
Commonwealth of Massachusetts
Executive Office of Health and Human Services
www.mass.gov/masshealth

CRF-1-FI-1113

Criminal Offender Record Information (CORI) Request Form

The MassHealth Money Follows the Person (MFP) waiver program’s fi scal intermediaries have been 
certifi ed by the Criminal History Systems Board for access to conviction and pending criminal case data. 
As a prospective employee of an MFP waiver participant to provide MFP self-directed waiver services, 
I understand that a criminal record check will be conducted of me by a MassHealth MFP waiver fi scal 
intermediary for conviction and pending criminal case information only. A criminal conviction or a 
pending criminal case will not necessarily disqualify me from working for the MFP waiver participant.

I hereby certify under the pains and penalties of perjury that the information on this form and 
any attachments that I have provided, has been reviewed and is true, accurate, and complete, 
to the best of my knowledge. I understand that I may be subject to civil penalties or criminal 
prosecution for any falsifi cation, omission, or concealment of any material fact contained 
herein. (Signature stamps and date stamps, or the signature of anyone other than the provider 
or applicant, are not acceptable.)

 

Signature of provider or applicant

Last name, fi rst name, middle name 
(Please print.)

Maiden name or alias                                                                                                                                            Place of birth
(if applicable)

Date of birth                                                                                                   Social security number
                                                                                                                            (Required)

Mother’s maiden name

Current address 

Former address

Gender:                                                   Height                                                    Weight                                                         Eye color 
                       M       F

State driver’s license number

Note: Please attach a copy of your driver's licence so that MassHealth can validate the information you provided above.
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MASSACHUSETTS EMPLOYEE’S WITHHOLDING EXEMPTION CERTIFICATE                  Rev. 11/19

Print full name . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .         Social Security no. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Print home address. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .         City. . . . . . . . . . . . . . . . . . . . . . .    State. . . . . . . . . . . . . . .    Zip . . . . . . . . . . . . . . . .
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Employee:
File this form with your em-
ployer.  Other wise, Massachu-
setts  Income Taxes will be
 withheld from your wages
 without exemptions.

Employer:
Keep this certificate with your
records. If the  em ployee is
 believed to have claimed
 excessive  exemp tions, the
Massachusetts De partment
of  Revenue should be so
 advised.

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.

THIS FORM MAY BE REPRODUCED

Date. . . . . . . . . . . . . . . . . . . . . . . . . . .  Signed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

SAMPLE

EMPLOYER: DO NOT withhold if Box D is checked.

  will not exceed $8,000.
D. Check if you are a full-time student engaged in seasonal, part-time or temporary employment whose estimated annual income
B.  Check if you are blind.                 C.  Check if spouse is blind and not subject to withholding.

 

                                                 . . . . . . . .
                                         . . . . 

.

 . . .
 

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

Write the number of your qualified dependents. See Instruction D. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .3.
before next year and if otherwise qualified, write “5.” See Instruction C. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
If married and if exemption for spouse is allowed, write the figure “4.” If your spouse is age 65 or over or willbe 2.

A. Check if you will file as head of household on your tax return.
Additional withholding per pay period under agreement with employer $_____________________5.
Add the number of exemptions which you have claimed above and write the total. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .4.
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Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form�I-9

OMB�No.1615-0047�

Expires�05/31/2027�

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) State ZIP Code 

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

I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

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

3. A lawful permanent resident (Enter USCIS or A-Number.) 

4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

If you check Item Number 4., enter one of these: 

USCIS A-Number 
OR 

Form I-94 Admission Number 
OR 

Foreign Passport Number and Country of Issuance 

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 List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Check�here�if�you�used�an�alternative�procedure�authorized�by�DHS�to�examine�documents. 

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears 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. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Signature�of�Employer�or�Authorized�Representative� Today's Date (mm/dd/yyyy) 

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

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 

Form I-9 Edition 08/01/23 Page 1 of 4 
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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). 

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

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

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

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

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

2. 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,
and address

4. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

3. School ID card with a photograph5. 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 I-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.

4. Voter's registration 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

5. U.S. Military card or draft record

6. Military dependent's ID card
4. Native American tribal document

7. U.S. Coast Guard Merchant Mariner Card
5. U.S. Citizen ID Card (Form I-197)

8. Native American tribal document
6. Identification Card for Use of Resident

Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian
government authority

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, Item
Number 4. document, not a List C
document.

For persons under age 18 who are 
unable to present a document 

listed above: 
10. School record or report card

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

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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

For receipt validity dates, see the M-274. 

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

● Form I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

● 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 
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Instructions for Form I-9, 
Employment Eligibility Verification                           

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

USCIS 
Form I-9 

OMB No. 1615-0047 
Expires 05/31/2027

Employers and employees must complete their respective sections of Form I-9.  The form is used to document verification 
of the identity and employment authorization of each new employee (both U.S. citizen and noncitizen) hired after 
November 6, 1986, to work in the United States.  In the Commonwealth of the Northern Mariana Islands (CNMI), 
employers must complete Form I-9 to document the verification of the identity and employment authorization of each new 
employee (both U.S. citizen and noncitizen) hired after November 27, 2011.

Purpose of Form I-9

Anti-Discrimination Notice:  Employers must allow all employees to choose which acceptable documentation to present 
for Form I-9.  Employers cannot ask employees for documentation to verify information entered in Section 1, or specify 
which acceptable documentation employees must present for Section 2 or Supplement B, Reverification and Rehire.  
Employees do NOT need to prove their citizenship, immigration status, or national origin when establishing their 
employment authorization for Form I-9 or E-Verify.  Requesting such proof or any specific document from employees 
based on their citizenship, immigration status, or national origin, may be illegal.  Similarly, discriminating against 
employees in hiring, firing, recruitment, or referral for a fee, based on citizenship, immigration status, or national origin 
may be illegal.  Employers should not reject acceptable documentation due to a future expiration date.  For more 
information on how to avoid discrimination or how to report it, contact the Immigrant and Employee Rights Section in the 
Department of Justice's Civil Rights Division at www.justice.gov/ier.

Definitions

Employee:  A person who performs labor or services in the United States for an employer in return for wages or other 
remuneration.  The term “employee” does not include individuals who do not receive any form of remuneration (e.g., 
volunteers), independent contractors, or those engaged in certain casual domestic employment.

Employer:  A person or entity, including an agent or anyone acting directly or indirectly in the interest thereof, who 
engages the services or labor of an employee to be performed in the United States for wages or other remuneration. This 
includes recruiters and referrers for a fee who are agricultural associations, agricultural employers, or farm labor 
contractors.

Authorized Representative:  Any person an employer designates to complete and sign Form I-9 on the employer's 
behalf.  Employers are liable for any statutory and regulatory violations made in connection with the form or the 
verification process, including any violations committed by any individual designated to act on the employer's behalf.

Preparer and/or Translator:  Any individual who helps the employee complete or translates Section 1 for the employee.

General Instructions

Form I-9 consists of:
●  Section 1: Employee Information and Attestation
●  Section 2: Employer Review and Verification
●  Lists of Acceptable Documents 
●  Supplement A, Preparer and/or Translator Certification for Section 1 
●  Supplement B, Reverification and Rehire (formerly Section 3)

http://www.justice.gov/ier
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EMPLOYEES

Employees must complete and sign Section 1 of Form I-9 no later than the first day of employment (i.e., the date the 
employee begins performing labor or services in the United States in return for wages or other remuneration).  Employees 
may complete Section 1 before the first day of employment, but cannot complete the form before acceptance of an offer 
of employment.

EMPLOYERS

Employers in the United States, except Puerto Rico, must complete the English-language version of Form I-9.  Only 
employers located in Puerto Rico may complete the Spanish-language version of Form I-9 instead of the English-language 
version.  Any employer may use the Spanish-language form and instructions as a translation tool.

All employers must:

●  Make the instructions for Form I-9 and Lists of Acceptable Documents available to the employee when completing 
the Form I-9 and when requesting that the employee present documentation to complete Supplement B, 
Reverification and Rehire.  See page 5 for more information.

●  Ensure that the employee completes Section 1.
●  Complete Section 2 within three business days after the employee's first day of employment.  If you hire an 

individual for less than three business days, complete Section 2 no later than the first day of employment.
●  Complete Supplement B, Reverification and Rehire when applicable.
●  Leave a field blank if it does not apply and allow employees to leave fields blank in Section 1, where appropriate.
●  Retain completed forms.  You are not required to retain or store the page(s) containing the Lists of Acceptable 

Documents or the instructions for Form I-9.  Do not mail completed forms to U.S. Citizenship and Immigration 
Services (USCIS) or Immigration and Customs Enforcement (ICE).

Additional guidance about how to complete Form I-9 may be found in the Handbook for Employers: Guidance for 
Completing Form I-9 (M-274) and on I-9 Central.

Section 1:  Employee Information and Attestation

Step 1:  Employee completes Section 1 no later than the first day of employment.
●  All employees must provide their current legal name, complete address, and date of birth.  If other fields do not 

apply, leave them blank.
●  When completing the name fields, enter your current legal name and any last names you previously used, including 

any hyphens or punctuation.  If you only have one name, enter it in the Last Name field and then enter “Unknown” 
in the First Name field.

●  Providing your 9-digit Social Security number in the Social Security number field is voluntary, unless your 
employer participates in E-Verify.  See page 5 for instructions related to E-Verify.  Do not enter an Individual 
Taxpayer Identification Number (ITIN) as your Social Security number.

Step 2:  Attest to your citizenship or immigration status.
You must select one box to attest to your citizenship or immigration status.

A citizen of the United States.
A noncitizen national of the United States:  An individual born in American Samoa, certain former citizens of the 
former Trust Territory of the Pacific Islands, and certain children of noncitizen nationals born abroad.
A lawful permanent resident:  An individual who is not a U.S. citizen and who resides in the United States under 
legally recognized and lawfully recorded permanent residence as an immigrant.

Conditional residents should select this status.  Asylees and refugees should NOT select this status; they should 
instead select “A noncitizen authorized to work.”  If you select “lawful permanent resident,” enter your 7- to 9-digit 
USCIS Number (A-Number) in the space provided.

1.
2.

3.

https://www.uscis.gov/i-9-central/handbook-employers-m-274
https://www.uscis.gov/i-9-central/handbook-employers-m-274
https://www.uscis.gov/i-9-central/handbook-employers-m-274
https://www.uscis.gov/i-9-central/handbook-employers-m-274
http://www.uscis.gov/i-9-central
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If you select this box, enter the date that your employment authorization expires, if any, in the space provided.  In 
most cases, your employment authorization expiration date is found on the documentation evidencing your 
employment authorization.  If your employment authorization documentation has been automatically extended by the 
issuing authority, enter the expiration date of the automatic extension in this space.

●  Refugees, asylees, and certain citizens of the Federated States of Micronesia, the Republic of the Marshall Islands, 
or Palau, and other noncitizens authorized to work whose employment authorization does not have an expiration 
date, should enter N/A in the Expiration Date field.

Employees who select "a noncitizen authorized to work" must enter one of the following to complete Section 1:

Your employer may not ask for documentation to verify the information you entered in Section 1.

(1)  USCIS Number/A-Number (7 to 9 digits);
(2)  Form I-94 Admission Number (11 digits); or
(3)  Foreign Passport Number and the Country of Issuance 

Step 3:  Sign and enter the date you signed Section 1.  Do NOT back-date this field.
Step 4:  Preparer and/or translator completes a Preparer and/or Translator Certification, if applicable.

Within three business days after your first day of employment, you, the employee, must present to your employer original, 
acceptable, and unexpired documentation that establishes your identity and employment authorization.  For example, if 
you begin employment on Monday, you must present documentation on or before the Thursday of that week.  However, if 
you were hired to work for less than three business days, you must present documentation no later than the first day of 
employment.

Choose which documentation to present to your employer from the Lists of Acceptable Documents.  An employer cannot 
specify which documentation you may present from the Lists of Acceptable Documents.  You may present either: 1.) one 
selection from List A or 2.) a combination of one selection from List B and one selection from List C.  In certain cases, you 
may also present an acceptable receipt for List A, B, or C documents.  For more information on receipts, refer to the M-274.

Step 5:  Present Form I-9 Documentation

If a preparer and/or translator assists an employee in completing Section 1, that person must complete a Certification area 
on Supplement A, Preparer and/or Translator Certification for Section 1, located on Page 3 of Form I-9.  There is no limit 
to the number of preparers and/or translators an employee may use.  Each preparer and/or translator must complete and 
sign a separate Certification area.  Employers must ensure that they retain any additional pages with the employee's 
completed Form I-9.  If the employee does not use a preparer or translator, employers are not required to provide or retain 
Supplement A.

●  List A documentations show both identity and employment authorization.  Some documentation must be presented 
together to be considered acceptable List A documentation.  If you present acceptable List A documentation, you 
should not be asked to present List B and List C documentation.

●  List B documentation shows identity only and List C documentation shows employment authorization only.  If you 
present acceptable List B and List C documentation, you should not be asked to present List A documentation.  
Guidance is available in the M-274 if you are under the age of 18 or have a disability (special placement) and 
cannot provide List B documentation.

Your employer must physically examine the documentation you present to complete Form I-9, or examine them consistent 
with an alternative procedure authorized by the Secretary of DHS. If your documentation reasonably appears to be 
genuine and to relate to you, your employer must accept the documentation.  If your documentation does not reasonably 
appear to be genuine or to relate to you, your employer must reject it and provide you with an opportunity to present other 
documentation.  Your employer may choose to make copies of your documentation, but must return the original(s) to you. 
Your employer may not ask for documentation to verify the information you entered in Section 1.

A noncitizen (other than Item Numbers 2. and 3. above) authorized to work:  An individual who has 
authorization to work but is not a U.S. citizen, noncitizen national, or lawful permanent resident.

4.
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You or your authorized representative must complete Section 2 by physically examining evidence of the employee's 
identity and employment authorization within three business days after the employee's first day of employment.  For 
example, if an employee begins employment on Monday, you must review the employee's documentation and complete 
Section 2 on or before the Thursday of that week.  However, if the individual will work for less than three business days, 
Section 2 must be completed no later than the first day of employment.

Step 1:  Enter information from the documentation the employee presents.
You, the employer or authorized representative, must either physically examine, or examine consistent with an alternative 
procedure authorized by the Secretary of DHS, the original, acceptable, and unexpired documentation the employee 
presents from the Lists of Acceptable Documents to complete the applicable document fields in Section 2.  You cannot 
specify which documentation an employee may present from these Lists of Acceptable Documents.  A document is 
acceptable if it reasonably appears to be genuine and to relate to the person presenting it.  Photocopies, except for certified 
copies of birth certificates, are not acceptable for Form I-9.  Employees must present one selection from List A or a 
combination of one selection from List B and one selection from List C.
You may use common abbreviations for states, document titles, or issuing authorities, such as:  “DL” for driver's license, 
and “SSA” for Social Security Administration.  Refer to the M-274 for abbreviation suggestions.
List A documentation shows both identity and employment authorization.

●  Enter the required information from the List A documentation in the first set of document entry fields in the List A 
column.  Some List A documentation consists of a combination of documents that must be presented together to be 
considered acceptable List A documentation.  If the employee presents a combination of documents for List A, use 
the second and third sets of document entry fields in the List A column.  Use the Additional Information space, as 
necessary, for additional documents.  When entering document information in this space, ensure you record all 
available document information, such as the document title, issuing authority, document number and expiration 
date.

●  If an employee presents acceptable List A documentation, do not ask the employee to present List B and List C 
documentation.

List B documentation shows identity only, and List C documentation shows employment authorization only. 
●   If an employee presents acceptable List B and List C documentation, enter the required information from the 

documentation under each corresponding column and do not ask the employee to present List A documentation.
●   If an employee under the age of 18 or with disabilities (special placement) cannot provide List B documentation, 

see the M-274 for guidance.
In certain cases, the employee may present an acceptable receipt for List A, B, or C documentation.  For more information 
on receipts, refer to the Lists of Acceptable Documents and the M-274.

Photocopies
●   You may make photocopies of the documentation examined but must return the original documentation to the 

employee.

●   You must retain any photocopies you make with Form I-9 in case of an inspection by DHS, the Department of 
Labor, or the Department of Justice, Civil Rights Division, Immigrant and Employee Rights Section.

Step 2:  Enter additional information, if necessary.

Use the Additional Information field to record any additional information required to complete Section 2, or any updates 
that are necessary once Section 2 is complete.  Initial and date each additional notation.  See the M-274 for more 
information.  Such notations include, but are not limited to:

You may designate an authorized representative to act on your behalf to complete Section 2.

Section 2:  Employer Review and Verification

Before completing Section 2, you, the employer, should review Section 1.  If you find any errors or missing information 
in Section 1., the employee must correct the error, and then initial and date the correction.
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Step 4:  Complete the employer certification.

Employers or their authorized representatives, if applicable, must complete all applicable fields in this area, and sign and 
date where indicated.

Reverification and Rehire

To reverify an employee's work authorization or document an employee's rehire, use Supplement B, Reverification and 
Rehire (formerly Section 3).  Employers need only complete and retain the supplement page when employment 
authorization reverification is required.  Employers may choose to document a rehire on the supplement as well.  Enter the 
employee's name at the top of each supplement page you use.  In the New Name field, record any change the employee 
reports at the time of reverification or rehire.  Use a new section of the supplement for each instance of a reverification or 
rehire, sign and date that section when completed, and attach it to the employee's completed Form I-9.  Use additional 
supplement pages as necessary.  Use the Additional Information fields if the employee's documentation presented for 
reverification requires future updates.

Reverifications

When reverification is required, you must reverify the employee by the earlier of the employment authorization expiration 
date stated in Section 1 (if any), or the expiration date of the List A or List C employment authorization documentation 
recorded in Section 2.  Employers should complete any subsequent reverifications, if required, by the expiration date of 
the List A or List C documentation entered during the employee's most recent reverification.

For reverification, employees must present acceptable documentation from either List A or List C showing their 
continuing authorization to work in the United States.  You must allow employees to choose which acceptable 
documentation to present for reverification.  Employees are not required to show the same type of document they 
presented previously.  Enter the documentation information in the appropriate fields provided.

You should not reverify the employment authorization of U.S. citizens and noncitizen nationals, or lawful permanent 
residents (including conditional residents) who presented a Permanent Resident Card (Form I-551) or other employment 
authorization documentation that is not subject to reverification (such as an unrestricted Social Security card).  
Reverification does not apply to List B documentation.  Reverification may not apply to certain noncitizens. See the 
M-274 for more information about when reverification may not be required.

Rehires

If you rehire an employee within three years from the date the employee's Form I-9 was first completed, you may 
complete the supplement and attach it to the employee's previously completed Form I-9.  If the employee remains 
employment-authorized, as indicated on the previously completed Form I-9, record the date of rehire and any name 
changes.  If the employee's employment authorization or List A or C documents have expired, you must reverify the 
employee as described above. 

Alternatively, you may complete a new Form I-9 for rehired employees.  You must complete a new Form I-9 for any 
employee you rehired more than three years after you originally completed a Form I-9 for that employee.

You may also enter optional information, such as termination dates, form retention dates, and E-Verify case numbers, if 
applicable.

●   Additional documentation that may be presented by certain nonimmigrant employees.
●   Replacement document information if a receipt was previously presented.
●   Those required by DHS, such as extensions of employment authorization or a document's expiration date.

Step 3:  Select the box in the Additional Information area if you used an alternate procedure for document 
examination authorized by the Secretary of DHS.
You must select this box if you used an alternative procedure authorized by DHS to examine the documents.  You may 
refer to the M-274 for guidance on implementing alternative procedures for document examination approved by the 
Secretary of DHS.



Page 6 of 8Form I-9 Instructions 08/01/23

For E-Verify employers:
●   Ensure employees enter their Social Security number in Section 1.
●   You must only accept List B documentation that contains a photograph.  This applies to individuals under the age 

of 18 and individuals with disabilities.
●   You must retain photocopies of certain documentation.

What is the Filing Fee?

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

USCIS Forms and Information

Employers may photocopy or print blank Forms I-9.  To ensure you are using the latest version of this form and 
corresponding instructions, visit the USCIS website at www.uscis.gov/i-9.  You may order paper forms at www.uscis.gov/
forms/forms-by-mail or by contacting the USCIS Contact Center at 1-800-375-5283 or 1-800-767-1833 (TTY).

For additional guidance about Form I-9, employers and employees should refer to the Handbook for Employers: 
Guidance for Completing Form I-9 (M-274) or USCIS' Form I-9 website at www.uscis.gov/i-9-central.

You can obtain information about Form I-9 by e-mailing USCIS at I-9Central@uscis.dhs.gov.  Employers may call 
1-888-464-4218 or 1-877-875-6028 (TTY).  Employees may call the USCIS employee hotline at 1-888-897-7781 or 
1-877-875-6028 (TTY).

Retaining Completed Forms I-9

An employer must retain Form I-9, including any supplement pages, on which the employee and employer (or authorized 
representative) entered data, as well as any photocopies made of the documentation the employee presented, for as long as 
the employee works for the employer.  When employment ends, the employer must retain the individual's Form I-9 and all 
attachments for one year from the date employment ends, or three years after the first day of employment, whichever is 
later.  In the case of recruiters or referrers for a fee (only applicable to those that are agricultural associations, agricultural 
employers, or farm labor contractors), the retention period is three years after the first day of employment.

Completed Forms I-9 and all accompanying documents should be stored in a safe and secure location.  Employers should 
ensure that the information employees provide on Form I-9 is used only as stated in the DHS Privacy Notice below.

●   Providing your email address and telephone number in Section 1 will allow you to receive notifications associated 
with your E-Verify case.

●   If you present a List B document to your employer, it must contain a photograph.

If you can present acceptable identity and employment authorization documentation to complete Form I-9, you 
may begin working while waiting to receive your Social Security number.

If you have applied for, but have not yet received, your Social Security number, you should leave the field 
blank until you receive the number.  Update this field once you receive it, and initial and date the notation. 

●   You must provide your Social Security number in the Social Security number field in Section 1.
For employees of employers who participate in E-Verify:

Employee and Employer Instructions Related E-Verify

E-Verify uses Form I-9 information to confirm employees' employment eligibility.  For more information, go to  
www.e-verify.gov or contact us at www.e-verify.gov/contact-us. 
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Employers:  By signing Sections 2 and 3, as applicable, employers attest under penalty of perjury (28 U.S.C. section 1746) 
that they have physically examined the documentation presented by the employee, that the documentation reasonably appears 
to be genuine and to relate to the employee named, that to the best of their knowledge the employee is authorized to work in 
the United States, that the information they enter in Section 2 is complete, true, and correct to the best of their knowledge, 
and that they are aware that they may face civil or criminal penalties provided by law and may be subject to criminal 
prosecution for knowingly and willfully making false statements or knowingly accepting false documentation when 
completing Form I-9.

DHS Privacy Notice

AUTHORITIES:  The information requested on this form, and the associated documents, are collected under the 
Immigration Reform and Control Act of 1986, Pub. L. 99-603 (8 U.S.C. 1324a).

PURPOSE:  The primary purpose for providing the requested information on this form is for employers to verify the 
identity and employment authorization of their employees.  Consistent with the requirements of the Immigration Reform 
and Control Act of 1986, employers use the Form I-9 to document the verification of the identity and employment 
authorization for new employees to prevent the unlawful hiring, or recruiting or referring for a fee, of individuals who are 
not authorized to work in the United States.  This form is completed by both the employer and the employee and is 
ultimately retained by the employer.

DISCLOSURE:  The information employees provide is voluntary.  However, failure to provide the requested information, 
and acceptable documentation evidencing identity and authorization to work in the United States, may result in termination 
of employment.  Failure of the employer to ensure proper completion of this form may result in the imposition of civil or 
criminal penalties against the employer.  In addition, knowingly employing individuals who are not authorized to work in 
the United States may subject the employer to civil and/or criminal penalties.

ROUTINE USES:  This information will be used by employers as a record of their basis for determining eligibility of an 
individual to work in the United States.  The employer must retain this completed form and make it available for inspection 
by authorized officials of the Department of Homeland Security, Department of Labor, and Department of Justice, Civil 
Rights Division, Immigrant and Employee Rights Section.  DHS may also share this information, as appropriate, for law 
enforcement purposes or in the interest of national security.

Employees:  By signing Section 1 of this form, employees attest under penalty of perjury (28 U.S.C. section 1746) that the 
information they provided, along with the citizenship or immigration status they select, and all information and 
documentation they provide to their employer, is true and correct, and they are aware that they may face penalties provided 
by law and may be subject to criminal prosecution for knowingly and willfully making false statements or using false 
documentation when completing this form.  Further, falsely attesting to U.S. citizenship may subject employees to penalties 
or removal proceedings, and may adversely affect an employee's ability to seek future immigration benefits.

Penalties

Employers may be subject to penalties if Form I-9 is not properly completed or for employment discrimination occurring 
during the employment eligibility verification process.  See 8 U.S.C. section 1324a and section 1324b, 8 CFR section 
274a.10 and 28 CFR Part 44.  Individuals may also be prosecuted for knowingly and willfully entering false information, 
or for presenting fraudulent documentation, to complete Form I-9.

Form I-9 may be generated, signed, and retained electronically, in compliance with Department of Homeland Security 
regulations at 8 CFR section 274a.2.  Employers creating, modifying, or storing Form I-9 electronically are encouraged to 
review these and any other relevant standards for electronic signature, and the indexing, security, and documentation of 
electronic Form I-9 data.
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Paperwork Reduction Act

An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of 
information unless it displays a currently valid OMB control number.  The public reporting burden for this collection of 
information is estimated at 34 minutes per response, when completing the form manually, and 25 minutes per response 
when using a computer to aid in completion of the form, including the time for reviewing instructions and completing and 
retaining the form.  Send comments regarding this burden estimate or any other aspect of this collection of information, 
including suggestions for reducing this burden, to:  U.S. Citizenship and Immigration Services, Office of Policy and 
Strategy, Regulatory Coordination Division, 5900 Capital Gateway Drive, Mail Stop Number 2140, Camp Springs, MD 
20588-0009; OMB No. 1615-0047.  Do not mail your completed Form I-9 to this address.



Direct Care Worker
Signature Form

DCW-S (Rev. 03/13)

Name of fi scal intermediary (FI) 

• All DCWs hired by a waiver participant must fi ll out and sign this form and give it to their employer (the Waiver Participant).

• The DCW’s employer (the Waiver Participant) must submit this form to the FI, along with all other paperwork required by the 
FI and MassHealth. 

• The FI cannot pay a DCW until all required paperwork is received and complete. 

• MassHealth and the FI cannot pay a DCW to work 

 ° when the Waiver Participant is in an inpatient facility, such as a hospital or nursing facility; or 
 ° when the amount of time that has been authorized per week by the Waiver Participant’s case manager has been exhausted
or is insuffi cient. 

• The DCW must read the rest of this form and sign below before receiving payment from the FI.

I agree to accept the position of direct care worker (DCW) for  
 Waiver Participant’s name

I understand that my employer is the Waiver Participant. My employer is responsible for hiring, fi ring, training and scheduling DCWs. My 
employer may select another person (a surrogate) to help manage his or her self-directed services. I 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 DCW. I must complete and provide accurate 
Waiver Activity Forms (time sheets) to my employer or the FI as soon as I can. The FI will process payroll for my employer. My employer is 
responsible for giving the check to me (unless I requested that my check be deposited directly into my bank account). I must provide proof of 
my identity to my employer to complete the Employment Eligibility Verifi cation form (Form I-9), which the Department of Homeland Security 
requires all employees to complete. (The FI will give my employer this form.) 

I understand that the MassHealth Waiver program pays for self-directed services provided by a DCW only when the DCW provides services
to an eligible Waiver Participant who has obtained waiver authorization from his or her case manager for self-directed services. Self-directed 
services must be provided in accordance with the Waiver Participant’s authorization, service agreement, and MassHealth regulations at 130 
CMR 630.400. 

In providing DCW services to my employer (the Waiver Participant) I agree to the following:

• If my employer has an advance directive concerning the provision of care in the event he or she becomes incapacitated, I agree to respect 
the terms of the advance directive, unless, as a matter of conscience, I cannot implement an advance directive. I agree not to condition the 
provision of care or otherwise discriminate against my employer based on whether or not the individual has executed an advance directive. 
I understand that I am not required to provide care that confl icts with an advanced directive.

• I agree to keep any records that are necessary to show the extent of the services I provide to my employer. 

• I agree to furnish, upon request, copies of records in my possession and any information regarding payments I claimed for furnishing DCW 
services to my employer, to the Medicaid agency, the Secretary of the U.S. Department of Health and Human Services, or the State Medicaid 
fraud control unit. 

I understand that I cannot be paid as a DCW if I am a spouse, surrogate, or legally responsible relative of the Waiver Participant.

I agree to comply with the disclosure requirements contained in 42 CFR Part 455, Subpart B as follows:

• Persuant to 42 CFR 455.104(a)(3), I am identifying below any other MassHealth provider entity in which I have ownership or control.
(If none, please write “None”): 

• If requested by MassHealth, I agree to provide information about business transactions in accordance with 42 CFR 455.105.

• In accordance with state statute M.G.L. c.118E, § 36, and federal requirement, 42 CFR 455.106, by signing this form, I am stating that
I have not been convicted of a criminal offense related to my involvement in any program under Medicare, Medicaid, or the title XX
services program.

Commonwealth of Massachusetts
EOHHS
www.mass.gov/masshealth

over   



I understand that my employer is required to offer me the option of having my DCW payments direct deposited into my bank account, or into a 
debit card service offered by the FI. If I do not elect my DCW payments to be direct deposited, I understand the FI will issue a check in my name 
and send it to my employer or give it to me.

Check here if you would like the FI to direct deposit your DCW payments. 

The following describes my relationship to my employer (the Waiver Participant).  (Please check one.) 

 adult child (18 yrs. or older) of waiver participant  daughter-in-law of waiver participant

 son-in-law of waiver participant  parent of adult (18 yrs. or older) waiver participant

 other relative (describe)   non-relative (describe) 

I certify under pains and penalties of perjury that the information on this signature form, and any accompanying statement that I have 
provided, has been reviewed and signed by me, and is true, accurate, and complete to the best of my knowledge. I also certify that I understand 
my duties, rights, and responsibilities as a DCW and that all the information I have provided to my employer (the Waiver Participant), to the 
fi scal intermediary, to the case management agency, or to MassHealth is true and accurate to the best of my knowledge. I understand that I may 
be subject to civil penalties or criminal prosecution for any falsifi cation, omission, or concealment of any material fact contained herein.

X   
    DCW Signature Print DCW name Date



 

600 Technology Center Drive, Stoughton, MA  02072  www.tempusinc.org 

Toll-Free Phone #: 1-877-479-7577  Toll-Free Fax #: 1-800-359-2884 

REV. 02/01/17 
 

  DIRECT DEPOSIT APPLICATION 

DCW’s Name: __________________________________________________________________________________ 

Participant #: _________________________  Participant’s Name: ________________________________ 

Account Information 

Name on Bank Account: 

(PER MASSHEALTH - Direct Deposit Accounts must be in the name of the DCW only, the account cannot be a joint 

account shared by the DCW and the Participant or the Surrogate.) 
 

Bank Name: _____________________________________________________________________________________ 

Bank Routing #: ____________________________ Bank Account #: ____________________________________ 

 This is a    Checking Account   Savings Account 

For a checking account please attach a voided check or a copy of a check (Starter checks must contain a preprinted 

DCW name and account number).   For a savings account please attach a document from the bank indicating the 

DCW’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. 

 

I hereby authorize Tempus  Unl imi t ed ,  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, I authorize the Bank to accept and to credit any credit entries indicated by the Company to my account. 

In the event that the Company deposits funds erroneously into my account, I authorize 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. 

 

DCW’s Signature: ________________________________________________ Date: __________________ 

John Doe 

123 Main Street 

Quincy, MA  02169 

 

1000 



 

600 Technology Center Drive, Stoughton, MA  02072  www.tempusinc.org 

Toll-Free Phone #: 1-877-479-7577  Toll-Free Fax #: 1-800-359-2884 

REV. 02/01/17 
 

    APLICACIÓN PARA DEPOSITO DIRECTO 

Nombre de DCW: ________________________________________________________________________________ 

Numero de Partícipe: __________________  Nombre de Partícipe: _______________________________ 

Informaciόn de Cuenta 

Nombre de persona en la cuenta de Banco: ______________________________ 

POR MassHealth - Cuentas de depósito directo deben de estar solamente a nombre del DCW, la cuenta no puede 

ser una cuenta conjunta compartida por el DCW y el partícipe o el delegado. 
 

Nombre de Banco: _________________________________________________________________________________ 

# de Ruta: __________________________    # de Cuenta: ________________________________________ 

Estos es uńa    cuenta de chequera   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 del DSW y el número de cuenta preimpreso). Para una cuenta de ahorros, por favor sujete un 

documento de su banco que indique el número de ruta y el número de cuenta (no puede ser escrito a mano).  Por 

favor de no sujetar una hoja de depósito. (No procesaremos esta aplicación sin un cheque nulo, una copia del 

cheque o un documento de su banco indicando el número de ruta y el número de cuenta.) 
 

 

Autorizo por este medio a mi empleador (más adelante “compañía”) a depositar cualquier cantidad debida yo 

iniciando entradas de crédito a mi cuenta en la institución financiera. (Más adelante “banco”) indicado en esta forma. 

Además, autorizo el banco a aceptar y a acreditar cualquier entrada de crédito indicada por la compañía a mi 

cuenta.  En caso que la compañía deposite fondos erróneamente en mi cuenta, autorizo a  la compañía al cargar 

cuenta por una cantidad que no exceda la cantidad original del crédito erróneo.  Esta autorización es de permanecer a 

toda fuerza y efecto completo hasta que la compañía y el banco hayan recibido el aviso escrito de mí de su 

terminación en tal hora y de tal manera que le produzca a la compañía y al banco oportunidad razonable para 

actuar  sobre ella. 

 

Firma de DCW: _______________________________________________________ Fecha: _________________ 

John Doe 

123 Main Street 

Quincy, MA  02169 

 

1000 



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

Information below this line will be used by Tempus Unlimited only.

To assist Tempus Unlimited in processing your pay, please provide information about the individual to whom you provide Services (your “Consumer”):

Consumer Name:

Consumer No.:

Consumer 
Address

Street:

Apt/Suite:

City:			         State:	 Zip:

First Name:									       

Last Name:

Address:

City:							       State:			   ZIP Code:

Phone Number1:

Social Security Number:

Date of Birth:						    

Email Address2: 

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.

I hereby authorize Tempus Unlimited 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 Tempus Unlimited.

I acknowledge receipt of the Pre-Acquisition Disclosure and the Fee Schedule, as evidenced by my signature below.

Signature:									         Date:

Enrollment Form
U.S. Bank Focus Card

1 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. 2 An 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 Focus Card is issued by U.S. Bank National Association pursuant to a license from Visa U.S.A. Inc. ©2023 U.S. Bank. Member FDIC.

SIGN UP 
TODAY!



Para recibir tus pagos en una Tarjeta U.S. Bank Focus, completa este formulario 
y envíalo a Tempus Unlimited. Tu tarjeta se enviará por correo postal a la dirección 
proporcionada dentro de 7 a 10 días hábiles.

La información debajo de esta línea será para uso exclusivo de Tempus Unlimited.

Para ayudar a Tempus Unlimited a procesar tu pago, provee información acerca del individuo a quien le proporcionaste Servicios (tu “Consumidor”):

Nombre del 
Consumidor:

Consumidor número:

Dirección del Consumidor

Calle:

Apto./Suite:

Ciudad:			          Estado:	                Código postal:

Nombre:									      

Apellido:

Dirección:

Ciudad:							          Estado:			            Código Postal:

Número de Teléfono1:

Número de Seguro Social:

Fecha de Nacimiento:						    

Dirección de Correo Electrónico2: 

Información 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 información que identifique a toda persona que abra una cuenta. Esto significa que cuando abras una cuenta, se te pedirá tu nombre, dirección, fecha de nacimiento y cualquier otra 
información que nos permita identificarte. Es posible que también te pidamos mostrar tu licencia de conducir u otros documentos de identificación.

Por la presente, autorizo a Tempus Unlimited a iniciar entradas de crédito (depósitos) y, si es necesario, a iniciar entradas de débito y ajustes por cada entrada de crédito errónea en mi Tarjeta Focus. 
Esta autorización se mantendrá vigente hasta que yo la cancele a través de una notificación por escrito a Tempus Unlimited.

Confirmo haber recibido la Divulgación Previa a la Adquisición y la Lista de Cargos, para lo cual mi firma a continuación sirve de evidencia.

Firma:									         Fecha:

Formulario de Inscripción
Tarjeta U.S. Bank Focus

Los servicios pueden estar disponibles solamente en inglés.
1 Al proporcionarnos un número de teléfono de un celular u otro dispositivo inalámbrico, incluido un número que más adelante cambie a un número 
de teléfono celular, usted nos da su consentimiento expreso para recibir comunicaciones a ese número tanto de nuestra parte como de nuestros 
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Electronic Timesheets Agreement 
 

I. 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 for payment. 

 
II. 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. A timesheet may only be submitted electronically if the Consumer and/or Surrogate (if applicable) and the PCA/Worker have executed this 

Agreement. 

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

Timesheets Submission Interface. 

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

 
III. 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 Name:                                                                                                                                                                                                      
 
Consumer E‐mail:  
 
Consumer Signature: __________________________________________________________________________________________ Date:_____________________ 
 
Surrogate Printed Name:   
                                                                      
Surrogate E‐mail:  
 
Surrogate Signature:___________________________________________________________________________________________ Date: _____________________ 

 
PCA/Worker Printed Name:                                                                                                                                                                                        Last 4 digits of SS#: 
                                                                                                                                                                                                                                               
PCA/Worker E‐mail: 
 
PCA/Worker Signature: ________________________________________________________________________________________ Date: _____________________ 

Consumer #:



Módulo de Nóminas Electrónicas 
 

I. Sobre el Módulo de Nóminas Electrónicas 

a. El Modulo de Nóminas Electrónicas 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 información de las nóminas. 

b. Consumidores, Delegados y PCA/Trabajadores podrán utilizar el sistema tanto para presentar como para aprobar nóminas electrónicamente para el 
pago por el Intermediario Fiscal. 

c. No le es requerido 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 Presentación de Nóminas Electrónicas , tanto el Consumidor como su Delegado 
tendrán capacidades idénticas de entrar y aprobar nóminas para el pago.. 

 
II. Términos y Condiciones 

Al firmar más adelante, usted está de acuerdo con los términos y condiciones: 

a. El Consumidor y/o el Delegado (si corresponde) y el PCA/Trabajador acuerdan en cada uno mantener una dirección de correo electrónico válida y 
separada al cual tienen acceso frecuente.  El consumidor, sustituto, PCA o trabajador no pueden usar la misma dirección de correo electrónico. 

b. Tanto el Consumidor y/o el Delegado como el PCA/Trabajador acuerdan en mantener una dirección de correo electrónico válida y separada durante el 
periodo de este acuerdo y de notificarle a Tempus Unlimited, Inc. de cualquier cambio a sus direcciones de 

correo electrónico. 

c. El Consumidor y su Delegado (si corresponde) y el PCA/Trabajador acuerdan en utilizar el Interface de Presentación de Nóminas Electrónicas como 
método de presentar nóminas. 

i. Firma de este acuerdo no requiere que se utilice únicamente el Interface de Presentación de Nóminas Electrónicas. Otros métodos de 
presentar nóminas, tales como enviar por fax o por correo, todavía son aceptables. 

d. Una nómina solo puede ser presentada electrónicamente si el Consumidor y/o el Delegado (si corresponde) y el PCA/Trabajador han ejecutado este 
acuerdo. 

e. Un Acuerdo Individual de Nóminas Electrónicas es requerido para cada relación de Consumidor y PCA/Trabajador que decida utilizar el Interfaz de 
Presentación de Nóminas Electrónicas. 

i. Esto es cierto incluso si el Consumidor o el PCA/Trabajador ya está utilizando el Interfaz de Presentación de Nóminas Electrónicas en otra 
relación de Consumidor y PCA/Trabajador. 

III. Terminación 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:                                                                                                                                                    Número de Consumidor #: 
 
E‐mail del Consumidor: 
 
Firma del Consumidor:  __________________________________________________________________________   Fecha: ____________________________ 

 
Nombre Impreso del Delegado:      
                                                                   
E‐mail del Delegado: 
 
Firma del Delegado:_____________________________________________________________________________   Fecha: ____________________________ 

 
Nombre Impreso del PCA/Trabajador:                                                                                                                                             Últimos 4 dígitos del número de SS: 
 
E‐mail del PCA/Trabajador:   
                                                                                                                                                                   
Firma del PCA/Trabajador: _______________________________________________________________________   Fecha: ____________________________ 


	MFP M-4 2019 - Fill In Form - SAMPLE.pdf
	Untitled


	Print full name: DCW FULL NAME
	Print home address: DCW ADDRESS
	Zip: ZIP
	Text Field118: SINGLE
	Text Field216: MARRIED
	Text Field319: DEPENDENTS
	Text Field420: EXEMPTIONS
	Text Field517: EXTRA W/H
	Check BoxA: Off
	Check BoxB: Off
	Check BoxC: Off
	Check BoxD: Off
	Today's Date: 
	Text Field021: DCW SIGNATURE
	fill_741: Today's Date
	fill_640: Legal Guardians Signature
	fill_539: Participant's Signature
	fill_438: Print Participant Name
	Name of Fiscal Intermedairy: Tempus Unlimited, Inc.
	I agree to accept the position of direct care worker DCW for: Waiver Participant Name 
	If none please write None: 
	Text Field144: SAMPLE
	Check here if you would like the FI to direct deposit your DCW payments: Off
	undefined: 
	undefined_2: 
	Print DCW name: Print DCW Name
	Radio Button042: Off
	Text Field043: DCW Signature
	Text Field045: DCW Name
	Text Field146: Paticipant #
	Text Field247: Participant Name
	Text Field348:  Name on Bank Account
	Text Field449: Your Bank Name
	Text Field550: Bank Routing #
	Text Field651: Bank Account #
	Radio Button052: Off
	Text Field753: DCW's Signature
	Text Field854: Today's Date
	Text Field955: Nombre de DCW
	Text Field1056: Numero de Participe
	Text Field1157: Nombre de Participe
	Text Field1258: Nombre de persona en la cuenta de Banco
	Text Field1359: Nombre de Banco
	Text Field1460: # de Ruta
	Text Field1561: # de Cuenta
	Radio Button1: Yes
	Text Field1662: Firma de DCW
	Text Field1763: Feche
	Text Field10: PCA/WORKER DATE OF BIRTH
	Text Field9: CON #
	Text Field8: TO CLAIM EXEMPTION FROM WITHHOLDING - WRITE EXEMPT HERE
	Text Field7: TO CLAIM DEPENDENTS THE TOTAL DOLLAR AMOUNT MUST BE IN BOX 3
	Text Field6: SAMPLE
	Text Field5: Print Consumer Name
	Text Field4: TODAY'S DATE
	Text Field3: PCA'S/WORKER'S SIGNATURE
	City or town state and ZIP code: PCA/WORKER CITY, STATE AND ZIP CODE
	Address1: PCA/WORKER ADDRESS
	Last name1: PCA/WORKER LAST NAME
	a First name and middle initial: PCA/WORKER FIRST NAME MIDDLE INITIAL
	Text Field65: FIRMA DEL PCA/WORKER
	Text Field54: PARA RECLAMAR EXENCION DE RETENTION, ESCRIBA EXENTO AQUI.
	Text Field43: PARA RECLAMAR DEPENDIENTES, EL TOTAL EN DOLARES DEBE DE ESTAR EN LA CASILLA 3
	Text Field32: MUESTRA
	Text Field101: 000-00-0000
	Ciudad o pueblo estado y código postal ZIP: CUIDAD, ESTADO Y CODIGO POSTAL DEL PCA/WORKER
	Dirección número de casa y calle o ruta rural: DIRECCION DEL PCA/WORKER
	a Su primer nombre e inicial del segundo2: PRIMER NOMBRE E INICIAL DEL SEGUNDO
	Firma del empleado: FECHA DE HOY
	Text Field17: SAMPLE
	Text Field16: CHECK ONE BOX
	Radio Button032: Off
	Text Field930: Today's date
	Text Field829: PCA/Worker Signature
	Text Field628: PCA/Worker SS #
	Text Field527: PCA/Worker Telephone #
	Text Field426: PCA/Worker Email Address
	Text Field325: State
	City or Town: PCA/Worker City
	Text Field224: APT #
	Text Field123: PCA/Worker other last names
	Text Field022: MI
	Date of Birth mmddyyyy: PCA/Worker Date of Birth
	Address S: PCA/Worker Address
	Last Name Family Name: PCA/Worker Last Name
	First Name Given Name: PCA/Worker First Name
	Text Field29: Please add Citizenship Status from Page 1
 
1 - US Citizen
2 - Noncitizen National
3 - Lawful Perm Resident
4 - An Alien authorized to work
	Text Field28: Zip Code
	Text Field27: State
	Text Field26: Consumer/Employer City
	Text Field25: Consumer/Employer Address
	Text Field24: PCA/Worker 
1st Day of 
Employment  
	Text Field23: See List C on next page
	Text Field22: See List B on next page
	Text Field21: If you do not see a document from List A on the next page, you MUST see a document from List B AND a document from List C
	Text Field20: Citizenship Stautas (1 - 4)
	Text Field19: MI
	Text Field18: PCA/Worker First Name
	Text Field733: PCA/Worker Last Name
	Text Field15: Provide Consumer Number Here
	Text Field14: First Name of Consumer/Employer or Surrogate
	Text Field13: Last Name of Consumer/Employer or Surrogate
	Text Field11: Consumer/Employer or Surrogate Title
	Text Field12: Consumer/Employer or Surroagate Signature
	Text Field1031: Today's Date
	The employees first day of employment mmddyyyy: 00/00/000
	Text Field1: CHECK ONE BOX
	Check Box0: Off
	fill_0: 
	fill_1: 
	fill_2: 
	fill_3: 
	3: 
	fill_4: 
	fill_5: 
	fill_6: 
	fill_7: 
	fill_8: 
	fill_9: 
	Step 3ClaimIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 2000: 
	Step 3ClaimDependentsIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 2000  Multiply the number of other dependents by 500      Add the amounts above and enter the total here1: 
	Step 3ClaimDependentsIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 2000  Multiply the number of other dependents by 500      Add the amounts above and enter the total here: 
	Radio Button0: 
	Off
	Radio Button0: Off

	Text Field2: MARQUE UNA CASILLA
	4a: 
	4b: 
	4c: 
	FECHA: 
	Paso 3ReclamacióndeSi su ingreso total va a ser 200000 o menos 400000 o menos si es casado quepresenta una declaración conjuntaMultiplique la cantidad de hijos calificados menores de 17 años: 
	Paso 3ReclamacióndedependientesSi su ingreso total va a ser 200000 o menos 400000 o menos si es casado quepresenta una declaración conjuntaMultiplique la cantidad de hijos calificados menores de 17 añospor 2000                   Multiplique el número de otros dependientes por 500    Sume las cantidades anteriores y anote el total aquí: 
	State: STATE
	Date: Today's Date
	Apellido: APELLIDO DEL PCA/WORKER
	zip code 225: 
	City 224: 
	AptSuite7: 
	Street8: 
	Client No10: 
	Client Name9: 
	Date26: 
	Email Address6: 
	Date of Birth5: 
	Social Security Number4: 
	Phone Number13: 
	Zip Code23: 
	State22: 
	City21: 
	Address2: 
	Last Name1: 
	First Name0:  
	Codigo postal (2)33: 
	Ciudad (2)32: 
	Suite19: 
	Calle20: 
	Cliente Número30: 
	Nombre del cliente18: 
	Fecha29: 
	Dirección de correo electrónico17: 
	Fecha de nacimiento16: 
	Número de Seguro Social15: 
	Número de teléfono114: 
	Codigo postal31: 
	Estado28: 
	Ciudad27: 
	Dirección física13: 
	Apellido12: 
	Nombre11: 
	Text Field00: LAST NAME, FIRST NAME MIDDLE NAME
	Text Field112: MAIDEN NAME OR ALIAS
	Text Field234: PLACE OF BIRTH
	Text Field35: DATE OF BIRTH
	Text Field46: SOCIAL SECURITY #
	Text Field57: MOTHER'S MAIDEN NAME
	Text Field68: CURRENT ADDRESS
	Text Field79: FORMER ADDRESS
	Text Field810: 
	Radio Button0: Off
	Text Field911: HEIGHT
	Text Field1012: WEIGHT
	Text Field1113: EYE COLOR
	Text Field1214: STATE DRIVER'S LICENSE #
	Text Field1014: DCW DATE OF BIRTH
	Text Field913: CON #
	Text Field812: TO CLAIM EXEMPTION FROM WITHHOLDING - WRITE EXEMPT HERE
	Text Field711: TO CLAIM DEPENDENTS THE TOTAL DOLLAR AMOUNT MUST BE IN BOX 3
	Text Field610: SAMPLE
	Text Field59: Print Consumer Name
	Text Field04: 000-00-0000
	Text Field636: FIRMA DEL DCW
	Text Field535: PARA RECLAMAR EXENCION DE RETENTION, ESCRIBA EXENTO AQUI.
	Text Field434: PARA RECLAMAR DEPENDIENTES, EL TOTAL EN DOLARES DEBE DE ESTAR EN LA CASILLA 3
	Text Field333: MUESTRA
	Check Box032: Off
	Text Field231: MARQUE UNA CASILLA
	Radio Button0_F0: Off
	Text Field130: 000-00-0000
	Ciudad o pueblo estado y código postal ZIP29: CUIDAD, ESTADO Y CODIGO POSTAL DEL DCW
	Dirección número de casa y calle o ruta rural28: DIRECCION DEL DCW
	Firma del empleado37: FECHA DE HOY
	 Anote el resultado aquí y en el Paso 4b: 
	City 54: CITY
	SS# 54: 000-00-0000
	DCW SIGNATURE +: DCW SIGNATURE
	zip code 2:  ZIP CODE
	City 2:   CITY, STATE
	AptSuite: APT/SUITE
	Street: PARTICIPANT ADDRESS
	Client No: CONSUMER #
	Client Name: PARTICIPANT NAME
	Date67: DATE
	Signature: DCW SIGNATURE
	Email Address: DCW EMAIL ADDRESS (OPTIONAL)
	Date of Birth: DCW DATE OF BIRTH
	Social Security Number: DCW SOCIAL SECURITY NUMBER
	Phone Number1: DCW PHONE NUMBER
	State66: DCW STATE
	City65: DCW CITY
	Address: DCW ADDRESS
	Last Name: DCW LAST NAME
	First Name: DCW FIRST NAME
	Codigo postal (2): CODIGO POSTAL
	Ciudad (2): PARTICIPE CIUDAD
	Suite: APTO/SUITE
	Calle: PARTICIPE CALLE
	Cliente Número: CLIENTE NUMERO
	Nombre del cliente: NOMBRE DEL PARTICIPE
	Fecha: FECHA
	Firma: DCW FIRMA
	Dirección de correo electrónico:  DCW DIRECCION DE CORREO ELECTRONICO (OPCIONAL)
	Fecha de nacimiento: DCW FECHA DE NACIMIENTO
	Número de Seguro Social: DCW NUMERO DE SEGURO SOCIAL
	Número de teléfono1: DCW NUMERO DE TELEFONO
	Codigo postal: CODIGO POSTAL
	Estado: ESTADO
	Ciudad: DCW CIUDAD
	Dirección física:  DCW DIRECCION FISICA
	Apellido64: DCW APELLIDO
	Nombre: DCW NOMBRE
	Text Field774: SAMPLE
	0: M
	1: A
	2: R
	376: Y
	4: 
	5: S
	6: M
	7: I
	8: T
	9: H
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 0
	27: 0
	28: 0
	29: 0
	30: 0
	40: M
	41: A
	42: R
	43: Y
	44: S
	45: M
	46: I
	47: T
	48: H
	49: @
	50: Y
	51: A
	52: H
	53: O
	54: O
	55: .
	56: C
	57: O
	58: M
	59: 
	60: 
	61: 
	62: 
	63: 
	64: 
	65: 
	66: 
	67: 
	68: 
	69: 
	70: 
	71: 
	72: 
	73: 
	74: 
	75: 
	76: 
	Text Field168: PARTICIPANT SIGNATURE
	Date67_F0: DATE
	77: J
	78: O
	79: H
	80: N
	81: 
	82: S
	83: M
	84: I
	85: T
	86: H
	87: 
	88: 
	89: 
	90: 
	91: 
	92: 
	93: 
	94: 
	95: 
	96: 
	97: 
	98: 
	99: 
	100: 
	101: 
	102: 
	103: 
	104: 
	105: 
	106: 
	107: 
	108: 
	109: 
	110: 
	111: 
	112: J
	113: O
	114: H
	115: N
	116: S
	117: M
	118: I
	119: T
	120: H
	121: @
	122: G
	123: M
	124: A
	125: I
	126: L
	127: .
	128: C
	129: O
	130: M
	131: 
	132: 
	133: 
	134: 
	135: 
	136: 
	137: 
	138: 
	139: 
	140: 
	141: 
	142: 
	143: 
	144: 
	145: 
	146: 
	147: 
	148: 
	Text Field269: SURROGATE SIGNATURE
	Date0: DATE
	149: J
	150: A
	151: N
	152: E
	153: 
	154: D
	155: O
	156: E
	157: 
	158: 
	159: 
	160: 
	161: 
	162: 
	163: 
	164: 
	165: 
	166: 
	167: 
	168: 
	169: 
	170: 
	171: 
	172: 
	173: 
	174: 0
	175: 0
	176: 0
	177: 0
	178: J
	179: A
	180: N
	181: E
	182: D
	183: O
	184: E
	185: @
	186: Y
	187: A
	188: H
	189: O
	190: O
	191: .
	192: C
	193: O
	194: E
	195: 
	196: 
	197: 
	198: 
	199: 
	200: 
	201: 
	202: 
	203: 
	204: 
	205: 
	206: 
	207: 
	208: 
	209: 
	210: 
	211: 
	212: 
	213: 
	Date1: DATE
	Text Field370: DCW SIGNATURE
	214: M
	215: A
	216: R
	217: Y
	218: 
	219: S
	220: M
	221: I
	222: T
	223: H
	224: 
	225: 
	226: 
	227: 
	228: 
	229: 
	230: 
	231: 
	232: 
	233: 
	234: 0
	235: 0
	236: 0
	237: 0
	238: 0
	239: 0
	240: M
	241: A
	242: R
	243: Y
	244: S
	245: M
	246: I
	247: T
	248: H
	249: @
	250: Y
	251: A
	252: H
	253: O
	254: O
	255: .
	256: C
	257: O
	258: M
	259: 
	260: 
	261: 
	262: 
	263: 
	264: 
	265: 
	266: 
	267: 
	268: 
	269: 
	270: 
	271: 
	272: 
	273: 
	274: 
	Text Field471:  PARTICIPE FIRMA
	Date2: FECHA
	275: J
	276: O
	277: H
	278: N
	279: 
	280: S
	281: M
	282: I
	283: T
	284: H
	285: 
	286: 
	287: 
	288: 
	289: 
	290: 
	291: 
	292: 
	293: 
	294: 
	295: 
	296: 
	297: 
	298: 
	299: 
	300: 
	301: 
	302: 
	303: 
	304: 
	305: 
	306: 
	307: 
	308: J
	309: O
	310: H
	31177: N
	312: S
	313: M
	314: I
	315: T
	316: H
	317: @
	318: G
	319: M
	320: A
	321: I
	322: L
	323: .
	324: C
	325: O
	326: M
	327: 
	328: 
	329: 
	330: 
	331: 
	332: 
	333: 
	334: 
	335: 
	336: 
	337: 
	33878: 
	339: 
	340: 
	341: 
	342: 
	343: 
	Text Field572: FIRMA DEL DELEGADO
	Date3: FECHA
	344: J
	345: A
	346: N
	347: E
	348: 
	349: D
	350: 0
	351: E
	352: 
	354: 
	355: 
	356: 
	357: 
	358: 
	359: 
	360: 
	361: 
	362: 
	363: 
	364: 0
	365: 0
	366: 0
	367: 0
	368: J
	369: A
	370: N
	371: E
	372: D
	374: E
	375: @
	377: A
	378: H
	379: O
	380: O
	381: .
	382: C
	383: O
	384: M
	385: 
	386: 
	387: 
	388: 
	389: 
	390: 
	391: 
	392: 
	393: 
	394: 
	395: 
	396: 
	397: 
	398: 
	399: 
	400: 
	401: 
	Text Field673: DCW FIRMA
	Date4: FECHE
	Text Field31: MUESTRA
	fill_917: 
	fill_816: 
	fill_715: 
	fill_614: 
	fill_513: 
	fill_412: 
	311: 
	fill_310: 
	fill_29: 
	fill_18: 
	fill_07: 
	Text Field41654+: 
	Text Field30: 
	Text Field1025: DCW DATE OF BIRTH
	Text Field924: CON #
	Text Field523: Print Consumer Name
	eMPLOYEE SIGNATURE: DCW SIGNATURE
	Text Field8IPO[HPH: TO CLAIM EXEMPTION FROM WITHHOLDING - WRITE EXEMPT HERE
	Text Field7516+1: TO CLAIM DEPENDENTS THE TOTAL DOLLAR AMOUNT MUST BE IN BOX 3
	Text Field322: SAMPLE
	Check Box021: Off
	Radio Button020: Off
	DATE 164: TODAY'S DATE
	Text Field11819: CHECK ONE BOX
	SSN 46+4: 000-00-000
	4c6: 
	4b5: 
	4a4: 
	Step 3ClaimDependentsIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 2000  Multiply the number of other dependents by 500      Add the amounts above and enter the total here13: 
	Step 3ClaimDependentsIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 2000  Multiply the number of other dependents by 500      Add the amounts above and enter the total here12: 
	Step 3ClaimIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 20000: 
	City or town state and ZIP code 6+4+6: DCW CITY, STATE AND ZIP CODE
	Address 564: DCW ADDRESS
	a First name and middle initial1555: DCW FIRST NAME
	Last name 556: DCW LAST NAME
	Text Field766: MUESTRA
	Text Field0063: CODIGO POSTAL
	Ciudad 2: CIUDAD ESTADO
	Suite_F21: APTO/SUITE
	Calle_F20: PARTICIPE CALLE
	Clienta numero: CLIENTE NUMERO
	Nombre del cliente_F19: NOMBRE DEL PARTICIPE
	Fecha_F18: FECHA
	Firma_F17: DCW FIRMA
	Dirección de correo electrónico opcional: DCW DIRECCION DE CORREO ELECTRONICO (OPCIONAL)
	Fecha de nacimiento_F16: DCW FECHA DE NACIMIENTO
	Número de Seguro Social_F15: DCW NUMERO DE SEGURO SOCIAL
	Número de teléfono1_F14: DCW NUMERO DE TELEFONO
	Código postal: CODIG0 POSTAL
	Estado_F13: ESTADO
	Ciudad_F12: DCW CIUDAD
	Dirección física_F11: DCW DIRRECCION FISICA
	Apellido62: DCW APELLIDO
	Nombre_F10: DCW NOMBRE
	Text Field665: SAMPLE
	Text Field56061: ZIP CODE
	AptSuite_F9: APT/SUITE
	Street_F8: PARTICIPANT ADDRESS
	Client No_F7: CONSUMER #
	Client Name_F6: PARTICIPANT NAME
	Text Field35859: DATE
	Text Field464: DCW SIGNATURE
	Email Address optional2: DCW EMAIL ADDRESS (OPTIONAL)
	Date of Birth_F5: DCW DATE OF BIRTH
	Social Security Number_F4: DCW SOCIAL SECURITY NUMBER
	Phone Number1_F3: DCW PHONE NUMBER
	Text Field257: ZIP CODE
	Text Field156: 
	CHECK ONE BOX
	Text Field156: STATE

	Text Field055: DCW CITY
	Address_F2: DCW ADDRESS
	Last Name_F1: DCW LAST NAME
	First Name_F0: DCW FIRST NAME
	First Name: DCW First Name
	Last Name: DCW Last Name
	Address: DCW Address
	City: CITY, STATE
	ZIP Code: Zip Code
	Phone Number1: DCW PHONE NUMBER 
	Social Security Number: DCW PHONE NUMBER
	Date of Birth: DCW DOB
	Email Address2: DCW EMAIL ADDRESS
	Signature: DCW SIGNATURE
	date0: DATE
	Consumer Name: CONSUMER NAME
	Consumer #: CONSUMER #
	Street: CONSUMER STREET ADDRESS
	AptSuite: APT/SUITE
	City1: CITY
	State1: STATE
	zip code1: ZIP CODE
	Text Field0: 000-00-0000
	Nombre: DCW NOMBRE
	Dirección: DCW DIRECCION
	Ciudad: DCW CIUDAD
	Estado: ESTADO
	Código Postal: CODIGO POSTAL
	Número de Teléfono1: DCW NUMERO DE TELEFONO
	Número de Seguro Social: DCW NUMERO DE SEGURO SOCIAL
	Fecha de Nacimiento: DCW FECHE DE NACIMIENTO
	Dirección de Correo Electrónico2: DCW DE CORRO ELECTRONIO
	Firma: DCW FIRMA
	Fecha: FECHA
	Nombre del Consumidor: NOMBRE DEL CONSUMIDOR
	Consumidor número: CONSUMIDOR #
	Calle: CONSUMIDOR CALLE
	Suite: APTO/SUITE
	Ciudad1: CIUDAD
	Estado1: ESTADO
	Código postal1: CODIGO POSTAL
	Text Field0132132135: SAMPLE
	Text Field1;pjasfs'nfoisb: MUESTRA
	ApellidoDSFWETG: APELLIDO DEL DCW
	Text Field2984: Please add Citizenship Status from Page 1
 
1 - US Citizen
2 - Noncitizen National
3 - Lawful Perm Resident
4 - An Alien authorized to work
	Text Field2883: Zip Code
	Text Field2782: State
	Text Field2681: Employer City
	Text Field2580: Employer Address
	Text Field2479: DCW 
1st Day of 
Employment  
	Text Field2378: See List C on next page
	Text Field2277: See List B on next page
	Text Field2176: If you do not see a document from List A on the next page, you MUST see a document from List B AND a document from List C
	Text Field2075: Citizenship Stautas (1 - 4)
	Text Field1974: MI
	Text Field1873: DCW First Name
	Text Field772: DCW Last Name
	Text Field1569: Provide Consumer Number Here
	Text Field1468: First Name of Employer or Surrogate
	Text Field1367: Last Name of Employer or Surrogate
	Text Field1166: Employer or Surrogate Title
	Text Field1265: Employer or Surrogate Signature
	Text Field1064: Today's Date
	The employees first day of employment mmddyyyy53: 00/00/000
	Text Field1771: SAMPLE
	Text Field1670: CHECK ONE BOX
	Radio Button0_F1: Off
	Text Field963: Today's date
	Text Field862: DCW Signature
	Text Field661: DCW SS #
	Text Field560: DCW Telephone #
	Text Field459: DCW Email Address
	Text Field358: State
	City or Town57: DCW City
	Text Field256: APT #
	Text Field155: DCW other last names
	Text Field054: MI
	Date of Birth mmddyyyy52: DCW Date of Birth
	ZIP Code51: Zip Code
	Address S50: DCW Address
	Last Name Family Name49: DCW Last Name
	First Name Given Name48: DCW First Name
	Signature of Employer or Authorized Rep: Signature of Employer or Authorized Rep
	Last Name from Section 1: Last Name from Section 1
	First Name from Section 1: First Name from Section 1
	Middle Initial from Section 1: Middle Initial from Section1
	Text Field48: 
	TODAY'S DATE
	Text Field48: 

	Text Field37: 
	DCW SIGNATURE
	Text Field37: PCA/Worker 1st Day of Employment

	Text Field256_F0: See List C on next page
	Text Field134: See List B on next page
	Text Field02: If you do not see a document from List A on the next page, you MUST see a document from List B AND a document from List C
	SAMPLE1: SAMPLE
	SSN #: PCA/Worker SSN #
	Choose One: CHOOSE ONE
	Employer's Address: Consumer/Employer City, State, Zip Code
	Employers Business or Org Name: Consumer/Employer Address
	DATE1: Today's Date
	Last Name irst Name and Title of Employer: Consumer/Employer or Surrogate Name
	First Day Of Employment: 00/00/0000
	DATE: Today's Date
	Foreign Passport and Country of Issuance: FOREIGN PASSPORT # AND COUNTRY OF ISSUSE
	Form I-94 Admission #: FORM I-94 ADM NUMBRE
	USCIS A Number: USCIS A-NUMBER
	PCA WORKER Phone #: PCA/Worker Phone #
	PCA WORKER Email Address: PCA/Worker Email Address
	PCA WORKER Date of Birth: PCA/Worker DOB
	Zip Code: 
	ZIP CODE
	Zip Code: Zip Code

	State0: State
	PCA WORKER City or Town: PCA/Worker City or Town
	Apt #: APT#
	PCA WORKER Address: PCA/Worker Address
	PCA WORKER Other Last Names (if any): Other Last Names (if any)
	Middle Initial: Middle Initial
	PCA WORKER First Name: PCA/Worker First Name
	PCA WORKER Last Name: PCA/Worker Last Name
	Choose One0: CHOOSE ONE
	SAMPLE1_F0: SAMPLE
	Text Field02_F1: See List B on next page
	Text Field134_F2: See List C on next page
	Text Field256: If you do not see a document from List A on the next page, you MUST see a document from List B AND a document from List C
	PCA/WORKER 1st Day of Employment: PCA/Worker 1st Day of Employment
	Text Field47: 
	Last Name8: PCA/Worker Last Name
	First name: PCA/Worker First Name
	middle initial: Middle Initial
	Other last name: Other Last Names (if any)
	zip code: Zip Code
	state: State
	city or town: PCA/Worker City or Town
	apt #: APT #
	Address9: PCA/Worker Address
	phone #: PCA/Worker Phone #
	email: PCA/Worker Email Address
	SSN: PCA/Worker SS#
	DOB: PCA/Worker DOB
	consumer name: Consumer/Employer or Surrogate Name
	signature: Signature of Employer or Authorized Rep
	date: Today's Date
	comsumer address: Consumer/Employer Address
	consumer city state town zip: Consumer/Employer City, State, Zip Code
	yes penales federalesales encargadas del terrorismo: 
	fill_843: 
	fill_742: 
	fill_641: 
	fill_540: 
	fill_439: 
	338: 
	fill_337: 
	Fecha de hoy
	fill_337: 

	fill_236: 
	La firma de mi Tutor legal
	fill_236: 

	fill_135: 
	Mi firma
	fill_135: 

	fill_034: 
	               Mi nombre en letra de molde________________________________Mi firma_________________________________________________OLa firma de mi Tutor legal_________________________________________________Fecha de hoy_________________________________________________
	fill_034: 

	Text Field349: 
	Text Field654: FIRMA DEL DCW
	Text Field553: PARA RECLAMAR EXENCION DE RETENTION, ESCRIBA EXENTO AQUI.
	Text Field252: MUESTRA
	Text Field5 564: 
	Text Field451: PARA RECLAMAR DEPENDIENTES, EL TOTAL EN DOLARES DEBE DE ESTAR EN LA CASILLA 3
	Firma del empleado50: FECHA
	4c33: 
	4b32: 
	4a31: 
	Paso 3ReclamacióndeSi su ingreso total va a ser 200000 o menos 400000 o menos si es casado quepresenta una declaración conjuntaMultiplique la cantidad de hijos calificados menores de 17 años29: 
	Paso 3ReclamacióndedependientesSi su ingreso total va a ser 200000 o menos 400000 o menos si es casado quepresenta una declaración conjuntaMultiplique la cantidad de hijos calificados menores de 17 añospor 2000                   Multiplique el número de otros dependientes por 500    Sume las cantidades anteriores y anote el total aquí30: 
	Text Field2 6464+: 
	Check Box048: Off
	Text Field046: MARQUE UNA CASILLA
	Radio Button047: Off
	Ciudad o pueblo estado y código postal ZIP28: CIUDAD, ESTADO Y CODIFO POSTAL DEL DCW
	Dirección número de casa y calle o ruta rural1: DIRECCION DEL DCW
	Text Field14445: 000-00-0000
	Apellido26: 
	APELLIDO DEL DCW
	Apellido26: APPELLIDO DEL DCW

	a Su primer nombre e inicial del segundo227: 
	PRIMER NOMBRE E INICIAL DEL SEGUNDO
	a Su primer nombre e inicial del segundo227: PRIMER NOMBRE E INICIAL DEL SEGUNDO

	Text Field11213: 
	SAMPLE: SAMPLE
	Employee signature: PCA's/WORKER SIGNATURE
	Text Field010: 
	Employer identificationnumber EINForm W4 2023: 
	First Day of Employment: 
	Employers name and address1: Print Consumer/Employer Name                 CON#
	Date11: TODAY'S DATE
	4c7: 
	4b6: 
	4a5: 
	Step 3ClaimIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 20004: 
	Step 3ClaimDependentand OtherCreditsIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 2000 Multiply the number of other dependents by 500      Add the amounts above for qualifying children and other dependents You may add tothis the amount of any other credits Enter the total here1: 
	Step 3ClaimDependentand OtherCreditsIf your total income will be 200000 or less 400000 or less if married filing jointlyMultiply the number of qualifying children under age 17 by 2000 Multiply the number of other dependents by 500      Add the amounts above for qualifying children and other dependents You may add tothis the amount of any other credits Enter the total here: 
	Check Box09: Off
	Radio Button08: Off
	City or town state and ZIP code3: 
	DCW CITY, STATE AND ZIP CODE
	City or town state and ZIP code3: PCA/WORKER CITY, STATE AND ZIP CODE

	Address12: 
	DCW ADDRESS
	Address12: PCA/WORKER ADDRESS

	b SSN#: 000-00-0000
	Last name11: 
	DCW LAST NAME
	Last name11: PCA/WORKER LAST NAME

	a First name and middle initial0: 
	DCW FIRST NAME MIDDLE INITIAL
	a First name and middle initial0: PCA/WORKER FIRST NAME MIDDLE INITIAL

	First Name and Middle Initial: PCA/WORKER FIRST NAME MIDDLE INITIAL
	Last Name0: PCA/WORKER LAST NAME
	SSN1:  000-00-0000
	Address2: PCA WORKER ADDRESS
	City - State - Zip: PCA/WORKER CITY, STATE AND ZIP CODE
	Check Box05: Off
	Qualifying Children: 
	Dependents: 
	Amounts Above: 
	Other Income: 
	Deductions: 
	Extra Withholding: 
	Date34: TODAY'S DATE
	Employer's Name and Address:  Print Consumer/Employer Name              CON#
	First Date Employment: 
	Employer EIN: 
	Text Field06:  SAMPLE
	Text Field178: PCA's/WORKER SIGNATURE 
	City - State - Zip0: CHECK ONE BOX
	Text Field2910: 
	Text Field311: TO CLAIM EXEMPTION FROM WITHHOLDING - WRITE EXEMPT HERE 
	Text Field412: 
	a Su primer nombre e inicial del segundo213: PRIMER NOMBRE E INICIAL DEL SEGUNDO
	Apellido1: APELLIDO DEL PCA/WORKER
	Su numero de Seguro Social: 000-00-0000
	Dirección número de casa y calle o ruta rural114: DIRECCION DEL PCA/WORKER
	Ciudad o pueblo estado y código postal ZIP15: CUIDAD, ESTAFA Y COIDO POSTAL DEL PCA/WORKER
	Radio Button016: Off
	Check Box017: Off
	Fecha18: FECHA
	Nombre y dirección del empleador: NOMBRE Y DIRECCION DEL EMPLEADOR
	Primera fecha deempleo: PRIMERA FECHA DE EMPLEO
	Número de identificacióndel empleador EIN23Y Form W4 sp 2023: NUMERO DE IDENTIFICACION DEL EMPLEADOR
	Text Field320: MUESTRA
	Firma del empleado21: FIRMA DEL  EMPLEADO
	Text Field522: MARQUE UNA CASILLA
	Text Field423: PARA RECLAMAR DEPENDIENTES, EL TOTAL EN DOLARES DEBE DE ESTAR EN LA CASILLA 3
	Text Field024: 
	Text Field119: 
	Signature of Preparer or Translator: Signature of Preparer or Translator
	Zip Code 2: Zip Code
	State 2: STATE
	City or Town 2: PCA/Worker City
	Address 2: PCA/Worker Last Name
	First Name 2: PCA/Worker First Name
	Last Name 2: PCA/Worker Last Name
	DATE2: Today's Date
	Signature of Employer or Authorized Rep41: Signature of Employer or Authorized Rep
	DATE 6: Today's Date
	Name of Employer rehire: Consumer/Employer or Surrogate Name
	expiration  date Rehire: Expiration Date 
	Document # Rehire: Document #
	Doument Title rehire: Document Title
	First Name Rehire: PCA/Worker First Name
	Last Name Rehire: PCA/Worker Last Name
	Rehire Date: Rehire Date
	Middle Initial from Section 140: Middle Initial from Section1
	First Name from Section 139: First Name from Section 1
	Last Name from Section 138: Last Name from Section 1


