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HR Alliance West & HR Alliance West I
DBA: HR Alliance

145 W. Broadway, Suite 122 ● Long Beach, CA 90802 
Tel: 833-331-8112, Ext. 803 ● Fax: 833-882-5100 

Application Packet 
1. Application for Employment:

Complete all required fields and sign and date.

2. Employee Information Sheet:
Employer completes Payroll Information section. Employee completes and signs the rest of the form.

3. Direct Deposit Form:
HR Alliance requires all employees to set up direct deposit with their bank account. If you do not have a bank
account, we can set you up with a pay card which your paycheck can be deposited to. Complete all
required information and attach a void check.

4. Driver's License:
Copy of valid Driver's License or State ID is required.

5. Social Security Card:
Copy required.

6. 1-9 Employment Eligibility Verification:
Employee needs to complete, sign and date Section 1.
Employer needs to complete, sign and date section 2.

7. W-4 IRS:
Completing this form allows HR Alliance to withhold the correct Federal income tax.

8. DE-4 CA:
Completing this form allows HR Alliance to withhold the correct California income tax.

9. Transportation Services Form:
Complete form to verify that you qualify to provide transportation. If using your own vehicle, you must
provide copies of valid auto registration and auto insurance.

10. Notification and Auth. to Release Info. for Employment Purposes: Complete all fields and sign and date.

11. Employment Agreement:
This form is an agreement between Employee and Employer. Employee completes and sign's Employee
Responsibilities section. Employer completes and sign's Employer Responsibilities section.

12. Medi-Cal Provider Agreement:
This form is an agreement between the employee and the Harbor Regional Center. The employee and
Coordinator must both sign and date this form.

When you have completed the application and copies of required documents, mail to HR Alliance.  
Once your application has been received, it may take up to 5 business days to complete and process 
your paperwork. When everything has been processed, we will notify the consumer whether or not 
you are authorized to work. 
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Mandatory Certification and Requirements

❖  CPR and First Aid Certification (Mandatory)

- As with all regional centers, Harbor Regional Center (HRC) mandates that individuals providing CLS and Respite care 
must have valid CPR and First Aid certification. The certification must be obtained from recognized organizations, 
such as the American Red Cross or the American Heart Association, and it should be current and up to date.

❖ Live Scan Background Check (Mandatory)

- Individuals providing services to Self-Determination Program participants must pass a criminal background check 
through the Live Scan fingerprinting system. This is required by the Department of Developmental Services (DDS) and 
ensures that individuals providing care have no disqualifying criminal history. Providers must complete the 
background check before being eligible to work with Harbor Regional Center clients.

❖ FMS Approval (Mandatory for SDP)

- Under the Self-Determination Program, care providers must work with a Financial Management Service (FMS) 
provider. The FMS ensures that the care provider meets all required certifications and handles the administrative tasks, 
such as payroll and tax filing. The FMS provider must approve the care provider before they begin services.

- HRC Requirements:

FMS Agreement and Approval: Care providers must submit the required documentation to the FMS, which may 
include proof of CPR/First Aid certification, Live Scan results, and any other required training.

The FMS also monitors compliance with state and regional center requirements.

❖ HIPAA Compliance (Mandatory)

- Providers must be compliant with HIPAA (Health Insurance Portability and Accountability Act) regulations to protect 
the privacy of health and personal information of the individuals they serve. Although this is not a formal certification, 
understanding and adhering to HIPAA rules is a mandatory requirement.

 

Recommended or Specific Trainings

❖ Specific Direct Service Training (As Required by IPP)

- While HRC does not have a specific certification program for SDP care providers, certain types of training may be 
required depending on the needs of the participant, such as:

Behavioral Management Training: If the participant has behavioral challenges, the care provider may be required to 
undergo training on how to manage challenging behaviors or how to implement a behavioral support plan.

Medical Training: If the participant has special medical needs (such as medication administration or support with 
chronic health conditions), training may be required in those areas. 

- These specific trainings are determined based on the Individual Program Plan (IPP) of the recipient.

❖ Person-Centered Training (Recommended)

- Person-centered practices are a key aspect of the Self-Determination Program, ensuring that the services provided 
align with the individual’s preferences, goals, and needs. Although formal certification is not always required, Harbor 
Regional Center may encourage or require training in person-centered practices, depending on the participant’s 
plan.

 
You must complete all required Training and submit copies of  the Certifications within the allowed 
period from the date of hire. Completed application and copies of certifications can be faxed to: 

Fax: 833-882-5100 

Original application must be mailed to: 

HR Alliance 

Attn: FMS Department 
145 W Broadway, Suite 122, Long Beach, CA 90802

http://www.saferesponse.com/
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APPLICATION FOR EMPLOYMENT

Consumer/Employer Name: _________________________________________________________________________ 

I: Personal Information 

_________________________________________________________________________________________________ 
Last Name            First Name        Middle Name 

____________________________________________________________________________________________________________ 
Address                               Apartment/Unit # 

____________________________________________________________________________________________________________ 
City       State          Zip Code 

___________________________________________________ __________________________________________________ 
Date of Birth  Social Security Number 

___________________________________________________ __________________________________________________ 
Telephone Number  Email Address 

Have you used another name for employment or any other purpose? □ Yes  □ No 

If you answered Yes, please provide specifics: _______________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

II: Education 

School Name/Address Years 
Attended Degree/Certification 

High School 

College 

Technical School 

Other 
Training/Certification 

III: References (Excludes Relatives) 

Name Relationship Years Known Phone Number 



HR Alliance Application    Page 4 of 16 

IV: Employment History  
Include ALL employment for the past 5 Years beginning with the most recent. If you need more space, please 
attach a separate sheet. 

____________________________________________________________________________________________________________ 
Employer Name                                Dates Employed 

____________________________________________________________________________________________________________ 
Employer Address     City         State                   Zip Code 

____________________________________________________________________________________________________________ 
Manager/Supervisor Name                          Telephone Number  

____________________________________________________________________________________________________________ 
Position/Responsibilities 

___________________________________________________________________________________________________________ 
Reason for Leaving 

____________________________________________________________________________________________________________ 
Employer Name                                Dates Employed 

____________________________________________________________________________________________________________ 
Employer Address     City         State                   Zip Code 

____________________________________________________________________________________________________________ 
Manager/Supervisor Name                          Telephone Number  

____________________________________________________________________________________________________________ 
Position/Responsibilities 

___________________________________________________________________________________________________________ 
Reason for Leaving 

Authorization 

I certify that the facts contained in this application are true and complete to the best of my knowledge and 
understand that if employed, falsified statements and/or deliberate omissions of relevant facts on this 
application shall be grounds for dismissal. 

I authorize the investigation of all statements contained herein as may be necessary in arriving at an 
employment decision. I further authorize the references and employers listed above lo give you any and 
all information concerning my previous employment and any pertinent information they may have, 
personal or otherwise, as may be reasonably and legally requested by you. 

_____________________________________________________________________ ___________________________ 
Signature of Applicant/Provider Date 
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HR Alliance 
Education Verification Form 

Name: 

Social Security Number: 

Date of Birth: 

Please list the High School, College, or University from which you received highest level of education. 

Name of School Office of the Registrar Address Credits 
Earned 

Degree Obtained/ 
Degree to be Obtained 

Release of Education Information Consent Form 

I hereby authorize HR Alliance to contact the institution listed on my application for employment or Curriculum Vitae to 
verify attendance and degree status. 

Name: ______________________________________________________ Date: ___________________________ 

Signature: ___________________________________________________ 

*** APPLICANT, PLEASE DO NOT WRITE BELOW THIS LINE *** 

To be completed by the University or College 

Please check one of the following boxes: 

I certify that the above information is correct. 
The following information is incorrect. (Please note the correct information) 
The following student was not a student at our school. 

Name: ______________________________________________________ Date: ___________________________ 

Signature: ___________________________________________________ 

Notes: 

Please fax the completed form to Attention: HR Department at 833-882-5100 
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Job Description 

Date 
Provider/Employee 
Name 
Consumer/Employer 
Name 
Position/Title Community Living Support/Respite Care 

Position Summary 

Provides Community Living Support and/or Respite Services under the direction of a client and/or 
authorized guardian or representative. 

Standard Requirements 

1. Must be at least 18 years of age at the time of hire.
2. Must obtain a criminal records clearance from Community Mental Health Agency
3. Has completed training required by Community Mental Health
4. Understands HIPAA and Recipient Rights
5. Is knowledgeable of the individualized service plan for the client (IPOS) and provides support

to the client according to the service plan.

Essential Functions 

Provide skill development related to activities of daily living by assisting, reminding, observing, 
guiding, or training the beneficiary with: 

• Meal Preparation
• Laundry
• Activities of daily living such as bathing, eating, dressing, personal hygiene and etc.
• Routine household care and maintenance
• Shopping for food and other necessities of daily living
• Skill developmental to achieve or maintain mobility, sensory-motor, communication, and

socialization.

*Performs other related duties and responsibilities as deemed necessary.

______________________________________________________________ _______________________________ 
Provider/Employee Signature      Date 
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Employee Information Sheet 

Consumer/Employer: ______________________________________________________________________________________ 

Check One 

□ New Hire     □ Rehire       □ Other Change: _____________________________________________________________

Hire Date: ___________________________________  Payroll Start Date: _________________________________________ 

Employee Information 

Provider/Employee Name: _______________________________________________________________________________ 

Social Security Number: _____________________________________________  Date of Birth: _______________________ 

Address: ________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

City: __________________________________________________  State: ________________  Zip: ______________________ 

Mailing Address (If different): _____________________________________________________________________________ 

________________________________________________________________________________________________ 

City: __________________________________________________  State: ________________  Zip: ______________________ 

Telephone No.: __________________________________________________________________________________________ 

Email: ___________________________________________________________________________________________________ 

Payroll Information 

Position Description/Job Title:_____________________________________________________________________________ 

Will the Provider/Employee Receive:       □ CLS Hours   □ Respite Hours    □ Other: __________________________

Base Rate per Hour $ ______________________________ 

□ Other Compensation: Dollar Amount/Description: ______________________________________________________

Will the Provider/Employee Require Training:   □ Yes     □ No

Required Training:  □ CPR   □ First Aid    □ Emergency Preparedness   □ Bloodborne Pathogens   □ Recipient

Rights    □ Other: ________________________________________________________________________________________

Direct Deposit:    □ Yes (If Yes, Employee must complete a Direct Deposit Form)    □ No

Tax Information 

Federal:  □ Single    □ Married      No. of Exemptions: _____________ Extra Income Tax Withheld: $ ____________

State:      □ Single    □ Married      No. of Exemptions: _____________ Extra Income Tax Withheld: $ ____________
(Employee MUST complete CURRENT year IRS Form W-4) 

As the individual receiving services, or the authorized representative of the individual, I certify that the 
foregoing information is true, accurate and complete. 

___________________________________________________________________ ____________________________________ 
Provider/Employee Signature  Date 
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Form: HRA 01   Rev 4.11.24 
Direct Deposit Form 

1. Complete the Employee Information section.
2. Complete the Bank Information section.
3. Sign the Form and Return to your HR Office.
4. Keep a copy for your Records.
5. If any of this Information changes, complete a New DD

Form

ATTACH: 

   A VOIDED Check         or 
   Bank Specification Sheet     or 
   Bank Letter 

Employee Information 

Name: ______________________________________________________________________________________________________________ 

Social Security Number: ______________________________________________________________________________________________ 

Please deposit my wages/salary into the following bank account(s): 
Bank Information 1 

Checking 1: 

Bank Name: _______________________________________ 

Account. No: ______________________________________ 

Routing No.: _______________________________________ 

Account Allocation:  

□ Entire Paycheck     or 

□ _________ % of Net       or

□ Dollar Amount: $ __________.00

Savings 1: 

Bank Name: _______________________________________ 

Account. No: ______________________________________ 

Routing No.: _______________________________________ 

Account Allocation:  

□ Entire Paycheck            or 

□ _________ % of Net       or

□ Dollar Amount: $ __________.00
Bank Information 2 

Checking 2: 

Bank Name: _______________________________________ 
. 

Account. No: ______________________________________ 

Routing No.: _______________________________________ 

Account Allocation:  

□ Entire Paycheck            or 

□ _________ % of Net       or

□ Dollar Amount: $ __________.00

Savings 2: 

Bank Name: _______________________________________ 

Account. No: ______________________________________ 

Routing No.: _______________________________________ 

Account Allocation:  

□ Entire Paycheck            or 

□ _________ % of Net       or

□ Dollar Amount: $ __________.00

By signing this form, I agree to and accept the following: 

I authorize HR Alliance (HRA) each pay period for which I receive a payroll check to initiate automatic deposits for credit to 
my account at the financial institution (Bank) indicated above.  In addition, I authorize the Bank to accept and credit to my 
account any deposits initiated by HRA.  In the event HRA deposits funds in error into my account, I authorize HRA to debit 
my account for an amount for an amount not to exceed the amount of the erroneous credit. 

This authorization will remain in effect until revoked by me, in written form, in a time and manner as to afford HRA a 
reasonable opportunity to act on it.  This authorization bears my signature as is dated. 

___________________________________________________________________ ____________________________________ 
Provider/Employee Signature  Date 



HR Alliance Application    Page 9 of 16 

Transportation Service
Does Not Provide Transportation 

□ I do not require to provide transportation services for the client.

___________________________________________________________________ ____________________________________ 
Provider/Employee Signature  Date 

Does Provide Transportation 

Please check box that applies to you: 

□ I am authorized to provide transportation services to the client and the client will provide the vehicle for
my use when I am providing care for the client.

□ I am authorized to provide transportation services to the client and will be using my own vehicle to use
while I am providing care for the client.

All employees who provide transportation as a part of their job function or assigned task must complete this 
form and have the following qualifications: 

□ I have a valid California Driver’s License.

□ I am at least 18 years of age.

□ I am free of physical and/or mental impairment that would adversely affect my driving

□ I have no Driving Under the Influence (DUI) convictions or chargeable (at fault) accidents within the
previous two years.

□ I have valid auto insurance policy and vehicle registration.

I attest that I meet each of these qualification in order to complete my driving requirements. 

___________________________________________________________________ ____________________________________ 
Provider/Employee Signature  Date 

Please provide copies of the following with this form: 

• Valid California Driver’s License (front and back)
• Valid Car Insurance Policy
• Valid Vehicle Registration

These documents are necessary in order to verify that the employee is qualified to perform transportation 
services.  Without these documents, the employee cannot provide transportation. 
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MVR 
Motor Vehicle Record 

AUTHORIZATION FOR RELEASE OF INFORMATION FOR 
EMPLOYMENT SCREENING 

Driver Record Screening Disclosure 
I hereby authorize HR Alliance and its designated representatives to conduct a comprehensive 
review of my driver record background through a consumer report and/or an investigative consumer 
report to be generated for employment, promotion, reassignment, or retention as an employee. I 
understand that the scope of the consumer report/investigative consumer report may include 
information about my names, motor vehicle records, license verification. Upon request, HR Alliance 
will supply a copy of the completed consumer report along with a copy of an individual’s rights under 
the Fair Credit Reporting Act. 

Authorization and Release 
I hereby authorize the complete release of these records or data pertaining to me which an 
individual, company, firm, corporation, or public agency may have. I authorize the full release of the 
information described above, without any reservation, throughout any duration of my employment 
at HR Alliance. I certify that all information provided below is correct to the best of my knowledge. 
This authorization and consent shall be valid in original, fax, or copy form. The following information is 
required by law enforcement agencies and other entities for identification purposes when checking 
records. It is confidential and will not be used for any other purpose. 

Complete Legal Name: 

First Name Middle Name Last Name Suffix 

Date of Birth: 
Month / Day / Full Year 

Driver’s License Number: _______________________________________________________________________ 

State of Issue: _____________________________________________ Expiration Date: _____________________ 

___________________________________________________________ ________________________________ 
Provider/Employee Signature  Date 
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Notification and Authorization to Release Information for Employment Purposes 
Notification: 
The position for which I am being considered requires me to consent to a Background Check as a condition of 
employment.  Such Background Check may include , nut may not be limited to: (1) consumer credit history, (2) criminal 
history, (3) fingerprint (State and Federal) records, (4) driving record, (5) employment history, (6) military history, (7) 
education references, and (8) general public records in order to provide information concerning my character, general 
reputation and mode of living.  The Criminal History Check searches for felony and misdemeanor convictions at the county 
and federal levels of every jurisdiction where I currently reside or where I have resided during the past seven (7) years and 
searches the sex offender registry at the county and federal levels in every jurisdiction where I currently reside or where I 
have resided. 

Authorization: 
I hereby authorize HR Alliance to conduct the Background Check described above.  In connection with this, I also authorize 
the use of law enforcement agencies and/or private background check organizations to assist HR Alliance in collecting this 
information.  I am also aware that records of arrests on pending charges and/or convictions are not an absolute bar to 
employment.  Such information will be used to determine whether the results of the Background Check bear on my 
trustworthiness or my ability to perform the duties of  my position in a manner which is safe for HR Alliance clients, 
employees, and other community members.  I hereby authorize my former employers, educational institutions and any 
individuals so named to furnish all information pertaining to my employment and/or educational record.  I also release my 
former employers, supervisors, workers, and references from any and all liability that may arise from furnishing information to 
HR Alliance or its duty authorized agents. 

Please Print (for clarity and identification purposes) 

Complete Legal Name: ________________________________________________________________________________________________ 
 First         Middle    Last 

Other Names/Aliases (Used for Any Purpose): ____________________________________________________________________________ 
(List all other names used in the past seven (7) years.  If you need additional space, attach a separate sheet.) 

Current Address: _______________________________________________________________________________________________________ 

Other Addresses: _______________________________________________________________________________________________________ 
(List all other addresses used in the past seven (7) years.  If you need additional space, attach a separate sheet.) 

Social Security Number: __________________________________________________  Date of Birth: ________________________________ 
 Month /  Day  / Full Year 

Driver’s License Number: _________________________________________________________  State of Issue: _______________________ 
(If you do not have a Driver’s License, List your State-Issued Identification Card.) 

Gender: Male ________  Female _________  Phone Number: ________________________________________________________ 

Acknowledgement 
To the best of my knowledge, the information provided in this Notice and Authorization and any attachments there is true 
and complete.  I understand that the any falsification or omission of information may disqualify me for this position and/or 
may serve as grounds for severance of my employment with HR Alliance and any of its affiliated companies. Should I wish to 
obtain a copy of any report that derives from this Background Check(s), such report(s) will be provided to me within three 
(3) days upon written request to HR Alliance.  In addition to those rights, I understand that I have a right to appeal and
adverse employment decision made by HR Alliance on my Background Check information within five (5) business days upon
written request of such appeal.

By signing below, I hereby provide my authorization to HR Alliance to conduct a Background Check. 

______________________________________________________________________ ____________________________________ 
Provider/Employee Signature Date 

FOR OFFICE USE ONLY: 
Background Check Completed By: _____________________________________________________________________________________ 

Date: ________________________________________________ 
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Authorization to Disclose Employee Information and Release of Liability 

CMH Agency Name: ___________________________________________________________________________________________________ 

I, ____________________________________________, authorize Alliance HR Alliance and CMH Office of Recipient Rights 
      (Provider/Employee Print Full Name) 

to disclose to the Provider/Consumer listed below all information in possession of CMH regarding any violation of 

recipients’ rights committed by me. 

I, ____________________________________________, authorize Alliance HR Alliance and CMH, its Officers, its Agents, and 
      (Provider/Employee Print Full Name) 

its employees from and all liability claims, suites and actions of any nature brought against ________________________________ 
      (CMH/Agency Name) 

and the CMH Office of Recipient Rights, its officers its agents and its employees, etc. for disclosing information requested 

by/about me and I shall indemnify and hold harmless should any claim, suits or actions be filed against them. 

Previous place of Employment: 

1. Agency Name: ______________________________________________________________________________________________

Address: _____________________________________________________________________________________________________

City: _______________________________________ State: __________ County: ______________________ Zip:_______________

Dates of Employment: _________________________________________  to  ___________________________________________

2. Agency Name: ______________________________________________________________________________________________

Address: _____________________________________________________________________________________________________

City: _______________________________________ State: __________ County: ______________________ Zip:_______________

Dates of Employment: _________________________________________  to  ___________________________________________

3. Agency Name: ______________________________________________________________________________________________

Address: _____________________________________________________________________________________________________

City: _______________________________________ State: __________ County: ______________________ Zip:_______________

Dates of Employment: _________________________________________  to  ___________________________________________

______________________________________________________________________ _______________________________________ 
Provider/Employee Signature Date 

______________________________________________________________________ _______________________________________ 
Consumer/Employer or Witness Signature & Title   Date 

Please Return via Mail or Fax to:  
HR Alliance 

145 W. Broadway, Suite 122, 
Long Beach, CA 90802 

FAX: 833-882-5100 
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EMPLOYMENT AGREEMENT 

This agreement is made on __________________________________ (Date) between _____________________________________  

(“Consumer/Employer”) and _____________________________________ (“Provider/Employee”) to describe the supports that hat 

employee will provide to the employer and the terms and conditions of employment. 

Article I 
EMPLOYEE RESPONSIBILITIES 

I, _______________________________________________________ (Provider/Employee) acknowledge and agree that the employment 
conditioned on my employer’s participation in the Choice Voucher System administered by the Harbor Regional Center.  If my employer 
ends participation in the Choice Voucher System, my employment may end.  I agree to the following terms of employment: 

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

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

3. In the event pf a medical emergency I agree to notify my employer’s contact person and to provide immediate medical attention.  I will 
also notify my employer’s contact person before taking my employer to the physician, except in case of an emergency.

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

5. I agree to abide by all my employer’s rules and Harbor Regional Center regulations (described below) regarding my employment
duties to the employer through the Choice Voucher System, and I acknowledge receipt of the following rules and 
regulations:

a. Attachment A to this Agreement which outlines the supports that I will provide to my employer.
b. Recipient Rights Booklet.  I agree to assist my employer in filing right complaints upon request.  I also understand that 

I have a responsibility to report rights violations of which I am aware or any potential abusive or neglectful situations I 
observe, I understand that I may be requested to cooperate with a recipient rights investigation and/
or assist my employer with exercising his or her rights.

c. Employers House Rules.  Employer will give any additional rules.
d. Additional information and procedures for the Choice Voucher System issues by the Harbor Regional Center.
e. Reporting and documentation requirements for verifying hours worked.

6. I understand that this is an employment at will relationship, which can be terminated by me or by my employer at any time.  
However, my employer cannot terminate my employment on the basis of my race, religion, sex, disability, or other protected 
status under federal or California law.  In addition, I agree to give ___________ days written notice to my employer if I 
terminate my employment.

7. I understand and acknowledge that my employer is my sole employer and that I am not an employee of the
Harbor Regional Center, which authorizes the supports I provide, or the Financial Management Service (FMS), which is the 
financial administrator of Choice Voucher System funds used to pay me.

8. I agree not to sue the Financial Management Service (FMS) for its role as the financial administrator of my employer’s 
Choice Voucher System funds and the Harbor Regional Center for its role in administering the Choice Voucher System.

9. I agree to the following compensation for the services I shall perform: $ ______________/hour.

Benefits: (If any) ________________________________________________________________________________________________________

10. I agree to execute a Medi-Cal Provider Agreement with the Harbor Regional Center and acknowledge that this 
agreement does not alter the fact that the Harbor Regional Center is only the project administrator of the Choice Voucher 
System, and that my 

employer is ________________________________________________________ (Consumer/Employer Name).  I understand that my 
employment is contingent on completing this agreement. 
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Article II 
EMPLOYER RESPONSIBILITIES 

I, _________________________________________________________________ (Consumer/Employer) agree to the following: 

1. I will provide my Financial Management Service (FMS) with eh necessary documentation to assure timely 
compensation of my employee.

2. I will compensate my employee in the following manner: $ ________________/hour. 
Benefits will include: 
____________________________________________________________________________________________________ Payroll will be 
managed by my Financial Management Service (FMS) HR Alliance Care, which will withhold all necessary tax, 
unemployment, and other withholdings from the employee’s paychecks. 
3. I will assure my employee receives appropriate training.

4. I will evaluate the performance of my employees and provide appropriate feedback on an annual basis to assure that I
am receiving quality supports.
5. I will assure that my employee executes as Medi-Cal Provider Agreement with Harbor Regional Center.

______________________________________________________________________ ____________________________________ 
Provider/Employee Signature Date  

______________________________________________________________________ ____________________________________ 
Consumer/Employer Signature  Date  
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HIPAA Compliance Agreement by Employee 

Provider/Employee Printed Name: _____________________________________________________________ Date: ___________________ 

The following information relates to confidentiality and HIPAA Compliance.  Please read this document, you will be required 
to comply with the standards listed in this document. 

1. Employee may use and disclose protected health information created or received by the Employee on behalf of
HR Alliance if necessary for the proper management and administration of Employee or to fulfill Employee legal
responsibilities, provided that any disclosure is:

a. Required by law, or
b. Employee obtains reasonable assurances from the person to whom the protected health information is

disclosed that:

I: The protected health information will be held confidentially and used or further disclosed only as 
required by law or for the purpose for which it was disclosed to the person; and 
II: Employee will be notified of any instances of which the person is aware in which the 
confidentiality of the information is breached. 

2. Employee hereby agrees to maintain the security and privacy of all protected health information in a manner
consistent with State of California and Federal Laws and Regulations, including the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) and Regulations there under, and all other applicable law.

3. Employee further agrees not to use or disclose protected health information except as expressly permitted by this
AGREEMENT or applicable law.

4. Employee agrees to use appropriate safeguards to prevent use or disclosure of protected health information not
permitted by this AGREEMENT or applicable law.  All electronic storage of PHI will be kept in password protected
and/encrypted formats.  Use of portable media storage to store PHI is prohibited.

5. Employee agrees to report to HR Alliance any unauthorized use or disclosure of protected health information by
Employee.

6. Upon termination of employment, Employee shall return or destroy all protected health information received from
HR Alliance or created or received by Employee on behalf of HR Alliance and that Employee maintains in any form
and shall retain no copies of such information.

7. Employee shall, to the fullest extent permitted by law, protect, defend, indemnify and hold harmless HR Alliance
and his/her respective employees, directors, and agents (Indemnities) from and against any and all losses, costs,
claims, penalties, fines, demands, liabilities, legal actions, judgements, and expenses of every kind (including
reasonable attorney fees, including at trial and on appeal) asserted or imposed against any indemnities arising out
of the acts or omissions of Employee or any subcontractor of or consultant of Employee or any of Employee
employees, directors, or agents related to the performance or nonperformance of this Agreement.

By signing this document, I indicate that I understand the confidentiality and HIPAA standards stated above and I agree to 
follow the procedures stated above.  I attest that I have also been trained in HIPAA (or will participate in the appropriate 
HIPAA training within the required time frame. 

______________________________________________________________________ ____________________________________ 
Provider/Employee Signature Date  

______________________________________________________________________ ____________________________________ 
HR Alliance Representative Date 
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MEDI-CAL PROVIDER AGREEMENT 

This agreement is made on (Date)___________________ between (Agency/CMH Name)____________________________________ 

Harbor Regional Center and (Provider/Employee Name)_________________________________________ Employee/Medi-Cal 
Provider.  The purpose of this agreement is to define the roles and responsibilities of the above-named parties.  This 
agreement shall remain in effect until such time it must be terminated or modified.  Any party can initiate a termination or 
modification by providing written notice to the other of the desire to terminate or modify this agreement. 

Upon receipt of this agreement, the Harbor Regional Center will certify the Medi-Cal Provider as available to provide 
services to individuals who receive services and/or supports in accordance with their individual plans of services and 
supports developed in a person-centered planning process, authorized by the Harbor Regional Center or one of its 
subcontractors, and financed through California’s Medi-Cal Specialty Pre-paid Mental Health Plan. 

The Medi-Cal Provider stipulates that it agrees to the following: 

1. To keep any records required by the participant or the Harbor Regional Center regarding the services provided to 
participants and to provide such information and any related invoices or billings, upon request, to the participant, Harbor 
Regional Center, the state Medi-Cal Agency, the Secretary of the Department of Health and Human Services or the state 
Medi-Cal fraud control unit.

2. To comply with the ownership disclosure requirements specified in 42 CFR 455, subpart B, as applicable. 
3   To comply with intent of the advance directive requirements specified in 42 CFR 489, Subpart I and 42 CFR 417.436 (d), as 
applicable, by finding out if a participant has an advance directive to refuse life sustaining medical treatment, and 
informing the participant, before the provider starts work, whether or not the provider will carry out that advance directive 
so the participant can make an informed choice during the hiring process. 

Both parties expressly acknowledge that the sole purpose of this agreement is to assure compliance with 42 USC 1902 (a) 27. 
Further, both parties recognize and reaffirm that the Harbor Regional Center is not the employer of the Medi-Cal Provider, 
and that the participant is the sole employer of the Medi-Cal Provider.

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

______________________________________________________________________ ____________________________________ 
Executive Director or Self-Determination Coordinator Date  

______________________________________________________________________ ____________________________________ 
Provider/Employee Date  



Zero Drug Tolerance Policy for FMS Providers 

Purpose: The purpose of this policy is to ensure a safe, professional, and effective service 

environment for all participants and providers within the California Self-Determination Program. 

The use of illegal drugs and the misuse of prescription drugs can impair judgment, performance, 

and safety, which is incompatible with our commitment to providing high-quality services. 

Scope: This policy applies to all Financial Management Services (FMS) providers, including 

employees, contractors, and volunteers, who are part of the California Self-Determination 

Program. 

Policy: 

1. Prohibited Conduct:

o The use, possession, sale, distribution, or manufacture of illegal drugs, drug

paraphernalia on any premises where services are provided or while performing

any duties related to the program is strictly prohibited.

o Providers are prohibited from being under the influence of illegal drugs or misused

prescription drugs during work hours or while on any premises where services are

provided.

o The misuse of prescription drugs, including taking medication not prescribed to the

individual or in a manner inconsistent with the prescription, is prohibited.

2. Prescription Medication:

o Providers must inform their supervisor if they are taking prescription medication

that may impair their ability to perform their duties safely and effectively.

o The program may require a medical evaluation to determine if it is safe for the

provider to continue working while taking the medication.

3. Drug Testing:

o The program reserves the right to conduct drug testing under the following

circumstances:

▪ Pre-employment screening

▪ Random testing

▪ Post-incident testing

▪ Reasonable suspicion testing

o Providers who refuse to submit to a drug test or test positive for illegal drugs or

misused prescription drugs will be subject to disciplinary action, up to and

including termination of their contract or employment.

4. Disciplinary Action:

o Any provider found to be in violation of this policy will face disciplinary action,

which may include suspension, mandatory participation in a drug rehabilitation

program, or termination of their contract or employment.



o The severity of the disciplinary action will depend on the nature of the violation

and the provider’s work history.

5. Confidentiality:

o All information related to drug testing and the results will be kept confidential and

shared only with individuals who have a legitimate need to know.

6. Support and Rehabilitation:

o The program encourages providers with drug-related problems to seek help

voluntarily before they are subject to disciplinary action.

o Providers may be eligible for leave to participate in a rehabilitation program,

subject to the program’s leave policies and applicable laws.

Acknowledgment: All providers are required to sign an acknowledgment form confirming that 

they have read, understood, and agree to comply with this Zero Drug Tolerance Policy. 

Provider Acknowledgment Form 

I, ________________________, have read and understand the Zero Drug Tolerance Policy for 

FMS Providers. I agree to comply with the policy and understand that any violation may result in 

disciplinary action, up to and including termination of my contract or employment. 

Provider Signature: ________________________ Date: ________________________ 



Form  W-4
Department of the Treasury  
Internal Revenue Service 

Employee’s Withholding Certificate
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

2024
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 surviving spouse

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, and when to use the estimator at www.irs.gov/W4App.

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). If 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) 
 

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 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 . . . . . . . . . . . . . . . . . .

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 
Dependent 
and Other 
Credits 

If your total 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 for qualifying children and other dependents. You may add to 
this the amount of any other credits. 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 (2024)

xylinal
Text Box
Physical Address Required 
(No P.O. Box)

biancae
Text Box
If applicable -->

xylinal
Text Box
Required field 
even if "0".

xylinal
Text Box
Optional. Please refer to the instructions.

biancae
Text Box
Employer
Name Here

biancae
Line

biancae
Line

biancae
Line

xylinal
Text Box
If filing exempt, leave Steps 2, 3 & 4 blank. Write EXEMPT here --->



Form W-4 (2024) Page 2

General Instructions
Section references are to the Internal Revenue Code. 

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, Tax Withholding and Estimated Tax. 

Exemption from withholding. You may claim exemption 
from withholding for 2024 if you meet both of the following 
conditions: you had no federal income tax liability in 2023 
and you expect to have no federal income tax liability in 
2024. You had no federal income tax liability in 2023 if (1) 
your total tax on line 24 on your 2023 Form 1040 or 1040-SR 
is zero (or less than the sum of lines 27, 28, and 29), 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 2024 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 1(a), 1(b), and 5. Do not 
complete any other steps. You will need to submit a new 
Form W-4 by February 15, 2025.

Your privacy. Steps 2(c) and 4(a) ask for information 
regarding income you received from sources other than the 
job associated with this Form W-4. If you have concerns with 
providing the information asked for in Step 2(c), you may 
choose Step 2(b) as an alternative; if you have concerns with 
providing the information asked for in Step 4(a), you may 
enter an additional amount you want withheld per pay period 
in Step 4(c) as an alternative. 

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. Receive dividends, capital gains, social security, bonuses,
or business income, or are subject to the Additional
Medicare Tax or Net Investment Income Tax; or

3. 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. 

Instead, if you (and your spouse) have a total of only two 
jobs, you may 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 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. This step 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. 501, Dependents, 
Standard Deduction, and Filing Information. You can also 
include other tax credits for which you are eligible in this 
step, such as the foreign tax credit and the education tax 
credits. 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 
2024 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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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. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

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 2024 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to 
$10,000), and medical expenses in excess of 7.5% of your income . . . . . . . . . . . . 1 $

2 Enter: { • $29,200 if you’re married filing jointly or a qualifying surviving spouse
• $21,900 if you’re head of household
• $14,600 if you’re single or married filing separately

} . . . . . 2 $

3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. 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 Part II 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 . . . . . . . . . . . 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 
territories 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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Married Filing Jointly or Qualifying Surviving Spouse

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 $0 $780 $850 $940 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020 $1,370

$10,000 -   19,999 0 780 1,780 1,940 2,140 2,220 2,220 2,220 2,220 2,220 2,570 3,570

$20,000 -   29,999 780 1,780 2,870 3,140 3,340 3,420 3,420 3,420 3,420 3,770 4,770 5,770

$30,000 -   39,999 850 1,940 3,140 3,410 3,610 3,690 3,690 3,690 4,040 5,040 6,040 7,040

$40,000 -   49,999 940 2,140 3,340 3,610 3,810 3,890 3,890 4,240 5,240 6,240 7,240 8,240

$50,000 -   59,999 1,020 2,220 3,420 3,690 3,890 3,970 4,320 5,320 6,320 7,320 8,320 9,320

$60,000 -   69,999 1,020 2,220 3,420 3,690 3,890 4,320 5,320 6,320 7,320 8,320 9,320 10,320

$70,000 -   79,999 1,020 2,220 3,420 3,690 4,240 5,320 6,320 7,320 8,320 9,320 10,320 11,320

$80,000 -   99,999 1,020 2,220 3,620 4,890 6,090 7,170 8,170 9,170 10,170 11,170 12,170 13,170

$100,000 - 149,999 1,870 4,070 6,270 7,540 8,740 9,820 10,820 11,820 12,830 14,030 15,230 16,430

$150,000 - 239,999 1,960 4,360 6,760 8,230 9,630 10,910 12,110 13,310 14,510 15,710 16,910 18,110

$240,000 - 259,999 2,040 4,440 6,840 8,310 9,710 10,990 12,190 13,390 14,590 15,790 16,990 18,190

$260,000 - 279,999 2,040 4,440 6,840 8,310 9,710 10,990 12,190 13,390 14,590 15,790 16,990 18,190

$280,000 - 299,999 2,040 4,440 6,840 8,310 9,710 10,990 12,190 13,390 14,590 15,790 16,990 18,380

$300,000 - 319,999 2,040 4,440 6,840 8,310 9,710 10,990 12,190 13,390 14,590 15,980 17,980 19,980

$320,000 - 364,999 2,040 4,440 6,840 8,310 9,710 11,280 13,280 15,280 17,280 19,280 21,280 23,280

$365,000 - 524,999 2,720 6,010 9,510 12,080 14,580 16,950 19,250 21,550 23,850 26,150 28,450 30,750

$525,000 and over 3,140 6,840 10,540 13,310 16,010 18,590 21,090 23,590 26,090 28,590 31,090 33,590

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 $240 $870 $1,020 $1,020 $1,020 $1,540 $1,870 $1,870 $1,870 $1,870 $1,910 $2,040

$10,000 -   19,999 870 1,680 1,830 1,830 2,350 3,350 3,680 3,680 3,680 3,720 3,920 4,050

$20,000 -   29,999 1,020 1,830 1,980 2,510 3,510 4,510 4,830 4,830 4,870 5,070 5,270 5,400

$30,000 -   39,999 1,020 1,830 2,510 3,510 4,510 5,510 5,830 5,870 6,070 6,270 6,470 6,600

$40,000 -   59,999 1,390 3,200 4,360 5,360 6,360 7,370 7,890 8,090 8,290 8,490 8,690 8,820

$60,000 -   79,999 1,870 3,680 4,830 5,840 7,040 8,240 8,770 8,970 9,170 9,370 9,570 9,700

$80,000 -   99,999 1,870 3,690 5,040 6,240 7,440 8,640 9,170 9,370 9,570 9,770 9,970 10,810

$100,000 - 124,999 2,040 4,050 5,400 6,600 7,800 9,000 9,530 9,730 10,180 11,180 12,180 13,120

$125,000 - 149,999 2,040 4,050 5,400 6,600 7,800 9,000 10,180 11,180 12,180 13,180 14,180 15,310

$150,000 - 174,999 2,040 4,050 5,400 6,860 8,860 10,860 12,180 13,180 14,230 15,530 16,830 18,060

$175,000 - 199,999 2,040 4,710 6,860 8,860 10,860 12,860 14,380 15,680 16,980 18,280 19,580 20,810

$200,000 - 249,999 2,720 5,610 8,060 10,360 12,660 14,960 16,590 17,890 19,190 20,490 21,790 23,020

$250,000 - 399,999 2,970 6,080 8,540 10,840 13,140 15,440 17,060 18,360 19,660 20,960 22,260 23,500

$400,000 - 449,999 2,970 6,080 8,540 10,840 13,140 15,440 17,060 18,360 19,660 20,960 22,260 23,500

$450,000 and over 3,140 6,450 9,110 11,610 14,110 16,610 18,430 19,930 21,430 22,930 24,430 25,870

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 $510 $850 $1,020 $1,020 $1,020 $1,020 $1,220 $1,870 $1,870 $1,870 $1,960

$10,000 -   19,999 510 1,510 2,020 2,220 2,220 2,220 2,420 3,420 4,070 4,070 4,160 4,360

$20,000 -   29,999 850 2,020 2,560 2,760 2,760 2,960 3,960 4,960 5,610 5,700 5,900 6,100

$30,000 -   39,999 1,020 2,220 2,760 2,960 3,160 4,160 5,160 6,160 6,900 7,100 7,300 7,500

$40,000 -   59,999 1,020 2,220 2,810 4,010 5,010 6,010 7,070 8,270 9,120 9,320 9,520 9,720

$60,000 -   79,999 1,070 3,270 4,810 6,010 7,070 8,270 9,470 10,670 11,520 11,720 11,920 12,120

$80,000 -   99,999 1,870 4,070 5,670 7,070 8,270 9,470 10,670 11,870 12,720 12,920 13,120 13,450

$100,000 - 124,999 2,020 4,420 6,160 7,560 8,760 9,960 11,160 12,360 13,210 13,880 14,880 15,880

$125,000 - 149,999 2,040 4,440 6,180 7,580 8,780 9,980 11,250 13,250 14,900 15,900 16,900 17,900

$150,000 - 174,999 2,040 4,440 6,180 7,580 9,250 11,250 13,250 15,250 16,900 18,030 19,330 20,630

$175,000 - 199,999 2,040 4,510 7,050 9,250 11,250 13,250 15,250 17,530 19,480 20,780 22,080 23,380

$200,000 - 249,999 2,720 5,920 8,620 11,120 13,420 15,720 18,020 20,320 22,270 23,570 24,870 26,170

$250,000 - 449,999 2,970 6,470 9,310 11,810 14,110 16,410 18,710 21,010 22,960 24,260 25,560 26,860

$450,000 and over 3,140 6,840 9,880 12,580 15,080 17,580 20,080 22,580 24,730 26,230 27,730 29,230


















	3. Direct Deposit Form:
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