabllity srotheriproteetad status- under Pederal or
Michlgan law. In-addition; | agree to.givé _ “days written notice to my employer If |
terrinate.my- employment.

7. | understand and acknowledge that my entployer i my sole employer and that | amrnet @n

employee. of MCCMHS, whith authorizes the supports | pravide, or the fiscal intermediary,
which Is the finapcial agmirtistratet of the Cholce Vaucher System funds used-to pay me.

8. ( agree net te sue the fiscal Intérmedlary frits role, as the financial administrator of my
employer's Ghaice Voucher System funds-and MCCMHS far its role in adfinistering the
Choice Vouolier System. _

9, |-agree to the: following compensation for the garvices | shall perform: $ /hour,

‘Banefits. NONE.

10. | agrae'toexecute & Medicald Pravider Agrasment with MCCMHS and acknowledge that
thls dgreément does not alter the.fact that: MCCMHS is only the project-administrator of the

Gholcs Voucher-System, and that my:employer Is {rerson
you dre caregiver for). | understand that ny empleyment Is contingsnt on:completing ttils
agreement.

11. My Initials below attestto the fact that:

L niot a legally responsiblé persori (8.9, gUardTar{, agent, ete.) for my-smplayer...
| am st least 18 years of age...

| aift able to prevent transmission of any.Gommilnlcable disease from seif to others in the
environment It whict | will be providing suppart...

| am:able to c,ommunlqate.e‘)épreésiv'ely and reeeptively in order to fallow Individual plan
requirements and participant-spsgified smergency procedures, and report on activities
performéd...

{ am I goodsstanding with the: law {.8. not a fligltive from justice, a convicted felon, oran
jlegal allen) and...

| am able to perform basic first ald procedures.

(initials) I understand that ny employer will check niy truthfulness of my attestation,
abave, by coriducting a background check on roe to assure | meet these minimum
requirements: | further understand that my eniployment is conditioned on mesting these
minlmum requirements.

Page 2 of 3.




_ Articte )i
EMPLOYER RESPONSIBILITIES

1,. . _ ' {Memployer”) agree to the followlng:
1. | will provide' my Fiscal Intermediary with the: necessary documentation fo assure tifely
compensation of my empioyse. '
2. | will compensate my employee in the folfoWing manner; ¢ _/hr. Bemsfits my

eraployse shall receive include: NONE.. Payroll will be hahdled by my-fiscél intermediary,
Lifel.ong Advogagy; which will withhold all necessary 1ax, 'social security , employment
and otherwithholding fiam the eniplayss's payshecks,

3, I will assure My employee receivas appropriate training, Jncluding but not limited to
Reoipient Rights tréining accoerding to the provisions of Attaghment B to this- agresment.

4, | will evaluate the. performance of my-ampleyss and provide appropriate fesdback to dssure
that | am receiying quality supparts. My-emplcyee shall be evaluated on an annual-basis.
Contiriuation of the Agresment is &ahditfaiéd kipah fhe 8mployee's satisfactory- performancs
under this Agreement.

5. | will gssure that my empjoyes executes & Wedleald Frovider Agresment with MCCMHS,
and | shall forward executed agréemientfo MCGMHS prior to my-employee's start of

ernployment.
Employse Sigtrature Daté
Employer Signature Date

Piease submit this Agreement along with the New Hirg Packet to LifgLong-Advocagy:

Page 3 of3
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AUTHORIZATION TO RELEASE
‘RECIFIENT RIGHTS INFORMATION

1 _ ; ____ hereby- authorize: ‘Macomb Caunty
Community Mental Health Services, Office of Reciplent Rights, to releass to-the following
sorporation/provider:. , Lifelong Advocaty at the
following
address; 43970 N. Gratiot, Clinton. Twp: ML48036___. andlor to:the Tollowing
FAX NUMBER: __ (5B6) 846:2480 ,‘any written regiorts or records

regarding substantiated violatlons-of reclplent fights agaliist me.

| rslease the Macomb County Commurilty ental Health Services, Offios .of Reclplent
Rights (ORR), from any and all claims, liablllty and damagas that may.result from the
releass of these reports. oF recergds, Talsq ihderstand that becauses of the nature-of my job
and Jiegnsing requirergents, the. information. provided pursuaht to this autharizafion may be
provided to representatives-of the Deparimént of Consumer and Industry Sswices and/or
other community health agencies. | histeby oonsant to the releass of infonmation to:.thase
agencles.

.-':;Appncant‘,s-Nama (please print glearly) .
) gnd pravent:a possible mix up; In.ldentitles

Applicant's Signature. . Dafe. _ o

(Electronlc Signature Vetification Adcgptable) FAX BACK TQ ORR: -586-488:4131

Appiicant's Maiden,Name (please print e]ea}ly) ‘ PLEASE FROVIDE dQMRLﬁTE,
MAILING ADDRESS AND/OR FAX
NUMBER ON ALL RELEASE FORMS

Lagk4diglfs of

Soglal Security Number:

Withess's Signdture Date

»f this form Indicates the **Applicant “BGES™have & substaritiated Recipient Rights
FOR MCCMH QRR OFFICE USE QNLY

The.individual named above *¥*DOES __. DRESNOT have awritten feport or record |
regarding a substantiated Reclplent Rights violatie¥iof-Abuse and/or Neglect agalnst them,

Authorlzed Slgnature of the Office of Réciplent Rights ' Bate




Employer Nama: ] Casa # _CW _SEDW __(check as:d@pplioable)

MEDICAID PROVIDER AGREEMENT

This' agreement Is made on ) befiveen Macomb County Coromunity
Mernital Health Services (MCCMHS) and ___ .
(“Medicaid Frovider”). The purpose of this agresmsfit Isto.dsfine the roles énd responsihilifies
of the ahove named partles. This dgfeement shall remsin In effect until -such time &as It is
forminated or modified. Aty party. car| Initiate & termination or modification by providing written
notice to the.other of the desire to terminate or modify this agreement. )

Upon recelpt of this agreement, MGCMHS ‘will certify the Medicald Pravider as available fo
provide services:to indjviduals Who féselve serviaes and/or supports I accordange With their
indlyidyal. plans of senvices. and supports devploped In a person-centered planniig process,
-authorized by MCCMHS. or orie of Its. cantracters, and finanyed through Michigari's. Medicaid
Specialty Pre-pald Mental Health Plan,

The Medicaid Provider stipulates that it-agrees fo-the following:

1. To keep any records required by the paricipant ot MECMHS regarding the servises
provided to particlpants. and te provide stch Jiformatlon and any related Involcas or
billilng's, upon raquest; to the particlpant, MOGMHKS, the state Medicald Aganpy, the:
Setratary of the Deparment of Healthvartd Ruman Setvices or the state Medicald fraud
cortrol Wit

2. To comply:with the ownershipdiselosur® requiremsnts speaified In 42 CFR 468, subpart
B, asapplicable.

3,  To comply with intent of the advancs diractive requirements specified n 42 CFR 489,
Subpart ] and 42 CFR 417.436 (d), as applicable, by finding out it a participarit Has an.
advance dlfective to refuse life-susfaliing medical treatnrent, and inférming the
participant, before.the provider starfs work, whether or notthe provider will carry-dut that
advanoe directive- so the particlpart. sen. make. an informed choles during ‘the hiring
progess,

Both parties expressly dcknowledge thet. #esals purpase of this agreement Is to assure
compllange with 42. USC 1802 (&) 27 Futther, both partles recagnize and reafflun: that.
MCEMHS: Js not the employer of the Medicald Provider, and that the pariicipant Is the sole
employer of the Medicald Provider.

This agresment séts forth the: entlre urderstanding befwean the parties with respect ta the
subfes! matters, and supersedes any and ¢l other agresments, elther .oral of In writing
betwssn the partles pertalning to these matters, No change or modification of thie terms of this
agresment is valid unless It Is in Wrifing and'slgned by the-parties.

MCCMHS Chief Exscutive Officer . Date’

Medicald Provider Agency/ridividual " Date

Rev 3/84/11




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

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

Signature Required for Individual Béing Cleared Date

SECTION 2 - REQUESTER INFORMATION

Check Appropriate Box

J Employer

] Volunteer Agency

[J Out-of-State Child Caring Institution

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

[ 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



Employment Eligibility Verification USCIS
Department of Homeland Secyrity ; Form I

" . S A OMB No.1615-0047
U.S. Citizenship and Immigration Services Expirss Q71342026

START HERE: Emp’]o&ers' must snsure the form Instructians are ayaliahle to‘.amployeas when completing this form. Employars ate liable for
falling to comply with the reqUirements for completing this form. See baloy and the Instructions.

ANT\-Q1$CRIMIN'ATION NQTICE: All employees can choose which acceplable documentaton to present for Form |-8. Employers ¢cannot ask
employses for docqmenfatio’n to verify Information in Sectian 1, or spacify which agcaptable documentation employees must present for Sectlon 2 or
Supplement 8, Reyerificalion and Rehlre. Treating employses yifferently basaq on thelr clizenship, Immigration statys, ar natlonal arigin may be illegal.

o rey

First Name (Given Name).
‘Addross (Skséat Number and Neme) Apt. Numbear (i gny) | Clty or Town 1 ” Y Stete ZIP Gode
| Date of Birth (mm/ddiyyyy) 5. Sociel Securlty Number | Employen's Emall Address Employes's Telophona NUmBer
I—.r IR i J
| am aware that federal law .| Checkona of the following boxes 1o attest to your cilzenship or Immigration status (See page 2 and 3 of thé tnatructions.):’
provides for imprisonment andlor "
fines for false statoments, or the ,_; 1._actizenating Unlied Saes. ]
use-of false documents, In 2. A noncllizen natonal of the United States (See Instructlons.)
connectlon with the completion of 3. A lawin) parmanent rasidant (Enter USGS or A-Number.) |
this form. | attest, ynder penalty B T R LI I T r . ST —
of perjury, that this Information, 3. A nancitizen (other than (tem NUmbers 2, and 3. above) avthorized to work yntll (exp. date, If any)
ng ) hé b
L?;gg?;t:%;sé%ﬁ?:s;{; oer oX 1 you check Itam Number 4, enter one of thase: S X
Immigratlon-status, s true and USCIS A-Number _| | Form (S Admisaion Numbar | | Foreign Passport Numbier and Country'of [ssuance
corrgct, T i i ¥ -~ r——v
Slgnaturs of Employes : i Today's Date (muvadlyyyy) | 2 =

N

If a proparar andlor translator assistad you In°completing Soction 4, that porson MUST complete the Praparet and/or Transiator Certification on Page 3.
) WpIoY ) T
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é%?a HESAEIND o ) :
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istB AND stC
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i : o .
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=
BEE R Al T .
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3
i g V. :
"'[T] Gheck hara If you used an aliomative procedura auinorized by DHS to examine documents.
Cortification; | attest, under penaity of perjury, that (1} | have axamined the dogumontation,presented by tho-ah wmod | Firet Day of Employment 0
smployseo, f) tho ahove-listed dooumontation appoars fo be genuina and o relate 1o tho employes named, and (3) to the {(mnvddfyyyy):
bost of my knowladga, the employea ia. authorized to work (1t the United States, .
r—m Name, Firs( Name and Tite of Employer or ‘Authorized Representative Signature of Employer or Authorized Representative Today's-Dats (mmvadlyyyy)
Empldyer.:. Buslness or Organization Name Employer's Business or Organization Address, Clty or Town, Stata, Z{P Code

For reverification or rehire, complete Sul splemant B, Réverlfication and Rehire on Page 4.
FormI-9 Edition 08/01/23
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MACOMB COUNTY

COMMYMITY 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 abllity to implement
the supports and services Identified in the Individual Plan of Service (IPOS). A copy of the completed 1POS Training Log
must be retalned in the person’s served electronic medical record (FOCUS),

Section 1 of the form Is to be completed by the Primary Case Holder each tinie there is a new or existing staff who must
be tralned on the person’s served Initial IPOS, Amendment, Perlodic 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 Stoff” ond can use the Train-the-Trainer Approach in Section 2.

Section 2 of the form only needs to be completed ypoh recelpt 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",

CATIREN . R Ot A )

o The following staff were trained by the Prlmury Case Holdér on this Person Served Treatment Plan on the training date(s) listed
below. These Staff are now Certified to use the Train the Tralner Approach to traln additional Staff.

Today's Date: Location:

Person Served Name: Primary Case Holder Name:
Casef: " | Primary Case Holder Agency:
Plan Effective Date: ) T Plan Expiration Date:

Reason for Tralning (Please check all training categories that apply)i
O] Annual IPOS ~ (J1POS Amendment (3 Perlod Review  (J CrisisPlan  [J Other

Certified Tralned Staff Name & Signature Signature | Primary Case Holder Name, Credentials & Tralning
Date Signature Date

*¥The jollowing staff were tralned by Centified Staff on'this Person Served Treatment Plan on the tralning date(s) listed below.
Alde-tevel Staff Name & Slgnature Signature | Certified Trained Staff Name & Signature Tralning
Date Date

1POS TRAINING LOG_UPDATED 6.8.2023 |



CIRCLE ONE BELOW
Is this a new acsount or are you ghanging DD information?

AUTHORIZATION FOR DIRECT DEROSIT - EMPLOYEE FORNM

This adthorizas Lifetong Advacacy (the “Bomparly’§ to send credit entries {and appropriete debit and
ad)ustmgnt-entries), alectranically of by any ottier commerclally accepted method, to my-(our) account(s) | {wé&)
Identify In the'future (the wAccsuNnt!). This authorlzes thedhiancial Institution holding the Account-to post alt:such
antries.

Your ¢fisck will be-pastad to-yolr aceaunt on fhe 40t ang, 28%:0f each.morith that you tum Intime shests (by
thelydue date). Your.bank procssses them exaclly on the day as spéalfied above:

ACCOUNT (check one) Checking or Debit Savings
‘Emplayse BanisName —
Bank Routlng # (ABA#) . ) Acgounti#

Percentage or Doliar Amount fo be deposited to This Account - 100%

If youde not print legibly, we will:not be able to-process this request,

This-authorizatlan will ba I eifectunil ine Campany receives & writtep terminafion. notice (from myself)
and has.a reasonabls opportunity-fo acton It

Signature |

Printed Name

Consumer's:Name; (Person you work for) Dater

For Office Use Only: Information Posgtad.te'the Accounton;

Noftes

WMORS - NRP-=dlrect deposit.odt




IMPORTANT! Make coples of your ettifications for your records| Do NQT turn In this sheet tnless oy
have ATTACHED a copy of the class certification or a retelpt for the cost ofthe:clagst

(Make cople$ of thisform for future yse) *
REIMBURSEMENT FORM

Employee’s Name! Cohsumer’s Naroes

Do.you work for othér-Consumers2 YES / NO {circle ovis).

This form must be:submitted within 30 days-of take a tass; Thisform.must have a copy of the certifications
JAttached,

REQUIRED TRAINING (class): Relmibursenient forthe costof atraintng class cati dnly be rejmbursed if
there is room In the budget, Please haveyourempliyer check with thelr Fiscal intermediary BEFORE
taking the class,

This form must be filled out ENTIRELY AND SIGNED BY BOTH THE ENIPLOYER AND EMPLOYEE TO BE
VALID, We-cannot reimburse for any costs If:thls form-ls not filled gut properly or if there-is:not d signed
recelpt alony with thename ond'phone numbgrgF thetréining site, ’

Trafing Cost Hours | Recelpt Notes
| Attended | Iiéluded
1 ~Reciplent Rights $0 Tralned Hy the County
. : *Must be American Heart or Red Cross
2"' F]I‘St A[d‘ . sponséred
3 —CPR* “*Must be American:Hedrt or Bgd: Closs
i sponsored
4 - Blopdhorne 30 | plp.ihiu.org
5 _ g
G
7= ;
Tas
9 -
10—

Totél Cost of Classes
Total Amount of Hours

Employer Signature: Bmplayee-Slgnature:

For Office Use Qnly
Relmbursedon; Date:

Flimtialss _________ ) App'd by:




Mieomb County Community Mental Health
Self-Determidation Employee Training Tracking

Refer 10:SD Ditect Emplopnient Training Grid far iratsing detuily

Staff Name: -
Date of Hire:
REQUIRED TRAINING: INITIAL | DATE OFWNITIAL REPEAT DATE OF REPEAT
TRAINING | TRAINING: TRAINING TRAINING!
- DUE BY: DUE BY:
Blgodbaorne Pathogehs / |

Universal Precautions}: Infection
Cantrol * Requfred

(RAPID TRAINING)
Person-Centered:Planaing-1POS i
Plan Goals-and Qbjectives ¥Regulred
(RAPID TRAINING)

'Emergency Preparedness
*Requilred {f Working w/SED or CW Wi
[RAPID TRAINING)

Basle First Ald *Required

Reciplent Rights
¥Required

Behavlor Treatment Plah
Specific to Person,
“(Required If plun exists)
Corporate Compliance/ HIPAA
(Strongly

| Encoliraged}:

CPR

{Strongly £ ncouraged)
cultird! Campetency
(Strongly Encouraged)

1-Grlevances'atid Appeals
(Strongly Encouraged)

- Limlted English Proficlency
(Strongly Encouraged)

Trauma-Informed Core
{Strongly Encouraged}

Other-per 1POS (if any):

*Reilred Trainings within 30 days of hire. RAPID TRAINING ¢ompleted plotto billable services délivered.
Empldyers are responsible forensuring that hired staff remain vompliant with Initlal and repeat tralning
timeframes. Staff missing tralning risk not being pald.




