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 PAS DCP St. Clair Checklist: Rev 10.25 

DIRECT CARE PROFESSIONAL 
ST. CLAIR 

ENROLLMENT CHECKLIST 

 
 
 

DOCUMENT 
REQUIRED / 

OPTIONAL 
Application Process and Training Requirements Information 

Enrollment Information Required 

Relationship Attestation Required 

Payroll Authorization Required 

Wisely Cardholder Agreement Information 

Employment Agreement Required 

Medicaid Provider Agreement Required 

Orientation Form Required 

Acknowledgement of Training Requirements Required 

IRS: I-9, Employment Eligibility Verification Required 

IRS: W-4, Employee Withholding Certificate Required 

MI: W-4, Employee’s Michigan Withholding Exemption Required 

MI: State of Michigan New Hire Reporting Required 

 
 
 
 
 
 
Note: 
Please ensure all REQUIRED documents are filled out accurately before submitting them for processing. 
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 PAS St Clair DCP Application Process and Training Requirements: Rev 09.25 

DIRECT CARE PROFESSIONAL 
APPLICATION PROCESS AND 
TRAINING REQUIREMENTS 

1. Complete and return the application along with two forms of identification (an email is also required): 
a. Photo ID or Driver’s License (address must match the address provided on the application) 
b. Social Security Card, Birth Certificate or current Passport 

2. Provide a valid email address. An email address is required for Electronic Visit Verification (EVV). 

3. The application is reviewed, and a background check is completed. 

4. A Central Registry check will be completed. Central Registry check response times vary based on 
findings and volume at the state. 

a. If there is a finding, PAS will not receive the results. The employee will receive results directly 
from the Central Registry 

b. The employer needs to follow-up with the employee to determine if they have received a 
response from Central Registry, 7 days after the check was requested. PAS will provide the date 
of the request 

5. You will receive an email with the required training information. Training must be completed before you 
can start. There are five (5) trainings to complete.  

1. Emergency Preparedness: Initial and every 3 years 
2. First Aid: Certification must be current at all times 
3. Individual Specific IPOS Training: Initial, Annual, and any time there is a change in the IPOS 
4. Recipient Rights: Within 30 days of hire and Annual 
5. Universal Precautions/Bloodborne Pathogens/Infection Control: Initial  

6. The Agency is informed of your application being completed. 

7. The Agency will inform PAS of your official Start Date. 

8. You will be required to use the AssuriCare CareWhen Tracking System for Electronic Visit Verification 
(EVV). PAS will provide training on Electronic Visit Verification (EVV) and documentation requirements. 
You will receive an email from CareWhen Assuricare that will include your USERNAME, PASSWORD and 
a LINK to allow you to access the AssuriCare CareWhen Tracking System.  

a. Install the AssuriCare CareWhen System (free) APP. 
b. Complete a practice/test: See step-by-step instructions (when asked, allow for Location-GPS) 

 Log In > Clock-In > Log Out 
 Log In > Clock out > Log Out 

9. Forms are sent to the employer’s address (and available on our website: www.PASselfdirection.com) 
a. Employer Pay Authorization (EPA): employer and employee to sign and fax every two weeks at 

the end of each pay period (Billing Department Fax # is on every form) 
b. Attendance Incident Report (AIR): use sparingly and only when unable to use CareWhen due to 

technical issues (see troubleshooting notes in training documentation) 

10. For questions regarding hours or pay, contact our Billing Department. 

Thank You, 
PAS Enrollment Team 
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DIRECT CARE PROFESSIONAL 
INFORMATION 

PARTICIPANT INFORMATION  
Full Legal Name 
Full Name (First, Middle Initial, Last):   

Participant Program:   Support Coordinator Name:   

Address:   

City:   State:    Zip:   

Phone #:    Email Address:   

Legal or Authorized Representative Name (if applicable):   

DIRECT CARE PROFESSIONAL INFORMATION  
Full Name (First, Middle Initial, Last):   

Physical Address:   

City:   State:    Zip:   

Mailing Address (if different than physical address):   

City:   State:    Zip:   

Home Phone # (optional):    Mobile Phone #:   

Email Address:    

Date of Birth:   Social Security Number:   

Driver’s License/State ID #:   Driver's License/State ID Expiration Date:   

REQUIREMENT STATEMENTS 
I understand that prior to starting work, I must pass a Criminal Background Check. A Criminal Background Check 
will be completed annually following my start date. If during any Criminal Background Check, disqualifying 
convictions are found, I understand I will be terminated from providing services to the participant listed in this 
agreement. 

I understand that prior to receiving a start date, I must complete the required trainings and submit training 
verification. 

 

(continued on next page) 
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 PAS St Clair DCP Information: Rev 09.25 

DIRECT CARE PROFESSIONAL 
INFORMATION 

REQUIREMENT STATEMENTS (continued) 

I understand that I may not begin providing services or submitting time until I receive a start date. I understand 
that any time worked before my official start date will not be reimbursed.  

I understand that I can only be paid for budgeted and authorized weekly hours.  

I understand that I will not be paid for hours not submitted, not approved by my employer, or hours that are 
unauthorized.  

I understand that my employer may provide employer specific training.  

I understand that PAS (Personal Accounting Services) is not my employer and the individual or legal 
representative I support is my employer.  

 

By signing below, I attest to my understanding of the above statements and certify that all information provided 
is true and accurate to the best of my knowledge. 

 

Direct Care Professional Signature:   Date:   

Participant/Employer Signature:   Date:   
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PAS DCP Relationship Attestation: Rev 05.25 

DIRECT CARE PROFESSIONAL 
RELATIONSHIP ATTESTATION 

SECTION 1 
Participant 
Full Name (First, Middle Initial, Last): 

Direct Care Professional 
Full Name (First, Middle Initial, Last): 

SECTION 2 
Are you under the age of 21 or will turn 21 this year? 

Yes: I am under the age of 21 or will be turning 21 this year. 

No: I am not under the age of 21. 

SECTION 3 (Please select your legal relationship to the participant) 
Parent *± Spouse*± Daughter/Son Under 21± Daughter/Son Over 21 

Sibling/Ex-Spouse Friend/Neighbor Grandchild Domestic Partner 

Stepchild Grandparent Stepparent Daughter/Son-in-Law 

VA Programs No Relationship 

By signing below, you certify that the information on this form is accurate and that you have all supporting 
documentation that may be needed to verify your selection. Please be aware that if any changes occur in the 
relationship you are required to complete a new form and submit the new form to PAS (Personal Accounting 
Services, Inc). 

Direct Care Professional Signature: Date: 

Participant/Employer Signature:  Date: 

Both the Direct Care Professional (Employee) and the Participant (Employer) or the Employer’s representative 
(Legal Guardian or POA), must sign and date the above to be considered completed in full.  

You are exempt from payroll taxes for 
unemployment insurance (SUTA) due to your 
relationship with the participant/employer 
and current legislation. If your employment 
with the participant/employer is terminated, 
you will not receive unemployment benefits. 

You are exempt from payroll taxes for Social 
Security and Medicare (FICA), (FUTA), it 
means you are not earning Social Security 
work credits. Due to your relationship with 
the participant/employer and current 
legislation. 

* ± 
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PAS Payroll Authorization Form: Rev 05.25 

PAYROLL AUTHORIZATION FORM 

Instructions: Please fill out the information, as applicable, then select the appropriate box below. After  
entering the Financial Institution information, please attach the required documentation as listed. Review 
the Authorization to Set-Up then sign and date. Please submit the completed form to PAS via one of the 
following options:  

Mail or Drop-Off Email Fax 
20500 Eureka Rd, Suite 112 HR@PASselfdirection.com 734.206.1433 
Taylor, MI 48180 

PARTICIPANT 
Full Name (First, Middle Initial, Last): 

DIRECT CARE PROFESSIONAL / VENDOR 
Full Name (First, Middle Initial, Last): 

Effective Date:  Last Four Digits of SSN/Vendor EIN: 

Participant Program:  

Check One Box Only: New DD Set-Up New Paycard Set-Up 

Name of Financial Institution: 

Type of Account: Checking Savings Percentage:  % 

FOR CHECKING ACCOUNT: Upload a picture of a voided check. 
No starter checks or deposit slips. 

FOR SAVINGS ACCOUNT: Upload a picture of a letter from bank 
with routing and account numbers. Letter must be typed on bank’s 
letterhead. 

(continued on next page) 
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PAS Payroll Authorization Form: Rev 05.25 

PAYROLL AUTHORIZATION FORM 

(If there is a second Financial Institution) 

Name of Financial Institution: 

Type of Account: Checking Savings Percentage:  % 

FOR CHECKING ACCOUNT: Upload a picture of a voided check. 
No starter checks or deposit slips. 

FOR SAVINGS ACCOUNT: Upload a picture of a letter from bank 
with routing and account numbers. Letter must be typed on bank’s 
letterhead. 

AUTHORIZATION FOR SET-UP 
I hereby authorize PAS (Personal Accounting Services, LLC) to deposit any amount owed to me for 
wages and/or reimbursements. PAS is not responsible for any erroneous information provided. Also, I 
grant PAS permission to correct and/or adjust any electronic funds transfer resulting from an erroneous 
overpayment by debiting my account. This authorization is to remain in full force and effect until PAS 
receives written notification from me to terminate the agreement. 

I hereby elect and consent to receive my wages to a paycard by electronic transfer. I also grant PAS 
(Personal Accounting Services, LLC) permission to correct and/or adjust any electronic funds transfer 
resulting from an erroneous overpayment by debiting my account. I acknowledge I have received a 
copy of the terms, conditions, and fees associated with using the aforementioned paycard. This 
authorization is to remain in full force and effect until PAS receives written notification from me to 
terminate the agreement. 

Signature: Date: 

Paycard Number: 
For office use only. 
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DIRECT CARE PROFESSIONAL 
WISELY CARDHOLDER AGREEMENT 

If you choose to receive your payment through a paycard, you will be issued a card through Wisely.  

Please see below for a brief overview of any related fees to using the card. The complete cardholder  
agreement can be found here: tinyurl.com/wiselyeng 
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 PAS DCP Wisely Overview: Rev 05.25 

DIRECT CARE PROFESSIONAL 
WISELY CARDHOLDER AGREEMENT 

 
Si elige recibir su pago a través de una tarjeta de pago, se le emitirá una tarjeta a través de Wisely. 

A continuación, se ofrece una breve descripción de las comisiones relacionadas con el uso de la tarjeta. El 
acuerdo completo del titular de la tarjeta se encuentra aquí: tinyurl.com/wiselyspn 
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Page 1 of 3 PAS St. Clair DCP Employment Agreement: Rev 10.25r1 

DIRECT CARE PROFESSIONAL 
EMPLOYMENT AGREEMENT 

Participant/Representative,  , herein referred to as Employer. 

Direct Care Professional/Employee  . 

The purpose of this agreement is to describe the supports that the Employee will provide to the Employer and the 
terms and conditions of employment. It is understood by and between the Employer and Employee that a binding 
agreement shall commence on the date of acceptance as indicated by signatures on behalf of the Employer. 

Article 1 
Employee Responsibilities 

I am aware and agree that my employment is conditioned on my Employer’s participation in the Self-Directed 
Program administered by St. Clair. I am also aware that if my Employer ends participation in the Self-Directed 
Program, my employment may end. I agree to the following terms of employment: 

During the term of this Agreement, I shall provide support to my Employer by performing the duties outlined in 
this agreement and any attachments to it. 

I agree to assist my Employer in maintaining the documentation and records required by my Employer and/or 
Program Administrator/Agencies. I agree to complete all necessary paperwork to secure mandatory payroll 
deductions from my pay. All records I may have or assist in maintaining are the property of my Employer. I will 
keep these records confidential, release them only with the consent of my Employer and return them to my 
Employer if my employment ends. In addition, I will complete illness and incident reports when necessary, as 
required or requested by my Employer and/or Program Administrator/Agencies. 

I shall immediately notify  , Phone #:   
if my Employer experiences a medical emergency or illness, in which they are unable to communicate their 
wishes. I will contact 911 if necessary. 

I agree to participate in any meetings if requested to do so by my Employer. 

I agree to provide support to my Employer. The Employer or Employee may modify any supports provided to the 
Employer at any time; provided both parties are in agreement. 

I understand that I may receive an employment start date that is prior to the results of the Central Registry Check 
and Recipient Rights Verification being returned to my employer. Pending the results of all required background 
checks, my employment is conditional. Upon receipt of all background checks, my employer may decide to end 
my employment. My employer is within their rights to end my employment following receipt of all required 
background checks.   

I understand that this is an employment "at will" relationship, which can be terminated by me or my Employer at 
any time. However, my Employer cannot terminate my employment on the basis of my race, religion, sex, 
disability or other protected status under federal or Michigan law. In addition, I agree to give 30 days written 
notice to my Employer if I terminate my employment. 
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Page 2 of 3 PAS St. Clair DCP Employment Agreement: Rev 10.25r1 

DIRECT CARE PROFESSIONAL 
EMPLOYMENT AGREEMENT 

I understand and acknowledge that the Participant listed above is my Employer and that I am not an employee 
of St. Clair, which authorizes the supports I provide, or of Personal Accounting Services, Inc., which is the Fiscal 
Intermediary of the Self-Directed Program funds used to pay me. 

I agree to complete the required training and/or provide proof of previous training (completed within last six 
months) prior to the start of my employment. 

As an employee, I understand I am required to complete training renewals timely. Failure to complete  
and submit proof of training renewals may result in a delay in payment, until proof of training completion 
is submitted. 

I understand my employment is contingent on successful completion of required trainings which include but are 
not limited to training in: First Aid, Universal Precautions, Blood Born Pathogens and any additional training(s) 
specific to my employer’s care/needs. 

I agree to the following compensation: Hourly wage $ . My employment will begin after the completion 
of the application packet, background check, and required training(s). Proof of training must be submitted. The 
employee and employer are responsible for submitting current training & documentation. 

I agree to execute a Medicaid Provider Agreement with St. Clair and acknowledge that this agreement does not 
alter the fact that St. Clair is only the project administrator of the Self-Directed Program and not my employer. I 
understand that my employment is contingent on completing this agreement. 

I understand that I may not begin providing services or submitting time until I receive a start date. I understand 
that any time worked before my official start date will not be reimbursed.  

I understand that I can only be paid for budgeted and authorized weekly hours. 

I understand that I will not be paid for hours not submitted, not approved by my employer, or hours that 
are unauthorized. 

Article 2 
Employer/Participant Responsibilities 

I, the Employer listed above agree to the following: 

I will provide the Fiscal Intermediary with the necessary documentation to assure timely compensation of my 
employee. 

I will compensate my Employee as listed under Article 1, in this agreement. Payroll will be handled by the Fiscal 
Intermediary: 

PAS (Personal Accounting Services, Inc.) 
20500 Eureka Rd. Ste. 112 
Taylor, MI 48180 
734.729.3100 
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Page 3 of 3 PAS St. Clair DCP Employment Agreement: Rev 10.25r1 

DIRECT CARE PROFESSIONAL 
EMPLOYMENT AGREEMENT 

The Fiscal Intermediary will withhold all necessary tax, unemployment and other withholdings from the 
Employee’s paycheck. 

I will assure my Employee receives appropriate training. I understand that my employee is required to  
renew required trainings and that failure to complete the training renewal and submit proof may result in a 
delay in payment. 

I will evaluate the performance of my Employee and provide appropriate feedback to assure that I am receiving 
quality supports. 

I will assure that my Employee executes a Medicaid Provider Agreement with St. Clair. 

I understand that I am responsible for scheduling my employee. 

I understand that I cannot schedule my employee for more hours than my approved budget supports. 

I agree to review and sign timesheets timely. 

I agree to provide on the job training and provide feedback to my employee. 

Employer and Employee agree to the terms and conditions of this Agreement. 

Direct Care Professional Signature: Date: 

Participant/Employer Signature:  Date: 
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PAS DCP Medicaid Provider Agreement: Rev 05.25 

DIRECT CARE PROFESSIONAL 
MEDICAID PROVIDER AGREEMENT 

THIS AGREEMENT is entered into by and between:   and 
Agency: ________________________________________, herein referred to as Waiver Agent, and: 

Medicaid Provider (DCP/Employee): 

Address:  

City:  State: Zip: 

Phone:  Fax: E-mail:

Federal ID#:  Social Security#:  Birth Date: 

The purpose of this agreement is to define the roles and responsibilities of the above named parties. It is 
understood by and between the Medicaid Provider and Waiver Agent that a binding agreement shall commence 
on the date of acceptance as indicated by signatures on behalf of the Waiver Agent. This agreement shall 
remain in effect until such time it must be terminated or modified. Any party can initiate a termination or 
modification by providing written notice to the other of the desire to terminate or modify this agreement. 

Upon receipt of this agreement, the Waiver Agent will certify the Medicaid Provider as available to provide 
services to individuals receiving services and/or supports in accordance with their service plans developed 
through the person-centered planning process, authorized by the Waiver Agent or one of its subcontractors, and 
funded through the MI-Choice Waiver. 

The Medicaid Provider stipulates that it agrees to the following: 

1. To keep any records required by the Participant or the Waiver Agent regarding the services provided to
Participants and to provide such information and any related invoices or billings, upon request, to the
Participant, Waiver Agent, the State Medicaid Agency, the Secretary of the Department of Health and
Human Services or the State Medicaid fraud control unit.

2. To comply with the ownership disclosure requirements specified in 42 CFR 455, subpart B, as applicable.
3. To comply with intent of the advance directive requirements specified in 42 CFR 489, Subpart I and 42

CFR 417.436 (d), as applicable, by finding out if a Participant has an advance directive to refuse life
sustaining medical treatment, and informing the Participant, before the Provider starts work, whether or
not the Provider will carry out that advance directive so the Participant can make an informed choice
during the hiring process.1

Both parties expressly acknowledge that the sole purpose of this agreement is to assure compliance with 42 
USC 1902 (a) 27. Further both parties recognize and reaffirm that the Waiver Agent is not the employer of the 
Medicaid Provider, and that the Participant is the sole employer of the Medicaid Provider. 

This agreement sets forth the entire understanding between the parties with respect to the subject matters, and 
supersedes any and all other agreements, either oral or in writing between the parties pertaining to these 
matters. No change or modification of the terms of this agreement is valid unless it is in writing and signed by 
the parties. 

Direct Care Professional Signature: Date: 
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PAS DCP Orientation: Rev 05.25 

DIRECT CARE PROFESSIONAL 
ORIENTATION 

Participant 
Full Name (First, Middle Initial, Last): 

Direct Care Professional 
Full Name (First, Middle Initial, Last): 

REVIEW 
1. Employment Application
2. Direct Care Professional Relationship Attestation
3. Employment Agreement: Participant is the Employer
4. Medicaid Provider Agreement: PAS bills the insurance to pay the Employee
5. Training Acknowledgement of Required Trainings & Documentation
6. Mileage Reimbursement Requirements/Only if Authorized: Must have current Auto Insurance &

Registration on file
7. We can not make payment without active authorization or above the authorized amount. Never work

before a start date is provided.
8. For billing questions regarding a payment you received, please call: 734.729.3100 Prompt 3

For payroll questions regarding a missed payment, please call: 734.729.3100 Prompt 4
9. Employee Start Date:

Determined by completion of requirements and agency approval/active authorizations
10. Pay Period Schedule
11. Billing Forms: Provided on initial hire; also located on website at: PASselfdirection.com

a. EPA - Employer Pay Authorization: Backup documentation for time worked and logged in
Assuricare CareWhen

b. AIR - Attendance Incident Report: Limitations Apply: Must be submitted within 48 hours of the
attendance incident. Failure to provide documentation timely may result in payment delay.

c. PVN - Progress Note: Restrictions Apply
12. Assuricare CareWhen Attendance System (free APP) with GPS.

Your enrollment specialist will ensure you are able to clock in successfully for the first time. We are
available to help over Teams, Zoom, our office, or by phone. If you have additional questions about EVV,
contact our dedicated EVV team at: 734.729.3100 Prompt 2

a. Assuricare CareWhen is a free mobile app
b. Step by Step Instructions will be provided to you

13. PAS Contact List
14. Overview of Program Rules and Requirements
15. Reporting of Incident(s): Medicaid Fraud/ Accident/ Hospital/ Protective Services/ Recipient Rights
16. False Claim Act (FCA)

By signing below: 
I acknowledge that I have reviewed and received a copy of the above information. 
I understand the requirements as provided to me. 
I will not hold PAS responsible for hours worked that have not been submitted, approved by my employer, or 
that are unauthorized. 

Direct Care Professional Signature: Date: 

Participant/Employer Signature:  Date: 
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PAS DCP St Clair Acknowledgement of Training Requirements: Rev 09.25 

DIRECT CARE PROFESSIONAL 
ACKNOWLEDGEMENT OF 

TRAINING REQUIREMENTS 

TRAINING REQUIREMENTS 
St. Clair will provide training information. Training must be completed before you can start. There are five (5) 
trainings to complete. 

1. Emergency Preparedness: Initial and every three years
2. First Aid: Certification must be current at all times
3. Individual Specific IPOS Training: Initial, Annual and any time there is a change in the IPOS

4. Recipient Rights: Within 30 days of hire and Annual

5. Universal Precautions/Bloodborne Pathogens/Infection Control: Initial

St. Clair will provide completed training information to PAS. 

PARTICIPANT (EMPLOYER) ACKNOWLEDGEMENT 
By signing below, I acknowledge that I have been informed that prior to any payroll being processed by PAS 
(Personal Accounting Services) my employee must meet all training requirements set forth by St. Clair.  
My employee will be provided with the training materials and both I, as the employer and my employee must 
sign that the training has taken place. 

As the Employer, I also have the right to waive the training requirements for my employee. 

Participant/Employer 

Full Name (First, Middle Initial, Last): 

Signature: Date: 

DIRECT CARE PROFESSIONAL (EMPLOYEE) ACKNOWLEDGEMENT 
By signing below, I acknowledge that I have been informed that prior to any payroll being processed by PAS 
(Personal Accounting Services), I must meet all training requirements set forth by St. Clair. As the employee, I will 
be provided with the training materials and both I, as the employee and my employer must sign to acknowledge 
that the training has taken place. 

My Employer also has the right to waive the training requirements. 

After the training is complete, it is my responsibility to return proof of such to Personal Accounting Services 
before any payroll will be processed.  

Direct Care Professional/Employee 

Full Name (First, Middle Initial, Last):  

Signature:  Date: 

mailto:info@PASSelfDirection.com
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Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

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

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) Other Last Names Used (if any) 

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

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

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

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

1. A citizen of the United States 

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

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

4. A  authorized to work until (exp. date, if any) 

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

USCIS A-Number 
OR 

Form I-94 Admission Number 
OR 

Foreign Passport Number and Country of Issuance 

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

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three 
business days after the employee's first day of employment, and must physically examine

documentation from List A OR a combination of documentation from List B and List C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

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

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

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

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

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 
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Form 1-9 
0MB No.1615-0047 

Expires 05/31/2027 

, or examine consistent with an alternative procedure 

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

Signature of Employer or Authorized Representative 

Marie Jacobsen
Oval
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Marie Jacobsen
Rectangle

Marie Jacobsen
Oval



LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a

combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 

Documents that Establish Both Identity 
and Employment Authorization 

OR 

LIST B 

Documents that Establish Identity 

LIST C 

Documents that Establish Employment
Authorization 

AND 

1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or
outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,

, height, eye color, and address

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

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

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

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

2. ID card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, , height, eye color,
and address

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

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

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

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

(1) The same name as the
passport; and

(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.

4. Voter's registration card 3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

5. U.S. Military card or draft record

6. Military dependent's ID card

4. Native American tribal document
7. U.S. Coast Guard Merchant Mariner Card

5. U.S. Citizen ID Card (Form I-197)
8. Native American tribal document

6. Identification Card for Use of Resident
Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian

government authority

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

For examples, see Section and
Section 1 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

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

listed above: 

10. School record or report card
6. Passport from the Federated States of

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

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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

For receipt validity dates, see the M-274. 

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

Form I-94 issued to a lawful
permanent resident that contains an

I-551 stamp and a photograph of the
individual.

Form I-94 with �RE� notation or
refugee stamp issued to a refugee.

OR 
Receipt for a replacement of a lost, stolen, or 
damaged List B document. 

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

*Refer to the Employment Authorization Extensions page on I-9 Central for more information.
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Supplement A, 
Preparer and/or Translator Certification for Section 1 

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

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 0 /31/202

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1. 

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

Reverification and Rehire (formerly Section 3) 
USCIS 

Form I-9
Supplement B

OMB No. 1615-0047 
Expires 0 /31/202

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

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1. 

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change.  Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 

New Name (if applicable)Date of Rehire (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

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

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

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

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

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

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the  
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) 
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MI-W4 
(Rev. 12-20)

EMPLOYEE’S MICHIGAN WITHHOLDING EXEMPTION CERTIFICATE
STATE OF MICHIGAN - DEPARTMENT OF TREASURY

Read instructions on page 2 before completing this form.

Issued under P.A. 281 of 1967. 1. Full Social Security Number 2. Date of Birth

3. Name (First, Middle Initial, Last) 4. Driver’s License Number or State ID

Home Address (No., Street, P.O. Box or Rural Route) 5. Are you a new employee? (mm/dd/yyyy)

Yes If Yes, enter date of hire ........

City or Town State ZIP Code
No

6. Enter the number of personal and dependent exemptions (see instructions) ........................................................... 6.

$ .007. Additional amount you want deducted from each pay (if employer agrees) ...................................................................7.

8. I claim exemption from withholding because (see instructions):

 a. A Michigan income tax liability is not expected this year.

 b. Wages are exempt from withholding. Explain:  ___________________________________________________________________________________________________

 c. Permanent home (domicile) is located in the following Renaissance Zone:  _____________________________________________________________________

EMPLOYEE:
exemptions. Keep a copy of this form for your records. See additional instructions on page 2.

9. Employee’s Signature Date

EMPLOYER: Complete the below section.

10. Employer’s Name

Address (No., Street, P.O. Box or Rural Route) City or Town State ZIP Code

Name of Contact Person Contact Phone Number

INSTRUCTIONS TO EMPLOYER:  
www.mi-newhire.com for information.  

In addition, a copy of this form must be sent to the Michigan Department of Treasury if the employee claims 10 or more exemptions or claims they are 
exempt from withholding. Send a copy to:

 Michigan Department of Treasury 
 Tax Technical Section 
 P.O. Box 30477 
 Lansing, MI 48909



INSTRUCTIONS TO EMPLOYEE’S  
MICHIGAN WITHHOLDING EXEMPTION CERTIFICATE (Form MI-W4)

You must submit a Michigan withholding exemption 
certificate (form MI-W4) to your employer on or before 
the date that employment begins. If you fail or refuse 
to submit this certificate, your employer must withhold 
tax from your compensation without allowance for any 
exemptions. Your employer is required to notify the 
Michigan Department of Treasury if you have claimed 10 
or more personal or dependency exemptions or claimed 
that you are exempt from withholding.

You MUST provide a new MI-W4 to your employer 
within 10 days if your residency status changes or if 
your exemptions decrease because: a) your spouse, for 
whom you have been claiming an exemption, is divorced 
or legally separated from you or claims his/her own 
exemption(s) on a separate certificate, or b) a dependent 
no longer qualifies under the Internal Revenue Code.

Line 5: If you check “Yes,” enter your date of hire.

Line 6: Personal and dependency exemptions. The 
number of exemptions claimed here may not exceed 
the number of exemptions you are entitled to claim on a 

 (Form MI-1040). 
Dependents include qualifying children and qualifying 
relatives under the Internal Revenue Code, even if your 
AGI exceeds the limits to claim federal tax credits for 
them.

Do not claim the same exemptions more than once or tax 
will be under-withheld.  Specifically, do not claim:

•  Your personal exemption if someone else will claim 
you as their dependent. 

•  Your personal exemption with more than one 
employer at a time.

•  Your spouse’s personal exemption if they claim it 
with their employer.  

•  Your dependency exemptions if someone else (for 
example, your spouse) is claiming them with their 
employer.

Line 7: You may designate additional withholding if you 
expect to owe more than the amount withheld.

Line 8a: You may claim exemption from Michigan income 
tax withholding if all of the following conditions are met:

i)  Your employment is intermittent, temporary, or less 
than full time;

ii)  Your personal and dependency exemptions exceed 
your annual taxable compensation;

iii)  You claimed exemption from federal withholding; 
and

iv)  You did not incur a Michigan income tax liability for 
the previous year.

Line 8b: Reasons wages might be exempt from 
withholding include:

•  You are a nonresident spouse of military personnel 
stationed in Michigan.

•  You are a resident of one of the following reciprocal 
states while working in Michigan: Illinois, Indiana, 
Kentucky, Minnesota, Ohio, or Wisconsin.

•  You are a member of a Native American tribe that 
has a tax agreement with the State of Michigan 
and whose principal place of residence is within the 
designated agreement area.

•  You are an enrolled member of a federally-
recognized tribe that does not have a tax 
agreement with the State of Michigan, you reside 
within that tribe’s Indian Country (as defined in 18 
USC 1151), and compensation from this job will be 
earned within that Indian Country. 

Line 8c: For questions about Renaissance Zones, 
contact your local assessor’s office.



Michigan Department of Treasury 

3281(Rev. 9-12) 

P.O. Box 85010 State of Michigan New Hire Reporting Form 
Lansing, MI 48908-5010 

Federal law requires public (State and local) and private employers to report all newly hired or rehired employees who are working Phone: 
in Michigan to the State of Michigan.1 This form is recommended for use by all employers who do not report electronically. Fax: 

A newly hired employee is an individual not previously employed by you, and 
a rehired employee is an individual who was previously employed by you but 
separated from employment for at least 60 consecutive days. 

Reports must be submitted within 20 days of hire date (i.e., the date services 

This form may be photocopied as necessary. Many employers preprint employer 
information on the form and have the employee complete the necessary 
information during the hiring process. 

When reporting new hires with special exemptions, please use the MI-W4 form. 

Online and other electronic reporting options are available at: 

Employers who report electronically and have employees working in two or 
more states may register as a multi-state employer and designate a single state 
to which new hire reports will be transmitted. Information regarding multi-state 
registration is available online at: 

 or call 

Reports will not be processed if mandatory information is missing. Such reports 
willl be rejected and you must correct and resubmit them. 

For optimum accuracy, please print neatly in all capital letters and avoid contact 
with the edge of the box. See sample below. 

A B C 1 2  3

1 Ref: Social Security Act section 453A and the Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) of 1996 (P.L. 104-193), effective October 1, 1997. 

• 

• 
• 

• 
• 

are first performed for pay). 

www.mi-newhire.com. 

EMPLOYEE Information (Mandatory) 

First Name: 

I I I I 
Last Name: 

I I I I 
Address: 

I I I 
City: 

I I I 
Zip Code: 

,___I ,___I ,___I L.,__,,J_,,__,JI I I I I I 

Date of Birth: 

ITJ ITJ IL_____j________-------1....___ 

EMPLOYER Information (Mandatory) 

Employer Name: 

I I I I I I I I I I I I I I 
Address: 

I I I I I I I I I I I I I I 
City: 

I I I I I I I I I I I I I I 
Zip Code: 

I I I I I 11 I I I I 

{!l;.f.1UeJ.1f'!U Contact Name: 

I I I I I I I I I I 
Contact Phone: 

I I I 11 I I 11 I I 
Contact Email: 

I I I I I I I I I I 

I I 

I I 

I I 

I 

I 

I 

• 

Michigan New Hire 
Operations Center 

(800) 524-9846 
(877) 318-1659 

http://www.ad.hhs.gov/programs/cse/ 
newhire/employer/private/newhire.htm#multi (410) 277-9470. 

• 
• 

I I 

Social Security Number: 

I I I I ITJ I.________.__________.______. 
Middle Initial: 

□ 

I I I 

I I I 
State: 

[I] 
Hire Date: 

ITJ ITJ I.________.__________.______. 

Driver's License No: 

I I I I I I I I 
Federal Employer Identification Number (FEIN): 

[I] I I I I I I I I 

I I I I I I I I I I I I I I I I I I 

I I I I I I I I I I I I I I I I I I 
State: 

I I I [I] 

I I I I I I I I I I I I I I I I I I 
Contact Fax: 

I I I I 11 I I 11 I I I I 

I I I I I I I I I I I I I I I I I I 
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