o

A HELPING HAND
SENIOR CARE SERVICES

Interview questions:
Middle Initial

Today Date:
Name: First Middle Last
Birthday: SS# Male (] Female L1

Document Title: Driver License or State ID
Issuing: Authority STATE OF MINNESOTA

ID number: Expiration Date:
Social Security Card issuing Authority: Social Securety Department
Single[JMarried [] Dependent #: Tax Exempt or N/A:NA

Are you a citizen? Yes [0] Are you lawful permanent resident: yes[1No

White: [] Asian:[] Black: [  Hispanic/Latino:[] other please completed page 9
Non-veteran: Yes[_]No[Z]not respond
Disabled: Yes [2] No [ not respond

Address:

Apt#
Street city State Zip County
Email: Phone: Evening:

Are you authorized to work in the United States? Yes[O]No [ ]
Are you at least 18 years of age? Yes [2] No []
Have you ever been convicted of a criminal offense? Yes[1No [Z]

Have you ever been excluded from participation in any federal healthcare program? Yes[|No [O]
Are you able to perform the duties and responsibilities of the job you are applying for? Yes[Z No []

Type of Employment?: Full - time |[] | Part - time

If you are applying for a Qualified Professional position, include your MN
State Nurse/LPN License#
State Other License#

Do you have the following:
Driver License: Yes @ No [ ]Car: Yes @No |:|
Have you applied for this company before: Yes[ ] No [T]



L

A HELPING HAND
SENIOR CARE SERVICES LLC
www.ahelpinghandsenior.com

2527 14th Ave S Minneapolis, MN 55404
Phone: 612-255-3110 Fax: 612-255-3115
Email: info@ahelpinghandsenior.com

MN Department of Human Services Background Study Information Form

Agency: A Helping Hand Senior Care Services LLC

2527 14th Ave S

Minneapolis, MN 55404

HFID Number: 33206

HFID Number: 33208 Assist Living
HFID Number: 33209

Please print legibly. Information provided on this form must match identically to the information on your form of
ID (Driver’s License, Government Issued ID, Passport or other acceptable document). Please contact A Helping
Hand Senior Care Services LLC for questions on this requirement.

**ENCLOSE A PHOTOCOPY OF YOUR FORM OF ID WITH THIS FROM. SEE ATTACHED “ACCEPTABLE FORMS OF ID FOR
DHS BACKGROUND”

Minnesota Department of Human Services, Minnesota Bureau of Criminal Apprehension, and the Federal Bureau of
Investigation require A Helping Hand Senior Care Services LLC to collect this information in order for DHS to conduct a
fingerprint based criminal record search.

Personal Data

First Name Middle Name Check here if you | Last Name
do not have a
middle name []
Date of Birth (MM/DD/YYYY) Social Security Number*
Gender: Male[[]  Female[]
Phone Number Email Address
Race (optional) Eye color Hair color
White D Asian D BlackD Hispanic/LatinoD
Height Weight Place of Birth (State) or Country
Preferred contact method for further steps of the background study
[O]Email [ Jphone [ Mail

*Social Security number is not required to initiate a background study, but is necessary for the background study to be transferrable.
Should you wish to work in multiple programs and have your background transferrable, this information is required.)

Other names known by (Maiden names, married names, nicknames, etc.)

First Name Middle Name Last Name
First Name Middle Name Last Name
First Name Middle Name Last Name

Revised 01/02/2019



Form of Identification Information
Document Type (Driver’s License, Government Issued ID, Passport etc.) Issuing State/Authority

Driver License or State ID STATE OF MINNESOTA

Document Number Expiration Date

Permanent Address
Address

City State Zip

Date of Residence: FROM / / TO Current

Mailing Address @Same as Permanent Address
Address

City State Zip

Previous Out-of-State Addresses within the last 5 years |:|| have not lived out-of-state within the last 5 years
Address

City State Zip

Dates of Residence: FROM (year) TO (year)

Address

City State Zip

Dates of Residence: FROM (year) TO (year)

I understand that having direct contact services to people receiving services is a requirement of the position | am being considered for and that having
and maintaining a satisfactory record with the Department of Human Services is a condition of my employment with A Helping Hand Senior Care
Services LLC.

I agree to release A Helping Hand Senior Care Services LLC, its employees, and those who supplied you with the information from any liability
for any damage which may result from furnishing the requested information or my failure to be hired for the position for which | am applying.

| certify that all elements of the personal data | have provided are true, accurate and complete. | understand and agree that any omission, false
statement, misleading statement, or answer made by me on this form or any supplements to it will be sufficient grounds for rejection of
employment and my discharge after employment.

| authorize A Helping Hand Senior Care Services LLC to submit the above information to DHS to investigate my criminal background as part of
the hiring process. | have received a copy of the Privacy Notice, Acceptable Forms of Identification for DHS Background Studies, and Fingerprint
and Photo Information for DHS Background Study Subjects.

Printed Name Applicant Signature Date

Revised 01/02/2019




A Helping Hand Senior Care Services, LLC Application for Employment
2527 14th Ave S, Minneapolis, MN 55404

www.ahelpinghandsenior.com

info@ahelpinghandsenior.com 4 H \

Office: (612) 255 - 3110 .

Fax: (612) 255 -3115
. A HELPING HAND
An Equal Opportunity Employer SENIOR CAREGSERVICES

Each question should be fully and accurately answered. All questions must be answered. Additional sheets may be attached if you do not
have enough room on this application. PLEASE PRINT, except for signature on back of Application. All information will be available only to
fineed to knowd persons or as required by law. This company will make reasonable accommodation in the application process, if needed.

This application is current for six months. At the conclusion of this time, if you have not been contacted and still wish to be considered for employment, it will be
necessary for you to fill out a new application.

NAME (Print) DATE
Last First Full Middle Name
ADDRESS PHONE
No. Street City State Zip Day Evening
Position applied for? When are you available for employment?
Social Security # DOB Type of Employment?: Full T time [l Part T time
Drivers License# , and if you are applying for a Qualified Professional position, include your MN
State License# State License#

RECORD OF EMPLOYMENT - Include all Employment pertaining to the Health Care Industry

1. Name of Current/Most Recent Employer Address Telephone
Dates Employed Rate of Pay Reason for Leaving
From To Starting Ending
Mo. Yr. Mo. Yr.

List the jobs you held, duties performed, skills used or learned, advancements or promotions.

May we contact your current employer? Yes No
2. Name of Next Previous Employer Address Telephone
Dates Employed Rate of Pay Reason for Leaving
From To Starting Ending
Mo. Yr. Mo. Yr.

List the jobs you held, duties performed, skills used or learned, advancements or promotions.

3. Name of Next Previous Employer Address Telephone

New empl oyment applicati on Page 1 of 2 A Helping Hand Senior Care Services, LLC


http://www.grannyshelpinghands.org/
mailto:homecare@grannyshelpinghands.org

Dates Employed Rate of Pay Reason for Leaving

From To Starting Ending

Mo. Yr. Mo. Yr.
List the jobs you held, duties performed, skills used or learned, advancements or promotions.

Have you ever been convicted of a criminal offense? % YesD% No E'
Have you ever been excluded from participation in any federal healthcare program? 3 Yes|:|§ No E
5 Yes s No
If yes to any question above, please explain:
Are you over 18 years of age? % Yes@% No []
Are you authorized to work in the United States? 5 Yes@g No |:|
Are you able to perform the duties and responsibilities of the job you are applying for? 2 Yes@% No |:| Please Explain any No response:
EDUCATION (Check box last year completed) SCHOOL NAME DIPLOMA OR DEGREE EARNED
High School 1 2 3 4
College 1 2 3 4

Other job-related education

OTHER JOB RELATED SKILLS

This Employment Application is used to notify me that the nature and scope of an investigation, if one is conducted, could include such
general identification information as residence verification, and, as applicable, information concerning my employment, education, general
reputation, character, personal characteristics, and habits, and that such information may be developed through personal interviews with
third parties such as family members, neighbors, friends, associates, former employers, educational institutions, custodians of official
records or other sources. Only job-related information developed from such a report will be considered in evaluating my employment
application or continued employment. | hereby authorize these persons, companies, organizations or corporations to answer all questions
or release any information regarding the items listed in this paragraph. | hereby release them from any liability and hold them harmless
from any claim for releasing any truthful information within their knowledge and/or records.

| authorize A Helping Hand Senior Care Services, LLC to release to any person, firm, entity or organization with which | may seek
employment in the future, any truthful information concerning my work experience with the company. | hereby release and hold the
company harmless from any claim for releasing any truthful information within its knowledge and/or records.

| understand that any job offer extended to me will be contingent upon passing a drug/alcohol test and a criminal history
background check.

| certify that the answers given by me to the foregoing questions and during any interviews are true and correct without consequential
omissions, and understand that, if employed, omissions and/or false statements on this application or during any interviews may result in
dismissal. | understand and acknowledge that, if hired, my employment is for no definite period and either the Employer or | may
terminate our relationship at will at any time, without notice or any reason, and that this employment application does not

constitute an employment contract. | have had an opportunity to have my questions about this statement's content and intent answered
and understand its terms.

Date Signature of Applicant
Please provide Email addressif possible

New empl oyment appl ication Page 2 of 2 A Helping Hand Senior Care Services, LLC



A Helping Hand Senior Care Services LLE

£

A HELPING HAND
SENIOR CARE SERVICES

VOLUNTARY SELF-IDENTIFICATION INFORMATION

A Helping Hand Senior Care Services LLC is an Equal Opportunity/Affirmative Action Employer. All
qualified applicants will receive consideration for employment without regard to sex, race, color, national
origin or ancestry, age, handicap, marital status, source of income, class, physical characteristics, sexual

orientation or political beliefs.

As an employer, we comply with government regulations and affirmative action responsibilities. Solely to
help us comply with government record keeping, reporting and other legal requirements, please complete this
Voluntary Self-Identification Information form. This data is for analysis and affirmative action only and
submission of this information is voluntary. This data will be kept in a confidential file separate from your

Application for Employment.

Date

Position Applied For:

Gender:
[0 Male
[0 Female
[0 Choose not to respond

Race/Ethnic Background:

[0 American Indian / Alaskan
Native

Asian
Native Hawaiian/ Other Pacific Islander

Black / African or African
American

Hispanic / Latino
White / Caucasian
Two or More Races
Other

Choose not to respond

ogodo Qgog

Veteran Status:
[ Vietnam era veteran
[0 Disabled veteran
[ Other veteran
El Non-veteran
[0 Choose not to respond

Disability Status*:
[0 Disabled
<] Not disabled
[0 Choose not to respond

* According to the American with Disabilities Act, the term “disability” means,
with respect to an individual, a physical or mental impairment that substantially limits

one or more of the major life activities of that individual, a record of such an

impairment, or being regarded as having such an impairment.



A HELPING HAND SENIOR CARE SERVICES

CONDITIONAL JOB OFFER

A Helping Hand Senior Care Services would like to extend to you this conditional
job offer.

This offer is based on the condition that you meet the following requirements of
the position:

e Acceptable references are found.

e Your previous work history is verified.

e Criminal background study is satisfactory.

e You are able to perform the essential functions and physical
requirements with or without reasonable accommodation listed on the
job description.

e You are authorized to work in the United States by completing the I-9
form. (You will be asked to complete this information on your 15t day of
work.)

Once the above conditions are verified and acceptable, you will be eligible for
work with A Helping Hand Senior Care Services.

| accept the conditional job offer and hereby authorize A Helping Hand Senior
Care Services to verify the above information.

Applicant Signature Date

A Helping Hand Representative Signature Date



PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an
application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered
to correspond to the Marketplace application.

3. Employer name

4. Employer ldentification Number (EIN)

5. Employer address

6. Employer phone number

7. City

8. State

9. ZIP code

10. Who can we contact at this job?

11. Phone number (if different from above)

12. Email address

You are not eligible for health insurance coverage through this employer. You and your family may be able to obtain
health coverage through the Marketplace, with a new kind of tax credit that lowers your monthly premiums and with

assistance for out—of—pocket costs.



Employment Eligibility Verification USCIS

. Form I-9
Depgrtmeqt of Homel.and .Securlty OMB No.1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal.

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first
day of employment, but not before accepting a job offer.

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) | Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number (if any) | City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number
| |

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment and/or IE‘ 1. A citizen of the United States

fines for false statements, or the

use of false documents, in 2. A noncitizen national of the United States (See Instructions.)

co_nnection with the completion of 3. Alawful permanent resident (Enter USCIS or A-Number.) |

this form. | attest, under penalty — - - -

of perjury, that this information, D 4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any)

including my selection of the box

attesting to my citizenship or If you check Item Number 4., enter one of these:

immigration status, is true and USCIS A-Number R Form 1-94 Admission Number R Foreign Passport Number and Country of Issuance
correct. o o
Signature of Employee Today's Date (mm/dd/yyyy)

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentation in the Additional Information box; see Instructions.

List A OR ListB AND ListC
Document Title 1 Driver License or State ID Social Security Card
Issuing Authority STATE OF MINNESOTA |Social Securety Department
Document Number (if any)
Expiration Date (if any)
Document Title 2 (if any) Additional Information

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 3 (if any)

Issuing Authority

Document Number (if any)

Expiration Date (if any) [] check here if you used an alternative procedure authorized by DHS to examine documents.

Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named First/B:/y of Employment

employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the (mm/ddlyyyy):

best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)
Mohamod Jama Assist Living Director

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

A Helping Hand Senior Care Services LLC | 2527 14th Ave S Minneapolis MN 55404

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4.
Form I-9 Edition 08/01/23 Page 1 of 4




LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

1. U.S. Passport or U.S. Passport Card

2. Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

3. Foreign passport that contains a
temporary [-551 stamp or temporary
1-5651 printed notation on a machine-
readable immigrant visa

4. Employment Authorization Document
that contains a photograph (Form |-766)

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form 1-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form 1-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

. Driver's license or ID card issued by a State or

outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

. ID card issued by federal, state or local

government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

and address

3. School ID card with a photograph

4. Voter's registration card

2. Certification of report of birth issued by the
Department of State (Forms DS-1350,
FS-545, FS-240)

5. U.S. Military card or draft record

6. Military dependent's ID card

3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

5. U.S. Citizen ID Card (Form |-197)

9. Driver's license issued by a Canadian
government authority

6. Identification Card for Use of Resident
Citizen in the United States (Form 1-179)

unable to present a document
listed above:

For persons under age 18 who are

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, ltem
Number 4. document, not a List C
document.

Acceptable Receipts

For receipt validity dates, see the M-274.

May be presented in lieu of a document listed above for a temporary period.

e Receipt for a replacement of a lost,
stolen, or damaged List A document.

e Form I-94 issued to a lawful
permanent resident that contains an
1-5651 stamp and a photograph of the
individual.

e Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR

Receipt for a replacement of a lost, stolen, or
damaged List B document.

Receipt for a replacement of a lost, stolen, or
damaged List C document.

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.

Form I-9 Edition 08/01/23

Page 2 of 4




. W-4 Employee’s Withholding Certificate OMB No. 1545-0074

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

Department of the Treasury _lee F-orm- W-4 130 your ern.ployer. 2 @ 23

Internal Revenue Service Your withholding is subject to review by the IRS.

Step 1: (a) First name and middle initial Last name (b) Social security number

Enter Address Does your name match the

Personal name on your social security

: card? If not, to ensure you get

Information City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

(c) DSingIe or Married filing separately
D Married filing jointly or Qualifying surviving spouse

|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, other details, and privacy.

ep 2: omplete this step if you old more than one job at a time, or (2) are married filing jointly and your spouse
Step 2 C lete this step if (1) hold th job at a ti ()] ied filing jointl d

Multiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

Works (a) Reserved for future use.

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

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

TIP: If you have self-employment income, see page 2.

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

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent Multiply the number of other dependents by $500 $
and Other ultiply the number of other dependents by e e
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter the totalhere . . . . . . . . . . 3 |$NA

Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4a)|$
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and

want to reduce your withholding, use the Deductions Worksheet on page 3 and enter

theresulthere . . . . . . . . . . . . . . . . . . . . . .. 4%

(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer’s name and address A Helping Hand Senior Care Services LLC First date of Employer identification
Onl employment number (EIN)
y 2527 14th Ave S
Minneapolis, MN 55404 81-2494443

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2023)



Form W-4 (2023)

Page 2

General Instructions
Section references are to the Internal Revenue Code.

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormW4.

Purpose of Form

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

Exemption from withholding. You may claim exemption
from withholding for 2023 if you meet both of the following
conditions: you had no federal income tax liability in 2022
and you expect to have no federal income tax liability in
2023. You had no federal income tax liability in 2022 if (1)
your total tax on line 24 on your 2022 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, and 29), or (2)
you were not required to file a return because your income
was below the filing threshold for your correct filing status. If
you claim exemption, you will have no income tax withheld
from your paycheck and may owe taxes and penalties when
you file your 2023 tax return. To claim exemption from
withholding, certify that you meet both of the conditions
above by writing “Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not
complete any other steps. You will need to submit a new
Form W-4 by February 15, 2024.

Your privacy. If you have concerns with Step 2(c), you may
choose Step 2(b); if you have concerns with Step 4(a), you
may enter an additional amount you want withheld per pay
period in Step 4(c).

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay income and self-employment
taxes through withholding from your wages, you should
enter the self-employment income on Step 4(a). Then
compute your self-employment tax, divide that tax by the
number of pay periods remaining in the year, and include
that resulting amount per pay period on Step 4(c). You can
also add half of the annual amount of self-employment tax to
Step 4(b) as a deduction. To calculate self-employment tax,
you generally multiply the self-employment income by
14.13% (this rate is a quick way to figure your self-
employment tax and equals the sum of the 12.4% social
security tax and the 2.9% Medicare tax multiplied by
0.9235). See Pub. 505 for more information, especially if the
sum of self-employment income multiplied by 0.9235 and
wages exceeds $160,200 for a given individual.

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

Specific Instructions

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

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

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

ﬂ Multiple jobs. Complete Steps 3 through 4(b) on only
one Form W-4. Withholding will be most accurate if
you do this on the Form W-4 for the highest paying job.

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

Step 4 (optional).

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

Step 4(b). Enter in this step the amount from the
Deductions Worksheet, line 5, if you expect to claim
deductions other than the basic standard deduction on your
2023 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs.

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

CAUTION



Form W-4 (2023)

Page 3

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

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional

tables.

1 Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one

job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter

that value on line 1. Then, skip to line 3 . 19
2 Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2c below. Otherwise, skip to line 3.
a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter that value on line 2a . 2a $
b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount
on line 2b 2b $
¢ Add the amounts from lines 2a and 2b and enter the result on line 2c . 2c $
3 Enter the number of pay periods per year for the highest paying job. For example, if that JOb pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. 3
4  Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amount you want withheld) 4 $
Step 4(b)—Deductions Worksheet (Keep for your records.) ﬂ
1 Enter an estimate of your 2023 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess of 7.5% of yourincome . . . . . . . . . . . . 1 $
¢ $27,700 if you’re married filing jointly or a qualifying surviving spouse
2 Enter: ¢ $20,800 if you’re head of household 2 3
¢ $13,850 if you’re single or married filing separately
3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater
than line 1, enter “-0-" 3 3
4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4
5 Add lines 3 and 4. Enter the result here and in Step 4(b) of FormW-4 . . . . . . . . . . . 5

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
territories for use in administering their tax laws; and to the Department of Health
and Human Services for use in the National Directory of New Hires. We may also
disclose this information to other countries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism.

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

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

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.
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Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- [$10,000 - [$20,000 - |$30,000 - |$40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - {$100,000 -{$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $0 $850 $850 | $1,000 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,870
$10,000 - 19,999 0 930 | 1,850 | 2,000 | 2,200 | 2220 | 2220 | 2220 | 2220 | 2220 | 3200 4,070
$20,000 - 29,999 850 | 1,850 | 2920 | 3120 | 3,320 | 3,340 | 3,340 | 35340 | 3,340 | 4320 | 5320 | 6,190
$30,000 - 39,999 850 | 2,000 | 3120 | 3320 | 3520 | 3540 | 3540 | 3540 | 4520 | 5520 | 6520 | 7,390
$40,000- 49,999 1,000 | 2,200 | 3,320 | 3520 | 3,720 | 3,740 | 3740 | 4720 | 5720 | 6,720 | 7,720 | 8,590
$50,000 - 59,999 1,020 | 2220 | 3340 | 3540 | 3,740 | 3,760 | 4,750 | 5750 | 6,750 | 7,750 | 8,750 | 9,610
$60,000- 69,999 1,020 | 2220 | 3340 | 3540 | 3740 | 4750 | 5750 | 6,750 | 7,750 | 8,750 | 9,750 | 10,610
$70,000- 79,999 1,020 | 2220 | 3340 | 3540 | 4,720 | 5750 | 6,750 | 7,750 | 8750 | 9,750 | 10,750 | 11,610
$80,000- 99,999 1,020 | 2220 | 4170 | 5370 | 6570 | 7,600 | 8600 | 9,600 | 10,600 | 11,600 | 12,600 | 13,460
$100,000 - 149,999 1,870 | 4,070 | 6,190 | 7,390 | 8590 | 9,610 | 10,610 | 11,660 | 12,860 | 14,060 | 15,260 | 16,330
$150,000 - 239,999 2,040 | 4,440 | 6,760 | 8,160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15580 | 16,780 | 17,850
$240,000 - 259,999| 2,040 | 4440 | 6760 | 8160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15580 | 16,780 | 17,850
$260,000 - 279,999 2,040 | 4,440 | 6,760 | 8,160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15580 | 16,780 | 18,140
$280,000 - 299,999 2,040 | 4,440 | 6,760 | 87160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,870 | 17,870 | 19,740
$300,000 - 319,999| 2,040 | 4440 | 6760 | 8160 | 9,560 | 10,780 | 11,980 | 13,470 | 15470 | 17,470 | 19,470 | 21,340
$320,000 - 364,999| 2,040 | 4,440 | 6,760 | 8550 | 10,750 | 12,770 | 14,770 | 16,770 | 18,770 | 20,770 | 22,770 | 24,640
$365,000 - 524,999 2,970 | 6,470 | 9,890 | 12,390 | 14,890 | 17,220 | 19,520 | 21,820 | 24,120 | 26,420 | 28,720 | 30,880
$525,000 and over | 3,140 | 6,840 | 10,460 | 13,160 | 15,860 | 18,390 | 20,890 | 23,390 | 25,890 | 28,390 | 30,890 | 33,250
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- [$10,000 - |$20,000 - |$30,000 - |$40,000 - | $50,000 - [ $60,000 - |$70,000 - | $80,000 - | $90,000 - |$100,000 - |$110,000
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $310 $890 | $1,020 | $1,020 | $1,020 | $1,860 | $1,870 | $1,870 | $1,870 | $1,870 | $2,030 | $2,040
$10,000 - 19,999 890 | 1,630 | 1,750 | 1,750 | 2,600 | 3,600 | 3,600 | 3600 | 3,600 | 3,760 | 3,960 | 3,970
$20,000- 29,999 1,020 | 1,750 | 1,880 | 2,720 | 3,720 | 4,720 | 4730 | 4,730 | 4,890 | 5090 | 5290 | 5,300
$30,000- 39,999 1,020 | 1,750 | 2,720 | 3720 | 4720 | 5720 | 5730 | 589 | 609 | 6290 | 649 | 6,500
$40,000- 59,999 1,710 | 3450 | 4570 | 5570 | 6570 | 7,700 | 7,910 | 8110 | 8310 | 8510 | 8710 | 8720
$60,000- 79,999 1,870 | 3,600 | 4,730 | 5860 | 7,060 | 8260 | 8460 | 8660 | 8860 | 9,060 | 9260 | 9,280
$80,000- 99,999 1,870 | 3730 | 5060 | 6260 | 7460 | 8660 | 8860 | 9060 | 9260 | 9460 | 10,430 | 11,240
$100,000 - 124,999 2,040 | 3,970 | 5300 | 6500 | 7,700 | 8,900 | 9,110 | 9,610 | 10,610 | 11,610 | 12,610 | 13,430
$125,000 - 149,999 2,040 | 3,970 | 5300 | 6500 | 7,700 | 9,610 | 10,610 | 11,610 | 12,610 | 13,610 | 14,900 | 16,020
$150,000 - 174,999 2,040 | 3970 | 5610 | 7610 | 9610 | 11,610 | 12,610 | 13,750 | 15,050 | 16,350 | 17,650 | 18,770
$175,000 - 199,999| 2,720 | 5450 | 7,580 | 9,580 | 11,580 | 13,870 | 15,180 | 16,480 | 17,780 | 19,080 | 20,380 | 21,490
$200,000 - 249,999 2,900 | 5930 | 8,360 | 10,660 | 12,960 | 15260 | 16,570 | 17,870 | 19,170 | 20,470 | 21,770 | 22,880
$250,000 - 399,999 2,970 | 6,010 | 8,440 | 10,740 | 13,040 | 15340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,960
$400,000 - 449,999| 2,970 | 6,010 | 8,440 | 10,740 | 13,040 | 15340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,960
$450,000 and over | 3,140 | 6,380 | 9,010 | 11,510 | 14,010 | 16,510 | 18,010 | 19,510 | 21,010 | 22,510 | 24,010 | 25,330
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- [$10,000 - [$20,000 - |$30,000 - |$40,000 - | $50,000 - | $60,000 - |$70,000 - | $80,000 - | $90,000 - |$100,000 - |$110,000
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $620 $860 | $1,020 | $1,020 | $1,020 | $1,020 | $1,650 | $1,870 | $1,870 | $1,890 | $2,040
$10,000 - 19,999 620 | 1,630 | 2,060 | 2220 | 2220 | 2220 | 2,850 | 3850 | 4,070 | 4,090 | 4,290 | 4,440
$20,000 - 29,999 860 | 2,060 | 2490 | 2,650 | 2,650 | 3,280 | 4280 | 5280 | 5520 | 5720 | 5920 | 6,070
$30,000- 39,999 1,020 | 2220 | 2650 | 2810 | 3440 | 4440 | 5440 | 6460 | 6,880 | 7,080 | 7,280 | 7,430
$40,000- 59,999 1,020 | 2,220 | 3130 | 4,290 | 5290 | 6290 | 7,480 | 8680 | 9,100 | 9,300 | 9,500 | 9,650
$60,000- 79,999 1,500 | 3,700 | 5,30 | 6,290 | 7,480 | 8680 | 9,880 | 11,080 | 11,500 | 11,700 | 11,900 | 12,050
$80,000- 99,999 1,870 | 4,070 | 5690 | 7,050 | 8250 | 9450 | 10,650 | 11,850 | 12,260 | 12,460 | 12,870 | 13,820
$100,000 - 124,999 2,040 | 4,440 | 6,070 | 7,430 | 8630 | 9,830 | 11,030 | 12,230 | 13,190 | 14,190 | 15,190 | 16,150
$125,000 - 149,999 2,040 | 4,440 | 6,070 | 7,430 | 8630 | 9,980 | 11,980 | 13,980 | 15,190 | 16,190 | 17,270 | 18,530
$150,000 - 174,999 2,040 | 4440 | 6,070 | 7,980 | 9980 | 11,980 | 13,980 | 15,980 | 17,420 | 18,720 | 20,020 | 21,280
$175,000 - 199,999| 2,190 | 5390 | 7,820 | 9,980 | 11,980 | 14,060 | 16,360 | 18,660 | 20,170 | 21,470 | 22,770 | 24,030
$200,000 - 249,999| 2,720 | 6,190 | 8,920 | 11,380 | 13,680 | 15,980 | 18,280 | 20,580 | 22,090 | 23,390 | 24,690 | 25,950
$250,000 - 449,999| 2,970 | 6,470 | 9,200 | 11,660 | 13,960 | 16,260 | 18,560 | 20,860 | 22,380 | 23,680 | 24,980 | 26,230
$450,000 and over | 3,140 | 6,840 | 9,770 | 12,430 | 14,930 | 17,430 | 19,930 | 22,430 | 24,150 | 25650 | 27,150 | 28,600




Emergency Contact Form

Employee Name Address

Phone Number

Special Instructions:

In the event of a medical emergency, are there any emergency procedures or restrictions on medications
of which emergency personnel should be aware? If yes, please explain.

Emergency Contacts:

Primary Contact in case of emergency:
Name Relationship

Address Phone Number

Alternate Phone Number

Secondary Contact in case of emergency:
Name Relationship

Address Phone Number

Alternate Phone Number




Physician Contact

Doctor's Name Address

Phone Number

Employee Authorization

| have voluntarily provided the above contact information and authorize A Helping Hand Senior Care Services
LLC and its representatives to contact any of the above individuals on my behalf in the event of an
emergency.

Employee signature Date
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A Helping Hand Senior Care Services LLC
CODE OF CONDUCT

General Conduct
| AFFIRM THAT:

e | shall possess a professional attitude and provide services in a way that upholds the
facility’s policies, procedure, and values.

¢ | shall not participate in any unprofessional activities, such as drinking, gambling, fighting,
or swearing while on the job.

¢ | shall not engage in any type of harassment or discrimination or conduct myself in a way
that could be considered as such.

e | shall not keep materials at work or in my work area that is considered or could be
considered by others as inappropriate.

¢ | shall maintain respect for and follow facility policies, procedures, and management
decisions.

¢ | shall work to improve the effectiveness and efficiency of services provided by the facility.
| shall fulfill any and all commitments made by me to the facility.

e | shall support the integrity and reputation of the facility.

Employee — Confidentiality
| AFFIRM THAT:
e | shall respect the privacy of residents/tenants/clients and hold in confidence all
information obtained in the course of my services.

e | shall only collect, use and retain personal information necessary to perform my duties in
rendering services.

e | shall not disclose resident/tenant/client confidences to anyone, except required by law.
¢ | shall be responsible for storing and/or disposing of resident/tenant/client records in ways
that maintain confidentiality.

e | shall limit access to personal information to only those with a legitimate business reason
for seeking that information.

Responsibility to Co-Workers
| AFFIRM THAT:

o | shall respect the rights and views of my fellow workers and treat them with fairness,
courtesy, and good faith.

¢ | shall not engage in or condone any form of harassment or discrimination.

e | shall respect the confidences of my co-workers.

¢ If I have the responsibility for employing and evaluating the performance of other staff, |
shall do so in a responsible, fair, considerate, and equitable manner.

Reporting
| AFFIRM THAT:

o | shall report internally all violations of ethical standards, questionable conduct, or
questionable practices to my supervisor, by filing a report through the compliance hotline,
reporting to the compliance officer or to any of the officers designated to receive such
report.

¢ | may report externally all violations of ethical standards, questionable conduct or
questionable practices to an appropriate federal or state agency.

© June 2021 Care Providers of Minnesota Page 1 of 3
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Retaliation
| AFFIRM THAT:
¢ If I make a report of possible violation in good faith, | will not be subjected to retaliation,
retribution, or harassment by the facility.
e If I have the responsibility for employing and evaluating the performance of other staff, |
shall not conduct or condone retribution, retaliation, or harassment in any way.

Gifts/Gratuities
| AFFIRM THAT:

e | shall not accept any gifts or personal favors that could influence or appear to influence
business decisions in favor of any person or organization that facility has or may have a
business relationship.

e | shall not accept any preferential treatment that might put me in the position to be inclined
to return the preferential treatment or be perceived by others as such.

Kickbacks and Referrals
| AFFIRM THAT:
¢ | understand the facility strictly prohibits the acceptance of kickbacks or secret
commissions from suppliers or others.
e | shall not receive payment or compensation of any kind, except as authorized by the
facility under its business and payroll policies.

Public Statements
| AFFIRM THAT:
o | shall accurately represent my education, training, experience, and competencies as they
relate to my profession and position.
e |If serving as a supervisor, | shall make certain the qualification of persons under my
supervision is represented in a manner that is not false, misleading, or deceptive.

Conflict of Interest
| AFFIRM THAT:

e | shall perform my duties conscientiously, honestly and in accordance with the best
interest of the facility and tenants/clients.

¢ | shall not use my position or knowledge obtained from my position for private or personal
advantage.

e |If | believe my actions will result in a conflict of interest with the facility, | shall immediately
report the potential conflict to my supervisor.

Records and Communication

| AFFIRM THAT:
¢ | understand the facility’s books and records must be maintained accurately and in a timely
manner.

e If | am responsible for accounting or recordkeeping, | shall fully disclose and record all
assets, liabilities and must exercise diligence in enforcing these requirements.

¢ | shall not record or communicate, whether internally or externally, any false information,
including but not limited to, expenses, attendance, production, financial or similar reports
and statements, advertising, deceptive trade marketing practices or other misleading
representations.

© June 2021 Care Providers of Minnesota Page 2 of 3
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Professional Competency

| AFFIRM THAT:
¢ | have a total commitment to provide the highest quality of care to those who seek by
services.

e | have continuing commitment to assess my own personal strengths, my limitation, my
biases and my effectiveness.

¢ | shall strive to become and remain proficient in my work practices and the performance of
my functions.

e | shall act in accordance with the highest standards of professional integrity.

¢ | shall not attempt to perform duties outside the recognized scope of my knowledge and
position.

o | shall seek appropriate professional assistance for my own personal problems or conflicts
that are likely to impair my work performance and judgment.

| UNDERSTAND THAT:

| have read this Employee Code of Conduct and agree to follow it to the best of my ability.
Violation of this Employee Code of Conduct may be grounds for my immediate dismissal.

Employee Signature Date

© June 2021 Care Providers of Minnesota Page 3 of 3



Employee Direct Deposit Banking Authorization Form
RUN Powered by ADP® m

A more human resource®

This form can be filled out online and printed.*
Please complete all fields.

Company Information

Company Name: A Helping Hand Senior Care Services LLC Date:

Employee Information Authorization

Important! Please read and sign before completing and submitting.

I hereby voluntarily authorize the Company named above (hereafter “Employer”), either directly or through its payroll service
provider, to deposit any amounts owed me, by initiating credit entries to my account (s) at the financial institution (s) of my
choice (hereinafter “Bank”) indicated on this form. Further, | authorize Bank to accept and to credit any credit entries indicated
by Employer, either directly or through its payroll service provider, to my account. To the extent permitted by law, in the event
that Employer or its payroll service provider deposits funds erroneously into my account (s), | authorize Employer, either
directly or through its payroll service provider, to debit my account for an amount not to exceed the original amount of the
erroneous credit.

To the extent permitted by law, | understand that | have the right to refuse consent or revoke authorization of direct deposit at
any time without fear of retaliation, and | have the right to receive any payment owed to me by other means. This
authorization is to remain in full force and effect until Employer and Bank have received written notice from me of its
termination in such time and manner as to afford Employer and Bank reasonable opportunity to act on it.

Legal Name:

(Last Name, First Name, Middle Initial)

Signature: Date:

Deposit/Account Information

For a checking account, attach a voided check, not a deposit

slip. If you don’t have a check, ask your bank to give you the —] 123
Routing Number (the nine-digit American Bankers Association — —

(ABA) number that identifies both the Company’s bank and the s

Federal Reserve Bank) for your account. s EXAMPLE CHECK

Note: If you have a paycard, set it up as a checking account,
not a savings account. Contact the paycard issuer for the
account number/routing number information.

[Eouso7z3zs| [eopoiz3vsw7as)| ei23

9 BIGIT ACCOUNT#
ROUTINGS

Copyright© 2018 ADP, LLC. All Rights Reserved. ADP Proprietary.and Confidential. The ADP logo, RUN Powered by ADP,
Employee Access and ADP A more human resource are registered trademarks of ADP, LLC and/or its affiliates.




Employee Direct Deposit Banking Authorization Form
RUN Powered by ADP®

1. Deposit/Account Information

Bank Name:

Routing #: Account #:

Choose only one account type: Amount to deposit in selected account:

[] checking [] savings $ or [] Full Net Amount

2. Deposit/Account Information

Bank Name:

Routing #: Account #:

Choose only one account type: Amount to deposit in selected account:

[J checking [1 savings $ or [] Full Net Amount

3. Deposit/Account Information

Bank Name:

Routing #: Account #:

Choose only one account type: Amount to deposit in selected account:

[] checking [0 savings $ or [] Full Net Amount

4. Deposit/Account Information

Bank Name:

Routing #: Account #:

Choose only one account type: Amount to deposit in selected account:

[] checking [ savings $ or [] Full Net Amount

Take advantage of Employee Access® in RUN Powered by ADP® to let your employees manage their own direct deposits.

*Attention Payroll Contact: Employers must keep each original Employee Direct Deposit Banking Authorization form on file as long as the employee is
using direct deposit, and for two years thereafter. Employers may be subject to certain federal and state direct deposit notice, authorization and record
retention requirements. Please review your applicable federal, state and local laws. This form is provided for convenience only and is not meant and should
not be construed as legal, HR, financial, insurance, tax or accounting advice. You should consult with your own legal counsel, human resource, accounting
or other professional advisor for circumstances pertaining to your business.

Copyright © 2018 ADP, LLC. All Rights Reserved. ADP Proprietarysand Confidential. The ADP logo, RUN Powered by ADP,
Employee Access and ADP A more human resource are registered trademarks of ADP, LLC and/or its affiliates.
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