	
	ADVANTAGE HCS


Employment Application
Applicant Information
	Full Name:
	
	
	
	Date:
	

	
	Last
	First
	M.I.
	
	



	Address:
	
	

	
	Street Address
	Apartment/Unit #



	
	
	
	

	
	City
	State
	ZIP Code



	Phone:
	
	Email
	



	Date Available:
	
	Social Security No.:
	
	Desired Salary:
	$



	Position Applied for:
	



	Are you a citizen of the United States?
	YES
[bookmark: Check3]|_|
	NO
[bookmark: Check4]|_|
	If no, are you authorized to work in the U.S.?
	YES
|_|
	NO
|_|



	Have you ever worked for this company?
	YES
|_|
	NO
|_|
	If yes, when?
	



	Have you ever been convicted of a felony?
	YES
|_|
	NO
|_|
	



	If yes, explain:
	


Education
	High School:
	
	Address:
	



	From:
	
	To:
	
	Did you graduate?
	YES
|_|
	NO
|_|
	Diploma::
	



	College:
	
	Address:
	



	From:
	
	To:
	
	Did you graduate?
	YES
|_|
	NO
|_|
	Degree:
	



	Other:
	
	Address:
	



	From:
	
	To:
	
	Did you graduate?
	YES
|_|
	NO
|_|
	Degree:
	


References
Please list three professional references.
	Full Name:
	
	Relationship:
	

	Company:
	
	Phone:
	

	Address:
	

	
	
	
	

	Full Name:
	
	Relationship:
	

	Company:
	
	Phone:
	

	Address:
	

	
	
	
	

	Full Name:
	
	Relationship:
	

	Company:
	
	Phone:
	

	Address:
	


Previous Employment
	Company:
	
	Phone:
	

	Address:
	
	Supervisor:
	



	Job Title:
	
	Starting Salary:
	$
	Ending Salary:
	$



	Responsibilities:
	



	From:
	
	To:
	
	Reason for Leaving:
	



	May we contact your previous supervisor for a reference?
	YES
|_|
	NO
|_|
	

	
	
	
	

	
	
	
	



	Company:
	
	Phone:
	

	Address:
	
	Supervisor:
	



	Job Title:
	
	Starting Salary:
	$
	Ending Salary:
	$



	Responsibilities:
	



	From:
	
	To:
	
	Reason for Leaving:
	



	May we contact your previous supervisor for a reference?
	YES
|_|
	NO
|_|
	

	
	
	
	

	
	
	
	



	Company:
	
	Phone:
	

	Address:
	
	Supervisor:
	



	Job Title:
	
	Starting Salary:
	$
	Ending Salary:
	$



	Responsibilities:
	



	From:
	
	To:
	
	Reason for Leaving:
	



	May we contact your previous supervisor for a reference?
	YES
|_|
	NO
|_|
	


Military Service
	Branch:
	
	From:
	
	To:
	



	Rank at Discharge:
	
	Type of Discharge:
	



	If other than honorable, explain:
	


Disclaimer and Signature
I certify that my answers are true and complete to the best of my knowledge. 
If this application leads to employment, I understand that false or misleading information in my application or interview may result in my release.
	Signature:
	
	Date:
	

















































ADVANTAGE HEALTH CARE STAFFING
Name: _______________________________________     Date:_______________
The following information is needed to complete your file.  If you have any questions, please call our office (432)466-1994



__ Copy of Driver’s License				__ ORMC PKG
__ Copy of MMR or Titer				__ CC MIDLAD PKG
__ Copy of Nursing License				__ CC ODESSA PKG
__ Copy of Credentials					__ ANDREWS PKG
__ Hepatitis B Documentation			__ LAMESA PKG
__ Drug Screen Agreement/Test			__ OCEANS PKG
__ Application						__ ALPINE PKG
__ Copy of Social Security Card
__ Copy of CPR Card
__ TB Test within 1 year
__ Hepatitis B Consent/Declination
__ Release for Background Check
__ References 
__ Confidential Statement
__ Management Safety Policy
__ Independent Contractor
__ Authorization to Release
__ W4
__ Skills Check List
__ License Verification
__ Signature Sheet
__Other: _______________________________



__________________________________________     __________________
Signature								     Date









ADVANTAGE HEALTH CARE STAFFING
P.O. BOX 80126
MIDLAND TX 79708

HEALTHCARE PROFESSIONAL RESPONSIBILITIES AGREEMENT


Practitioner Name: _____________________________________________________________________
I understand that as a healthcare professional, I am responsible for maintaining an active professional license while accepting work/shifts through Advantage Health Care Staffing. I attest that there are no legal proceedings or inquires in process that could result in suspension or revocation of my license.  I also agree to IMMEDIATELY inform Advantage Health Care Staffing in the event of any inquiry or legal proceeding that could result in suspension or revocation of my license/certification. 
I understand that if I fail to notify Advantage Health Care Staffing and the company discovers that I worked with an expired suspended or revoked license I will no longer be eligible to work through Advantage Health Care Staffing.
I attest that I am not currently excluded, suspended, debarred or otherwise ineligible to participate in Federal health care programs (i.e., Medicare, Medicaid, etc.), I further attest that I have not been convicted of a criminal offence related to the provision of health care items or services, nor are there any judgements pending against me that will result in my being excluded, debarred or otherwise declared and “ineligible Person”.
I agree to immediately notify Advantage Health Care Staffing of any event that results in my being classifieds as an “ineligible Person”.
I understand that if Advantage Health Care Staffing learns that I am on a state (if applicable) or federal exclusion list (GSA) list or OIG Sanction report), I will immediately be removed from the Companies active practitioner list and will not be eligible for work at any of Advantage Health Care Staffing facilities.
The information I have given is true and accurate to the best of my knowledge.  I hereby authorize Advantage Health Care Staffing to release this Critical Care/E.R./Telementry/Med-Surg Checklist to Client facilities of Advantage Health Care Staffing in relation to consideration of my working as a licensed medical professional with those facilities.

Signature__________________________________________     Date _____________

Print Name ________________________________________

CREDENTIAL ACKNOWLEDGEMENT

AHCS strives to ensure each healthcare professional maintains proper credentials and certifications.  Each healthcare professional however, bears the ultimate responsibility to ensure he/she has current credentials and certifications prior o working any shift.  Accordingly, AHCS will not schedule a healthcare professional for any shifts during a time when they do not have current certifications and credentials.  In the event a healthcare professional works a shift without current certifications and credentials, AHCS will not pay the healthcare professional for that shift.  By applying for shifts with ACHS and by accepting shifts from AHCS, you have acknowledged your understanding of this rule and waive any right to demand compensation for shifts worked without proper certifications and credentials.  If you work a shift for AHCS without proper certifications and credentials and AHCS pays you for that shift, you also grant AHCS the right to deduct the amount paid for such shifts from any future compensation due you.

Signature______________________________________________     Date _____________

Print Name ________________________________________________




AGREEMENT TO SUBMIT TO DRUG SCREEN

I have been informed that if Advantage Health Care Staffing or ay client facility or the employees or agents of such client or facility, based on my behavior, appearance or documentation discrepancies is concerned that I may be under the influence of drugs or alcohol or may otherwise have violated the client facility rules against drug and alcohol used or diversion of drugs and that my ability to perform my duties is therefore in question, I will be requested to submit to a drug and/or alcohol screen by blood, breath alcohol and/or alcohol screen by blood, breath alcohol and/or urine drug tests, which is to be administered by the client facility or designee.
I have been informed and I understand that my agreement is submit to the requested alcohol and/or drug screens by blood, breath alcohol and/or urine drug tests is completely voluntary on my part, and that I have the right to refuse to submit to the test(s).  I am aware and have been told that my refusal to submit to the drug and/or alcohol screen by blood, breath alcohol and/or urine drug test and/or medical assessment may be grounds for my removal from Advantage Health Care Staffing list of eligible independent contractors.
I have also been informed that the results of this drug and/or alcohol screen by blood, breath alcohol and/or urine drug test will be released to the Human Resources Manager of the client facility or his/her designee and to such other officials and employees as the Human Resources Manager or his/her designee may determine necessary.  I hereby consent to such release.  I understand that the information so released will be used to determine whether I violated the work rules concerning drug and alcohol use or diversion of drugs and that the results of such tests, along with other relevant information obtained investigating this matter, may form the basis for my removal from Advantage Health Care Staffing list of eligible independent contractors.
I have read and understand the above information and have decided to voluntary=ily submit to the requested drug and/or alcohol screen by blood, breath alcohol and/or urine drug test, and/or medical assessment by the client facility or designee and laboratory and in recognition of this agreement, do sign this consent form.
I acknowledge and agree that the sample given by me shall become the property of the administering client facility, and I hereby relinquish all rights to ownership and possession thereof. 
I agree to hold Advantage Health Care Staffing and any administering client facility and their respective officers, directors, employees, agents and servants harmless for their use of the results of these tests as well as release thereof as provided for herein.






BACKGROUND CHECK AUTHORIZATION
I hereby authorize any law enforcement agency and/or background check service to furnish Advantage Health Care Staffing or its agent information related to my criminal history.  I hereby release AHCS and all its agents and employees, the law enforcement agency and all employees of the law enforcement agencies, all background check services and all employees and/or agents of background check services furnishing information, from all liability resulting from the furnishing of this information to AHCS.  I certify that the statements made by me on the “Background Check” form are true, complete, and correct to the best of my knowledge and belief and are made in good faith.  I understand that any false statements made herein will void my eligibility to accept work as a Self Employed Independent Contractor through AHCS.

PLEASE PRINT 
___________________________________________________________________________
LAST 					FIRST						MIDDLE

List any former names used:
__________________________________________________________________________
Driver’s License, State and #
___________________________________________________________________________
Date of Birth (MM/DD/YY):
___________________________________________________________________________
Out of State Address and Dates of residency (from/to)

Address _________________________________________     Dates __________________


Address _________________________________________     Dates __________________


Address _________________________________________     Dates __________________


Address _________________________________________     Dates __________________











REFERENCE AUTHORIZATION
I, authorize my employers, schools, law enforcement agencies and/or persons who may aide Advantage Health Care Staffing in determining my suitability for providing profession services to thir customer, to provide reference information to Advantage Health Care Staffing, I hereby release all such employees, individuals and/or organizations contacted, from all liabilities for issuing this information to AHCS from all liabilities for issuing this information to customers or potential customers for the purpose of determining my suitability for providing professional services in AHCS customers’ facilities.
YOUR RESPONSIBILITIES
It is the responsibility of each employee to observe, learn and follow all safety rules and regulations for the office and independent contract labor personnel to observe, learn and follow all safety rules and regulations learned in orientation at each facility in which he or she accepts shifts.  If you feel that you have not been given proper and complete instruction on safety rules and regulations for a facility at which you have accepted an assignment, immediately ask you supervisor for the further instruction/information.  Each facility will have its own set of rules and regulations.  Do no assume that through orientation at one facility will apply at other facilities.  If you have any concerns that after asking for safety rules and regulations you are still not properly educated on how to perform your assignment safety, contact Advantage Health Care Staffing immediately.
ALCOHOL AND CONTROLLED SUBSTANCES POLICY
Advantage Health Care Staffing has adopted an alcohol and controlled substances policy to ensure the safety and well-being of all employees and Independent Contract Labor Personnel (ICLP).  Company policy forbids employee/(ICLP) from being under the influence of, in possession of and consumption of alcoholic beverages and the possession or use of any controlled substance on the premises, while on company business or en route to any business or services associated with AHCS in any way.
The definition of a “controlled substance” is any drug, narcotic, inhalant, hallucinogen, barbiturate, amphetamine, mixture or compound not prescribed by a licensed physician for the legitimate treatment of a specific employee’s/ICLP’S medical condition.
Employees/ICLP taking prescription drugs for an illness or other legitimate medical need must notify their direct supervisor in writing of the possible effects of the medication which my impair the individual’s physical or mental capabilities and/or impair ability to perform their job functions.  The notification should also include the length of time expected to take the medication.
Users of controlled substances or alcoholic beverages present a danger, not only to themselves, but to all others with whom they come in contact.  Lack of mental alertness, slow reactions and other effects of alcohol and drugs lead to poor judgment and errors that place other persons in grave danger.  Management cannot and will not allow the safety of others in the office, facilities or on the roads to be compromised.
Violation of any of the following rules may subject an employee to disciplinary action, including immediate termination, and my result in the removal of an ICLP from Advantage Health Care Solutions, list of eligible employees.
1. No alcoholic beverages may be brought onto or consumed on Advantage Health Care Staffing’s property or the property of a facility contracted with AHCS.  Alcoholic beverages may not be consumed while conducting business, providing services or while in route to ay business or facility associated in any way with AHCS.  Employee and ICLP may not be under the influence of alcohol while conducting business or in route to any activities or facilities associated with AHCS in any way.
2. No controlled substances may be brought onto or used on AHCS property or the property of a facility contracted with associated with AHCS.  Controlled substances may not be used while conducting business, providing services or in route to any business or facility associated in any way with AHCS.  Employees and ICLP may not be under the influence of controlled substances while conducting business, providing services or in route to any business activities or facilities associated with AHCS in any way.
3. Employees/ICLP taking prescription drugs for an illness or other legitimated medical need must notify their direct supervisor in writing of the possible effects of the medication which may impair the individual’s physical or mental capabilities and/or impair their ability to perform their job functions.  The notification should also include the length of time expected to take the medication.  All medical information will be kept confidential and any breach of privacy and confidentiality will be dealt with accordingly.
4.  No employee may give, sell or otherwise transfer any controlled substance or prescription drug to any other person while conducting business, providing services or in route to any activity associated with AHCS in any way.  To do so is in violation of federal law and the persons involved will be reported to law enforcement authorities immediately.
I understand that it is my responsibility to become familiar with and abide by these safety policies, insofar as they apply to the duties which I shall perform as an employee or an Independent Contract Labor Personnel.  I also understand that compliance with these safety policies is part of the terms of my professional relationship as an employee or Independent Contract Labor Personnel with AHCS and I agree to abide by them.


Employee Signature: ___________________________________________

ADVANTAGE HEALTH CARE STAFFING
PO BOX 80126
MIDLAND TX 79708

PPD SKIN TEST


Employee Name ______________________________________________
Have you ever had a positive reaction? ____________________________
Have you ever had a BCG vaccine? ________________________________
Are you pregnant? _____________________________________________
Date of PPD placement: ______________  Arm: R ___   L ___
0.1cc ID Manufacture: __________________________________________
Lot # _____________________     Exp ___________________
Given by: ____________________________________________________
Date read: ___________________     By: ___________________________
RESULT:  Positive ___________     Negative ____________
Employee Signature: ___________________________________________





















HEPATITIS B VACCINE CONSENT/DECLINATION

I. Declination of Hepatitis B Vaccine
I am refusing the Hepatitis B Vaccine and hold harmless Advantage Health Care Staffing.  I understand that due to my occupational exposure to blood or other potentially infectious materials, I may be at risk of acquiring Hepatitis B Virus (HBV) infection.  I have been given the opportunity to be vaccinated with Hepatitis B Vaccination.

________________________________     ___________________
Signature 					  Date


II. Documentation of Hepatitis B Vaccine Series
I have received the completed Hepatitis B Vaccine Series, and have attached to this form the documentation which proves my receipt of the HBC Series.
Provide written proof of immunity (attach supportive documentation)
Provide written proof of previous vaccination (attach supportive documentation) 
Provide written proof of medical contraindication (attach supportive documentation)

________________________________     ___________________
Signature 					  Date





















Direct Deposit Authorization
Only applies to those who wish to be eligible for Direct Deposit

I (we) hereby authorize ADVANTAGE HEALTH CARE STAFFING hereinafter called “COMPANY”, to initiate credit entries to my (our) account previously indicated and the financial institution previously named, hereinafter called “DEPOSITORY”, to credit the same to such account.  This authority is to remain in full force and effect until COMPANY has received written notification from my (or either of us) of its termination in such time and in such manner as to afford COMPANY and DEPOSITORY a reasonable opportunity to act on it.



DIRECT DEPOSIT
Fill in only if you wish to participate in Direct deposit
	Date
	Name (Print)
	Social Security Number

	
	
	



	Financial Institutions Name
	Financial Institutions Address

	
	



	Routing Number
	Account Number

	
	




Signature										Date



























ADVANTAGE HEALTH CARE STAFFING
P.O. BOX 80126
MIDLAND TX  79708
CHICKEN POX A.K.A. VARICELLA ZOSTER VIRUS (VZV)
VERIFICATION/ADVISORY


PLEASE FILL OUT SECTION 1 OR 2:

I, _________________________________, have experienced a chicken pox (varicella zoster) virus infection at a previous time in my life.


_________________________________________     __________________
Signature								     Date



SECTION 2:


I, _________________________________, have never had a chicken pox (varicella zoster) virus infection or I do not know whether I have ever had the chicken pox. I have been advised by ADVANTAGE HEALTH CARE STAFFING to have an antibody titer to screen for immunity to the chicken pox virus.  I have been advised to seek immunization if titer is low or negative.  I acknowledge that chicken pox can be a serious disease in adults, and I may become exposed through clinical practice.


___________________________________________     __________________
Signature								     Date






 




Time Sheet
ADVANTAGE HCS LLC
Work is hectic getting help doesn’t have to be
P.O. BOX 80126, Midland, TX 79708
Fax Number (432)242-3805
Phone (432)466-1994
	Employee name: 
	Title: 


	facility Name:

	Area worked:

	charge nurse:  ____yes     ____no
lunch:  ___yes     ____no
	special unit: __ICU  __OB,L&D, Nursery  __ER  __NICU  __other __


	Date
	Start Time	End Time	Regular Hours	Overtime Hours	Total Hours
	Sunday
	
	
	
	
	

	Monday
	
	
	
	
	

	Tuesday
	
	
	
	
	

	Wednesday
	
	
	
	
	

	Thursday
	
	
	
	
	

	Friday
	
	
	
	
	

	Saturday
	
	
	
	
	

	Weekly Totals	
	
	
	
	


	
	

	Employee signature:	Date: 

	Supervisor signature:	Date: 


Each employee is responsible for time sheet signatures at the end of each shift. 




At the end of every shift fill out one time sheet, do not put multiple days on one time sheet, make one copy and give to DON, keep one for yourself and FAX a copy to (432)242-3805
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Exhibit B
 Benefits Waiver for Assigned Employees
 
.
 
Agreement and Waiver
In consideration of my assignment to CLIENT by AHCS, I agree that I am solely an contractor of AHCS for benefits plan purposes and that I am eligible only for such benefits as AHCS may offer to me as its contractor. I further understand and agree that I am not eligible for or entitled to participate in or make any claim upon any benefit plan, policy, or practice offered by CLIENT, its parents, affiliates, subsidiaries, or successors to any of their direct employees, regardless of the length of my assignment to CLIENT by AHCS and regardless of whether I am held to be a common-law employee of CLIENT for any purpose; and therefore, with full knowledge and understanding, I hereby expressly waive any claim or right that I may have, now or in the future, to such benefits and agree not to make any claim for such benefits.
 

Contractor	WITNESS
 

Signature	Signature
 

Printed Name	Printed Name
 

Date	Date












[bookmark: _GoBack]














Exhibit C
      Confidentiality Agreement for Assigned Employees

.

Assigned Employee Confidentiality Agreement
As a condition of my assignment by AHCS to CLIENT, I hereby agree as follows:

I will not use, disclose, or in any way reveal or disseminate to unauthorized parties any information I gain through contact with materials or documents that are made available through my assignment at CLIENT or which I learn about during such assignment.

I will not disclose or in any way reveal or disseminate any information pertaining to CLIENT or its operating methods and procedures that come to my attention as a result of this assignment.

Under no circumstances will I remove physical or electronic documents or copies of documents from the premises of CLIENT.

I understand that I will be responsible for any direct or consequential damages resulting from any violation of this Agreement. 

I agree to a non-compete for 12 months from my last day of employment with AHCS.




Contractor	WITNESS


Signature	Signature


Printed Name	Printed Name


Date	Date
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Form  W - 4  (2017)   Purpose.   Complete   Form   W - 4   so   that   your   employer   can  withhold the  correct  federal  income  tax  from your  pay. Consider  completing a  new Form  W - 4  each  year  and  when   your   personal   or   financial   situation   changes.     Exemption  from withholding.  If you  are  exempt,  complete   only   lines   1,   2,   3,   4,   and   7   and   sign   the   form   to  validate   it.Your   exemption   for   2017   expiresFebruary   15,  2018.See   Pub.   505,Tax   Withholding   and   Estimated   Tax.     Note:   If   another   person   can   claim   you   asa   dependent   on  his  or  her  tax  return, you  can’t claim  exemption from  withholding if your total  income  exceeds  $1,050  and  includes  more  than $350  of  unearned income  (for  example,   interest   and   dividends).   Exceptions .  An  employee  may  beable to  claim  exemption from withholding  even  if the  employee  isa  dependent,  if the  employee:   • Isage 65 or older,   • Is blind, or   •   Will   claim   adjustments   to   income;   tax   credits;   or  itemized   deductions,   on   his   or   her   tax   return.   The   exceptions   don’t   apply   tosupplemental   wages  greater  than   $1,000,000.   Basicinstructions.  If you  aren’t  exempt, complete the  Personal  AllowancesWorksheet  below.The  worksheets  on  page  2 further  adjust  your withholding  allowances  based  on  itemized deductions,  certain  credits,  adjustments  to  income,  or two - earners/multiple  jobs situations.   Complete  all  worksheets  that  apply.  However,  you  may   claim   fewer   (or   zero)   allowances.For   regular   wages,  withholding  must  be  based  on  allowances  you  claimed  and   may   not   bea   flat   amount   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   Information,  for   information.   Tax  credits.  You  can  take  projected  tax  credits into  account   in   figuring   your   allowable   number   of   withholding  allowances.Credits   for   child   or   dependent   care   expenses  and  the child  tax  credit  may  be  claimed using  the   Personal  AllowancesWorksheet  below.See  Pub.  505 for  information on converting your other credits into  withholding   allowances.   Nonwage  income.  If you havea  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  earnersor multiple  jobs.  If you havea working  spouse   or   more   than   one   job,   figure   the   total   number   of  allowances  you  are  entitled to  claim  on all jobs  using  worksheets   from   only   one   Form   W - 4.Your   withholding  usually  will be  most  accurate  when all  allowances are  claimed   on   the   Form   W - 4   for   the   highest   paying   job   and  zero   allowances   are   claimed   on   the   others.See   Pub.   505  for   details.   Nonresident   alien.   If   you   area   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  tosee how the amount you  are  having  withheld  compares  to your projected total  tax  for  2017.See Pub.  505,  especially  if your  earnings  exceed   $130,000 (Single) or $180,000 (Married) .   Future  developments.  Information about  any  future  developmentsaffecting  Form  W - 4  (such  as  legislation  enacted  after we  release  it) will be  posted  at  www.irs.gov/w4 .         Personal   AllowancesWorksheet   (Keep   for   your   records.)     A   Enter   “1”   for   yourself   if   no   one   else   can   claim   you   asa   dependent   .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .   A           B   Enter  “1”   if:  {   •You’re singleand have only one job; or   •You’re   married,   have   only   one   job,   and   your   spouse   doesn   ’t   work;   or   .   }   B            •Your wagesfrom asecond job or your spouse’s  wages(or the total of both) are $1 ,500 or less.   C   Enter   “1”   for   your   spouse.   But,   you   may   choose   to   enter   “ - 0 - ”   if   you   are   married   and   have   either   a   working   spouse   or   more   than   one   job.(Entering  “ - 0 - ”  may  help  you  avoid having  too little  tax  withheld.)      .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .   .      C              D       Enter  number  of  dependents (other  than  your  spouse  or  yourself)  you will  claim  on your  tax  return    .    .    .    .    .    .    .    .    .        D           E        Enter   “1”   if   you   will   file   as   head   of   household   on   your   tax   return   (see   conditions   under   Head   of   household   above)      .      .      .      .      .       E            F        Enter   “1”   if   you   haveat   least   $   2,000   of   child   or   dependent   care   expenses   for   which   you   plan   to   claim   acredit        .    .    .    .    .    .        F              ( Note:  Do  not  include child support payments.See Pub. 503,Child and Dependent CareExpenses, for details.)   G   Child   Tax   Credit   (including   additional   child   tax   credit).See   Pub.   972,Child   Tax   Credit,   for   more   information.   •   If   your   total   income   will   be   less   than   $   70,000($100,000if   married),   enter   “2”   for   each   eligible   child;   then   less   “1”   if   you   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   $119,000   if   married),   enter   “1”   for   each   eligible   child   .      .      .   G  H   Add   lines   A   through   Gand   enter   total   here.   (   Note:   This   may   be   different   from   the   number   of   exemptions   you   claim   on   your   tax   return.)   ▶   H       {   •   If   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 AdjustmentsWorksheet  on page 2.   •   If   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/MultipleJobsWorksheet   on   page   2  to   avoid   having   too   little   tax   withheld.   •   If   neither   of   theabove   situationsapplies, stop   here   and   enter   the   number   from   line   H   on   line   5   of   Form   W - 4   below.         Separate   here   and   give   Form   W - 4   to   your   employer.   Keep   the   top   part   for   your   records.          

Form  W - 4   Department of the Treasury   Internal RevenueService  Employee’sWithholding  Allowance   Certificate   ▶   Whether   you   are   entitled   toclaim   acertain   number   of   allowancesor   exemption   from   withholding   is  subject   to   review   by   the   IRS.   Your   employer   may   be   required   tosend   acopy   of   thisform   to   the   IRS.  OMBNo. 1545 - 0074   2017  

1   Your first nameand middle initial  Last name  2  Your socialsecurity 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 isa nonresident alien, check the “Single” box.  

City or town, state, and ZIPcode  4   If   your   last   name   differs   from   that   shown   on   your   socialsecurity   card,   check   here.   You   must   call   1 - 800 - 772 - 1213   for   a   replacement   card.   ▶  

5   Total   number   of   allowances   you   are   claiming   (from   line   H   above   or   from   theapplicable   worksheet   on   page   2)   6   Additional amount, if  any,  you  want  withheld from  each  paycheck   .    .    .    .    .    .    .    .    .    .    .    .    .    .    .   .  5   

6  $  

7   I   claim   exemption   from   withholding   for   2017,   and   I   certify   that   I   meet    both   of   the   following   conditions   for   exemption.   • Last year I had a right to a refund of  all  federal income tax withheld because I had  no  tax liability,  and   • This year I expect a refund of  all  federal income tax withheld because I expect to have   no  tax liability.   

If you meet both conditions, write “Exempt” here  .    .    .    .    .    .    .    .    .    .    .    .    .    .    .     .  ▶  7   

Under penalties of perjury, I declare that I   have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.   Employee’ssignature   (This   form   is   not   valid   unless   you   sign   it.)   ▶   Date   ▶  

8     Employer’s nameand address (Employer:Complete lines 8 and 10 only   if sending to the IRS.)  9  Office code (optional)  10  Employer identification number (EIN )  

For   Privacy   Act   and   PaperworkReduction   Act   Notice,   see   page   2.   Cat.   No.   10220Q   Form   W - 4   (2017)  
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[bookmark: _Hlk479164080]Form W-4 (2017)

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



Exemption from withholding. If you are exempt, complete only lines 1, 2, 3, 4, and 7 and sign the form to validate it.Your exemption for 2017 expiresFebruary 15, 2018.See Pub. 505,Tax Withholding and Estimated Tax.



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

Exceptions. An employee may beable to claim exemption from withholding even if the employee isa dependent, if the employee:

• Isage 65 or older,

• Is blind, or

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


The exceptions don’t apply tosupplemental wages greater than $1,000,000.

Basicinstructions. If you aren’t exempt, complete the Personal AllowancesWorksheet below.The worksheets on page 2 further adjust your withholding allowances based on itemized deductions, certain credits, adjustments to income, or two-earners/multiple jobssituations.

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

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


Nonwage income. If you havea 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 earnersor multiple jobs. If you havea working spouse or more than one job, figure the total number of allowances you are entitled to claim on all jobs using worksheets from only one Form W-4.Your withholding usually will be most accurate when all allowances are claimed on the Form W-4 for the highest paying job and zero allowances are claimed on the others.See Pub. 505 for details.

Nonresident alien. If you area 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 tosee how the amount you are having withheld compares to your projected total tax for 2017.See Pub. 505, especially if your earnings exceed

$130,000 (Single) or $180,000 (Married).

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





 	Personal AllowancesWorksheet (Keep for your records.)	

A Enter “1” for yourself if no one else can claim you asa dependent	.    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .	A    	



B Enter “1” if: {


•You’re singleand have only one job; or

•You’re married, have only one job, and your spouse doesn ’t work; or	.


}	B     	



•Your wagesfrom asecond job or your spouse’s wages(or the total of both) are $1 ,500 or less.

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

job.(Entering “-0-” may help you avoid having too little tax withheld.)     .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    . .     C     	  D      Enter number of dependents(other than your spouse or yourself) you will claim on your tax return  .    .    .    .    .    .    .    .    .      D    	 E      Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)    .    .    .    .    .     E     	 F      Enter “1” if you haveat least $ 2,000 of child or dependent care expenses for which you plan to claim acredit      .    .    .    .    .    .      F     	 

(Note: Do not include child support payments.See Pub. 503,Child and Dependent CareExpenses, for details.)

G	Child Tax Credit (including additional child tax credit).See Pub. 972,Child Tax Credit, for more information.

• If your total income will be less than $ 70,000($100,000if married), enter “2” for each eligible child; then less “1” if you	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 $119,000 if married), enter “1” for each eligible child	.    .    .	G H	Add lines A through Gand enter total here. ( Note: This may be different from the number of exemptions you claim on your tax return.) ▶	H

 	{ • If 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 AdjustmentsWorksheet on page 2.

· If 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/MultipleJobsWorksheet on page 2 to avoid having too little tax withheld.

· If neither of theabove situationsapplies,stop here and enter the number from line H on line 5 of Form W-4 below.



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



		Form W-4

Department of the Treasury

Internal RevenueService

		Employee’sWithholding Allowance Certificate

▶ Whether you are entitled toclaim acertain number of allowancesor exemption from withholding is subject to review by the IRS. Your employer may be required tosend acopy of thisform to the IRS.

		OMBNo. 1545-0074

2017



		1  Your first nameand middle initial

		Last name

		2  Your socialsecurity 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 isa nonresident alien, check the “Single” box.



		City or town, state, and ZIPcode

		4 If your last name differs from that shown on your socialsecurity card, check here. You must call 1-800-772-1213 for a replacement card. ▶



		5 Total number of allowances you are claiming (from line H above or from theapplicable worksheet on page 2)

6 Additional amount, if any, you want withheld from each paycheck  .    .    .    .    .    .    .    .    .    .    .    .    .    .    . .

		5

		



		

		6

		$



		7	I claim exemption from withholding for 2017, and I certify that I meet  both of the following conditions for exemption.

• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and

• This year I expect a refund of all federal income tax withheld because I expect to have  no tax liability.

		



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

		7

		





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

Employee’ssignature

(This form is not valid unless you sign it.) ▶	Date ▶

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

		9 Office code (optional)

		10 Employer identification number (EIN )





For Privacy Act and PaperworkReduction Act Notice, see page 2.	Cat. No. 10220Q	Form W-4 (2017)



Form W-4 (2017)	Page 2

		[bookmark: _Hlk479164670]Deductionsand AdjustmentsWorksheet



		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 2017 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state and local taxes, medical expenses in excess of 10% of your income, and miscellaneous deductions. For 2017, you may have to reduce your itemized deductions if your income is over $313,800 and you’re married filing jointly or you’re a qualifying widow(er); $287,650 if you’re head of household; $261,500if you’re single, not head of household and not a qualifying widow(er); or $156,900if you’re married filing separately. See

Pub. 505 for details .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .	1	$	

2	Enter:  { $9,350 if head of household	.    . }.    .    .    .    .    .    .    .    .    .    .    .	2	$	

$12,700 if married filing jointly or qualifying widow(er)



$6,350 if single or married filing separately

3 Subtract line 2 from line 1. If zero or less, enter “-0-”  .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .	3	$	

4 Enter an estimate of your 2017 adjustments to income and any additional standard deduction (see Pub. 505)  .   .	4	$	

5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to Withholding

Allowancesfor 2017FormW-4 worksheet in Pub. 505.)	.    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .	5	$	

6 Enter an estimate of your 2017 nonwage income (such as dividends or interest)   .    .    .    .    .    .    .    .    .    .	6	$	

7 Subtract line 6 from line 5. If zero or less, enter “-0-”  .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .	7	$	

8 Divide theamount on line 7 by $ 4,050and enter the result here. Drop any fraction  .    .    .    .    .    .    .    .    .	8	 	

9 Enter the number from the Personal AllowancesWorksheet, 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 Worksheet, also

enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1	10



		Two-Earners/MultipleJobsWorksheet (See Twoearnersor multiplejobson 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  Deductionsand AdjustmentsWorksheet)	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”  .    .	2	 	

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter “-0-”) and on

Form W-4, line 5, page 1. Do not use the rest of this worksheet   .    .    .    .    .    .    .    .    .    .    .    .    .    .    .	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 theadditional withholding amount necessary to avoid ayear-end tax bill.

4 Enter the number from line 2 of this worksheet	.    .    .    .    .    .    .    .    .    .    .	4	 	

5 Enter the number from line 1 of this worksheet	.    .    .    .    .    .    .    .    .    .    .	5	 	

6	Subtract line 5 from line 4	.    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .    .	6	 	

7 Find theamount in Table 2 below that applies to the HIGHEST paying job and enter it here	.    .    .    .    .    .	7	$	

8 Multiply line 7 by line 6 and enter the result here. This is theadditional annual withholding needed    .    .    .    .	8	$	

9 Divide line 8 by the number of pay periods remaining in 2017.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 2017.Enter the result here

and on Form W-4, line 6, page 1.This is theadditional amount to be withheld from each paycheck	9	$



		Table 1

		Table 2



		Married FilingJointly

		All Others

		Married FilingJointly

		All Others



		If wages from LOWEST

paying job are—

		Enter on line 2 above

		If wages from LOWEST

paying job are—

		Enter on line 2 above

		If wages from HIGHEST

paying job are—

		Enter on line 7 above

		If wages from HIGHEST

paying job are—

		Enter on line 7 above



		$0 - $7 ,000 7,001 -  14 ,000

14,001 -  22 ,000

22,001 -  27 ,000

27,001 -  35 ,000

35,001 -  44 ,000

44,001 -  55 ,000

55,001 -  65 ,000

65,001 -  75 ,000

75,001 -  80 ,000

80,001 -  95 ,000

95,001 - 115,000

115,001 - 130,000

130,001 - 140,000

140,001 - 150,000

150,001and over

		0

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

		$0 - $8 ,000 8,001 -  16 ,000

16,001 -  26 ,000

26,001 -  34 ,000

34,001 -  44 ,000

44,001 -  70 ,000

70,001 -  85 ,000

85,001 - 110,000

110,001 - 125,000

125,001 - 140,000

140,001and over

		0

1

2

3

4

5

6

7

8

9

10

		$0 - $ 75,000 75,001 - 135,000

135,001 - 205,000

205,001 - 360,000

360,001 - 405,000

405,001and over

		$610 1,010

1,130

1,340

1,420

1,600

		$0 - $ 38,000 38,001 -  85,000

85,001 - 185,000

185,001 - 400,000

400,001and over

		$610 1,010

1,130

1,340

1,600







Privacy Act and PaperworkReduction Act Notice. We ask for the information on this form to carry out the InternalRevenue laws of the UnitedStates. InternalRevenueCode sections 3402(f)(2) and 6109 and their regulations require you to provide this information; your employer uses it to determine your federal income tax withholding. Failure to provide a properly completed form will result in your being treated asasingle 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 litigation; to cities,states, the District of Columbia, and U.S. commonwealthsand possessions for use in administering their tax laws; and to the Department of Health and HumanServices for use in the National Directory of New Hires.We may also disclose this information to other countries under a tax treaty, to federal and state agencies to enforce federal nontax criminal laws, or to federal law enforcement and intelligence agencies to combat terrorism.


You are not required to provide the information requested on a form that issubject to the PaperworkReduction Act unless the form displaysa valid OMBcontrol number.

Books or records relating to a form or its instructions must be retained as long as their contents may become material in theadministration of any Internal Revenue law.

Generally, tax returns and return information are confidential, as required by Code section 6103.

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

If you havesuggestions for making this form simpler, we would be happy to hear from you.See the instructions for your income tax return.


image3.emf
Form   W - 4   (2017)   Page   2  

Deductionsand AdjustmentsWorksheet  

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   2017   itemized   deductions.   These   include   qualifying   home   mortgage   interest,   charitable   contributions,   state   and   local   taxes,   medical   expenses   in   excess   of   10%   of   your   income,   and   miscellaneous   deductions.   For   2017,   you   may   have   to   reduce   your   itemized  deductions   if   your   income   is   over   $313,800   and   you’re   married   filing   jointly   or   you’re   a   qualifying   widow(er);   $287,650   if   you’re   head   of  household;   $261,500if   you’re   single,   not   head   of   household   and   not   a   qualifying   widow(er);   or   $156,900if   you’re   married  filing   separately.   See   Pub.   505   for   details   .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .     .   1   $     2   E n t e r :    {   $ 9, 35 0   i f   hea d   o f   ho u s e hol d   .      .   } .      .      .      .      .      .      .      .      .      .      .      .   2   $     $12,700 if married filing jointly or qualifying widow(er)     $6,350 if single or married filing separately   3   Subtract   line   2   from   line   1.   If   zero   or   less,   enter   “ - 0 - ”    .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .   3   $     4   Enter   an   estimate   of   your   2017   adjustments   to   income   and   any   additional   standard   deduction   (see   Pub.   505)    .     .   4   $     5   Add   lines   3   and   4   and   enter   the   total.   (Include   any   amount   for   credits   from   the   Converting   Credits   to   Withholding   Allowancesfor   2017FormW - 4   worksheet   in   Pub.   505.)   .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .   5   $     6   Enter   an   estimate   of   your   2017   nonwage   income   (such   as   dividends   or   interest)     .      .      .      .      .      .      .      .      .      .   6   $     7   Subtract   line   6   from   line   5.   If   zero   or   less,   enter   “ - 0 - ”    .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .   7   $     8   Divide   theamount   on   line   7   by   $   4,050and   enter   the   result   here.   Drop   any   fraction    .      .      .      .      .      .      .      .      .   8         9   Enter  the  number  from the  Personal  AllowancesWorksheet,  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  Worksheet,   also   enter   this   total   on   line   1   below.   Otherwise,   stop   here   and   enter   this   total   on   Form   W - 4,   line   5,   page   1   10  

Two - Earners/MultipleJobsWorksheet  (See  Twoearnersor multiplejobs 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    Deductionsand   AdjustmentsWorksheet )   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”    .      .   2         3   If   line   1   is   more   than   or   equal   to   line   2,   subtract   line   2   from   line   1.   Enter   the   result  here   (if   zero,   enter   “ - 0 - ”)   and   on   Form   W - 4,   line   5,   page   1.   Do   not   use   the   rest   of   this   worksheet     .      .      .      .      .      .      .      .      .      .      .      .      .      .      .   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 theadditional withholding amount necessary to avoid ayear - end tax bill.   4   Enter   the   number   from   line   2   of   this   worksheet   .      .      .      .      .      .      .      .      .      .      .   4         5   Enter   the   number   from   line   1   of   this   worksheet   .      .      .      .      .      .      .      .      .      .      .   5         6   Subtract   line   5   from   line   4   .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .      .   6         7   Find   theamount   in   Table   2   below   that   applies   to   the   HIGHEST   paying   job   and   enter   it   here   .    .    .    .      .      .   7   $     8   Multiply   line   7   by   line   6   and   enter   the   result   here.   This   is   theadditional   annual   withholding   needed      .      .      .      .   8   $     9   Divide   line   8   by   the   number   of   pay   periods   remaining   in   2017.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   2017.Enter   the   result   here   and   on   Form   W - 4,   line   6,   page   1.This   is   theadditional   amount   to   be   withheld   from   each   paycheck   9   $  

Table 1   Table 2  

Married FilingJointly   All Others   Married FilingJointly   All Others  

If wages from  LOWEST   paying job are —  Enter  on  line   2   above   If wages from  LOWEST   paying job are —  Enter  on  line   2   above   If wages from  HIGHEST   paying job are —  Enter  on  line   7   above   If wages from  HIGHEST   paying job are —  Enter  on  line   7   above  

$0  -   $7 ,000  7,001  -    14 ,000   14,001  -    22 ,000   22,001  -    27 ,000   27,001  -    35 ,000   35,001  -    44 ,000   44,001  -    55 ,000   55,001  -    65 ,000   65,001  -    75 ,000   75,001  -    80 ,000   80,001  -    95 ,000   95,001  -   115,000   115,001  -   130,000   130,001  -   140,000   140,001  -   150,000   150,001and over  0   1   2   3   4   5   6   7   8   9   10   11   12   13   14   15   $0  -   $8 ,000  8,001  -    16 ,000   16,001  -    26 ,000   26,001  -    34 ,000   34,001  -    44 ,000   44,001  -    70 ,000   70,001  -    85 ,000   85,001  -   110,000   110,001  -   125,000   125,001  -   140,000   140,001and over  0   1   2   3   4   5   6   7   8   9   10   $0  -   $ 75,000  75,001  -   135,000   135,001  -   205,000   205,001  -   360,000   360,001  -   405,000   405,001and over  $610  1,010   1,130   1,340   1,420   1,600   $0  -   $ 38,000  38,001  -    85,000   85,001  -   185,000   185,001  -   400,000   400,001and over  $610  1,010   1,130   1,340   1,600  

Privacy   Act   and   PaperworkReduction   Act   Notice.   We   ask   for   the   information   on   this   form   to   carry  out   the   InternalRevenue   laws   of   the   UnitedStates.   InternalRevenueCode   sections   3402(f)(2)   and  6109   and   their   regulations   require   you   to   provide   this   information;   your   employer   uses   it   to  determine   your   federal   income   tax   withholding.   Failure   to   provide   a   properly   completed   form   will  result   in   your   being   treated   asasingle   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   litigation;   to   cities,states,   the   District   of   Columbia,  and   U.S.   commonwealthsand   possessions   for   use   in   administering   their   tax   laws;   and   to   the  Department   of   Health   and   HumanServices   for   use   in   the   National   Directory   of   New   Hires.We   may  also   disclose   this   information   to   other   countries   under   a   tax   treaty,   to   federal   and   state   agencies   to  enforce   federal   nontax   criminal   laws,   or   to   federal   law   enforcement   and   intelligence   agencies   to  combat   terrorism.   You   are   not   required   to   provide   the   information   requested   on   a   form   that   issubject   to  the   PaperworkReduction   Act   unless   the   form   displaysa   valid   OMBcontrol   number.   Books   or   records   relating   to   a   form   or   its   instructions   must   be   retained   as   long   as   their  contents   may   become   material   in   theadministration   of   any   Internal   Revenue   law.   Generally,   tax   returns   and   return   information   are   confidential,   as   required   by   Code  section   6103.   Theaverage  timeand  expenses  required  to complete  and  file this form will  vary  depending   on   individual   circumstances.For   estimated   averages,   see   the   instructions   for  your   income   tax   return.   If   you   havesuggestions   for   making   this   form   simpler,   we   would   be   happy   to   hear   from  you.See   the   instructions   for   your   income   tax   return.  
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ADVANTAGE HEALTH CARE STAFFING

‘RN and LVN Critical Care/E.R./Telemetry/Medical/Surgical -

Skllls Checlclist
First Name Last Name.
Social Security Daie
| = Performed infrequently or never performed £ Intra aortic balloon pump..vuvevereveveeneeee ooo
2= Moderately experienced (may require a resource person or & Mumtonngﬂ . . ¥
mmayneed mmentamn) (1) 12 lead zK.G Interpretation.......... aooo
3= Proficient (2) Acthythmia interpretation.. ogoo
(3) Lead placement......... ooo
123 (4) Rhythm strip assessment. .. ooo
ooo (5) Setup and run 12 lead EXG..
h. Pacemaker.........cuc..
1) External....
A CARDIOVASCULAR ézg Permanent.
1. Assessment (3) Temporary...
a. Abnormal heart s0unds/murmurs. «veuee..ev.e ooo @ Transtharamc (epicardial),
b. Auscultation (tate, taythmy)... .00o 1. Ventricular assist device (RVAD or LVAD). [ [ [1
c. Blood pressure/non—mvamvc ooo 4. Care of the Patient with:
d. DOPPIET..seerenenesnmsnncncens a. Abdominal aortic a sm repa [m}
e. Pulses/circulation checks. b. Acute Ml....... s O g g
2. Interpretation of lab results . c. Cardiac arrest..... aoo
a, Cardiac e_nzymes‘& a isoenzymes... d. Cardiac tamponade. ogoog
b..CoaguIa.uon o1 [ e. COﬂgESﬁVE ........ Qooog
3. Equipment ﬁl.ld procedures £ EP study & abletion. oog
a. Assist wtﬂ1 o g. Heart transplant. gooo
(1) Arterial line insertion h. Immediate post open-heart surgery.. ooo
+ (2) Central venous pressure.. ooo i. Infective endocardifis............
(3) Open chest emergency...... ooo j. Myocardial
(4) PA catheter/Swan-Ganz insertion. oogd k. Pericarditis. .
(5) PericardioCentesis. .o.saeeeensernesn 1. Post AICD insertion.
(6) Transesophogeal echocardiogearn....... m. Post arthrectomy.......
b. Automatit internal carioverter defibrillator. .7 1 T n. Post infracoronary stent placement... -
- 0. Post percutaneous balloon valvaloplasty...,....1 [ 3
p- Postrotoblade........... .
q. Pre/post angioplasty.
1. Pre/post Cardiac

(6) PA/Swan-Ganz insertion.

(7) PCW pressure..... oono
(8) PVR....... ooo
(9) Radial a-line. oog
(10) SVO2.... oog

5. Mcdmahons

d Bretylium (Bretylol).
&. Digoxin (Lanoxin)...
£, Deltiazem (Cardizem)..
- Dobutamine (Dobutrex)...

h. Dopamine (ntropin)..
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i. Epinephrine (Adrenalin) ooo
j. Esmolo] (Brevibloo). oan

k. Tnocor (Amrinone).. ooo

1. Lidocaine (Xylecaine).... Qoo
ooo

m. Metroporlol (Lopressor)
. Nipride (Nitroprusside)..
0. Nitroglycerine (Tridil)...
p- Procainamide (Pronestyl)

. Procainamide (Retavase) ooo
r. Streptokinase..... poo
s. TPA (Alteplase) oaoo
t. Verapamil (Calan, Isopitin, Verelan). ood
B. PULMONARY
1. Assessment
a. Adventitious Breath sounds.....ccooerenrienns

b. Rate and work of breathing...
2. Interpretation of lab results — arterd
3. Bquipment & procedires

a. Air leak troubleshooting
(1) Mediastinal chest fube removal............ ocon
(2) Pleural chest tube removal sl EIO
b. Airway management devic es/suctioning
(1) Endoctracheal tube/suctioning.....«.eseee- ooog
(2) EXtubation...ceessseeseneses e slmiE
(3) Nasal airway/suctioning. oo
(4) OXIELET..vavcrreamsararerss ooo
(5) Sputum specimen collection. .ood
(6) Tracheostomy/suctioning...evecemrruseeses ooaa
c. Assist with:
(1) Bronchoscopy...... |
(2) Chest tube insertion... ooo
(3) Emergency tracheostomy. oogd
(4) Thoracentesis. ooo
d. Bstablish an airway
(1) Assist with FtbAHON . aee s anvemnnnsnenmanmns ogoo
(2) Oral airway insertion... easssvis BN
e. Identification/intervention for respiratory complications
(1) Aspiration. ...0oo
(2) Laryngospasm goo
(3) Tension pneumothorax. ooo
(4) Use of Pleurevac or thoraclex drainage....J 10
(5) Use of water seal damage.... wnid D0
£ 02 therapy & medication delivery
(1) Ambu bag and mas! ..O0n
(2) ET tube. .0oo
(3) Face mask. .oog
(4) Nesal canms ood
(5) Portable O2 fank.... oo
(6) Trach collar ooo
g. Ventilator management
(1) External CPAP ooo
(2) High frequency jet ventilation.. .0ao
1) 317 A oog
(4) PEEP...cucenvnne oo
oono

(5) Pressurs SupPOTt.seeeesssaressrassns y
(6) Weaning modes & T-piece weaning,..... 010
4. Care of the patient with:

b, ARDS.....o. ~a030
. Chest trauma. 0og
d.COPD....... oo
e. Cox pulmonale. oot
f. Fresh tracheostormy. .oono
g. Lobectomy ... ... Wuisia
h. Lung transplant ooo
i. Near drowning.... oon
j. Pneumonectomy..... ooo
k. Plumonary edema/hypertension. ..ooo
1. Pulmonary embolism.......v.e. ungs|
m. Status asthmaticus.... "

n. Thoracotomy.....

0. Tuberctlous.,.vueeesses

5. Medications

- a. Alupent (Meraproternol)
b. Aminopylline (Theophylline)
<. Bronkoso! (Isoetharine hydrochk
d. Corticosteriods. . eesesesrranan
e. Ventolin (Albuterol).......... .

C. NEUROLOGICAL

1. Assessment .
a, Cranial DEIVeS...cereee
b. Glasgow coma scale..
¢. Level of consciousness..
d. pathologic reflexes...

¢. Reflex/motor deficits. .O0og

£, Visual or COTOMUMICAHO . v v vvraesessmseesenseene 1 L1
2. Equipment & procednres ;

a. Asgist with Tumber puncture. oo

b. Halo traction/cervical.........

a. Aneurysm precaitions..
b. Basal skull fracture.
¢. Closed head injury
d. Coma....
e.CDV..
£.DTs...
g. Encephalifis....
h. Externalized VP

n. Post craniotomy..

0. Spinal cord injury

p- Ventriculostomy
4. Medications

a Barbiturate induced COma . .c.eeerseusasasesenses oono,
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b. Decadron (Dexamethasone)....
¢. Dilantin (Phenytoin).....
d: Bpidural administration.
. Phenobrabital..........
£ Valium (Diazepam)...

D. GASTROINTESTINAL

1. Assessment
a. Abdominal/bowel sounds....

3. Eqmpment and procedures

a. Administration of tube feeding....c.coeveervenn ooo
b. Balloon tamponade (Sengstaken Blakemore... oog
0. Feeding UMD eersreesersseonsassnmesssanssaneseras oo
d. Flexible feeding tube (i.e. Corpak, Dobhofi).. .oog
e. Gravity feeding... vl i) E1
f. Iced saline lavage "

g- Management of

(1) Gastrostomy tube....
(2) Jejunostomy....
(3) T-ttbB.veereeasmsens
(4) TPN and lipids administration...
(5) PPN (peripheral parenteral numtlon)
h. Placement of nasogastric tube..
i. Salem SUmMP 10 SUCHOM. 1evereereeesivareniamsanne oon
4, Care of patient with

..0ogno

Oooo

OO0

e. Esophageal bleeding. ooo
f Gl bleeding. sl d B
£. Hepatitis.... ooo
ooo

5. Medications®
a. AquaMephyton (Vitamin K)
b. Inderal (Propranolol).......
c. Kayexelate..cereneres
d. Lactulose (Cephulac).
e. Pitressin (Vasopressin)........ PSR o i

E. RENAT/GENITOURINARY

1. Assessment

a. A-V fistula/shunt. ..
b. Fluid status...

2. Interpretation of il
a. BUN & creatinie..
b. Fluid status..

3. Equiptoent &‘procndufes
2. Bladder irfgation. e se i esssemeesessiinnniisnnnes ooo
b. Insertion & care of stra.lght and Foley catheter

(1) 3-way Foley...

ults

(2) Female.... ooo
(3) Male...
c. Supta—pubhc
4. Care of the patient with
2. Acute renal fAlUr. e.uueeiiinsinnrarnnansecrenniane ooo
b. CAVH Dialysis. oono

¢. Hemodialysis.
d. Nephrectomy....
e. Peritoneal dialysis....
£ Renal rejection syndrome..

g. Renal transplant ooo
..gog
x Urm.a:y diversion (ileal conduit nsphrostomy) ood
§. Urinary tract fifection... venrccueseniscnssninns oog
¥, ENDOCRINE/METABOLIC

1. Interpretation of lab results
a. Blood ghicose oog
. Thyroid studies... oono

2. Equipment & procedure

a. Blood ghucose measuring devices type....o.... ooo
b. Blood glucose monitoring....
¢. Performing finger stick....
3. Care of the patient with
2. Diabetes mellitus
b. Diabetic ketoacidosis...
¢. Disorders of adrenal gland...
(e.g-, Addison’s disease) .
d. Disorders of pituitary gland (e.g- DD-.cooovensne
€. Drug overdose....overminseneeanienis
£ Hyperthyroidism (Grave's disease).
g. Hypothyroidism.....ccou.
h. Tnsalin shock....coceceruenae
i. Thyroidectomy-disorders of thyroid gland
4, Medication — insulin drip.....

G. WOUND MANAGEMENT

1. Assessment
a. Skin for impending breakdown.... ..oon
b. Stasis vlCErS...ivaserireenas
¢. Surgical wonnd healing....

2. Equipment & procedures
a. Air fluidized, low air loss beds....
b. Sterile dressing changes.........
. Wound carefirrigations..............

3, Care of patient with :

b. Pressure SOFeS...
c. Staged decubitus ulcers.
d Surgical wounds with drain(s)..
¢, Tranmatic wounds
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H. PHLEBOTOMY/IV THERAPY
1. Bquipment & procedures
a. Administration of blood/blood products......... 1 1 01
(1) Cryoprecipitate...eeersrersrernenan oono
(2) Packed red blood cells....... Rulsini
(3) Plasma/albumin... W ]
(4) Whole blood....... ooo

b. Drawing blood from ceniral line
¢. Drawing venous blood........veiecreiireneiiannn agono
d, Starting IVs :

(1) Angiocath.

2. Care of the patient wﬂh
a. Ceniral line/catheter/dressing......ooeenvuvuennes ooo
(1) Brovias, . seissssseisussss
(2) Groshong..
(3) Hickman...
(4) Portacath..

b. Peripheral line/dressing.....

1. PAIN MANAGEMENT
1. Assessment of pain level/tolerance. .oueereivurennes ooo
2. Care of the patient with
a. Epidural anesthesia/analgesia....
b. IV conscious sedation....... svl
¢. Patient controlled analgesia........c.ueveerae LO0n0

J. MISCELLANEOQOUS
1. Care of the patient with:
a. Anaphylactic SHOCK....eevveerermvnerrareserenarannnd ooo
. Disseminated intravascular coagulation ('DIC) 00
¢. Hypovolemic shock. .
d. Muln-system organ failure. . .D oo

3. Suicide precautions.

K. PEDIATRICS

1. Equipment & procedures
a. Child care abuse/recognition/reporting. .
b. Obtaining consent to treat............

L.EENT
1. Assessment
a. Set up florescent/Woods lamp exam.............. ooo
b. ViStal 2CT0LY. ceerrveesrennennessnsesnssnresnnans onoo
2. Equipment & procedures
a. Application of 8ye patch..c.reeevrerrcienirinnnind oon

B B S AEION. . vsssonssvacssersassassasrosarsnasnare ooo

¢. Eye irrigation. .o v vevensrnssuecsescnniniicnnnennad

d. Morgan lens irrigation..
. Nasal packing

\

. Removal of contact lens.......ccuun. ceestenanas ] i

M. TRAUMA/SHOCK.

1. Assessment
2. Champion tratima SCOIC. vvevensrserreensineesnrenns ooo
b. Poison index. "
0. THRRB s ussvmssmesvsvaressivmvensmssvensrsvsemsssy

2. Equipment & procedures
a. Air transport of trauma patient.....
b. Application of mast suit....

. c. Ground transport.
3. Care of the patient with

w. BiteB, aoimal. s ooo

b. Bites, human.. <EFE O

c. Bites, venomous snake...... OO0

d. Bites, venomous spider.. Looa

€. BUIDS.ceeceersreinrenn 000
(1) Rule of nines. .ooo
(2) First degree... ooo
(3) Second degree.. ooo
(4) Third degree. oono

£ Dehydration... ooo

g. Blectrocution..... ooo

h. Gunshot/stab woun Oooo

i. Hazardous material....

j. Heat exhanstion/stroke

k. Hypothermia.....

1. Major trauma. .

m. Minor trauma.

n. Radiation exposure.

0. Shock

(1) Anaphylactic,
(2) Cardiogemic..
(3) Hypovolemic.

N. ORTHOPEDICS
1. Assessment
a Cm:ulamm checks..

2. Bquipment and procedures :
a. Assist with placement of cast.......ceversuuennnn oon
b. Support devices .

(1) Cane/crutch

(4) Transfer boards
3. Care of the patient with
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0. WOMEN’S HEALTH
1. Assessment — Assist with pelvic exam....
2. Bquipment & procedures

BRI Y o ovssivesmssuisansnsvisavanss s ooa
i 000

..ood

c. Reporting acts of vic;i«;noe
3. Care of the patient with _

a. Abruptio placenta. oog
b DIC a5z EpEin)
W CTE

d. Placenta pre;na. -
e. Precipitous delivery.

f. Preeclampsia/eclampsia O0od
g. Spontaneous abortiom. ... ierireerieciiserarenrees ooo
P. INFECTIOUS DISBEASES
1. Interpretation of lab results-CBC, SMA 7......... ooo
2. Equiprment & procedures
a. Fever management. .

3. Care of the patient with ATDS....
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My experiénce is primarily in:
(Please indicate number of years)

|

O00O0Oo0OOO0OoOOogaoaa o

Certifications:

O Critical care course date
Medical . year(s) [1 Arhythmia course date
Surgical s ye“(fj O Ot dety
Trauma —_vea(s) [0 Computerized charting systém:
Neuro e year(s) [1 Medication administration system:
Rural ER ——yeule) O BLS date
Trauma referral center ______year(s) O ACLS date
Cardiothoracic . year(s) O TNCC datg
Cardiovascular —_year(s) [ CCRN date
Coronary care e Year(s) 1 CNRN ' date
Bum e Yourls) O BILS date
PACU . year(s)
Commumity ER. ___year(s)

The information | have given is true and accurate to the best of.my knowledge. | hereby
authorize Advantage Health Care Staffing to release this Critical Care/E.R./Telem;ntw/Med-
Surg Checklist to Client facilities of Advantage Health Care Staffing in relation to consideration
of my working as a licensed medical professional with those facilities.

Signature ' - Date

Print Name
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4} |Skill Level

[How to place resident on bedpan.
Enemas

Colostomy Care

S1gns & symptoms of fecal impaction

Brus Oral
Rectal Temperature
Pulse

[Respiration
(Blood Pressure
oV HaTIS
T
Transferring resident

Bed to chair and return.

Bed to wheelchair and retum.
‘Wheelchair to commode and return

Llfcmg devme uso,care and storage

‘[Eepatitis interaction

Linen- transport,store and handle

Cleaned

Soiled

Personal clotbmg

z]304

LT

LegIb e, concise and in mmely Thanner

{Fully aated and signed.

Tdentification data on each page

Correction of errors

{Blank spaces, lines & pages on records

S TaoT A RETATITg
S

i

Change in appetite

Difficulty in swallowmg

Documen’ratmn o f fool

Bed sores

Rashes

Color: flushing, cyanosis

Cold or hot skin

rine: color, amouxnt, consistency

Helping resident walk ( crutches/walker)

and odor

Bowel: color, amormt, consistency

;Reverse
Umvgzrsal Precautlons

Ranga of motion

[Use of weighing scales
Use of supportive devices
Pillows

Drowsiness
Alteration of Vital signs

Unusnal odors

Lumps or sore spots

Unnusual perspiration

Cough.

Dyspnea

Footboards
B2 i SO

Any complaint from resident
Changes in behavior
Signs and symptoms of depression

Assessment of pain levels

Lo

Post Iorter care

[Hepatitis mﬁe;acton

’F ‘acility policy for residents valuables

Linen- transport,store and handle

andorclorlhmg

Cleaned

Otjter Ry

A A 8 Ba WE e

Soiled

Personal clothmg

Dlabeus Momtormg

The preceding information ¥ have checked is frue and correct.

Signature:,

[Use of " 911 in LTC setting
?,?.egulatory guidelines related to the
[prevention of abuse and neglect of
residents -

Regulatory guidelines related to the
the residents rights in LTC setting
Incident and aceident reporting

Date:
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* _ PleasePrintClearly =~ 77"
Last Name First Name L ‘Middlle
Profe;si,o'n RN ‘ Y'.‘ears’. Experience _~ y
LVN)LPN l Year_s" éxperlen_ce |
CNA . o | Years’ Experience
v Suecialty Areas
MEDSURG _____ ou_ E.:R _ OR __ L&D
NICU____ POST PARTUM . - NEWBORN NURSERY ___ PEDIATRICS
- PSYCH PACU CATH LAB REHAB,
HOUSE SUPERVISOR _ ‘OTHER
| _S_peciali;éé Trainiﬁq
L.V.Certified—Yes______ No Chemo Certified: Yes ____ No
Have you had a formal critical care course? Yes N s Datta Comgleted:

Have you had an arrhytfimia course?. Yes .. .oNowo ../ . ...

Type of charting/documentation:

Special Procedure/Medication system used:

Please check all areas in which you have experience

Emergency Room o Obe;aﬁng Raoom
Intensive Care Unit . Neo-Natal Intensive Care
Cardiac Care Unit | : " Step Down Unit

Cath Lab Labor and Delivery
Post-Partum - Newborn Nursery
Pediatrics ‘ Rehab .

Psych Monitor Tech

Geriatrics Other

Unit or Floor Placement: 1% Choice 2™ Choice. 3" Choice
12
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- Age
Specific

[ AGE GROUPS | Months or Years’ Experience | Limited [ Average [ High

]

Months Years

Newborn/Neonats (birth - 30
days)

Infant (30 days - 1 year)

Toddler (1-3 years)

Preschooler (3-5 years)

School age children (5-12 years)

Adolescents (‘12-18 years)

Young adults (18-39 years)

Middle adults (39-64 yedrs) |

Older adults (64+)

Signature ‘ _ Date
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USCIS  
Form I-9 


OMB No. 1615-0047 
Expires 08/31/2019


 Employment Eligibility Verification 
Department of Homeland Security  


U.S. Citizenship and Immigration Services 


Form I-9  11/14/2016 N   Page 1 of 3


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


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


Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later 
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)


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


Date of Birth (mm/dd/yyyy) U.S. Social Security Number


- -


 Employee's E-mail Address Employee's Telephone Number


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


1. A citizen of the United States


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


3. A lawful permanent resident


4. An alien authorized to work    until 
(See instructions)


(expiration date, if applicable, mm/dd/yyyy):


(Alien Registration Number/USCIS Number):


Some aliens may write "N/A" in the expiration date field.


Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.


1. Alien Registration Number/USCIS Number:


2. Form I-94 Admission Number:


3. Foreign Passport Number:


Country of Issuance:


OR


OR


QR Code - Section 1   
Do Not Write In This Space


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


Preparer and/or Translator Certification (check one):     
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct.
Signature of Preparer or Translator Today's Date (mm/dd/yyyy)


Last Name (Family Name) First Name (Given Name)


Address (Street Number and Name) City or Town State ZIP Code


Employer Completes Next Page







Form I-9  11/14/2016 N   Page 2 of 3


USCIS  
Form I-9 


OMB No. 1615-0047 
Expires 08/31/2019


 Employment Eligibility Verification 
Department of Homeland Security  


U.S. Citizenship and Immigration Services 


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


Last Name (Family Name) M.I.First Name (Given Name)Employee Info from Section 1 Citizenship/Immigration Status


List A
Identity and Employment Authorization Identity Employment Authorization


OR List B AND List C


Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space


Document Title


Issuing Authority


Document Number


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


Document Title


Issuing Authority


Document Number


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


Document Title


Issuing Authority


Document Number


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


Document Title


Issuing Authority


Document Number


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


Document Title


Issuing Authority


Document Number


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


Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 
employee is authorized to work in the United States. 
The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)


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


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


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


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


B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)


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


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


I 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) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative







LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED


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


LIST A


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


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


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


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


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


Documents that Establish 
Both Identity and 


Employment Authorization


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


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 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.


a. Foreign passport; and


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


listed above:   


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


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


3.   School ID card with a photograph


6.   Military dependent's ID card


7.   U.S. Coast Guard Merchant Mariner 
Card


8.   Native American tribal document


10.   School record or report card


11.   Clinic, doctor, or hospital record


12.   Day-care or nursery school record


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.   Voter's registration card


5.   U.S. Military card or draft record


Documents that Establish  
Identity 


LIST B


OR AND


LIST C


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


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


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


3.   Certification of Report of Birth 
issued by the Department of State 
(Form DS-1350)


4.   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.   Native American tribal document


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


Documents that Establish  
Employment Authorization


6.   U.S. Citizen ID Card (Form I-197)


(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION


(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION


(1)  NOT VALID FOR EMPLOYMENT
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Examples of many of these documents appear in Part 8 of the Handbook for Employers (M-274).


Refer to the instructions for more information about acceptable receipts.






