o W=4

Consumer #:

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. 2 @ 2 2

Department of the Treasury » Give Form W-4 to your employer.
Internal Revenue Service » Your withholding is subject to review by the IRS.
Step 1: (@) 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) Single or Married filing separately

CHECK ONE BOX

|§| 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.)

@ Married filing jointly or Qualifying widow(er)

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, when to use the estimator at www.irs.gov/W4App, and privacy.

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
Multiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate
withholding; 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 accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . » [

TIP: To be accurate, submit a 2022 Form W-4 for all other jobs. If you (or your spouse) have self-employment

income, including as an independent contractor, use the estimator.

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 » $
Dependents .
P Multiply the number of other dependentsby $500 . . . . » §
Add the amounts above and enter the totalhere . . . . . . . . . . . . . 3 |$
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 . . . . . . . . . . . . . . . . . . . . . .. |4a0|%
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act

and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2022)
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rornuaio W=4(SIP) Certificado de Retenciones del Empleado OMB No. 1545.0074

» Complete el Formulario W-4(SP) para que su empleador pueda retener la cantidad
correcta del impuesto federal sobre los ingresos de su paga.

Department of the Treasury » Entregue el Formulario W-4(SP) a su empleador. 2 @22
Internal Revenue Service » La cantidad de la retencién de impuestos esta sujeta a revision por el IRS.

Paso 1: (@) Su primer nombre e inicial del segundo Apellido (b) Su numero de Seguro Social
_An°te su_ . Direccién (nimero de casa y calle o ruta rural) » ;Coincide su nombre completo y su
informacion numero de Seguro Social con la

personal

informacioén en su tarjeta? De no ser asi,
para asegurarse de que se le acrediten

Ciudad o pueblo, estado y cédigo postal (ZIP) sus ganancias, comuniquese con la
Administracién del Seguro Social (SSA,
C por sus siglas en inglés) al 800-772-1213

o0 acceda a www.ssa.gov/espanol.

(c) @ Soltero o Casado que presenta una declaracion por separado
@ Casado que presenta una declaracion conjunta o Viudo que retine los requisitos MARQU E U NA CAS I LLA

|§| Cabeza de familia (Marque solamente si no esta casado y paga mas de la mitad del costo de mantener una vivienda para usted y una persona calificada).

Complete los Pasos 2 a 4 SOLAMENTE si le aplican a usted; de lo contrario, siga al Paso 5. Vea la pagina 2 para obtener mas
informacion sobre cada paso, saber quién puede reclamar la exencién de la retencién, saber cuando utilizar el estimador de retencion
de impuestos en www.irs.gov/W4AppSP y conocer acerca de su privacidad.

Paso 2:

Personas con

Complete este paso si (1) tiene mas de un trabajo a la vez o (2) esta casado y presenta una declaracion conjunta y su
cényuge también trabaja. La cantidad correcta de retencién depende de los ingresos obtenidos de todos los empleos.

Tome sélo una de las siguientes opciones:

muiltiples
empleos o (a) Utilice el estimador de retencién de impuestos en www.irs.gov/W4AppSP para calcular su retencion con la
con conyuges mayor precision en este paso (y en los Pasos 3 a 4); o

que trabajan

(b) Utilice la Hoja de Trabajo para Muiltiples Empleos en la pagina 3 y anote el resultado en el Paso 4(c) para
calcular una retencion aproximada; o

(c) Marque este recuadro si s6lo hay dos empleos en total. Haga lo mismo en el Formulario W-4(SP) para el otro
empleo. Esta opcién es precisa para empleos con una paga similar; de lo contrario, se le pueden retener mas
impuestos de lonecesario . . . . . . . . . . . . . .o N A

CONSEJO: Para un resultado preciso, entregue un Formulario W- 4(SP) de 2022 en todos los otros empleos. Si

usted (0 su conyuge) tiene ingresos del trabajo por cuenta propia, incluidos los ingresos como contratista
independiente, utilice el estimador.

Complete los Pasos 3 a 4(b) en el Formulario W-4(SP) para s6lo UNO de sus empleos. Deje esas lineas en blanco para los otros

empleos. (Su ¢
paga el salario

alculo de la retencion sera mas preciso si completa los Pasos 3 a 4(b) en el Formulario W-4(SP) para el empleo que le
mas alto).

Paso 3:

Reclamacion

de

dependientes

Si su ingreso total va a ser $200,000 o menos ($400,000 o menos si es casado que
presenta una declaracion conjunta):

Multiplique la cantidad de hijos calificados menores de 17 afos

por$2,000 . . . . .
Multiplique el niUmero de otros dependlentes por $500 N A
Sume las cantidades anteriores y anote el totalaqui . . . . . . . . . . . . . . 3 |$

Paso 4
(opcional):

Otros ajustes

(a) Otros ingresos (no incluya los ingresos de ningin empleo). Si desea que se le
retengan impuestos por otros ingresos que espera este afio que no tendran
retenciones, anote aqui la cantidad de los otros ingresos. Esto puede incluir intereses,
dividendos e ingresos por jubilaciéon . . . . . . . . . . . . . . . . . |43)|$

(b) Deducciones. Si espera reclamar deducciones diferentes a la deduccion estandar y
desea reducir su retencién, utilice la Hoja de Trabajo para Deducciones en la

pagina 3 y anote el resultado aqui . . . N - ()RS
(c) Retencion adicional. Anote todo impuesto ad|C|onaI que desee que se le retenga en

cadaperiododepago . . . . . . . . . . . . . . . . . . . .. |4)|$
Paso 5: Bajo pena de perjurio, declaro haber examinado este certificado y que, a mi leal saber y entender, es veridico, correcto y completo.
Firme
aqui } - - — - }

Firma del empleado (Este formulario no es valido a menos que usted lo firme). Fecha

Para uso Nombre y direccién del empleador Primera fecha de Numero de identificacién
exclusivo empleo del empleador (EIN)
del
empleador
Para el Aviso sobre la Ley de Confidencialidad de Informacién y la Ley de Reduccién de Tramites, Cat. No. 38923y  Form W-4 (SP) (2022)

vea la pagina 3.



OPTIONAL

FORM
M-4

Printfull name ...
Printhome address. ..o

Employee:

File this form with your em- 1
ployer. Otherwise, Massachu- :
setts Income Taxes will be 2.

withheld from your wages
without exemptions.

Employer:

Keep this certificate with your
records. If the employee is
believed to have claimed
excessive exemptions, the
Massachusetts Department
of Revenue should be so
advised.

B.DCheck if you are blind.

will not exceed $8,000.

be before next year and if otherwise qualified, write “5.” See Instruction C......... ... ..ot
Write the number of your qualified dependents. See Instruction D. ....... ... ..ot
Add the number of exemptions which you have claimed above and write the total.....................ooooiin.
Additional withholding per pay period under agreement with employer $

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS

Your personal exemption. Write the figure “1.” If you are age 65 or over or will be before next year, write “2”

If married and if exemption for spouse is allowed, write the figure “4.” If your spouse is age 65 or over or will

A.l:lCheck if you will file as head of household on your tax return.
C. DCheck if spouse is blind and not subject to withholding.
D.DCheck if you are a full-time student engaged in seasonal, part-time or temporary employment whose estimated annual income

EMPLOYER: DO NOT withhold if Box D is checked.

| certify that the number of withholding exemptions claimed on this certificate does not exceed the number to which | am entitled.

THIS FORM MAY BE REPRODUCED

THE COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF REVENUE

A. Number. The more exemptions you claim on this certificate, the less tax
withheld from your employer. If you claim more exemptions than you are
entitled to, civil and criminal penalties may be imposed. However, you may
claim a smaller number of exemptions without penalty. If you do not file a
certificate, your employer must withhold on the basis of no exemptions.

If you expect to owe more income tax than will be withheld, you may either
claim a smaller number of exemptions or enter into an agreement with your
employer to have additional amounts withheld.

You should claim the total number of exemptions to which you are entitled to
prevent excessive overwithholding, unless you have a significant amount of
other income. Underwithholding may result in owing additional taxes to the
Commonwealth at the end of the year.

If you work for more than one employer at the same time, you must not claim
any exemptions with employers other than your principal employer.

If you are married and if your spouse is subject to withholding, each may
claim a personal exemption.

B. Changes. You may file a new certificate at any time if the number of
exemptions increases. You must file a new certificate within 10 days if the
number of exemptions previously claimed by you decreases. For example,
if during the year your dependent son’s income indicates that you will not

provide over half of his support for the year, you must file a new certificate.

C. Spouse. If your spouse is not working or if she or he is working but not
claiming the personal exemption or the age 65 or over exemption, general-
ly you may claim those exemptions in line 2. However, if you are planning to
file separate annual tax returns, you should not claim withholdingg exemp-
tions for your spouse or for any dependents that will not be claimed on your
annual tax return.

If claiming a spouse, write “4” in line 2. Entering “4” makes a withholding sys-
tem adjustment for the $4,400 exemption for a spouse.

D. Dependent(s). You may claim an exemption in line 3 for each individual
who qualifies as a dependent under the Federal Income Tax Law. In addition,
if one or more of your dependents will be under age 12 at year end, add “1”
to your dependents total for line 3.

You are not allowed to claim “federal withholding deductions and adjust-
ments” under the Massachusetts withholding system.

If you have income not subject to withholding, you are urged to have addi-
tional amounts withheld to cover your tax liability on such income. See line
5.







Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

. . o . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 10/31/2022

JND S,

» START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) an
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the
documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 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 Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following boxes):

[O] 1. Acitizen of the United States

@ 2. A noncitizen national of the United States (See instructions)

|§| 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

@ 4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: Do ﬁzﬁ\ﬁi]f ?ﬁ:'so g;ace
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:

OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):
|§| | did not use a preparer or translator. |§| A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 10/21/2019 Page 1 of 3






Employment Eligibility Verification USCIS
Form I-9

OMB No. 1615-0047
Expires 10/31/2022

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

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists
of Acceptable Documents.")

. Last Name (Family Name) First Name (Given Name) M.I. | Citizenship/Immigration Status
Employee Info from Section 1
List A OR List B AND List C
Identity and Employment Authorization Identity Employment Authorization

Document Title

Document Title

Document Title

Issuing Authority

Issuing Authority

Issuing Authority

Document Number

Document Number

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Expiration Date (if any) (mm/dd/yyyy)

Expiration Date (if any) (mm/dd/yyyy)

Document Title

QR Code - Sections 2 & 3

Additional Information Do Not Write In This Space

Issuing Authority

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee'’s first day of employment (mm/dd/yyyy): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name)

B. Date of Rehire (if applicable)
First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

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

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form I-9 10/21/2019 Page 2 of 3



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

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

LIST A LIST B LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a 1. A Social Security Account Number
State or outlying possession of the card, unless the card includes one of

2. Permanent Resident Card or Alien

Registration Receipt Card (Form I-551) United States prowded.lt contains a the following restrictions:
photograph or |pformat|on SUCh as (1) NOT VALID FOR EMPLOYMENT
] ] name, date of birth, gender, height, eye
3. Foreign passport that contains a color, and address (2) VALID FOR WORK ONLY WITH
temporary 1-551 stamp or temporary INS AUTHORIZATION
:;585(11ag|r|enitrerz](:nri10rt:rt1lto\r/1iso: a machine- 2. ID card |ssuted by ffaderal, stglte or local (3) VALID FOR WORK ONLY WITH
9 government agencies or en ities, DHS AUTHORIZATION
— provided it contains a photograph or
4. Employment Authorization Document information such as name, date of birth, 2. Certification of report of birth issued
that contains a photograph (Form gender, height, eye color, and address by the Department of State (Forms
1-766) DS-1350, FS-545, FS-240)
3. School ID card with a photograph — — -
5. For a nonimmigrant alien authorized 3. Original or certified copy of birth
to work for a specific employer 4. Voter's registration card certificate issued by a State,
because of his or her status: 5. US. Mit o draft " county, municipal authority, or
. U.S. Military card or draft recor ; i
. Foreig passpor; and : rrony of e Ut Stts
b. Form 1-94 or Form |-94A that has 6. Military dependent's ID card
the following: 7. U.S. Coast Guard Merchant Mariner 4. Native American tribal document
(1) The same name as the passpor; Card 5. U.S. Citizen ID Card (Form I-197)
an . . -
(2) An endorsement of the alien's 8. Native American tribal document 6. Identification Card for Use of
nonimmigrant status as long as 9. Driver's license issued by a Canadian Resident Citizen in the United
that period of endorsement has government authority States (Form 1-179)
not yet expired and the —
proposed employment is not in For persons under age 18 who are | 7- Employment authorization
conflict with any restrictions or unable to present a document document issued by the .
limitations identified on the form. listed above: Department of Homeland Security

6. Passport from the Federated States

of Micronesia (FSM) or the Republic 10. School record or report card

of the Marshall Islands (RMI) with 11. Clinic, doctor, or hospital record
Form 1-94 or Form [-94A indicating
nonimmigrant admission under the 12. Day-care or nursery school record

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

Examples of many of these documents appear in the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form I-9 10/21/2019 Page 3 of 3



Personal Care Attendant MassHealth

THE COMMONWEALTH OF MASSACHUSETTS

S ig n at u re FO r m Executive Office of Health and Human Services

Name of fiscal intermediary (FI) Tempus Unlimited, Inc.

o All PCAs hired by a PCA consumer must fill out and sign ® MassHealth and the Fl cannot pay a PCA to work
this form and give it to their employer (the PCA consumer). o when the PCA consumer is in an inpatient facility, such
© The PCA’s employer (the PCA consumer) must submit this as a hospital or nursing facility; or
form to the Fl, along with all other paperwork required by o when the amount of time that has been authorized by
the Fland MassHealth. MassHealth has been exhausted or is insufficient.
© The Fl cannot pay a PCA until all required paperwork is © The PCA must read the rest of this form and sign below
received and complete. before receiving payment from the Fl.

| agree to accept the position of personal care attendant (PCA) for
(name of PCA consumer).

| understand that my employer is the PCA consumer. My employer is responsible for hiring, firing, training and scheduling PCAs. My employer may
select another person (a surrogate) to help manage his or her PCA services. | must notify my employer and the surrogate (if any), of any changes
in my circumstances that would affect my ability to perform my duties as a PCA. | must complete and provide accurate Activity Forms (time
sheets) to my employer or the Fl as soon as | can. The Fl will process payroll for my employer. My employer is responsible for giving the check to
me (unless | requested that my check be deposited directly into my bank account). | must provide proof of my identity to my employer to
complete the Employment Eligibility Verification form (Form I-9), which the Department of Homeland Security requires all employees to
complete. (The Fl will give my employer this form.)

| understand that the MassHealth PCA program pays for personal care services provided by a PCA only when the PCA provides physical
assistance with activities of daily living (ADLs) or instrumental activities of daily living (IADLs) to an eligible PCA consumer who has obtained
prior authorization from MassHealth for PCA services. PCA services must be provided in accordance with the PCA consumer’s authorized
PCA evaluation or reevaluation, service agreement, and MassHealth regulations at 130 CMR 422.410.

| understand that ADLs include physically assisting the PCA consumer with transferring, walking, using medical equipment, taking medications,
bathing and grooming, dressing and undressing, passive range-of-motion exercises, eating, and toileting. | understand that IADLs include household
services that are essential to the PCA consumer’s care such as laundryy, shopping, housekeeping, meal preparation and cleanup, transportation to
medical appointments, activities such as maintenance of wheelchairs or other medical equipment, completing the paperwork required for
receiving personal care services, and other activities approved by MassHealth as being instrumental to the health care needs of the PCA
consumer.

| understand that my employer (the PCA consumer) will tell me which of these services require me to provide physical assistance.

| understand that | cannot be paid as a PCA if | am a spouse, parent (if the PCA consumer is a minor child), surrogate, foster parent, or legally
responsible relative of the PCA consumer.

The following describes my relationship to my employer (the PCA consumer). (Please check one.)

Ol adult child (18 yrs. or older) of member O daughter—in-law of member Ol son-in—law of member

O! parent of adult (18 yrs. or older) member Ol other relative (describe) O nonrelative (describe)

| certify under pains and penalties of perjury that the information on this signature form, and any accompanying statement that | have

provided, has been reviewed and signed by me, and is true, accurate, and complete to the best of my knowledge. | also certify that | understand
my duties, rights, and responsibilities as a PCA and that all the information | have provided to my employer (the PCA consumer), to the fiscal

intermediary, to the personal care management agency, or to MassHealth is true and accurate to the best of my knowledge. | understand that|
may be subject to civil penalties or criminal prosecution for any falsification, omission, or concealment of any material fact contained herein.

Print PCA Name Date

PCA signature

PCA-S (Rev.06/11)



Ayudante de atencion individual MassHealth

THE COMMONWEALTH OF MASSACHUSETTS

FO r’m u | a ri O Pa ra | a fi r’m a Executive Office of Health and Human Services

Nombre del intermediario fiscal (Fl, por sus siglas en inglés): Tempus Unlimited, Inc.

© Todos los Ayudantes de atencién individual (PCA, por sus siglas en ® MassHealth y el Fl no podran pagarlea un PCA por trabajar:

inglés) contratados por un usuario de PCA deberan llenar y firmar o cuando el usuario de PCA esté internado en un hospital o
este formulario y entregarselo a su empleador (el usuario de PCA). centro de enfermeria; o

o El empleador de PCA (el usuario de PCA) debera enviarle este o cuando la cantidad de tiempo que MassHealth haya autorizado
formulario al intermediario fiscal, junto con toda la document- se haya agotado o no sea suficiente.
acion adicional que exijan el intermediario y MassHealth. © EI PCA debera leer el resto de este formulario y firmar en el

e EI Fl no podri realizarle pagos a un PCA hasta que se haya espacio siguiente antes de recibir pagos del IF.

recibido toda la documentacion requerida y esta esté completa.

Estoy de acuerdo en aceptar el puesto de ayudante de atencion individual (PCA, por sus siglas en inglés) para

(nombre del usuario de PCA).

Entiendo que mi empleador es el usuario de PCA. Mi empleador esta a cargo de contratar, despedir, capacitar y elaborar los horarios de los

PCA. Mi empleador puede escoger a otra persona (un sustituto) que le ayude a manejar los servicios de PCA. Debo notificarles a mi empleador
y al sustituto (si lo hubiera) cualquier cambio en mi situacion que afecte mi capacidad para desempenar mis labores de PCA. Debo llenar y
entregarle a mi empleador o al sustituto Formularios de actividad (planillas de control de horas) exactos tan pronto como pueda. El Fl procesara
los pagos que deba realizarme mi empleador. Mi empleador tendra la responsabilidad de entregarme el cheque (a menos que yo haya solicitado
que mi cheque se deposite directamente en mi cuenta bancaria). Tendré que proporcionarle a mi empleador prueba de mi identidad para llenar el
Formulario de verificacion de cumplimiento de los requisitos de empleo (Formulario |-9), que el Departamento de Seguridad Nacional
(Department of Homeland Security) requiere a todos los empleados. (El Fl le entregara a mi empleador este formulario.)

Entiendo que el programa PCA de MassHealth solamente paga por los servicios de atencion individual que preste un PCA cuando éste
proporcione asistencia fisica para realizar actividades de la vida diaria (ADLs, por sus siglas en inglés) o actividades instrumentales de la vida diaria
(IADLs, por sus siglas en inglés) a un usuario de PCA elegible que haya obtenido autorizacion previa de MassHealth para recibir servicios de PCA.
Los servicios de PCA deberan prestarse de conformidad con la evaluacion o reevaluacion autorizada del usuario de PCA, con el contrato de ser
vicios y las regulaciones de MassHealth en 130 CMR 422.410.

Entiendo que las ADLs comprenden asistir fisicamente al usuario con las actividades cotidianas comprende ayudarle a trasladarse, a caminar, a
utilizar aparatos médicos, a tomar medicamentos, a bafarsey arreglarse, a vestirse y desvestirse, a realizar ejercicios pasivos para mejorar la
amplitud de movimientos, a comery a ir al bafio. Entiendo que las IADLs comprenden servicios domésticos esenciales para la atencion del
usuario, tales como lavar la ropa, hacer las compras, mantener la casa ordenada, preparar las comidas y recoger los platos, llevarlo a citas médicas,
realizar el mantenimiento de sillas de ruedas u otros equipos médicos, llenar los documentos requeridos para recibir los servicios de atencion
individual y otras actividades que MassHealth haya aprobado por ser instrumentales para satisfacer las necesidades relativas al cuidado de la salud
del usuario de PCA. Entiendo que mi empleador (el usuario de PCA) me informara en cuales de estos servicios se requiere que yo le preste
asistencia fisica.

Entiendo que no me podran pagar como un PCA si soy el conyuge, el padre/la madre (si el usuario de PCA es un hijo menor de edad),
el sustituto, el padre/la madre de crianza o el pariente legalmente responsable del usuario de PCA.

La siguiente es mi relacion con mi empleador (el usuario de PCA). (Por favor marque una opcion.)

o Hijo adulto (de |8 anos o mas) del afiliado o/ Nuera del afiliado o Yerno del afiliado
O Padre/madre del afiliado adulto (18 afios o mas) o Otro pariente (describa) 9 No soy pariente (describa)

Certifico bajo los castigos y penas de perjurio que la informacion que contiene este formulario para la firma y toda declaracion adjunta que

yo haya suministrado, han sido revisadas y firmadas por mi'y son verdaderas, exactas y completas a mi mejor entender.También certifico que
entiendo mis deberes, derechos y responsabilidades como PCA y que toda la informacion que he proporcionado a mi empleador (el usuario

de PCA), al intermediario fiscal, a la agencia de administracion de atencion individual o a MassHealth es verdadera y exactaa mi mejor entender.
Entiendo que yo podria ser objeto de sanciones de caracter civil o de denuncia penal por cualquier falsificacion, omision u ocultacion de cualquier
hecho fundamental incluido en este documento.

Nombre del PCA en imprenta: Firma del PCA vy fecha:

Firma del PCA:

PCA-S (Rev.06/11)



PCA Attestation

MASSHEALTH PERSONAL CARE ATTENDANT (PCA) PROGRAM
PCA NONCOVERED SERVICES ATTESTATION FORM

1. lunderstand that it is my responsibility as a Personal Care Attendant (PCA) in the
MassHealth PCA Program to provide only covered services described in the MassHealth
PCA Program regulation at 130 CMR 422.411 and the PCA job description.

2. lunderstand that it is my responsibility as a PCA not to provide noncovered services
described in the MassHealth PCA Program regulation at 130 CMR 422.412 and the PCA
job description, and which include:

a. Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living
(IADLs) performed by me while your consumer employer is admitted to a
hospital or nursing facility;

b. ADLs and IADLs performed by me while your consumer employer is receiving
another MassHealth-covered service that provides personal care, such as adult
foster care and group adult foster care; or during times of the day that my consumer
employer is attending an adult day health or day habilitation program.

IADLSs performed by me for the benefit of other household members;

cueing and supervision; and

e. tasks that are not incidental to the provision of care to my consumer employer,
such as babysitting, mowing the lawn, cleaning the gutters, raking the yard, etc.

oo

3. lunderstand that noncovered services or tasks are not eligible for payment under the PCA
program.

4. | understand that, if | provide noncovered services through the MassHealth PCA
program, | may not be paid for the noncovered services and | may be subject to penalties
such as sanctions, which can include administrative fines, or suspension or termination as
a PCA.

I, the undersigned PCA provider, declare under pains and penalties of perjury that the foregoing
is true and correct.

PCA Provider Signature Date Signed

PCA Provider (Printed Name)



Declaracion del PCA

PROGRAMA DE ASISTENTE DE CUIDADOS PERSONALES (PCA)
DE MASSHEALTH

FORMULARIO DE DECLARACION DEL PCA DE SERVICIOS NO CUBIERTOS

1. Yo comprendo que, como Asistente de Cuidados Personales (PCA) del Programa de PCA
de MassHealth, es mi responsabilidad brindar solamente los servicios cubiertos como se
describen en el reglamento del Programa de PCA de MassHealth en 130 CMR 422.411
y en la Descripcion de funciones del PCA.

2. Entiendo que como PCA no se incluye en mi responsabilidad brindar servicios no
cubiertos descritos en el reglamento del Programa de PCA de MassHealth en 130 CMR
422.412 y en la Descripcion de funciones del PCA, los cuales incluyen:

a. las Actividades de la Vida Diaria (ADL) y las Actividades Instrumentales de la
Vida Diaria (IADL) realizadas por mi mientras mi consumidor empleador esté
internado en un hospital o en un centro de enfermeria especializada;

b. las ADL y las IADL realizadas por mi mientras mi consumidor empleador esté
recibiendo otro servicio cubierto por MassHealth que brinde cuidados personales
tales como cuidado temporal para adultos y cuidado grupal temporal para adultos;
o durante el dia en que mi consumidor empleador asista a programas de atencion
de salud diaria para adultos o de habilitacion diurna;

c. las IADL realizadas por mi en beneficio de otros integrantes del hogar;

brindar recordatorios y supervision; y

e. las tareas que no sean esenciales para brindarle cuidados a mi consumidor
empleador, tales como cuidado infantil, cortar el césped, limpiar las canaletas,
barrer las hojas del jardin, etc.

3. Yo entiendo que las tareas o los servicios no cubiertos no son elegibles para recibir pagos
del Programa de PCA.

4. Entiendo que, si yo brindara servicios no cubiertos por el Programa de PCA de
MassHealth, es posible que yo no reciba pagos por dichos servicios no cubiertos, y que
podria estar sujeto a sanciones que pudieran incluir multas administrativas, o la
suspension o la terminacién de mi relacién de trabajo como PCA.

e

Yo, el Proveedor de servicios de PCA abajo firmante, declaro bajo pena de perjurio que lo
anterior es verdadero y correcto.

Firma del Proveedor de servicios de PCA Fecha de firma

Proveedor de servicios de PCA (Nombre en letra de imprenta)



 UNLIMITED, INC.

Opportunities for Independence

DIRECT DEPOSIT APPLICATION

PCA’s Name: PCA’s Phone Number:

Consumer #: Consumer’s Name:

Account Information

Name on Bank Account:
(PER MASSHEALTH - Direct Deposit Accounts must be in the name of the employee only, the account cannot be a joint

account shared by the PCA and the Consumer or the Surrogate.)

Bank Name:
Bank Routing #: Bank Account #:
Thisis a O Checking Account Q Savings Account

For a checking account please attach a voided check or a copy of a check (Starter checks must contain a preprinted PCA
name and account number). For a savings account please attach a document from the bank indicating the PCA’s name, the
routing number and account number (cannot be handwritten). Do not attach a deposit slip. We will not process this
application without a voided check, a copy of a check, or a document from your bank indicating the routing number and
account number.

ATTACH CHECK HERE:

John Doe 1000
123 Main Street

Quincy, MA 02169

DATE

ORDER OF 5
DOLLARS ﬁ

i

FOR

w00000018kx 000000529« 1000

Routing Number Account Numbher  Check Number —Do Not Use

| hereby authorize Tempus Unlimited, Inc. (hereinafter "Company'") to deposit any amounts owed to me by initiating
credit entries to my account at the financial institution (hereinafter "Bank") indicated on this form. Further, | authorize
the Bank to accept and to credit any credit entries indicated by the Company to my account. Inthe event that the
Company deposits funds erroneously into my account, lauthorize the Company to debit my account for an amount not to
exceed the original amount of the erroneous credit. This authorization is to remain in full force and effect until the
Company and the Bank have received written notice from me of its termination in such time and in such manner as to
afford the Company and the Bank reasonable opportunity to act on it.

PCA’s Signature: Date:
600 Technology Center Drive, Stoughton, MA 02072 www.tempusunlimited.org
Toll Free Phone #: 1-877-479-7577 Toll Free Fax #: 1-800-359-2884

Rev. 09/15/2021



CT TEMPUS
UNLIMITED, INC.

Opportunities for Independence

APLICACION PARA DEPOSITO DIRECTO

Nombre de PCA: Numero Telefénico de PCA:

Numero de Consumidor: Nombre de Consumidor:

Informacion de Cuenta

Nombre de persona en la cuenta de Banco:

POR MassHealth - Cuentas de depdsito directo deben de estar solamente a nombre de PCA, la cuenta no puede ser una cuenta
conjunta compartida por el PCA y el consumidor o el delegado.

Nombre de Banco:

# de Ruta: # de Cuenta:

Estos es una Q cuenta de chequera O cuenta de ahorros

Para una cuenta corriente, por favor sujete un cheque nulo o una copia del cheque (Cheques de inicio tienen que tener el
nombre de PCA y el nimero de cuenta preimpreso). Para una cuenta de ahorros, por favor sujete un documento de su banco
que indique el numero de ruta y el nimero de cuenta (no puede ser escrito a mano). Por favor de no sujetar una hoja de
depdsito. (No procesaremos esta aplicacion sin un cheque nulo, una copia del cheque o un documento de su banco indicando
el nimero de ruta y el nimero de cuenta.)

ATTACH CHECK HERE:

John Doe 1000
123 Main Street
Quincy, MA 02169

TR Ty s ]

PO

»000000186x 000000529« 1000

# de Ruta # de Cuenta NUmero de cheque — No use

Por la presente autorizo Tempus Unlimited, Inc. (de aqui en adelante “compafiia”) a depositar cualquier cantidad debida yo
iniciando entradas de crédito a mi cuenta en la institucidn financiera. (Mas adelante “banco”) indicado en esta forma.
Ademas, autorizo el banco a aceptar y a acreditar cualquier entrada de crédito indicada por la compariia a mi cuenta. En caso
que la compafia deposite fondos erréneamente en mi cuenta, autorizo a la compaiiia al cargar cuenta por una cantidad que
no exceda la cantidad original del crédito erréneo. Esta autorizacidn es de permanecer a toda fuerza y efecto completo hasta
qgue la compafiia y el banco hayan recibido el aviso escrito de mi de su terminacion en tal hora y de tal manera que le produzca
a la compaiiia y al banco oportunidad razonable para actuar sobre ella.

Firma de PCA: Fecha:
600 Technology Center Drive, Stoughton, MA 02072 www.tempusunlimited.org
Toll Free Phone #: 1-877-479-7577 Toll Free Fax #: 1-800-359-2884

Rev. 09/15/2021



Focus Card E=s

Enroliment Form 4000 1234 5618 9010

To receive your PCA payments on a U.S. Bank Focus Card, fill out Sign up
this form and return it to the Fiscal Intermediary. Your card will be
mailed to the address provided in 7-10 business days.

DEBIT

e 00/0

today! |y wanrmm “ VISA

First Name:

Last Name:

Address:

City: State: Zip Code:
Phone Number™:

Social Security Number:

Date of Birth:

Email Address (optional)?:

Important Information About Procedures For Opening A New Account

To help the government fight the funding of terrorism and money laundering activities, Federal law requires all financial institutions to obtain, verify, and
record information that identifies each person who opens an account. What this means for you: when you open an account, we will ask for your name,
address, date of birth, and other information that will allow us to identify you. We may also ask to see your driver’s license or other identifying documents.

| hereby authorize the Fiscal Intermediary to initiate credit entries (deposits) and to initiate, if necessary, debit entries and adjustments for any credit entries
in error to my Focus Card. This authorization will remain in effect until cancelled by me with written notification to the Fiscal Intermediary.

| acknowledge receipt of the Pre-Acquisition Disclosure and the Fee Schedule, as evidenced by my signature below.
Signature: Date:

Information below this line will be used by the Fiscal Intermediary only.

To assist the Fiscal Intermediary in processing your pay, please provide information about the individual to whom you
provide Services (your “Client”):

Client Name: Client Street:
Address
Client No.: Apt/Suite:
City: Zip:

"By providing us with a telephone number for a cellular phone or other wireless device, including a number that you later convert to a cellular number, you are expressly consenting to
receiving communications— including but not limited to prerecorded or artificial voice message calls, text messages, and calls made by an automatic telephone dialing system—from
us and our affiliates and agents at that number. This express consent applies to each such telephone number that you provide to us now or in the future and permits such calls for non-
marketing purposes. Calls and messages may incur access fees from your cellular provider. 2An email address is required for all requests. We use email to communicate information
about your request. Confidential, personal or financial information will never be sent or requested in an email from U.S. Bank.

The U.S. Bank Focus Card is issued by U.S. Bank National Association pursuant to a license from Visa U.S.A. Inc. © 2022 U.S. Bank. Member FDIC.



Tarjeta Focus [==a

Formulario de Inscripcion 4000 1234 5618 9010

Para recibir sus pagos PCA en una Tarjeta U.S. Bank Focus, llene este

formulario y envielo al Intermediario Fiscal. Su tarjeta serd enviada por ilnsﬁr'b'ase Wi 00/00% DEBIT
correo a la direccién proporcionada dentro de 7 a 10 dias habiles. o ik VISA
Nombre:
Apellido:

Direccion fisica:

Ciudad: Estado: Codigo postal:

Numero de teléfono':

Numero de Seguro Social:

Fecha de nacimiento:

Direccidén de correo electronico (opcional)?:

Informacion importante sobre procedimientos para abrir una cuenta nueva

Para ayudar al gobierno a luchar contra el financiamiento del terrorismo y contra actividades de lavado de dinero, la ley Federal exige que todas las instituciones
financieras obtengan, verifiquen y registren informacion que identifique a toda persona que abra una cuenta. Esto significa que cuando abra una cuenta, se le
pedira su nombre, direccion, fecha de nacimiento y cualquier otra informacion que nos permita identificarle. Es posible que también le pidamos mostrar su licencia
de conducir u otros documentos de identificacion.

Por la presente, autorizo al Intermediario Fiscal a iniciar entradas de crédito (depdsitos) y, si es necesario, a iniciar entradas de débito y ajustes por cada entrada de
crédito errénea en mi Tarjeta Focus. Esta autorizacion se mantendra en efecto hasta que yo la cancele mediante una notificacion por escrito al Intermediario Fiscal.

Confirmo haber recibido la Divulgacion Previa a la Adquisicion y la Lista de Cargos, para lo cual mi firma a continuacion sirve de evidencia.
Firma: Fecha:

La informacion debajo de esta linea serd usada solo por el Intermediario Fiscal.

Para ayudar al Intermediario Fiscal a procesar su pago, provea informacion acerca del individuo a quien usted
proporciono Servicios (su “Cliente”):

Nombre del cliente: Direccion Calle:
del cliente
Cliente nimero: Apto./Suite:
Ciudad: Cadigo postal:

Los servicios pueden estar disponibles solamente en inglés.

' Al proporcionarnos un nimero de teléfono de un celular u otro dispositivo inalambrico, incluido un nimero que mas adelante cambie a un niimero de teléfono celular, usted nos da su consentimiento
expreso para recibir comunicaciones a ese numero tanto de nuestra parte como de nuestros afiliados y agentes, lo que incluye, por ejemplo, llamadas de mensajes de voz artificiales o pregrabados,
mensajes de texto y llamadas realizadas mediante un sistema de marcacion telefonica automatica. Este consentimiento expreso se aplica a todo niimero de teléfono de este tipo que nos proporcione
ahora o en el futuro y permite que estas llamadas sirvan para propésitos que no sean de marketing. Es posible que las llamadas y mensajes incurran en cargos de acceso por parte de su proveedor
de telefonia celular. > Se requiere una direccion de correo electronico para todas las solicitudes. Utilizamos correos electronicos para comunicar informacion sobre su solicitud. Nunca se enviara ni
solicitara informacion confidencial, personal o financiera a través de un correo electronico de U.S. Bank.

La Tarjeta U.S. Bank Focus es emitida por U.S. Bank National Association, de conformidad con una licencia de Visa U.S.A. Inc. © 2022 U.S. Bank. Miembro FDIC.



Electronic Timesheets Agreement

L About The Electronic Timesheets Module

a. The Electronic Timesheets Module is a web-based interface through which Consumers, Surrogates, Personal Care Attendants (PCAs)/Workers, and
Fiscal Intermediary staff can respectively view relevant timesheet information.

b. Consumers, Surrogates and PCAs/Workers will be able to use the system to both submit and approve timesheets electronically for payment by the
Fiscal Intermediary.

C. A Consumer is not required to have a Surrogate in order to use the system. However, in cases where a Consumer does have a Surrogate and the
Consumer approves the Surrogate to have access to the Electronic Timesheets Submission Interface, both the Consumer and his/her Surrogate will have
identical abilities to enter and approve timesheets forpayment.

IL. Terms and Conditions
By signing below, you are agreeing to the following Terms and Conditions:

a. The Consumer and/or Surrogate (if applicable) and the PCA/Worker each have a valid, separate e-mail address to which they have frequent access.
Consumer, Surrogate, PCA or Worker cannot use the same e-mail address.

b. The Consumer and/or Surrogate (if applicable) and the PCA/Worker each agree to maintain a valid separate e-mail address during the term of this
agreement and to notify Tempus Unlimited, Inc. of any changes to their e-mail addresses.

C. The Consumer, his/her Surrogate (if applicable) and the PCA/Worker agree to use the Electronic Timesheets Submission Interface as a method of
submitting timesheets.

i. Signing this Agreement does not require you to only use the Electronic Timesheets Submission Interface. Other methods of submitting time,
such as faxing or mailing, are still acceptable.

d. Atimesheet may only be submitted electronically if the Consumer and/or Surrogate (if applicable) and the PCA/Worker have executed this
Agreement.

e. Anindividual Electronic Timesheets Agreement is required for each Consumer and PCA/Worker relationship that chooses to use the Electronic
Timesheets Submission Interface.

i. Thisistrue even if the Consumer or PCA/Worker is already using the Electronic Timesheets Submission Interface in another Consumer and
PCA/Worker relationship.

II1. Termination of the Agreement

a. The Consumer, his/her Surrogate (if applicable) or the PCA/Worker may terminate this agreement at any time by submitting such request in writing
to Tempus Unlimited, Inc.

Consumer Printed NameDDDDDDDDDDDDDDDDDDDDDDDDDD Consumer#:DDDDDD
consumer e-mail: ][] 111 IO OO OO0 OO0 0000000000000 00O 0. c

Consumer Signature: Date:

surrogate Printed Name:[_|[ 1 JL 1L I I I DO OO O oo
Sy VI e o

Surrogate Signature: Date:

PCA/Worker Printed NameI:”:lDDDDDDDDDDDDDDDDDDDDDDD Last4digitsofSS#:|:||:”:”:|
pea/worker e-mait:L_1 ] LI 11 AL OO OO OO O OO0 O 0000000 0doOodosc

PCA/Worker Signature: Date:




Maddulo de Ndminas Electronicas

I Sobre el Médulo de Néminas Electrdnicas

a. El Modulo de Néminas Electrdnicas es un interfaz basado en web a través del cual los Consumidores, Delegados, Asistentes de Cuidado Personal
(PCA)/Trabajadores y el personal del Intermediario Fiscal pueden ver respectivamente informacién de las néminas.

b. Consumidores, Delegados y PCA/Trabajadores podran utilizar el sistema tanto para presentar como para aprobar néminas electrénicamente para el
pago por el Intermediario Fiscal.

C. Nole esrequerido al Consumidor tener un Delegado para poder utilizar el sistema. Pero en casos cuando el consumidor si tiene un Delegado y el
consumidor aprueba al Delegado para que tenga acceso al Interfaz de Presentaciéon de Ndminas Electrénicas , tanto el Consumidor como su Delegado
tendran capacidades idénticas de entrar y aprobar néminas para el pago..

L. Términos y Condiciones
Al firmar mds adelante, usted estd de acuerdo con los términos y condiciones:
a. ElConsumidor y/o el Delegado (si corresponde) y el PCA/Trabajador acuerdan en cada uno mantener una direccion de correo electrénico vdlida y
separada al cual tienen acceso frecuente. El consumidor, sustituto, PCA o trabajador no pueden usar la misma direccion de correo electronico.

b. Tanto el Consumidor y/o el Delegado como el PCA/Trabajador acuerdan en mantener una direccion de correo electrénico vdlida y separada durante el

periodo de este acuerdo y de notificarle a Tempus Unlimited, Inc. de cualquier cambio a sus direcciones de
correo electrdnico.
C. El Consumidor y su Delegado (si corresponde) y el PCA/Trabajador acuerdan en utilizar el Interface de Presentacién de Nominas Electrénicas como
método de presentar néminas.
i. Firma de este acuerdo no requiere que se utilice Gnicamente el Interface de Presentacion de Nominas Electrénicas. Otros métodos de
presentar ndminas, tales como enviar por fax o por correo, todavia son aceptables.
d. Unandmina solo puede ser presentada electrénicamente si el Consumidor y/o el Delegado (si corresponde) y el PCA/Trabajador han ejecutado este
acuerdo.
€. Un Acuerdo Individual de Ndminas Electronicas es requerido para cada relacién de Consumidor y PCA/Trabajador que decida utilizar el Interfaz de
Presentacion de Nominas Electrénicas.
i. Esto es cierto incluso si el Consumidor o el PCA/Trabajador ya esta utilizando el Interfaz de Presentacidon de Néminas Electrénicas en otra
relacién de Consumidor y PCA/Trabajador.

lil. Terminacion del Acuerdo
a. El Consumidor, su Delegado (si corresponde) o el PCA/Trabajador puede terminar este acuerdo en cualquier momento presentando tal pedido por
escrito a Tempus Unlimited, Inc.

Nombre Impreso del Consumidor:|:| |:| |:| D |:| |:| |:| D |:| |:| |:| D |:| |:| |:| I:' |:| |:| |:| EI Numero de Consumidor #: |:| |:| I:l |:| |:| |:|
e-mail del consumidor: [_1 [ 1111 OH O OO O OO0 O OO0 000 O 04O O4ndr

Firma del Consumidor: Fecha:
Nombre Impreso del DelegadoE”:”:”:IDDDDDDDDDDDDDDDDDDDDDDDDDDDDD
e-mail del Delegado: [_] [ [ J 11100 OO0 OO OO0 000 Oddondds

Firma del Delegado: Fecha:

Nombre Impreso del PCA/Trabajador: |:| |:| I:l D |:| |:| I:l D |:| |:| I:l D |:| |:| I:l D |:| |:| I:l Ultimos 4 digitos del nimero de SS: El |:| |:| I:l
E-mail del PCA/Trabajador: (][] 1111 OO OO O OO OO0 00O 000 OO 4 m e

Firma del PCA/Trabajador: Fecha:
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