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Definitions of Commonly Used Terms

The following words and terms, when used, have the following meaning, unless the context

clearly indicates otherwise:

Agent

In this manual, “agent” refers to a Vendor Fiscal/Employer Agent conducting business on
behalf of a patticipant/employet. (See below for Fiscal/ Employer Agent and 1 endor

Fiscal/ Employer Agent.)

Personal Support Worker
A “Personal Support Worker (PSW)” is any individual who is recruited hired, trained,
directed, and supervised by the participant for whom personal care services and/or other

support activities are being provided.

Participant

In this manual, the term “Participant” refers to the individual who uses the services of the
> p

Illinois State Department of Developmental, who in turn hires a worker to serve as a

personal support worker. The words “participant” and “employer” refer to the same

individual and may be used interchangeably. (See Representative below.)

Participant’s Worker

In this manual, the term “participant’s worker” refers to a direct support worker or
employee hired by a participant to provide personal services associated with activities of
daily living. The terms “”’Participants worker” and “employee” refer to the same individual

and may be used interchangeably.

Participant Enrollment Packet

The ACESS$ Participant Enrollment Packet contains all forms relevant to (1) orienting a
participant to ACESS, its services, and required paperwork; and (2) educating the participant

on how to prepare the documents required of employers.

Participant’s Personal Support Worker’s Employment Packet

The ACES$ Participant Employment Packet holds information related to the participant’s
worker or attendant. It contains all forms needed both for managing the participant’s
payroll process and for filing relevant tax forms and reports with Federal, State, and local

taxing authorities.





Participant Folder

The ACESS Participant Folder is the participant’s permanent file, holding all documents
(copies or originals) received, prepared, or filed on behalf of the participant and participant’s

worket.

Fiscal | Employer Agent (F/EA)

An F/EA provides a neutral site or “bank” for an individual participant’s budget funds,

which allows the funds to follow the individual program participant rather than the agency-
based provider. There ate two F/EA models that operate under section 3504 of the IRS
code [or amendments]: the Government F/EA and the Vendor F/EA. (See Vendor Fiscal /
Employer Agent below.)

Household Enmployee

Any individual hired to do household work, over which the employer has control of both
what work is done and how it is done, is considered a household employee for the purposes
of paying wages, withholding taxes, and paying employer taxes. Household employees may

be hired to fill a variety of worker roles, including that of the personal care attendant.

Representative

A participant’s representative is the individual who assists in managing his or her participant-
directed personal care services. The representative does not function as the participant’s
personal care worker or case manager. The representative does not have a financial
relationship with any agency providing personal care or intermediary services to the
individual. The participant, his or her guardian, or a person granted power of attorney may
designate a representative to act on the individual participant’s behalf. The representative is

the Employer on behalf of the participant.

Unemployment Compensation

Unemployment compensation refers to money set aside to provide financial compensation
to workers who have lost their jobs due to no fault of their own. Both Federal and State
governments collect taxes from employers that pay into an unemployment compensation

insurance fund for the benefit of their workers.
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Avenues to State of lllinois  Department of Human Services

éﬂg?{jﬂ?‘-" Developmental Disabilities
Services & Vendor Fiscal/Employer Agent Services
Support Consumer Choice...Consumer Control

Personal Support Worker Acknowledgement of Employer

l, , acknowledge and

(Personal Support Worker/Employee)

understand that IS my

(Participant/ Employer)

common law employer and that | am not employed by
Avenues for Consumer Services and $upport (ACESS).

| understand that the role of Avenues to Consumer Services

and $upport (ACESS$) is to provide payroll services to my
employee.

Signed:

(Personal Support Worker/Employee)

Signhed:

(Participant/Employer)

Date:






		Signed: 

		Signed_2: 

		Date: 

		PSW Name: 

		Participant/Employer Name: 






Application for Employment as a Personal Support Worker

Name of Applicant Telephone #

Address City/Town State Zip Code

County

Because of the need to protect the health and welfare of the participant, the lllinois Medicaid Waiver
Program has established the following standards for the employment of Personal Support Workers in the
Program:

Minimum Qualifications as a Personal Support Worker in the lllinois Medicaid Waiver for Children
and Adults with Developmental Disabilities

1. Personal Support Worker is 18 years old or older;

2. Personal Support Worker has the required skills to perform Personal Support Worker care services
as specified in the participant’s support plan;

3. Personal Support Worker must possesses a High School diploma or GED;

4. Personal Support Worker possesses a valid Social Security number;

5. Personal Support Worker hired on or after July 1, 2007 is willing to submit to a criminal and a child
or adult abuse record check;

6. Personal Support Worker can demonstrate the capability to carry out the responsibilities required by
the participant and/or as specified in the participant’s support plan.

Full Time Part Time , Willing to fill in for a regular Personal Support Worker? (Yes___ ), (No___), Are you 18 years old or
over? YIN
Are you willing to work holidays? Yes No If Yes, which holidays
Please indicate which hours of what days that you are willing to work

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
Morning
Afternoon
Evening

Have you ever been convicted of a serious offence (other than a minor traffic violation) after your 18" birthday, of have you ever

forfeited a bond in a criminal proceeding Yes No, and if requested by the participant/employer or the provider agency, are
you willing to undergo a criminal, and/or a child/adult abuse records check as part of this application process Yes No
Reference (name) Telephone #

Reference (name) Telephone #

The answers given in this application are true and complete to the best of my knowledge. | authorize
investigation of all statements contained in this application for employment as may be necessary in
arriving at an employment decision. | understand that this application is not a contract of employment.

By signing below acknowledges that you have read the “Minimum Qualifications for employment
as a Personal Support Worker in the lllinois Medicaid Waiver for Children and Adults with
Developmental Disabilities.”

Applicant’s Signature Date






		__________________________________         (       )_______________________

		Name of Applicant                                                                                   Telephone #

		______________________________________________________________________

		Address                                                                            City/Town                               Stat

		________________________________

		County

		Minimum Qualifications as a Personal Support Worker in the Illinois Medicaid Waiver for Children

		and Adults with Developmental Disabilities

		Personal Support Worker is 18 years old or older;

		Personal Support Worker has the required skills to perform Personal Support Worker care services as specified in the participan

		Personal Support Worker must possesses a High School diploma or GED;

		Personal Support Worker possesses a valid Social Security number;

		Personal Support Worker hired on or after July 1, 2007 is willing to submit to a criminal and a child or adult abuse record che

		Personal Support Worker can demonstrate the capability to carry out the responsibilities required by the participant and/or as 

		Full Time_____ Part Time____, Willing to fill in for a regular Personal Support Worker? (Yes___), (No___), Are you 18 years old

		Are you willing to work holidays? Yes____ No____ If Yes, which holidays_______________________________________________

		Please indicate which hours of what days that you are willing to work

		Monday

		Tuesday

		Wednesday

		Thursday

		Friday

		Saturday

		Sunday

		Morning

		Afternoon

		Evening

		Have you ever been convicted of a serious offence (other than a minor traffic violation) after your 18th birthday, of have you 

		Reference (name) __________________________________ Telephone #________________________

		Reference (name) __________________________________ Telephone #________________________

		The answers given in this application are true and complete to the best of my knowledge. I authorize investigation of all state




Agreement Between Participant and Personal Support Worker

Parties to Agreement

This employment agreement is made between (hereafter referred to as

“Participant”) and (hereafter referred to as “Personal Support Worker™).
The purpose of this agreement is to establish the responsibilities of the parties to each other.

Duration of Agreement

This agreement will be effective when both parties sign it. This agreement will be in effect until it is terminated by
either party with 5 (five) calendar days of notice to the other, which may be provided orally or in writing. This
notification requirement may be waived for cause, such as allegations of abuse or neglect, non-performance, fraud,
or unsatisfactory performance. In such cases, cancellation may be immediate.

Personal Support Worker Qualifications

The Personal Support Worker attests that he/she meets minimum qualifications for employment as a Personal
Support Worker in the Illinois Medicaid Waiver for Children and Adults with Developmental Disabilities.

1. Personal Support Worker is 18 years old or older;

2. Personal Support Worker has the required skills to perform Personal Support Worker care services
as specified in the participant’s support plan;

3. Personal Support Worker must possess a High School diploma or GED;

4. Personal Support Worker possesses a valid Social Security number;

5. Personal Support Worker hired on or after July 1, 2007 is willing to submit to a criminal and a child
or adult abuse record check;

6. Personal Support Worker can demonstrate the capability to carry out the responsibilities required by
the participant and/or as specified in the participant’s supportplan.

Participant agrees to have had criminal background and abuse registry checks completed prior to
employment.

Personal Support Worker Responsibilities

1. Personal Support Worker agrees to assist the participant by providing the services and performing the
activities specified Participant’s supportplan.

2. Personal Support Worker agrees to protect the health and welfare of Participant by providing authorized
services in accordance with the requirements of Medicaid program in lllinois and the Medicaid Home and
Community-Based Services Waiver Program including the minimum qualifications for employment as a
Personal Support Worker.

3. Personal Support Worker agrees to provide Personal Support Worker Services as specified in the
Participant’s supportplan on a schedule mutually agreed upon between the Participant and the Personal
Support Worker. On an exception basis, occasional variations in the Personal Support Worker Care tasks in
the schedule will occur, based on mutual agreement of the parties.

4. Inthe event of iliness, emergency, or incident preventing Personal Support Worker from providing scheduled
service to the Participant, Personal Support Worker agrees to notify the Participant as soon as possible so
that the Participant can obtain assistance from someone else.

5. Personal Support Worker agrees to maintain Participant'sconfidentiality and respect Participant’sprivacy.

6. Personal Support Worker agrees to pay all required federal, state, and local wage and/or income taxes
levied against Personal Support Worker’s wages. Personal Support Worker agrees to cooperate with
Participant and Participant’'sagent in providing information needed to comply with all income and
unemployment taxation laws and regulations.

7. Personal Support Worker understands that this agreement does not guarantee employment.

8. Personal Support Worker understands that he/she is employed by Participant and not by the Consumer’s
agent (fiscal agent), or the State of lllinois.





Agreement Between Participant and Personal Support Worker

Parties to Agreement

Participants Responsibilities

1. Participant agrees to orient, train, and direct Personal Support Worker in providing the Personal Support
Worker services that are described and authorized by the Participant’s supportplan or that are requested by
the Participant.

2. Participant agrees to establish a mutually agreeable schedule for Personal Support Worker's services, either
orally or in writing.

3. Participant agrees to provide adequate notice of changes in Personal Support Worker’s work schedule in the
event of unforeseen circumstances or emergencies, but such notice cannot be guaranteed.

4. In consideration of Personal Support Worker’s satisfactory job performance, Participant agrees to authorize
completed Personal Support Worker time sheets and to pay Personal Support Worker net wages on a
regular and timely basis according to a predetermined payroll schedule. Net wages will include gross
earnings calculated according to Personal Support Worker's pay rate minus payroll deductions for federal
income taxes, employee’s share of FICA, state income tax, and other deductions as appropriate. Participant
agrees to provide Personal Support Worker with a record of payments and deductions made from gross
earnings.

5. Participant agrees to pay all income and unemployment taxes on behalf of Personal Support Worker.

Duration of Agreement

This statement will be effective when both parties sign it. The agreement will be in effect until it is terminated by either
party with 5 (five) calendar days of notice to the other, which may be provided orally or in writing, unless there is
cause for immediate termination.

Modification and Termination of Agreement

This agreement can be modified by agreement of both parties. This agreement can be terminated by either of the
parties for cause. This agreement may be terminated without cause with 5 (five) days notice of one party to the other
orally or in writing.

Mutual Responsibilities

The parties agree to follow the policies and procedures of the lIllinois Department of Human Services, and of the
Medicaid Home and Community-Based Services Waiver Program. The Personal Support Worker and Participant
agree to hold harmless, release, and forever discharge the IL Department of Human Services, and their agents, from
any claims and/or damages that might arise out of any action or omissions by the Personal Support Worker or the
Participant. The duties and obligations of the Department and the payments of any monies hereunder by the
Department are contingent on the Participant’s continued eligibility, and approval of the Department’'s Executive
Budget by the lllinois General Assembly and the Governor of the State of lllinois.

Pay rates will be determined upon meeting with the Participant and his or her Service Facilitator.

Participant/Representative Signature Date

Personal Support Worker’s’ Signature Date






		Date: 

		Date_2: 

		Participant Name: 

		PSW Name: 






State of lllinois
Department of Employment Security

New Hire Reporting Form

Employers must report each new hire within 20 days. Assistance: 1 800 327-HIRE (4473)
Please print or type

EMPLOYER NAME AND ADDRESS

Federal Employer ID Number - FEIN -

Company Name

Street Address

Street Address

City State Zip Code -

EMPLOYER ADDRESS FOR CHILD SUPPORT WAGE WITHHOLDING ORDERS

Street Address 1327 Wyoming Avenue

Street Address
City Scranton State PA Zip Code 18509 -
NEW EMPLOYEE NAME AND ADDRESS
Social Security Number Date of Hire (MM-DD-YYYY) - -
First Name Mi Last Name
Street Address
City State Zip Code -
NEW EMPLOYEE NAME AND ADDRESS
Social Security Number Date of Hire (MM-DD-YYYY) - -
First Name Mi Last Name
Street Address
City State Zip Code -

Return your completed form either by FAX 1-217-557-1947
or by mail to IDES, P.O. Box 19473, Springdfield, IL 62794--9473
or report new hires online at http://www.ides.state.il.us/employer/newhire/general.asp






State Seal

.\State Seal.gif

State of Illinois

Department of  Employment Security

New Hire Reporting Form

Employers must report each new hire within 20 days.

EMPLOYER NAME AND ADDRESS

Return your completed form either by FAX 1-217-557-1947

or by mail to IDES, P.O. Box 19473, Springfield, IL 62794--9473

or report new hires online at http://www.ides.state.il.us/employer/newhire/general.asp

 

EMPLOYER ADDRESS FOR CHILD SUPPORT WAGE WITHHOLDING ORDERS

NEW EMPLOYEE NAME AND ADDRESS
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		: 

		TextField2: 

		TextField3: 

		TextField4: 1327 Wyoming Avenue

		TextField5: Scranton

		TextField6: PA

		TextField7: 18509

		TextField8: 

		SSN: 

		TextField9: 

		TextField10: 

		TextField11: 

		TextField13: 

		TextField14: 

		AccessibleText1: 

		AccessibleText2: 








i—'HFS llinois Department of
Healthcare and Family Services
WAIVER PROGRAM PROVIDER

AGREEMENT FOR PARTICIPATION
IN THE ILLINOIS MEDICAL ASSISTANCE PROGRAM

WHEREAS,

Full Legal as well as any Assumed (d.b.a.) name
(SSN) (HFS Provider Number, if applicable)
hereinafter referred to as “the Provider”, is enrolled with the Illinois Department of Healthcare and Family Services hereinafter
referred to as “HFS”, as an eligible provider in the Medical Assistance Program; and

WHEREAS, the Provider is enrolled with The DHS Division of Developmental Disabilities
Name of Waiver Agency
(hereinafter referred to as “Waiver Agency”) as a provider in the The Adult/Children's DD Waiver ;and

Name of Waiver Program

WHEREAS, the Provider wishes to submit claims for services rendered to eligible Heatlthcare and Family Services clients:
NOW THEREFORE, the Parties agree as follows:

1. The Provider agrees, on a continuing basis, to comply with all current and future program policy provisions as set
forth in any applicable Program handbooks/agreements with the appropriate administering Waiver Agency. HFS or
Waiver Agency, as appropriate, shall notify the Provider of changes in policy 30 days before the effective date of
the change unless there is an emergency, as defined in the Administrative Procedure Act, or the change is to
comply with State or Federal law or regulation.

2. The Provider agrees, on a continuing basis, to comply with applicable licensing or certification standards as contained
in State laws or regulations.

3. The Provider agrees to comply with Title VI of the Civil Rights Act of 1964, the Rehabilitation Act of 1973, the
Americans with Disabilities Act of 1990, and regulations promulgated thereunder which prohibit discrimination on the
grounds of sex, race, color, national origin or handicap.

4. The Provider agrees, on a continuing basis, to comply with Federal standards specified in Title XIX of the Social
Security Act, and also with all applicable Federal and State laws and regulations.

5. Provider agrees that HFS payments for Medicaid services rendered by the Provider shall be voluntarily assigned to
the administering Waiver Agency which will then arrange for payment to the Provider as outlined in 1902 (a) (27) and
(@) (32).

6. Payments to the Provider under this agreement shall constitute payment in full. Any payments received by the
Provider from other sources shall be shown as a credit and deducted from the Provider’s charges.

7. The Provider agrees to be fully liable for the truth, accuracy and completeness of all claims submitted electronically or
on hard copy for payment. Furthermore, the Provider agrees to review, affix an original signature, and retain in their
files the billing certification. Any submittals of false or fraudulent claim or claims or any concealment of a material fact
may be prosecuted under applicable Federal and State laws.

8. The Provider agrees to maintain all records necessary to disclose fully the nature and extent of services provided to
individuals under Articles V, VI, and VII of the Public Aid Code. The Provider shall maintain said records for not less
than three (3) years from the date of service or as required by applicable Federal and State laws, whichever is longer,
and shall furnish these records upon demand when so requested by the HFS, Waiver Agency or their designees. Ifa
HFS or Waiver Agency audit is initiated the Provider shall retain all original records until the audit is completed and
every audit issue has been resolved, even if the retention period extends beyond the required period.

HFS 1413A (R-9-06) -OVER- IL478-1930





The Provider, if not a practitioner, agrees to comply with the Federal regulations requiring ownership and control
disclosure found at 42 CFR Part 455, Subpart B.

. The Provider agrees to exhaust all other sources of reimbursement as required by Medical Assistance Program policy
prior to seeking reimbursement.

. Provider agrees to be fully liable to the HFS and Waiver Agency for any overpayments which may result from the
Provider’s submittal of billings to the HFS and Waiver Agency. The Provider shall be responsible for promptly notifying
the HFS and Waiver Agency of any overpayments of which the Provider becomes aware. The HFS and Waiver Agency
shall recover any overpayments by setoff, crediting against future billings or by requiring direct repayment to the HFS and

12.

13.

14.

15.

Waiver Agency.

The Provider (if a hospital, nursing facility, hospice or provider of home health care or personal care services) agrees
to comply with Federal requirements, found at 42 CFR Part 489, Subpart |, related to maintaining written policies and
providing written information to patients regarding advance directives.

The provider certifies that there has not been a prohibitive transfer of ownership interest to or in the provider by
a relative who is terminated or barred from participation in the Medical Assistance Program pursuant to 305 ILCS
5/12 - 4.5.

The provider certifies the following owners/stock holders own 5% or more of the stock/shares. If additional space
is needed, please use separate page. If there is no information to disclose, write NONE.

Name Social Security Number % of ownership
Name Social Security Number % of ownership
Name Social Security Number % of ownership

The Provider agrees and understands that knowingly falsifying or willfully withholding information on the Provider
Enrollment Application and/or the Agreement for Participation may be cause for termination of participation in the
lllinois Medical Assistance Program.

This agreement becomes effective 01 / O1/ 09 , Which is the earliest date that services were provided to an
lllinois Medical Assistance Program client. The Provider certifies that all services rendered on or after such date
were rendered in compliance with and subject to the terms and conditions of this agreement.

FOR STATE AGENCY USE ONLY
PROVIDER:
WAIVER AGENCY:
by: by:
(Provider Signature) Authorized Agency Signature Date
N .
(SSN) Title:
(Provider FEIN Number)
Date: DEPARTMENT OF HEALTHCARE AND FAMILY SERVICES:
by:
Authorized Agency Signature Date
Division of Medical Programs






		Full Legal as well as any Assumed dba name: 

		hereinafter referred to as the Provider is enrolled with the Illinois Department of Healthcare and Family Services hereinafter: (SSN)

		Name of Waiver Agency: The DHS Division of Developmental Disabilities

		Name of Waiver Program: The Adult/Children's DD Waiver

		Name: 

		Social Security Number: 

		of ownership: 

		Name_2: 

		Social Security Number_2: 

		of ownership_2: 

		Name_3: 

		Social Security Number_3: 

		of ownership_3: 

		Date: 

		Provider FEIN Number: (SSN)

		Title: 

		Date_2: 

		Date_3: 

		Text1: 01

		Text2: 01

		Text3: 09






ILLINOIS DEPARTMENT OF HEALTHCARE AND FAMILY SERVICES

Illinois Medical Assistance Progra
PROVIDER ENROLLMENT APPLI

m
CATION

(Must be Typed or Printed Legible and Do Not Use Highlighter On Any Documents)

All fields must be completed or the application may be returned. If a field is Non-Applicable, the applicant should type NONE.

SECTION A: PROVIDER

5.

7.

11.

12.

14.

17.

21.

. New Enrollment

. Provider Name

Re-Enrollment Name Change

Reinstatement Request

2. Provider Type

. Primary Office Address Street

City

6. County

State 8. Zip

9. Telephone

10. Fax

Email Address (3)

National Provider
Identification # - NPI

Report Additional NPI’s
In Section D

SSN

15. License/

Medicare

Certification

Part A#

18. Organization
Type

Facili

19. Control of

13. FEIN

16.DEA

20.F

ty

CLIA#

SECTION B: SERVICE/SPECIALTY

22

23.

24.

26.

. Category Of Service

Year

iscal

0| 9| 5 | | | |

Provider Specialty: Primary Specialty

Secondary Specialties

Physician UPIN No.

Hospital Admitting Privilege: (Physicians Only)

25. OBRA Qualification (Physicians Only) | | | |

Hospital Name Address
Hospital Name Address
27. Pharmacy 28. Pharmacy 29.Pharmacist In
Location License # Charge License #
30. Electronic 31.If Yes, Pharmacy 32.Pharmacy
Billing? Yes No Software Vendor Name NCPDP#
33. Transportation: Taxi Base/ 34. Taxi Mileage 35.Medicar: Hydraulic Manual
Meter/Flag Rate Rate Lift or Ramp Yes No
36. Long Term Care 37. Long Term Care
Medical Bed Capacity Medicare Fiscal Intermediary
38. Long Term Care
Building ID Code
HFS 2243 (R-10-07) IL 478-1934






SECTION C: FORMER PARTICIPATION

39. Change of Ownership Yes No Effective Date
40. Former Provider Number Former Provider Name
SECTION D: ADDITIONAL NPI - National Provider Identification #
41. NPI NPI NPI
NPI NPI NPI
SECTION E: PAYEE INFORMATION
42. Name 43.Telephone ( )
44. DBA
45, Street
Address
46. City 47. State 48. Zip 49. TIN Type
Code
50. SSN/FEIN 51. Billing Provider/Pay To NPI #
52. Medicare
Part B # 53.PIN 54 DMERCH#
Name Telephone ( )
DBA
Street
Address
City State Zip TIN Type
Code
SSN/FEIN Billing Provider/Pay To NPI #
Medicare
Part B # PIN DMERC#

SECTION F: CERTIFICATION/SIGNATURE

I understand that knowingly falsifying or willfully withholding information may be cause for termination of participation in the Medical Assistance
Program.

Under penalties of perjury, | hereby certify that all of the information provided in this application process is true, correct and complete and that the
enrolling provider is in compliance with all applicable federal and state laws and regulations. | further certify that neither I, nor any of the following
provider’s employees, partners, officers, or shareholders owning at least five percent (5%) of said provider are currently barred, suspended, terminated,
voluntarily withdrawn as part of a settlement agreement, or otherwise excluded from participation in the Medicaid or Medicare programs, nor are any of
the above currently under sanction for, or serving a sentence for conviction of any Medicaid or Medicare program violations. | further certify that none
of the above are currently sanctioned by any federal agency for any reason. | authorize the Department of Healthcare and Family Services to verify the
information provided on this application with other state and federal agencies.

Illinois HFS website address: http://www.hfs.illinois.gov/ Check this box if you want
Illinois HFS Handbook updates are available: http://www.hfs.illinois.gov/handbooks a provider handbook mailed
Illinois HFS Laws and Rule Regulations: http://www.hfs.illinois.gov/lawsrules/index.html

Signature: Date:

Printed name of person signing above

HFS 2243 (R-10-07) IL 478-1934
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ABeritics 15 State of lllinois  Department of Human Services

E(”-c?n-’suﬁ_@' Developmental Disabilities
Sanpoue. Vendor Fiscal/Employer Agent Services
Support Consumer Choice...Consumer Control

Daniel P. Loftus, MSW MS
Executive Director

CERTIFICATION OF PARTICIPANT/PERSONAL SUPPORT WORKER
RELATIONSHIP

A participant enrolled in the Illinois Medicaid Waiver for Children and Adults with
Developmental Disabilities may wish to employ family members as Personal Support
Workers. The following are the only exclusions and may NOT be employed by the
participant:

e Spouse ( including common-law spouse) of the participant

e Power of Attorney (POA), Guardian, or representative of the participant (relative
and non relative) that is acting as the employer on behalf of the participant

Please sign, date, and certify your relationship, where indicated below.

PARTICIPANT/EMPLOYER
SIGNATURE

DATE

PERSONAL SUPPORT WORKERS
SIGNATURE

DATE

PERSONAL SUPPORT WORKERS (S) RELATIONSHIP TO PARTICIPANT

(If norelationship to participant exists, please state “NO RELATIONSHIP”)
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		Daniel P. Loftus, MSW MS

		Executive Director

		CERTIFICATION OF PARTICIPANT/PERSONAL SUPPORT WORKER RELATIONSHIP

		A participant enrolled in the Illinois Medicaid Waiver for Children and Adults with Developmental Disabilities may wish to empl

		Spouse ( including common-law spouse) of the participant

		Power of Attorney (POA), Guardian, or representative of the participant (relative and non relative) that is acting as the emplo

		Please sign, date, and certify your relationship, where indicated below.

		PARTICIPANT/EMPLOYER

		SIGNATURE_________________________________________________________

		DATE ___________________________

		PERSONAL SUPPORT WORKERS

		SIGNATURE__________________________________________________________

		DATE ___________________________

		PERSONAL SUPPORT WORKERS (S) RELATIONSHIP TO PARTICIPANT

		_______________________________________________________________________

		(If no relationship to participant exists, please state “NO RELATIONSHIP”)




Department of Homeland Security
U.S. Citizenship and Immigration Services

OMB No. 1615-0047; Expires 06/30/08
Form I-9, Employment

Eligibility Verification

Instructions
Please read all instructions carefully before completing this form.

Anti-Discrimination Notice. It is illegal to discriminate against
any individual (other than an alien not authorized to work in the
U.S.) in hiring, discharging, or recruiting or referring for a fee
because of that individual's national origin or citizenship status. It
is illegal to discriminate against work eligible individuals.
Employers CANNOT specify which document(s) they will accept
from an employee. The refusal to hire an individual because the
documents presented have a future expiration date may also
constitute illegal discrimination.

What Is the Purpose of This Form?

The purpose of this form is to document that each new
employee (both citizen and non-citizen) hired after November
6, 1986 is authorized to work in the United States.

When Should the Form I-9 Be Used?

All employees, citizens and noncitizens, hired after November
6, 1986 and working in the United States must complete a
Form I-9.

Filling Out the Form I-9

Section 1, Employee: This part of the form must be
completed at the time of hire, which is the actual beginning of
employment. Providing the Social Security number is
voluntary, except for employees hired by employers
participating in the USCIS Electronic Employment Eligibility
Verification Program (E-Verify). The employer is
responsible for ensuring that Section 1 is timely and
properly completed.

Preparer/Translator Certification. The Preparer/Translator
Certification must be completed if Section 1 is prepared by a
person other than the employee. A preparer/translator may be
used only when the employee is unable to complete Section 1
on his/her own. However, the employee must still sign
Section 1 personally.

Section 2, Employer: For the purpose of completing this
form, the term "employer" means all employers including
those recruiters and referrers for a fee who are agricultural
associations, agricultural employers or farm labor contractors.

Employers must complete Section 2 by examining evidence
of identity and employment eligibility within three (3)
business days of the date employment begins. If employees
are authorized to work, but are unable to present the required

document(s) within three business days, they must present a
receipt for the application of the document(s) within three
business days and the actual document(s) within ninety (90)
days. However, if employers hire individuals for a duration of
less than three business days, Section 2 must be completed at
the time employment begins. Employers must record:

1. Document title;

Issuing authority;
Document number;
Expiration date, if any; and

oW

The date employment begins.

Employers must sign and date the certification. Employees
must present original documents. Employers may, but are not
required to, photocopy the document(s) presented. These
photocopies may only be used for the verification process and
must be retained with the Form [-9. However, employers are
still responsible for completing and retaining the Form I-9.

Section 3, Updating and Reverification: Employers must
complete Section 3 when updating and/or reverifying the Form
[-9. Employers must reverify employment eligibility of their
employees on or before the expiration date recorded in Section
1. Employers CANNOT specify which document(s) they will
accept from an employee.

A. If an employee's name has changed at the time this
form is being updated/reverified, complete Block A.

B. If an employee is rehired within three (3) years of the
date this form was originally completed and the
employee is still eligible to be employed on the same
basis as previously indicated on this form (updating),
complete Block B and the signature block.

C. If an employee is rehired within three (3) years of the
date this form was originally completed and the
employee's work authorization has expired or if a
current employee's work authorization is about to
expire (reverification), complete Block B and:

1. Examine any document that reflects that the
employee is authorized to work in the U.S. (see
List A or C);

2. Record the document title, document number and
expiration date (if any) in Block C, and

3. Complete the signature block.

Form I-9 (Rev. 06/05/07) N





What Is the Filing Fee?

There is no associated filing fee for completing the Form I-9.
This form is not filed with USCIS or any government agency.
The Form I-9 must be retained by the employer and made
available for inspection by U.S. Government officials as
specified in the Privacy Act Notice below.

Submission of the information required in this form is
voluntary. However, an individual may not begin employment
unless this form is completed, since employers are subject to
civil or criminal penalties if they do not comply with the
Immigration Reform and Control Act of 1986.

Paperwork Reduction Act

USCIS Forms and Information

To order USCIS forms, call our toll-free number at 1-800-870-
3676. Individuals can also get USCIS forms and information
on immigration laws, regulations and procedures by
telephoning our National Customer Service Center at 1-800-
375-5283 or visiting our internet website at www.uscis.gov.

Photocopying and Retaining the Form I-9

A blank Form I-9 may be reproduced, provided both sides are
copied. The Instructions must be available to all employees
completing this form. Employers must retain completed Forms
I-9 for three (3) years after the date of hire or one (1) year
after the date employment ends, whichever is later.

The Form I-9 may be signed and retained electronically, as
authorized in Department of Homeland Security regulations
at 8 CFR § 274a.2.

Privacy Act Notice

The authority for collecting this information is the
Immigration Reform and Control Act of 1986, Pub. L. 99-603
(8 USC 1324a).

This information is for employers to verify the eligibility of
individuals for employment to preclude the unlawful hiring, or
recruiting or referring for a fee, of aliens who are not
authorized to work in the United States.

This information will be used by employers as a record of
their basis for determining eligibility of an employee to work
in the United States. The form will be kept by the employer
and made available for inspection by officials of U.S.
Immigration and Customs Enforcement, Department of Labor
and Office of Special Counsel for Immigration Related Unfair
Employment Practices.

We try to create forms and instructions that are accurate, can
be easily understood and which impose the least possible
burden on you to provide us with information. Often this is
difficult because some immigration laws are very complex.
Accordingly, the reporting burden for this collection of
information is computed as follows: 1) learning about this
form, and completing the form, 9 minutes; 2) assembling and
filing (recordkeeping) the form, 3 minutes, for an average of
12 minutes per response. If you have comments regarding the
accuracy of this burden estimate, or suggestions for making
this form simpler, you can write to: U.S. Citizenship and
Immigration Services, Regulatory Management Division, 111
Massachusetts Avenue, N.W., 3rd Floor, Suite 3008,
Washington, DC 20529. OMB No. 1615-0047.

EMPLOYERS MUST RETAIN COMPLETED FORM I-9

Form I-9 (Rev. 06/05/07) N Page 2

PLEASE DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS





OMB No. 1615-0047; Expires 06/30/08
Department of Homeland Security Form I-9, Employment

U.S. Citizenship and Immigration Services Eligibility Verification
- i

Please read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work eligible individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification. To be completed and signed by employee at the time employment begins.

Print Name: Last First Middle Initial Maiden Name
Address (Street Name and Number) Apt. # Date of Birth (month/day/year)
City State Zip Code Social Security #

. I attest, under penalty of perjury, that I am (check one of the following):
I'am aware that federal law provides for I:l A citizen or national of the United States

imprisonment and/or fines for false statements or [] A lawful permanent resident (Alien #) A
use of false documents in connection with the
completion of this form.

D An alien authorized to work until
(Alien # or Admission #)
Employee's Signature Date (month/day/year)

Preparer and/or Translator Certification. (7o be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification. To be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number and
expiration date, if any, of the document(s).

List A OR List B AND List C

Document title:

Issuing authority:

Document #:

Expiration Date (if any):

Document #:

Expiration Date (if any):

CERTIFICATION - I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

(month/day/year) and that to the best of my knowledge the employee is eligible to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative Print Name Title

Business or Organization Name and Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 3. Updating and Reverification. To be completed and signed by employer.
A. New Name (if applicable) B. Date of Rehire (month/day/year) (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment eligibility.

Document Title: Document #: Expiration Date (if any):

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is eligible to work in the United States, and if the employee presented
document(s), the document(s) 1 have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/day/year)

Form I-9 (Rev. 06/05/07) N





LISTS OF ACCEPTABLE DOCUMENTS

LIST A
Documents that Establish Both

LIST B
Documents that Establish

LIST C
Documents that Establish

Identity and Employment Identity Employment Eligibility
Eligibility OR AND
. U.S. Passport (unexpired or expired) 1. Driver's license or ID card issued by 1. U.S. Social Security card issued by
a state or outlying possession of the the Social Security Administration
United States provided it contains a (other than a card stating it is not
photograph or information such as valid for employment)
name, date of birth, gender, height,
eye color and address
. Permanent Resident Card or Alien 2. ID card issued by federal, state or 2. Certification of Birth Abroad
Registration Receipt Card (Form local government agencies or issued by the Department of State
I-551) entities, provided it contains a (Form FS-545 or Form DS-1350)
photograph or information such as
name, date of birth, gender, height,
eye color and address
. An unexpired foreign passport witha | 3. School ID card with a photograph 3. Original or certified copy of a birth
temporary [-551 stamp certificate issued by a state,
county, municipal authority or
outlying possession of the United
States bearing an official seal
. Anunexpired Employment 4. Voter's registration card 4. Native American tribal document
Authorization Document that contains
a photograph » o
(Form 1-766, 1-688, 1-688A, 1-688B) 5. U.S. Military card or draft record 5. U.S. Citizen ID Card (Form I-197)
. An unexpired foreign passport with 6. Military dependent's ID card 6. ID Card for use of Resident
an unexpired Arrival-Departure Citizen in the United States (Form
Record’ Form I_94, bearing the same 7. U.S. Coast Guard Merchant Mariner I-1 79)
name as the passport and containing Card
an endorsement of the alien's ] ] ] ]
nonimmigrant status, if that status 8. Native American tribal document 7. Unexp.lred. employment .
authorizes the alien to work for the authorization document .1ssued by
employer 9. Driver's license issued by a Canadian D_HS (other than those listed under
government authority List4)
For persons under age 18 who
are unable to present a
document listed above:
10. School record or report card
11. Clinic, doctor or hospital record
12. Day-care or nursery school record

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

Form I-9 (Rev. 06/05/07) N Page 2
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lllinois Compiled Statutes — Abuse and Neglect Policy Acknowledgement

ILCS Listing Public Acts Search Guide Disclaimer

(750 ILCS 60/103) (from Ch. 40, par. 2311-3)

Sec. 103. Definitions. For the purposes of this Act, the following
terms shall have the following meanings:

(1) "Abuse" means physical abuse, harassment, intimidation of a
dependent, interference with personal liberty or willful deprivation but
does not include reasonable direction of a minor child by a parent or
person in loco parentis.

(2) "Adult with disabilities” means an elder adult with disabilities or a
high-risk adult with disabilities. A person may be an adult with
disabilities for purposes of this Act even though he or she has never
been adjudicated an incompetent adult. However, no court proceeding
may be initiated or continued on behalf of an adult with disabilities
over that adult's objection, unless such proceeding is approved by his
or her legal guardian, if any.

(3) "Domestic violence" means abuse as defined in paragraph (1).

(4) "Elder adult with disabilities” means an adult prevented by
advanced age from taking appropriate action to protect himself or
herself from abuse by a family or household member.

(5) "Exploitation” means the illegal, including tortious, use of a
high-risk adult with disabilities or of the assets or resources of a
high-risk adult with disabilities. Exploitation includes, but is not limited
to, the misappropriation of assets or resources of a high-risk adult with
disabilities by undue influence, by breach of a fiduciary relationship, by
fraud, deception, or extortion, or the use of such assets or resources
in @ manner contrary to law.

(6) "Family or household members" include spouses, former
spouses, parents, children, stepchildren and other persons related by
blood or by present or prior marriage, persons who share or formerly
shared a common dwelling, persons who have or allegedly have a
child in common, persons who share or allegedly share a blood
relationship through a child, persons who have or have had a dating or
engagement relationship, persons with disabilities and their personal
assistants, and caregivers as defined in paragraph (3) of subsection
(b) of Section 12-21 of the Criminal Code of 1961. For purposes of this
paragraph, neither a casual acquaintanceship nor ordinary
fraternization between 2 individuals in business or social contexts shall
be deemed to constitute a dating relationship. In the case of a
high-risk adult with disabilities, "family or household members"
includes any person who has the responsibility for a high-risk adult as
a result of a family relationship or who has assumed responsibility for
all or a portion of the care of a high-risk adult with disabilities



http://www.ilga.gov/legislation/ilcs/ilcs.asp

http://www.ilga.gov/legislation/publicacts/default.asp
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http://www.ilga.gov/legislation/ilcs/ilcs.asp#FEFF0064006900730063006C00610069006D00650072



voluntarily, or by express or implied contract, or by court order.

(7) "Harassment" means knowing conduct which is not necessary to
accomplish a purpose that is reasonable under the circumstances;
would cause a reasonable person emotional distress; and does cause
emotional distress to the petitioner. Unless the presumption is rebutted
by a preponderance of the evidence, the following types of conduct
shall be presumed to cause emotional distress:

(i) creating a disturbance at petitioner's place of
employment or school;

(i) repeatedly telephoning petitioner's place of

employment, home or residence,;

(iii) repeatedly following petitioner about in a
public place or places;

(iv) repeatedly keeping petitioner under

surveillance by remaining present outside his or her home, school,

place of employment, vehicle or other place occupied by petitioner

or by peering in petitioner's windows;
(v) improperly concealing a minor child from

petitioner, repeatedly threatening to improperly remove a minor

child of petitioner's from the jurisdiction or from the physical care of

petitioner, repeatedly threatening to conceal a minor child from
petitioner, or making a single such threat following an actual or
attempted improper removal or concealment, unless respondent
was fleeing an incident or pattern of domestic violence; or

(vi) threatening physical force, confinement or

restraint on one or more occasions.

(8) "High-risk adult with disabilities" means a person aged 18 or
over whose physical or mental disability impairs his or her ability to
seek or obtain protection from abuse, neglect, or exploitation.

(9) "Interference with personal liberty” means committing or
threatening physical abuse, harassment, intimidation or willful
deprivation so as to compel another to engage in conduct from which
she or he has a right to abstain or to refrain from conduct in which she
or he has a right to engage.

(10) "Intimidation of a dependent” means subjecting a person who
is dependent because of age, health or disability to participation in or
the witnessing of: physical force against another or physical
confinement or restraint of another which constitutes physical abuse
as defined in this Act, regardless of whether the abused person is a
family or household member.

(11) (A) "Neglect" means the failure to exercise that degree of care
toward a high-risk adult with disabilities which a reasonable person
would exercise under the circumstances and includes but is not limited
to:

(i) the failure to take reasonable steps to protect

a high-risk adult with disabilities from acts of abuse;

(i) the repeated, careless imposition of
unreasonable confinement;
(iii) the failure to provide food, shelter,





clothing, and personal hygiene to a high-risk adult with disabilities

who requires such assistance;

(iv) the failure to provide medical and

rehabilitative care for the physical and mental health needs of a

high-risk adult with disabilities; or

(v) the failure to protect a high-risk adult with
disabilities from health and safety hazards.

(B) Nothing in this subsection (10) shall be construed to impose a
requirement that assistance be provided to a high-risk adult with
disabilities over his or her objection in the absence of a court order,
nor to create any new affirmative duty to provide support to a high-risk
adult with disabilities.

(12) "Order of protection” means an emergency order, interim order
or plenary order, granted pursuant to this Act, which includes any or all
of the remedies authorized by Section 214 of this Act.

(13) "Petitioner" may mean not only any named petitioner for the
order of protection and any named victim of abuse on whose behalf
the petition is brought, but also any other person protected by this Act.

(14) "Physical abuse" includes sexual abuse and means any of the
following:

(i) knowing or reckless use of physical force,
confinement or restraint;
(i) knowing, repeated and unnecessary sleep
deprivation; or
(i) knowing or reckless conduct which creates an
immediate risk of physical harm.

(14.5) "Stay away" means for the respondent to refrain from both
physical presence and nonphysical contact with the petitioner whether
direct, indirect (including, but not limited to, telephone calls, mail,
email, faxes, and written notes), or through third parties who may or
may not know about the order of protection.

(15) "Willful deprivation” means willfully denying a person who
because of age, health or disability requires medication, medical care,
shelter, accessible shelter or services, food, therapeutic device, or
other physical assistance, and thereby exposing that person to the risk
of physical, mental or emotional harm, except with regard to medical
care or treatment when the dependent person has expressed an intent
to forgo such medical care or treatment. This paragraph does not
create any new affirmative duty to provide support to dependent
persons.

(Source: P.A. 92-253, eff. 1-1-02; 93-811, eff. 1-1-05.)

| acknowledge that | have received a copy of the above Abuse and Neglect policy.

Participant Employer Signature Personal Support Worker Signature
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State of lllinois
Department of Children and Family Services

AUTHORIZATION FOR BACKGROUND CHECK (Child Abuse and Neglect Tracking System - CANTS)

For Programs NOT Licensed by the Department of Children and Family Services

NOTE: Do not use this form if you are an applicant for licensure or an employee / volunteer of a licensed child care
facility. Please contact your licensing representative.

Name:

Last First Middle

Date of Birth: Gender: [ ] Male L] Female Race:

Current Address:

Street / Apartment #

City State Zip Code

List all addresses at which you have resided in the past five years:

List maiden name and / or all other names by which you have been known: (last, first, middle):

I hereby authorize the lllinois Department of Children and Family Services to conduct a search of the Child Abuse and
Neglect Tracking System (CANTS) to determine whether | have been a perpetrator of an indicated incident of child abuse
and / or neglect or involved in a pending investigation. | further consent to the release of this information to the agency
listed below.

Mail this request to:
Department of Children and Family Services
406 E. Monroe - Station # 30

Signature Date Springfield, IL 62701

Please type, use bold letters or label:

e DCESEY

(Contact Person)

(Address)

Print Form

(City / State / Zip)

CFS 689 (Revised 6-2001) Page 1 of 1





State of Illinois

Department of Children and Family Services

AUTHORIZATION FOR BACKGROUND CHECK (Child Abuse and Neglect Tracking System - CANTS)

State Seal

.\State Seal.gif

CFS 689 (Revised 6-2001)

Page  of 

(217) 524-1983

11/29/2005

Department of Children and Family Services

This form authorizes DCFS to conduct a search of the Child Abuse and Neglect Tracking System (CANTS) to determine whether an individual employed by a program NOT licensed by DCFS has been a perpetrator of an indicated incident of child abuse and/or neglect or involved in a pending investigation.

Child & Family Policy

CFS 689 Authorization For Background Check For Programs NOT Licensed By DCFS

1

11/29/2005
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		Date of Birth: 

		Gender: 

		Gender: Male: 0

		Gender: Female: 0
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		Current Address  Street/Apartment #: 

		Current Address (City): 
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		First previous address you have resided at in the past five years (if needed).: 

		AKA: 
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		Acknowledgement: 

		Signature: 
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		SubmissionAddress: 

		LabelInstructions: 
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UNIFORM CONVICTION INFORMATION ACT NAME INQUIRY

(Pleaze sea the reverse side for instruclions on completing this form. )
(Al fieldz marked In BOLD are mandatory.)

Transaction Contral Number

FREM1130LE1684628
Document Control Number Submitting Agency ORI - NCIC (If applicable)  Cost Canter
(Office Use Only)
L61684628 IL

Subject’s Last Name First Nama Middie Marme

Date of Birth Sex Race

The code values used In the [llinois State Police name ssarch much include valid National Crime Information Center code values
for certain fields. These fields include sex codes and race codes. The standard code values for sex codes include “M" for Male,
“F" for Female, or “U” for Unknown. The standard code values lor race codes include “W" for White (includes Mexicans and Latins),
“B" for Black, "A" for Asian/Pacific Islander, “I" for Indian/Alaskan Native, or “U" for Unknown. If your submission contains values

other than the standard code values, the search results could be adversely affected.

Social Security Number Dirivars Licansa Mumber DL Stale

Reguasters Mama Agency/Company Mame

Return Addrass

Street Address: City: State: Zip Code:

Foreign State/Country Foreign Postal Code

Licensing or Employmeant
Pumoss (Yes) (No)

Fee Amount

BIA.00 Date: / /

Please typa or print all Infarmatian.

[ETREER] ILLINDIE STATE POLICE BUREAL OF |IDENTIFICATION 13F B-40GH (HTA)






Form W-4 (2009)

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

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

Pub. 505, Tax Withholding and Estimated Tax.

Note. You cannot claim exemption from
withholding if (a) your income exceeds $950
and includes more than $300 of unearned
income (for example, interest and dividends)
and (b) another person can claim you as a
dependent on their tax return.

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

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

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

Tax credits. You can take projected tax
credits into account in figuring your allowable
number of withholding allowances. Credits for
child or dependent care expenses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub. 919, How Do | Adjust My Tax
Withholding, for information on converting
your other credits into withholding allowances.

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

dividends, consider making estimated tax
payments using Form 1040-ES, Estimated Tax
for Individuals. Otherwise, you may owe
additional tax. If you have pension or annuity
income, see Pub. 919 to find out if you should
adjust your withholding on Form W-4 or W-4P.

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

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

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2009. See Pub.
919, especially if your earnings exceed
$130,000 (Single) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent . A
® You are single and have only one job; or

B Enter “1” if: ® You are married, have only one job, and your spouse does not work; or .. B
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C Enter “1” for your spouse. But, you may choose to enter “-0-” if you are married and have either a working spouse or

more than one job. (Entering “-0-” may help you avoid having too little tax withheld.) c

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return D

E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) E

F Enter “1” if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit F

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e If your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; thenless “1” if you have three or more eligible children.
e |f your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible
child plus “1” additional if you have six or more eligible children.
H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) » H

For accuracy,
complete all
worksheets
that apply.

e |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

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

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

Form W'4

Department of the Treasury
Internal Revenue Service

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

Employee’s Withholding Allowance Certificate

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

OMB No. 1545-0074

2009

1 Type or print your first name and middle initial. Last name 2 Your social security number
Home address (number and street or rural route) 3 D Single D Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P |:|
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck 6|9

7 | claim exemption from withholding for 2009, and | certify that | meet both of the foIIowmg condmons for exemptlon
® | ast year | had a right to a refund of all federal income tax withheld because | had no tax liability and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here .

> [7]

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

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

Date »

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

9 Office code (optional)

10 Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2009)





Form W-4 (2009)

Page 2

Deductions and Adjustments Worksheet

1 Enter an estimate of your 2009 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellaneous deductions. (For 2009, you may have to reduce your itemized deductions if your income
is over $166,800 ($83,400 if married filing separately). See Worksheet 2 in Pub. 919 for details.) . . 1 $

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

$ 8,350 if head of household

$ 5,700 if single or married filing separately

Subtract line 2 from line 1. If zero or less, enter “-0-" .

Enter an estimate of your 2009 adjustments to income and any addltlonal standard deduct|on (Pub 919)

Add lines 3 and 4 and enter the total. (Include any amount for credits from Worksheet 8 in Pub. 919 )
Enter an estimate of your 2009 nonwage income (such as dividends or interest)

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

Divide the amount on line 7 by $3,500 and enter the result here Drop any fractron

Enter the number from the Personal Allowances Worksheet, line H, page 1

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

N
&+

2 Enter:

©C O O ~NO O A~
© 00N OhAW
&h A || R |P

-

Note. Use this worksheet only if you plan to itemize deductions, claim certain credits, adjustments to income, or an additional standard deduction

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

Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $50,000 or less, do not enter more
than “3.” . . . . L L L Lo e e e 2

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . Lo 3
Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4—9 below to calculate the additional
withholding amount necessary to avoid a year-end tax bill.

4 Enter the number from line 2 of this worksheet . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . 5
6 Subtract line 5 from line 4 . . P 6
7 Find the amount in Table 2 below that applres to the HIGHEST paying |ob and enter it here . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . g $
9 Divide line 8 by the number of pay periods remaining in 2009. For example, divide by 26 if you are paid
every two weeks and you complete this form in December 2008. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld from each paycheck . . . . . . . . 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST Enter on If wages from LOWEST Enter on If wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above paying job are— line 2 above J paying job are— line 7 above| paying job are— line 7 above
$0 - $4,500 0 $0 - $6,000 0 $0 - $65,000 $550 $0 - $35,000 $550
4,501 - 9,000 1 6,001 - 12,000 1 65,001 - 120,000 910 35,001 - 90,000 910
9,001 - 18,000 2 12,001 - 19,000 2 120,001 - 185,000 1,020 90,001 - 165,000 1,020
18,001 - 22,000 3 19,001 - 26,000 3 185,001 - 330,000 1,200 165,001 - 370,000 1,200
22,001 - 26,000 4 26,001 - 35,000 4 330,001 and over 1,280 370,001 and over 1,280
26,001 - 32,000 5 35,001 - 50,000 5
32,001 - 38,000 6 50,001 - 65,000 6
38,001 - 46,000 7 65,001 - 80,000 7
46,001 - 55,000 8 80,001 - 90,000 8
55,001 - 60,000 9 90,001 - 120,000 9
60,001 - 65,000 10 120,001 and over 10
65,001 - 75,000 11
75,001 - 95,000 12
95,001 - 105,000 13
105,001 - 120,000 14
120,001 and over 15

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on You are not required to provide the information requested on a form that is

this form to carry out the Internal Revenue laws of the United States. The Internal
Revenue Code requires this information under sections 3402(f)(2)(A) and 6109 and
their regulations. Failure to provide a properly completed form will result in your
being treated as a single person who claims no withholding allowances; providing
fraudulent information may also subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation, to cities, states, the District of Columbia, and U.S. commonwealths and
possessions for use in administering their tax laws, and using it in the National
Directory of New Hires. We may also disclose this information to other countries
under a tax treaty, to federal and state agencies to enforce federal nontax criminal
laws, or to federal law enforcement and intelligence agencies to combat terrorism.

subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103.

The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your income tax return.

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.
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Use your mouse or Tab key to move through the fields. Use your mouse or space bar to enable check boxes.

lllinois Department of Revenue

Form IL-W-4

Employee’s lllinois Withholding Allowance
Certificate and Instructions

Who must complete this form?

If you are an employee, you must com-
plete this form so your employer can with-
hold the correct amount of lllinois Income
Tax from your pay. The amount withheld
from your pay depends, in part, on the
number of allowances you claim on this
form.

Even if you claimed exemption from
withholding on your federal Form W-4,
U.S. Employee’s Withholding Allowance
Certificate, because you do not expect

to owe any federal income tax, you may
be required to have lllinois Income Tax
withheld from your pay. If you are claiming
exempt status (see Publication 131, With-
holding Income Tax Filing and Payment
Requirements) from lllinois withholding,
you must check the exempt status box on
the IL-W-4.

II@ If you do not file a completed Form
IL-W-4 with your employer, if you fail to
sign the form or to include all necessary
information, or if you alter the form, your
employer must withhold Illinois Income Tax
on the entire amount of your compensa-
tion, without allowing any exemptions.

When must | file?

You must file Form IL-W-4 when lllinois
Income Tax is required to be withheld from
compensation that you receive as an em-
ployee. You should complete this form and
give it to your employer on or before the
date you start working for your employer.
You may file a new Form IL-W-4 any time
your withholding allowances increase. If
the number of your previously claimed al-
lowances decreases, you must file a new
Form IL-W-4 within 10 days. However, the
death of a spouse or a dependent does
not affect your withholding allowances until
the next tax year.

When does my Form IL-W-4
take effect?

If you do not already have a Form IL-W-4
on file with your employer, this form will be
effective for the first payment of compen-
sation made to you after this form is filed.
If you already have a Form IL-W-4 on file
with this employer, your employer may
allow any change you file on this form to
become effective immediately, but is not
required by law to change your withhold-
ing until the first payment of compensation
is made to you after the first day of the
next calendar quarter (that is, January 1,
April 1, July 1, or October 1) that falls at
least 30 days after the date you file the
change with your employer.

IL-W-4 (R-12/07)

Example: If you have a baby and file a
new Form IL-W-4 with your employer to
claim an additional exemption for the baby,
your employer may immediately change
the withholding for all future payments of
compensation. However, if you file the new
form on September 1, your employer does
not have to change your withholding until
the first payment of compensation is made
to you after October 1. If you file the new
form on September 2, your employer does
not have to change your withholding until
the first payment of compensation made to
you after December 31.

How long is Form IL-W-4 valid?

Your Form IL-W-4 remains valid until a
new form you have filed takes effect or
until your employer is required by the
department to disregard it. Your employer
is required to disregard your Form IL-W-4
if you claim total exemption from lllinois
Income Tax withholding, but you have not
filed a federal Form W-4 claiming total
exemption. Also, if the Internal Revenue
Service (IRS) has instructed your em-
ployer to disregard your federal Form W-4,
your employer must also disregard your
Form IL-W-4. Finally, if you claim 15 or
more exemptions on your Form IL-W-4
without claiming at least the same number
of exemptions on your federal Form W-4,
and your employer is not required to refer
your federal Form W-4 to the IRS for re-
view, your employer must refer your Form
IL-W-4 to the department for review. In that
case, your Form IL-W-4 will be effective
unless and until the department notifies
your employer to disregard it.

What is an “exemption”?

An “exemption” is a dollar amount on
which you do not have to pay lllinois
Income Tax. Therefore, your employer will
withhold lllinois Income Tax based on your
compensation minus the exemptions to
which you are entitled.

What is an “allowance”?

The dollar amount that is exempt from
lllinois Income Tax is based on the number
of allowances you claim on this form. As
an employee, you receive one allowance
unless you are claimed as a dependent on
another person’s tax return (e.g., your par-
ents claim you as a dependent on their tax
return). If you are married, you may claim
additional allowances for your spouse and
any dependents that you are entitled to
claim for federal income tax purposes. You
also will receive additional allowances if
you or your spouse are age 65 or older, or
if you or your spouse are legally blind.

How do | figure the correct
number of allowances?

Complete the worksheet on the back of
this page to figure the correct number

of allowances you are entitled to claim.
Give your completed Form IL-W-4 to your
employer. Keep the worksheet for your
records.

n@ If you have more than one job or
your spouse works, you should figure the
total number of allowances you are en-
titled to claim. Your withholding usually will
be more accurate if you claim all of your
allowances on the Form IL-W-4 for the
highest-paying job and claim zero on all of
your other IL-W-4 forms.

What if | underpay my tax?

If the amount withheld from your com-
pensation is not enough to cover your

tax liability for the year, (e.g., you have
non-wage income, such as interest or
dividends), you may reduce the number of
allowances or request that your employer
withhold an additional amount from your
pay. Otherwise, you may owe additional
tax at the end of the year. If you do not
have enough tax withheld from your pay,
and you owe more than $500 tax at the
end of the year, you may owe a late-pay-
ment penalty. You should either increase
the amount you have withheld from your
pay, or you must make estimated tax pay-
ments.

You may be assessed a late-payment
penalty if your required estimated pay-
ments are not paid in full by the due dates.
II@ You may still owe this penalty for an
earlier quarter, even if you pay enough tax
later to make up the underpayment from a
previous quarter.

For additional information on penalties,
see Publication 103, Uniform Penal-

ties and Interest. Visit our web site at
tax.illinois.gov to obtain a copy.

Where do | get help?

¢ Visit our web site at tax.illinois.gov

e Call our Taxpayer Assistance Division
at 1 800 732-8866 or 217 782-3336

e Call our TDD (telecommunications
device for the deaf) at 1 800 544-5304

e Write to
ILLINOIS DEPARTMENT OF REVENUE
PO BOX 19044
SPRINGFIELD IL 62794-9044





lllinois Withholding Allowance Worksheet

General Information If you have more than one job or your spouse works, you should
Complete this worksheet to figure your total withholding allow- figure the total number of allowances you are entitled to claim.
ances. Your withholding usually will be more accurate if you claim all of
Everyone must complete Step 1. your allowances on the Form IL-W-4 for the highest-paying job
Complete Step 2 if and claim zero on all of your other IL-W-4 forms.

e you (or your spouse) are age 65 or older or legally blind, or You may reduce the number of allowances or request that your

e you wrote an amount on Line 4 of the Deductions and employer withhold an additional amount from your pay, which may

Adjustments Worksheet for federal Form W-4. help avoid having too little tax withheld.

Step 1: Figure your basic personal allowances (including allowances for dependents)

Check all that apply:
[J No one else can claim me as a dependent.
[J 1 can claim my spouse as a dependent.

1 Write the total number of boxes you checked. 1
2 Write the number of dependents (other than you or your spouse) you will claim on your tax return. 2
3 AddLines 1 and 2. Write the result. This is the total number of basic personal allowances to which

you are entitled. 3

4 If you want to have additional lllinois Income Tax withheld from your pay, you may reduce the
number of basic personal allowances or have an additional amount withheld. Write the total number
of basic personal allowances you elect to claim on Line 4 and on Form IL-W-4, Line 1. 4

Step 2: Figure your additional allowances
Check all that apply:

O 1 am 65 or older. O 1am legally blind.

O My spouse is 65 or older. O My spouse is legally blind.
5 Write the total number of boxes you checked. 5
6 Write any amount that you reported on Line 4 of the Deductions and Adjustments Worksheet

for federal Form W-4. 6
7 Divide Line 6 by 1,000. Round to the nearest whole number. Write the result on Line 7. 7
8 Add Lines 5 and 7. Write the result. This is the total number of additional allowances to which

you are entitled. 8

9 If you want to have additional lllinois Income Tax withheld from your pay, you may reduce the
number of additional allowances or have an additional amount withheld. Write the total number
of additional allowances you elect to claim on Line 9 and on Form IL-W-4, Line 2. 9

II@ If you have non-wage income and you expect to owe lllinois Income Tax on that income, you may choose to have an additional
amount withheld from your pay. On Line 3 of Form IL-W-4, write the additional amount you want your employer to withhold.

% —_ — — — — — — — Cuthere and give the certificate to your employer. Keep the top portion for your records. —m —— — — — — — — )@

@ lllinois Department of Revenue
IL-W-4 Employee’s lllinois Withholding Allowance Certificate

1 Write the total number of basic allowances that you
Social Security number are claiming (Step 1, Line 4, of the worksheet). 1
2 Write the total number of additional allowances that
you are claiming (Step 2, Line 9, of the worksheet). 2
3 Write the additional amount you want withheld

Name

Street address

(deducted) from each pay. 3
| certify that | am entitled to the number of withholding allowances claimed on
City State ZIP this certificate.
Check the box if you are exempt from federal and lllinois |:| Your signature Date

Income Tax withholding. Employer: Keep this certificate with your records. If you have referred the employee’s federal

certificate to the IRS and the IRS has notified you to disregard it, you may also be required to
disregard this certificate. Even if you are not required to refer the employee’s federal certificate
information is REQUIRED. Failure to provide information could result in a penalty. to the IRS, you still may be required to refer this certificate to the lllinois Department of Revenue
IL-W-4 (R-12/07) | This form has been approved by the Forms Management Center. IL-492-0039| for inspection. See lllinois Income Tax Regulations 86 Ill. Adm. Code 100.7110.

This form is authorized as outlined by the lllinois Income Tax Act. Disclosure of this
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lllinois Department of Revenue

IL-W-5-NR Employee’s Statement of Nonresidence in lllinois

Must | complete this form?

You must complete Part 1 of this form if you are a resident of lowa, Kentucky,
Michigan, or Wisconsin and elect to claim exemption from withholding of
lllinois Income Tax under the reciprocal withholding agreements between
lllinois and these states. You must file your completed form with your lllinois
employer. If you change your state of residence, you must notify your employer
within ten days.

Note to employers: You are required to have a copy of this form on file
for each employee who is a resident of lowa, Kentucky, Michigan, or Wiscon-
sin; receives compensation paid in lllinois; and elects to claim exemption from
withholding of lllinois Income Tax under the reciprocal withholding agreements
between lllinois and these states.

Part 1: Employee information

Social Security number

Part 2: Employer information

Federal employer identification number

Name

Name

Street City State ZIP
| declare under penalties of perjury that | am a resident of the state of:
(Check one) [ lowa [ Kentucky [ Michigan [ Wisconsin

Employee’s signature Date
IL-W-5-NR (R-12/03)

Street City State ZIP

This form is authorized as outlined by the lllinois Income Tax Act. Disclosure of this information is
required. Failure to provide information may result in a penalty. This form has been approved by
the Forms Management Center. 1L-492-0052
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Caution — Change to Form W-5, Earned Income Credit Advance Payment Certificate (Rev.
January 2009) and Formulario W-5(SP), Certificado del Pago por Adelantado del Credito
por Ingreso del Trabajo (Rev. January 2009)

The American Recovery and Reinvestment Act of 2009 (P.L. 111-5) increased the earned income
credit for joint filers and for taxpayers with 3 or more qualifying children. This affects the 2009
Form W-5 and 2009 Formulario W-5(SP) because it increases the amount of adjusted gross
income you can have and still receive the advance earned income credit if you are married filing
jointly.

The paper and online versions of the form will not be revised, but the Act affects the instructions
as follows.

On page 1, in item 3 under Who is Eligible To Get Advance EIC Payments, the AGI amount of
$38,583 for married filing jointly should be replaced with $40,463.

On page 2 of Form W-5 and page 3 of Formulario W-5(SP), question 3 should read:

3. Do you expect that your 2009 earned income and AGI will each be less than: $35,463
($40,463 if married filing jointly) if you expect to have 1 qualifying child; $40,295 ($45,295 if
married filing jointly) if you expect to have 2 qualifying children; or $43,279 ($48,279 if married
filing jointly) if you expect to have 3 or more qualifying children?

On page 2 of Form W-5 and page 3 of Formulario W-5(SP), under the “Yes” answer to question
3, the AGI amount of $38,583 for married filing jointly should be replaced with $40,463.





2009 Form W-5

(Rev. January 2009)

yl Department of the Treasury
Internal Revenue Service

Instructions
What’s New

Definition of qualifying child revised

The following changes have been made to the definition of a
qualifying child.
® Your qualifying child must be younger than you.

® A child cannot be your qualifying child if he or she files a joint
return, unless the return was filed only as a claim for refund.

e |f the parents of a child can claim the child as a qualifying child
but no parent so claims the child, no one else can claim the child
as a qualifying child unless that person’s AGl is higher than the
highest AGI of any parent of the child.

Purpose of Form

Use Form W-5 if you are eligible to get part of the earned income
credit (EIC) in advance with your pay and choose to do so. See
Who Is Eligible To Get Advance EIC Payments? below. The
amount you can get in advance generally depends on your
wages. If you are married, the amount of your advance EIC
payments also depends on whether your spouse has filed a Form
W-5 with his or her employer. However, your employer cannot
give you more than $1,826 throughout 2009 with your pay. You
will get the rest of any EIC you are entitled to when you file your
tax return and claim the EIC.

If you do not choose to get advance payments, you can still
claim the EIC on your 2009 tax return.

What Is the EIC?

The EIC is a credit for certain workers. It reduces the tax you
owe. It may give you a refund even if you do not owe any tax.

Who Is Eligible To Get Advance EIC
Payments?

You are eligible to get advance EIC payments if all four of the
following apply.

1. You (and your spouse, if filing a joint return) have a valid
social security number (SSN) issued by the Social Security
Administration. For more information on valid SSNs, see Pub.
596, Earned Income Credit (EIC).

2. You expect to have at least one qualifying child and to be
able to claim the credit using that child. If you do not expect to
have a qualifying child, you may still be eligible for the EIC, but
you cannot receive advance EIC payments. See Who Is a
Qualifying Child? on page 3.

3. You expect that your 2009 earned income and adjusted
gross income (AGI) will each be less than $35,463 ($38,583 if you
expect to file a joint return for 2009). Include your spouse’s
income if you plan to file a joint return. As used on this form,
earned income does not include amounts inmates in penal
institutions are paid for their work, amounts received as a pension
or annuity from a nonqualified deferred compensation plan or a
nongovernmental section 457 plan, or nontaxable earned income.

4. You expect to be able to claim the EIC for 2009. To find out if
you may be able to claim the EIC, answer the questions on page
2.

How To Get Advance EIC Payments

If you are eligible to get advance EIC payments, fill in the 2009
Form W-5 at the bottom of this page. Then, detach it and give it
to your employer. If you get advance payments, you must file a
2009 Form 1040 or 1040A income tax return.

You may have only one Form W-5 in effect at one time. If you
and your spouse are both employed, you should file separate
Forms W-5.

This Form W-5 expires on December 31, 2009. If you are
eligible to get advance EIC payments for 2010, you must file a
new Form W-5 next year.

@ You may be able to get a larger credit when you file
your 2009 return. For details, see Additional Credit on
page 3.

(continued on page 3)

~” Give the bottom part to your employer; keep the top part for your records. ~

o W=D

(Rev. January 2009)

Department of the Treasury
Internal Revenue Service

Earned Income Credit Advance Payment Certificate

» Use the current year’s certificate only.
» Give this certificate to your employer.
» This certificate expires on December 31, 2009.

Detach here ..

OMB No. 1545-0074

2009

Print or type your full name

Your social security number

Note. If you get advance payments of the earned income credit for 2009, you must file a 2009 federal income tax return. To get advance
payments, you must have a qualifying child and your filing status must be any status except married filing a separate return.

1 | expect to have a qualifying child and be able to claim the earned income credit for 2009 using that child. | do not have

another Form W-5 in effect with any other current employer, and | choose to get advance EIC payments
2 Check the box that shows your expected filing status for 2009:

] Yes [] No

[] Single, head of household, or qualifying widow(er) [] Married filing jointly

3 If you are married, does your spouse have a Form W-5 in effect for 2009 with any employer?.

] Yes [] No

Under penalties of perjury, | declare that the information | have furnished above is, to the best of my knowledge, true, correct, and complete.

Signature »

Date »

Cat. No. 10227P





Form W-5 (2009) (Rev. 1-2009) Page 2

Questions To See if You May Be Able To Claim the EIC for 2009

You cannot claim the EIC if you file either Form 2555 or Form 2555-EZ (relating to foreign earned income) for 2009. You
also cannot claim the EIC if you are a nonresident alien for any part of 2009 unless you are married to a U.S. citizen or
resident, file a joint return, and elect to be taxed as a resident alien for all of 2009.

1 Do you expect to have a qualifying child? Read Who Is a Qualifying Child? on page 3 before you answer this question. If the
child is married, be sure you also read Married child on page 3.

] No.You may be able to claim the EIC but you cannot get advance EIC payments.
] Yes. Continue.

If the child meets the conditions to be a qualifying child for both you and another person, see Qualifying child of more
Fmrd  than one person on page 3.

2 Do you expect your 2009 filing status to be married filing a separate return?

] Yes. You cannot claim the EIC.

] No. Continue.
If you expect to file a joint return for 2009, include your spouse’s income when answering questions 3 and 4.

3 Do you expect that your 2009 earned income and AGI will each be less than: $35,463 ($38,583 if married filing jointly) if you
expect to have 1 qualifying child; $40,295 ($43,415 if married filing jointly) if you expect to have 2 or more qualifying children?

] No.You cannot claim the EIC.

[ Yes. Continue. But remember, you cannot get advance EIC payments if you expect your 2009 earned income or AGI will
be $35,463 or more ($38,583 or more if married filing jointly).

4 Do you expect that your 2009 investment income will be more than $3,100? For most people, investment income is the total
of their taxable interest, ordinary dividends, capital gain distributions, and tax-exempt interest. However, if you plan to file a
2009 Form 1040, see the 2008 Form 1040 instructions to figure your investment income.

] Yes. You cannot claim the EIC.

] No. Continue.
5 Do you expect that you, or your spouse if filing a joint return, will be a qualifying child of another person for 2009?

[l Yes. You cannot claim the EIC.
[ ] No. You may be able to claim the EIC.






Form W-5 (2009) (Rev. 1-2009)

Page 3

Who Is a Qualifying Child?

A qualifying child is any child who meets all three of the
following conditions.

1. The child is your:

Son, daughter, stepchild, eligible foster child, brother, sister,
half brother, half sister, stepbrother, stepsister, or a descendant of
any of them (for example, your grandchild, niece, or nephew).

Note. An adopted child is always treated as your own child. An
adopted child includes a child lawfully placed with you for legal
adoption. An eligible foster child is any child placed with you by
an authorized placement agency or by judgment, decree, or other
order of any court of competent jurisdiction.

2. The child is younger than you and, at the end of 2009, the
child is under age 19, or under age 24 and a student, or any age
and permanently and totally disabled. A student is a child who
during any 5 months of 2009 (a) was enrolled as a full-time
student at a school or (b) took a full-time, on-farm training course
given by a school or a state, county, or local government agency.
A school includes a technical, trade, or mechanical school. It does
not include an on-the-job training course, correspondence school,
or Internet school.

3. The child lives with you in the United States for over half of
2009. But you do not have to meet this condition if (a) the child
was born or died during the year and your home was this child’s
home for the entire time he or she was alive in 2009, or (b) the
child is presumed by law enforcement authorities to have been
kidnapped by someone who is not a family member and the child
lived with you for over half of the part of the year before he or she
was kidnapped.

Note. Temporary absences, such as for school, vacation,
medical care, or detention in a juvenile facility, count as time
lived at home. Members of the military on extended active duty
outside the United States are considered to be living in the
United States.

Married child. A child who is married at the end of 2009 is a
qualifying child only if:

1. You may claim him or her as your dependent, or

2. You are the custodial parent and would be able to claim the
child as your dependent, but the noncustodial parent claims the
child as a dependent because:

a. You signed Form 8332, Release/Revocation of Release of
Claim to Exemption for Child by Custodial Parent, or a similar
statement, agreeing not to claim the child for 2009, or

b. You have a pre-1985 divorce decree or separation
agreement that allows the noncustodial parent to claim the child
and he or she gives at least $600 for the child’s support in 2009.

Other rules may apply. See Pub. 501, Exemptions, Standard
Deduction, and Filing Information, for more information on
children of divorced or separated parents.

Qualifying child of more than one person. If the child meets the
conditions to be a qualifying child of more than one person, only
one person may treat that child as a qualifying child for 2009. If
you and someone else have the same qualifying child, you and
the other person(s) can decide which of you, if otherwise eligible,
will take all of the following tax benefits based on the qualifying
child: the child’s dependency exemption, the child tax credit,
head of household filing status, the credit for child and dependent
care expenses, the exclusion for dependent care benefits, and the
EIC. The other person cannot take any of the six tax benefits
unless he or she has a different qualifying child.

If you and the other person cannot agree and more than one
person claims the EIC or other benefits listed above using the
same child, the tie-breaker rule applies. See Pub. 596, Earned
Income Credit, Table 2. When More Than One Person Files a
Return Claiming the Same Qualifying Child (Tie-Breaker Rule) and
the Instructions for Form 1040 or 1040A.

Caution. A qualifying child whom you use to claim the

EIC must have a valid social security number unless he
or she is born and dies in 2009.

CAUTION

What if My Situation Changes?

If your situation changes after you give Form W-5 to your
employer, you will probably need to file a new Form W-5. For
example, you must file a new Form W-5 if any of the following
applies for 2009.

® You no longer expect to have a qualifying child. Check “No”
on line 1 of your new Form W-5.

® You no longer expect to be able to claim the EIC for 2009.
Check “No” on line 1 of your new Form W-5.

® You no longer want advance payments. Check “No” on line 1
of your new Form W-5.

® Your spouse files Form W-5 with his or her employer. Check
“Yes” on line 3 of your new Form W-5.

Note. If you get advance EIC payments and find you are not
eligible for the EIC, you must pay back these payments when you
file your 2009 federal income tax return.

Additional Information
How To Claim the EIC

If you are eligible, claim the EIC on your 2009 tax return. See your
2009 tax return instruction booklet.

Additional Credit

You may be able to claim a larger credit when you file your 2009
Form 1040 or Form 1040A because your employer cannot give
you more than $1,826 throughout the year with your pay. You
may also be able to claim a larger credit if you have more than
one qualifying child. But you must file your 2009 tax return to
claim any additional credit.

Privacy Act and Paperwork Reduction Act Notice. We ask for
the information on this form to carry out the Internal Revenue
laws of the United States. Internal Revenue Code sections 3507
and 6109 and their regulations require you to provide the
information requested on Form W-5 and to give it to your
employer if you want advance payment of the EIC. As provided
by law, we may give the information to the Department of
Justice and other federal agencies. In addition, we may give it to
cities, states, and the District of Columbia so they may carry out
their tax laws. We may also disclose this information to other
countries under a tax treaty, to federal and state agencies to
enforce federal nontax criminal laws, or to federal law
enforcement and intelligence agencies to combat terrorism.
Failure to provide the requested information may prevent your
employer from processing this form; providing false information
may subject you to penalties.

You are not required to provide the information requested on
a form that is subject to the Paperwork Reduction Act unless the
form displays a valid OMB control number. Books or records
relating to a form or its instructions must be retained as long as
their contents may become material in the administration of any
Internal Revenue law. Generally, tax returns and return
information are confidential, as required by Code section 6103.

The average time and expenses required to complete and file
this form will vary depending on individual circumstances. For the
estimated averages, see the instructions for your income tax
return.

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

Notice 797
(Rev. December 2006)

Possible Federal Tax Refund Due to
the Earned Income Credit (EIC)

What Is the EIC?

The EIC is a refundable tax cradit for certain workers.

Who May Claim the EIC

You may be able to claim the EIC for 2006 if you worked
and all four of the following conditions apply.

1. You (and your spouse, if filing a joint retum) have a
valid social security number (S5N) issued by the Social
Security Administration. For more information on valid
SSNs, see Pub. 596, Earned Income Creadit (EIC).

2. Your 2006 earned income and adjusted gross income
are both under $32,001 ($34,001 if married filing jointly) if
you have one qualifying child; under $26,348 ($38,348 if
married filing jointly) if you have more than one qualifying
child; under $12,120 ($14,120 if married filing jointhyd if you
do not have a qualifying child. For a definition of eamed
incoma, see the 2006 instructions for Forms 1040, 10404,
or 1040EZ.

3. Your filing status is any status except married filing a
separate ratum.

4. You, and your spouse if filing a joint retum, were not a
qualifying child of ancother person.

If you do not have a qualifying child, you must also meet
these conditions.

a. You, or your spousa if filing a joint return, were at least
age 25 but under age 65 at the end of 2006.

b. ¥ou, and your spouse if filing a joint return, cannot be
claimed as a dependant on somecne else's 2006 tax
returm.

c. Your home, and your spouse’s if filing a joint retum, was
in the United States for over half of 2006.

Note. If you are in the military on extended active duty

outside the United States. your home is considered to be

in the United States during that duty period and you may
be able to claim the EIC.

You cannot claim EIC if any of the following conditions
apply.

1. Your 2006 investment income (such as interest and
dividends) is over $2,800. See your 2006 income tax return
instructions for more details.

(Continued on back.)

Notice 797 (Rev. 12-2008)
Cat. Mo. 633242






2. You file either Form 2555 or Form 2555-EZ (relating to
foreign earned incoma).

3. You are a nonresident alien for any part of 2006 unless
you are married to a U.S. citizen or resident and elect to be
taxed as a resident alien for the entire year, See Pub. 519,
U.S. Tax Guide for Aliens, for more information.

Who Is a Qualifying Child

Any child who meets all three of the following conditions is
a gualifying child.

1. The child is your:
Son, daughter, stepchild, foster child, brother, sister, half
brother, half sister, stepbrother, stepsister, or a descendant
of any of them (for example, your grandchild, niece, or
nephew).

Mote. An adopted child is always treated as your own
child. An adopted child includes a child lawfully placed
with you for legal adoption. A foster child is any child
placed with vou by an authorized placement agency or by
judgment, decree, or other order of any court of competent
jurisdiction.

2. At the end of 2006, the child was under age 19; or
under age 24 and a student; or any age and permanently
and totally disabled.

3. The child lived with you in the United States for over
half of 2006. If the child did not live with you for the
reguired time, there are exceptions if the child was bom or
died during the year, the child is presumad to have been
kidnappead by a non-family member, or there was a
temporary absence.

There are additional rules if a child is married or is the
qualifying child of more than ocne person. For details, see
the 2006 instructions for Forms 1040, 10404, or 1040EZ.

How To Claim the EIC

If vou are eligible, claim the EIC on your 2006 income tax
retumn. If you have a qualifying child, you must also fill in
Schedule EIC and attach it to your Form 1040 or

Form 1040A.

If eligible, vou can claim the EIC to get a refund even if
you have no tax withheld from your pay or owe no tax. For
example, if you had no tax withheld in 2006 and owe no
tax but are eligible for a credit of $824, you must file a
2006 income tax retum to get the $824 refund.

EIC with your pay. If you expeact to have a qualifying child
and be eligible to claim the EIC for 2007, yvou may be able
to get part of it in advance with your pay. For details, get
Form W-5, Earnad Income Credit Advance Payment
Certificate, from your employer, from the IRS website at
www.irs.gov, or by calling the IRS at 1-800-829-3676. If
yvou get the EIC with your pay, vou must file a 2007 Form
1040 or Form 1040A.

More Information

This notice provides the basic requirements to qualify for
the EIC. Refer to the 2008 instructions for Forms 1040,
10404, 1040EZ; Pub. 598; or www.irs.gov/eifc for details.
You can get IRS forms and publications by accessing the
IRS website at www.irs.gov or by calling 1-B00-TAX-FORM
(1-800-829-3676).

Motice 797 (Rev. 12-2008)
@ Primted on recycled paper

If you think you may be eligible for the Earned
Income Credit (EIC), please contact ACES$ and
a W-5 will be sent to you with instructions for
its completion.

Questions? Please Call
1-877-ACESS 81
(223-7781)






State of lllinois  Department of Human Services

S:Lr‘li(fztf;;grm Developmental Disabilities
Sployer Vendor Fiscal/Employer Agent Services
$upport Consumer Choice...Consumer Control
AUTHORIZATION AGREEMENT FOR AUTOMATIC
DEPOSITS (CREDITS)
Date:
Name:

| hereby authorize the payroll service, Avenuesto Consumer Services and $upport, hereafter called
COMPANY, toinitiate credit entries and to initiate, if necessary, debit entries and adjustments for
any credit entriesin error to my Banking account indicated below and the depository named below,
hereafter called DEPOSITORY, to credit and/or debit the same account.

Bank

Address

City

State

Zip

[] Transit/ABA #

Choose One Only (Checking will be the Default)

[]  Checking Account #

[]  SavingsAccount #

This authority isto remain in full force and effect until the Company has received written notification
from me of its termination in such time and in such manner as to afford COMPANY AND BANK a
reasonabl e opportunity to act on it.

For confirmation of the transit and account numbers, | have enclosed a copy of a voided check for
Checking Accounts or a Deposit Slip for Savings Accounts.

Signature: Date;
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ACESS Participant Employer Service

2009 PERSONAL SUPPORT WORKER PAYROLL PERIODS

ILLINOIS
Pay Period Pay Period Mail Forms Friday
Start Date End Date No Later Than Pay Date
12/16/2008 TO 12/31/2008 01/04/2009 01/16/2009
01/01/2009 TO 01/15/2009 01/19/2009 01/30/2009
01/16/2009 TO 01/31/2009 02/04/2009 02/13/2009
02/01/2009 TO 02/15/2009 02/19/2009 02/27/2009
02/16/2009 TO 02/28/2009 03/04/2009 03/13/2009
03/01/2009 TO 03/15/2009 03/19/2009 03/27/2009
03/16/2009 TO 03/31/2009 04/04/2009 04/10/2009
04/01/2009 TO 04/15/2009 04/19/2009 05/01/2009
04/16/2009 TO 04/30/2009 05/04/2009 05/15/2009
05/01/2009 TO 05/15/2009 05/19/2009 05/29/2009
05/16/2009 TO 05/31/2009 06/04/2009 06/12/2009
06/01/2009 TO 06/15/2009 06/19/2009 06/26/2009
06/16/2009 TO 06/30/2009 07/04/2009 07/10/2009
07/01/2009 TO 07/15/2009 07/19/2009 07/31/2009
07/16/2009 TO 07/31/2009 08/04/2009 08/14/2009
08/01/2009 TO 08/15/2009 08/19/2009 08/28/2009
08/16/2009 TO 08/31/2009 09/04/2009 09/11/2009
09/01/2009 TO 09/15/2009 09/19/2009 09/25/2009
09/16/2009 TO 09/30/2009 10/04/2009 10/16/2009
10/01/2009 TO 10/15/2009 10/19/2009 10/30/2009
10/16/2009 TO 10/31/2009 11/04/2009 11/13/2009
11/01/2009 TO 11/15/2009 11/19/2009 11/27/2009
11/16/2009 TO 11/30/2009 12/04/2009 12/11/2009
12/01/2009 TO 12/15/2009 12/19/2009 *12/28/2009*
12/16/2009 TO 12/31/2009 01/04/2010 01/15/2010
01/01/2010 TO 01/15/2010 01/19/2010 01/29/2010

Toll Free# 1-877-223-7781
Fax Timesheets Toll Free# 1-877-808-7014

Monday 12/28/2009. Please plan accordingly.

ACESS$:

Avenues (o
Consumer
Employer

Services &
dy
Support

* Dueto the Federal Banking Holiday falling on Friday 12/25/2009, the pay date is scheduled as






		ACES$ Participant Employer Service

		2009 PERSONAL SUPPORT WORKER PAYROLL PERIODS

		ILLINOIS

		Pay Period           Pay Period  Mail Forms                    Friday

		Start Date                       End Date                    No Later Than               Pay Date

		12/16/2008

		TO

		12/31/2008

		01/04/2009

		01/16/2009

		01/01/2009

		TO

		01/15/2009

		01/19/2009

		01/30/2009

		01/16/2009

		TO

		01/31/2009

		02/04/2009

		02/13/2009

		02/01/2009

		TO

		02/15/2009

		02/19/2009

		02/27/2009

		02/16/2009

		TO

		02/28/2009

		03/04/2009

		03/13/2009

		03/01/2009

		TO

		03/15/2009

		03/19/2009

		03/27/2009

		03/16/2009

		TO

		03/31/2009

		04/04/2009

		04/10/2009

		04/01/2009

		TO

		04/15/2009

		04/19/2009

		05/01/2009

		04/16/2009

		TO

		04/30/2009

		05/04/2009

		05/15/2009

		05/01/2009

		TO

		05/15/2009

		05/19/2009

		05/29/2009

		05/16/2009

		TO

		05/31/2009

		06/04/2009

		06/12/2009

		06/01/2009

		TO

		06/15/2009

		06/19/2009

		06/26/2009

		06/16/2009

		TO

		06/30/2009

		07/04/2009

		07/10/2009

		07/01/2009

		TO

		07/15/2009

		07/19/2009

		07/31/2009

		07/16/2009

		TO

		07/31/2009

		08/04/2009

		08/14/2009

		08/01/2009

		TO

		08/15/2009

		08/19/2009

		08/28/2009

		08/16/2009

		TO

		08/31/2009

		09/04/2009

		09/11/2009

		09/01/2009

		TO

		09/15/2009

		09/19/2009

		09/25/2009

		09/16/2009

		TO

		09/30/2009

		10/04/2009

		10/16/2009

		10/01/2009

		TO

		10/15/2009

		10/19/2009

		10/30/2009

		10/16/2009

		TO

		10/31/2009

		11/04/2009

		11/13/2009

		11/01/2009

		TO

		11/15/2009

		11/19/2009

		11/27/2009

		11/16/2009

		TO

		11/30/2009

		12/04/2009

		12/11/2009

		12/01/2009

		TO

		12/15/2009

		12/19/2009

		*12/28/2009*

		12/16/2009

		TO

		12/31/2009

		01/04/2010

		01/15/2010

		01/01/2010

		TO

		01/15/2010

		01/19/2010

		01/29/2010

		Toll Free # 1-877-223-7781

		Fax Timesheets Toll Free # 1-877-808-7014

		* Due to the Federal Banking Holiday falling on Friday 12/25/2009, the pay date is scheduled as       Monday 12/28/2009.  Pleas




ACESS$: :
. /\L‘_emmio ACES$: Avenues to Consumer Employer Services & $upport

Consumer Fax The Timesheet Toll Free at: (877) 808 - 7014
Employer
Services &
$upport
Start of Payroll Period / / End of Payroll Period / /
Consumer Consumer PSW 5 Last PSW
Number Name Digits of SSN Name
DATE TIME IN TIME OUT TOTAL DATE TIME IN TIME OUT TOTAL
1 ] AM O . AM O 9 . AM O . AM O
. PM O . PM O . . PM O . PM O .
2______AMO . MAMOIT T 1T T 1 T_____AMO . AMOIT T 1T T 1
. PMO__-__PMO . . PMO__-__PMO .
s [ [ [T T 1ol T 1. T 1o T 1T 12 W T 1T 1ol TITT ™ol T 1T T |
. PMO__-__PMO . . PMO__-__PMO .
4______AMO_____AMO — 1 | T | T_____AMO_____AMO 1 | T |
. PMO__-__PMO . . PMO__-__PMO .
s (T T [T T 1avol T 1. T Ao 17 10T I = I T . T 1avol T 1. T 1aMorT1 ([T |
. PMO__-__PMO . . PMO__-__PMO
5 1 1. [ 1avol T . T IaMo[ T 11 T 1 a [ T LT T 1avol T 1. T 1AMoir 1T 1 T |
PMO__-__PMO . . PMO__-__PMO
7 _____AMO_____AMO — 1 1 T | 15 _____AMO_____AMO T | T |
: PM O . PM O . . PM O . PM O
8 . AM O . AM O . AM O . AM O
. PM O . PM O . . PM O . PM O
TOTAL ) TOTAL
Employer check & fill out only if new address and/or telephone Personal Service Worker check & fill out only if new address
Address Phone Address Phone
City State Zip City State Zip
.I My signature certifies that | received/provided a service or item on the date listed above. | understand that payment for this service or item will be from Federal and

State funds, and that any false claims, statements, or documents, or concealment of material facts may be prosecuted under applicable Federal and State laws.

42781

. Consumer Signature DATE Personal Service Worker Signature DATE






ACESS$: :
. ® /\L‘_emmio ACES$: Avenues to Consumer Employer Services & $upport .

Consumer Fax The Timesheet Toll Free at: (877) 808 - 7014
Employer
Services &
$upport
Start of Payroll Period / / End of Payroll Period / /
Consumer Consumer PSW 5 Last PSW
Number Name Digits of SSN Name
DATE TIME IN TIME OUT TOTAL DATE TIME IN TIME OUT TOTAL
16 ] AM O . AM O 24 . AM O . AM O
. PM O . PM O . . PM O . PM O .
T_____AMO . AMOIT T 11 T 1 T_____AMO . AMOI T 11 T 1
. PMO__-__PMO . . PMO__-__PMO .
T s T | [T T 1ol T 1. T 1ol T I T 1062 T 1T 1awof T I T ™Mo T 1T T |
. PMO__-__PMO . . PMO__-__PMO .
T_____AMO_____AMO — T 1 T 1 T_____AMO_____AMO 1 | T |
. PMO__-__PMO . . PMQ__-__PMO .
o0 IT T LT T 1avol T 1. T Ao T17 10T I 28 I T L. T 1avol T 1. T 1AMo 1 ([T |
. PMO__-__PMO . . PMO__-__PMO
> T T [T T 1ol T 1. T 1o T 10T 120 W T 1T 1o T 1. T IO T 1T T
PMO__-__PMO . . PMO__-__PMO
22 _____AMO_____AMO T | T 1 30 _____AMO_____AMO T | T |
: PM O . PM O . . PM O . PM O
23 . AM O . AM O 31 . AM O . AM O
. PM O . PM O . . PM O . PM O
TOTAL ) TOTAL
Employer check & fill out only if new address and/or telephone Personal Service Worker check & fill out only if new address
Address Phone Address Phone
City State Zip City State Zip

My signature certifies that | received/provided a service or item on the date listed above. | understand that payment for this service or item will be from Federal and
State funds, and that any false claims, statements, or documents, or concealment of material facts may be prosecuted under applicable Federal and State laws.
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. Consumer Signature DATE Personal Service Worker Signature DATE
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THIS BOOKLET IS BEING PROVIDED TO YOU TO ASSIST YOU IN
THE PROCESS OF FILLING OUT YOUR TIMESHEETS
PROPERLY, ANSWERING ANY QUESTIONS YOU MIGHT HAVE
ABOUT THE TIMESHEETS AND TO PROVIDE SOME
EXPLANATION ON THE IMPORTANCE OF FILLING OUT YOUR
TIMESHEET CORRECTLY.

THE FOLLOWING IS A LIST OF SOME OF THE COMMONLY
USED TERMS IN THIS BOOKLET AND IN OUR PROGRAM.

CONSUMER OR PARTICIPANT

THIS IS THE INDIVIDUAL WHO HAS BEEN AWARDED AND IS
CURRENTLY ELIGIBLE FOR FUNDING OF SERVICES
THROUGH THE IL DHS HOME BASED PROGRAM

EMPLOYER

THIS IS THE PERSON WHO HAS COMPLETED THE
ENROLLMENT PAPERWORK AND BEEN ASSIGNED

AN FEDERAL EMPLOYER IDENTIFICATION NUMBER BY THE
IRS. IN MANY CASES IN THE ILDD THIS PERSON IS
SOMEONE OTHER THAN THE CONSUMER. ALTHOUGH,
THERE ARE SOME CIRCUMSTANCES THAT WOULD ALLOW
THE CONSUMER TO ALSO BE THE EMPLOYER IN THE ILDD.

PERSONAL SUPPORT WORKER (PSW)

THIS IS THE PERSON WHO IS BEING HIRED BY
THE EMPLOYER TO DO WORK FOR THE
CONSUMER. THIS IS THE PERSON WHO IS
RECEIVING A PAYCHECK THROUGH OUR
PROGRAM.

* |[F YOU SEE THE PHRASE “CONSUMER/EMPLOYER”, WE ARE
REFERRING TO THE PERSON WHO HAS BEEN ASSIGNED THE
FEDERAL EMPLOYER IDENTIFICATION NUMBER AS THE LEGAL
EMPLOYER. WE INCLUDE THE TERM “CONSUMER” BECAUSE THE
CONSUMER, IN SOME CASES, CAN BE THEIR OWN EMPLOYER.

FREQUENTLY ASKED QUESTIONS

ARE WE REQUIRED TO PAY THE OVERTIME RATE FOR TIME
OVER 40 HOURS PER WEEK?

NoO. DOMESTIC EMPLOYEES ARE EXEMPT FROM THE IL DEPT
OF LABOR OVERTIME REQUIREMENTS.

| JUST FAXED MY TIMESHEET. CAN YOU CONFIRM IT HAS
BEEN RECEIVED?

NOT RIGHT AWAY. WHEN YOU FAX IN YOUR TIMESHEET, IT
GOES DIRECTLY INTO OUR COMPUTER SYSTEM. IT TAKES ON
AVERAGE 48 HOURS AFTER YOU FAX FOR US TO BE ABLE TO
VIEW YOUR TIMESHEET AND CONFIRM ITS RECEIPT. WE ASK
THAT YOU PLEASE SET YOUR FAX MACHINE TO PRINT OUT A
CONFIRMATION REPORT TO CONFIRM ITS DELIVERY.

| PUT THE TOTAL HOURS ON MY TIMESHEET, WHY SHOULD
| HAVE TO PUT MY TIME IN AND TIME OUT?

LEGALLY WE HAVE TO CALCULATE YOUR TOTAL HOURS FOR
EACH PAY PERIOD FROM YOUR TIME IN AND TIME OUT. WE DO
NOT GO BY THE TOTAL HOURS THAT YOU WRITE IN. IF YOU
HAVE TIME IN AT 8:00AM AND TIME OUT AT 1 1:00AM AND
HAVE 4 HOURS TOTAL, WE CAN ONLY PAY 3 TOTAL HOURS
BECAUSE OF YOUR TIME IN AND TIME OUT.

WHY CAN’T | PUT TWO SEPARATE SHIFTS ON ONE DAY ON
MY TIMESHEET?

BECAUSE OUR TIMESHEETS ARE PRE-PRINTED AND COMPUTER
READ, OUR SOFTWARE WILL ONLY RECOGNIZE ONE SHIFT PER
DAY. YOU CANNOT SPLIT UP THE BOXES AND WRITE TWO
NUMBERS IN ONE BOX, IT WILL. ONLY RECOGNIZE ONE NUMBER
PER BOX. IF YOU WORK MULTIPLE SHIFTS, YOU MUST PUT
EACH SHIFT ON A DIFFERENT TIMESHEET. YOU DO NOT,
HOWEVER HAVE TO SPLIT UP AM AND PM HOURS ONTO
DIFFERENT TIMESHEETS IF THEY OCCUR IN THE SAME SHIFT.

6





ACES$: Avepues to Consumer Employer Services & $upport
Fak The Timesheet Toll Free at: {877) 808 - 7014

1. CURRENT MONTH DATE
2. CONSUMER NUMBER
o|\ [#{o]\\£{8|0 o [ 1154 8 3. CONSUMER NAME
' 4. PAY PERIOD START DATE
ALLIZID John Doe : vk Jong Doe 5. PAY PERIOD END DATE
e S B o N Rl B - 6. LAST FIVE DIGITS OF PSW
WEEER- : i A B |W: olo el |2l:lolofmal [2].[elo SSN
2 gl-lolol2®i]zllolol2a [ Tul.lolo|[ 2 |l 1]2)[c o8 [5|[c]o]a®[ T3] [c]o 7. AM OR PM FILL IN BUBBLES
- : e ; i = : au _ O 8. PSW NAME
< O X M O d - : MO : B O . 9. DAILY (DATE) HOURS TOTAL
« I Tal:lils]™®|2):olo]me 3.|25] 10. TIME IN Box
S ; a0 . AY O 11. TIME OUT BoOX
o o PO o e O 12. EMPLOYER SIGNATURE
° JLlTg[ofofmol |! |4>5|Of~e 13. CHANGE OF ADDRESS
7 T g / e 8|.lolo ONLY FOR EMPLOYER
;ﬂgl_WH i ';'[;8 14. CHANGE OF ADDRESS
7 y ONLY FOR EMPLOYEE
o | o fizisk (PSW)
gw address and/or telephone |:| Personal Service Worker check & fill out only if new address 15. PSW SIGNATURE
Phone Address Phone 16. DATE OF SIGNATURE
/ REL 2 City A I Zp 17. COLUMN HOURS TOTAL

My signature certifies that I ived/provided a ice or item on the date listed above. I undé¢rstand that payment for this service or item will be from Federal and
,;"-é State funds, and that anyf false claims, statements, ok documents, or concealment of material fatts may be prosecuted under applicable Federal and State laws.
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HELPFUL TIMESHEET COMPLETION TIPS

PLEASE WRITE AS LEGIBLY AS POSSIBLE

PLEASE DO NOT MAKE ANY STRAY MARKS ON THE
TIMESHEET — IF YOU DIDN'T WORK ONE DAY, LEAVE
IT BLANK, DO NOT PUT A LINE THROUGH IT

DO NOT WRITE IN THE BLANK DAY ON THE 1ST
THROUGH THE 15™ TIMESHEET

FiLL IN THE AM/PM BUBBLES COMPLETELY, DO
NOT “X” OR CHECK THEM

WE MUST HAVE TWO SIGNATURES TO
PROCESS THE TIMESHEET

PLEASE DO NOT USE MILITARY TIME

PLEASE TOTAL THE HOURS IN EACH COLUMN
SEPARATELY

PLEASE USE DECIMALS (E.G. 1.50) IN THE TOTAL
COLUMN INSTEAD OF TIME (E.G. 1:30)

IF YOU ARE SENDING IN A CORRECTED TIMESHEET
OR A TIMESHEET FOR ADDITIONAL HOURS, PLEASE
NOTE THIS ON THE TOP OF THE TIMESHEET BY
WRITING “CORRECTION” OR “ADDITIONAL HOURS”
Do NOT CROSS OUT AND WRITE IN DIFFERENT
DATES THAN THE ONES THAT ARE PRE-PRINTED ON
THE TIMESHEETS FOR YOU

ONLY FILL IN THE CHANGE OF ADDRESS AREAS IF
YOU ARE CHANGING YOUR ADDRESS

LEADING ZEROS ARE NOT NECESSARY

THE THREE MOST IMPORTANT PIECES OF
INFORMATION THAT YOU PROVIDE TO US ON THE
TIMESHEET FOR IDENTIFICATION PURPOSES ARE (1)
THE CONSUMER NUMBER, (2) THE LAST 5 DIGITS OF
THE PSW'’S SOCIAL SECURITY NUMBER, AND (3) THE
PAY PERIOD START AND END DATES. PLEASE BE
SURE THESE ARE CORRECT BEFORE TURNING IT IN.

5

MosT COMMON MISTAKES ON TIMESHEETS

¢ WRONG OR MISSING CONSUMER NUMBER, PSW
SOCIAL SECURITY NUMBER AND PAY PERIOD START
AND END DATES

e MISSING CONSUMER OR PSW SIGNATURES

e THE PAY PERIOD START AND END DATES DO NOT
MATCH THE PREPRINTED DATES ON THE TIMESHEETS
(JAN 1T — JAN 15 MUST BE ON THE TIMESHEET THAT
IS PREPRINTED WITH 1 THROUGH 15 ON IT)

e TIME IN AND TIME OUT HOURS AREN’T WRITTEN IN,
ONLY TOTAL TIME. WE CANNOT PROCESS A
TIMESHEET WITH ONLY TOTAL HOURS, WE MUST
HAVE TIME IN AND TIME OUT WRITTEN IN

¢ YOU CANNOT WORK MORE THAN 24 HOURS IN ONE
DAY

e NOT TOTALING UP THE HOURS IN THE HOURS
COLUMN OR ADDING THEM UP INCORRECTLY

e USING MINUTES (:30, :15, :45) IN THE HOURS
COLUMN INSTEAD OF DECIMALS (.50, .25, .75)

e |[LLEGIBLE INFORMATION ON THE TIMESHEET. ITIS
IMPERATIVE THAT ALL THE INFORMATION YOU WRITE
ON THE TIMESHEET IS ABLE TO BE READ BY OUR
SOFTWARE AND OUR STAFF

e FAX MISTAKES:

0 FAXING IN THE TIMESHEET UPSIDE DOWN

0 FAXING IN A REDUCED OR ENLARGED COPY OF
THE TIMESHEET (ALWAYS USE ORIGNIALS)

0 FAXING IN THE TIMESHEET MULITPLE TIMES —
THIS WILL SIGNIFICANTLY sLOW DOWN OUR
PAYROLL PROCESS. PLEASE ONLY FAX IN
YOUR TIMESHEET ONE TIME.






10.

INSTRUCTIONS FOR Personal Support Worker PACKET

Definition of Commonly Used Terms (2 pages)
This document is for information purposes and does not need to be returned.

Personal Support Worker Acknowledgement of Employer (1 page) i
Line 1: Fill in name of Personal Support Worker.
Sign this form at bottom as Personal Support Worker.

Application for Employment as Personal Support Worker (1 page)

Print personal information at top, read and confirm qualifications, include references as
necessary, and sign at bottom.

Agreement between Participant and Personal Support Worker (2 pages)
Line 2: Fill in name of Personal Support Worker.
Page 2: Sign and date as Personal Support Worker.

New Hire Reporting Form (1 page)

In “NEW EMPLOYEE NAME AND ADDRESS” section of the form, fill in only one of the two
boxes with your name, address, and social security number. The “Date of Hire” must be on or
before your first date of paid service.

IMAP Waiver Program Provider form (2 pages)
Page 1: On the top line, put PSW name and PSW Social Security number on the line below.

Page 2: At the bottom of the form where it says “provider,” sign, re-write your Social Security
number, and date.

IMAP Provider Enrollment Application (2 pages)
Page 1: Section A only — please fill in the following boxes:
Box 3-Enter PSW name.
Boxes 4-8-Enter PSW address.
Box 9-enter PSW phone.
Box 14-enter PSW Social Security number.
Page 2: At the bottom of the page, PSW must sign and date and print name..

Form 1-9 Employment Eligibility Form (4 pages) *
Fill out Section 1 with Personal Support Worker information, sign and date section 1.

Provide documents as required in section 2. Supply photocopies of those documents. Be sure to
fill out section 2 with the document information.

Certification of Participant/Personal Support Worker Relationship (1 page) *

Both parties must READ and SIGN this agreement certifying the excluded relationships do NOT
exist.

Ilinois Compiled Statutes —Abuse and Neglect Policy (3 pages) t
Both parties must READ and SIGN at bottom of page 3.

Page 1 of 2





11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Authorization for background check (CANTS - Child abuse and neglect) (1 page)

Fill in all information at the top of the form. In the middle section, list any or all of your previous
addresses for the past 5 (five) years. In the bottom section, list any other names by which you
have been known. Sign and date on the line at the bottom.

Uniform Conviction Information Act Name Inquiry (1 page)

Fill in last name, first name, middle name, date of birth, sex, race, social security number, drivers
license number, and drivers license state of issue. The $16 fee is not required.

Form W-4 (2 pages)
Fill out sections 1-7 at bottom and sign form.

Form IL W-4 (2 pages)
Fill out personal information, including social security # at bottom of form.
Answer lines 1-3, and sign form at bottom.

Form IL-W-5-NR Employee’s Statement of Nonresidence in lllinois (1 page)
Fill out and sign only if applicable.

Form W-5 Earned Income Credit(4 pages)
Fill out and sign only if applicable.

IRS Notice 797 Earned Income Credit (2 pages)
This document is for information purposes and does not need to be returned.

Authorization Agreement for Automatic Deposits (1 page)

Fill in PSW information allowing for direct deposit of payroll funds. Sign and date bottom of
form. If you do not want to use direct deposit, this form does not need to be returned.

Payroll Schedule (1 page)
This document is for information purposes and does not need to be returned.

Timesheets (2 pages)
These timesheets are for information purposes and do not need to be returned. Timesheets will be
filled out, signed, and submitted according to the arrangements made with the employer.

How to fill out timesheets (4 pages)

This document is for information purposes and does not need to be returned. Note that this is
designed to be double-sided and folded into a booklet, but each page is independent, so there
should be no problem reading it in this form.

Documents marked with this symbol require employer signatures.

Date of last update: 10-May-2009
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