Employee Name Contract Date

Return this cover sheet with your information. Office Use Only

New Employee Packet
CSG Payroll Agent Model

We will issue a hire date when the employee’s packet is fully completed and the background check has
been cleared by the State of Minnesota. You may not begin working until we notify the Managing
Employer of your hire date.

U UooO0oD

oo

Employee Change Notice Form

W-4 Form

MN W-4 Form (if applicable)

Direct Deposit/Pay Card Enrollment Form
Employee Eligibility Verification Form 1-9
Complete Sections 1, 2, and CERTIFICATION

2 valid forms of identification as required by the Employee Eligibility Form I-9.

The most commonly accepted identification documents are a valid driver’s license and social
security card. For a specific list of accepted identification documents, please visit:
http://www.uscis.gov/i-9-central/acceptable-documents or the List of Acceptable Documents
form enclosed in the packet.

Disclosure and Authority to Release Information Form
Application for Employment Form

**THE FOLLOWING FORMS MUST BE PRINTED, SIGNED AND MAILED BACK TO:1500

Q
Q

1st Ave NE, Suite 210, Rochester, MIN 55904**
Minnesota Health Care Programs Provider Agreement Forms (page 1 & 2 required)
Minnesota Health Care Programs Individual Support Worker Enrollment Application Form

EMPLOYEE—PIease fill out all areas highlighted in yellow.
EMPLOYER—PIease fill out all areas highlighted in green.
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CSG- Payroll Agent
Robland HHC
1500 1st Ave NE, Suite 210, Rochester, MN 55904
Phone : 507-252-4619 Fax : 866-597-0950
New Employee/Change Notification

O O O O

New Employee PersonalChange WageChange  EmployeeSeparatior

FirstName Mi LastName

Address City State
Zip Email DOB
PhoneNumbel SSN

Hire Date County ISO Coordinatol

Consume Wage Additional Wage
ManagingEmployerName ManagingEmployerPhone
If wagechangepld wage new Terminationdate

Yes O No O | amrequestinghata backgrounctheckbe doneon thisemployee.

ves ()

No O Are you the Parent/Guardianf the Consumer?
Yes O No O If yes,is theconsumennderl8yearsold?

Yes O No O Are you the stepparentof the Consumer?
Yes O No O Are you a grandparenof the Consumer?
Yes O No O Are you the spouseof the Consumer?
Yes O No O Are you asibling of the Consumer?
Yes O No O Are you achild of the Consumer?
O No O Are you a stepchild of the Consumer?
Yes O No O Are you a grandchildof the Consumer?
Yes O No O Are you currentlyemployedby Meridianor ZenithServices?
Yes O No O Are you currentlyemployedby Orion ISO?
Yes O No O If yes,pleasdist nameof client/family you currentlywork with:
EmployeeSignature Date ManagingEmployer Date

Yellow highlighting indicates a required field for Employees
Green highlighting indicates a required field for Managing Employers

A red box indicates a required field
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Form W-4 (2016)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W-4 each vear

and when your personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1,2, 3, 4, and 7 and sign the form
to validate it. Your exemption for 2016 expires
February 15, 2017. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his or her tax return, you cannot claim exemption
from withholding if your income exceeds $1,050 and
includes more than $350 of unearned income: (for
example, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withholding even if the employee is a
dependent, if the employee:

* |s age 65 or older,
+ Is blind, or

o Will claim adjustments to income; tax credits; or
temized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages
greater than $1,000,000.

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

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

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

Tax credits. You can take projected tax credits into account
in figuring your allowable number of withholding alowances,
Credits for child or dependent care expenses and the child
tax credit may be clamed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
canverting your other credits into withholding allowances,

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. if you have a
waorking spouse or more than one job, figure the
total number of allowances you are entitled fo claim
on all jobs using worksheets from only one Farm
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

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

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2016. See Pub. 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information abaut any future
developments affecting Form W-4 (such as legislation
enacted after we release it) will be posted at www.irs. gov w4,

Personal Allowances Worksheet (Keep for your records.)

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

B Enter “1” if:

¢ You are married, have only one job, and your spouse does not work; or

A

« Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C Enter “1” for your spouse. But, you may choose to enter “-0

than one job. (Entering “-0-

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .
E Enter “1" if you will file as head of household on your tax return (see conditions under Head of household above)
F Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

" if you are married and have either a working spouse or more
" may help you avoid having too little tax withheld.)

Mmoo

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tax credit). See Fub. 972, Child Tax Credit, for more information.

« If your total income will be less than $70,000 ($100,000 if married), enter “2" for each eligible child; then less “1”

have two to four eligible children or less “2” if you have five or more eligible children.
« If your total income will be between $70,000 and $84,000 ($100,000 and $112,000 if married), enter “1” for each eligiblechild . . G
H  Addlines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax return.) » H

if you

+ [f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

+ [f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

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

Form w-4

Department of the Treasury
Internal Revenue Service

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

Employee’'s Withholding Allowance Certificate

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

OMB No. 1545-0074

2016

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

[-2]

Additional amount, if any, you want withheld from each paycheck
7 | claimexemption from withholding for 2016, and | certify that | meet both of the foIIowmg condltlons for exemphon
¢ Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
» This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

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

6|%

> 7]

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

Employee’s signature
(This form is not valid unless you signit.) »

Date »

a8 Emplover’s name and address Emplaoyer: Complete lines 8 and 10 only if sending to the IRS)

9 Office code (optianal)

10 Employer identification number EIN)

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

Cat. No. 10220Q

Form W -4 (2016}
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Form W-4 (2015)

Page 2

Deductions and Adjustments Worksheet
Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.
1 Enter an estimate of your 2015 itemized deductions. Thess include qualifying home mortgage interest, charitable contributions, state
and local taxes, medical expenses in excess of 10% (7.5% Huﬂweryouoryotrspousewasbmbsi‘meuaryz 1851) of your
income, and miscellaneous deductions. For 2015, you may have to reduce your itemized deductions if your income is over $309,300
and you are married filing jointly or are & qualifying widowler); $284,050 if you are head of household; $258,250 if you are smgle and not
head of household or a qualifying widowder); or $154,950 if you are married filing separately. See Pub. 505 for details 1 $
$12,600 if married filing jointly or qualifying widow(er)
2 Enten: $9,250 if head of household 2 $
$6,300 if single or married filing separately
3 Subtractline 2 from line 1. If zero or less, enter “-0-" , . . i 3 3 $
4  Enter an estimate of your 2015 adjustments to income and any addmonal standard deductlon (see Pub 505) 4 %
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Convertmg Credits to
Withholding Allowances for 2015 Form W-4 worksheet in Pub. 505). . . . . . . . . . . . 5 %
6  Enter an estimate of your 2015 nonwage income {(such as dividends or interest) 6 $
7  Subtract line 6 from line 5. If zero or less, enter *-0-" . . . T EEEE 7 %
8 Divide the amount on line 7 by $4,000 and enter the resuilt here. Drop any fract|on 8
9  Enter the number from the Personal Allowances Worksheet, line H, page 1 . 9
10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheaft,
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10
Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1  Enter the number from line H, page 1 {or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2  Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than“3” . . . . . . . . . . w 2
3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (|f zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . 3
Note. If line 1 is less than line 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary to avoid a year-end tax bill.
4  Enter the number from line 2 of this worksheet . . . ., . . . . . . 4
5  Enter the number from line 1 of this worksheet . . . ., ., . . . . . 5
6 Subtractline 5 from line 4 . 6
7  Find the amount in Table 2 below that applles to the HIGHEST paying ]Ob and enter it here 7 &
8  Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed 8 9
9  Divide line 8 by the number of pay periods remaining in 2015. For example, divide by 25 if you are paid every two
weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2015. Enter
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enter on If wages from LOWEST | Enter on If wages from HIGHEST | Enter on It wages from HIGHEST | Enteron
paying job are— line 2 above | paying job are— line 2 above | paying job are— line 7 above | paying job are— line 7 abova
$0 - $6,000 o $0 - $8,000 0 $0 - $75,000 $600 $0 - $38,000 $600
8,001 - 13,000 1 8,001 - 17,000 1 75,001 - 135,000 1,000 38,001 - 83,000 1,000
13,001 - 24,000 2 17,001 - 26,000 2 135,001 - 205,000 1,120 83,001 - 180,000 1,120
24,001 - 26,000 3 26,001 - 34,000 3 205,001 - 360,000 1,320 180,001 - 395,000 1,320
26,001 - 34,000 4 34,001 - 44,000 4 360,001 - 405,000 1,400 395,001 and over 1,580
34,001 - 44,000 5 44,001 - 75,000 5 405,001 and over 1,580
44,001 - 50,000 6 75,001 - 85,000 6
50,001 - 65,000 7 85,001 - 110,000 7
65,001 - 75,000 8 110,001 - 125,000 8
75,001 - 80,000 9 125,001 - 140,000 9
80,001 - 100,000 10 140,001 and over 10
100,001 - 115,000 1
115,001 - 130,000 12
130,001 - 140,000 13
140,001 - 150,000 14
150,001 and over 15

Privacy

form to camy out the internal Revenue laws of the United States, Internal Revenue Code

sections

employer uses it to determine your federal income tax withholding. Fallure fo pravide a
properly completed form will result in your being treated as a single person who claims no
withholding allowances; providing fraudulent information may subject you to penalties. Routine
uses of this information include giving it to the Department of Justice for civil and criminal
Itigation;
for use in administering their tax laws; and to the Department of Health and Human Services
for usa in the National Directory of New Hires. We may also disclose this information 1o other
countries under 2 tax treaty, 1o federal and state agencies to enforce federal nontax criminal

Act and Paperwork Reduction Act Notice. We ask for the information on this

3402(f)(2) and 6109 and their regulations require you to provide this information; your

to ciies, states, the District of Columbia, and U.S. commonwealths and possessions retum.

See the instructions for your income tax retum,

laws, or to federal law enforcernent and intelligence agencies to combat terrorism.

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

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

H you have suggestions for making this form simpler, we would be happy to hear from you.
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CSG- Payroll Agent

Robland HHC

1500 1st Ave NE, Suite 210, Rochester, MN 55904
Phone : 507-252-4619 Fax : 866-597-0950
Direct Deposit/ PayCardEnrolimentForm

FirstName Ml LastName

Address City State
Zip PhoneNumber Email

SSN DOB

Robland HHC offers employees the option of having earnings statements emailed to your email a
You will not receive an earnings statement in the mail if you choose to have it emailed. It is your
responsibility to inform payroll of any email address changes.

Pleaseemailmy earning
statements$o this addres: Yes O No O

SelectanOptionBelow

| would like this servicefor my: O Expense O Payrol O Both
GLOBAL CASHPREPAIDVISA PAYCARD

Yes, please deposit my payroll to my Global Cash Pay Card account (A card will be mails
you upon receipt of this request).

Cardnumber

DIRECT DEPOSIT I ] Checking ] Savings

O I will fax a voided check to 866-597-0950, or email a picture of my voided check to
robland@roblandhomehealth.com

Routing# Account#

PAPERCHECK

O Pleasesendpaymentvia checkto my address

| authorize Robland HHC to make electronically or otherwise all deposits and deposit adjustments it
my pay, including those involving off cycle pay and pay upon discharge, to the account(s) | have id¢
above, and | authorize the bank(s) listed above to accept such deposits and make such adjustment
acknowledge that a copy of the terms, conditions, and fees associated with using a paycard are ava
my workplace and upon request made to my manager. This authorization will remain in effect until R
HHC receives written notice from me terminating my authorization.

EmployeeSignature Date
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Robland HHC

SleepDeductionAcknowledgemenEorm

Respiteservicesareprovidedfor thetemporaryrelief of the primary caregiver’s responsibilities
RespitecaremayincludeovernightservicesNo morethanoneunrelatedpersoncanreceive
respiteat anytime. Respiteservicesareatthe discretionof the ManagingEmployer.

Respitecaremayincludeperiodsof 24 hours.Thesemayincludea sleepdeductionof upto 8
hours,reducingthe 24 hourperiodto 16 hours,subjectto the following:

a. Therespiteperiodmustbe 24 consecutivehours.

b. TheEmployeemusthaveatleast5 hoursof uninterruptedleepto allow the 8 hour
deduction.The5 hoursdo not needto be continuous.

C. TheEmployeemustsignanacknowledgemerdtatingthattheyagreeto the sleep
deduction.

d. TheEmployeemustbe providedwith anadequatesleepingenvironmentvith areasonable
degreeof privacy.

e. If therespiteperiodis notafull 24 hourperiod,therecanbeno sleepdeductionandthe
entireperiodmustbe accountedor, andpaid,evenif the Employees permittedto sleep
duringthatperiod.

| agree to allow the sleep deduction of 8 hours during my 24 hour respite period subjec
conditions above. | have read and understand the policy above and agree to abide by i
conditions above are not met, | understand | must record my time exactly as it occurs,
time card provided to me by Robland HHC and as submitted to the Managing Employe

Employee Date

ManagingeEmployel Date

*This form does not apply to parents and/or spouses of the client.



Employment Eligibility Verification USCIS

b Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

P START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

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

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (if any)
Address (Street Number and Name) Apt. Number City or Town State Zip Code
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address Telephone Number

| } |

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

-

| attest, under penalty of perjury, that | am (check one of the following):
[] A citizen of the United States

[ ] A noncitizen national of the United States (See instructions)

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

[ ] An alien authorized to work until (expiration date, if applicable, mm/ddfyyyy) . Some aliens may write "N/A" in this field,
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form [1-94 Admission Number:

1. Alien Registration Number/USCIS Number:
3-D Barcode
OR Do Not Write in This Space

2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: Date (mm/dd/yyyy):

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

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

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

@ Employer Completes Next Page @

Form -9 03/08/13 N Page 7 of 9
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Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authonzed representative must compiete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents” on the next page of this form. For each document you review, record the following information: document title,
issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title: ‘| Document Title: Document Title:
Issuing Authority: Issuing Authority: Issuing Authority:
Document Number: Document Number: Document Number:
Expiration Date (if any)(mm/dd/yyyy): Expiration Date (if any)(mm/ddyyyy). Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority: i
ssuing Authority Email photos of documents to

Document Number: robland@roblandhomehealth.com, or fax to
866-597-0950.

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

3-D Barcode
Document Title: Do Not Write in This Space

Issuing Authority:

Dacument Number:

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

Certification

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

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions.)
|Signature of Employer or Authorized Representative Date (mmv/dd/yyyy) Title of Employer or Authorized Representative
Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name
Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial |B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. Ifemployee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below

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

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

Signature of Employer or Authorized Representative: Date (mm/dd/yyyy): Print Name of Employer or Authorized Representative:

Form [-9 03/08/13 N Page 8 of 9
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I

LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

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

LISTA

Documents that Establish
Both Identity and
Employment Authorization

DR

LISTB

Documents that Establish
Identity

AND

LISTC

Documents that Establish
Employment Authorization

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

. Permanent Resident Card or Alien

Registration Recelpt Card (Form +-551)| |

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

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

State or outlying possession of the
United States provided it contains a
photegraph or information such as

name, date of birth, gender, height, eye

color, and address

. Employment Authorization Document
that contains a photograph (Form
I-766}

government agencies or entities,
provided it contains a photograph or

information such as name, date of birth,
gender, height, eye color, and address

ID card issued by federal, state or local

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

. For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

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

(1) The same name as the passport; =l

and

.(2) An endorsement of the alien's
nonimmigrant status 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.

School ID card with a photograph

Certification of Birth Abroad issued
by the Department of State (Form
FS-545})

Voter's registration card

U.S. Military card or draft record

Certification of Report of Birth
issued by the Department of State
{Form DS-1350)

Military dependent's ID card

Nl a] @

U.S. Coast Guard Merchant Mariner
Card

Native American tribal document

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

Driver's license issued by a Canadian
government authority

Native American tribal document

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

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

For persons under age 18 who are

unable to present a document
listed above:

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

10. School record or report card

11. Clinic, doctor, or hospital record

12, Day-care or nursery school record

Employment authorization
document issued by the
Department of Homeland Security

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

Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review
and Verification,” for more information about acceptable receipts.

FormI-9 03/08/13 N

Page 9 of &



The Department of Human Services has recently made two changes to the requirements for
employees working under the Consumer Directed Community Supports (CDCS) and Consumer
Support Grant (CSG) options.

1. New Unigue Minnesota Provider Identifier Requirement: The Minnesota Department
of Human Services now requires all CDCS and CSG employees to obtain a Unique
Minnesota Provider Identifier (UMPI) number. An UMPI number is a number assigned by
the Department of Human Services for billing purposes and allows you to be paid as an
employee.

2. Criminal Background Study Change: The 2014 Minnesota Legislature made changes
to the background study requirement. The Minnesota Department of Human Services
now requires that all employees who provide direct contact under the CDCS option have
a background study completed. The DHS Licensing Division has a new and improved
background study system in which the study will be run. This change is required for all
three employment models for CDCS — Agency with Choice, Payroll Model, and Fiscal
Conduit. You will also receive written results of the study from DHS. If you do not pass
the background study, you will be provided with information on how to ask for a
“reconsideration.”

Please note, for those using the CSG option, employees will only need to obtain an UMPI
number. For those using the CDCS option, employees will need to obtain an UMPI number and
a background study.

Please click on the link below to electronically complete the Background Study Release form,
and Individual Enrollment and Provider Agreement forms by June 24", 2015, If you do not
complete these forms by June 24, 2015 you may not be eligible to continue to work.

Thank you for your prompt attention to this matter.

For information from DHS regarding the new background study, click HERE:


http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=dhs16_195031
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PLEASE PRINT, FILL OUT, SIGN AND MAIL BACK TO:
1500 1st Ave NE. Suite 210 Rochester. MN 55904
Minnesota Department of Human Services DHS-4611-ENG

Minnesota Health Care Programs
Provider Agreement - individual Support Worker (CDCS, CSG, PCA)

As a participating provider in health service programs administered by the Minnesota Department of Human Services
(the Department), the Provider agrees to:

A. Submit documentation to your affiliated agency that fully discloses the extent of services provided to individuals
under these programs. The documentation must be legible and meet the requirements of Minnesota Statutes
Section 256B.0659, subdivision 12 for all individual support workers in CDCS, CSG, and PCA.

B. Furnish the Department, the Secretary of the U.S. Department of Health and Human Services (DHHS), or the
Minnesota Medicaid Fraud Control Unit with such information as it may request regarding payments claimed for
services provided under these programs.

C. Comply with all federal and state statutes and rules relating to the delivery of services to individuals and to the
submission of claims for such services.

D. Accept as payment in full, amounts paid in accordance with schedules established by the Department, except
where payment by the recipient has been authorized by the Department.

E. Make full disclosure of any convictions(s) of program crimes as required by 42 C.ER. § 455.106.

Comply with all federal statutes, implementing regulations and guidance prohibiting discrimination on the basis
of race, color, national origin, sex, age, religion and disability in any program or activity receiving federal financial
assistance from DHHS; and to comply with the Minnesota Human Rights Act.

G. Render to recipients services of the same scope and quality as would be provided to the general public, within
Minnesota Health Care Programs (MHCP) guidelines.

H. Comply with the provisions of any fully executed agreement and/or addendum required by the Department,
which is incorporated herein by reference.

I. Comply with the advance directive requirements as required by 42 C.ER. §§ 489.100 and 417.436.

J.  Properly handle and safeguard protected information collected, created, used, maintained, or disclosed on behalf
of the Department. For purposes of this Agreement, “protected information” means data subject to any of the
following laws:

1. The Minnesota Government Data Practices Act (MGDPA), Minnesota Statutes Chapter 13, in particular
§ 13.46 (“welfare data”);

2. The Minnesota Health Records Act § 144.291 and § 144.298;

3. The Health Insurance Portability and Accountability Act (“HIPAA”), including but not limited to the
requirements of the Privacy Rule and the Security Regulations, 45 C.ER. Part 160 and Part 164, subparts A
and E.

4. Federal law and regulations that govern the use and disclosure of substance abuse treatment records, 42

U.S.C.S. § 290dd-2 and 42 C.ER. § 2.1 t0 § 2.67; and

5. Any other applicable state and federal statutes, rules, and regulations affecting the collection, storage, use and
dissemination of private or confidential information.

DIRECT SUPPORT WORKER INITIALS

NAME OF SUPPORT WORKER UMPI

Page 1 of 3
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K. Comply with the laws

PLEASE PRINT, FILL OUT, SIGN AND MAIL BACK TO:
1500 1st Ave NE. Suite 210 Rochester. MN 55904

described in section J. This includes the Provider:

1. Not using or further disclosing protected information created, collected, received, stored, used, maintained
or disseminated in the course or performance of this Agreement other than as necessary to perform its

obligations under

this Agreement, or as required by law, either during the period of this Agreement or

hereafter. See, respectively, 45 C.ER. §§ 164.502(b) and 164.514(d), and Minn. Stats. § 13.05 subd. 3.

2. Using appropriate administrative, physical, and technical safeguards to prevent use or disclosure of the
protected information other than as provided for by this Agreement and to ensure the confidentiality,
integrity, and availability of any electronic protected health information (PHI) that it creates, receives,
maintains, or transmits on behalf of the Department. Provider will not transmit PHI over the Internet or
any other unsecure or open communications channel unless such information is encrypted or otherwise

safeguarded using

procedures no less stringent than those described in 45 C.ER. § 164.312. If the Provider

stores or maintains PHI in encrypted form, the provider shall, at the Department’s request, promptly provide
the Department with the key or keys to decrypt such information. The Provider shall not forward previously

encrypted data to

3. Mitigating, to the

any other party, unless otherwise required by this Agreement.

extent practicable, any harmful effects known to the Provider of a use, disclosure, or breach

of security with respect to protected information by the Provider in violation of this Agreement.

L. Agree that this Agreement may be immediately terminated at the discretion of the Department if it determines
that the Provider has violated a material term of the Agreement, including but not limited to, non-compliance by
the Provider with the HIPAA Privacy Rule and Security Standards. If termination is not feasible, the Department
shall report the breach to the Secretary of DHHS.

Upon termination of this Agreement, all of the protected information provided by the Department to Provider,
or created or received by the Provider on behalf of the Department, that the Provider still maintains in any

form, including information that is in the hands of subcontractors or agents of the Provider, shall be destroyed

or returned to the Department, and the Provider shall retain no copies of such information. If it is infeasible to
return or destroy the information, the Provider shall provide the Department notification of the conditions that
make return or destruction infeasible, and shall extend the protections of this Agreement to such information and
limit further use and disclosure of such information to those purposes that make return or destruction infeasible,

for as long as the Provider maintains the information.

M. Agree that any ambiguity in this Agreement shall be resolved to permit the Department to comply with HIPAA,
MDGPA, and other applicable state and federal statutes, rules, and regulations affecting the collection, storage,

use and dissemination

of private or confidential information and other state and federal laws and regulations.

Upon signature, this Provider Agreement supersedes and replaces all former Provider Agreements the Provider has with

the Department.

An individual applicant must personally sign the Provider Agreement. Please sign and date below, initial page 1, and return

both page 1 and page 2 of

this agreement. Please retain a copy of the provider agreement for your files, and return the

original to the Department of Human Services.

NAME OF SUPPORT WORKER (TYPE OR PRINT) TITLE

SIGNATURE OF SUPPORT WORKER

DATE

Page 2 of 3

Please return page 1 and page 2 of this document
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Agreement Summary

As an individual support worker, you are providing health
care services to individuals. We require your enrollment in
the Minnesota Health Care Programs (MHCP) so that you
are represented on the claim as the person who provided the
services. Knowing that a qualified individual provided the
service ensures the safety of the people that the Minnesota
Department of Human Services serves. It also allows the
Department to perform auditing and tracking of services
which protects against double-billing and other types of
fraud. Before enrollment is approved, MHCP must make

certain that:

1. There is no legal or other reason why you
shouldn’t provide these services,

2. You understand what is necessary to properly
provide these services, and

3. You understand the need to protect the privacy

of the people you care for.

To help ensure that each of these conditions is met, MHCP
requires that you agree to the terms in the attached Provider
Agreement. In general, this agreement requires that you:

A. Provide documents to your employer about the

services you provide.

B. Provide documents to MHCP or other state

and federal agencies related to the services you

provide, when requested.

C. Comply with federal and state laws about the
services you provide.

D. Accept payment made to your employer as
payment in full for the services you provide.
You cannot ask for nor accept additional
payment from the client.

E. Disclose any criminal convictions you have
related to Medicare, Medicaid, or title XX
services.

E  Not discriminate against individuals because
of their race, color, national origin, sex, age,
religion or disability when you provide these
services.

Page 3 of 3

G. Provide the same quality of service to persons
receiving public assistance as those who don’t
receive such assistance.

H. If you are enrolled to provide and bill for
other services, you must continue to follow
the requirements of the agreement you signed
when you enrolled for those services. The terms
of that agreement are different than the terms
in the attached agreement.

I.  Comply with federal requirements about
advance directives. An advance directive is
written instruction, such as a living will, to
give a patient control over medical treatment
decisions.

J.  Properly protect private information about the
people to whom you provide services, especially
their health information.

K. Don't disclose the private information of
someone for whom you provide services, unless
it is needed for your work. This includes not
discussing someone’s private information
unless your job requires it. Also, ensure that
the information could not be accessed by
someone who does not have permission to see
it. This includes not leaving paperwork out
where others can see it, and not sending private
information over the internet.

L. Understand that this agreement may be
canceled if you violate its terms. If this
agreement is canceled, you must properly
dispose of any private information you have
about the people you serve so that it is not
discovered by someone who does not have
permission to see it.

M. Understand that by signing this agreement, you
are agreeing to protect any private information
you come in contact with in your job. When
you protect private information, you are
complying with federal and state laws, and you
help the Department comply with these laws,
as well.

This is a basic description of the terms of this agreement.

By signing this agreement, you are agreeing to be legally
bound by all of its terms. If you have questions about it, you
should get answers to them before signing this agreement. If
you need or want legal advice, you should contact your own
attorney. For more information, please call 651-431-2700.

DHS-4611-ENG  4-15
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Minnesota Department of Human Services

Dear Agency Representative,

As a Fiscal Support Entity that provides services to Minnesota Health Care Programs (MHCP) recipients, you
must submit this enrollment application and provider agreement for each individual direct support worker.
Individual direct support workers are individuals providing non-professional assistance with activities of daily
living and instrumental activities of daily living in the person’s home and/or community. This will:

* Assign a Unique Minnesota Provider Identifier (UMPI) to them
* Affiliate the person with your agency
* Allow you to bill us for the services they provide

To enroll them with us, the individual support worker must have:
1. Read and understood the Privacy Notice
. Passed the DHS Division of Licensing Background Study (BGS)*
. Fully completed the application
. Signed the application

. Read, understood and signed the MHCP Provider Agreement — Individual Support Worker (CDCS, CSG,
and PCA) (DHS-4611)

N N

A BGS must be completed and passed under each agency facility ID number. A new BGS must be completed if
the support worker has not been continuously employed with your agency.

*Complete a BGS by logging in to the NetStudy website at
https://bgs.dhs.state.mn.us/a/login.asp and follow directions.

More information is on the MHCP Provider web page at www.dhs.state.mn.us/provider.

Fax both the application and agreement together to 866-597-0950

MHCP accepts only faxed applications and agreements.


https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4611-ENG
https://bgs.dhs.state.mn.us/a/login.asp
http://www.dhs.state.mn.us/provider

Support Worker Application
and Background Study Privacy Notice

The Minnesota Department of Human Services (DHS) asks that you give private information about yourself. The Minnesota
Government Data Practices Act (Minnesota Statutes 13.04, subd. 2) requires that we let you know the following:

Why does DHS ask for this information?

DHS has to conduct Federal Database checks to verify the
entity is not excluded from participation (42 CFR 455.436)
and conduct Background Studies (BGS) on all providers
who provide direct contact services (Minnesota Statutes
255C.02). BGS are done according to Minnesota Statutes
chapter 245C. DHS will use the information we ask for in
this application and on the BGS to:

e Prevent, detect and eliminate false claims of time card
submissions or billing.

* Determine if you are qualified to provide direct
support services.

* Review criminal records held by the Minnesota Bureau
of Criminal Apprehension (BCA) and the Minnesota
Department of Human Services (DHS).

* Review records of substantiated maltreatment of
vulnerable adults or minors held by DHS.

* Search the Federal Bureau of Investigation’s (FBI)
national criminal records repository if you have resided
(including wintering) in any state other than Minnesota
in the previous ten years; or if the BCA information
indicates you are a multistate offender, or your offender
status is undetermined or blank.

DHS may ask you for more information, including your
fingerprints, to complete your BGS. When DHS does a
BGS, the correctional system, the Minnesota Department
of Health (MDH), and county agencies will report to
DHS any:

* New criminal convictions for disqualifying crimes.

¢ Proven maltreatment of minors and vulnerable adults.

What happens if | do not give DHS this
information?

If you do not provide information to allow DHS to conduct
Federal Database searches and do a BGS, DHS will deny
your application and your employer will not be paid for the
services you provide (Minnesota Statutes 245C.09).

What happens if | give DHS this
information?

If an applicant’s BGS has a status of “Not Disqualified”
or “Disqualified Set Aside,” DHS will process the
person’s application.

If DHS finds out that a person is sanctioned by the Office
of the Inspector General (OIG) of the U.S. Department of
Health and Human Services or disqualified by the Division
of Licensing, DHS will deny the person’s application.

Who else can get this information?

The information you give DHS can be shared with the
Minnesota BCA. If DHS believes that other agencies may
have information about a disqualification, DHS can share
with or get information from:

* Agencies with criminal record information systems in
other states, and juvenile courts

* County agencies

* County attorneys

* County sheriffs

* Courts, including juvenile court

* Federal Bureau of Investigation

* Health-related licensing boards

* Local police

* Minnesota Department of Health

* Minnesota Department of Corrections

* Office of the Attorney General

If you have a disqualification, DHS will tell your affiliated
agency or prospective agency only that you do not qualify.
DHS will not tell your agency why you do not qualify,
unless it is because you refused to cooperate with the BGS
or because you were found responsible for maltreatment of
a minor or vulnerable adult.

DHS can also share information with the following:
* Minnesota Department of Employee and Economic
Development
* Minnesota Department of Revenue

* U.S. Department of Health and Human Services and
all other agencies named above

The information about you received in your application
and as part of a BGS is classified as private data and, except
for the agencies noted above, cannot be shared without
your consent.
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PLEASE PRINT, FILL OUT, SIGN AND MAIL BACK TO:
1500 1st Ave NE. Suite 210 Rochester. MN 55904
Minnesota Department of Human Services

Minnesota Health Care Programs (MHCP)
Individual Support Worker Enroliment
Application (CDCS and CSG)

Complete all fields to enroll an individual support worker. Complete this form online, print and then fax to MHCP.
Incomplete forms will be returned.

NG

6-15

© New hire (requires new background study)

O Rehire (requires new background study)
PREVIOUS EMPLOYMENT END DATE:l |

Individual Support Worker Information

PROVIDER TYPE LEGAL NAME (FIRST) FULL MIDDLE LAST SOCIAL SECURITY NUMBER

38 - INDIVIDUAL
(COS 021 & 105)

ADDRESS (RESIDENTIAL ADDRESS ONLY - DO NOT ENTER A PO BOX) PHONE NUMBER NPI/UMPI (IF REQUESTING REINSTATEMENT)

cary STATE ZIP CODE COUNTY OF RESIDENCE DATE OF BIRTH

If individual has been working in a different support position or was enrolled for
MCO claims only, has the individual been continuously employed by your agency? ®Yes ONo
BGS NUMBER/REQUEST ID (required only for CDCS) | PROGRAM TYPE

®CsG O CDCS (you must submit and have the individual pass a background check)

Individual Support Worker Provider Statement

I have reviewed and certify the information provided above is true and correct to the best of my knowledge. I will notify
MHCP Provider Enrollment of any additions or changes to the information.

By signing this form, I acknowledge I have read and understand the Application and Background Study Privacy Notice. I also
authorize MHCP to use the information collected about me according to the Privacy Notice.

NAME OF INDIVIDUAL SUPPORT WORKER (PRINT OR TYPE) SIGNATURE OF INDIVIDUAL SUPPORT WORKER DATE SIGNED

Agency Information

AGENCY NAME AGENCY NPI/UMPI
Robland HCC
AGENCY FAX NUMBER AGENCY PERSONNEL COMPLETING FORM AGENCY PERSONNEL SIGNATURE

866-597-0950

Next Steps

Read, sign and date the MHCP Provider Agreement - Support Worker (CDCS, CSG, PCA) (DHS-4611), and return it with
this application.

MHCP will process only completed fax requests.


https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4611-ENG
bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Highlight

bhavel
Rectangle

bhavel
Rectangle

bhavel
Rectangle

bhavel
Rectangle


/_\ CSG- Payroll Agent
EmploymentApplication
Robland

AN A e
v ConsumeiName
Dateof Application PositionSought DateAvailable
FirstName Ml LastName
Address City State Zip
HomePhone Cell Phone Work Phone

Are you18orolder? YesO No O Are you eligible to work in the United States”: Yeso No O

SSN

EducationaHistory SchoolName Major YearscompletecGraduated’ Degreereceived
High School Selectone Select

Technical/Trade Selectone Select

College Selectone Select

Other Selectone Select

SpecialSkills (directservicestaff)

Numberof yearsexperiencavith peoplewith disabilities

Pleasalescribeyour experience

List otherapplicableskills
(first aid, CPR,etc.):

Explainwhy youwould like to
work with peoplewith
disabilities:




CSG- Payroll Agent
Employmeniapplication- Page2

First Name Ml LastName

PreviousEmployment beginwith the mostrecentemployer listing at leastfive yearsof work history.Also includeanyvolunteer
experiencevhich relateso the positionfor which you areapplying.You mayattacha resumeput completeessentiainformationon the
applicationaswell.

EmployerName JobTitle

Address Brief Descriptionof JobDuties

City, State Zip

Supervisor'sName

PhoneNumber

BaseSalary/Wage

Reasorfor Leaving DatesWorked- From To
EmployerName JobTitle

Address Brief Descriptionof JobDuties

City, State Zip

Supervisor'sName

PhoneNumber

BaseSalary/Wage

Reasorfor Leaving DatesWorked- From To
EmployerName JobTitle

Address Brief Descriptionof JobDuties

City, State Zip

Supervisor'sName

PhoneNumber

BaseSalary/Wage

Reasorfor Leaving DatesWorked- From To




o CSG- Payroll Agent
Employmentapplication- Page3

FirstName Ml LastName

US Military Affiliation O None O Guard/Reservéactive) O Guard/Reservénactive)

Prior ServiceBranch Datefrom: To:

May we contactany employer(s)/reference(B$ted on this application’ O Yes O No

If no,whichemployer(s)/reference(sanwe contact?

PersonaReferences Pleasdist two employment/professionatferencesndonepersonatharacterOneof the
referencesnusthaveknownyou for five or moreyears.

NameandOccupation Email Address PhoneNumber

If anyof your educationabr employmentecords
areundersomethingotherthanthe nameyou
appliedwith, pleaseenterany othernames.

| amableto work thefollowing hours Days WageRequirement

| aminterestedn a positionthatis: Full-Time Part-Time On-Cal Oper

Do you currentlyhaveavalid US Statedriver'slicense car
insuranceandareyou willing andableto drive onthejob? O Yes O No Comment

Are you currently18 yearsof ageor older? OYeS O No (Thosewhoarel6& 17will havecertainrestrictions)

Have you previously applied with Robland HHC, Merid O Yes

. . : . ) No If when”,
Services, Orion Associates, or Zenith Services? O o lyeswnhe

Were you previously employed by Robland HHC, O Yes O No If yes,when’
Meridian Services, Robland HHC Associates, or Zenitt ’

Are you currently employed by Meridian Services, Robland Associates, or Zenith SO Yes O No

Do you haveanyrelativescurrentlyemployedby Meridian ServicesQrion Associates, O Yes O No
or ZenithServices?

If yes,pleasestatetheirnameand
your relationship
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Employmeniapplication- Page4 CSG- Payroll Agent

FirstName Ml LastName

How wereyou referredto our company’ Newspape Employee College Internet

Other(pleasedescribe’

Your applicationwill remainactivefor oneyearfrom the dateof application.You maysubmitanewapplication
atanytime.

We areanequalopportunityemployeranddo not discriminateon the basisof race,religion, sexualor affectional
orientation nationalorigin, sex,age,handicapmarital status or statusasa disabledor Viethameraveteran.
Informationon this applicationwill notbeusedfor anydiscriminatorypurpose.

Disqualificationof applicants- anapplicantor employeewill be disqualifiedfrom employmenfor anyof the
following reasonsConvictionof a crimeinvolving moralturpitude,unlesspardonedor asnameddisqualified
underRule 11, determinedhroughthe backgroundtudyrequiredin MinnesotaStatuesSection245A.04(the
HumanServiced.icensingAct) andin MinnesotaRules,parts9543.300G0 3090(Rule 11— the Applicant
BackgroundStudyRule);anunacceptabldriving record,asdeterminedy companypolicy; anyfalsestatement
of materialfact on my application,or any othersubmittedmaterialsfor applicationpurposesincluding but not
limited to, transcriptspr othercredentialspr educationahchievementfailure to providea certifiedtranscriptor
otherofficial credentialof post-secondaryocational,or othereducationabchievemenasrequeste@nd
required;failure to completeorientationasrequired;unsatisfactoryeferences.

The statement$ havemadein this applicationaretrueandcorrectandl understandhatif employedanyfalse
statemenbn this applicationmay resultin my dismissall furtherunderstandhatthis applicationis notandis not
intendedo bea contractof employmentnor doesthis applicationobligatethe employerin anyway if the
employerdecidego employme.| understandhatmy employmenis contingenton furnishingsufficient
documentatiomno verify my ability to work in theUS. | understandhatmy employmenimaybe contingentupon
receiptof analienregistratiomnumber verificationof birth, andany otherpertinentinformationbearinguponmy
employmentandmy continuedemploymentependsiponthewill of thecompanyor myself.

EmployeeSignature Date



e | SEIUHcealthcare,
Minnesota | United for Quality Care

| hereby request and accept membership in SEIU Healthcare
MN, and | authorize SEIU Healthcare MN to represent me for
purposes of collective bargaining with the State of Minnesota.

NAME (PRINT CLEARLY)

HOME ADDRESS

CiTY STATE ZIP CODE
HOME PHONE MOBILE PHONE
HOME EMAIL

By providing my phone number, | understand that SEIU and Its
locals and affiliates may use automated calling technologies and/
or text message me on my cellular phone on a periodic basis.
SEIU will never charge for text message alerts. Carrier message
and data rates may apply to such alerts. Text STOP to 787753 to
stop receiving messages.

| hereby request and voiluntarily authorize the State of Minnesota or
thelr agent to deduct from my wages the correct amount of Union
dues and other fees or assessments as shall be certified by SEIU-
Healthcare MN and to remit those amounts to SEIU Healthcare MN
on my behalf. This authorization is irrevocable for a period of one

" year from the date of execution and from year to year thereafter,
irrespective of my membership in the Union, unless | notify the
Union in writing, with my valid signature, of my desire to revoke this
authorization not less than thirly (30} and not more than forty-five
(45) days before the annual anniversary date of this autherization
or the date of termination of the applicable contract between the
Union and the State of Minnesota, whichever eccurs sooner,

While contributions or gifts to SEIL Healthcare Minnesota are not
tax deductible as charitable centributions for Federal income tax
purposes, they may be tax deductible under other provisions of the
internal Revenue Code,

The invalidity or unenforceability of any particular provision hereof
shall net affect the other provisions, and this Agreement shall

be construed in all respects as if such invalld or unenforceable
provision were omitted, By submitting this form, I shows that t agree
with the terms above.

SIGNATURE por— ~ DATE

Pleasamail in your completedSEIU Healthcardorm to:

SEIU HealthcareMN
345RandolphAve STE100
SaintPaul,MN 55102-9868

For moreinformation,pleasevisit: https://goo.gl/SgQEWA4

If you require paper materials of the information linked above, pleasklchiimed mohamed at: 507-252-4619.
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If you require paper materials of the information linked above, please call Mohamed mohamed at: 507-252-4619.
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	ff: Base Salary/Wage
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	hh: Employer Name
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	ss: May we contact any employer(s)/reference(s) listed on this application?
	tt: Yes
	uu: No
	vv: If no, which employer(s)/reference(s) can we contact?
	ww_es_:signer1: 
	kjvkfsaa: Personal References - Please list two employment/professional references and one personal character. One of the references must have known you for five or more years.
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	dob_es_:signer1: 
	Email Address_es_:signer1: 
	Group19: Off
	lkjafhgdk: Yes
	Text37: Please send payment via check to my address.
	kljlkjf: I authorize Robland HHC to make electronically or otherwise all deposits and deposit adjustments involving my pay, including those involving off cycle pay and pay upon discharge, to the account(s) I have identified above, and I authorize the bank(s) listed above to accept such deposits and make such adjustments. I acknowledge that a copy of the terms, conditions, and fees associated with using a paycard are available at my workplace and upon request made to my manager. This authorization will remain in effect until Robland HHC receives written notice from me terminating my authorization.

	jlkwf74: PAPER CHECK
	vjivso89: Account #
	7jfckl: Routing #
	jvios: I will fax a voided check to 866-597-0950, or email a picture of my voided check to robland@roblandhomehealth.com
	kcw09: DIRECT DEPOSIT
	jknvsknf: Yes, please deposit my payroll to my Global Cash Pay Card account (A card will be mailed to you upon receipt of this request).
	7379: GLOBAL CASH PREPAID VISA PAYCARD                              
	vmspior9: Select an Option Below
	vnmvior8: Please email my earning statements to this address
	cnir8: No
	cn;sioi44: Robland HHC offers employees the option of having earnings statements emailed to your email account. You will not receive an earnings statement in the mail if you choose to have it emailed. It is your responsibility to inform payroll of any email address changes.
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	Text43: Email photos of documents to robland@roblandhomehealth.com, or fax to 866-597-0950.
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	cowi9: Robland HHC
	nsvlJKN: 1500 1st Ave NE, Suite 210, Rochester, MN 55904
	mcow9: Phone : 507-252-4619 Fax : 866-597-0950
	znbm,nb: New Employee/Change Notification
	rtfghtyur: Email
	mcowsr9: DOB
	kljflhkks: Phone Number
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	ASDASDASD: Hire Date 
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	DFFNAWEF:  If yes, is the consumer under 18 years old?
	dgnjwew: No
	sggfdas: Are you the step parent of the Consumer?
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	aesrfgwer: Are you a grandparent of the Consumer?
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	twetwqerq: Are you the spouse of the Consumer?
	hii;yriul: Yes
	asdasd: Are you a sibling of the Consumer?
	j,tyu5: Yes
	adsasdasdqw2w: Are you a child of the Consumer?
	aefqew: Are you a step child of the Consumer?
	yjm5r6: Yes
	dfgrfyhhwr: Are you a grandchild of the Consumer?
	yk,t6: Yes
	sdfadqwer: Are you currently employed by Meridian or Zenith Services?
	yu,6565: Yes
	tgktukrt: Are you currently employed by Orion ISO?
	tyuk r6u: Yes
	seikljrpqiejrlwnjr: If yes, please list name of client/family you currently work with:
	fhrgqwefw_es_:signer1: 
	Signature59_es_:signer1:signature: 
	Date61_es_:signer1:date: 
	Signature60_es_:signer2:signature: 
	Date62_es_:signer2:date: 
	sklfklsl: Employee Signature
	d;fljhdkl: Date
	sklfklsl89: Managing Employer 
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	jviodfjdvio: Date of Application
	mvsfips0s: Position Sought
	mvklsdnio: Date Available
	vmsfivmsio_es_:signer1: 
	vmlsfvd8_es_:signer1: 
	jklvnsdfjkvnjk: US Military Affiliation 
	mvsfklvi: None
	Group3: Off
	vnflsndkl: Guard/Reserve (active)
	mvkfdlv: Guard/Reserve (inactive)
	nvdfjvnd: Prior Service Branch
	vmkdfkdnl_es_:signer1: 
	mvfklvnjls: Date from:
	Text10_es_:signer1: 
	vmsfldnbjk: To:
	mvsklgnvsl_es_:signer1: 
	kljkljvklj: Your application will remain active for one year from the date of application. You may submit a new application at any time.

We are an equal opportunity employer and do not discriminate on the basis of race, religion, sexual or affectional orientation, national origin, sex, age, handicap, marital status, or status as a disabled or Vietnam era veteran. Information on this application will not be used for any discriminatory purpose.
Disqualification of applicants – an applicant or employee will be disqualified from employment for any of the following reasons: Conviction of a crime involving moral turpitude, unless pardoned, or as named disqualified under Rule 11, determined through the background study required in Minnesota Statues, Section 245A.04 (the Human Services Licensing Act) and in Minnesota Rules, parts 9543.3000 to 3090 (Rule 11 – the Applicant Background Study Rule); an unacceptable driving record, as determined by company policy; any false statement of material fact on my application, or any other submitted materials for application purposes, including but not limited to, transcripts, or other credentials, or educational achievement; failure to provide a certified transcript or other official credentials of post-secondary, vocational, or other educational achievement as requested and required; failure to complete orientation as required; unsatisfactory references.

The statements I have made in this application are true and correct and I understand that if employed, any false statement on this application may result in my dismissal. I further understand that this application is not and is not intended to be a contract of employment, nor does this application obligate the employer in any way if the employer decides to employ me. I understand that my employment is contingent on furnishing sufficient documentation to verify my ability to work in the US. I understand that my employment may be contingent upon receipt of an alien registration number, verification of birth, and any other pertinent information bearing upon my employment and my continued employment depends upon the will of the company or myself.
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	mvkldfm_es_:signer1: 
	mvsdfklmvdkl: Days:
	mvlkddlf_es_:signer1: 
	mgfuj: Wage Requirement:
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	mvkldfnvavsm: Open
	vmfslnvl: Do you currently have a valid US State driver's license, car insurance, and are you willing and able to drive on the job?
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	sdfgh: Are you currently 18 years of age or older?
	nvsnvkl: Yes
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	sfgajyrjyj5_es_:signer1: 
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	oo: Employment application - Page 3
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	mvdfklmdkl: How were you referred to our company? 
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	vjsklvsifvs: Personal Change
	vmflsnsfkl: Wage Change
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	vdbdgb: County
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	lklodj_es_:signer2: 
	vdgfnfyn4: Card number:
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	dfbdtr5: I would like this service for my:
	fhnhgnfh: Expenses
	fdguhhtbt: Payroll
	vbdbggdbg: Both
	fhdhdhdf_es_:signer2: 
	n'ouh_es_:signer3: 
	mhvjhvi;i_es_:signer3: 
	dgbwrgqwe: Yes
	swfbhnqeb: I am requesting that a background check be done on this employee.
	sfhaef: 
	ttere_es_:signer1: Off
	vnjfjvndk: Checking
	corsavings_es_:signer1: Off
	nvjksfdjk: Savings
	Initial6_es_:signer1:initials: 
	frtyuio:  PLEASE PRINT, FILL OUT, SIGN AND MAIL BACK TO: 1500 1st Ave NE, Suite 210 Rochester, MN 55904
	pca_title_es_:signer1: 
	Datepca_es_:signer1:date: 
	Signature2_es_:signer1:signature: 
	Hire: New hire (requires new background study)
	EndDate_es_:signer1: 
	middle_es_:signer1: 
	ISW_7: 
	zip_es__es_:signer1: 
	county_es_:signer1: 
	ISW_13_es_:signer1: Yes
	ISW_14_es_:signer2: 
	Agency_1: Robland HCC
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	Agency_3: 866-597-0950
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	Date8_es_:signer1:date: 
	dfbgqefqw: 
	ghmewq: 
	hrmrhq2: 
	hkltkwww: 
	jk: 
	;yiwyw: 

	fgjrthewr4: 
	jk,tukryi: 
	hijl,rtuwe: 
	Group14: Off
	Check Box15: Off
	withholding_es_:signer1: 
	tutyuewty: 
	;?Ultir: 
	Signature19_es_:signer1:signature: 
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	m vfklsmvlf: Sleep Deduction Acknowledgement Form
	lfjkaklj: Respite services are provided for the temporary relief of the primary care giver’s responsibilities. Respite care may include overnight services. No more than one unrelated person can receive respite at any time. Respite services are at the discretion of the Managing Employer.

Respite care may include periods of 24 hours. These may include a sleep deduction of up to 8 hours, reducing the 24 hour period to 16 hours, subject to the following: 

	klfnkl: a.
	aiusdg: The respite period must be 24 consecutive hours.

The Employee must have at least 5 hours of uninterrupted sleep to allow the 8 hour deduction. The 5 hours do not need to be continuous.

The Employee must sign an acknowledgement stating that they agree to the sleep deduction.

The Employee must be provided with an adequate sleeping environment with a reasonable degree of privacy.

If the respite period is not a full 24 hour period, there can be no sleep deduction and the entire period must be accounted for, and paid, even if the Employee is permitted to sleep during that period. 

	aasfzxf: b.
	kjasfh: c.
	ikjlhjh: d.
	ghdhfdxc: e.
	jhkuhku: I agree to allow the sleep deduction of 8 hours during my 24 hour respite period subject to the conditions above. I have read and understand the policy above and agree to abide by it. If the conditions above are not met, I understand I must record my time exactly as it occurs, on the time card provided to me by Robland HHC and as submitted to the Managing Employer.
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