
VICTORIOUS HOME HEALTH CARE LIMITED
414 Dixie Highway chicago Heights, Iilinois, 604Il

APPLICATION REQU I REM ENI;S

Resume

State lD or Driverrs license

High school Diploma or GED

Car insurance

Current physical Examination result

Current TB Test results

First Aid

CPR Card

Current RN/LPN License

CNA License

W-4 State and Federal IRS

Work Permit/Green card/US passport

Form l-94 (lmmigration) and Delay filled Form t-9

Emergency Contacts, Names and phone numbers

Duly Filled victorious Home Health Application Form



VICTORIOUS HOME HEALTHCARE LTD
411 Dixie Highway Chicago Heights 11,60411. PH(815)464-920'l yiglg;19s"9hh@Smj!.iggM.Fax (8151464-9202

EM PLOYM ENT APPLICATTON :

An Equal Opportunity Employer: We consider appliconts for oll positions without regqrd to rqce, color, religion, creed,

gender, nationol origin, oge, disobility, moritol of veteron stotus, or ony other legolly protected status. ln order to be

considered on opplicont, you must complete this form.
General lnformation

Date of Application

Please select
Position Applying for:

Full Name

E-Mail

Add ress

RN/NP Home Care Aide LPN

Date Of Birth

Social SecurltV Number

Phone

1. Do any of your friends or relatives work here? ffi vur ffi.{ *"sffi riai
lf yes, state full name and relationship.

2. Are you legally eligible for employment in this country? (Proof of citizenship

or immigration status will be required upon employment)

3. Have you been convicted of a felony within the last 7 years?

Yes

Yes

4. Are you currently employed?

5. lf you are currently employed, may we contact your employer?

Yes No

No

No

No

Work Preferences & Availability
1. Are you looking for a full-time or part-time position?
2. Are you available to work weekends?

3. Are you willing and able to service clients throughout the
Cook County / Will County / Kankakee County (whether
by driving or using public transportation)?

Education
-ype of School

NAME OF SCHOOL
LOCATION

(City, State)

NUMBER OF YEARS

COMPLETED
MAJOR & DEGREE

High School

College

Bus. OrTrade School

Professional School

i
l
i

t....................



Have you ever been convicted of a crime? Yes No
lf yes, explain number of conviction(s), nature of offense(s) leading to conviction(s), how recently such offense(s) was/were cornnritted,
sentence(s) imposed, and type(s) of rehabilitation (A conviction will not necessarily result in the denial of employment):

Have you ever worked under a different name?
lf YES, what was it and what was the reason?

i

Do you have any relatives or friends that work for the company? _{.ffiV"r ,, ,r..] t"lf YES, what is their name?

Yes No

ln Case of Emergency, Please Contact:

Name

Phone Number

; Relation

Previous Employment/Work History
Compa ny: Telephone Number:

Date StartedlSupervisor:

Job Title:

Job Duties:

Date Ended:

Reason for Leaving:

Company:

Job Title:

Telephone Numberl

Supervisor: Date Started:

Date Ended:

Job Duties: Reason for Leaving:

Address:

Compa nyl

Supervisor:

lob Title:

Job Duties:

Addressi

Telephone Number:

Date Startedi

Date Ended:

Reason for Leaving:

WHAT POSITION ARE YOU APPLYING FOR?

POSITION:

COMPANY NAME:

TITLE:

2



VICTORIOUS HOME HEALTHCARB

Job Description: Registered Nurse

Responsible to: Director of Nursing

Qualifications:
rGraduate of a National League of Nursing accredited School of nursing

o Curent Illinois Registered Nurse License
. Willing to travel

r Bachelor's degree and prior home health experience preferred Job

Duties:

1, Patient Care

a. Adheres to the Nursing Practice when providing patient care
b. Respects the patient's privacy and property
c. Uses correct body mechanics when providing care to prevent injury to self and patient
d. Conducts comprehensive physical assessments and obtains medical histories on patients in tht

home setting
e. Develops nursing diagnoses and plans of care according to individual patient assessments, an(

health care needs

f. Uses effective communication techniques with patients and families
g. Educates patients and families according to the plan of care
h. Identifies when patient goals are achieved; identifies and acts to resolve any barriers to go.id

achievement
i. Maintains high standards and provides high quality, culturally competent nursing care
j. Continually re-evaluates and llPdates the plan of care
k. Uses effective time management skills
1. Conserves agencyresources as appropriate
m. Identifies changes in the patient condition and informs the physician and other appropriate patient caregiven
n. Functions as a case manager in coordinating care between all disciplines, Contacts physicians t<

obtain new orders p. Communicates clinical information to the Director of NursingAlursinl
Supervisor at start of care and periodically throughout the certification period with changes ir
patient condition and discharge plans

q. Completes and submits documentation according to agencyrellulatlOl

'. Attains and maintains proficiency in the following skills:
.Infection Control

. Venipuncture
. Wound care

. Infusion Therapy and Central Line care Colostomy Care
. Gastrostomy care and Enteral Feedings
. Tracheostomy Care and Oxygen Therapy
. Foley Catheter Care and Insertion
. Glucometer



Job Description: Registered Nurse

2. Supervision

a. Responsible for supervising and instructing Licensed Practical Nurses and
Home Health Aides

b. Reports deficiencies to the Director of Nursing c, Assists with the orientation
of new personnel

3. Personal / Professional Standards

a. Attends in-services and communicates learning needs to the Director of Nursing
b. Sets personal and professional goals

c. Maintains a professional demeanor and appearance while interacting, with patients and workers
d. Exhibits critical thinking abilities to analyze and optimize work processes

e. Cooperates with co-workers and management and utilizes the chain command to resolve

f. Upholds a strong work ethic and applies -the agency's missions and standards

g. Adheres to the agency's policies and procedures.
h. Contributes to the agency's quality improvement program
i. Maintains patient and employee confidentiality.

j. Requires minimal supervision and is self-directed

4. Willing / able to accept the following job demands
(lc: n cl itio n

I vYilttiill).i
t --.---"..-..I L ifl;nc, (.lar r ),urg, prrslr irr urP

l0 lbs
20 lbs

Er:|:itrstu e Lo jtt l"ectiurts wi,t.ste
Dxt:crsrt:'e to blood anri troclY llttids *'*'"t*

I verify that I meet the above requirements.
functions as stated above.

I understand my job description and agree to perform the

.\
-1
-J

i

..,.*..-..j

$rrtlrr

Signature: Date:

-l't'avel 20 rrriies
'l'ravel over 20 ttrile s



RN SKILLS ASSESSMENT

DrREcrtoNS: Scor€ tho-Setf-eyatuatron 1,2 0r3 bassd on the KevKey: t. Expertenced/prr"l"m iliiil'i.ifu;;;ililffiJ.1rro 
axpertence/need tratntns



Procedure

or 3 will require to providing he serutce to d patient
Competency method key: PC= Pailent care SD= Skilldemonstration V= Verbal recall W* Written exar.n

Emptoyee tignature

Dlr€ctor ot l{urslng !lgnature

Date'

.1



VICTORIOUS HOME HALTHCARE L T D

ACKNOWLEDMENT OF JOB

DESCRIPTION

VICTORIOUS HOME HEALTH C,4RE does not discriminate on the basis of race, color, religion, national origin, sex,

handicap or age.

I have read this job description and fully understand the requirements set forth therein.

I hereby accept the position of Home Healthcare provider and agree to perform the identified essenrial
functions in a safe manner and in accordance with VICTORIOUS HOME HEALTHCARE LTD established

proced u res.

: I understand that as a result of my employment, I may be exposed to blood, body fluids, infectious diseases,

air contaminants, and hazardous chemicals and that VICTORIOUS HOME HEALTHCABE. will provide to me

instruction on how to prevent and control such exposure.

I further understand that I may also be exposed to the Hepatitis B virus and that VICTORIOUS HOME

HEALTHCARE lfD will make available to me, free of charge, the Hepatitis B vaccination.

I understand that my employment is at will, and thereby understand that my employment may be terminated
at-will either by VICTORIOUS HOME HEALTHCARE LTD. or myself and that such determination can be made
with or without notice.

Signature - Home Healthcare Provider Worker



Regarding Employment Application for VICTORIOIJS HOME HEALTHCARE LTD
I certily thot the informotion contained in this applicotion ond in ony resume provided by me or dny porty representing my interests is correct ond complete to
the best of my knowledge. I understdnd that any t'olse stotements, misinterpretotions, or omissions mode by me on this opplicotion or ony supplement to it,
will be sulficient grounds for rejection of this opplicotion or dischorge ofter employment.

I grant VICTORIOUS HOME HEALTH CARE LTD the right to obtoin pertinent informotion concerning me lrom former employers, educdtionol institutions, ond
others, ond I releose all those providing or requesting such inJormotion from ony liability that moy orise by truthful disclosures or such investigotions.

lf I om hired, I understond thot I om Jree to resign ot ony time, with or without couse ond without prior notice, ond the Company reserves the some right to
terminote my employment ot dny time with or without couse dnd without prior notice, except as moy be required by law. This opplicotion does not constitute
on ogreement or controct for employment lor ony specified period or delinite durotion. I understqnd that no representotive of the Compony, other thon dn
outhorized officer, hds the outhority to moke ony assuronces to the controry. I t'urther understdnd thot ony such ossuronces must be in writing and signed by
dn outhorized officer.

I understond it is the compdny's policy not to ret'use to hire d quolified individuol with o disobility becouse of thot person's need t'or o reosonoble
occommodotion os required by the Americons with Disdbilities Act.

I olso understdnd thdt if I am hired, I will be required to provide proof of identity ond legol work duthorizotion.

Your signoture ocknowledges you hove reod ond ogree to the obove.

Applicant signature: Date

3



VICTORIOUS HOME HEALTHCARE L T D

.*__l l_::r 
-'' r: rr 

Yi]' ?Y
I

Reason New Employee !s Exempt from Pre-service Training:

, Has had previous documented and supervised training withing the past 2 years prior to this employment,
equivalent to 24 hours of homecare aide pre-service training, as determined by the provider with appropriate
documentation In the employee's personnel file; OR

Has successfully completed RN, LPN, MD, physician assistant or CNA training in the past and has been

employed in the field within the past 2 years, OR

been employed as a CCP homecare aide withing the past year, verification by supervisor with signed
in HR file; (complete verification form and attach)

This form completed by:
SUPERVISOR EMPLOYEE SIGNATURE

' Has

statement



TRANSPORTATION

Many Healthcare provider positions require the healthcare provider to transport a client.

Do you have a dependable transportation

ffi v"' ffi#r"
Make and moder car

License Plate #

Auto lnsurance Policy #

lnsurance Agent Name

lnsurance Company

liti
-..1 i

lnsurance Agent Phone #
i:t;

EMPLOYEE AUTOMOBILE RELEASE OF LAIBILITY
understand that at my discretion I will be using my automobile as part of the duhes in the care of

patients assigned to me.

I acknowledge that I have the primary responsibility for my automobile insurance. I agree to ll.old VICTORIOUS HOME HEALTHCARE IID harmless
in the event that there is an accident in which there is damage to my automobile or injury to its occupants.

I hereby provide a copy of my car insurance card.

Employee Signature Date

CONFIDENTIALITY OF CLIENT IN FORMATION

Please read carefully as this is a legfy binding document.

By accepting employment wilh VICTORIOUS HOME HEALTHCARE LTD, I agree to carefully refrain from discussing any client's
condition or personal affairs with anyone outside the agency, unless expressly authorized to do so. lwill not share any medical
information with other clients or visitors without clear instruction provided to the agency. I acknowledge that all information seen
or heard regarding clients, directly or indirectly, is completely confidential and is not to be discussed, even with my family and
coworkers. My job as an employee requires that I govern myself by high ethical standards. Failure to recognize the importance of
confidentiality is not only a breach of professional ethics but can also involve an employee in legal proceedings. t will not share any
information about clients or the agency with the media. This is essentialfor the protection of both the client and Agency.

I have read and fully understand the above statement and agree to abide by these policies.

I understand that a breach of policy may result in disciplinary action and possible dismissal from employment.

4

Applicant Signature Date

License #



VICTORIOUS HOME HEALTHCARE LTD
414 Dixie Highway Chicago Heights LL,604lL. pH: 815-464-920UFax:815-464-9202.

victorioushh@gmail. com

AUTHORIZATION TO PERF'ORM CRIMINAL BACKGROUND CHECK

I, authorize
VICTONOUS HOME HEALTHCARE LTD to perform a criminal background
check on me for purposes of employment only. I understand that I may
request, in writing, a copy of the results of my criminal background check
processed by VICTONO(IS HOME HEALTHCARE LTD.

Signature OfApplicant Date

WITNESS Date

A conviction on your criminal background history does not affect
VICTORIOUS HOME HEALTHCAfuE LZD decision for employment provided
you have supporting documentation to waive the conviction statement on
your criminal record history.



VICTORIOUS HOME HEALTHCARE LTD
414 Dixie Highway Chicago Heights IL, 60411. PH: 815-464-920tlFax:815-464-9202.

victorioushh@gmail. com

SEXUAL HARAS SMENT TRAINING ACKNOWLEDGEMENT
FORM

I, acknowledge that I have completed 1

hour of Sexual Harassrnent Training as required by the Illinois Hurnan Rights Act while
working at VICTORIOUS HOME HEALTHCARE LTD I understand that this training is
mandatory for all etnployees, and I have completed the training in accordance with the
Cornpany's policies and procedures.

I acknowledge that sexual harassrnent in the workplace is prohibited by law and is not tolerated
by VICTORIOUS HOME HEALTHCARE.I understand that I have a responsibility to rnaintain
a workplace free from sexual harassment and to report any instances of sexual harassrnent to
my supervisor or Hurlan Resources depafiment,

I understand that sexual harassrnent can take rnany fonns, including but not lirnited to, unwanted
sexual advances, requests for sexual favors, inappropriate physical contact, and verbal or
physical conduct of a sexual nature. I understand that such behavior is unacceptable and uray
result in disciplinary action, up to and including tennination of employnent.

I understand that it is important to recognize the signs of sexual harassment and to know how
to respond ifit occurs. I have received training on how to recognize, prevent, and report sexual
harassment in the workplace.

By signing below, I acknowledge that I have completed the sexual harassment training and that
I understand my responsibilities as an ernployee of VICTORIOUS HOME EALTIICARE LTD
in rnaintaining a workplace free from sexual harassrnent.

Employee Signature Date

Supervisor Signature Date



ELECTRONIC SIGNATURE AGREEM ENT

This Electronic Signature Agreement ("Agreement") is made and entered into by and between VICTOHIOUS HOME
HEALTHCARE LTD ("Company"), and staff
("Signer"), for the purpose of electronic signature for documentation purposes.

Purpose
The purpose of this Agreement is to allow Signer to use electronic signature to sign Company's documents for
documentation pulposes.

Consent to Use Electronic Signature
By signing this Agreernent, Signer consents to the use of electronic signatures for all Company's docurnents that
require Signer's signature. Signer acknowledges that elechonic signatures are legally binding and have the same
effect as signatures in writing.

Method of Electronic Signature
Signer's electronic signature will be accomplished by using a secure and approved electronic signature system. Signer
understands that electronic signatures are subject to authentication and security measures to prevent unauthorized use.

Responsibility for Security
Signer is responsible for maintaining the security and confidentiality of their electronic signature, including keeping
passwords or other access codes confidential and not sharing thern with others.

Signature Authentication
Signer's electronic signature is deerned to be valid and enforceable to the sarne extent as a handwritten signafure once
Signer has been authenticated through the electronic signature system.

Itcvocation of Signature
Signers have the right to revoke their electronic signature at any time by providing written notice to the Cornpany.
Such revocation will not affect the validity of any signed documents before the revocation.

Conlirmation of Signaturc
Signer acknowledges and agrees that their electronic signature will constitute confirmation of the contents of the
document signed, and will not dispute the validity or enforceability of the document based solely on the use of
electronic signature.

Ent.ire Agrecment
This Agreement constitutes the entire understanding and agreement between the Cornpany and Signer conceming the
use of electronic signatures for documentation purposes.

Governing Larv
This Agreement shall be governed by and construed in accordance with the laws of the state in which the Company
operates.



Acceptance of Agreernent
By electronically signing this Agreernent, Signer acknowledges that they have read, understood, and agreed to be
bound by all the tenns and conditions contained in this Agreement.

Staff Name:

Date:

Signature:



iircility rvhcrc I wa,t to voluntccr to initiate/req.,"*t r cHni "h""L 
or1 me. I fudher ar.rthorize the Illinois State Policc

(lllp) aud/or.the Federal Bnreau of lnvestigation lnnt) to release inforrnation and photographs relative to the eristetice

or nollexistellce of any criminal recol'd, which it might have conceming tne, to ally initiator/reqtrestor soiely to

deter,rirre ,ry suitability fbr training or testing in health care training pl'ogranl. ernploytnetrt, cot'ltillued etnploy'tlletlt'

or to work as a volu,teer. I further authorize iny entity that rTrair,tains criminal records ar,d photogra;lhs relalirrg to

rure, including blrr not lirnited to a local ,.,it of jo,r"mrnerrt irr any Statc, to release those records anrl llhott'lgrallhs tcr

tlre ISp, FBI, or the Departnelt. I authorize tl"ri Departrnent to provide any health care facility, training progriirn or

striffi,g agency. to which l have provided this authorization aud disclosure fot'ur' a copy of rny ISP CHRI ancl a 
,

cletemrir"ration of eligibility of the FBI CHRI. I certify that thc ISP, FBI. any entity that maintains criminai rccorcls aud

plrot.graphs, the Department. and any of their employees or officers who fr"rt'nish this inforrnati<ln shall be hclcl

har.,rless from all liabiiity, which rnay be incurred as a result of releasing such information. I fi"trtl-rer acknowlecigc that

a educatioral entity or a health care employer shall not be liable for the failure to hire or retaiu llle as all ai"rplicarlt'

student, enployee, or volunteer if I have been convicted of committing or attempting to conllrit olle or urore of thc:

State of lllinois
lllinois Department of Public Health

Health Care Worker Baclqground Check
Authorization and Disclosure for Criminal History Records Information (CHRI) Check

r

lr,.*r,v*tr,"i.izethe(theDepartrnent),tlreDepartrnent'sdesignee,edttcatior-ral
entities that train and/or test health care workers, staffing agencies, my current or potential employer, or a health care

offenses stated in the Health Care Worker Backgt'ound Check Act Q25lLCS46l25)'

I understand that any falss staternents or cleliberate omissions on tliis docurnent may be grounds lor cliscltralilicatitrrl

1ior, eurployment, traiuing, or volunteering, if discovcred aftel'etuployureut, trairring, or voluuteering begins' alld catt

result in cliscipline up to and including myaennination of being a rolunteerr_or a studenta volullteer,

I understand that the infortnation reqrtested below regardlng gender,.rzce, height, ty:,:-:]:'i *'l;:"]::X""',*,ll:jil.ii'
:iill:ilHf,iltr ;?i',',Tfi:H?:",:[i"ir,1,",,"# ri?iiia;ffi;;;;a fi; uiii,ot" gathering or the criminar rristorv

-- t^--, T -.-,{---+a,rrl +lrrr

:JJ"'fiTffiffifi :iffiil ff,H #rffito cliscrirninat" uguinsiloe in viotaiio, of the law. I understand that
l,:- ^^,^-, ^a+1.;-il:;.':;il#':|il r"",^r Security nurnber i* r"qrtr"J by law. i facsirnile or photographic copv of this

autliorizatiorr will be as valid as the original'

Full Middle Nante Last Na
Filst Narre

City. State Zip Code
Mailing Address

Telephone
Other Narnes Used

Ol{ul.OF..,rul. Race-H.ight5' ,0" .,weight lbsDateofBift'-social Securi', *"n'ot'ffi m tm
(Enter a letter frombelow)

l[-[air Color Eye Color City/State of Birth

Chinese, Japancse, Filipino, Korean, Polynesian, Indian' Indonesian' Asian Indian'

Samoau, or ally other Pacific lslander'

Black or African American (Not Hispanic orLatino)

Hispanic or Latino (Mexican, Puetto Rican. cuban, cetttral or South Americatt' or

other Spanish culture ororigin)

American Indian, Eskirno, or Alashan nativc, or a person having oligins in zrny ofthc

48 contiguotls states of the United States or Alaska who rnaintains ctrltltral

identificltion through tribal affiliation or comrlunity recognition'

Of undetertninable raoe, Of Untoldrnixture'

Caucasian (not Hispanic orLatino)
U

w

A

B

H

R:ace



Flave you ever had an administrative finding of Abuse, Neglect or Theft?Qy"rO No

If "Yes," give full details and state.

I{.ave you ever been convicted of a criminal offense other than a minor traffic vio!4lion (do not incltrde
convictions that have been expungcd, sealed or adjudicated delinquent;tQVesQNo If "Yes," give full
details of each offense and the state in which convicted.

I certify that the above istrue and conect and give my consent for my name to appear on Departurent's Ilealtli

Care Worfter Registly with the results of my cliuriual history records check.

(Signature) (Date)

As the parent or guardial of the above narnecl individual, who is youllger tllan the age of 17, I give ury couscut fbr

this named individual to have a crinrinal history records check.

(Sigrrature of Parent ot'Guardiau when applicable) (Datc)

Health careworker Registry, 525 W. Jefferson st., Springfie \d,lL62761Phone: 217'785-5133

*,i* ALL FIELDS MUST BE COMPLETED OR APPLICATION WILL NOT BE PROCESSED*X*

PRINT

CLEAR FORM

G



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 ldentity
and Employment Authorization OR

LIST B

Documents that Establish ldentity

LIST C

Documents that Establish Employment
Authorization

AND

'1. U.S. Passport or U.S. Passport Card 1. Driveis license or lD card issued by a State or
outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

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

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

restrictions:

(1) NOT VAL|D FOR EMPLOYMENT

(2) VAL|D FOR WORK ONLY WITH
INS AUTHORiZATION

(3) VAL|D FOR WORK ONLY W|TH
DHS AUTHORIZATION

3. Foreign passpod that contains a
temporary l-551 stamp or temporary
l-55'l printed notation on a machine-
readable immigrant visa

2. lD card issLred by federal, state or local
government agencies or entitres, provided it

lains rnh

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

name, date of birth, gender, height, eye color,
and address 2. Certification of report of birth issued by the

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

5. 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 l-94 or Form l-94A that has
lhe following:

(1) The same name as the
passport; and

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

3. School lD card with a photograph

4. Voter's registration card 3. Original or certified copy of birth certificaie
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 dependenl's lD card

4. Native American tribal document7. U.S. Coast Guard Merchant Mariner Card

5. U.S. Citizen lD Card (Form l-197)8. Native American tribal docunrent

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

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

7. Employmentauthorization document
issued by the Depa(ment of Homeland
Security

For examples, see Section 7 and

9ecti-o-nl3 of the M-274 on
uscis,gov/i-9-central.

The Form l-766, Employment
Authorization Document, is a List A, ltern
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 lslands (RMl) with Form l-94 or
Form l-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.

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

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

l-551 stamp and a photograph ofthe
individual.

o Form l-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,
damaged List C document.

*Referto the Enrploynrent Authorization Extensior.rs page on l-9 Central for rnore inforrnation.

liornr I-9 lxlition 08/01/23 Page 2 of4



Supplement A,
Preparer andlor Translator Certification for Section I

Department of [Iomeland Security
U.S. Citizenship and Irnmiglation Services

USCIS
Form I-9

Supplement A
OMI] No. I6l5-0047
Exltires 0713112026

Last Name (Family Narne)from Section 1. Firsl Name (Given Name)lrom Section 1. I UiOOte inltiat (if any) from Section 1,

lnstructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1

of Form l-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translaior
must complete, sign, and date a separate certification area. Employers must retain compleied supplement sheets with the employee's
completed Form l-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.

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

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.

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 lnitial (lf any)

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

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

Last Name (Family Name) First Name (Given Name) Middle lnitial (if any.)

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

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

Last Name (Family Name) First Name (Given Name) Middle lnitial (lf any)

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

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

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

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

lrornr I-9 Iidition 08/01/23 I'age 3 of 4



Supplement B,

Reverification and Rehire (formerly Section 3)

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

USCIS
Form I-9

Su;rplement B
OMll No. l(r t5-0047
llxpilcs 07/3 t/2026

Last Name (Family Natne)from Section 1, First Name (Given Name) f rom Section 1. N/idclle initial (if any) from Section 1.

lnstructions: ThissupplementreplacesSection3onthepreviousversionof Forml-9. Onlyusethispageifyouremployeerequires
reverification,isrehiredwithinthreeyearsofthedatetheoriginal Forml-9wascompleted,orprovidesproofofalegal namechange. Enter
the employee's name in the fields above. Use a rrew section for each reverification or rehire. Review the Form l-9 instructions before
cotnpleting this page. Keep this page as part of the employee's Form l-9 record. Additional guidance can be founrJ in the
Handbook foti Employeqs: Guidange for Comp-lgting Fglm lrg (M:274)

Date of Rehrre fi applicabte) lNew Name (if applcabte)

Dale (mm/dd/yyyyl Last Name (Family Name) First Name (Given Name) N,4iddle lnitial

Reverification: lf the enrployee requires reverification. youreilployee can choose to present any acceptable List A or List C c,ocur;teniation to show
;ontinued enrployment authorization. Enter the documenl inforntatiot] in the spaces below.

Document Tille 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 individr.ral who presented it.

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

Additional lnforntation (lnitial and date each notation.) Check here if you used an
altenrative procedure authorized
by DHS lo examine docunrents.

tr
Date of Ret)rre (if applicable) New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Famity Name) 

------T=irsl 

Name (Given Name) T M,ddt" trii,"tttLI

-;p*ti"" 

D"r" (if *yx,"r/dd/yyyy)t'lII

leverification: lf the employee requires reveriflcatron, youlemployee can choose to presenl any acceptable List A or List C documerrtation to sho!.J
:ontinued ernploymeltt authorization. Entei the document tnformation in the spaces below.

I attest, utlder 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 lexamined appears to be genuine and to relate to the individual who presented it.

Narne of Employer or Authorized Representative Signature of Ernployer or Authorized Representative Today's Date (mn/dd/yyyy)

Additional (lnitial and date each notation.)
Check here if you used an
alternalive procedure aulhorized
by DHS to examine documents.

tr
Dale of Rehire (if applicable) New Name (if applicable)

Date (mm/cld/yyyy) Last Name (Family Name) First Name (Given Name) | wtiadte lnitial

leverification: lftheemployeerequiresreveriflcation.youremployeecanchoosetopresentanyacceptableListAorListCdocumentationtoshow
;ontinued ernployment authorization. Enter the documetlt infonnation 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 rny knowledge, this employee is authorized to work in the United States, and if the
employee presented documerrtation, the documentation lexamined appears to be genuine and to relate to the inctividual who presentecl it.

Name of Employer or Autlrorized Representative Signature of Employer or Authorized Representative

| 

,-*'. Date (mm/dd/yyyy)

Addilional Information (lnitial and date each notation,)
Check here if you used an
alternaiive procedure authorized
by DHS to exafiine documents.

tr

|onr I-9 l:rdition 08/01/23 Page ,1 ol'4



,^,_ W-4 | Employee's Withholding Certificate
I Complete Form W-4 so that your employer can withhold the correct rederal income tax from your pay,

Give Form W-4 to your employer.
Your withholding is subject to review by the lRS.

OMB No. 1545-0074

2@24Department of the Treasury
lnternal Bevenue Service

Step 1:

Enter
Personal
lnformation

(a) First name and middle initial Last name (b) Social security number

Address Does your name match the
name on your social security
card? lf not, to ensure you get

City or town, stato, and ZIP code credit tor your earnings,
contact SSA at 800-772-1213
or go to wwMssa.gov.

(c) [ Singte or Married filing separately

! Married filing iointly or Qualifying surviving spouse

I HeaO of household (Check only if you're unmarried and pay more than half the cosls 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, and when to use the estimator alwww.irs.govlW4App.

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse

Multiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.
Works (a) Use the estimator atwww.irs.govlW4App for most accurate withholding for this step (and Steps 3-4). lf you

or your spouse have self-employment income, use this option; or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or
(c) lf 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 generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate n

Gomplete 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
Dependent
and Other
Gredits

Step 4
(optional):

Other
Adjustments

Step 5:

Sign
Here

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

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

Multiply the number of other dependents by $SOO . $

Add the amounts above for qualifying children and other dependents. You may add to
of any other credits. Enter the total here

(a) Other income (not from jobs). lf 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

(b) Deductions. lf 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

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

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

Employers
Only

Employee's signature fl-his form is not valid unless you sign it.)

Employer identification
number (ElN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q rormW-4 lzozty



FotmW-4 (2024\

Page2
General lnstructions
Section references are to the lnternal Revenue Code.
Future Developments
For the latest information about developments related toForm W-4, such as tegistation ;";;iil;ii;;ii was pubtished,go lo www. i rs.gov/ FoimW4

Purpose of Form
Complete Form W-4 so that your employer can withhold thecorrect federalincome tax fr6m your'piv.-itioo litfle iswithheld, you will generaily o*" i* r,,if,"',iyo, tit" yori ta*
:?,11r3::9,f?^"y: a penatty. rt too mucrr'is *itr fi"ro, voiwilt-generaily be due a refund. complete a new Form w_+-wnen cnanges to your personar or financiar situation wourd
cr.rar,tse the entries on the form. for more intormation onwithholding_ and when.you must turnistr i n"* foi, V1/-a,see Pub. S0S, Tax Wittitrotoing anO eiiimaiei rar.
Exemption from withhotding. you may claim exemptionfrom,.withhotdingtor 2024 ir iou meei Ut'iiiitr.," iorrLi"iiigconditions: you had no federat incomelax fiabifity in iOZS"
lg.ygy expect to have no federat i;c;;; i;; tiduiiitv in 

-
2024.You had no federat income tai liaoititv-;i., 2o2g fi (1)your totar tax on rine 24 0n your zozs ror:i'lo+o or t o,iti-snis zero (or tess than the su.m ot rmei zi, ib, uno zei, ;-r. iA-' 

'

you were not required to file.a return because your'income
.y::*11* !|"_riling threshou ror youi Lor[ctiiiing Jtat;s. ry-ou ctatm exemption, you will have no income tax withheldtrom,your paycheck and may_owe taxes and penarties whenyo.u file y.our 2024 tax return. To ctaimixemiion fromwithhotding,.certify_that you meet Uotf, oi if,5 conditions
1pove. py writing ,,Exem[t,, 

on form W_+ in thi space below
:tq {gl Then,comptete Sreps r tal, r toi anJ 5. Do notcomptere any other steps. you will need io submit a newForm W-4 by February'15,2025.
Yo,ur privacy. Steps 2(c) and 4(a) ask for information
regarotng Income you received from sources other than thejob associated with this rorm W-+. it vou 

-n-"-rJ 

"on""rns 
with

i[:!q{q,.&'i[j'#x',t],x*:fl Jgi,-3l;fr isl##a{;providing the information gsked tor iriSGpZtO, you mayenter an additionalamount you want wiifrfi"ii-b"r pay period
in Step 4(c) as an alternatlve.
When.to use the estimator. Consider using the estimator atwww. i rs. gov /W4App it you:
1. Expect to work only part of the year;
2. Receive dividends, capital gains, social security, bonuses,orbusinesj incom.e, or aie suEleciiolne I-o-Jtiilnar
vreotcare Iax or Net lnvestment lncome Tax; or
3- Prefer the most accurate withholding for multiple job
situations.

Self-employment. Generally, you will owe both income andself-employment taxes o1 ahy sett_emab6;;i income /oureceive separate from the wages you rbceive as an
:T,ql"ygg. tf you want to paylhese taxli irrrouqn
w[nnotding from your wages, use the estimator atwww.trs.gov/W4App to figure the amount to have withheld.
N-o_nresident alien. lf you're a nonresident alien, see Notice
1 392, Supptementat pirrm w-+ insirr"tj;;;j;; i{onresident
Aliens, before completing this form.

Specific lnstructions
!!9n t1c1. Check your anticipated fiting status. This wifloerermine the standard deduction andtax rates used tocompute your withholding.

i!:p ?, Use this.step if you (1) have more than one job at thesame time,.or (2) are married filing joinfly-anJyou anO Vori 
-

spouse both work.
Option (a) most accurately calculates the additionaltaxyou need to have withheld, white option (Ui Ooes so with alittle less accuracy.

,^lltlg^10,_ilvou (and your spouse) have a totat of onty two
Jobs, you may check the box in opiion (c). The box must alsobe checked on the Form W-4 for ir,j 

"thZi 
jot-. ir tne box ischecked, the standard deduction inOta firit"ts will be

:-r:i1,1"1[]?l-"1I 
jg?. ]" catcu|ate witnnoroins. ftris opiion

rs accurate for jobs with similar pay; otherwisj, more tax
ITlnec9:sary mey be withhetd, and this extra amount wiilDe rarger the greater the difference in pay is between the twojobs.

!:!r,l!: ilP:rComptete Steps 3 throush 4(b) on onty
one rorm W-4. Withholding will be moit acbirate if 'you do this on the Form W-4 for the nign;iii,aying ioi.

9l9p 3: This step provides instructions for determining theamount of the child tax credit and the creOii toi other"dependents that you may be aUte to ifiim *i-"n yo, file your
lq letyrn. To quatify for ihe chitd tax creOit, ifre chitd mustbe under age 17 as of December St, musi 6e vour
feleldent who generaily tives with yorliir.n'dr" than hatfrne year, and must have the required social security numOer.You may be abte to claim a crebiif-;flrei ddendents for
ryl9m a child tax credit can,t Ue ctaimeJ, srt-du. an otder
:I,.9, "?r:--q 

y"t ifyi ns retative. ro, iooiiio n"i"l i gi oi ritv 
- - -

requrrements for these 
"r.*11., 

see pub. 501,bepdndents,
Standard Deduction, and Filing tntormaiion. y6u can alsoinclude other tax credits tor rinicn vIu'"-#'"iii'iur" in tni"
lig?l"rgn as the foreign tax credit dnd the edication taxcreotts. to do so, add an estimate of the amount for the year
10 your credits for dependents and eniei t,"ioiaf amorni inStep 3.,lncluding these credits wiff inciease-Vo-ur paycheck
and reduce the amount of any refund Vo, miyi"""ive whenyou file your tax return.
Step 4 (optionat).

9.tep nQ).Enter in this step the totat of your otherestimated income for the yedr, it ,ny. Vor'r-houldn,t includeincome from anv iobs or.s'elf-erpi"vr"nt.li'lJu comptete
91"p +t"), you tiidty won,t have'i5 niaxJ'esi#Jteo taxpayments for that income. lf you prefer to piy estimated taxrathe.r than having tax on-other inbor" *it[['"d frc;6il"paycheck, see Form 1O4O-ES, Estimated iaxlor lndividuals.

^Step. @). Enter in this step the amount from the
Deductions Worksheet, line 5, if yo, 

"rp""i 
Io claim

oeoucrions other than the basic standaid deduction on your
2024 tax return and want.to ,eor"e youiwit-niibing io 

, --'
account for these deductions. This includes Uotn itehizeOdeductions and other deductions ,r"n ii toi"trdent loaninterest and lRAs.

.|tpp.1b).Enter in this step any additionat tax you wanryjll,:|l fI11 y.oyr. pay, e.acri pai perioa, in"rroing ,ny 
'

:T:llt:_I?rn the.Muttipte Jobs Worksheer, tine +}nterins
an amount here will reduce your paycheck and will either "increase your refund or reddce an1l hmountiiiix tnii you
owe.



FotmW-4 (2024)

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

lf 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. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 20'19.

Note: lf 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 alwww.irs.govlW4App.

I Two jobs. lf 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 iobs. lf you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2c below. Othenivise, 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.

Divide the annual amount on line 'l or line 2c by the number of pay periods on llne 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.)

Enter an estimate of your 2024 ilemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home modgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess of 7 .5% of your income .

[ . $2S,ZOO if you're married filing jointly or a qualifying surviving spouse 'l

Enter: { . $2t,900 if you're head of household }

[ . $t +,OOO if you're single or married filing separately )

lf line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. lf line 2 is greater
than line 1, enter "-0-"

1$

2$

3$
Enter an estimate of your student loan lnterest, deductible IRA contributions, and certain other
adjustments (from Part ll of Schedule 1 (Form 1040)). 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 s$
Privaoy Act and Paporwork R€duction Act Notice. We ask for tho information
on this form to carry out the lnternal Revenue laws of the United States. lnternal
Revenue Code sections 3402(0(2) and 61 09 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 r6sult 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
territories for use in administering their tax laws; and to the Department of Health
and Human Services for use in the National Directory ot New Hires. We may also
disclose this information to other countrios under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcoment
and intelligence agenoieg to oombat 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 lnternal Bevenue 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.

lf 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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Higher Paying Job
Annual Taxable
Wage & Salary

$0- e,

$10,000 - 19,

$20,000 - 29,

$30,000 -

$40,000 -

$60,000 - 69

$70,000 - 79,

$80,000 - 99,

$100,000 - 1

$1 50,000 - 239

$260,000 - 279,

$280,000 -

$525,000 and over

Higher Paying
Annual Taxable
Wage & Salary

$0 - 9,999

$10,000 - 1

$20,000 - 29,999

$30,000 - 39,999

$40,000 - 59,999

$60,000 - 79,999

$80,000 - 99,999

$100,000 - 124,999

$125,000 - 1

$1 50,000 - 174,999

$175,000 - 199,999

$200,000 - 249,999

$250,000 - 399,999

$400,000 - 449,999

and over

Married

39

49

59

Job Annual Taxable

or Married
Lower Paying Job Annual Taxable Wage & Salary

Head of Household

1 10,000 -
't20,000

$1,370

3,570

5,770

7,040

8,240

9,320

10,320
'1 1,320

13,1 70

1 8,1 90

18,380

1

23,280

30,750

33,590

1 10,000 -

1 20,000

$2,040

4,050

16,430

18,110
'18,1 90

10,810

13,120

15,310

6,600

8,820

18,060

20,810

23,500

23,500
)q

$60,000 -
69,999

$80,000 -
89,999

8,310

12,080

13,310

$20,000 -
29,999

$30,000 -
39,999

$50,000 -
59,999

9,770

1 1,180

1 3,1 80

9,970

12,180

14,180

13,180

15,680

17,890

1 3,1 40

1 3,1 40

14,110

Higher Paying Job
Annual Taxable
Wage & Salary

Lower Job Annual Taxable &

$o-
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 -
oo ooo

$1 00,000
109,999

1 10,000
120,000

$0 - 9,999

$10,000 - 19,999

$20,000 - 29,999

$o

510

850

$51 0

1,510

2,020

$850
2,O20

2,560

$1 ,020
2,220

2,760

$1,020

2,220

2,760

$1 ,02o
2,220

2,960

$1 ,020
2,420

3,960

$1 ,22o
3,420

4.960

$1 ,870
4,O70

5,610

$1 ,870
4,O70

5,700

$1 ,870
4,160

5,900

$1 ,960
4,360

6,1 00

$30,000 - 39,999

$40,000 - 59,999

$60,000 - 79,999

'1 ,020
1,020

1,070

2,220

2,220

3,270

2,760

2,810

4,810

2,960

4,010

6,010

3,160

5,010

7,070

4,160

6,0'10

8.270

5,160

7,070

9.470

6,160

8,270
'10,670

6,900

9,1 20

11,520

7,100

9,320

11,720

7,300

9,520

1 1,920

7,500

9,720

12,120
$80,000 - 99,999

$1 00,000 - 124,999

$125,000 - 149,999

1,870

2,020

2,O40

4,070

4,420

4,440

5,670

6,160

6,180

7,070

7,560

7,580

8,270

8,760

8,780

9,470

9,960

9,980

10,670

11,160

11,250

11 ,870
12,360

13.250

12,720

13,210

14,900

12,520

13,880

15,900

1 3,120

14,880

16,900

13,450

15,880

17,900

$150,000 - 174,999

$175,000 - 199,999

$200,000 - 249,999

2,040

2,O40

2,720

4,440

4,510

5,920

6,180

7,050

8,620

7,580

9,250

11,120

9,250

11,250

13,420

11,250

13,250

15,720

13,250

15,250
''18.020

15,250

17,530

20.320

16,900

19,480

22,270

18,030

20,780

23,570

19,330

22,O80

24,870

20,630

23,380

26,170
$250,000 - 449,999

$450,000 and over

2,570

3,140

6,470

6.840

9,310

9,880

''I 1,810

12,580

14,110

15,080

16,41 0

17,580

18,71 0

20-080

21,O10

22,580

22,960

24,730

24,260

26,230

25,560

27,730

26,860

29,230

$30,000 -
39,999

$10,000 -
19,999

$40,000 -
49,999

$60,000 -
69,999

$80,000 -
89,999

$90,000 -
99,999



VICTORIOUS HOME HEALTHCARE LTD

DIRECT DEPOSIT FORM

Employee Information:

Full Name:

Banking information:

Bank Name:

Routing Number:

Account Number:

Account Type:_ Checking/_ Savings (Select One)

I hereby authorize VICTORIOUS HOME HEALTHCARE LTD to initiate credit entries to my account

indicated above and to credit the same such account. I acknowledge that the amount of credit may be

adjusted as necessary to correct any erors in processing.

I certify that the above information is true and correct to the best of my knowledge. I understand that it
is my responsibility to promptly notify vICToRIousHoME HEALTHCARE LID of any changes to

my banking information.

Employee Signature Date

HR Representative Signature Date



VICTORIOUS HOME HEATTHCARE TIMITED

HIRE RATE OF PAY FORM

Employee name:

Rate of Pay:

Employer/Human Resources Department:

CHANGES IN RATE OF PAY

Date:

Rate of pay:

Pay Period ls:.

Pay day ls:

CHANGES IN RATE OF PAY

D.*o.

Signature of Employee_

Signature of Employel

Rate of pay:

Signature of Employee:

Signature of Employer:


