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AFFECTIONATE
Homme Health Care LLC
14 South Lansdowne Ave Lansdowne PA 19050

DIRECT CARE WORKER (DSW) -
APPLICATION FORM

Affectlonate Home Health Care Services LLC. Is an equal opportunity employer that
does not discriminate on the basls of race, creed, color, sex, marital status, religion,
age, national origin, handicap, veteran status or seXual preferences. '
The information below will be collected forthe pre-employment purposes and do
not guarantee the emplovment wit Affectionate Home Health Care servicas LLC.

. Please return the completed form to our offlce,

- PERSONAL INFORMATION

" ! Last name, First name and mlddle name

Date of Birth _ Ethnlelty Sex
Street Address
City . - |State Zlp
'~ Soclal Security Number Phone
Emergency Contact | | Relatlonship

1. Have you ever applied for employment with us?. Y No ,

If YES, month and Year
2. Wil you work overtime? Yes No

3. Are you legally ellgible for employment in the United States? Yes _____ No




g

Do you have any condition which would requlre Job accommodations? Yes No

If-yes, please descrlbe accommodatlons requirad below,

Have you ever been canvicted of a crlminal offense (felony or misdemeanor)? Yes No

If yes, please-state the-nature of the crime(s), when and where convicted and disposition of the case:

—

'{the.' No applicant wijl pe denled employment solely on thegrounds of conviction of a criminal offense. The
date of the offense, the natyre of the offense, Including any sienifeant detalls that affect the description of the
event, and the surrounding clrcumstances and the relevance of the offense to the posltfon(s) applied for may,

however, be consldered,)

Jah lQualif tions . : :
Pleass lst bslow the skills and qualifications you possess for the position for which You are applylng:

(Note: Affectionate Home Health Cape Servicescomplles with the ADA and conslders reasonable accommodation
measures that may be necessary for ellglble applicants/employees to parform essent/al funct/ons, ) :

EHUcagfg'n,an' d Tralq [ng

High school

Name |__Locatlon [Clty, State) YearGraduated | Degrea Farned |

Collegg/lnlvarsity. '
|

Name | Locatlon (City, State) | Year Graduated Degree Earned |

Vocatlonal Schéol/S,pecIalIzed Tralning .
Name Locatlon {Clty, State) Year Graduated

Degree Earned

Milltary: . .
Are You a8 member of the Armed Seryicess

What branch of the mllltary did you enllst?
What was your military rank when discharged?

How many years did you serve Inthe miiitaty?




What military skilis do you possess that would be an asset for this position?

Brevioys Employment.

Employer Name:

Job Tltlet

Supervisor Name:
Emplayer Address: _
Clty, Stata and ZIp Coda:
Employer Telephone:
Dates Employad:
‘Reason forleaving: -

Employer Name:

Job Title;

Supetvisor Name:
Employer Address:

City, State and Zlp Codey
Employer Telephone:
Dates Employed:

Reason for leaving:

Employer Name;

Job Title;

Supervisor Name:
Employer Address:

City, State and zlp Codle;
Employer Telephone:
Dates Emplayed:
Reason for leaving:

leferences '

‘Please provide 3 personal and professlonal reference(s) below:

Il Reference Contact Informatlon

AT=WILL EMPLOYMENT , ‘
The relationshlp between you and theAffectionate Home Health. Care Serviceds referred to as "employment at
WIIL" Thls means that your employment cah be terminated at any time for any reason, with or without cause,



With or without hotice, by you or the Affectionate Home Health Care Services No representative ofAffectlonate
Home Health Care Serviceshas autharlty to enter Into any agreement contrary to the foregolng "employment at
wlll" relationship. You understand that your employment Is "at will," and that you acknowledge that no oral or
written statements or representations regarding your employment can alter your at-will employment status,
except for a weitten statement signed by you and elther our Executive Vice-President/Chlef Operations Officer or

the Company's Presldent.

Dated:

Appllcant Slgnature:



Affectionate Home Health Care
148 Lansdowne Ave
Lansdowne Pa, 19050
484-461-4369
Affectionatehhe@yahoo.com

NON DISCRIMINATION

Attentlon: Bmployees of Affectlonate Home Health Care;

In accordance with title VI of the Clvil Rights Act of 1964 and lts implementing
regulation, the agenoy will not, directly or through contractual arrangements diseriminate
on the basis of race, ¢olor, or national otlgin in its admissions or its provislon of services
and benefits, including assignments of transfers or referrals to or from the ageney. Staff
privileges (if appropriato) are granted withont regard to race, colot, ot national origin,

In accordance with Section 504 of the Rehabilifation Act of 1973 and its implementing
regulatlon, the agency will not directly or through conttactunl arrangements, diseriminate
on the basis of disability In admission, access, treatment or employment, The agency

Director of Nursing will serve as the section 504 Coordinator, :
In accordance with the Age Disorimination Act 1075 and its implementing regulation, the

agency will not diveetly or through contracturl or othey artangements, discriminate on the
basis of age i the provision of services, wiless age is a factor necessary to normal
uperations or the achievement of any statulory objective.

In accordance with the “Pennsylvanla Human Relatlons Act", the

agetioy will not directly or through contractual or other srrangements, discriminate
because of race, calor, religious creed, ancestry, age, or natlonal origin.. If you have any .
questions or concerns regarding our policy, plcase do not lesitate to contact Affectionate

Homo Health Care,

Thank you, in advance, for your undei‘standing in this matten

Sincerely,

Affectionate Home Health Care Your signature Indicates that you fully undersland and
agrae wjbllow the rules of the above statement.

Print._

Sign

Date




AFFECTIONATE
'HOME HEALTH CARE LLC.

14 South Lansdowne Ave, Lansdowrie PA, 29050 P:484-461-4269 F:484-461-4598

This pay rate agreement is between Affectionate Home
Health Care LLC. and | ~___to

(Print Name)

Confirm that i in the event of an Hour(s) Increase or
Decrease the Dlreot Care Workers Pay Rate may be
subJ ect to change.

‘Pay Rate:
Overtime Rate:

Employee Signature: L Date

Employer Signature: . Date




AFFECTIONATE HHC
14 S LANSDOWNE AVE

LANSDOWNE PA 18080
Phone 484-461-4369 Fax 484-461-4598

Attentlon all staff as you guys may know Affectionate Home Health Care Agency runs -

- on a weekly pay, due to the fact of Iate tima shests there will be a fee applled td those
who submit the tlme sheets lats, It's golng 1o be a cost for us to submit two wesks woarth
of pay so there will be a fee applled to thase who time sheets are submitted late and

-want a two weeks pay.
Thank You.
Affactlonate Home. Health Care

Employss slgnature of agreement to the above statement, In which they oleatly undetstand If the
fime sheets ere lutned In after 12pm Monday afternoon pay will be withhald, If time sheets are
turnad In on time hut are Incorrectly fllled out or Incomplate pay wlll bs withheld,

Print(first and last names)

slgn

Daleg




—Lj

AFFECTIONAT
HOME HEALTH CARE LIC.

14 South Lansdowne Ave, Lansdowre PA, 29050 P:484-461-4269 F:484-461-4598

This pay rate agreement is between Affectlonate Home

Health Care LLC. and to

(Print Name)

Confirm that in the event of an Hour(s) Increase or

Decrease the Direct Care Workers Pay Rate may be
subject to change. |

Pay Rate:
Overtime Rate:

Employee Signatu:e: Date

Employer Signature: . _ Date



AFFECTIONATE HOME HEALTH CARE, LLC
14 South Lansdowne Ave, Lansdowne, PA. 15050
o Photie 484-461-4369 Fax: 484-461-4558

PHYSICAL EXAMINATION
PATIENT NAME BIRTHDATE PHONE,
'SOCIALSECURITY #,__oo = DATE OF EXAMINATION___ /. /_
MAILING ADRESS
Helght welght___-_Temp Pulsé Ras, Standing /
. Seatng____/
Lylhg /

Chlef Complalnt;

assaclated slgns &symptoms)

Problem1:  New Establlshed
Prablem2:  Naw Established
Problema3: New Establlshed

History of Present lliness: (note locatlon, qualltles, severity, duratlon, timing, context, modifying factors,'

stable evolving
stable evolving
stahle evalving

0 GENERALAPPERANCEAND DEVELOPMENT: Good

Falr Poor

VISION: Faordistance Rlght/20

Left/20 Both/20

Without cotreactive lenses
With correctlva fehses

Evidence of diseases or Injury: Rlght etk
Color test: Right Laft
Horlzontal Fleld of vislon: Right Left
HEARING: Rlght ear Left eatt
Evidence of dlseasas or Injurys Right ear Left ear,
AUD|OMETRIC "fEST: 500HZ 1000HZ 2000HZ  3000HZ 4000HZ
5000HZ 6000HZ  7000HZ SDOOHZ
THROAT:
i
THORAX:  Hearll .
.Iforganlc dlsease Is present, Is It fully compensated?___
Blood prassure; systol(c, Dlastolle,
Pulse: Bafore exerclse, Immed|ately after
Lungsl.
ABDOMEN: Scars Abdominal Massas, Tendernass

Slgnature of Physiclan, Certlfled Nutse
Practitioner or Reglsterad Asslstant

Date

Print or Stamp Name



AFFECTIONATE HOME HEALTH CARE, LLC
14 South Lansdowna Ave, Lansdowne PA, 19050
Q Phone 484-461-4369 Fax: 484+461-4598

_ LEmployes
glve poimlsslon to adminlater the Mantoux Tubsroulin Skin Test (TST) for the deleatlon

{ .
of Tuboroulosls (TB) exposura,

The MantouxTuboroulln Skin Tost (TST) s requlred to bs glven annually to mssist In the detectlon of TB exposiie. The Mantoux
" Tuberoulln Sklu Tost (TST) Is not glven ag & vacalne, A pasitive oxpasiirs will fndloate further ovaluation, such s, Chest X-ray,
After vecelving the Mantoux Tuberculln Skin Test (TST), the results will be send In 72-houts by llcensod health professlonal,

" Bmployes Namo (Plosso pring) Bmployes Signature

Date

 Herlth Professlonal Nemo (ploass prinf) Heallh Prafesslonal Signature
Dale
2-STE NEW BMPLOYEES ONLY .
Date Slta Lot# EXPDato [ Glvenby; | Date vt "Rendl Byl
Alnin ; Or'Lot ¥ Read Tndur. ]
+
| - ANNUAL
| Data 1 Slte Lot# 'EXPDats | Glven byl Date WM Rond Byt
i1 Admin . O Lok Read Indur, :
+

CHEST.X-RAY*

y Date Resul¥

“Ifan emiployes ha a hlstory of a posltlye Tubsrculln Skin Test (TST), a chost x-ray taken no longor than'60 dnys prior
{o hl2 hira must be kept an {le. In addltlon the employas must have documented annual monltoring of aymptoms of TB,




Fatm W"‘4

OMB No. 1646-0074

. 2020

Employee's Wlthholdlng Certlficate

- Gomplate Form Weqd so that yaur employar oan withitold tha oorreol faderal Incoms tax from Your pay.
¥ Glve Farm We4 lo your employer. :

Dapgrimant of tha Teeasury [;
[nlosnad Ravanus Servies *); . »Your wiliholding Is subjsot to ravisw by tha IRS. o
Stopiy |l Fhelnameantmidelg il Las{nere . [I6]Bogighsoouilp:nunibor
Enter : : YT
dra. ¥ Dags Yok mntal],
Personal | /oes re ST R
Information’ Ehalfcilatich s L
4 | Gity.or lowin, elgle, and-ZIP-cads .,?ﬂ-.nl,lﬂ”0'-'1‘72;‘-1211%‘015%{!5:2‘9'
Iinvtssbiguy,

{90 [Jeingls or Marrled lllng separately

[ Mardlad tlling Jolnly for Qualllying widow(er) ' . :
__[7] Houd of household {Ohack anlyl yau'rs  unmattied andipny mora dhan hall the acsta of Ruoplngaipia homs forysrdalfiond a quslifiingIndividust)

Gompleta Stepa 2-4 ONLY If tiiey apply to your olherwiss, skip to Step .
clalm examption from withholdlng, wheh to use the onllne salimator,

Sea pago 2 for mora Informatlan on each step, who can

and prlvacy.' \

Step 2:

Muitipla Johs
or 8pouss
Works

Complete thla-atep If you (1) hald more than one Jpbrat a {ma, or (2) a}a:"-"dfflad flling Jolntly and your spousa
also works, The oorreot amount of withholdirigidspénds on Inacms eatnad; rori all of thesa Jobs, -

‘Do only one of the following,
- {a) Use the sstimator at wwivlrsigoviWdApp for mast acourate withholding for thls step [and Stepa 8-4); or
(b) Usa the Mulllpla Jobs Workshaat on pagje 3 and snterihe resuitln 8lep 4{o) belaw for roughly acourate wiiliholding; or

() If there ara only-two Jobs totsl, you may chack thls hox, Do the same on Form W=4 forihe other Job, This opflon
ls acaurate for jobs with simlia? pay; otharwlse, mors tax than negessarymaybswithheld, . . . . > [

submlt & 2020 Form W-4 for all other joba. If yo'u {or your spouse) have self-amployment

TIP: To be agcurats,
an Indspendent oonitactor, yse the estimator,

Ineeme, Inoludlng as

“W=4 fol onfyy ONE:of tifags Jdbs, Leave thtag:atapusblank for the other Jobs, (Your withholding'will

Complets Steps G-~4{b) aii Forn t ]| ate
be most acatikaty, If you vdmplate Stepe 3-4|)on the Form Wei-Jor the higliest paylngijob;)
Step 3: If your Income will be $200,000 ot Isss {$400,000 ot less If martled flllng Jolnilyh
gg?n dents Multiply the number of quallfying ohlldren under ags 17 by $2,000 > & '

Multiply the number of other dependents by $600 + = + , > 8§ :

Add the amounts ebove and enter the total hers ., I N N A 3%
Step 4 (a) Other Incame {nat from Jobe), If you want tax withheld for other Income you expact
(optional): this year that won't hava withholding, enterthe amount of othar Inooma hera. This may ;
Other . Inolude Interast, dividends, and tefitementincome + « &« « v 4 4 4 4 o . |4(a)}]$
Adjustinants
: ) (b} Deductlona, If yau expsot i clalm deduollona other than the slandard deduction |-
and want to raducs your withhelding, uss the Daduotlons Wotkshsst on page 8 atd L
Gnteriheresu“hera [ T S T S S T T T T T T T T TS S R 4(b) B
{c) Extra.wlthholdlng. Enter any addlilonal fax you wanf wlihheld sach pay period . [4(e) &
Step &: Undoy paneuilas of patjury, [ declars that this cerilllcate, lo the bast of my knowladge and bsllef, Is trus, aorreot, and sompleta,
Slgn _
Here ) — . } :
Employae's algnature (Thla form s not valld unlsss you slgn It) I?Ele
p 1 : Flrst date of Employer Idantifieation
gmgloyers ‘Employer'a nams and address _emﬁp d ; r:ant En rgbar s e
Gl No» 102200 Form W4 (2020)

For Privacy Aot and Paperwork Reduotlon Act Notlog, gue paga 8,



Employment Eligibility Verification USCIS
Department of Homeland Sceurity Form 1.9 .

e ) ’ . OMB NU- 1615‘0041

U.S. Citizenship and Immigration Services Expites 10/31/2022

e SR BN

- R N X T Pty o

»START HERE: Read Instructions carefully hefore completing this form. The Instructions must he avallablé, elther In.paper or electranlcally,
durlng eampletian of this form, Employers ara llabla for arrors In the complation of this farm, ‘

’ ANTI-DISCRIMINATION NOTICE: It I llegal to discriminate agalnet work-aulhorlzed Individuals, Employars GANNOT spaclfy which dacument(s) an

employaea may present o eslabizh employment authorizatlon-and Identlly. Tha refusal to hlfs or contlnue to employ an Indlvidual bscauss the

documentallon presented has a fulure sxplrallon date may slso conslliute llegal discrimination, , :

. |Section 1. Employee Information ang Attestation (Employees myust complets and-sign Sactiol 1 of Form I-8 no (ater
than the Yikst:day of smploymenty but not befors acogpling a Job-offer,)

Last Name (Famlly Name) Flrst Name (Given Nams) Middle Inlllal | Othar Last Names Used (If any)

Address (Sirast Numbar and Name) Apt. Number | Clty or Town . State ZIP Code
Date of Birth mm/dd/yyyy) | U.S. Soclal Securlly Number Employee's E-mall Address Employse's Telephons Number

| am awars that federal law provides for Imprisonment and/or flnes for false statements or use of false documents In
connection with the completion of this form. : '

| attest, under penalty of perjury, that ] am (check one of the following boxes):
[=] 1. A clizen of the United States
_ [] 2. A noncltizen natlonal of tha United Stales (See ll;s_{;:cllans)
@ 8 Alawlul permanant resident  (Alien Reglstrallon NomberlUSGIS Number);
D 4. An allen authorlzed towark  untjl (explrallon dats, If appllcable, mmiddlyyyy):
Some allens may wilte *N/A® In the explration dats fleld, (S8 Insiruclions) -
QR Codo~Saclian 1

Allens authorized to work must provids only one of the following document aumbers lo complela Form 1-9; Do Nol Wills In This Spacs
An Allen Reglstration Number/USCIS Numbsr OR Form 194 Admisslon Number OR Forslgn Passport Number, ,

e e

1. Allen Reglstratlon Number/USCIS Number:
OR
2, Form 1-84 Admisslon Numbar:
. .OR
d, Forelgn Passpart Number:
Counlry of [ssuancs;

- e emmim s @ e o

Signalure of Employss . Today's Date {mm/ddyyyy)

Preparet andfor Translater Cerification (check ons):
1¢ld net use a preparer or Iranslater, [[] A prepater(syiand/er translater(s) ssslsled the employes In completing Seollon'.

{(Flalds below. must be completed and slgned when preparers and/or translators asslst an amployae In camplating Sectlen 1,)

| altest, undet penalfy of perjury, that | have asslsfed Ini the completlon of Sectlon 1 of this form and that to the best of my
knowledga the Informatlon Is true and correct,
Slgnalure of Preparer or Translator

Today's Date (mm/dd/yyyy)

Last Name {Famlly Nams) ) Flrst Nams {Glven Name)

Address (Slraet Numbsr and Name) . Cliy or Tawn Stale ZIP Cods

@. E)@pyer Cainpleles Next Page ‘@

' Paro ] of3
Farm1-9 10/21/2019




Employment EHgibilify Verification USCIS

‘Department of Homeland Seeurlty . Fomld
e ') . ] ] OMB N0| 1615'0
U.S. Citizenship and Immigration Services Explres 1031720

v el T Tgv e

Sectign.2Employer oi Authorized Representative Review and Veerification
YEm]q'ongrs.or'msIr aulherized:represenlaliva must complalo end.slgn Saatlon 2withi 8:business days of tha amployos’s fltst day-efemployment.’
mystphysloglly-examiie ene dosumentiiem List A GR a gomblnatlon of ane dedumetit frombist<B and-ong*dettmenl'from ListC-asiisted'an the

ey

v Aocepleble Pooiiments.').

Employas Info from Sectlon 1 Last Nams {Famlly Nams) First Name (Glven Name) M. | Cliizenship/immigration Stat

ListA OR ListB AND ListC
Identlly and Employment Authorlzallon Identity Emplayment Authorlzatlor

Document Title Daocumant Tille Document Title

Issulng Authorily Issulng Authorlty Issulng Authorlly

Document Number Dacument Numbar Document Number
"Expirallon Dala (If any) (mm/ddlyyyy) Explratlan Date (if any) (mm/ddiyyyy) Explrallon Date (If any) (mn/ddlyyyy)

Document Title
B QR Cada » Saoll 283
lasulng Authorlty _ Addltlonal Informatlon e e

Docurnent Number

Explratlon-Date (If any) (mm/ddlyyyy)

Dogurnent Tlils

Issuing Authorlty

Dooument Number

Explratlon Date (If any) (mm/ddiyyyy)

Certification: ] attest, undar penalty of perjury, that (1) | have examlned the document(s) presented by the above-named employes,
(2) the ahove-listed document(s) appear to be gentlne and 1o relats to the employes named, and (3) to the hest of my knowledge th

employes Is authorlzed to work In the Unlted States.
The amployaa's flrst day of amploymant (mm/ddlyyyy}:

Slgnalure of Employer or Authorlzed Represantative Today's Date (mm/dd/yyyy)

(See Instructlons for exemgtlans}

Titls of Employar ar Autharized Representative

l'asl Name of Employer or Authorlzed Represenlallve | First Name of Employer or Auhorized Representallve Employer's Business or Organizatlon Nama

Clly or Town Slale | ZIP Code

Employer's Buslness or Organlzatlon Address (Slrest Number and Name)

Sactlon 3. Reverlflcation and Rehlres (To be completed and slgned by-smployer or authorized Tepresetitalive;).
A, Now Name (I applicable) B, Dats of Rahlre (/f applicabls)

Last Nama (Famlly Name) Flrst Name (Glven Name) Middle Inftlal  { Date {mm/ddilyyyy)

ishas

C. Itthe employee's pravious grant of smployment‘aulhiosdzallon has expired, provids the Informatlon for the documenl or racalpl that gstabl
conlinuing employment authorizatlon In the spacs provided below. i
. {Document Tltle Explratlon Dale (If any) (mm/dd/yyys)

Document Number

I attest, under penalty of perjury, that ta the best of my knowledge, thls employee Is authorlzed to work In the Unlted States, and if
the am;aloyea presented documém(s). ths documant(s) | hava examined appear to he genulne and 1o relate to the Indlvidual.

Slgnatura of Employer or Authatizad Rapresentafiva | Today's Dals (mm/ddlyyyy)  |Name of Employer or Authorlzed Reprasentafive

Page 2 ol

- YA falainntn



AFFECTIONATE HONEHEAL TE CARE 24 0.

14 South Lansdowne Ave,
Lansdowne, PA, 29050

Criminal Record Chegl

All employess of Affectlonate Home Health Cate are required to have g oriminal background checks.

The fee is twenty ($23) dollars and wlll be deducted from your pay toll, An employss is prohibited fromn
employment through AHHG'If resul ts reveal & conylotion speoified In the waiver's respootlve regulation,

You as an employer may decide to move forward with a potentlal employes If officr convictions are
revedled it those results, ‘

However, family members are Tequired fo sign at the bottom, agreeing that they want their family
members to work with them, regardless of thelr criminal history, Non family member can Indicate N/A

on this seotfon,
1 ugtecd that, ) will
work for me a5 a Home Health Alde, regardless of thelr crltinal history,

| Consumer Signature Adiinisirative Signarure

Employee Slghatura Administratlve Slghature



Assluned Enploywo Conﬁduniinlﬁy and Privn_cv Agreement

Date:

As a conditlon of my assignment by Affectionate Home Health Care, LLC with any assigived Care, | hereby
acknowledge and agree as follows: .

[ will not use, disclose, or in any way reveal or dlssemlnate to unauthorized parties any information I gain through
contact with materlals or documents that are made avatlable through my assignmentat Client or that I learh about

during such assignment,

| will not disclose or in any way reveal or disseminate any lnformation pertaining to Cllent or Its operatlng methods
and procedures that comes to my attention as 4 result of this assighment.

Under no clreumstances shall 1remove copies or doouments from the premises of Client,

1 have read the attached “Summary of HIPAA Privacy Rules for Personnel” and understand it, During my
assigniment with at Client, T will abide by the principles described in this attached summary as well as any privacy

policy provided to me by tho Client. In particular, | will not use, disclose or in any way reveal or disseminate any
protected health information that I learn in connection with any assignment, except in accordance with such

principles and privacy policy.

I understand that [ shall be responsible for any divect or consequentlal damages vesulting from any violation of this
Agreement, This obligation of this Agreement shall remaln In effect even after my employment by Affectionate

Hoine Heulth Care has ended,

Assigned Employee Wilness

Pﬁnted ﬂamo Priﬁted N.an;: o
S{gnature éignature.

- ) Dale L -

Date



LISTS QF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employses may prasent one selection from List A
or & comblnation of one selection from Llst B and one selectlon from List C,

LIST A LISTB - usTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and _ Identity ) Employment Authorlzation
Employment Authorization GR AND
1. U.S, Passport or U.S, Passport Gard 1. Dirlver's llcenss or ID card las_uéd.b'y a | 1. ASoclal Securlty Account Number
: State or oullying possesslon of the card, unless the card Includes one of
2 gggl';?rg?gﬁlﬂggggttg:g 8:5?‘#?2551 ) Unlted States provided It contalng a tha tl'oﬂowlng restrictlons:
R gh;togzaz:h ofr ll’?rft%rmauzn st:]chl 2;1st (1) NOT VALID FOR EMPLOYMENT
, ame, dats o ender, helght, eye g
3. Forelgn passport that contalns a color, and address + Sencen Neights ey (2) VALID FOR WORK ONLY WITH
‘tesmsg;ore;r;tl 1&551 stlamp or te_mp;;‘ary - INS AUTHORIZATION
=001 printed notatlon on a machine- 2. D card Issued by federal, state or logal
readable Immigrant visa . government agencles or entllles, @ gﬁgi&?g;g&i‘%ggw WITH
4. Emnl : provided it contains a photogrdph or ; i
* ~mployment Authotizatlon Document Information such as name, date of birih, | 2. Cerfification of 7 eport of birth issued
that contalns a photograph (Form gender, helght, 6y color, and address by the Department of State (Forms
=766) Ds-1350, Fs-545, FS-240) .
3. Schoo! ID oard wit ;
§. For a nonlmmigrant allen authorized co0! D card wilh a photograph 3. Orlglnal or certified copy of birth
to work for a spaclfic amployer 4. Voler's reglstratlon card certlflcate Issued by a State,”

because of hs or her status:
a.'Forelgn passport: and
b. Form I-94 or Form 1-94A that has

tarritory of the Unlted States

S, U.s. Milltary card or draft record
bearing an officlal seal

@ Milltary dependent's ID card

‘l county, municlpal authority, or

the following: ) 7. U.S. Coast Guard Merchant Mariner 4. Natlve Amerlcan tribal document j
(1) The saime name s the passpori; Card 5_U.S. Cllizen ID Card (Form -197) |
an 8, Nallve American tribal document Identification Card for Uss of

(2) An endorsement of the allen's
nonimmigrant status as [ong as S,
that perlod of endorsement has government authority

. hot yet explred and the

6
Driver's license Issued by a Canadlaﬂ Resldent Citizen In the Unlted
States|(Form 1-179)

7. Employment autharization

Proposed employment is not In For persons under age 18 who are document lsewod by sne
confllct with any restrictlons or Unable to present a document = .
limitatlons Identified on the form, letod above: Department of Homeland Security
§. Passport from the Federated States
of Micronesla (FSM) or the Republic 10, _School recard or report card
of the Marshall Islands (RMI) with 11, Clinlc, doctor, or hospltal record

Form 1-84 or Form [-94A Indlcating
nonlmmigrant admisslon under the
Compact of Fres Assoclalion Between
L the United States and the FSM or RMI

12, Day-care or nursery schoo record

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

Refer to the instructions for more Information about acceptable receipts.
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CORPORATE
PAYROLL, stwieas

2 Noshamlny Wnterplex Sulte 104
‘Frevose, DA (9053
- (a15) 2442580

WWW.COIpy.Com

/. / ' CUSTID:

DATE:

Company Narne:

Employee ID/Name: _____

Employee Bank R'outlng Number:

Employee Bank Account Number: | . |

This letter canflrms the ahove listed Company and Employse accapt full llabllity for Cofpofrate Rayroll Services

providing direct depasit sarvice to the above Jlsted Emplayee bank reuting and account numbet,

This bank account only allows money to be depositad Into It, not draftad from It. Therefore, It Is consldered a non-
transactlon bank account. If a payroll error oceurs that results In the Employee belng ovetpald, regardless of who Is
 atfault, the Company understands Corporate Payroll Services will be unable to rstrlave any funds from this bank
account, As a result, the Company ¢annot be ralmbursed by Corporats Payroll Services f°';' any money erroneously

pald to the Employee,

Agreed and understood,

Authorlzed Payroll Contact Employee Corporate Pa:;u'oll Services



‘ , . Corporate Payroll Services

) Aitlionlznion An'e

For direct depostt employees, this Authorizatlon Agresment along with volded eheek(s) or deposit tlukutks) ratist bo recelved a
minfmum of 5 banking days beforo the fivst direct deposlt pay date, This Autliovizatlon Agreoment may bs Inltially faxed alang
. vltha capy of volded eheck(s) or deposit tioket(s) fo (215) 244<2581, Orlglnals must ba recelved by us wiililn 5 business days.

Employee 1D # .

Employes Name

__ Cust, ID##
aecounts, These secounts do not allow debitj onirles, which are necesaary

Company Neme

Corparate Payrull Services cannot set up.divect doposlls for “eradlt anly"
forvalding and relasulng choeoka, .

iGGorfiuriito fuysall:Seyvicdk dpes no} ol firlreptdipoyl ub s toeltherniforslyn bunk ovs U.S, Rlnanclal nslltution whets Ihe entlre amount will be
Torwurded o phuik wououyl In another sty TEulihunslioalon appllosayiid; dprou} camplote thls form, 3 )

Younay ohooge up {o 4 accounts .{nto which yournot pay Is
nooso W alliaBihnd, (jranjaining amounls will be
egitngosiskagpal 1005,

1f you only have one aceount; simply wrlte 100 noxt to o % sign In the flvst row.
depnilfa, Plorgp efjtditalther a dallyy nmqu51l-ux"_n-)zgx'm_u,u'qu:ror all accounts, 1 you s
- dfivvtogl fo the firstnceoint Usted elow, IToising théstpicensiige method, he total of tho per

Cheeking, Savings

$ All'Remifiine OR . % * Bank Namu,
Rontli,_ . Acelll_

. OR %' BankNnme,
Royting_ . Acalf,

Checking, ‘ Savingy

8§ . OR ____ %" BamkNi Checking___ |Savings___

Routing, Asofll -

Checking___ {Savings_

g «__, OR %" BonksNimg,

*yols] foe ALL % vimounlanuatss 100 Retilng, Adqclif

ned sbovo 1o Initlate ovadlt and ony nevossary adjusl:lng debit entresfomy -
Payroll Seivices und tho bank have xecelved;wdlton notlee frame-nic.of’
onuble uppariunily to ncto!n It

i "Date___Y___/
i

I horeby uthatize Coiporale Buyrol] Seivioes, Hs ugents and the btk ual
gecauni(s) ndleated abave, This Authoily Is to soial In effectuntll Coipurale
- {15 tormingllon In suoh Hine and mannotns to afford Corpaiata Poyrall Servicow-and tho bank a veas

G

#Plense emall iy direet deposit atub to ;

Il

i

_ Staple copy of volded check(s) lo 1his form when sending orlginals

Rorofficauss onlys  Enterad by Dala, lima{ll enl;ru%’llﬁ; ];*( thqh{m ‘,
y . Nalesi : o
Eunal el Lgsmevlslanuy?.OIS

Yarlflud by . Dilo .
J:\PROCS\OPS\F-DlmtDcposllBmplnycuA\uhuﬂza\ionAgmmnuwlil..duc
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