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Employee Contact Information 

Name: _________________________   ________________________   ________________________ 
                   First                        Middle                                  Last 
 

Physical Address: ___________________________________________________________________ 
                                                           Street                                   Apt/Unit #                 City                                State                   Zip Code 
 

Mailing Address: ___________________________________________________________________ 
(if different than physical address)           Street/PO Box                         Apt/Unit #                                 City                               State                    Zip Code 
 

Phone: Home _________________  Work _________________  Cell _________________   
 

Email:  ____________________________________ 
 

Date of Birth: ________________   Social Security Number:  ______ ‐ ____ ‐ _______ 
 

Emergency Contact: ____________________    ________________    _________________________ 
                            Name                Phone                                     Relationship 

Age and Education Requirements 

Are you at least 18 years old?   Yes    No 
 

RN or LVN license is mandatory for Skilled Nursing Services.  Licenses must be verified to be active 
and in good standing. 

Criminal Background 

Have you ever been convicted of a felony?    Yes    No  
 

Have you ever had a professional license, certificate, or driver’s license in any state revoked, 
suspended, or had disciplinary action applied?    Yes    No 

Acknowledgement 

I, _____________________________ (print name) the applicant, verify that the information provided 
is true and correct to the best of my knowledge.  I also acknowledge that a criminal conviction check 
and registry check are required and that some convictions prevent employment. 
 

Neither the acceptance of this application nor entry into any type of employment relationship or 
employment agreement with a consumer or their legally authorized representative for the 
consideration of employment shall serve to create an actual or implied contract of employment with 
Consumer Direct Care Network Texas (CDCN). 
 

I understand that I may not provide services for payment for a consumer until I receive an “Okay to 
Work Form” from CDCN.    The receipt of this form means that the required results of the criminal 
background check have been approved.  I also understand that the results of the background check 
may be shared with the approving entity (Texas Health and Human Services) and/or the consumer 
with whom I work.  The results of the background check will be filed in my personnel file. 

 
Signature of Applicant: _____________________________ Date: ______________ 
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Employee Name  Estimated Start Date Consumer Name

 

Please complete the forms in the lists below including this one.  Consumer Direct Care Network Texas 
(CDCN) must receive either originals or copies of each prior to the start of employment (those labeled “if 
applicable” may be an exception).  The employee is not approved to begin work until all forms are 
completed and received at CDCN and an “Okay to Work” approval form has been issued.   
 
Payroll Related Forms (required for all new employees) 

1.        Employee Data Form 

2.        New Employee Checklist (this form) 

3.        Employment Relationship Disclosure 

4.        I‐9 Form – Employment Eligibility Verification 
  Additional I‐9 instructions are available on the CDCN Texas Website under the Resources tab 

5.        W‐4 Form – Employee’s Withholding Allowance Certificate  

6.        Pay Selection Form (attachment may be required, see form instructions) 

7.        Wage and Benefits Plan (Form 1730)  
  Note: The Employer must use the most recent Budget to complete this form correctly 

8.        Employee Health Questionnaire 

 
Texas Health and Human Services Forms (required for all new employees; some exceptions) 

1.        New Employee Packet Cover Sheet (Form 1724) 

2.        Criminal Conviction History and Registry Checks (Form 1725) 

3.        Applicant Verification for Employees (Form 1729) 

4.        Service Provider and Employer Certification of Relationship Status for CDS (Form 1734) 

5.        Liability Acknowledgement (Form 1728) 

6.        Acknowledgement of Workers’ Compensation Network 

7.        Employee Work Schedule and Assigned Tasks (Form 1731) 

8.        Employer and Employee Service Agreement (Form 1737) 

9.        Service Provider Agreement (Form 1739) 

10.      Occupational Exposure to Bloodborne Pathogens (Form 1727) 

11.      Exemption from Nursing Licensure (Form 1733, if applicable) 

12.      Management and Training of Service Provider (Form 1732) 

13.      Employee Misconduct Registry Notification (Form 1732‐EMR) 

14.      Acknowledgement of Nursing Requirements (Form 1747, if applicable) 

15.      Licensed Vocational Nurse Supervision (Form 1747‐LVN, if applicable) 
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Licensing/Training Verifications (as applicable, attach photocopy of documentation) 

1.        CPR certification.  Expiration date: ______________ (if applicable, only required for CLASS, 
DBMD, and MDCP waivers.  CLASS and DBMD must be a hands‐on course. 

2.        Driver’s License (if applicable, only if transporting consumer) 

3.        Minimum Auto Insurance (if applicable, only if transporting consumer) 

4.        Professional licenses (if applicable, e.g. RN, LVN) 
 
Distribution of training booklets (located in the Employer Binder)  

1.        HIPAA Training Guide, Infection Control, Lifting and Moving Patients, Fraud Prevention 
 
Please review and verify that the above forms are complete and readable before submitting to CDCN.  
Illegible or missing forms will result in a delayed start date. 
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Employee Name  Consumer Name  Employer of Record (EOR) Name

 

Employee‐Employer Relationship Determination 

Background.  Employees providing domestic services such as personal care may be exempt from some 
payroll taxes.  This is based on the employee’s age and relationship to the Employer of Record (EOR).  
The EOR is listed above and is either the Consumer or their designee.  Consumer Direct Care Network 
(CDCN) will apply any exemptions based on the relationships identified below.   

Instructions to Employee.  CHOOSE ONLY ONE DESCRIPTION BELOW.  Check the box that best describes 
your relationship to the Employer of Record (EOR) named above.  

  Child of EOR.  I am less than 21 years old.  The EOR is my parent.  I am the child (including 
adoptive child) of the EOR.  I am also less than 21 years old. 

 

  Child of EOR.  I am 21 years old or older.  The EOR is my parent.  I am the child (including 
adoptive child) of the EOR.  I am also 21 years old or older.  

 

  Spouse of EOR.  The EOR is my husband or wife. 

 

  Parent of EOR.  The EOR is my son or daughter (including adoptive child).  Please answer 
additional questions below. 

    Yes   No 

    Yes   No 

 

 
    Yes   No 

The EOR (my son or daughter) has a child or step child that lives in the home. 

The EOR is (1) a widow or widower; (2) divorced; or (3) married and lives with a 
spouse but the spouse can’t care for their child or step child due to a mental or 
physical condition.  The spouse is unable to provide care for at least 4 straight 
weeks in 3 months. 

The EOR’s child or stepchild is less than 18 years old or needs personal care from 
an adult.  Care is needed for at least 4 straight weeks in 3 months due to a mental 
or physical condition. 

 

  Mother‐in‐Law/Father‐in‐Law of EOR.  The EOR is my son‐in‐law or daughter‐in‐law. 

 

  Relative not described above.  The EOR is my aunt, uncle, sibling, grandparent, grandchild or 
other relative not specifically listed above.   

      Please describe the relationship:   .   

 

  Not related to the EOR.  I am not related by blood, marriage or adoption to the EOR. 
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Important Notes:   

 If employee and EOR qualify for tax exemptions, they must be taken.  Exemptions cannot be waived. 

 If employee’s earnings are exempt from these taxes, they may not qualify for related benefits.  An 
example is unemployment insurance. 

 Exemptions are based on the relationship between the employee and EOR.  The Consumer may or 
may not be the EOR.   

Employee‐Consumer Live‐in Determination 

Background.  Employees that live under the same roof as the Consumer receiving services may be 
exempt from federal minimum wage and overtime regulations.    

Instructions to Employee.  Do you live under the same roof as the Consumer receiving services?  Check 
Yes or No below.  

 Yes   No   Employee resides at the same residence as the Consumer receiving services.  

Acknowledgements 

Employee and EOR attest the relationships defined above are accurate.  This may show that the 
employee and EOR are exempt from some taxes.  Explanations of exemptions are provided below.  If 
these relationships change, employee must notify CDCN within 5 days.  If CDCN is not notified of 
changes, employee may have to pay back money that should have been withheld from pay. 

If Employee checked “Yes” above indicating they live at the same residence as the Consumer receiving 
services, they understand and declare they are not subject to overtime requirements of the Fair Labor 
Standards Act for Domestic Care Workers (Title 29, Subtitle B, Chapter V, Subchapter A, Part 552).  
 
                
Employee Signature    Date    Employer of Record Signature    Date 

Explanation of Employee Exemptions 

Relationship to EIN Holder 
(Employer of Record) 

FICA  FUTA  SUTA 

Spouse  Exempt  Exempt  Exempt 

Parent (including adoptive 
and step parent) 

*Exempt 
**Subject to Tax  Exempt  Exempt 

Mother‐in‐Law/Father‐in‐Law  Subject to Tax  Subject to Tax  Exempt 

Child age 18‐20  Exempt  Exempt  Exempt 

All other Relationships  Subject to Tax  Subject to Tax  Subject to Tax 

No Relationship  Subject to Tax  Subject to Tax  Subject to Tax 

*Exempt if answered “No” to any of the 3 questions on page 1 regarding care for the EOR’s child.  

**Subject to Tax if answered “Yes” to all 3 questions on page 1 regarding care for the EOR’s child.  
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Instructions for Completing Form I‐9 Section 1 
(On or before employee’s first day of work for pay) 

Employee:  Complete Section 1 of Form I‐9.  This must be done no later than your first day of work for pay.  
Please print clearly, and sign and date when you are finished.  Refer to the numbered explanations below for 
additional information. 

Employer:  Review Section 1, ensuring your employee has completed it properly.

Employee (steps 1‐9) 

 Print your full legal name:
Last, First and Middle Initial. 
Provide any other names used, 
such as maiden name.  Enter 
“N/A” if you have never had 
another name. 

 Print your physical address.
Entering a PO Box is not 
allowed.  Enter “N/A” if you 
have no apartment number. 

 Print your date of birth
(mm/dd/yyyy). 

 Print your Social Security
Number. 

 Print your email address or
print “N/A” if you choose to not 
provide it. 

 Print your telephone
number or print “N/A” if you 
choose to not provide it. 

 Check the one box that
best describes your citizenship 
or immigration status in the 
United States. 

 Sign and print the date you
completed the form.  No later 
than first day of work for pay.   

 Check the box that indicates
whether or not you were 
assisted by a preparer or 
translator. 

Note: These instructions are for informational purposes only.  Refer to pages 1 and 2 of Form I‐9 Instructions for detailed information. 

Example

 123 Main St.  N/A  Anytown  TX    78000 

X 

 Jane Doe  02/05/2017 

 Doe  Jane            Q  N/A 

X 

 03/13/1964 1 2 3    4 5   6 7 8 9   employee@email.com  555-123-4567

 





Instructions for Completing Form I‐9 Section 2 
(Any time after employee has accepted job offer, but no later than 3 days after employee’s first day of work) 

Employee:  Present original, unexpired documents to your employer to verify your identity and authorization 
to work in the United States.  The LIST OF ACCEPTABLE DOCUMENTS is found after the Form I‐9. 

Employer (FEIN holder):  Examine the documents your employee provides and record them in Section 2.  The 
employee must be present while you examine them.  Refer to the numbered explanations below 
for additional information. 

Employer (steps 1‐10) 

 Print employee’s name from

Section 1: Last, First, and Middle Initial. 

 Enter the number representing

employee’s citizenship status checked 
in Section 1. 

 Examine each document and note

the details in the appropriate List 
column.   

one document from List A 

OR 

one from List B and one from List C   

Only accept unexpired, original 
documents (no photocopies). 

 Print the date of the employee’s

first day of work. 

 Sign the form.

 Print the date you signed the form.

Must be completed and signed within 
3 days of employee’s first day of work. 

 If not pre‐populated, print your

title as “Employer.” 

 Print your last then first name.

 Print your first and last name.

 Print physical address where 
services are provided: street, city, state 
and zip code. 

Note: These instructions are for informational purposes only.  Refer to pages 6 through 12 of Form I‐9 Instructions for detailed information.

 Doe  Jane Q       1

Driver’s License Social Security Card  

 02/05/2017

Texas Dept. of Public Safety   SSA       
0123456789abcde 123-45-6789       
08/17/2020 N/A

Ronald Smith  02/05/2017        Employer 

 Smith Ronald  Ronald Smith

 500 Fictional St. Anytown      TX     78000    

Example

Submit form I‐9 to Consumer Direct with the Employee Packet 





USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 10/31/2022

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  10/21/2019   Page 1 of 3

START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically, 
during completion of this form. Employers are liable for errors in the completion of this form. 
  ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) an 
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the 
documentation presented has a future expiration date may also constitute illegal discrimination. 

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

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

Date of Birth (mm/dd/yyyy)

- -

 Employee's E-mail Address Employee's Telephone Number U.S. Social Security Number

1. A citizen of the United States

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

3. A lawful permanent resident

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

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

(Alien Registration Number/USCIS Number):

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

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form. 
I attest, under penalty of perjury, that I am (check one of the following boxes):

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

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

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

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

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

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

Employer Completes Next Page
03149
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USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 10/31/2022

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

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

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

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

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

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

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

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

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

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

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

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative
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LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

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

LIST A

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

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

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

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

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

Documents that Establish 
Both Identity and 

Employment Authorization

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

b. Form I-94 or Form I-94A that has
the following:
(1) The same name as the passport;

and
(2) An endorsement of the alien's

nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

a. Foreign passport; and

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

listed above:   

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

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

3. School ID card with a photograph

6. Military dependent's ID card

7. U.S. Coast Guard Merchant Mariner
Card

8. Native American tribal document

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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

4. Voter's registration card

5. U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

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

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

2. Certification of report of birth issued
by the Department of State (Forms
DS-1350, FS-545, FS-240)

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

4. Native American tribal document

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

Documents that Establish  
Employment Authorization

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

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

(1) NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  10/21/2019

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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Form  W-4
2020

Employee’s Withholding Certificate

Department of the Treasury  
Internal Revenue Service 

 Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 

 Give Form W-4 to your employer. 

 Your withholding is subject to review by the IRS.

OMB No. 1545-0074

Step 1: 

Enter 

Personal 

Information

(a)   First name and middle initial Last name

Address 

City or town, state, and ZIP code

(b)   Social security number

 Does your name match the 
name on your social security 
card? If not, to ensure you get 
credit for your earnings, contact 
SSA at 800-772-1213 or go to 
www.ssa.gov.

(c) Single or Married filing separately

Married filing jointly (or Qualifying widow(er))

Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2–4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can 
claim exemption from withholding, when to use the online estimator, and privacy.

Step 2: 

Multiple Jobs 

or Spouse 

Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
also works. The correct amount of withholding depends on income earned from all of these jobs.

Do only one of the following.

(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3–4); or 

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; or 

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option 
is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . . . .  

TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you (or your spouse) have self-employment 
income, including as an independent contractor, use the estimator.

Complete Steps 3–4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will 
be most accurate if you complete Steps 3–4(b) on the Form W-4 for the highest paying job.)

Step 3: 

Claim 

Dependents

If your income will be $200,000 or less ($400,000 or less if married filing jointly): 

Multiply the number of qualifying children under age 17 by $2,000 $

Multiply the number of other dependents by $500 . . . .   $

Add the amounts above and enter the total here . . . . . . . . . . . . . 3 $

Step 4 

(optional): 

Other  

Adjustments

(a) 

 

Other income (not from jobs). If you want tax withheld for other income you expect 
this year that won’t have withholding, enter the amount of other income here. This may 
include interest, dividends, and retirement income . . . . . . . . . . . . 4(a) $

(b) 

 

Deductions. If you expect to claim deductions other than the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and 
enter the result here . . . . . . . . . . . . . . . . . . . . . 4(b) $

(c) Extra withholding. Enter any additional tax you want withheld each pay period . 4(c) $

Step 5: 

Sign 

Here

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

Employee’s signature (This form is not valid unless you sign it.) Date 

Employers 

Only

Employer’s name and address First date of 
employment

Employer identification 
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2020) 
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Form W-4 (2020) Page 2

General Instructions

Future Developments

For the latest information about developments related to 
Form W-4, such as legislation enacted after it was published, 
go to www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the 
correct federal income tax from your pay. If too little is 
withheld, you will generally owe tax when you file your tax 
return and may owe a penalty. If too much is withheld, you will 
generally be due a refund. Complete a new Form W-4 when 
changes to your personal or financial situation would change 
the entries on the form. For more information on withholding 
and when you must furnish a new Form W-4, see Pub. 505. 

Exemption from withholding. You may claim exemption from 
withholding for 2020 if you meet both of the following 
conditions: you had no federal income tax liability in 2019 and 
you expect to have no federal income tax liability in 2020. You 
had no federal income tax liability in 2019 if (1) your total tax on 
line 16 on your 2019 Form 1040 or 1040-SR is zero (or less 
than the sum of lines 18a, 18b, and 18c), or (2) you were not 
required to file a return because your income was below the 
filing threshold for your correct filing status. If you claim 
exemption, you will have no income tax withheld from your 
paycheck and may owe taxes and penalties when you file your 
2020 tax return. To claim exemption from withholding, certify 
that you meet both of the conditions above by writing “Exempt” 
on Form W-4 in the space below Step 4(c). Then, complete 
Steps 1a, 1b, and 5. Do not complete any other steps. You will 
need to submit a new Form W-4 by February 16, 2021.

Your privacy. If you prefer to limit information provided in 
Steps 2 through 4, use the online estimator, which will also 
increase accuracy. 

As an alternative to the estimator: if you have concerns 
with Step 2(c), you may choose Step 2(b); if you have 
concerns with Step 4(a), you may enter an additional amount 
you want withheld per pay period in Step 4(c). If this is the 
only job in your household, you may instead check the box 
in Step 2(c), which will increase your withholding and 
significantly reduce your paycheck (often by thousands of 
dollars over the year).

When to use the estimator. Consider using the estimator at 
www.irs.gov/W4App if you:

1. Expect to work only part of the year; 

2. Have dividend or capital gain income, or are subject to 
additional taxes, such as the additional Medicare tax;

3. Have self-employment income (see below); or

4. Prefer the most accurate withholding for multiple job 
situations.

Self-employment. Generally, you will owe both income and 
self-employment taxes on any self-employment income you 
receive separate from the wages you receive as an 
employee. If you want to pay these taxes through 
withholding from your wages, use the estimator at 
www.irs.gov/W4App to figure the amount to have withheld.

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

Specific Instructions

Step 1(c). Check your anticipated filing status. This will 
determine the standard deduction and tax rates used to 
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the 
same time, or (2) are married filing jointly and you and your 
spouse both work. 

Option (a) most accurately calculates the additional tax 
you need to have withheld, while option (b) does so with a 
little less accuracy. 

If you (and your spouse) have a total of only two jobs, you 
may instead check the box in option (c). The box must also be 
checked on the Form W-4 for the other job. If the box is 
checked, the standard deduction and tax brackets will be cut 
in half for each job to calculate withholding. This option is 
roughly accurate for jobs with similar pay; otherwise, more tax 
than necessary may be withheld, and this extra amount will be 
larger the greater the difference in pay is between the two jobs.

!
CAUTION

Multiple jobs. Complete Steps 3 through 4(b) on only 
one Form W-4. Withholding will be most accurate if 
you do this on the Form W-4 for the highest paying job.

Step 3. Step 3 of Form W-4 provides instructions for 
determining the amount of the child tax credit and the credit 
for other dependents that you may be able to claim when 
you file your tax return. To qualify for the child tax credit, the 
child must be under age 17 as of December 31, must be 
your dependent who generally lives with you for more than 
half the year, and must have the required social security 
number. You may be able to claim a credit for other 
dependents for whom a child tax credit can’t be claimed, 
such as an older child or a qualifying relative. For additional 
eligibility requirements for these credits, see Pub. 972, Child 
Tax Credit and Credit for Other Dependents. You can also 
include other tax credits in this step, such as education tax 
credits and the foreign tax credit. To do so, add an estimate 
of the amount for the year to your credits for dependents 
and enter the total amount in Step 3. Including these credits 
will increase your paycheck and reduce the amount of any 
refund you may receive when you file your tax return. 

Step 4 (optional).

Step 4(a). Enter in this step the total of your other 
estimated income for the year, if any. You shouldn’t include 
income from any jobs or self-employment. If you complete 
Step 4(a), you likely won’t have to make estimated tax 
payments for that income. If you prefer to pay estimated tax 
rather than having tax on other income withheld from your 
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the Deductions 
Worksheet, line 5, if you expect to claim deductions other than 
the basic standard deduction on your 2020 tax return and 
want to reduce your withholding to account for these 
deductions. This includes both itemized deductions and other 
deductions such as for student loan interest and IRAs.

Step 4(c). Enter in this step any additional tax you want 
withheld from your pay each pay period, including any 
amounts from the Multiple Jobs Worksheet, line 4. Entering an 
amount here will reduce your paycheck and will either increase 
your refund or reduce any amount of tax that you owe.
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Form W-4 (2020) Page 3

Step 2(b)—Multiple Jobs Worksheet  (Keep for your records.)

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE 
Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional 
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1 

 

 

Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter 
that value on line 1. Then, skip to line 3 . . . . . . . . . . . . . . . . . . . . . 1 $

2 Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and 
2c below. Otherwise, skip to line 3.

a 

 

 

Find the amount from the appropriate table on page 4 using the annual wages from the highest 
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries 
and enter that value on line 2a . . . . . . . . . . . . . . . . . . . . . . . 2a $

b 

 

 

Add the annual wages of the two highest paying jobs from line 2a together and use the total as the 
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower 
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount 
on line 2b . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2b $

c Add the amounts from lines 2a and 2b and enter the result on line 2c . . . . . . . . . . 2c $

3 Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . . . 3

4 

 

Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amount you want withheld) . . . . . . . . . . . . . . . . . . . . . . . . . 4 $

Step 4(b)—Deductions Worksheet  (Keep for your records.)

1 

 

Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-SR)). Such 
deductions may include qualifying home mortgage interest, charitable contributions, state and local 
taxes (up to $10,000), and medical expenses in excess of 10% of your income . . . . . . . . 1 $

2 Enter: { • $24,800 if you’re married filing jointly or qualifying widow(er)
• $18,650 if you’re head of household
• $12,400 if you’re single or married filing separately

} . . . . . . . . 2 $

3 If line 1 is greater than line 2, subtract line 2 from line 1. If line 2 is greater than line 1, enter “-0-” . . 3 $

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other 
adjustments (from Schedule 1 (Form 1040 or 1040-SR)). See Pub. 505 for more information . . . 4 $

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 . . . . . . . . . . . 5 $

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 with no other entries on the form; 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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Form W-4 (2020) Page 4

Married Filing Jointly or Qualifying Widow(er)

Higher Paying Job 

Annual Taxable 

Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

    $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $0 $220 $850 $900 $1,020 $1,020 $1,020 $1,020 $1,020 $1,210 $1,870 $1,870

$10,000 -   19,999 220 1,220 1,900 2,100 2,220 2,220 2,220 2,220 2,410 3,410 4,070 4,070

$20,000 -   29,999 850 1,900 2,730 2,930 3,050 3,050 3,050 3,240 4,240 5,240 5,900 5,900

$30,000 -   39,999 900 2,100 2,930 3,130 3,250 3,250 3,440 4,440 5,440 6,440 7,100 7,100

$40,000 -   49,999 1,020 2,220 3,050 3,250 3,370 3,570 4,570 5,570 6,570 7,570 8,220 8,220

$50,000 -   59,999 1,020 2,220 3,050 3,250 3,570 4,570 5,570 6,570 7,570 8,570 9,220 9,220

$60,000 -   69,999 1,020 2,220 3,050 3,440 4,570 5,570 6,570 7,570 8,570 9,570 10,220 10,220

$70,000 -   79,999 1,020 2,220 3,240 4,440 5,570 6,570 7,570 8,570 9,570 10,570 11,220 11,240

$80,000 -   99,999 1,060 3,260 5,090 6,290 7,420 8,420 9,420 10,420 11,420 12,420 13,260 13,460

$100,000 - 149,999 1,870 4,070 5,900 7,100 8,220 9,320 10,520 11,720 12,920 14,120 14,980 15,180

$150,000 - 239,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 12,790 13,990 15,190 16,050 16,250

$240,000 - 259,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 12,790 13,990 15,520 17,170 18,170

$260,000 - 279,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 13,120 15,120 17,120 18,770 19,770

$280,000 - 299,999 2,040 4,440 6,470 7,870 9,190 10,720 12,720 14,720 16,720 18,720 20,370 21,370

$300,000 - 319,999 2,040 4,440 6,470 8,200 10,320 12,320 14,320 16,320 18,320 20,320 21,970 22,970

$320,000 - 364,999 2,720 5,920 8,750 10,950 13,070 15,070 17,070 19,070 21,290 23,590 25,540 26,840

$365,000 - 524,999 2,970 6,470 9,600 12,100 14,530 16,830 19,130 21,430 23,730 26,030 27,980 29,280

$525,000 and over 3,140 6,840 10,170 12,870 15,500 18,000 20,500 23,000 25,500 28,000 30,150 31,650

Single or Married Filing Separately

Higher Paying Job 

Annual Taxable 

Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

     $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $460 $940 $1,020 $1,020 $1,470 $1,870 $1,870 $1,870 $1,870 $2,040 $2,040 $2,040

$10,000 -   19,999 940 1,530 1,610 2,060 3,060 3,460 3,460 3,460 3,640 3,830 3,830 3,830

$20,000 -   29,999 1,020 1,610 2,130 3,130 4,130 4,540 4,540 4,720 4,920 5,110 5,110 5,110

$30,000 -   39,999 1,020 2,060 3,130 4,130 5,130 5,540 5,720 5,920 6,120 6,310 6,310 6,310

$40,000 -   59,999 1,870 3,460 4,540 5,540 6,690 7,290 7,490 7,690 7,890 8,080 8,080 8,080

$60,000 -   79,999 1,870 3,460 4,690 5,890 7,090 7,690 7,890 8,090 8,290 8,480 9,260 10,060

$80,000 -   99,999 2,020 3,810 5,090 6,290 7,490 8,090 8,290 8,490 9,470 10,460 11,260 12,060

$100,000 - 124,999 2,040 3,830 5,110 6,310 7,510 8,430 9,430 10,430 11,430 12,420 13,520 14,620

$125,000 - 149,999 2,040 3,830 5,110 7,030 9,030 10,430 11,430 12,580 13,880 15,170 16,270 17,370

$150,000 - 174,999 2,360 4,950 7,030 9,030 11,030 12,730 14,030 15,330 16,630 17,920 19,020 20,120

$175,000 - 199,999 2,720 5,310 7,540 9,840 12,140 13,840 15,140 16,440 17,740 19,030 20,130 21,230

$200,000 - 249,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,440 19,730 20,830 21,930

$250,000 - 399,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,440 19,730 20,830 21,930

$400,000 - 449,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,450 19,940 21,240 22,540

$450,000 and over 3,140 6,230 8,810 11,310 13,810 15,710 17,210 18,710 20,210 21,700 23,000 24,300

Head of Household

Higher Paying Job 

Annual Taxable 

Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

      $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $0 $830 $930 $1,020 $1,020 $1,020 $1,480 $1,870 $1,870 $1,930 $2,040 $2,040

$10,000 -   19,999 830 1,920 2,130 2,220 2,220 2,680 3,680 4,070 4,130 4,330 4,440 4,440

$20,000 -   29,999 930 2,130 2,350 2,430 2,900 3,900 4,900 5,340 5,540 5,740 5,850 5,850

$30,000 -   39,999 1,020 2,220 2,430 2,980 3,980 4,980 6,040 6,630 6,830 7,030 7,140 7,140

$40,000 -   59,999 1,020 2,530 3,750 4,830 5,860 7,060 8,260 8,850 9,050 9,250 9,360 9,360

$60,000 -   79,999 1,870 4,070 5,310 6,600 7,800 9,000 10,200 10,780 10,980 11,180 11,580 12,380

$80,000 -   99,999 1,900 4,300 5,710 7,000 8,200 9,400 10,600 11,180 11,670 12,670 13,580 14,380

$100,000 - 124,999 2,040 4,440 5,850 7,140 8,340 9,540 11,360 12,750 13,750 14,750 15,770 16,870

$125,000 - 149,999 2,040 4,440 5,850 7,360 9,360 11,360 13,360 14,750 16,010 17,310 18,520 19,620

$150,000 - 174,999 2,040 5,060 7,280 9,360 11,360 13,480 15,780 17,460 18,760 20,060 21,270 22,370

$175,000 - 199,999 2,720 5,920 8,130 10,480 12,780 15,080 17,380 19,070 20,370 21,670 22,880 23,980

$200,000 - 249,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,770 24,870

$250,000 - 349,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,770 24,870

$350,000 - 449,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,900 25,200

$450,000 and over 3,140 6,840 9,560 12,140 14,640 17,140 19,640 21,530 23,030 24,530 25,940 27,240
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For Checking Accounts:   

Attach (tape) a voided check here 
Do not attach a deposit slip. 

 
 
For Savings Accounts:  provide a document from your bank with exact numbers to 
process direct deposits to your account.  If the document is larger than a standard‐
sized check, please provide a separate document.  Do not attach a deposit slip 
because it does not have all the necessary numbers. 
  

Employee Name:                
                                                                       (please print) 

Consumer Direct Care Network (CDCN) recommends every employee select direct deposit, either to a 
prepaid debit card issued through US Bank or to another account you specify.  Direct deposits avoid all 
possible delays associated with delivery of mail ‐ and that helps you access your pay on pay day.  Your 
pay stub (summary of your pay) will be sent by first class mail to your address on file.  First class mail 
terms and limitations apply. 
 

CDCN offers the following pay options.  Please select one option below. 
 

     US Bank Focus Card Direct Deposit – I authorize CDCN to issue me a US Bank Focus Card using my 
Social Security Number and other identification on file and to initiate payroll deposits to my card 
account.  You should receive your debit card in approximately two weeks.  

 

     Bank or Credit Union Direct Deposit – I authorize CDCN to initiate payroll deposits to 

  (name of bank or financial institution):                   
 

Account Type (check one):   Checking     Savings 
 
 

 
 
 
  

 
 
 
 
 
 
I authorize CDCN to process my selected method of pay as indicated above.  In the event that funds are 
deposited mistakenly to my account, I authorize CDCN to debit my account to correct the error.  It is my 
responsibility to confirm that each deposit has occurred and to pay any fees caused by overdrafts on my 
account.  Deposits will be made on each payday unless I notify my employer, in writing, of my request to 
stop direct deposits.  I understand that CDCN reserves the right to refuse any direct deposit request, that 
all direct deposits are made through an Automated Clearing House (ACH), and that the processing is 
subject to ACH terms and limitations, as well as those of my financial institution.  I understand that I 
may still receive a paper check while my selected method of pay is being set up. 
 
       
Signature                                                     Date 





The U.S. Bank Focus Card 
is a Visa® or Mastercard® prepaid debit card and  
a convenient alternative to receiving paper checks.

With the  
U.S. Bank Focus CardTM…

life just got easy.

Visit prepaidmaterials.com/usbankfocus
to learn more about the features and benefits of the U.S. Bank Focus Card.

1 You are generally protected from all liability for unauthorized transactions with Zero Liability. You must call the number on the back of your Card immediately to report any 
unauthorized use. Certain conditions and limitations may apply. See your Cardholder Agreement for details.
2 For text messages, standard messaging charges apply through your mobile carrier and message frequency depends on account settings.

The Focus Card is issued by U.S. Bank National Association pursuant to a license from Visa U.S.A. Inc. or Mastercard International. Mastercard is a registered trademark 
and the circles design is a trademark of Mastercard International Incorporated. ©2019 U.S. Bank. Member FDIC.
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SAFE
• �Your pay will be deposited onto  

a prepaid Visa or Mastercard  
each payday.

• �Funds are protected1 if lost or stolen. 

• �Keep track of purchases and loads  
with text2 and email alerts.

PORTABLE
• �Your card can stay with you  

for life. 

• �Add tax refunds, pay from a 
second employer, and even 
cash deposits!

CONVENIENT
• �Your card can be used anywhere 

Visa and Mastercard debit cards 
are accepted worldwide.

• �Access to cash when you need 
it most with over thousands of 
in-network ATMs nationwide.



Fee Schedule 

We reserve the right to change the above fee schedule upon written notification to you as required by applicable law. 
4US Bank does not charge a fee for mobile banking.  Standard messaging and data rates may apply through your mobile carrier.  
5Businesses performing your reload may charge a fee.  Cash reload services are provided by unaffiliated third parties. 

Activity Cost 

Monthly Account Maintenance Free 

Purchases at Point-of-Sale  (Domestic) Free 

Cash Back with Purchases (Domestic) Free 

ATM Transactions 

U.S. Bank ATM 
MoneyPass® ATM 

Allpoint® ATM   
Other ATM 

International ATM 

    Cash 
Withdrawal 

Free 
Free 
Free 
$2.00 
$3.00 

Declined 
Withdrawal 

Free  
Free 
Free 
$0.50 
$0.50 

Balance 
Inquiry 
Free  
Free 
Free 
$1.00 
$1.00 

Teller Cash Withdrawal Free 

Teller Cash Withdrawal Decline $0.00 

Customer Service   
 Automated Phone Service, Online, Live Phone Representative Free 

Text or Email Alerts4 Free 

Inactivity After 90 consecutive days. Not assessed if balance is $0.00. $2.00 Per Month 

Monthly Paper Statement If requested – $2.00 

Card Replacement  
Non-Personalized Issued by employer (If applicable to your program) 
Personalized       

$5.00 
Standard $5.00; Expedited $15.00; Overnight $25.00 

ChekToday Convenience Checks      Check Authorization
(If applicable to your program)        Check Order 

Check Return 
Stop Payment 

Lost/Stolen Check 
Void Check 

Check Reversal 
Check Copy 

Free 
Free; Expedited $35.00 

$25.00 
$25.00 
$25.00 
Free 

$25.00 
$10.00 

Foreign Transaction Up to 3% of transaction amount 

Transaction Limits Count Amount 

Maximum Card Balance N/A $40,000

Purchases (includes cash back) 20 per day $4,000 per day 

Cash Loads (If applicable to your program) 3  per day $950 per day 

Teller Cash Withdrawal 5  per day $2,525 per day 

ATM Withdrawal 5  per day $1,525  per day; $1,025 max transaction 

Loads or Deposits 10 per day $20,000 per day 

Signature-based POS returns 4  per day N/A 

Pending ACH Credits 5  per day $5,000 per day 

ACH Loads 5  per day $20,000 per day 

The owner of any Non-U.S. Bank or Non-MoneyPass 
ATM may assess an additional surcharge fee for any 
ATM transaction that you complete.



Optional

Date
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05094                                  

Employee Name:    
                                                             (please print) 

Background:  At this point in the employment process, you have been conditionally hired by a Consumer/Member/ 
Representative/Individual (“Employer”) as an Employee.  Your position involves delivering services for the Employer.  Your 
duties will vary according to the needs and authorized services of the Employer, but will require you to perform tasks of a 
physical nature, which have physical demand requirements.  The purpose of this Health Questionnaire is to obtain information 
about your ability to safely perform the authorized tasks.  The information provided on this Questionnaire will be used to help 
manage your employment in a safe manner.  Your responses are considered Confidential. 

Instructions:  Respond to each item as to whether you have a medical or physical activity restriction or limitation to physical 
activity.  Please explain each “Yes” answer on the reverse of this form and attach additional information as necessary. 

Return this completed form, with the other employment forms, to the Consumer Direct Care Network (CDCN) office. 
 

  Do you currently have a Physical Activity Restriction for: NO YES
1  Sitting 

2  Stationary Standing 

3  Walking 

4  Ability to be Mobile 

5  Crouching (bending at knee) 

6  Kneeling/Crawling 

7  Stooping (bending at waist) 

8  Twisting (knees/waist/neck) 

9  Turning/Pivoting 

10  Climbing 

11  Balancing 

12  Reaching overhead 

13  Reaching extension 

14  Grasping 

15  Pushing/Pulling 

16  Lifting/Carrying 

17  Whole/Partial Loss of Hearing 

18  Blindness (partial or complete) or Eye Problems

19  Have you ever been advised by a health care professional to restrict your physical activities in any way? 

  Personal Medical History 
In the past 5 years, have you had or been treated for: 

NO  YES 

20  Epilepsy 

21  Fainting/Dizzy Spells 

22  Hernia 

23  Muscular Strain 

24  Neck or Back Injury 

25  Ruptured Intervertebral Disc 

26  Joint Injury or Pain 

27  Fractures 

28  Tuberculosis or Non‐Negative TB Test 

29  Lung Problems/Disease 

30  Head Injury 

31  Other Current Problems, Diseases, Conditions 

32  Have you been hospitalized or undergone surgery, other than for childbirth?

33  Have you refused a recommended surgical procedure?

34  Are you currently taking any medication or drugs, whether by prescription or not, that could impair your judgment? 
 



 
 EMPLOYEE HEALTH QUESTIONNAIRE
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05095                                  

Employee Name:    
                                                             (please print) 
 

Do you currently have, or have you ever been told by a health care professional 
that you have, any physical limitations in reference to the list below? 

    NO  YES    NO  YES 

A  Back    H Arm 

B  Shoulder    I Hip 

C  Neck    J Knee

D  Elbow    K Ankle

E  Wrist    L Foot

F  Hand    M Leg

G  Finger    N Other

 

CDCN does not discriminate in hiring, promotion, or other terms and conditions of employment and does not discriminate 
against persons who have, in good faith, filed a claim for or received benefits pursuant to State Workers’ Compensation 
Laws.  Requests for Accommodations which allow employees to perform the essential functions should be requested in 
writing and will be provided if they do not cause an undue hardship. 

 

Please explain any “Yes” answers from page 1 and 2 in detail below and note the associated number or letter.  Also, include 
the dates of injuries & surgeries.  Use additional pages if necessary: 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 

I hereby certify that I have answered the above questions to the best of my knowledge, and that my answers are true and 
complete.  I understand that misrepresentation or omission of facts is cause for dismissal and may result in denial of 
workers’ compensation benefits. 
 

Employee Signature:                    Date:  _____/_____/__________ 

 
 Office Use Only

 

Reviewed by: [________] Date _______/_______/_______       Date sent to Risk Mgr: _______/_______/_______ 
 

State Office/Location: _____________________________        Risk Mgr Review: [________] Date ______/______/______ 



CLASS, DBMD and MDCP only:
Verify again before expiration date.

Verify again before 
expiration date.

If hiring a nurse: 

If applicable:

✔

✔
01762
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Notice Concerning Workers' Compensation in Texas
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Rev. 09/04/2018     

 
Notice of Network Requirements 

Employee Information; Responsibilities 
 
Dear Texas Employee: 

 

Consumer Direct Care Network Texas (CDCN) is using The Hartford’s Texas Workers’ 

Compensation Health Care Network‐FH.  This is a certified workers’ compensation network for 

providing healthcare service that you can use.  We call it a “healthcare network” because it 

includes different kinds of healthcare services.  This network is offered through your employer.  

This network has been certified by the Health and Workers’ Compensation Networks & Quality 

Assurance Division.  If you live in the area that is serviced by the network (called a Geographic 

Service Area, or simply “Service Area”), and if you are injured at work, you must get medical 

treatment through this network.  Your employer must tell you about what you need to do so that 

you will be able to use the network if you are injured.  Not all of the doctors in your area are part 

of this network.  Your employer must also give you a list of the names of the doctors that you can 

use in your area.  This list of network treating doctors includes: 

 The names and addresses of the doctors and whether they are treating doctors (the kind of 

doctor that you contact yourself) or specialists (doctors that the treating doctor 

recommends); network doctors are listed by the kind of service they provide; treating 

doctors are listed separately from specialists; 

 The names of the doctors who are able to determine whether your work related medical 

condition has reached maximum medical improvement and provide impairment ratings 

associated with your work related injury; and 

 Information about doctors who are accepting new patients. 

 

This list of network providers will be updated at least four times each year.  If you would like a 

printed copy, please contact us at 1‐800‐327‐3636, Option 4 and we will be happy to mail one to 

you.  If you have Internet access, the electronic directory is updated more frequently. 

 

Visit:  www.talispoint.com/htfd/external 

 

CDCN utilizes a Risk Manager to help assist with workers’ compensation claims and questions.  

 
If you are injured please contact the Risk Manager at the Injury Hotline at 1‐888‐541‐1701.  
 
       
        





 

 

WORKERS’ COMPENSATION  NETWORK

ACKNOWLEDGEMENT FORM
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I have received information that tells me how to get health care under workers’ compensation 
insurance. 
 
If I am hurt on the job and live in the service area described in this information, I understand that: 
 

1. I must choose a treating doctor from the list of doctors in the network.  OR, I may ask my 
HMO primary care physician to agree to serve as my treating doctor. 

2. I must go to my treating doctor for all health care for my injury.  If I need a specialist, my 
treating doctor will refer me.  If I need emergency care, I may go anywhere.  

3. The insurance carrier will pay the treating doctor and other network providers. 

4. I might have to pay the bill if I get healthcare from someone other than a network doctor 
without network approval. 

 
         
                                                         (Signature)                       (Date) 

 
     
                                                     (Printed Name) 

 
I live at:     
                                                                                      (Street Address) 

 
             
                                                              (City)                                                         (State)                 (Zip Code) 

  
 
Employer Printed Name:    
 
Employer Signature:     Date:    
 

 
Name of Network: The Hartford’s Texas Workers’ Compensation Health Care Network‐FH 
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* If the service provider is an entity, a representative from the entity with authorization to negotiate this agreement on behalf of the entity must sign.
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Hepatitis B is a serious infection involving the liver. 
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Mandatory Declination Statement
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§225.13,Tasks Prohibited From Delegation), including:

01771



01772



(Initial orientation must include training related to the
individual’s condition and the tasks the service provider will perform as well as any required training described in an applicable addendum to 
Form 1735, Employer and Financial Management Services Agency Service Agreement.)

(Initial orientation must include training on acts that constitute abuse,
neglect or exploitation of an individual.)
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OKAY TO WORK 

 

Rev. 09/07/2018 

02047                                

     
Employee Name (please print)    Consumer Name (please print) 
 
 

APPROVAL TO BEGIN WORK 

Thank you for your interest in working as an employee in the Texas Consumer‐Directed 
Services program.  Consumer Direct Care Network Texas (CDCN) has reviewed and approved 
your enrollment paperwork and has confirmed that your criminal conviction history and 
registry checks comply with requirements.  We are pleased to authorize you to start work. 

This notice authorizes you to begin working on: ______________________ 

 
PROGRAM REQUIREMENTS ‐ Please remember that as an employee you are responsible for: 

 Working only on the tasks approved on your Work Schedule and Assigned Tasks (Form 
1731) and working within the hours approved by the Case Manager. 

 Accurately document the hours that you work on the timesheet. 

 Notifying the CDCN office of changes in your information (see Status Change Form). 

 Maintaining your automobile insurance if driving the Consumer is part of your tasks. 

 Remain in compliance with the Texas Department of Aging and Disability Services’ 
regulations concerning maintaining professional standards or any program specific training 
requirements. 

 Submit timesheets postmarked, emailed or faxed by Monday midnight each week. 
 

Note:  If an employee does not work for 6 months they will become inactive in the CDCN payroll 
system.  Once inactive, employees must re‐apply to work with a consumer and be issued another 
Okay to Work form to be eligible to work again.  This is especially important to keep in mind for 
backup employees. 

Please contact the CDCN office if you have any questions about the application process or an 
employee’s employment status.  Thank you! 

Phone: 512‐420‐0832  Toll Free: 1‐877‐903‐0832 

   
 
       
Consumer Direct Representative Signature                 Date 
 
   
Printed Name 
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