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Section 1-A 


 


Pre-Service Agreement 
 


I, ___________________________________ understand that the following criteria must be met either 
prior to employment or within scheduled training time. 
 


1. Pre-Service Agreement 
2. Application 
3. Three References – bring to interview 
4. Job Description 
5. Copy of Driver’s License – bring to interview (2 copies on separate pages) 
6. Copy of Social Security Card – bring to interview (2 copies on separate pages) 
7. Motor Vehicle Report (last 3 years) – bring to interview 
8. Automobile Insurance Card & Automobile Registration – bring to interview (1 copy on 1 sheet) 
9. Fingerprint Clearance Card – bring or call office to set up an appointment 
10. Form I-9 – employee section completed (1 page) 
11. Criminal Record Disclosure – NOTARIZED – bring to interview (1 page) 
12. Tax – Federal W-4 & AZ A-4 form (2 pages) 
13. Direct Deposit Form – completed at interview 
14. HCBS Prohibited Practices 
15. HCBS Pre-Service Questionnaire 
16. Training 


• Article 9  ______________________________ 


• Policy & Procedures  ______________________________ 


• CPR & First Aid  ______________________________ 


• CIT I & II  ______________________________ 
 


Applicant Signature: _________________________________________   Date: ____________________ 


Employer Signature: _________________________________________   Date: ____________________ 


 


 


 


 





		I: 

		Article 9: 

		Policy  Procedures: 

		CPR  First Aid: 

		CIT I  II: 

		Date: 

		Date_2: 
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Section 1-A 


 


Employment Application 
 


It is the policy of Civitan Foundation, Inc. to provide equal opportunity in employment.  Selection and 
employment of applicants shall be made on the basis of their qualifications, without regard for disability, 
national origin, race, color, religion or sex. 


Applicant Information: 
Position Applying for:    _______ Direct Care Provider 


       (Respite, Habilitation, Attendant Care) 


Last Name First Name Middle Initial 


Street City State Zip Code 


Home Phone Cell Phone 


Social Security Number Email 


Please indicate how you learned about this job opening (mark all that apply): 
 


Friend (please list name)  ____________________________________________________ 
Flyer (please list location)  ____________________________________________________ 
Website (please list address)  ____________________________________________________ 
Newspaper (please list name) ____________________________________________________ 
Other (please describe)  ____________________________________________________ 


 
Scheduled desired:   


Full-time    Part-time  
Have you ever been employed with Civitan Foundation? 


Yes   No  If yes, when? _____________________ 
Do you have a valid Arizona Driver’s License? 


Yes   No 
Are you fluent in any languages other than English? 


Yes   No  If yes, which? _____________________ 
Have you ever been employed under another name? 


Yes   No  If yes, please list: ___________________ 
 


What is your availability?  


 Sunday Monday Tuesday Wednesday Thursday Friday Saturday 


From        


To        


 


Location(s) desired:  Phoenix Metro Area    Tucson     Flagstaff     Other    
                                      _______________________________(we do have positions available statewide) 
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Section 1-A 


 


Education: 
Name of Institution Location 


(city/state) 
Degree 


Completed 
Y/N 


Type of Degree 
Awarded 


Major Number of 
Credits 


Completed 
High School      


College (Undergraduate)      


College (Graduate)      


Other      


 
 
Work History: (Start with your most recent employer) 


Date Started Company: May we contact this employer? Yes No   
Address: Phone: 


Salary $ Job Title: Supervisor: 
Date Left Describe duties performed: 


Salary $ Reason for leaving: 
Date Started Company: May we contact this employer? Yes No   


Address: Phone: 
Salary $ Job Title: Supervisor: 


Date Left Describe duties performed: 


Salary $ Reason for leaving: 
Date Started Company: May we contact this employer? Yes No   


Address: Phone: 
Salary $ Job Title: Supervisor: 


Date Left Describe duties performed: 


Salary $ Reason for leaving: 
Date Started Company: May we contact this employer? Yes No   


Address: Phone: 
Salary $ Job Title: Supervisor: 


Date Left Describe duties performed: 


Salary $ Reason for leaving: 
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Section 1-A 


 


Emergency Information: 
Insurance Company Policy Number 


Billing Address Contact Number 


 


Emergency Contact #1 Name Relation 


Address City/State/Zip Code 


Day Phone Cell Phone 


Emergency Contact #2 Name Relation 


Address City/State/Zip Code 


Day Phone Cell Phone 


 
Requirements: 
Are you over 18 years old?  Yes   No  
Do you have the legal right to work in the U.S.?  Yes   No 
Can you obtain three letters of recommendation?  Yes   No   
To the best of your knowledge, are you able to pass fingerprint clearance?  Yes   No   


If you answered NO to any of the above questions, please submit application and call our office at 
602-953-2944. 
 
The information requested below is needed for a legally permissible reason.  The Civitan Foundation, 
Inc. does not discriminate in its employment practices of race, age, color, gender, ethnic group, national 
origin, religion, citizenship, marital status, sexual orientation, veteran status, physical or mental 
disability or medical condition. 


1.  I understand that, dependent upon job assignments, Agency employees are fingerprinted and 
need to be cleaned by DES Office of Investigations. 


2. If accepted, I agree to be governed and abide by all Agency rules and regulations. 
3. I authorize inquiry with regard to my character, ability, and habits of any and all persons, and 


agree to hold such person harmless with respect to any information that they may give. 
4. I certify that all answers to the questions on this application are true and I understand that any 


misstatement or omission of facts may disqualify me or be cause for dismissal. 
5. I understand that any employment offered is for an indefinite duration, at will, and that Civitan 


Foundation, Inc. may terminate my employment at any time with lawful cause. 


Applicant Signature: _________________________________________   Date: ____________________ 





		Last Name: 

		First Name: 

		Middle Initial: 

		Street: 

		City: 

		State: 

		Zip Code: 

		Home Phone: 

		Cell Phone: 

		Social Security Number: 

		Email: 

		Please indicate how you learned about this job opening mark all that apply: 

		Friend please list name: Off

		Flyer please list location: Off

		Website please list address: Off

		Newspaper please list name: Off

		Other please describe: Off

		1: 

		2: 

		3: 

		4: 

		undefined: Off

		undefined_2: Off

		Have you ever been employed with Civitan Foundation: 

		Yes: Off

		No If yes when: Off

		Do you have a valid Arizona Drivers License: Off

		Are you fluent in any languages other than English: 

		Yes_3: Off

		No If yes which: Off

		undefined_3: Off

		undefined_4: Off

		undefined_5: 

		SundayFrom: 

		MondayFrom: 

		TuesdayFrom: 

		WednesdayFrom: 

		ThursdayFrom: 

		FridayFrom: 

		SaturdayFrom: 

		SundayTo: 

		MondayTo: 

		TuesdayTo: 

		WednesdayTo: 

		ThursdayTo: 

		FridayTo: 

		SaturdayTo: 

		Phoenix Metro Area: Off

		Tucson: Off

		Flagstaff: Off

		Other: Off

		we do have positions available statewide: 

		Location citystateHigh School: 

		Degree Completed YNHigh School: 

		Type of Degree AwardedHigh School: 

		MajorHigh School: 

		Number of Credits CompletedHigh School: 

		Location citystateCollege Undergraduate: 

		Degree Completed YNCollege Undergraduate: 

		Type of Degree AwardedCollege Undergraduate: 

		MajorCollege Undergraduate: 

		Number of Credits CompletedCollege Undergraduate: 

		Location citystateCollege Graduate: 

		Degree Completed YNCollege Graduate: 

		Type of Degree AwardedCollege Graduate: 

		MajorCollege Graduate: 

		Number of Credits CompletedCollege Graduate: 

		Location citystateOther: 

		Degree Completed YNOther: 

		Type of Degree AwardedOther: 

		MajorOther: 

		Number of Credits CompletedOther: 

		Date Started: 

		Company: 

		May we contact this employer: Off

		Address: 

		Phone: 

		Salary: 

		Job Title: 

		Supervisor: 

		Date Left: 

		Describe duties performed: 

		Salary_2: 

		Reason for leaving: 

		Date Started_2: 

		Company_2: 

		May we contact this employer_2: Off

		Address_2: 

		Phone_2: 

		Salary_3: 

		Job Title_2: 

		Supervisor_2: 

		Date Left_2: 

		Describe duties performed_2: 

		Salary_4: 

		Reason for leaving_2: 

		Date Started_3: 

		Company_3: 

		May we contact this employer_3: Off

		Address_3: 

		Phone_3: 

		Salary_5: 

		Job Title_3: 

		Supervisor_3: 

		Date Left_3: 

		Describe duties performed_3: 

		Salary_6: 

		Reason for leaving_3: 

		Date Started_4: 

		Company_4: 

		May we contact this employer_4: Off

		Address_4: 

		Phone_4: 

		Salary_7: 

		Job Title_4: 

		Supervisor_4: 

		Date Left_4: 

		Describe duties performed_4: 

		Salary_8: 

		Reason for leaving_4: 

		Insurance Company: 

		Policy Number: 

		Billing Address: 

		Contact Number: 

		Emergency Contact 1 Name: 

		Relation: 

		Address_5: 

		CityStateZip Code: 

		Day Phone: 

		Cell Phone_2: 

		Emergency Contact 2 Name: 

		Relation_2: 

		Address_6: 

		CityStateZip Code_2: 

		Day Phone_2: 

		Cell Phone_3: 

		Are you over 18 years old: Off

		Do you have the legal right to work in the US: Off

		Can you obtain three letters of recommendation: Off

		To the best of your knowledge are you able to pass fingerprint clearance: Off

		Date: 
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Section 1-A 


 


 


Reference Request 
(Must submit 3 completed forms) 


 
This reference request should be provided to a person who has personal knowledge about your 
employment history, education or character.  References cannot be from family members.  Please fill in 
your name below and give to your reference.  Please return this form at the time of your interview. 


Applicant Last Name Applicant First Name Applicant Middle Initial 


 
Person Providing Reference 


Please complete the questions listed below keeping in mind that Home and Community Based Services 
may be performed unsupervised with people with developmental disabilities.  Your time and effort in 
completing this form are appreciated.  Strict confidence in regard to your responses will be observed 
within the provisions of the law. 
Last Name                                  First Name                             Middle Initial Daytime Phone # 


(                  ) 
Street Address Evening Phone # 


(                  ) 
City/State/Zip Code How long have you known applicant? 


Years ______________  Months ______________ 


Type of acquaintance (circle all that apply) 
Supervised applicant   Worked with applicant   Friend   Neighbor    
Other: _____________________________________________ 


If this person was an employee, would you rehire? 
Yes    or   No 


Indicate your feelings on how you believe the applicant will relate to individuals with developmental 
disabilities.  Describe your knowledge of any characteristics and/or special training/education the 
applicant may have working with these individuals. ___________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Indicate if you have any reason that the applicant would not be suited to provide services to individuals 
with disabilities.  _______________________________________________________________________ 
_____________________________________________________________________________________
Additional comments: __________________________________________________________________ 
_____________________________________________________________________________________
Signature: __________________________________________________  Date: ____________________ 
 


FOR OFFICE USE ONLY 
Interviewed by phone? 


Yes    or   No 
Date: Interviewer Name: Interviewer Signature: 


 





		Applicant Last Name: 

		Applicant First Name: 

		Applicant Middle Initial: 

		Last Name First Name Middle Initial: 

		Daytime Phone: 

		Street Address: 

		Evening Phone: 

		CityStateZip Code: 

		Years: 

		Months: 

		Other: 

		applicant may have working with these individuals 1: 

		applicant may have working with these individuals 2: 

		applicant may have working with these individuals 3: 

		applicant may have working with these individuals 4: 

		with disabilities 1: 

		with disabilities 2: 

		Additional comments 1: 

		Additional comments 2: 

		Date: 

		Text1: 
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Section 1-A 


 


 


Reference Request 
(Must submit 3 completed forms) 


 
This reference request should be provided to a person who has personal knowledge about your 
employment history, education or character.  References cannot be from family members.  Please fill in 
your name below and give to your reference.  Please return this form at the time of your interview. 


Applicant Last Name Applicant First Name Applicant Middle Initial 


 
Person Providing Reference 


Please complete the questions listed below keeping in mind that Home and Community Based Services 
may be performed unsupervised with people with developmental disabilities.  Your time and effort in 
completing this form are appreciated.  Strict confidence in regard to your responses will be observed 
within the provisions of the law. 
Last Name                                  First Name                             Middle Initial Daytime Phone # 


(                  ) 
Street Address Evening Phone # 


(                  ) 
City/State/Zip Code How long have you known applicant? 


Years ______________  Months ______________ 


Type of acquaintance (circle all that apply) 
Supervised applicant   Worked with applicant   Friend   Neighbor    
Other: _____________________________________________ 


If this person was an employee, would you rehire? 
Yes    or   No 


Indicate your feelings on how you believe the applicant will relate to individuals with developmental 
disabilities.  Describe your knowledge of any characteristics and/or special training/education the 
applicant may have working with these individuals. ___________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Indicate if you have any reason that the applicant would not be suited to provide services to individuals 
with disabilities.  _______________________________________________________________________ 
_____________________________________________________________________________________
Additional comments: __________________________________________________________________ 
_____________________________________________________________________________________
Signature: __________________________________________________  Date: ____________________ 
 


FOR OFFICE USE ONLY 
Interviewed by phone? 


Yes    or   No 
Date: Interviewer Name: Interviewer Signature: 


 





		Applicant Last Name: 

		Applicant First Name: 

		Applicant Middle Initial: 

		Last Name First Name Middle Initial: 

		Daytime Phone: 

		Street Address: 

		Evening Phone: 

		CityStateZip Code: 

		Years: 

		Months: 

		Other: 

		applicant may have working with these individuals 1: 

		applicant may have working with these individuals 2: 

		applicant may have working with these individuals 3: 

		applicant may have working with these individuals 4: 

		with disabilities 1: 

		with disabilities 2: 

		Additional comments 1: 

		Additional comments 2: 

		Date: 

		Text1: 
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Section 1-A 


 


 


Reference Request 
(Must submit 3 completed forms) 


 
This reference request should be provided to a person who has personal knowledge about your 
employment history, education or character.  References cannot be from family members.  Please fill in 
your name below and give to your reference.  Please return this form at the time of your interview. 


Applicant Last Name Applicant First Name Applicant Middle Initial 


 
Person Providing Reference 


Please complete the questions listed below keeping in mind that Home and Community Based Services 
may be performed unsupervised with people with developmental disabilities.  Your time and effort in 
completing this form are appreciated.  Strict confidence in regard to your responses will be observed 
within the provisions of the law. 
Last Name                                  First Name                             Middle Initial Daytime Phone # 


(                  ) 
Street Address Evening Phone # 


(                  ) 
City/State/Zip Code How long have you known applicant? 


Years ______________  Months ______________ 


Type of acquaintance (circle all that apply) 
Supervised applicant   Worked with applicant   Friend   Neighbor    
Other: _____________________________________________ 


If this person was an employee, would you rehire? 
Yes    or   No 


Indicate your feelings on how you believe the applicant will relate to individuals with developmental 
disabilities.  Describe your knowledge of any characteristics and/or special training/education the 
applicant may have working with these individuals. ___________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Indicate if you have any reason that the applicant would not be suited to provide services to individuals 
with disabilities.  _______________________________________________________________________ 
_____________________________________________________________________________________
Additional comments: __________________________________________________________________ 
_____________________________________________________________________________________
Signature: __________________________________________________  Date: ____________________ 
 


FOR OFFICE USE ONLY 
Interviewed by phone? 


Yes    or   No 
Date: Interviewer Name: Interviewer Signature: 


 





		Applicant Last Name: 

		Applicant First Name: 

		Applicant Middle Initial: 

		Last Name First Name Middle Initial: 

		Daytime Phone: 

		Street Address: 

		Evening Phone: 

		CityStateZip Code: 

		Years: 

		Months: 

		Other: 

		applicant may have working with these individuals 1: 

		applicant may have working with these individuals 2: 

		applicant may have working with these individuals 3: 

		applicant may have working with these individuals 4: 

		with disabilities 1: 

		with disabilities 2: 

		Additional comments 1: 

		Additional comments 2: 

		Date: 

		Text1: 
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Section 1-A 


 


Job Description 


JOB TITLE:   Direct Care Staff   CATEGORY:   Non-exempt 
 
DEPARTMENT:   Home & Community   SUPERVISES:   None 
  Based Services  
 
REPORTS TO:  HCBS Director 
             HCBS Coordinator 
 


JOB FUNCTION:  Provides services necessary to assist consumers to complete routine independent living 
tasks; to develop living skills for individual independence; and provide primary family members a break 
from their daily responsibilities.  Document progress and results. 


 


1. Receives incoming referrals for services and evaluates consumer needs.  Determines the 
number of service hours needed on a weekly basis. 


2. Schedules service in conjunction with the consumer, family, Support Coordinator, and HCBS 
Director. 


3. Provides HCBS Director with completed monthly billing and reporting documents within the 
time lines required. 


4. Measures and documents consumer progress.  Maintains, updates, and ensures the 
confidentiality of consumer files and records. 


5. Fosters positive relationships with families and other Direct Care Staff.  Refers consumers 
and/or families in crisis to the Support Coordinator, or other services as dictated by the type of 
crisis.  Refers all persons who present additional medical or social problems for appropriate 
action. 


6. Encourages consumers to participate in community, household and personal care tasks to the 
extent that they are able. 


7. Performs any combination of tasks as outlined according to the Individual Service Plan (ISP) 
established by the Support Coordinator, in conjunction with the individual and/or family. 


8. Attends staff meetings and training classes as required by Civitan Foundation, Inc.  Participates 
with Civitan Foundation, Inc. staff in the development and implementation of information 
gathering tools as requested. 


9. May perform various tasks as necessary to ensure the health, safety, and general welfare of the 
consumer. 
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Section 1-A 


 


QUALIFICATIONS: 


Minimum:  Demonstrates empathy and understanding of the challenges faced by disabled 
individuals.  Good communication and interpersonal skills; able to function independently as well as 
part of a team; able to work with a minimum amount of supervision; flexible; and able to work 
effectively with others. 


Preferred:  One year experience working with individuals with developmental or physical disabilities.  
Training in Home Management/Home Care for the disabled.  One year experience in a related 
human services field.  Specialty skills in ASL or other languages.  Demonstrates empathy and 
understanding of the challenges faced by disabled individuals.  Good communication and 
interpersonal skills; able to function independently as well as part of a team; able to work with a 
minimum amount of supervision; flexible; and able to work effectively with others. 


Licenses:  Must have a valid driver’s license if transporting assigned consumers is required. 


Requirements:  Must meet agency licensure requirements for fingerprinting, CPR and First Aid, 
Article 9 state mandated training and Habilitation requirements.  Must be able to lift and transfer 
adult clients. 


 


Applicant Signature: _________________________________________   Date: ____________________ 


Employer Signature: _________________________________________   Date: ____________________ 


 


 


 


 





		Date: 

		Date_2: 
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HCBS Pre-Service Questionnaire 
(To be completed by interviewer) 


 
Direct Care Staff Name: ______________________________________   Zip Code: __________________ 
Date: _______________   Phone #: _____________________   Email: ____________________________ 


1. What services do you prefer to provide? 
Respite – RSP 
Attendant Care – ANC or AFC 
Habilitation – HAH 
All of them 
Camp Respite – RSP 


2. What age range is your preference? 
Children (please specify age range: ______________) 
Adults (please specify age range: ______________) 


3. What types of disabilities are you familiar with? 
______________________________________________________________________________
______________________________________________________________________________ 


4. How many years have you worked with these particular disabilities? 
______________________________________________________________________________
______________________________________________________________________________ 


5. Which disabilities are you NOT
______________________________________________________________________________
______________________________________________________________________________ 


 willing to work with? 


6. Availability for providing services:    Full Time Part Time 
Mornings(please specify time frame: ______________)                
Afternoons(please specify time frame: ______________)                
Evenings(please specify time frame: ______________)                
Weekends(please specify time frame: ______________)                
Flexible/On Call Status(please specify: ______________)                
Camp Respite(please specify # of weeks: ______________)                
Weekend Activities (please specify: ______________)                


7. Location Preference: 
In your own home/ Direct Care Staff Home (YOUR HOME MUST BE CERTIFIED BY THE STATE) 
Consumer’s home (this may also include community activities and/or travel to and from appointments) 


8. Do you speak more than ONE language?  Do you know Sign Language?  Are you familiar with 
ANY communication devices? (List all that apply) 
______________________________________________________________________________
______________________________________________________________________________ 





		undefined: 

		Direct Care Staff Name: 

		Phone: 

		Email: 

		Zip Code: 

		Respite  RSP: Off

		Attendant Care  ANC or AFC: Off

		Habilitation  HAH: Off

		All of them: Off

		Camp Respite  RSP: Off

		Children please specify age range: Off

		Adults please specify age range: Off

		undefined_2: 

		undefined_3: 

		What types of disabilities are you familiar with 1: 

		What types of disabilities are you familiar with 2: 

		How many years have you worked with these particular disabilities 1: 

		How many years have you worked with these particular disabilities 2: 

		Which disabilities are you NOT 1: 

		Which disabilities are you NOT 2: 

		Which disabilities are you NOT 3: 

		Which disabilities are you NOT 4: 

		Afternoonsplease specify time frame: Off

		Eveningsplease specify time frame: Off

		Weekendsplease specify time frame: Off

		FlexibleOn Call Statusplease specify: Off

		Camp Respiteplease specify  of weeks: Off

		Weekend Activities please specify: Off

		undefined_4: 

		undefined_5: 

		undefined_6: 

		undefined_7: 

		undefined_8: 

		undefined_9: 

		undefined_10: 

		In your own home Direct Care Staff Home YOUR HOME MUST BE CERTIFIED BY THE STATE: Off

		Consumers home this may also include community activities andor travel to and from appointments: Off

		ANY communication devices List all that apply 1: 

		ANY communication devices List all that apply 2: 

		Morningsplease specify time frame: Off

		Check Box5: Off

		Check Box6: Off

		Check Box7: Off

		Check Box9: Off

		Check Box10: Off

		Check Box11: Off

		Check Box12: Off

		Check Box13: Off

		Check Box14: Off

		Check Box15: Off

		Check Box16: Off

		Check Box17: Off

		Check Box18: Off

		Check Box19: Off
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Authorization for Direct Deposits 


This authorizes Civitan Foundation, Inc.


 


 (the “Company”) to send credit entries (and appropriate debit 
and adjustment entries), electronically or by any other commercially accepted method, to my (our) 
account(s) indicated below and to other accounts I (we) identify in the future (the “Account”).  This 
authorizes the financial institution holding the Account to post all such entries. 


Account #1 


Deposit (amount or %)   ____________________________________________________ 
ACCOUNT TYPE (e.g. Checking or 
Savings)    ____________________________________________________ 
EMPLOYEE BANK NAME   ____________________________________________________ 
BRANCH    ____________________________________________________ 
CITY, STATE    ____________________________________________________ 
ACCOUNT NUMBER   ____________________________________________________ 
BANK ROUTING NUMBER (ABA #) ____________________________________________________ 
 
Account #2 
 
Deposit (amount or %)   ____________________________________________________ 
ACCOUNT TYPE (e.g. Checking or 
Savings)    ____________________________________________________ 
EMPLOYEE BANK NAME   ____________________________________________________ 
BRANCH    ____________________________________________________ 
CITY, STATE    ____________________________________________________ 
ACCOUNT NUMBER   ____________________________________________________ 
BANK ROUTING NUMBER (ABA #) ____________________________________________________ 
 
This authorization will be in effect until the Company receives a written termination notice from 
myself and has a reasonable opportunity to act on it. 
 
Signature: _____________________________________________ 


Printed Name: _________________________________________ 


Date: ___________________________ 


 





		undefined: 

		1: 

		2: 

		3: 

		4: 

		5: 

		6: 

		undefined_2: 

		1_2: 

		2_2: 

		3_2: 

		4_2: 

		5_2: 

		6_2: 

		Printed Name: 

		Date: 








 


 


EMPLOYEE REFERRAL FORM 
Civitan Foundation’s Referral Program 


We need your help in recruiting people like yourselves: 


   Hardworking ******** 


    Dependable ******** 


     Honest ******** 


      Caring ******** 


With BIG Hearts 


Refer any new employee and after  
3 months of at least 40 hours per month billed 


You will receive $25.00* 
*Your name must be listed as “referred by” or on the employee’s original application form 


 
Employee Name:           


Phone #:             


Date:              


New Employee Name:           


Start Date:             


               
Approved by:      Date:       


Check #:      Date Paid:      
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DDD-1052A (10-02) ARIZONA DEPARTMENT OF ECONOMIC SECURITY 
Division of Developmental Disabilities 


Home and Community Based Services (HCBS) 


 


 
NOTICE OF HCBS-PROHIBITED PRACTICES 


 
The following are prohibited practices considered by DDD to be grounds for termination of a service agreement 
and/or the suspension, revocation or non-renewal of a HCBS certification. 
 
 
A provider is prohibited from: 
 
1. Falsifying or forging an application, service agreement or certification record (e.g., training documentation, 


social security number, criminal background information, etc.); 


2. Getting anyone to sign a blank or only partially completed billing form; 


3. Altering or falsifying billings in any way after the responsible person has signed the form; 


4. Claiming or reporting hours that were not actually worked by that provider; 


5. Actually working on a given day and billing those hours for a different day or for a different time; 


6. Completing a billing form indicating the scheduled hours rather than the actual hours worked; 


7. Providing or billing for respite care for more than three clients at the same time, unless prior written 
authorization has been given by a DDD District Program Manager or designee; 


8. Providing or billing for more than one service category at a time (e.g., attendance, habilitation, respite, 
etc.); 


9. Providing a service or billing for more than one client at any given time. The only exception is for respite 
services as indicated in number 7 above. 


 
 
I have read the foregoing prohibited practices, understand them and agree to abide by these standards. I 
understand that violation of one or more of these prohibited practices may result in suspension, revocation or 
non-renewal of my HCBS certification. 
 
 
 
 
Provider’s Name (please print)  Signature  Date 


 
 
ROUTING: White – HCBS Central Office; Canary – Provider. 
 


Equal Opportunity Employer/Program  Español en el reverso. 
Under the Americans with Disabilities Act (ADA), the Department must make a reasonable accommodation to allow a person with a 
disability to take part in a program, service, or activity.  For example, this means that if necessary, the Department must provide sign 
language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials.  It also means that the 
Department will take any other reasonable action that allows you to take part in and understand a program or activity, including 
making reasonable changes to an activity.  If you believe that you will not be able to understand or take part in a program or activity 
because of your disability, please let us know of your disability needs in advance if at all possible.  This document is available in 
alternative formats by contacting (602) 542-6825. 


 
DDD-1052A (10-02) - REVERSE DEPARTAMENTO DE SEGURO ECONOMICO DE ARIZONA 


División de Incapacidades del Desarrollo 
Servicios Basados en el Hogar y en la Comunidad (HCBS) 


 


 







AVISO DE PRACTICAS PROHIBIDAS EN LOS SERVICIOS HCBS 
 
DDD considera a las prácticas descritas a continuación como prohibidas y motivo para la terminación de un 
contrato de servicios o la suspensión, revocación o denegación de renovación de una certificación de HCBS. 
 
Está prohibido que un proveedor: 
 
1. Falsifique o fabrique una solicitud, un contrato de servicios o un archivo de certificación (por ejemplo 


documentación de entrenamiento, número de seguro social, información de antecedentes criminales, etc.); 


2. Haga a alguien firmar un formulario de facturación en blanco o llenado sólo en parte; 


3. Altere o falsifique facturas de manera alguna después de que la persona responsable haya firmado el 
formulario; 


4. Reclame o informe horas que ese proveedor en efecto no haya trabajado; 


5. En efecto trabaje cierto día específico y luego facture esas horas como trabajadas en otra fecha o a otras 
horas; 


6. Llene un formulario de facturación indicando las horas programadas en lugar de las horas en efecto 
trabajadas; 


7. Proporcione o facture por cuidado de respiro provisto a más de tres clientes simultáneamente, salvo que 
haya obtenido previa autorización escrita del Gerente de Programas de DDD del Distrito o del representante 
de éste; 


8. Proporcione o facture simultáneamente por más de una categoría de servicio (por ejemplo ayuda, 
capacitación, respiro, etc.); 


9. Proporcione o facture en cualquier momento por más de un cliente. La situación descrita en el número 7 
arriba constituye la única excepción a esto. 


 
 
He leido las prácticas prohibidas descritas arriba, las entiendo y me comprometo a seguir estas normas. 
Entiendo que el no acatar una o más de estas normas puede resultar en la suspensión, revocación o denegación 
de renovación de mi certificación para HCBS. 
 


FAVOR DE LLENAR LOS BLANCOS DEL FRENTE DE ESTE FORMULARIO 
Nombre del proveedor (en letra de molde)  Firma  Fecha 


 


DISTRIBUCION: Blanca – oficina central de HCBS; Amarilla – Proveedor. 
Empleador/Programa con Igualdad de Oportunidades   English on front. 


Bajo la Ley de Estadounidenses con Incapacidades, el Departamento tiene que hacer arreglos razonables para permitir a una persona 
con alguna incapacidad participar en un programa, servicio o actividad.  Esto significa, por ejemplo, que si es necesario el 
Departamento habrá de proporcionar intérpretes de lenguaje en señas para personas sordas, un establecimiento accesible para sillas de 
ruedas, o materiales con letras grandes.  También significa que el Departamento tomará cualquier otra medida razonable que le 
permita a usted entender y participar en un programa o una actividad, incluso efectuar cambios razonables en la actividad.  Si usted 
cree que su incapacidad le impedirá entender o participar en un programa o actividad, por favor infórmenos lo antes posible qué 
necesita para acomodar su incapacidad.  Para obtener este documento en otro formato, comuníquese con: (602) 542-6825. 








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


Form I-9, Employment 
Eligibility Verification


Anti-Discrimination Notice. It is illegal to discriminate against 
any individual (other than an alien not authorized to work in the  
United States) in hiring, discharging, or recruiting or referring for a 
fee because of that individual's national origin or citizenship status. 
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 
documents presented have a future expiration date may also 
constitute illegal discrimination. For more information, call the 
Office of Special Counsel for Immigration Related Unfair 
Employment Practices at 1-800-255-8155.


All employees (citizens and noncitizens) hired after November 
6, 1986, and working in the United States must complete 
Form I-9.


OMB No. 1615-0047; Expires 08/31/12


The Preparer/Translator Certification must be completed if 
Section 1 is prepared by a person other than the employee. A 
preparer/translator may be used only when the employee is 
unable to complete Section 1 on his or her own. However, the 
employee must still sign Section 1 personally.
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Read all instructions carefully before completing this form.  
Instructions


When Should Form I-9 Be Used?


What Is the Purpose of This Form?


The purpose of this form is to document that each new 
employee (both citizen and noncitizen) hired after November 
6, 1986, is authorized to work in the United States.


For the purpose of completing this form, the term "employer" 
means all employers including those recruiters and referrers 
for a fee who are agricultural associations, agricultural 
employers, or farm labor contractors.  Employers must 
complete Section 2 by examining evidence of identity and 
employment authorization within three business days of the 
date employment begins. However, if an employer hires an 
individual for less than three business days, Section 2 must be 
completed at the time employment begins. Employers cannot 
specify which document(s) listed on the last page of Form I-9 
employees present to establish identity and employment 
authorization. Employees may present any List A document 
OR a combination of a List B and a List C document.Filling Out Form I-9


This part of the form must be completed no later than the time 
of hire, which is the actual beginning of employment. 
Providing the Social Security Number is voluntary, except for 
employees hired by employers participating in the USCIS 
Electronic Employment Eligibility Verification Program (E-
Verify). The employer is responsible for ensuring that 
Section 1 is timely and properly completed.


1.  Document title;
2.  Issuing authority;
3.  Document number;
4.  Expiration date, if any; and 
5.  The date employment begins. 


Employers must sign and date the certification in Section 2. 
Employees must present original documents. Employers may, 
but are not required to, photocopy the document(s) presented. 
If photocopies are made, they must be made for all new hires. 
Photocopies may only be used for the verification process and 
must be retained with Form I-9. Employers are still 
responsible for completing and retaining Form I-9.


Noncitizen nationals of the United States are persons born in 
American Samoa, certain former citizens of the former Trust 
Territory of the Pacific Islands, and certain children of 
noncitizen nationals born abroad.


Employers should note the work authorization expiration 
date (if any) shown in Section 1. For employees who indicate 
an employment authorization expiration date in Section 1, 
employers are required to reverify employment authorization 
for employment on or before the date shown. Note that some 
employees may leave the expiration date blank if they are 
aliens whose work authorization does not expire (e.g., asylees, 
refugees, certain citizens of the Federated States of Micronesia 
or the Republic of the Marshall Islands). For such employees, 
reverification does not apply unless they choose to present


If an employee is unable to present a required document (or 
documents), the employee must present an acceptable receipt 
in lieu of a document listed on the last page of this form. 
Receipts showing that a person has applied for an initial grant 
of employment authorization, or for renewal of employment 
authorization, are not acceptable. Employees must present 
receipts within three business days of the date employment 
begins and must present valid replacement documents within 
90 days or other specified time.


Employers must record in Section 2:


Preparer/Translator Certification


Section 2, Employer 


Section 1, Employee


in Section 2 evidence of employment authorization that 
contains an expiration date (e.g., Employment Authorization 
Document (Form I-766)).







EMPLOYERS MUST RETAIN COMPLETED FORM I-9 
 DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS


To order USCIS forms, you can download them from our 
website at www.uscis.gov/forms or call our toll-free number at 
1-800-870-3676. You can obtain information about Form I-9 
from our website at www.uscis.gov or by calling 
1-888-464-4218.


USCIS Forms and Information


What Is the Filing Fee?


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


The authority for collecting this information is the 
Immigration Reform and Control Act of 1986, Pub. L. 99-603 
(8 USC 1324a). 


Privacy Act Notice


This information is for employers to verify the eligibility of 
individuals for employment to preclude the unlawful hiring, or 
recruiting or referring for a fee, of aliens who are not 
authorized to work in the United States. 


A blank Form I-9 may be reproduced, provided both sides are 
copied. The Instructions must be available to all employees 
completing this form. Employers must retain completed Form 
I-9s for three years after the date of hire or one year after the 
date employment ends, whichever is later.


Photocopying and Retaining Form I-9


Form I-9 may be signed and retained electronically, as 
authorized in Department of Homeland Security regulations 
at 8 CFR 274a.2.C. If an employee is rehired within three years of the date 


this form was originally completed and the employee's 
work authorization has expired or if a current 
employee's work authorization is about to expire 
(reverification), complete Block B; and:


1.   Examine any document that reflects the employee 
is authorized to work in the United States (see List 
A or C);


2.  Record the document title, document number, and 
expiration date (if any) in Block C; and


3.  Complete the signature block.


A. If an employee's name has changed at the time this form 
is being updated/reverified, complete Block A.


B. If an employee is rehired within three years of the date 
this form was originally completed and the employee is 
still authorized to be employed on the same basis as 
previously indicated on this form (updating), complete 
Block B and the signature block.


Employers must complete Section 3 when updating and/or 
reverifying Form I-9.  Employers must reverify employment 
authorization of their employees on or before the work 
authorization expiration date recorded in Section 1 (if any).  
Employers CANNOT specify which document(s) they will 
accept from an employee.


For more detailed information, you may refer to the 
USCIS Handbook for Employers (Form M-274). You may 
obtain the handbook using the contact information found 
under the header "USCIS Forms and Information."


Note that for reverification purposes, employers have the 
option of completing a new Form I-9 instead of completing 
Section 3. 


Information about E-Verify, a free and voluntary program that 
allows participating employers to electronically verify the 
employment eligibility of their newly hired employees, can be 
obtained from our website at www.uscis.gov/e-verify or by 
calling 1-888-464-4218.


General information on immigration laws, regulations, and 
procedures can be obtained by telephoning our National 
Customer Service Center at 1-800-375-5283 or visiting our 
Internet website at www.uscis.gov.


This information will be used by employers as a record of 
their basis for determining eligibility of an employee to work 
in the United States. The form will be kept by the employer 
and made available for inspection by authorized officials of  
the Department of Homeland Security, Department of Labor, 
and Office of Special Counsel for Immigration-Related Unfair 
Employment Practices.


Submission of the information required in this form is 
voluntary. However, an individual may not begin employment 
unless this form is completed, since employers are subject to 
civil or criminal penalties if they do not comply with the 
Immigration Reform and Control Act of 1986.


Section 3, Updating and Reverification
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Paperwork Reduction Act


An agency may not conduct or sponsor an information 
collection and a person is not required to respond to a 
collection of information unless it displays a currently valid 
OMB control number. The public reporting burden for this 
collection of information is estimated at 12 minutes per 
response, including the time for reviewing instructions and 
completing and submitting the form.  Send comments 
regarding this burden estimate or any other aspect of this 
collection of information, including suggestions for reducing 
this burden, to: U.S. Citizenship and Immigration Services, 
Regulatory Management Division, 111 Massachusetts 
Avenue, N.W., 3rd Floor, Suite 3008, Washington, DC 
20529-2210. OMB No. 1615-0047. Do not mail your 
completed Form I-9 to this address.
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Department of Homeland Security 
U.S. Citizenship and Immigration Services


Form I-9, Employment 
Eligibility Verification


OMB No. 1615-0047; Expires 08/31/12


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 documents have  a 
future expiration date may also constitute illegal discrimination.
Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)
Print Name:    Last First Middle Initial Maiden Name


Address (Street Name and Number) Apt. # Date of Birth (month/day/year)


StateCity Zip Code Social Security #


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.


Employee's Signature Date (month/day/year)


Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under 
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.


Address (Street Name and Number, City, State, Zip Code)


Print NamePreparer's/Translator's Signature


Date (month/day/year)


Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR 
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and 
expiration date, if any, of the document(s).)


ANDList B List CORList A
Document title:


Issuing authority:


Document #:


Expiration Date (if any):
Document #:


Expiration Date (if any):


and that to the best of my knowledge the employee is authorized to work in the United States.   (State(month/day/year)
employment agencies may omit the date the employee began employment.)


CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that 
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on


Print Name TitleSignature of Employer or Authorized Representative


Date (month/day/year)Business or Organization Name and Address (Street Name and Number, City, State, Zip Code)


B. Date of Rehire (month/day/year) (if applicable)A. New Name (if applicable)


C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.


Document #: Expiration Date (if any):Document Title:


Section 3. Updating and Reverification (To be completed and signed by employer.) 


l 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) l have examined appear to be genuine and to relate to the individual.


Date (month/day/year)Signature of Employer or Authorized Representative


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


A lawful permanent resident (Alien #)  
 


A citizen of the United States    


An alien authorized to work (Alien # or Admission #)


A noncitizen national of the United States (see instructions)     


until (expiration date, if applicable - month/day/year)
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For persons under age 18 who 
are unable to present a 
document listed above:   


LISTS OF ACCEPTABLE DOCUMENTS


LIST A LIST B LIST C


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


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


1.   Driver's license or ID card issued by 
a State or outlying possession of the 
United States provided it contains a 
photograph or information such as 
name, date of birth, gender, height, 
eye color, and address


1.   Social Security Account Number 
card other than one that specifies 
on the face that the issuance of the 
card does not authorize 
employment in the United States


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


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


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


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


3.   School ID card with a photograph


5.   In the case of a nonimmigrant alien 
authorized to work for a specific 
employer incident to status, a foreign 
passport with Form I-94 or Form 
I-94A bearing the same name as the 
passport and containing an 
endorsement of the alien's 
nonimmigrant status, as long as the 
period of endorsement has not yet 
expired and the proposed 
employment is not in conflict with 
any restrictions or limitations 
identified on the form


6.   Military dependent's ID card


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


7.   U.S. Coast Guard Merchant Mariner 
Card


5.   Native American tribal document


8.   Native American tribal document


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


10.   School record or report card


11.   Clinic, doctor, or hospital record


12.   Day-care or nursery school record


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


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 Both 
Identity and Employment 


Authorization


Documents that Establish  
Identity 


Documents that Establish  
Employment Authorization


OR AND


All documents must be unexpired


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


6.   U.S. Citizen ID Card (Form I-197)
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Department of Homeland Security

U.S. Citizenship and Immigration Services

Form I-9, Employment Eligibility Verification

Anti-Discrimination Notice. It is illegal to discriminate against any individual (other than an alien not authorized to work in the  United States) in hiring, discharging, or recruiting or referring for a fee because of that individual's national origin or citizenship status. 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 documents presented have a future expiration date may also constitute illegal discrimination. For more information, call the Office of Special Counsel for Immigration Related Unfair Employment Practices at 1-800-255-8155.

All employees (citizens and noncitizens) hired after November 6, 1986, and working in the United States must complete

Form I-9.

OMB No. 1615-0047; Expires 08/31/12

The Preparer/Translator Certification must be completed if Section 1 is prepared by a person other than the employee. A preparer/translator may be used only when the employee is unable to complete Section 1 on his or her own. However, the employee must still sign Section 1 personally.

Form I-9 (Rev. 08/07/09) Y  

Read all instructions carefully before completing this form.  

Instructions

When Should Form I-9 Be Used?

What Is the Purpose of This Form?

The purpose of this form is to document that each new employee (both citizen and noncitizen) hired after November 6, 1986, is authorized to work in the United States.

For the purpose of completing this form, the term "employer" means all employers including those recruiters and referrers for a fee who are agricultural associations, agricultural employers, or farm labor contractors.  Employers must complete Section 2 by examining evidence of identity and employment authorization within three business days of the date employment begins. However, if an employer hires an individual for less than three business days, Section 2 must be completed at the time employment begins. Employers cannot specify which document(s) listed on the last page of Form I-9 employees present to establish identity and employment authorization. Employees may present any List A document OR a combination of a List B and a List C document.

Filling Out Form I-9

This part of the form must be completed no later than the time of hire, which is the actual beginning of employment. Providing the Social Security Number is voluntary, except for employees hired by employers participating in the USCIS Electronic Employment Eligibility Verification Program (E-Verify). The employer is responsible for ensuring that Section 1 is timely and properly completed.

1.  Document title;

2.  Issuing authority;

3.  Document number;

4.  Expiration date, if any; and 

5.  The date employment begins. 

Employers must sign and date the certification in Section 2. Employees must present original documents. Employers may, but are not required to, photocopy the document(s) presented. If photocopies are made, they must be made for all new hires. Photocopies may only be used for the verification process and must be retained with Form I-9. Employers are still responsible for completing and retaining Form I-9.

Noncitizen nationals of the United States are persons born in American Samoa, certain former citizens of the former Trust Territory of the Pacific Islands, and certain children of noncitizen nationals born abroad.

Employers should note the work authorization expiration date (if any) shown in Section 1. For employees who indicate an employment authorization expiration date in Section 1, employers are required to reverify employment authorization for employment on or before the date shown. Note that some employees may leave the expiration date blank if they are aliens whose work authorization does not expire (e.g., asylees, refugees, certain citizens of the Federated States of Micronesia or the Republic of the Marshall Islands). For such employees, reverification does not apply unless they choose to present

If an employee is unable to present a required document (or documents), the employee must present an acceptable receipt in lieu of a document listed on the last page of this form. Receipts showing that a person has applied for an initial grant of employment authorization, or for renewal of employment authorization, are not acceptable. Employees must present receipts within three business days of the date employment begins and must present valid replacement documents within 90 days or other specified time.

Employers must record in Section 2:

Preparer/Translator Certification

Section 2, Employer 

Section 1, Employee

in Section 2 evidence of employment authorization that contains an expiration date (e.g., Employment Authorization Document (Form I-766)).

EMPLOYERS MUST RETAIN COMPLETED FORM I-9
 DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS

To order USCIS forms, you can download them from our website at www.uscis.gov/forms or call our toll-free number at 1-800-870-3676. You can obtain information about Form I-9 from our website at www.uscis.gov or by calling 1-888-464-4218.

USCIS Forms and Information

What Is the Filing Fee?

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

The authority for collecting this information is the Immigration Reform and Control Act of 1986, Pub. L. 99-603 (8 USC 1324a). 

Privacy Act Notice

This information is for employers to verify the eligibility of individuals for employment to preclude the unlawful hiring, or recruiting or referring for a fee, of aliens who are not authorized to work in the United States. 

A blank Form I-9 may be reproduced, provided both sides are copied. The Instructions must be available to all employees completing this form. Employers must retain completed Form I-9s for three years after the date of hire or one year after the date employment ends, whichever is later.

Photocopying and Retaining Form I-9

Form I-9 may be signed and retained electronically, as authorized in Department of Homeland Security regulations at 8 CFR 274a.2.

C. If an employee is rehired within three years of the date this form was originally completed and the employee's work authorization has expired or if a current employee's work authorization is about to expire (reverification), complete Block B; and:

1.   Examine any document that reflects the employee is authorized to work in the United States (see List A or C);

2.  Record the document title, document number, and expiration date (if any) in Block C; and

3.  Complete the signature block.

A. If an employee's name has changed at the time this form is being updated/reverified, complete Block A.

B. If an employee is rehired within three years of the date this form was originally completed and the employee is still authorized to be employed on the same basis as previously indicated on this form (updating), complete Block B and the signature block.

Employers must complete Section 3 when updating and/or reverifying Form I-9.  Employers must reverify employment authorization of their employees on or before the work authorization expiration date recorded in Section 1 (if any).  Employers CANNOT specify which document(s) they will accept from an employee.

For more detailed information, you may refer to the USCIS Handbook for Employers (Form M-274). You may obtain the handbook using the contact information found under the header "USCIS Forms and Information."

Note that for reverification purposes, employers have the option of completing a new Form I-9 instead of completing Section 3. 

Information about E-Verify, a free and voluntary program that allows participating employers to electronically verify the employment eligibility of their newly hired employees, can be obtained from our website at www.uscis.gov/e-verify or by calling 1-888-464-4218.

General information on immigration laws, regulations, and procedures can be obtained by telephoning our National Customer Service Center at 1-800-375-5283 or visiting our Internet website at www.uscis.gov.

This information will be used by employers as a record of their basis for determining eligibility of an employee to work in the United States. The form will be kept by the employer and made available for inspection by authorized officials of  the Department of Homeland Security, Department of Labor, and Office of Special Counsel for Immigration-Related Unfair Employment Practices.

Submission of the information required in this form is voluntary. However, an individual may not begin employment unless this form is completed, since employers are subject to civil or criminal penalties if they do not comply with the Immigration Reform and Control Act of 1986.

Section 3, Updating and Reverification
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Paperwork Reduction Act

An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. The public reporting burden for this collection of information is estimated at 12 minutes per response, including the time for reviewing instructions and completing and submitting the form.  Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to: U.S. Citizenship and Immigration Services, Regulatory Management Division, 111 Massachusetts Avenue, N.W., 3rd Floor, Suite 3008, Washington, DC 20529-2210. OMB No. 1615-0047. Do not mail your completed Form I-9 to this address.
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Department of Homeland Security

U.S. Citizenship and Immigration Services

Form I-9, Employment Eligibility Verification

OMB No. 1615-0047; Expires 08/31/12

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 documents have  a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)

Print Name:    Last

First

Middle Initial

Maiden Name

Address (Street Name and Number)

Apt. #

Date of Birth (month/day/year)

State

City

Zip Code

Social Security #

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.

Employee's Signature

Date (month/day/year)

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Address (Street Name and Number, City, State, Zip Code)

Print Name

Preparer's/Translator's Signature

Date (month/day/year)

Section 2. Employer Review and Verification (To be completed and signed by employer. Examine one document from List A OR examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and expiration date, if any, of the document(s).)

AND

List B

List C

OR

List A

Document title:

Issuing authority:

Document #:

Expiration Date (if any):

Document #:

Expiration Date (if any):

and that to the best of my knowledge the employee is authorized to work in the United States.   (State

(month/day/year)

employment agencies may omit the date the employee began employment.)

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

Print Name

Title

Signature of Employer or Authorized Representative

Date (month/day/year)

Business or Organization Name and Address (Street Name and Number, City, State, Zip Code)

B. Date of Rehire (month/day/year) (if applicable)

A. New Name (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.

Document #:

Expiration Date (if any):

Document Title:

Section 3. Updating and Reverification (To be completed and signed by employer.) 

l 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) l have examined appear to be genuine and to relate to the individual.

Date (month/day/year)

Signature of Employer or Authorized Representative

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

A lawful permanent resident (Alien #) 

 

A citizen of the United States     

An alien authorized to work (Alien # or Admission #)

A noncitizen national of the United States (see instructions)     

until (expiration date, if applicable - month/day/year)

Form I-9 (Rev. 08/07/09) Y Page 4  

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

LISTS OF ACCEPTABLE DOCUMENTS

LIST A

LIST B

LIST C

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

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

1.   Driver's license or ID card issued by a State or outlying possession of the United States provided it contains a photograph or information such as name, date of birth, gender, height, eye color, and address

1.   Social Security Account Number card other than one that specifies on the face that the issuance of the card does not authorize employment in the United States

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

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

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

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) 

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

3.   School ID card with a photograph

5.   In the case of a nonimmigrant alien authorized to work for a specific employer incident to status, a foreign passport with Form I-94 or Form I-94A bearing the same name as the passport and containing an endorsement of the alien's nonimmigrant status, as long as the period of endorsement has not yet expired and the proposed employment is not in conflict with any restrictions or limitations identified on the form

6.   Military dependent's ID card

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

7.   U.S. Coast Guard Merchant Mariner Card

5.   Native American tribal document

8.   Native American tribal document

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

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

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

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 Both Identity and Employment Authorization

Documents that Establish  Identity 

Documents that Establish  Employment Authorization

OR

AND

All documents must be unexpired

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

6.   U.S. Citizen ID Card (Form I-197)
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		Enter Maiden Name: 

		Print Last Name: 

		Enter First Name: 

		Enter Middle Initial: 

		Address, Enter Street Name and Number: 

		Enter Apartment Number: 

		Enter Name of City: 

		Enter State Name: 

		Enter Zip Code: 

		Date of Birth. Enter 2-digit month, 2-digit day and 4-digit year.: 

		Enter Social Security Number: 

		Expiration Date (if any). Enter 2-digit month, 2-digit day and 4-digit year.: 

		Print your name: 

		Enter Preparer's/Translator's Signature: 

		Enter Address (Street Name and Number, City, State, Zip Code): 

		Enter Date. Enter 2-digit month, 2-digit day and 4-digit year.: 

		Enter Document Title from List A: 

		Enter Issuing Authority from List A: 

		Enter Document Number from List A: 

		Enter Document Number: 

		Enter Document Title from List B: 

		Enter Issuing Authority from List B: 

		Enter Document Number from List B: 

		Enter Expiration Date (if any). Enter 2-digit month, 2-digit day and 4-digit year from List B: 

		Enter Expiration Date (if any). Enter 2-digit month, 2-digit day and 4-digit year from List A: 

		Enter Document Title from List C: 

		Enter Issuing Authority from List C: 

		Enter Document Number from List C: 

		Enter Expiration Date (if any). Enter 2-digit month, 2-digit day and 4-digit year from List C: 

		Enter Date Employment Began. Enter 2-digit month, 2-digit day and 4-digit year.: 

		Enter Title: 

		Print Name: 

		Enter Business or Organization Name. Address (Street Name and Number, City, State, Zip Code): 

		Date. Enter 2-digit month, 2-digit day and 4-digit year.: 

		Enter New Name (if applicable): 

		Enter Document Title that establishes current employment authorization: 

		Enter Document Number  that establishes current employment authorization: 

		Enter Date of rehire. Enter 2-digit month, 2-digit day and 4-digit year.: 

		Date. Enter 2-digit month, 2-digit day and 4-digit year.: 

		Check Box, Enter if a Citizen of the United States: 0

		Check Box, Enter if a Noncitizen National of the United States: 0

		Enter lawful permanent resident alien number: 0

		Enter Signature Date, Month, Day, and Year: 

		Check Box, enter if you are an alien authorized to work Alien Number : 0

		Enter your A Number or Admission Number: 










Form W-4 (2011)
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 2011 
expires February 16, 2012. 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 $950 and includes more than $300 of 
unearned income (for example, interest and 
dividends).


Basic instructions. If you are not exempt, 
complete the Personal Allowances Worksheet 
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 be a flat 
amount or percentage of wages.


Head of household. Generally, you may 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 
Allowances Worksheet below. See Pub. 919, 
How Do I Adjust My Tax Withholding, for 
information on converting 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. 919 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 
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. 
919 for details.


Nonresident 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. 919 to see how the 
amount you are having withheld compares to 
your projected total tax for 2011. See Pub. 919, 
especially if your earnings exceed $130,000 
(Single) or $180,000 (Married).


Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . . . . . . . . . . . . . . . . . . A


B Enter “1” if: { • You are single and have only one job; or
• You are married, have only one job, and your spouse does not work; or                                   . . .
• Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.


} B


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 have at least $1,900 of child or dependent care expenses for which you plan to claim a credit . . . F


(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 Pub. 972, Child Tax Credit, for more information.


• If your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; then less “1” if you have three or more eligible children.
• If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible   
   child plus “1” additional if you have six or more eligible children . . . . . . . . . . . . . . . . . . G


H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.)  ▶ H
For accuracy, 
complete all 
worksheets 
that apply. {


• If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions   
   and Adjustments Worksheet on page 2.  
• If you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed    
   $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.  
• If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.


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


Form   W-4
Department of the Treasury  
Internal Revenue Service 


Employee's Withholding Allowance Certificate
▶  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


2011
1        Type or print your first name and middle initial. Last name


Home address (number and street or rural route)


City or town, state, and ZIP code


2     Your social security number


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.


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.  ▶


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


7 I claim exemption from withholding for 2011, 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’s signature  
(This form is not valid unless you sign it.)  ▶ Date ▶


8        Employer’s name and 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 Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2011) 







Form W-4 (2011) 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 2011 itemized deductions. These include qualifying home mortgage interest, 
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and 
miscellaneous deductions . . . . . . . . . . . . . . . . . . . . . . . . . 1 $


2 Enter: { $11,600 if married filing jointly or qualifying widow(er)
$8,500 if head of household                                               . . . . . . . . . . .
$5,800 if single or married filing separately


} 2 $


3 Subtract line 2 from line 1. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 3 $
4 Enter an estimate of your 2011 adjustments to income and any additional standard deduction (see Pub. 919) 4 $
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to 


Withholding Allowances for 2011 Form W-4 Worksheet in Pub. 919.) . . . . . . . . . . . 5 $
6 Enter an estimate of your 2011 nonwage income (such as dividends or interest) . . . . . . . . 6 $
7 Subtract line 6 from line 5. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 7 $
8 Divide the amount on line 7 by $3,700 and enter the result here. Drop any fraction . . . . . . . 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 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/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” . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 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 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 Subtract line 5 from line 4 . . . . . . . . . . . . . . . . . . . . . . . . . 6
7 Find the amount 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 the additional annual withholding needed . . 8 $
9 Divide line 8 by the number of pay periods remaining in 2011. For example, divide by 26 if you are paid 


every two weeks and you complete this form in December 2010. 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
Married Filing Jointly


If wages from LOWEST 
paying job are—


Enter on  
line 2 above


$0  -  $5,000  - 0
5,001  -  12,000  - 1


12,001  -  22,000  - 2
22,001  -  25,000  - 3
25,001  -  30,000  - 4
30,001  -  40,000  - 5
40,001  -  48,000  - 6
48,001  -  55,000  - 7
55,001  -  65,000  - 8
65,001  -  72,000  - 9
72,001  -  85,000  - 10
85,001  -  97,000  - 11
97,001  -110,000  - 12


110,001  -120,000  - 13
120,001  -135,000  - 14
135,001 and over 15


All Others


If wages from LOWEST 
paying job are—


Enter on  
line 2 above


$0  -  $8,000  - 0
8,001  -  15,000  - 1


15,001  -  25,000  - 2
25,001  -  30,000  - 3
30,001  -  40,000  - 4
40,001  -  50,000  - 5
50,001  -  65,000  - 6
65,001  -  80,000  - 7
80,001  -  95,000  - 8
95,001  -120,000  - 9


120,001  and over 10


Table 2
Married Filing Jointly


If wages from HIGHEST 
paying job are—


Enter on  
line 7 above


$0  -  $65,000 $560
65,001  -  125,000 930


125,001  -  185,000 1,040
185,001  -  335,000 1,220
335,001  and  over 1,300


All Others


If wages from HIGHEST 
paying job are—


Enter on  
line 7 above


$0  -  $35,000 $560
35,001  -    90,000 930
90,001  -  165,000 1,040


165,001  -  370,000 1,220
370,001  and  over 1,300


Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this form to 
carry out the Internal Revenue laws of the United States. Internal Revenue Code sections 
3402(f)(2) and 6109 and their regulations require you to provide this information; your employer 
uses it to determine your federal income tax withholding. Failure to provide a properly 
completed form will result in your being treated as a single person 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. commonwealths and possessions for use in 
administering their tax laws; and to the Department of Health and Human Services for use in 
the National Directory of New Hires. We may also disclose this information to other countries 
under a tax treaty, to federal and state agencies to enforce federal nontax criminal laws, or to 
federal law enforcement and intelligence agencies to combat terrorism.


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


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


If you have suggestions for making this form simpler, we would be happy to hear 
from you. See the instructions for your income tax return.
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2011Employee’s Arizona Withholding
 Percentage Election


Type or print your full name Your social security number


Home address (number and street or rural route)


City or town, state, and ZIP code


Arizona Withholding Percentage Election Options
Choose only one:
 1  I choose to have Arizona withholding at the rate of


 (check only one box):    0.8%  1.3%  1.8%  2.7%  3.6%  4.2%  5.1%   of my gross taxable wages.
   Additional amount to be withheld per paycheck $  


 2  I hereby elect an Arizona withholding percentage of zero, and I certify that I expect to have no Arizona tax liability for the current taxable year.


ARIZONA FORM
A-4


EMPLOYEE’S INSTRUCTIONS
Arizona law requires your employer to withhold Arizona income tax from 
your wages for work done in Arizona.  This amount is applied to your Arizona 
income tax due when you fi le your tax return.  The amount withheld is a 
percent of your gross taxable wages of every paycheck.  You may also have 
your employer withhold an extra amount from each paycheck.  Complete 
this form to select a percent and any extra amount to be withheld from each 
paycheck.


What are my “Gross Taxable Wages”?
For withholding purposes, your “gross taxable wages” are the wages that will 
generally be in box 1 of your federal Form W-2.  It is your gross wages less 
any pretax deductions, such as your share of health insurance premiums.


New Employees
Complete this form in the fi rst fi ve days of employment to select an Arizona 
withholding percent.  You may also have your employer withhold an extra 
amount from each paycheck.  If you do not fi le this form, the department 
requires your employer to withhold 2.7% of your gross taxable wages.


Current Employees


If you want to change the current amount withheld, you must fi le this form to 
change the Arizona withholding percent or change the extra amount withheld.


What Should I do With A-4?


Give your completed Form A-4 to your employer.


Electing a Withholding Percent of Zero
You may elect an Arizona withholding percent of zero if you expect to have 
no Arizona income tax liability for the current year.  Arizona tax liability is 
gross tax liability less any tax credits, such as the family tax credit, school tax 
credits, or credits for taxes paid to other states.  If you make this election, your 
employer will not withhold Arizona income tax from your wages for payroll 
periods beginning after the date you fi le the form.  Zero withholding does not 
relieve you from paying Arizona income taxes that might be due at the time 
you fi le your Arizona income tax return.  If you have an Arizona tax liability 
when you fi le your return or if at any time during the current year conditions 
change so that you expect to have a tax liability, you should promptly fi le a 
new Form A-4 and choose a percent that applies to you.


Voluntary Withholding Election by Certain Nonresident 
Employees
Compensation earned by nonresidents while physically working in Arizona 
for temporary periods is subject to Arizona income tax.  However, under 
Arizona law, compensation paid to certain nonresident employees is not 
subject to Arizona income tax withholding.  These nonresident employees 
need to review their situations and determine whether they should elect to 
have Arizona income taxes withheld from their Arizona source compensation. 
Nonresident employees may request that their employer withhold Arizona 
income taxes by completing this form to elect an Arizona withholding percent.


I certify that I have made the percentage election marked above.


    
  SIGNATURE DATE


ADOR 10121 (10)
Previous ADOR 91-0041


A-4.indd   1 10/5/2010   7:55:43 AM
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