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Legally Responsible Individual Process

Deflmtlons of Leglly Respons1ble lndlwdual
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e Spouse

o Parent
o Stepparent ° Gaurdian as defined by KRS
e Adoptive parent 387.812(3) — a person appointed by the
e Guardian as defined by KRS 387.010(3) - an courtto make decisions regarding the

indidivual, agency or corporation appointed by | Persona of an adult.
the District Court to have care, custody, and
control of a minor and to manage the minors’
finance resources.

L

*Foster parents cannot be paid PDS Employees due to receiving payment from the state for the
provision of foster care.

Extraordinary Care
e Through an HCBS wavier, a state may elect to make payment for personal care or
similar services that are rendered by legally responsible individuals when such
services are deemed extraordinary care so long as the state specifics satisfactory
criteria for authorizing such payments.
e CMS defines extraordinary care as:

v’ Care exceeding the range of activities that a legally responsible
individual would ordinarily perform in the household on behalf of a
person without a disability or chronic illness of the same age.

v’ Careis necessary to assure the health and welfare of the participant and
needed to avoid institutionalization.

Extraordinary Care is a qualifying waiver service, Ordinary Care is not.

Process

e Services Advisor and Participant/PDS Representative work together to answer the
criteria questions, based on the age of the participant.

o Participant/PDS Representative will sign LRI Attestation form, giving service advisor
permission to submit LRI request in MWMA.

e Participant/PDS Representative can provide, but is not required to, submit
supporting documentation such as doctors letter, test results, behavior support
plan, documentation of attempts to hire other employees or employment record for
LRI. No additional documents are required, only the LRI Attestation Letter is
required.



Mmor Chnld (Under 18 years of age)

Category A Category B

1) The child’s care needs have reduced 1) The child’s dependency
or eliminated the LRI’s ability to in performing activities of
maintain paid employment in the daily living (ADL’s) must be
past 12 months or longer, and there directly related to his/her
is not an alternative caregiver who is disability and exceeds
functionally able to provide care. that of his/her age

matched peers.

2) The LRI can demonstrate attempts 2) The child demonstrates
within the first 30 days to recruit a destructive or injurious
qualified provider (Traditional or PDS) behaviors exceeding that
but cannot secure one. of his/her age matched

3) The minor child has communication peers, and such behaviors
barrier exceeding that of his/her age represent a risk of serious
matched peers that impacts his/her injury of death to self and
ability to effectively communicate others.
needs and wishes.

Adult (18 years or older)

Meet One Criteria to be approved LRI

1) The participants care needs have reduced or eliminated the LRI’s ability to
maintain paid employment in the past 12 months or longer, and there is not a
alternative caregiver who is functionally able to provide care.

2) The LRI can demonstrate attempts within the first 30 days to recruit a qualified
provider (Traditional or PDS) but cannot secure one.

3) The participant has communication barrier exceeding that of his/her age matched
peers that impacts his/her ability to effectively communicate needs and wishes.

Potentlal Outcomes

| Approval " Lackoflnformation =~ Denial

Participant/ PDS Serwces AdVISOl’WIll The request is denied.
Representative will receive | receive notification. They Participant/ PDS
aletter. The hiring will follow up with Representative will receive a
process will continue. Participant/ PDS certified letter. Letter will
Representative on next include instruction on how to
steps and submit request reconsideration and
requested information. Appeal Rights.




Minor Child (Under 18 years of age)
Complete a minimum of One box in Criteria Category -

a mlnlmum of one box i in Cat:
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1) The child’s care needs have reduced or ellmlnated the legally responsnble mdlvudual S
ability to maintain paid employment in the past 12 months or longer, and there is not
an alternative caregiver who is functionally able to provide care.

2) The legally responsible individual can demonstrate attempts within the first 30 days
to recruit a gualified provider (Traditional or PDS) but cannot secure one.

3) The minor child has communication barrier exceeding that of his/her age matched
peers that impacts his/her ability to effectively communicate needs and wishes.

1) The Chlld s dependency in performmg actlvmes of dally lwmg (ADL’s) must be dlrectly |
related to his/her disability and exceeds that of his/her age matched peers.

2) The child demonstrates destructive or injurious behaviors exceeding that of his/her
age matched peers, and such behaviors represent a risk of serious injury or death to
self and others.




Adult (18 years or older)
Complete aminimum ofonebox.
1) The participants care needs have reduced or eliminated the legally responsible

individual’s ability to maintain paid employment in the past 12 months or longer, and
there is not an alternative caregiver who is functionally able to provide care.

2) The legally responsible individual can demonstrate attempts within the first 30 days
to recruit a qualified provider (Traditional or PDS) but cannot secure one.

3) The participant has communication barrier exceeding that of his/her age matched
peers that impacts his/her ability to effectively communicate needs and wishes.




Revised: September 2024

Participant Name:

Medicaid ID Number:

Legally Responsible individual (LRI) Review Request Attestation

The case manager obtained and recorded verbal responses during this LRI review
request process based on answers received from the participant and others present.
After this process, the case manager verbaliy reviewed all responses with the
participant and all other individuals present for the application process. The case
manager did not receive any objections, guestions, or requests to revise any of the
responses. This attestation should be considered a true and accurate reflection as of
the date and time completed as indicated by the signatures below.

Participant Signature Date

Print Participant Name

PDS Representative Signature Date

Print PDS Representative Name

Guardian Signature Date

Print Guardian Name



APPLICATIO

I. Applicant to complete (3 pages)

2. Completed and return to KIPDA in packet

3. Important Definitions:
a. Participant/Employee: person receiving service
b. Family Member Name: applicant



Commonwealth of Kentucky
Cabinet for Health and Famiiy Services
Depariment for Aging and Independent Living &

PARTICIPANT DIRECTED SERVICES
EMPLOYMENT APPLICATION

Participant/Employer Name:

Applicant Instructions

1. Please prnnt answers to all questions;

2. A resume will not be accepted in lieu of this application;

3. Proof of eligibility to work in the United States must be submitted prior fo employment;

4. Registry and/or background checks must be completed prior to employment; and

5. Any false stafements and/or omissions may result in a rejection of this application and/or remnoval from

employment afler hire.
Personal Information

Last Name First Name Middle Name
Date of Birth SSN # Telephone #
Street Address (Including Apt. # or P.O. Box #) City State Zip Code

If you have not lived in Kentucky within the past year, please provide a previous address:

Street Address (including Apt. # or P.O. Box #) City State Zip Code
Street Address (Including Apt. # or P.O. Box #) City State Zip Code

If required to transport, can you provide proof

of valid Liability Vehicle insurance? [Jyes [INo
Can you lift more than 50Ibs while standing? [Iyes [No
Are you legally eligible for employment in the United States? [Jyes [No
Have you ever been arrested or convicted of a criminal offense? [Iyes [No

If yes, please describe. Please note that an affirmative answer will not automatically disqualify you from
being considered as a candidate for employment.

What is your relationship to the participant/employer?

Certification/Education

Are you currently certified in CPR/ First Aid? [Jyes [No
If yes, please provide case management agency with documentation

Please list any other certifications relevant to the position® __

R. 2016 Page 1 0of 3



Please list highest level nf education completed L

Do you have experience as a Caregiver? [Yes [ INo

If yes, please describe.

Are you currently employed? LIves [INo

Company Name Supervisor Name Telephone #

Street Address (Including Apt. # or P.O. Box #) City State Zip Code
Start Date Schedule (Days & Hours Working)

Please list any job history relative to the position, béginning with the most recent.

v ———— .
Company Name Supervisor Name Telephone #

Street Address (Including Apt. # or P.O. Box #) City State Zip Code

Start Date (Month/Year) End Date (Month/Year) Reason(s) for Leaving

2 ——————— e e
Company Name Supervisor Name Telephone #

Street Address (Including Apt. # or P.O. Box #) City State Zip Code

Start Date (Month/Year) End Date (Month/Year) Reason(s) for Leaving
3) \ -
Company Name Supervisor Name Telephone #

Street Address (Including Apt. # or P.O. Box #) City State Zip Code
Start Date (Month/Year) End Date (Month/Year) Reason(s) for Leaving

R. 2016 Page 2 of 3




r References ‘ j

1) . - : S
Full Name Occupation Telephone #
Street Address (including Apt. # or P.O. Box #) City State Zip Code
2) -
Full Name Occupation Telephone #
Street Address (Including Apt. # or P.O. Box #) City State Zip Code
3)
Full Name Occupation Telephone #
Street Address (Including Apt. # or P.O. Box #) City State Zip Code
' Emergency Contacts —l
1)
Full Name Relationship Telephone #
Street Address (Including Apt. # or P.O. Box #) City State Zip Code
2)
Full Name Relationship Telephone #
Street Address (Including Apt. # or P.O. Box #) City State Zip Code

I certify that the information provided within this employment application is true and
correct to the best of my knowledge.

Signature Date

R 2016 Page 3 of 3



CONTRACT

[. Applicant to complete (2 pages)
2. Important Definitions:

a.

o op o

Employer: person receiving service
Employee name: applicant
Employer/Participant: representative signature
Employee/Provider: applicant signature
Service Provided:

i. Examples AC-HCB2 and Respite

Rate per hour:
i. Agreed upon rate per house for each service



Kentucky Participant Directed Services {(PDS)
Employee/Provider Contract

I (employee name) , last four of Social Security Number

have agreed to work under the employment of (employer name/Avaiver participant name)
Medicaid 1D

} understand that, as a waiver participant, | can choose a PDS representative to help me with my

responsibilities as an employer.

Participant Directed Services Representative Name (if applicable)

Financial Management Agency Name

Case Manager Agency Name

Services delivered under this contract will consist of the following:

Service Rate Per Hours Anticipated End Date**

Service Provided : Code Hour: Per Week: Start Date®

*Anticipated start date should reflect the date services are anticipated to begin.
** Only complete end date if the employee stops providing the service.

Please see the attached list for a list of services available via PDS. For a full waiver service listing and max
rates, please see the Home and Community Based Services Waiver Rates document on
hitps://www.chfs ky.gov/agencies/dms/Pages/feesraies.aspx.

Version 1 05/03/2024



Version 1

Kentucky Participant Directed Services (PDS)
Employee/Provider Contract
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Waiver Service
Program
ABI Acute | Companion S5135 Hi
ABI Acute | Personal Care 97535 HI
ABI Acute | Respite T1005 HI
ABI Acute | Supported Employment HO039 HI
ABI LTC | Community Living Supports 97535 Hi
ABILTC | Respite T1005 HI
ABI LTC | Supported Employment H0039 HI
HCB | Attendant Care S5108 Hi
HCB | Non-specialized Respite T1005 HI
MP | Attendant Care S5125 HI
MP | Community Living Supports 97535 Hi
MP | Homemaker S5130 HI
MP | Personal Care T1019 HI
MP | Respite T1005 HI
MP | Supported Employment H0039
SCL | Community Access 97535 Hi
SCL | Community Access Group 97537 HI
SCL | Community Guide H2015 HI
SCL | Personal Assistance T1019 HI
SCL | Respite T1005 HI
SCL | Supported Employment T2019 HI

05/03/2024



Kentucky Participant Directed Services (PDS)
Employee/Provider Contract

As the employee:

I:I | agree to provide the services as specified by my employer (the waiver participant) as defined in the
table above.

| understand civil or criminal penalties can be pursued and termination from employment can occur if
allegations of fraud against the Department for Medicaid Services are substantiated.

| understand that | shall not be allowed to provide services based on the results of my background
check, all applicable screenings and/or failing to complete trainings/certifications required by my

employer (the waiver participant).

| understand that under KRS 205.5607 (Kentucky Independence Plus Through Consumer Directed
Services Program) Workers Compensation (KRS Chapter 342) shall not apply to my employment as a
PDS employee. This means that neither the state, nor any state agency, nor politicat subdivision, nor
any fiscal intermediary, nor representative, nor case manager can be held liable for any injuries or

losses | may incur while providing services.
[:I | understand that | must maintain employee/employer confidentiality.
]:1 | understand this is an at-will contract and either party may terminate this agreement at any time.

| understand that | must notify my employer (the waiver participant) of the contraction of any infectious
disease(s) and | shall abstain from work until the infectious disease can no longer be transmitted as

documented by a medical professional.

| agree to follow all relevant state and federal statutes and regulations, including the use of Electronic
Visit Verification.

I have received and fully understand the list of employment guidelines and will follow them to the best
of my ability. | further understand that any or all items of this contract may be subject to renewal or
change upon agreement by my employer (the waiver participant) and myself.

Version 1 05/03/2024



Kentucky Participant Directed Services (PDS)
Employee/Provider Contract
As the employer (waiver participant).

| understand that | may be responsible for wages for my employee should my employee or | not provide
employee qualifications by the respective deadlines.

I understand that | can only require my employee to assist with duties that are relevant to my needs and
outcomes that are specified on the Person-Centered Service Plan for Medicaid payment.

| understand that | may be responsible for payment for any hours | may require my employee to work
beyond any prior authorization limits or waiver regulation guidelines.

Employee Signature Date Employer/Participant Date

PDS Representative (if applicable) Date

Version 1 05/03/2024



AFIRMATION OF IRS NOTICE 2014-7

I

If applicant lives in the same home with participant, and would like to be
exempt of withholding, complete and return in packet.
If applicant does not live in the same home with participant, he/she does
not qualify for this, disregard.
Important Definitions:

a. Participant: person receiving service

b. Family Member name: applicant

c. Participant/Rep: Representative



Affirmation of IRS Notice 2014-7

Qualification of Federal Withholding Exemption

(Also applies to Kentucky State Withholding and Local Occupational Tax)

Under penalties of perjury, | declare that | am an individual care provider receiving payments under a
state Medicaid Home and Community-Based Services waiver program for care | provide to

(print client name), who lives in the same home under the care

recipient’s plan of care as of {move-in date).

| also understand it is my responsibility to notify KIPDA if the living arrangements change, and | am no

longer eligible for this exemption status.

Full-time living address of Care Recipient and Employee:

Employee Signed: Date:

Printed Name: SS:

A Caregiver (Employee) may qualify for this exemption IF they reside in the SAME home as the
Participant (Employer) they are caring for. *This is no relevance to relationship status*

If completed a Caregivers (Employee) wages will not be taxed by Federal, State, and Local Taxes.
This will then be the responsibility of the Caregiver (Employee) if issues arise during tax time.




[

JIRECT DEPCSIT

[ Applicant to complete
2. Attach voided check
3. Return to KIPDA



Fifth Third Express Banking

Centucky
viember
“ounties P

jullitt 2
lenry

efferson

Jldham ®
shelby
ipencer

rimble

ndiana

A Fifth Third Bank Customer Service Specialists are available in person or by
phone, and in most languages.

“ounties

Clark . I
: Simply visit any branch, or call and say you want to open an “Express

Features:

NO FEE Direct Deposit

NO FEE Cash Withdrawals at 5/3 locations and ATMS in network

NO FEE Debit Card Purchases - Debit Card Optional at your request
Mobile and Online Banking — see attached for details

NO credit score requirement (may open with a valid passport, Driver's
[ icense, State issued ID, or Mexican Matricula Consular ID)

NO monthly fees

NO minimum to open

NO balance requirements
NO overdraft - withdrawals and payments limited to available balance

NO ATM fees at Fifth Third branches or ANY “AliPoint” ATMs

Other services are available at discounted rates — SEE ATTACHED for

that schedule

Toyd Banking

Payroll Operations.

For more information, contact Jill Kennedy, Fifth Third Bank, 502-909-

{qual
Jpportunity
:mployer

2

PUCATIZM  Metropelitan Planning Organization

FPAYS

3401 or Jill.Kennedy@53.com.

11520 Commonwealth Drive
Louisville, KY 40299
502-266-6084
Fax: 502-266-5047
KY TDD 1-800-648-6056

www kipda.org

» account, and that you receive payroll from KIPDA CDO

Kentucky Designated Area on Agency on Aging



Area Agency on Aging and Independent Living i
Area Development District I
Metropolitan Planning Organization

May 4, 2023
ATTN: PDS/CDO Participants and their Employees

RE: Direct Deposit Requirement effective December 30, 2016

The Department of Labor states that we may require Direct Deposit of ALL

payroll as long as ‘you (employee) have the ability to withdraw the entire
net pay without having to pay a fee to the financial institution.’

As a result of this information, KIPDA will be requiring a Direct Deposit
method of pay for all PDS/CDO Client employees prior to their hire date.
No checks will be issued or mailed.

Please note that there are many banking options available for Direct
Deposit that will meet the Department of Labor’s standard. KIPDA has

attached a letter detailing how this option works with one available banking

institution in our communities, the Fifth Third Bank.

Remember, the Fifth Third Bank is just one option. You are free to choose
your own personal banking institution or other methods of Direct Deposit,

but you must complete the Direct Deposit form and submiit it to KIPDA
prior to your hire date.

Again, Direct Deposit is a KIPDA requirement prior to your hire date.

Sincerely,

Vo e .
; R P LN L ST S S .
s AU A Ve A T

Freida Winkfield Shaw
Director of Finance

11520 Commonwealth Drive Phone: 502.266.6084
Louisville, KY 40299 Fax: 502.266.5047
www.kipda.org TDD: 800.648.6056
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WHAT IS ALLPOINT?

55,000 Surcharge-Free ATMs. Worldwide.

United States, Canada, United Kingdom, Puerto Rico, Austratia, Mexico

Allpoint provides you with the freedem to get your cash where you want, when you want, wherever you
are... without the ATM fees. With over 55,000 ATMs in the Allpoint Network, your cash is never far away.
Just look for the Allpoint logo or, better yet, use our locator (/locator.aspx) or mobile app to find the

nearest Allpoint ATM.

As a consumer, you gain access to the Allpoint Network through your financial instutution. Banks, credit
unions and prepaid card programs of all sizes participate in Allpoint to provide you with the ATM access

you deserve

Do | have access to Allpoint?

About 1,300 card providers participate in Allpoint, with more joining all the time. To find out if your provider
participates, just ask them. or use the quick search tool below.

bto:/Mww alipaninetwor k.com/
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FIFTH THIRD
EXPRESS BANKING®

A new simple way to manage your funds. Fifth Third Express Banking gives you immediaie
access to your money and the convenience and security of a banking relationship.

+ Check cashing and direct deposit - Mobile and Online Banking’
« Mobile Deposit with immediate funds » Discounted fees of up to 50% on select
availability? services based on account usage?
Western Union Money Transfer® and Payments « No credit score requirement
- Moneyv orders and cashier’s checks = No check writing or ability to deposit checks
at ATMs

No monthly service charge, balance requirement or overdraft fees.

Fifth Third Express Banking Debit Card

With an Express Banking debit card you can make

purchases in stores and online or get cash at more . Direct Deposit/ACH - Check Cashing
than 2,600 Fifth Third ATMs. It's safer than carrying Credits » ST
cash with protection against unauthorized purchases v Debit Card Purchases L
if your card is lost or stolen.? - Cashier's Checks
= “Westeritnion - Mobile Deposit with

Money Transfer® immediate funds
Loyaity Pricing znd Payments availability
The more you use qualifying Fifth Third Express Sl S el A e D LR R E PP PP e
services, the more discounts you earn.? Your tier *Discounts apply to:
pricing level is based on the number of qualifying s EheckiEsshing

transactions over the life of your account. And once
you reach Tier 3, you stay there as long as your
account is cpen.

Money Orders
Cashier’s Checks

Mobile Deposit with immediate funds availability

Number of

Transactions
Savings Accounts

— Service charge waived for Tier 3 Express
Banking customers.

Discounts on
Services?®

identity Alert
— $5$9.G5or Tiers1and 2; $6.00 for Tier 3.

= ldentity Alert Premium
— 3$14.85fcr Tiers1and 2, $2.00 for Tier 3.

'—’__‘:,ﬂ:w - ...1.--'
FIFTH THIRD BANK

See reversa for disclosures.




Cashing or Deposijting a Check at fhe Branch

Cur check cashing sclutions let you gel cash
immediately at competitive rates. You can cash
practicalty any kind of check including cayrell,
government {tax refund, social security) and
personal, and you can deposit that cash right into
your Express Banking account.

Fifth Third
Checks/On Us

Payroll/
Government &
Non Personal
Checks

Personal
Checks

Minimum Fee
Assessed

No fee assessed for checks $20 and under. M

Additional Options;

. Money Management Tools

As a Fifth Third Bank custamer you have access to monegy manage
topics such as improving your cre

moneymanagsment to help with

- Savings Accounts
A savings account can help you secure you
Banking customers can avoid the $5 monthl

« Identity Theft Protection
Identity Theft happens inan instant and

Eifth Third Bank offers comprehensive identity theft
discounted pricing—discount of $3.95 on |dentity Aler

Banking custorners once you reach Tier 3.5

|, Fithhird Express Banking coes not aliow for use of Fifth Third Bank ~nil..« Bill sy

1 Quablying transertions o earm discolnts inude direcl depasit/ACH Gedits, debii Gerd puchas
deposil wilh imimetiate unds availiabifity. Discounts apply lo check rshing, mongy ortiers, casl

You must notily us immindiately and assist us m our investigation i yeur Card is dost of
All ovners on the savings 3 ccaunts and any secondary checking accounts my

v

4,

S The benefils in Fifth Third ddentity Alert are provided by Ffth Third's vendor, Atfinion Benefits Group. To find ou
IdentityAlert 53.com.

Fith Third Bank, Member FDIC

r finances or grow YO
y service charge on a Eifth Third Goal Setter Savings account.®

many of us never know it happene

Mobile Deposit with fmmediate Funds
Availability

Using Fifth Third’s mobile app you can depesit
checks through ycur mobile device with funds
available in secends.

payroll/
Government &
Non Personal
Checks

Personal Checks

Minimurn Fee
Assessed

aximum fee for On-Us/Fifth Third Checks is $25.

ment tools and rescurces at 53.com/
dit score and planning for long-term needs.

ur money over time. Also, Tier 3 Express

d until it is too late. Fortunately,

protection services for you and your family with
t= and $5.95 on Identity Alert Premium*—for Express

g5, Wesiem Union Honey Tre nsferd and Payments, check cashing, money orders, cashier’s chedis, and mobile
ier's checks and mobile deposit with immediale {unds availability.

<tolen or you believe Someone 15 USing your Card withaut vour pammissien,
of also be listed togelher 2 owmers on the Fiith Third Express Banking actetnt

{ more information on Idertity Alert, piease visit yout local Fifth Third Banking Center of visit

EreTH THIRD BANK

00/16
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AUTHORIZATION AGREEMENT FOR AUTOMATIC DEPOSITS
(ACH CRFDITS)

KIPDA CDO Payroll Operations FEIN: 20-5967432

| hereby authorize KIPDA CDO Payroll Operations to initiate credit
entries and to initiate, if necessary, debit entries and adjustments for
any credit entries made in error to my [ ] Checking [ ] Savings
account (select one) indicated below and the depository named
below, hereinafter called DEPOSITORY, to credit and/or debit the
same such account. (This may also be a Pre-paid Card, but TRANSIT and
ACCOUNT # must be obtained from the bank/custormer service center listed on

the back of the card.)

DEPOSITORY (Bank) NAME

BRANCH PHONE
CITY STATE ZIP CODE
ACCOUNT #

TRANSIT/IABA® . . I N

N T e A A e e T DA A B T T TR R R R S e e R e N 2 S 2 e D e AV e i S SR e T S B R

This authority is to remain in full force and effect until KIPDA CDO Payroll
Operations has received wriifen nofification from me of its termination in
such time and in such manner as to afford KIPDA CDO Payroll

Operations and DEPOSITORY a reasonable opportunity in which fo act.

EMPLOYEE NAME PRINTED

EMPLOYEE SIGNATURE

DATE
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I Applicant to complete for federal withholding
2. Return to KIPDA in packet



Form w-4 Employee’s Withholding Certificate OMB No. 1545-0074

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

2026
Depariment of the Treasury Glve Form W-4 to your employer. (5
Internal Revenue Service Your withholding is subject to review by the IRS.
Step 1: (a) First name and middle initial Last name (b) Social security number
Enter Address Does your name match the
Personal name on your social security
rmati cardf? If not, to ensure you get
Information Gity or town state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

{c) D Single or Married filing separately
D Married filing jointly or Qualifying surviving spouse
D 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.)

Caution: To claim certain credits or deductions on your tax return, you (and/or your spouse if married filing jointly) are required to have a social security
number valid for employment. See page 2 for more information.

TIP: Consider using the estimator at www.irs.gov/W4App to determine the most accurate withholding for the rest of the year if you:
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your
marital status, number of jobs for you (and/or your spouse if married filing jointly), dependents, other income (not from jobs),
deductions, or credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.

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/iW4App.

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
Muitiple 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 at www.irs.gov/W4App for the 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 Step 2(b) if pay at the lower paying job is more than half of the pay at
the higher paying job. Otherwise, Step 2(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: If your total income will be $200,000 or less ($400,000 or less if !
Claim married filing jointly):
Dependent (a) Multiply the number of qualifying children under age 17 by
and Other $2200. . . . . e e e e (B8
Credits (b) Multiply the number of other dependents by $500 . . . 3(b) |$

Add the amounts from Steps 3(a) and 3(b), plus the amount for other credits. Enter the

totalhere . . . . . . . e e e .. .| B8
Step 4: (a) Other income (not from jobs). If you want tax withheld for other income you
Other expect this year that won't have withholding, enter the amount of other income here.
Adjustments This may include interest, dividends, and retirement income . . . . . . . . 4{a) |$

(b) Deductions. Use the Deductions Worksheet on page 4 to determine the amount of

deductions you may claim, which will reduce your withholding. (If you skip this line,
your withholding will be based on the standard deduction.) Enter the result here . . 4{b) |$

(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|%
Exempt from | claim exemption from withholding for 2026, and | certify that | meet both of the conditions for exemption for
withholding 2026. See Exemption from withholding on page 2. | understand | will need to submit a new Form W-4 for2027 . []
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here Employee’s signature (This form is not valid unless you sign it.) Date
Employers Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 (2026) Created 12/8/25
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General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted.

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 2026 if you meet both of the following
conditions: you had no federal income tax liability in 2025 and
you expect to have no federal income tax liability in 2026. You
had no federal income tax liability in 2025 if (1) your total tax on
line 24 on your 2025 Form 1040 or 1040-SR is zero (or less than
the sum of lines 27a, 28, 29, and 30), 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
2026 tax return. To claim exemption from withholding, certify
that you meet both of the conditions by checking the box in the
Exernpt from withholding section. 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 186, 2027.

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. Are submitting this form after the beginning of the year,
2. Expect to work only part of the year;
3. Have changes during the year in your marital status, number

of jobs for you (and/or your spouse if married filing jointly), or
number of dependents, or changes in your deductions or

credits;

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

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

TIP: Have your most recent pay stub(s) from this year available
when using the estimator to account for federal income tax that
has already been withheld this year. At the beginning of next
year, use the estimator again to recheck your withholding.

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/WA4App 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. Submit & separate Form W-4 for each job.

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 (¢). 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 of tax withheld will be
larger the greater the difference in pay is between the two jobs.

Multiple jobs. Complete Steps 3 through 4(b) on only
A one Form W-4. Withholding will be most accurate if you

IR o 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 (and/or your spouse if married filing
jointly) must have the required social security number to claim
certain credits. 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.

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 15, if you expect to claim deductions other than
the basic standard deduction on your 2026 tax return and want
to reduce your withholding to account for these deductions.
This includes both itemized deductions and other deductions
such as for qualified tips, overtime compensation, and
passenger vehicle loan interest; student loan interest; IRAs; and
seniors. You (and/or your spouse if married filing jointly) must
have the required social security number to claim certain
deductions. For additional eligibility requirements, see Pub. 501.

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 when you file
your tax return.
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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 5. 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 .

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 5 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 .

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 5 and enter this amount
on line 2b

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

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.

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 hlghest paying jOb (plus any other additional
amount you want withheld) . . .. . L.

2a $

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

See the Instructions for Schedule 1-A (Form 1040) for more information about whether you qualify for the deductions on lines 1a, 1b,
1c, 3a, and 3b.

i

10

11

12

13
14

15

Deductions for qualified tips, overtime compensation, and passenger vehicle loan interest.
a Qualified tips. If your total income is less than $150,000 ($300,000 if married filing jointly), enter
an estimate of your qualified tips up to $25,000 . . . . . . . . . . . . oo
b Qualified overtime compensation. If your total income is less than $150,000 ($300,000 if married
filing jointly), enter an estimate of your qualified overtime compensation up to $12,500 ($25,000 if
married filing jointly) of the “and-a-half” portion of time-and-a-half compensation . . . . . .
¢ Qualified passenger vehicle loan interest. If your total income is less than $100,000 ($200,000 if
married filing jointly), enter an estimate of your qualified passenger vehicle loan interest up to $10,000
Add lines 1a, 1b, and 1c. Enterthe resulthere . . . . . . . . . . . . . . . . .
Seniors age 65 or older. If your total income is less than $75,000 ($150,000 if married filing jointly):
a Enter $6,000 if you are age 65 or older before the end of the year D
b Enter $6,000 if your spouse is age 65 or older before the end of the year and has a social security
number valid for employment . e }
Add lines 3a and 3b. Entertheresulthere . . . . . . . . . . . . .. ...
Enter an estimate of your student loan interest, deductible IRA contributions, educator expenses,
alimony paid, and certain other ddjustments from Schedule 1 (Form 1040), Part Il. See Pub. 505 for
more iInformation . . . . . . . e e e e e e e e e e e e e
ltemized deductions. Enter an estimate of your 2026 itemized deductions from Schedule A (Form
1040). Such deductions may include qualifying:
a Medical and dental expenses. Enter expenses in excess of 7.5% (0.075) of your total income
b State and local taxes. If your total income is less than $505,000 ($252,500 if married filing
separately), enter state and local taxes paid up to $40,400 ($20,200 if married filing separately)
¢ Home mortgage interest. If your home acquisition debt is less than $750,000 ($375,000 if
married filing separately), enter your home mortgage interest expense (including mortgage
INSUraNce Premiums) . . . . . . . . e e e e e e e e e e e
d Gifts to charities. Enter contributions in excess of 0.5% (0.005) of your total income
e Other itemized deductions. Enter the amount for other itemized deductions
Add lines 6a, 6b, 6¢, 6d, and 6e. Enter the result here
Limitation on itemized deductions.
a Enteryourtotalincome . . . . . . . . . . .o . a e e e e e
b Subtract line 4 from line 8a. If line 4 is greater than line 8a, enter -0- here and on line 10. Skip line 9
« $768,700 if you're married filing jointly or a qualifying surviving spouse
Enter: { « $640,600 if you’re single or head of household ]
 $384,350 if you’re married filing separately
If line 9 is greater than line 8b, enter the amount from line 7. Otherwise, multiply line 7 by 94% (0.94)
and entertheresulthere . . . . . . . . . . . .o e e e
Standard deduction.
o $32,200 if you’re married filing jointly or a qualifying surviving spouse
Enter: { e $24,150 if you're head of household }
« $16,100 if you're single or married filing separately
Cash gifts to charities. If you take the standard deduction, enter cash contributions up to $1,000
($2,000 if married filing jointly) . .. .
Add lines 11 and 12. Enter theresuithere . . . . . . . . . .+ . . .« .« .« o . .
If line 10 is greater than line 13, subtract line 11 from line 10 and enter the result here. If line 13 is
greater than line 10, enter the amount from line12 . . . . . . . . .
Add lines 2, 4, 5, and 14. Enter the result here and in Step 4(b) of Form W-4 .

1a $

1b

3a

3b

6a

6b

6¢c

6d
6e

8a

8b

10

1

12

13

14
15

P

&P

PR en

&+ P

$
$

Privacy Act and Paperwork Reduction Act Notice. We ask for the information an
this form 1o earry out the Internal Revenue laws of the United States. Internal Revenue
Code sections 3402{f)(2) and 6108 and their regulations require you to provide this
infarmation; your employer uses it to determine your federal income tax withholding.
Failure to provide a propetly completed form will result in your being treated as a

single person with no other entries on the form; providing fraudulent information may confidential, as required by Code section 5103.

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. commonwaalths and territories for use in administening their fax
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

instructions for your income tax return.

laws, or to federal law enforcement and intelligence agencies o combal 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 cortents may become material in the administration of
any Internal Revenue law. Generally, tax returns and raturn infarmation are

The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimatad averages, sea the

If you have suggestians 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 Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable
e oy |80 Ts10000 -s20000 sano00 840,000 |82 000 - o0 e | 7000 | an0eo. oo |*10.960 | 120000
$0- 9,999 $0 $0 $480 $850 $850 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020
$10,000 - 19,999 0 480 1,480 1,850 2,050 2,220 2,220 2,220 2,220 2,220 2,220 2,620
$20,000 - 29,999 480 1,480 2,480 3,050 3,250 3,420 3,420 3,420 3,420 3,420 3,820 4,820
$30,000 - 39,999 850 1,850 3,050 3,620 3,820 3,990 3,990 3,990 3,990 4,390 5,390 6,390
$40,000 - 49,999 850 2,050 3,250 3,820 4,020 4,190 4,190 4,190 4,590 5,590 6,590 7,590
$50,000 - 59,999 1,020 2,220 3,420 3,990 4,190 4,360 4,360 4,760 5,760 6,760 7,760 8,760
$60,000 - 69,999 1,020 2,220 3,420 3,990 4,190 4,360 4,760 5,760 6,760 7,760 8,760 9,760
$70,000 - 79,999 1,020 2,220 3,420 3,990 4,190 4,760 5,760 6,760 7,760 8,760 9,760 10,760
$80,000 - 99,989 1,020 2,220 3,420 4,240 5,440 6,610 7,610 8,610 9,610 10,610 11,610 12,610
$100,000 - 149,999 1,870 4,070 6,270 7,840 9,040 10,210 11,210 12,210 13,210 14,210 15,360 16,560
$150,000 - 239,999 1,870 4,100 6,500 8,270 9,670 11,040 12,240 13,440 14,640 15,840 17,040 18,240
$240,000 - 319,998 2,040 4,440 6,840 8,610 10,010 11,380 12,580 13,780 14,980 16,180 17,380 18,580
$320,000 - 364,999 2,040 4,440 6,840 8,610 10,010 11,380 12,580 13,860 15,860 17,860 19,860 21,860
$365,000 - 524,999 2,720 5,920 9,390 12,260 14,760 17,230 19,530 21,830 24,130 26,430 28,730 31,030
$525,000 and over 3,140 6,840 10,540 13,610 16,310 18,980 21,480 23,980 26,480 28,980 31,480 33,980
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
'w:;:'g g:la:r': $0- 1$10,000 -] $20,000 -| $30,000 - | $40,000 - | $50,000 - | $60,000 -| $70,000 - | $80,000 - $90,000 - $100,000- [$110,000-
9,999 19,999 29,999 39,999 49,999 59,999 69,999 79,999 89,999 99,999 | 109,999 | 120,000
$0- 9,999 $90 $850 $1,020 $1,020 $1,020 $1,070 $1,870 $1,870 $1,870 $1,870 $1,870 $1,970
$10,000 - 19,999 850 1,780 1,980 1,980 2,030 3,030 3,830 3,830 3,830 3,830 3,930 4,130
$20,000 - 29,999 1,020 1,980 2,180 2,230 3,230 4,230 5,030 5,030 5,030 5,130 5,330 5,530
$30,000 - 39,999 1,020 1,980 2,230 3,230 4,230 5,230 6,030 6,030 6,130 6,330 6,530 6,730
$40,000 - 59,999 1,020 2,880 4,080 5,080 6,080 7,080 7,950 8,150 8,350 8,550 8,750 8,950
$60,000 - 79,999 1,870 3,830 5,030 6,030 7,100 8,300 9,300 9,500 9,700 9,900 10,100 10,300
$80,000 - 99,999 1,870 3,830 5,100 6,300 7,500 8,700 9,700 9,900 10,100 10,300 10,500 10,700
$100,000 - 124,999 2,030 4,190 5,590 6,790 7,990 9,190 10,190 10,390 10,590 10,940 11,940 12,940
$125,000 - 149,999 2,040 4,200 5,600 6,800 8,000 9,200 10,200 10,950 11,950 12,950 13,950 14,850
$150,000 - 174,998 2,040 4,200 5,600 6,800 8,150 10,150 11,950 12,950 18,950 14,950 16,170 17,470
$175,000 - 199,999 2,040 4,200 6,150 8,150 10,150 12,150 13,950 15,020 16,320 17,620 18,920 20,220
$200,000 - 249,999 2,720 5,680 7,880 10,140 12,440 14,740 16,840 18,140 19,440 20,740 22,040 23,340
$250,000 - 449,999 2,970 6,230 8,730 11,030 13,330 15,630 17,730 19,030 20,330 21,630 22,930 24,240
$450,000 and over 3,140 6,600 l 9,300 11,800 14,300 16,800 19,100 20,600 22,100 23,600 25,100 26,610
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable
e ey | 82, [s10.000-|s20000-|as0000- a0 000|800 00 | 800 o | Tosus | Boses S 900 |"100.098 | 120,000
$0- 9,999 $0 $280 $850 $950 $1,020 $1,020 $1,020 $1,020 $1,560 $1,870 $1,870 $1,870
$10,000 - 19,999 280 1,280 1,950 2,150 2,220 2,220 2,220 2,760 3,760 4,070 4,070 4,210
$20,000 - 29,899 850 1,950 2,720 2,920 2,980 2,980 3,520 4,520 5,520 5,830 5,980 6,180
$30,000 - 39,999 950 2,150 2,920 3,120 3,180 3,720 4,720 5,720 6,720 7,180 7,380 7,580
$40,000 - 59,999 1,020 2,220 2,980 3,570 4,640 5,640 6,640 7,750 8,950 9,460 9,660 9,860
$60,000 - 79,999 1,020 2,610 4,370 5,570 6,640 7,750 8,950 10,150 11,350 11,860 12,060 12,260
$80,000 - 99,999 1,870 4,070 5,830 7,150 8,410 9,610 10,810 12,010 13,210 13,720 13,920 14,120
$100,000 - 124,999 1,870 4,270 6,230 7,630 8,900 10,100 11,300 12,500 13,700 14,210 14,720 15,720
$125,000 - 149,999 2,040 4,440 6,400 7,800 9,070 10,270 11,470 12,670 14,580 15,890 16,890 17,890
$150,000 - 174,999 2,040 4,440 6,400 7,800 9,070 10,580 12,580 14,580 16,580 17,890 18,890 20,170
$175,000 - 199,999 2,040 4,440 6,400 8,510 10,580 12,580 14,580 16,580 18,710 20,320 21,620 22,920
$200,000 - 249,999 2,720 5,920 8,680 10,900 13,270 15,570 17,870 20,170 22,470 24,080 25,380 26,680
$250,000 - 449,999 2,970 6,470 9,540 12,040 14,410 16,710 19,010 21,310 23,610 25,220 26,520 27,820
$450,000 and over 3,140 6,840 10,110 12,810 15,380 17,880 20,380 22,880 25,380 27,190 28,690 30,190




. Applicant to complete for Kentucky state withholding

This is for Kentucky, if applicant lives out of state, please contact CM for
other state specific requirements

. Return to KIPDA in packet



FORM

K-4 KENTUCKY’S WITHHOLDING
Commarmealihof Kanlocky CERTIFICATE 2 0 2 6

Department of Revenue

Social Security Number

Name—Last, First, Middle Initial

Mailing Address (Number and Street including Apartment Number or P.O Box)

Cily, Town or Post Office State ZIP Code

All Kentucky wage earners are taxed at a flat 3.5% rate with a standard deduction allowance of $3,360. The Department of
Revenue annually adjust the standard deduction in accordance with KRS 141.081(2)(a).

Check if exempt:
O 1. Kentucky income tax liability is not expected this year (see instructions)

O 2. You qualify for the Fort Campbell Exemption Certificate. | am a resident of

State
O 3. You qualify for the nonresident military spouse exemption

O 4. Youwork in Kentucky and reside in a reciprocal state

Additional withholding per pay period under agreement with employer  §

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

Signature Date

Instructions to Employees

All Kentucky wage earners are taxed at a flat 3.5% tax rate with an allowance for the standard deduction.
You may be exempt from withholding if any of the four conditions below are met:

1. You may be exempt from withholding for 2026 if both the following apply:
. For 2025, you had a right to a refund of all Kentucky income tax withheld because you had no Kentucky income tax liability, and
. For 2026, you expect a refund of all your Kentucky income tax withheld.

Income Tax Liability Thresholds—The 2025 filing threshold amount based upon federal poverty level is expected to be $15,650 for a family
size of one (single, or married living apart from your spouse for the entire year), $21,150 for a family of two (single with one dependent child or
a married couple), $26,650 for a family of three (single with two dependent children or a married couple with one dependent child) and $32,150
for a family of four or more (single with three dependent children or a married couple with two or more dependent children). Modified gross
income is equal to your federal adjusted gross income plus any interest income from other states municipal bonds and pension income from
a qualifying lump-sum distribution. If your combined modified gross income is expected to be less than the threshold amount for your family
size, then you (and your spouse, if applicable) may not have an income tax liability.

If both the above statements apply, you are exempt and may check box 1. Your exemption for 2026 expires February 15, 2027.

2. Under the provisions of Public Law 105-261, pay and compensation earned at the Fort Campbell, Kentucky, military base is exempt
from Kentucky income tax if you are not a resident of Kentucky. KRS 141.010(32) defines "resident” as an individual domiciled within
this state or an individual who is not domiciled in this state, but maintains a ptace of abode in this state and spends in the aggregate
more than one hundred eighty-three (183) days of the taxable year in this state.

Check box 2 if you certify that you are not a resident of Kentucky and only earn wages as an employee at Fort Campbell, Kentucky. This
exemption must be revoked within 10 days of a move or change of address to Kentucky.

42A804 (K-4)(12-2025)



3. You may be exempt from withholding, if you meet the conditions set for under the Servicemember Civil Relief Act as amended
by the Military Spouses Residence Relief Act. You must complete the worksheet below to determine if you are eligible.

In order to qualify you must complete this form in full, certify that the you are not subject to Kentucky withholding tax because you met

the conditions set forth below, and provide a copy of your spouse’s military picture 1D issued to the employee by the U.S. Department

of Defense.

-

My spouse is @ military SEMVICEMEMDET. ..ot o . ....(checkone) O YES [ NO
2. | am NOT a military servicemember-.... PP ==y - M. <L o ...{checkone) O YES O NO
3. My military servicemember spouse has a curren military order assigning him or her
to a military location in KENtUCKY ..o

_ | and my military servicemember spouse live at the same Address oooooniiveni e

My military servicemember's state of domicile is a state other than Kentucky and | am
electing to use that state of domicile ...... e seeennsya vnaa spe s eanes e SN A VLS :
If yes, enter the 2-letter state code of the servicemember's state of domicile
6 |am present in Kentucky solely to be with my military servicemember SPOUSE ... (checkone) O YES O NO

in...(checkone) O YES O NO
..... woe..(checkone) O YES DO NO

m &

_(checkone) O YES 0O NO

If you checked “YES” to all the statements above, your earned income is exempt from Kentucky withholding tax.

Check box 3 if you checked "YES" to all the statements listed in the worksheet. You are exempt from Kentucky income tax withholding.
This exemption will terminate if any of the answers to the questions changes to “NO”. In general, the exemption termination date will be
the earlier of:

«  The day the military servicemember is no longer in the military;

«  The day the employee enlists in the military,

- The day the employee and the military servicemember no longer live at the same address; or

«  The day the military servicemember’s permanent duty station changes to a location outside of Kentucky.

4. You may be exempt from withholding if you work in Kentucky but reside in one of the following reciprocal states: lllinois, Indiana,
Michigan, West Virginia, Wisconsin, Virginia and you commute daily or Ohio and you are not a shareholder-employee who is a
“twenty (20) percent or greater” direct or indirect equity investor in a S corporation.

In order to qualify you must complete the worksheet below:

i have not been a resident of Kentucky during the year. (Check block in front of applicable statement.) | work in Kentucky and reside in:

0O [Mlinois, O Indiana, O Michigan, O West Virginia, O Wisconsin
O Virginia and commute daily to my place of employment in Kentucky. (Must commute daily to apply.)
O Ohio and | am not a shareholder-employee who is a "twenty (20) percent or greater” direct or indirect equity investor in an S corporation.

Check box 4 if you certify you work in Kentucky and reside in a reciprocal state.

If you meet any of the four exemptions you are exempted from Kentucky withholding. However, you must complete this form
and file it with your employer before withholding can be stopped. You will need to maintain a copy of the K-4 for your permanent
records.

Instructions to Employers

Form K-4 is only required to document that an employee has requested an exemption from withholding OR to document
that an employee has requested additional withholding in excess of the amounts calculated using the formula or tables. If
neither situation applies, then an employer is not required to maintain Form K-4.

Upon receipt of this form, properly completed, you are authorized to discontinue withholding for an employee who qualifies
for one of the four exemptions. Retain a copy of all K-4's received from employees.

427804 (K-4)(12-2025)
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Instructions for Form -9,

Employment Eligibility Verification USCIS
] Form I-9
Department of Homeland Security OMB No_ 1615-0047

U.S. Citizenship and Immigration Services Expires 05/31/2027
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Anti-Discrimination Notice: Employers must allow all employees to choose which acceptable documentation to present
for Form [-9. Employers cannot ask employees for documentation to verify information entered in Sectiom 1, or specify
which acceptlable documentation employees must present for Section 2 or Supplement B, Reverification and Rehire.
Employees do NOT necd to prove their citizenship, immigration status, or national origin when establishing their
employment authorization for Form 1-9 or E-Verify. Requesting such proof or any specific document from employees
based on their citizenship, immigration status, or national origin, may be illegal. Similarly, discriminating against
employees in hiring, firing, recruitment, or referral for a fee, based on citizenship, immigration status, or national origin
may be illegal. Employers should not reject acceptable documentation due to a future expiration date. For more
information on how to avoid discrimination or how to report it, contact the Immigrant and Employee Rights Section in the
Department of Justice's Civil Rights Division at www. justice.gov/ier.

Purpose of Form I-9

Employers and employees must complete their respective sections of Form 1-9. The form is used to document verification
of the identity and employment authorization of each new employee (both U.S. citizen and noncitizen) hired after
November 6, 1986, to work in the United States. In the Commonwealth of the Northern Mariana Islands (CNMI),
employers must complete Form 1-9 to document the verification of the identity and employment authorization of each new
cmployee (both U.S. citizen and noncitizen) hired after November 27, 2011.

Definitions

Employee: A person who performs labor or services in the United States for an employer in return for wages or other
remuneration. The term “employee” does not include individuals who do not receive any form of remuneration (e.g.,
volunteers), independent contractors, or those engaged in certain casual domestic employment.

Employer: A person or entity, including an agent or anyone acting directly or indirectly in the interest thereof, who
engages the services or labor of an employee to be performed in the United States for wages or other remuneration. This
includes recruiters and referrers for a fee who are agricultural associations, agricultural employers, or farm labor

contractors.

Authorized Representative: Any person an employer designates to complete and sign Form I-9 on the employer's
behalf. Employers are liable for any statutory and regulatory violations made in connection with the form or the
verification process, including any violations committed by any individual designated to act on the employer's behalf.

Preparer and/or Translator: Any individual who helps the employee complete or translates Section 1 for the employee.

General Instructions

Filing Fee. See Form G-1055, available at www.uscis.gov/forms, for specific information about the fees applicable to
this form.

Form -9 consists of:
e Section 1: Employee Information and Attestation

e Section 2: Employer Review and Verification

Lists of Acceptable Documents

Supplement A, Preparer and/or Translator Certification for Section |

Supplement B, Reverification and Rehire (formerly Section 3)

FForm [-9 Instructions 08/01/23 Page 1 of 7
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EMPLOYEES

Employees must complete and sign Section 1 of Form I-9 no later than the first day of employment (i.e., the date the
employee begins performing labor or services in the United States in return for wages or other remuneration). Employees
may complete Section 1 before the first day of employment, but cannot complete the form before acceptance of an offer
of employment.

EMPLOYERS

l:mployers in the United States, except Puerto Rico, must complete the English-language version of Form [-9. Only
employers located in Puerto Rico may complete the Spanish-language version of Form I-9 instead of the English-language
version. Any employer may use the Spanish-language form and instructions as a translation tool.

All employers must:

o Make the instructions for Form 1-9 and Lists of Acceptable Documents available to the employee when completing
the Form 1-9 and when requesting that the employee present documentation to complete Supplement B,
Reverification and Rehire. See page 5 for more information.

Ensure that the employee completes Section 1.

e Complete Section 2 within three business days after the employee's first day of employment. If you hire an
individual for less than thrce business days, complete Section 2 no later than the first day of employment.

e Complete Supplement B, Reverification and Rehire when applicable.
e Lcave a ficld blank if it does not apply and allow employees to leave fields blank in Section 1, where appropriate.

e Retain completed forms. You are not required to retain or store the page(s) containing the Lists of Acceptable
Documents or the instructions for Form 1-9. Do not mail completed forms to U.S. Citizenship and Immigration
Services (USCIS) or Immigration and Customs Enforcement (ICE).

Additional guidance about how to complete Form 1-9 may be found in the Handbook for Employers: Guidance for
Completing Form 1-9 (M-274) and on [-9 Central.

@ction 1: Employee Information and Attestation

Step 1: Employee completes Section 1 no later than the first day of employment.

e All employees must provide their current Jegal name, complete address, and date of birth. If other fields do not
apply, leave them blank.

e When completing the name fields, enter your current legal name and any last names you previously used, including
any hyphens or punctuation. If you only have one name, enter it in the Last Name field and then enter “Unknown”
in the First Name field.

e Providing your 9-digit Social Security number in the Social Security number field is voluntary, unless your
employer participates in E-Verify. Sce page 5 for instructions related to E-Verify. Do not enter an Individual
Taxpayer ldentification Number (ITIN) as your Social Security number.

Step 2: Attest to your citizenship or immigration status.

Y ou must select one box to attest to your citizenship or immigration status.

1. A citizen of the United States.

2. A noncitizen national of the United States: An individual born in American Samoa, certain former citizens of the
former Trust Territory of the Pacific Islands, and certain children of noncitizen nationals born abroad.

3. A lawful permanent resident: An individual who is not a U.S. citizen and who resides in the United States under
legally recognized and lawfully recorded permanent residence as an immigrant.

Conditional residents should select this status. Asylees and refugees should NOT select this status; they should
instead select “A noncitizen authorized to work.” If you select “lawful permanent resident,” enter your 7- to 9-digit
USCIS Number (A-Number) in the space provided.

Form 1-9 Instructions 08/01/23 Page 2 of 7
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4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work: An individual who has
authorization to work but is not a U.S. citizen, noncitizen national, or lawful permanent resident.

IT you sclect this box, enter the date that your employment authorization expires, if any, in the space provided. In
most cases, your employment authorization expiration date is found on the documentation evidencing your
employment authorization. If your employment authorization documentation has been automatically extended by the
issuing authority, enter the cxpiration date of the automatic extension in this space.

e Refugces, asylees, and certain citizens of the Federated States of Micronesia, the Republic of the Marshall Islands,
or Palau, and other noncitizens authorized to work whose employment authorization does not have an expiration
date, should enter N/A in the Expiration Date field.

Employces who select "a noncitizen authorized to work" must enter one of the following to complete Section 1:
(1) USCIS Number/A-Number (7 to 9 digits);
(2) Form I-94 Admission Number (11 digits); or
(3) Foreign Passport Number and the Country of Issuance
Y our employer may not ask for documentation to verify the information you entered in Section 1.
Step 3: Sign and enter the date you signed Section 1. Do NOT back-date this field.
Step 4: Preparer and/or translator completes a Preparer and/or Translator Certification, if applicable.

1f a preparer and/or translator assists an employee in completing Section 1, that person must complete a Certification area
on Supplement A, Preparer and/or Translator Certification for Section 1, located on Page 3 of Form [-9. There is no limit
1o the number of preparers and/or translators an employee may use. Each preparer and/or translator must complete and
sign a scparate Certification arca. Employers must ensure that they retain any additional pages with the employee's
completed Form 1-9. If the employee does not use a preparer or translator, employers are not required to provide or retain
Supplement A.

Step 5: Present Form 1-9 Documentation

Within three business days after your first day of employment, you, the employee, must present to your employer original,
acceptable, and unexpired documentation that establishes your identity and employment authorization. For example, if
you begin employment on Monday, you must present documentation on or before the Thursday of that week. However, if
you were hired to work for less than three business days, you must present documentation no later than the first day of
employment.

Choose which documentation to present to your employer from the Lists of Acceptable Documents. An employer cannot
specify which documentation you may present from the Lists of Acceptable Documents. You may present either: 1.) one
selection from List A or 2.) a combination of one selection from List B and one selection from List C. In certain cases, you
may also present an acceptable receipt for List A, B, or C documents. For more information on receipts, refer to the M-274.

e List A documentations show both identity and employment authorization. Some documentation must be presented
together to be considered acceptable List A documentation. 1f you present acceptable List A documentation, you
should not be asked to present List B and List C documentation.

e List B documentation shows identity only and List C documentation shows employment authorization only. If you
present acceptable List B and List C documentation, you should not be asked to present List A documentation.
Guidance is available in the M-274 if you are under the age of 18 or have a disability (special placement) and
cannot provide List B documentation.

Y our employer must physically examine the documentation you present to complete Form -9, or examine them consistent
with an alternative procedure authorized by the Secretary of DHS. If your documentation reasonably appears to be
genuine and to relate to you, your employer must accept the documentation. If your documentation does not reasonably
appear to be genuine or to relate to you, your employer must reject it and provide you with an opportunity to present other
documentation. Your employer may choose to make copies of your documentation, but must return the original(s) to you.
Y our employer may not ask for documentation to verify the information you entered in Section 1.
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Section 2: Employer Review and Verification - | J

Before completing Section 2, you, the employer, should review Section 1. If you find any errors or missing information
in Section 1.. the employee must correct the error, and then initial and date the correction.

Y ou may designate an authorized representative to act on your behalf to complete Section 2.

Y ou or your authorized representative must complete Section 2 by physically examining evidence of the employee's
identity and employment authorization within three business days after the employee's first day of employment. For
example. if an employee begins employment on Monday, you must review the employee's documentation and complete
Section 2 on or before the Thursday of that week. However, if the individual will work for less than three business days,
Section 2 must be completed no later than the first day of employment.

Step 1: Enter information from the documentation the employee presents.

You, the employer or authorized representative, must either physically examine, or examine consistent with an alternative
procedure authorized by the Secretary of DHS, the original, acceptable, and unexpired documentation the employee
presents from the Lists of Acceptable Documents to complete the applicable document fields in Section 2. You cannot
specify which documentation an employee may present from these Lists of Acceptable Documents. A document is
acceptable il it reasonably appears to be genuine and to relate to the person presenting it. Photocopies, except for certified
copies of birth certificates, are not acceptable for Form I-9. Employees must present one selection from List A or a
combination of one selcction from List B and one selection from List C.

You may use common abbreviations for states, document titles, or issuing authorities, such as: “DL” for driver's license,
and “SSA™ for Social Sccurity Administration. Refer to the M-274 for abbreviation suggestions.

List A documentation shows both identity and employment authorization.

e Enter the required information from the List A documentation in the first set of document entry fields in the List A
column. Some List A documentation consists of a combination of documents that must be presented together to be
considered acceptable List A documentation. If the employee presents a combination of documents for List A, use
the second and third sets of document entry fields in the List A column. Use the Additional Information space, as
necessary, for additional documents. When entering document information in this space, ensure you record all
available document information, such as the document title, issuing authority, document number and expiration

date.
o Ifan employce presents acceptable List A documentation, do not ask the employee to present List B and List C
documentation.
List B documentation shows identity only, and List C documentation shows employment authorization only.
e Ifan employee presents acceptable List B and List C documentation, enter the required information from the
documentation under each corresponding column and do not ask the employee to present List A documentation.
e Ifan employee under the age of 18 or with disabilities (special placement) cannot provide List B documentation,
sce the M-274 for guidance.
Tn certain cases, the employee may present an acceptable receipt for List A, B, or C documentation. For more information
on receipts, refer to the Lists of Acceptable Documents and the M-274.

Photocopies
e You may make photocopies of the documentation examined but must return the original documentation to the
employee.
e You must retain any photocopies you make with Form 1-9 in case of an inspection by DHS, the Department of
Labor, or the Department of Justice, Civil Rights Division, Immigrant and Employee Rights Section.

Step 2: Enter additional information, if necessary.

Use the Additional Information field to record any additional information required to complete Section 2, or any updates
that are necessary once Section 2 is complete. Initial and date each additional notation. See the M-274 for more
information. Such notations include, but are not limited to:

FForm 1-9 Instructions 08/01/23 Page 4 of 7



Fs—ection 2: Employer Review and Verification

Before completing Section 2, you, the employer, should review Section 1. 1f you find any errors or missing nformation
in Section 1., the employee must correct the error, and then initial and date the correction.

You may designate an authorized representative to act on your behalf to complete Section 2.

You or your authorized representative must complete Section 2 by physically examining evidence of the employee's
identity and employment authorization within three business days after the employee's first day of employment. For
example. if an employee begins employment on Monday, you must review the employee's documentation and complete
Section 2 on or before the Thursday of that week. However, if the individual will work for less than three business days,
Section 2 must be completed no later than the first day of employment.

Step 1: Enter information from the documentation the employee presents.

You, the employer or authorized representative, must either physically examine, or examine consistent with an alternative
procedurc authorized by the Secretary of DHS, the original, acceptable, and unexpired documentation the employee
presents from the Lists of Acceptable Documents to complete the applicable document fields in Section 2. You cannot
specify which documentation an employee may present from these Lists of Acceptable Documents. A document is
acceptable if' it reasonably appears to be genuine and to relate to the person presenting it. Photocopies, except for certified
copies of birth certificates, are not acceptable for Form I-9. Employees must present one selection from List A or a
combination of one sclection from List B and one selection from List C.

You may use common abbreviations for states, document titles, or issuing authorities, such as: “DL” for driver's license,
and “SSA™ for Social Security Administration. Refer to the M-274 for abbreviation suggestions.

List A documentation shows both identity and employment authorization.

e Enter the required information from the List A documentation in the first set of document entry fields in the List A
column. Some List A documentation consists of a combination of documents that must be presented together to be
considered acceptable List A documentation. If the employee presents a combination of documents for List A, use
the second and third sets of document entry fields in the List A column. Use the Additional Information space, as
necessary, for additional documents. When entering document information in this space, ensure you record all
available document information, such as the document title, issuing authority, document number and expiration

date.
e Ifan cmployce presents acceptable List A documentation, do not ask the employee to present List B and List C
documentation.
List B documentation shows identity only, and List C documentation shows employment authorization only.
e If an employce presents acceptable List B and List C documentation, enter the required information from the
documentation under cach corresponding column and do not ask the employee to present List A documentation.
o If an employee under the age of 18 or with disabilities (special placement) cannot provide List B documentation,
sce the M-274 for guidance.
In certain cases, the employee may present an acceptable receipt for List A, B, or C documentation. For more information
on receipts, refer to the Lists of Acceptable Documents and the M-274.

Photocopies
® You may make photocopies of the documentation examined but must return the original documentation to the
employee.

® You must retain any photocopies you make with Form [-9 in case of an inspection by DHS, the Department of
Labor, or the Department of Justice, Civil Rights Division, Immigrant and Employee Rights Section.

Step 2: Enter additional information, if necessary.

Use the Additional Information field to record any additional information required to complete Section 2, or any updates
that are necessary once Section 2 is complete. Initial and date each additional notation. See the M-274 for more
information. Such notations include, but are not limited to:
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e lhose required by DHS, such as extensions of employment authorization or a document's expiration date.
e Replacement document information if a receipt was previously presented,
e Additional documentation that may be presented by certain nonimmigrant employees.

You may also enter optional information, such as termination dates, form retention dates, and E-Verify case numbers, if
applicable.

Step 3: Select the box in the Additional Information area if you used an alternate procedure for document
examination authorized by the Secretary of DHS.

You must select this box if you used an alternative procedure authorized by DHS to examine the documents. You may
refer to the M-274 for guidance on implementing alternative procedures for document examination approved by the

Secretary of DHS.
Step 4: Complete the employer certification.

Employers or their authorized representatives, if applicable, must complete all applicable fields in this area, and sign and
date where indicated

Reverification and Rehire

To reverify an employee's work authorization or document an employee's rehire, use Supplement B, Reverification and
Rehire (formerly Section 3). Employers need only complete and retain the supplement page when employment
authorization reverification is required. Employers may choose to document a rehire on the supplement as well. Enter the
employee's name at the top of each supplement page you use. In the New Name field, record any change the employee
reports at the time of reverification or rehire. Use a new section of the supplement for each instance of a reverification or
rehire, sign and date that section when completed, and attach it to the employee's completed Form I-9. Use additional
supplement pages as necessary. Use the Additional Information fields if the employee's documentation presented for
reverification requires future updates.

Reverifications

When reverification is required, you must reverify the employee by the earlier of the employment authorization expiration
date stated in Section 1 (if any), or the expiration date of the List A or List C employment authorization documentation
recorded in Section 2. Employers should complete any subsequent reverifications, if required, by the expiration date of
the List A or List C documentation entered during the employee's most recent reverification.

For reverification, employees must present acceptable documentation from either List A or List C showing their
continuing authorization to work in the United States. You must allow employees to choose which acceptable
documentation to present for reverification. Employees are not required to show the same type of document they
presented previously. Enter the documentation information in the appropriate fields provided.

You should not reverify the employment authorization of U.S. citizens and noncitizen nationals, or lawful permanent
residents (including conditional residents) who presented a Permanent Resident Card (Form 1-551) or other employment
authorization documentation that is not subject to reverification (such as an unrestricted Social Security card).
Reverification docs not apply to List B documentation. Reverification may not apply to certain noncitizens. See the
M-274 for more information about when reverification may not be required.

Rehires

If you rehire an employee within three years from the date the employee's Form I-9 was first completed, you may
complete the supplement and attach it to the employee's previously completed Form I-9. If the employee remains
employment-authorized, as indicated on the previously completed Form I-9, record the date of rehire and any name
changes. If the employee's employment authorization or List A or C documents have expired, you must reverify the
employee as described above.

Alternatively, you may complete a new Form I-9 for rehired employees. You must complete a new Form 1-9 for any
employee you rehired more than three years after you originally completed a Form 1-9 for that employee.
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’Employee and Employer Instructions Related E-Verify —I

E-Veiify uses [lorm 1-9 information to confirm employees' employment eligibility. For more information, go to
www.e-verify.gov or contacl us at www.e-verify.gov/contact-us.

For employees of employers who participate in E-Verify:
e You must provide your Social Security number in the Social Security number field in Section 1.
o Ifyou have applied for, but have not yet received, your Social Security number, you should leave the field
blank until you receive the number. Update this field once you receive it, and initial and date the notation.

o If you can present acceptable identity and employment authorization documentation to complete Form 1-9, you
may begin working while waiting to receive your Social Security number.

o Providing your email address and telephone number in Section 1 will allow you to receive notifications associated
with your E-Verify case.
e If you present a List B document to your employer, it must contain a photograph.
For E-Verify employers:
o Ensure employees enter their Social Security number in Section 1.
e You must only accept List B documentation that contains a photograph. This applies to individuals under the age
of 18 and individuals with disabilities.

@ You must retain photocopies of certain documentation.

FJ_SCIS Forms and Information

Employers may photocopy or print blank Forms I-9. To ensure you are using the latest version of this form and
corresponding instructions, visit the USCIS website at www.uscis.gov/i-9. You may order paper forms at www.uscis.gov/

AARL B S DAY R A e

forms/forms-by-mail or by contacting the USCIS Contact Center at 1-800-375-5283 or 1-800-767-1833 (TTY).

For additional guidance about Form 1-9, employers and employees should refer to the Handbook for Employers:
Guidance for Completing Form 1-9 (M-274) or USCIS' Form 1-9 website at www.uscis.gov/i-9-central.

You can obtain information about Form 1-9 by e-mailing USCIS at I-9Central@uscis.dhs.gov. Employers may call
1-888-464-4218 or 1-877-875-6028 (TTY). Employees may call the USCIS employee hotline at 1-888-897-7781 or

1-877-875-6028 (TTY).

Retaining Completed Forms I-9 J

An employer must retain Form -9, including any supplement pages, on which the employee and employer (or authorized
representative) entered data, as well as any photocopies made of the documentation the employee presented, for as long as
the employee works for the employer. When employment ends, the employer must retain the individual's Form I-9 and all
attachments for one year from the date employment ends, or three years after the first day of employment, whichever is
later. In the case of recruiters or referrers for a fee (only applicable to those that are agricultural associations, agricultural
employers, or farm labor contractors), the retention period is three years after the first day of employment.

Completed Forms 1-9 and all accompanying documents should be stored in a safe and secure location. Employers should
ensure that the information employees provide on Form -9 is used only as stated in the DHS Privacy Notice below.

Form 1-9 may be generated, signed, and retained electronically, in compliance with Department of Homeland Security
regulations at 8 CFR section 274a.2. Employers creating, modifying, or storing Form 1-9 electronically are encouraged to
review these and any other relevant standards for electronic signature, and the indexing, security, and documentation of

electronic Form 1-9 data.
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lPena]ties J

Employers may be subject to penalties if Form [-9 is not properly completed or for employment discrimination occurring
during the employment eligibility verification process. See 8 U.S.C. section 1324a and section 1324b, 8 CFR section
2742.10 and 28 CFR Part 44. Individuals may also be prosecuted for knowingly and willfully entering false information,
or for presenting fraudulent documentation, to complete Form I-9.

Employees: By signing Section 1 of this form, employees attest under penalty of perjury (28 U.S.C. section 1746) that the
information they provided, along with the citizenship or immigration status they select, and all information and
documentation they provide to their employer, is true and correct, and they are aware that they may face penalties provided
by law and may be subject to criminal prosecution for knowingly and willfully making false statements or using false
documentation when completing this form. Further, falsely attesting to U.S. citizenship may subject employees to penalties
or removal proceedings, and may adversely affect an employee's ability to seek future immigration benefits.

Employers: By signing Sections 2 and 3, as applicable, employers attest under penalty of perjury (28 U.S.C. section 1746)
that they have physically examined the documentation presented by the employee, that the documentation reasonably appears
{0 be genuine and to relate to the employee named, that to the best of their knowledge the employee is authorized to work in
the United States, that the information they enter in Section 2 is complete, true, and correct to the best of their knowledge,
and that they are aware that they may face civil or criminal penalties provided by law and may be subject to criminal
prosecution for knowingly and willfully making false statements or knowingly accepting false documentation when
completing Form [-9.

iT)HS Privacy Notice J

AUTHORITIES: The information requested on this form, and the associated documents, are collected under the
Immigration Reform and Control Act of 1986, Pub. L. 99-603 (8 U.S.C. 1324a).

PURPOSE: The primary purpose for providing the requested information on this form is for employers to verify the
identity and cmployment authorization of their employees. Consistent with the requirements of the Immigration Reform
and Control Act of 1986, employers use the Form 1-9 to document the verification of the identity and employment
authorization for new employees to prevent the unlawful hiring, or recruiting or referring for a fee, of individuals who are
not authorized to work in the United States. This form is completed by both the employer and the employee and is
ultimately retained by the employer.

DISCLOSURE: The information employees provide is voluntary, However, failure to provide the requested information,
and acceptable documentation evidencing identity and authorization to work in the United States, may result in termination
of employment. Failure of the employer to ensure proper completion of this form may result in the imposition of civil or
criminal penalties against the employer. In addition, knowingly employing individuals who are not authorized to work in
the United States may subject the employer to civil and/or criminal penalties.

ROUTINE USES: This information will be used by employers as a record of their basis for determining eligibility of an
individual to work in the United States. The employer must retain this completed form and make it available for inspection
by authorized officials of the Department of Homeland Security, Department of Labor, and Department of Justice, Civil
Rights Division, Immigrant and Employce Rights Section. DHS may also share this information, as appropriate, for law
enforcement purposes or in the interest of national security.

Paperwo;k Reduction Act

An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of
information unless it displays a currently valid OMB control number. The public reporting burden for this collection of
information is estimated at 34 minutes per response, when completing the form manuatly, and 25 minutes per response
when using a computer to aid in completion of the form, including the time for reviewing instructions and completing and
retaining the form. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden. to: U.S. Citizenship and Immigration Services, Office of Policy and
Strategy. Regulatory Coordination Division, 5900 Capital Gateway Drive, Mail Stop Number 2140, Camp Springs, MD
20588-0009: OMB No. 1615-0047. Do not mail your completed Form 1-9 to this address.

Page 7 of 7
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START HERE: Employers must ensure the form instructions are available to employees when completing this form. Empioyers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceplable documentation to present for Form {-9. Employers cannol ask
employees for documentation to verify information In Section 1. or specify which acceptable documentation employees must present for Section 2 or
Supplement B. Reverification and Rehire Treating employees differently based on their citizenship, immigration status, or national origin may be illegal.

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

Last Name (Famity Name) First Name (Given Name) Middle Initial (if any) | Other Last Names Used (if any)
Address {Street Number and Name) Apl Number {if any) | City or Town State ZIP Code
Date of Birth immidd/yyyy) U S Social Securily Numbetr Employee's Email Address Employee’s Telephone Number

=

| am aware that federal law Check one of the following boxes 1o attes! to your citizenship or immigration status (See page 2 and 3 of Ihe instructions }

provides for imprisonment and/or

_] A .
fines for false statements, or the L A citizen of lhe United States

1
> A noncitizen nahonal of the United States (See Instructions )

A lawtul permanent resident (Enter USCIS or A-Number }

use of false documents, in
connection with the completion of
this form. | attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or ,
immigration status, is true and USCIS A-Number
correct.

W

4 A nonctiizen (other than ltem Numbers 2. and 3, above) authorized to work until (exp. date. it any)

If vou check ltem Number 4. enter one of these
Form I-94 Admission Number s Foreign Passport Number and Country of Issuance
o

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

2o |

[ it a preparer andlor transiator assisted you in completing Section 1, that person MUST complete the Preparer andlor Translator Certification on Page 3.
. Aslind r : pdedilpiesllil M= S =i e s

i b i u _—
== B e T T o e R R e S T e
P = =2t

| Section 2. Emp[oyer?’{;—viéw- and Verification: Employers or their authorized representative musl complete and sign Sectien 2 within three
|business days afier (he employee's first day of employment, and must physically examine, or examine censisient with an altermnative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of decumentation from List B and List C. Enter any additicnal
documentatior in the Additional Information box, see Instructiens.

List A OR List B AND ListC

Document Title 1

Issuing Authority

Document Number (if any])

Expiration Date (if any) |

Additional Information

Document Title 2 (if any)

Issuing Authority

Document Number (if any)

Expiration Date (Il any)

Document Title 3 {if any)

1ssuing Authority

Document Number (il any)

Expuation Date (if any) [ check here if you used an allernative procedure authorized by DHS to examine documenis
ICertification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named f;f;/g:/{lf;ylz)fﬁmwmem

employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the
best of my knowledge, the employee is authorized to work in the United States

Lasi Name. First Name and Title of Empioyer or Authorized Representalive Signature of Employer or Authorized Represenlative Today's Date (mm/dd/yyyy)

Employer's Business or Organizalion Address City or Town Slate ZIP Code

Fmpicyer s Busimess o Qrganizaion Name

For reverification or rehire, compiete Supplement B, Reverification and Rehire on Page 4

Form 19 Fdimon Q8 0F 23
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LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LIST A

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity AND

LISTC

Documents that Establish Employment
Authorization

1. U S Passportor US Passport Card

Permanent Resident Card or Alien
Registralion Recelpt Card (Form |-551)

| 2.

. Foreign passport thal contains a
temporary 1-651 slamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

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

5. For an individual temporarily authorized
to work for a specific employer because
of ths or her stalus or parole:

| a. Foreign passport: and

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

(1) The same name as the
passport, and

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

()

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form 1-94 or
Form |-94A indicating nonimmigrant
admission under the Compact of Free

| Association Between the Uniled States

and the FSM or RMI

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

. 1D card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,

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

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

and address

. School ID card with a photograph

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

. Voter's registration card

. U.S. Military card or draft record

. Military dependent's ID card

Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

. US Coast Guard Merchant Mariner Card

Native American tribal document

. Native American tribal document

U.S. Citizen ID Card (Form 1-197)

. Driver's license issued by a Canadian

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

government authority

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

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central

The Form 1-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

Acceptable Receipts

May be presented in lieu of a document listed above for a temporary period.
For receipt validity dates, see the M-274.

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

»  Form -84 1ssued to a lawful
permanent resident that contains an
|-551 stamp and a photograph of the
individual

o Form I-94 with "RE" notation or
refugee stamp 1ssued to a refugee

OR

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

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

“Refer to the Employment Authonzation Extensions page on 1-9 Central for more information

Form [-9 Ldinon ON/O1/23

Page 201 4



Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMR No. 1615-0047

U.S. Citizenship and Immigration Services Expires 05/3112027

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

;
i
!_

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

| attest, under penalty of perjury, that | 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)
Lasl Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

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

: Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial {if any)
Address (Street Number and Name) City or Town State ZIP Code

i attest, under penalty of perjury, that | 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 Signalure of Preparer or lranslator Date (mm/dd/yyyy)

l'

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

{1

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

| attest, under penalty of perjury, that 1 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 Narne) First Name (Given Name) Middle Initial (if any)

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

|

L L e !

Form [-9 Ddiron ON01 248 Page 3 ol'4




Supplement B,

Reverification and Rehire (formerly Section 3)

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

USCIS
Form §-9
Supplement B

OMB No. 1615-0047
Expires 05/31/2027

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

instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change. Enter
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the

Handhook for Employers: Guidance for Completing Form -9 (M-274)

Date of Rehire (if applicable)

New Name (if applicable)

Date (mm/dd/yyyy)

Lasl Name {Family Name}

First Name (Given Name) Middle Intial

=t — = = - — S— ——— —ic

sontinued employment authorization, Enter the document information in the spaces below,

Reverification If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show

Documenl Title

Document Number (if any)

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

| 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 | examined appears to be genuine and to relate to the individual who presented it.

Name of Employer or Authorized Representalive

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Additional Information (Initial and date each notation.)

Check here if you used an
(] atternative procedure authorized
by DHS to examine documents:

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

Date (numvddiyyyy) Last Name (Family Name})

First Name (Given Name)

Middle lnitial

Reverification |

the employee raguires reverification. your employee can choose to presen: any acceptable List A or List C documentation to show
kontinued employment authorization. Enter the document information in the spaces below.

Document Title

1

_Document Numbér (if any)

Expiration Date {(if any) (r:rlrﬁ/dd/yyyy)

| attest, under penaity 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 | examined appears to be genuine and to relate to the individual who presented it.

Name of Employer or Authorized Representative

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

Additional Information (Inthal and date each notation.)

Check here if you used an
I:] altermative procedure authorized
by DHS to examine documents.

New Name (if applicable)

Last Name {Family Name)

|
| Date of Rehire (if applicable)
| Date (mmdd/yyyy)

1

First Name (Given Name)

Middle Initial

—

Fv\'evermcauon If the employee requires reverification, your employee can choose to present any acceptable List A

kontinuga employiment authorizalion. Enler the document information in the spaces below.

or List C decumentatior to show |

Document Title

Document Number (i any)

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

employee presented documentation, the documenta

| 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
tion | examined appears to be genuine and to refate to the individual who presented it.

Name ol Employer or Authorized Representative

Signature of Employer or Authorized Representative

Today's Date (mm/dd/yyyy)

| Additional Information (Initial and date each notation )

Check here If you used an
D altarnative procedure authaorized
by OHS to examine documents

L orm [-Y BEditon 08401423
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HCB2 Regulations require that any employee that may

transport a participant must submit:

1. A VALID LEGIBLE COPY OF DRIVERS LICENSE

5 A LEGIBLE COPY OF CURRENT LIABILITY INSURANCE

THE DOCUMENTS LISTED ABOVE MUST BE SUBMITTED WITH
THIS EMPLOYEE PACKET 1N ORDER FOR THE PACKET TO BE . -
COMPLETE.

**(EEP IN MIND THAT WHEN THESE DOCUMENTS EXPIRE KIPDA
MUST RECEIVE AN UPDATED COPY FROM YOUR EMPLOYER OR
YOU WILL BE INELIGIBLE TO WORK.** '



cS pMUST COMPL S SCREENING

OF THE RESULTS 10 THEIR

OYEE MUST PROVIDE A CoPY
HEM TO KiPDA.

THE EMPL
JST THEN PROVIDWE T

£\iPLOYER, WHO Ml

vOU MAY OBTAINTHE SCREENING AT THE PROVIDER OF YOUR CHOICE
(HEALTH DEPARTMENT, VGUR DOCTOR, LITTLE CLINIC, ETC).

YOU ARE RESPONSIBLE FOR PAYMENT.



EMPLOYEE TRAINING VERIFICATION

Training form indicating that the PDS employee has received training from the
PDS Representative on items listed. If you need additional information on any

indicated topic, please inform CM.
s PDS Representative to sign on indicated line.

e Employee to sign top line
e Dates need to match



Commonweallh of Kentucky

Cabinel for Heallh and Famiiy Services

Department for Aging and Independent | iving & Nepartmant lar Medice d Senices

PARTICIPANT DIRECTED SERVICES
EMPLOYEE TRAINING VERIFICATION

As a chosen employee, | certify that prior to direct services being initiated, | received training

from my employer or in the presence of my employer on:

= Principles of Self-Determination;

« Employee Contracts;

« Employee Background Checks;

= Timesheels;

» Person-Centered Planning;

» Fraud, Abuse, Neglect, and Exploitation; and

= Any additional topics required by my support brokerage agency, DAIL, DMS or employer

Employee Signature

Participant/Representative/Employer Sighature

Support Broker Signature (if applicable) .

KENTUCKY

Date

Date

Date

Page 1ol 1



Participant Directed Services (PDS) Employment
CPR / First Aid Acknowledgement Form

| (Participant, or Designated PDS Representative), aim providing

this acknowledgment as part of the employment documentation for
(Prospective PDS Employee Name) to be a PDS employee.

'[1-].:-'.‘!' 1 'ﬂ__"'-. e :.:—— _v-:_."- ‘_:A;CKNGW_I__ED_G_EM‘E_NT "._'-- ¥ ,_ —rE ey

o e = :

|, as the PDS employer and/or my PDS representative, have the right to demine n
training requirements my PDS employee must meet above and beyond what is required
by the Department for Medicaid Services. | choose to waive the recommended CPR/First

Aid certification for the prospective PDS employee named above.

In doing so, | acknowledge that:

The Department for Medicaid Services recommends CPR/First Aid certification as
a component of PDS employee requirements within six (B) months of hire.

There are potential health, safety, and welfare risks of employing a PDS employee
without requiring the recommended CPR/First Aid certification. |am fully informed
of my rights and responsibilities as a PDS employer and accept the risk and
potential adverse outcomes associated with waiving the recommended CPR/First
Aid certification for this prospective PDS employee.

Signature of Paricipant or PDS Representative Date of Signature (manth, day, year)

Printed or Typed Name of Participant or PDS Representative

Participani Name Medicaid 1D Number

Version 1
Revised: 05/17/2024



10.

11.

)
%*

KIPDA PDS Program EVV Guidelines

EVV must electronically verify six aspects of service delivery:
a. the date,
b location,
c. type of service,
d. theindividual providing the service,
e. theindividual receiving the service,
f.  start and end times of the service.
Manually entering timesheets does not capture the location of services provided, which is not in accordance with the
Federally Mandated 21 Century Cures Act. This is considered an unverified visit. Manual entries will not be approved for
Medicaid payment.
a. Itis then you as the Employer (the participant/representatives) who is responsible for paying for any unverified
visits.
b. Also,
i. 1% offense, a verbal warning will be issued to the participant/representative and employee. EVV training
for proper usage will be reissued.
ii. 2" offense, a Corrective Action Plan will be issued, and the employee will have 30 days to get within
compliance.
ii. 3" offense, an involuntary termination of PDS waiver services will be submitted to DAIL. Participant has
the option of transferring to a traditional agency.

Always ensure that your employee submits time according to your prior approved plan of care. Employees are not allowed to
exceed the prior approved amount of hours for services.

Always ensure that your employee submits tasks according to your approved plan of care. Employees are prohibited from
selecting tasks that are not prior approved.

Ensure that your employees’ time in and time out is correct before submission. Incorrect time will not be approved for
payment. Corrections (when permitted) will first need to be made by the employee, then reviewed and approved by the you
the Employer (participant/representative). Time entered at any time past the previous payroll period will not be processed
for payment at a future date.

It is strongly encouraged for the participant/representative to review and approve employee’s time daily. It is mandatory for
you, the Employer (participant/representative), to review and approve employees’ time at least on the bi-weekly schedule in
order for the employees to be paid appropriately.

A Corrective Action Plan will be implemented if the same errors are consistently being made (Ex: forgetting to clock in and to
clock out, clocking in and clocking out at an unauthorized address - also may be considered fraud and will be reported as
such, selecting inappropriate tasks, selecting incorrect service codes. The participant will be at risk of termination of waiver
services or will be transferred to a traditional agency, as described above.

Your employee will not be eligible to render services through the PDS Waiver Program if you are an inpatient of a hospital,
nursing facility, rehab facility, mental institution, or hospice care. It is your responsibility to negotiate services outside of
waiver approved services. Medicaid does not currently reimburse for services outside of approved care plans.

It is you, the Employer (participants/representative) responsibility to ensure that all employee eligibility paperwork is valid
and kept up to date (Ex: TB Skin Test, CPR/FA, DAIL Attendant Care Training, PDS Participant/Provider Contract, Vehicle
Insurance, Driver’s License.) Both employee and participant/representative will receive weekly expiration notices in the
Mains’l portal starting 6 weeks from the employee eligibility item expiration date. If any employee eligibility items lapse,
payment will immediately be stopped until updated documentation is received. Your employee will not be eligible to render
services through the PDS Waiver Program during the time of the lapse and there will not be payment issued for services
during gap periods. All employee eligibility items are due in a timely manner.

Time submitted should be factual, complete, and accurate. Submitting time for services not rendered is considered Medicaid

FRAUD. This would result in immediate termination of the Waiver program and legal action against you from the
Department for Medicaid services. Suspected fraud will be reported to the Office of Inspector General immediately by

KIPDA.

It is highly recommended that you as an employee have at least 2 weeks worth of payroll amounts to assure that employees
are paid by you (outside of Medicaid) if lapses in your Medicaid, lapses in employee eligibility, and/or other instances occur
that are not reimbursable by Medicaid.

Examples of Medicaid fraud include, but are not limited to:



o Completing time or signing for someone else.

o Billing for unnecessary/unapproved services or items.

o Billing for services when the participant is in an alternative care setting.

o Billing for services while the participant is not present.

o Billing for services or items not rendered.

e  Receiving “kickbacks” from your employee from Medicaid wages.

o Beneficiary fraud includes misrepresenting one’s circumstances to obtain coverage, including PDS Services.
FRAUD is punishable by law and will result in legal action against you, the Employer.

Please remember participant confidentiality. Services are individualized; therefore, should not be discussed between other participants and/or
employees. A breach of confidentiality dictates either loss of services and/or loss of employment.

Participant/Representative Signature Date

Employee Signature Date



10.

11.

KIPDA PDS Program EVV Guidelines !

EVV must electronically verify six aspects of service delivery:

a. thedate,

b. location,

c. type of service,

d. theindividual providing the service,
e. theindividual receiving the service,

f.  start and end times of the service.
Manually entering timesheets does not capture the location of services provided, which is not in accordance with the
Federally Mandated 21° Century Cures Act. This is considered an unverified visit. Manual entries will not be approved for
Medicaid payment.
a. ltisthen you as the Employer (the participant/representatives) who is responsible for paying for any unverified
visits.
b. Also,
i. 1% offense, a verbal warning will be issued to the participant/representative and employee. EVV training
for proper usage will be reissued.
ii. 2™ offense, a Corrective Action Plan will be issued, and the employee will have 30 days to get within
compliance.
iii. 3" offense, an involuntary termination of PDS waiver services will be submitted to DAIL. Participant has
the option of transferring to a traditional agency.

Always ensure that your employee submits time according to your prior approved plan of care. Employees are not allowed to
exceed the prior approved amount of hours for services.

Always ensure that your employee submits tasks according to your approved plan of care. Employees are prohibited from
selecting tasks that are not prior approved.

Ensure that your employees’ time in and time out is correct before submission. Incorrect time will not be approved for
payment. Corrections (when permitted) will first need to be made by the employee, then reviewed and approved by the you
the Employer (participant/representative). Time entered at any time past the previous payroll period will not be processed
for payment at a future date.

It is strongly encouraged for the participant/representative to review and approve employee’s time daily. It is mandatory for
you, the Employer (participant/representative), to review and approve employees’ time at least on the bi-weekly schedule in
order for the employees to be paid appropriately.

A Corrective Action Plan will be implemented if the same errors are consistently being made (Ex: forgetting to clock in and to
clock out, clocking in and clocking out at an unauthorized address - also may be considered fraud and will be reported as
such, selecting inappropriate tasks, selecting incorrect service codes. The participant will be at risk of termination of waiver
services or will be transferred to a traditional agency, as described above.

Your employee will not be eligible to render services through the PDS Waiver Program if you are an inpatient of a hospital,
nursing facility, rehab facility, mental institution, or hospice care. It is your responsibility to negotiate services outside of
waiver approved services. Medicaid does not currently reimburse for services outside of approved care plans.

It is you, the Employer (participants/representative) responsibility to ensure that all employee eligibility paperwork is valid
and kept up to date (Ex: TB Skin Test, CPR/FA, DAIL Attendant Care Training, PDS Participant/Provider Contract, Vehicle
Insurance, Driver’s License.) Both employee and participant/representative will receive weekly expiration notices in the
Mains’l portal starting 6 weeks from the employee eligibility item expiration date. If any employee eligibility items lapse,
payment will immediately be stopped until updated documentation is received. Your employee will not be eligible to render
services through the PDS Waiver Program during the time of the lapse and there will not be payment issued for services
during gap periods. All employee eligibility items are due in a timely manner.

Time submitted should be factual, complete, and accurate. Submitting time for services not rendered is considered Medicaid
FRAUD. This would result in immediate termination of the Waiver program and legal action against you from the
Department for Medicaid services. Suspected fraud will be reported to the Office of Inspector General immediately by
KIPDA.

It is highly recommended that you as an employee have at least 2 weeks worth of payroll amounts to assure that employees
are paid by you (outside of Medicaid) if lapses in your Medicaid, lapses in employee eligibility, and/or other instances occur

that are not reimbursable by Medicaid.

Examples of Medicaid fraud include, but are not limited to:



Q

Completing time or signing for someone eise.

Billing for unnecessary/unapproved services or items.

Billing for services when the participant is in an alternative care setting.

Billing for services while the participant is not present.

Billing for services or items not rendered.

Receiving “kickbacks” from your employee from Medicaid wages.

Beneficiary fraud includes misrepresenting one’s circumstances to obtain coverage, including PDS Services.

FRAUD is punishable by law and will result in legal action against you, the Employer.

Please remember participant confidentiality. Services are individualized; therefore, should not be discussed between other participants and/or
employees. A breach of confidentiality dictates either loss of services and/or ioss of employment.

Participant/Representative Signature Date

Employee Signature Date



DISCLOSURES TO BE PROVIDED TO AND SIGNED BY APPLICANT FOR EMPLOYMEMT OR LICENSURE
Kentucky National Background Check Program {KY-NBCP)
Office of Inspector General, Cabinet for Health and Family Services

FOR THIS TYPE OF EMPLOYMENT OR LICENSURE, STATE AND FEDERAL LAW REQUIRE A STATE AND NATIONAL
CRIMINAL BACKGROUND CHECK AS A CONDITION OF EMPLOYMENT

By signing this notice of required disclosures, the applicant for employment, volunteer services, or professional
licensure, has the responsibility to be aware of the following:

(1) A set of the applicant’s fingerprints will be required to complete a background check under the Kentucky
National Background Check Program (KY-NBCP).

(2) The applicant must complete and sign the Waiver Agreement and Statement (OIG 1:190-2), and provide a
government-issued form of identification containing the applicant’s photograph (such as a valid driver’s license)

(3) A background check facilitated by the KY-NBCP shall include a:
(a) Check of required abuse registries;
(b) Check of licensing board data, if applicable, to validate licensure status; and
(c) Fingerprint-supported state and Federal Bureau of Investigation (FBI} criminal background check,
which includes a comparison of the applicant’s fingerprints with any latent fingerprints that may be on
file with the Department of Kentucky State Police (KSP) or the FBI. The fingerprint images will be used for

all criminal justice purposes.

(4) The applicant’s fingerprint images and associated information will be retained by KSP and the FBI in their
databases and will be used to determine if the applicant has any criminal history information on file with the State
and Federal criminal history repositories. KSP or the FBI will process future searches, including latent fingerprint
searches, against the applicant’s fingerprints and make full use of them in any criminal prosecution under state or
federal law, as well as notify the Cabinet for Health and Family Services of subsequent arrests and convictions
indicated in the criminal history repositories concerning the applicant.

(5) Upon submission by the applicant to the fingerprint-supported State and FBI criminal background check, an
employer may choose to hire the applicant provisionally while the background check is processed. Upon
completion of the criminal background check, the Cabinet for Health and Family Services, Office of Inspector
General may release any record of State criminal history found in the files of the Kentucky centralized criminal
history record information system to the applicant's current or prospective employer as reported on the OIG
1:190-2, Waiver Agreement and Statement.

(6) The applicant’s Social Security Account Number is needed in order to keep records accurate pursuant to the
Federal Privacy Act Statement, which may be downloaded at: http://www.fbi.gov/about-

us/cjis/cc/library/privacy-act-statement-1

(7) All information provided to the KY-NBCP, Office of inspector General, Cabinet for Health and Family Services
shall be kept confidential in compliance with applicable state and federal laws and regulations.

(8) The applicant has the right to request and inspect his or her criminal history record and to request correction
of any inaccurate information. If the applicant does not exercise his or her right to inspect criminal history
information, the Commonwealth shall not be responsible for the dissemination of inaccurate information, or liable

for damages resulting from its determination of the applicant’s eligibility for employment.
I HAVE READ, AND UNDERSTAND, THE FOREGOING DISCLOSURES.

Printed Name of Applicant:

Date of Birth: Last Four Digits of SSN:
Signature: Date:
0IG 1:190-1

Edition Date: September 2016



Applicant Pre-Screening Form
(Please Type or Print Clearly)

Declarations: By signing this form [ consent to registry screening and submission of my fingerpriuts to the
Kentucky State Police (KSP) for forwarding to the Federal Bureau of Investigation for the purpose of conducting a
state and national criminal history records check pursuant to The Affordable Care Act! (ACA) Subtitle C, Section
£201 and pursuant to 906 KAR 1:150E. 1 understand that the results will be shared with the Kentucky National
Background Check Program (KYNBUP) operated by the Cabinet for Health and Family Services - Office of Inspector
General (CHFS-CIG).

Authority: The FBI's acquisition, preservation, and exchange of fingerprints and associated information is generally
authorized under 28 U.S.C. 534. Depending on the nature of your application, supplemental authorities include
Federal statutes, State statutes pursuant to Pub. L. 92-544, Presidential Executive Orders, and federal. Providing your
fingerprints and associated information is voluntary; however, failure to do so may affect completion or approval of

your application.

Principal Purpose: Certain determinations, such as employment, licensing, and security clearances, may be
predicated on fingerprint-based background checks. Your fingerprints and associated information/biometrics may be
provided to the employing, investigating, or otherwise responsible agency, and/or the FBI for the purpose of
comparing your fingerprints to other fingerprints in the FBI's Next Generation Identification (NGI) system or its
successor systems (including civil, criminal, and latent fingerprint repositories) or other available records of the
employing, investigating, or otherwise responsible agency. The FBI may retain your fingerprints and associated
information/biometrics in NGI after the completion of this application and, while retained, your fingerprints may

continue to be compared against other fingerprints submitted to or retained by NGL

T understand that as part of my application for employment or licensing, my fingerprints will be used to check the
criminal history records of the Department of Kentucky State Police. 1 hereby give authority and consent to the
Department of Kentucky State Police to retain my fingerprints and process future searches (including latent
fingerprint searches) against them and make tull use of them in any criminal prosecution under state or federal law. |
also authorize and consent to the Department of Kentucky State Police notifying the Cabinet for Health and Family
Services of subsequent arrests or convictions indicated in the criminal history records concerning me for use in
determining my eligibility for employment ot licensure. This authorization is given freely and voluntarily by me

without coercion, duress, or threats of any kind.

Social Security Account Number {SSAN]. Your SSAN is needed to keep records accurate because other people may
have the same name and birth date. Pursuant to the Federal Privacy Act of 1974 (5 USC 552a), the requesting agency
is responsible for informing you whether disclosure is mandatory or voluntary, by what statutory or other authority
your SSAN is solicited, and what uses will be made of it. Executive Order 9397 also asks Federal agencies to use this

number to help identify individuals in agency records.

Mv sienature acknowledges that [ have read, understa d and accent the terms and conditions

gutlined in this form.

Page 1 of 4
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Name of Facility or Employer:

Address of Employer:

Applicant’s Last Name:

A;_aplica;ts_}?-i_r_s; and Middle Na:es:

Maiden Name:

Social Security Number:

Date of Birth: Gender:

Government Issued ID (Include No. & Type):

State or Agency of Issue:

Race:

Eye Color:

Hair Color:

Height (feet & inches):

Weight (lbs):

U.S. Citizen (Yes/No):

Place of Birth:

Phone Number:

Phone Number Type: | Email Address:

Current Physical Address Line One:

Current Physical Address Line Two:

City; State: Zip Code: County:
Current Mailing Address (if different): City: State:
County: Alt Phone Number: | Alt Phone Number Type:

Zip Code:

Application Pre-Screening Form, v. 2016
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List all residences you have lived at during the past seven years; include the timeframe in year

from and year to format:
Complete Address | Year From | Year To

List all cities and states where you have worked during the past seven years; include the

timeframe in year from and year to format:
City State Year From Year To

List any aliases and other names you have ever used; including any other dates of birth and social

security numbers: | 1ton
First Name Middle Name Last Name Date of Birth | Social Security Number

Have you ever been convicted of a crime? [O0Yes [1No

— Ifyou answered “YES” to the question above, please provide an explanation in this box for each conviction.
Please provide the following: (1) offense(s) for which you were convicted; (2) the date of the conviction(s); (3)
the state or territory where the conviction(s) occurred; (4) the court; and (5) any action(s) taken by the court
against you, including any sentence, or probation imposed. |

Do you have any charges (pending) against you for a crime? OYes [CINo

—> Ifyou answered “YES” to the question above, please provide an explanation in this box for each charge. Please
provide the following: (1) offense(s) for which you were charged; (2) the date of the conviction(s); (3) the state
or territory where the conviction(s) occurred; (4) the court; and (5) any action(s) taken by the court against
you, including any sentence, or probation imposed. !

Has any government or regulatory agency (other than the police) ever found that you abused

or neglected any person or client? [JYes [INo

— Ifyou answered “YES” to the question above, please provide an explanation in this box, including when and
where it happened.

Page 3 of 4
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Has any government or regulatory agency (other than the police) ever found that you

misappropriated (improperly took or used) the property of a person or client? [1Yes [1 No

— Ifyou answered “YES” to the question above, please provide an explanation in this box, including when
and where it happened.

Has any government agency (other than the police) ever found that you abused an
elderly person? UYes [INo

— Ifyou answered “YES” to the question above, please provide an explanation in this box, including when
and where it happened.

Do you have a government issued credential that is not current or is limited so as to
restrict you from providing care to clients? OYes ONo
— Ifyes, explain, including credential name, laminations or restrictions and time period.

Answering “NO” to all questions does not guarantee employment.
SIGNATURE, CERTIFICATION AND RELEASE OF INFORMATION

YOU MUST SIGN THIS FORM. Please read the following acknowledgements carefully before you sign.

I understand that information requested regarding gender, race, height, eye color, hair color, weight, place
of birth, citizenship and date of birth is for the sole purpose of identification and the accurate gathering of
the criminal history record information, and that it will not be used to discriminate against me in violation

of the law.

[ understand that a false statement on any part of this form is grounds for either not hiring me, or firing me
after I begin work. I consent to the release of information regarding a criminal history on me by the
Kentucky State Police, Federal Bureau of Investigation (FBI), and any of its authorized agents. I certify that,

to the best of my knowledge and belief, all of my statements are true, correct and complete.

Applicant's Signature: Signature of Parent or Guardian if Under Age 18:

Signature of Authorized Personnel at Hiring Facility: Title: Today's Date:

Page 4 of 4
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Kentucky National Background Check Program (KY-NBCP)
Office of Inspector General, Cabinet for Health and Family Services

WAIVER AGREEMENT AND STATEMENT

Pursuant to the 906 KAR 1:190, Kentucky National Background Check Program, this form must be completed and signed by every
prospective or current employee, volunteer, licensee, and contractor/vendor for whom fingerprint-based criminal history records
are requested by a qualified entity.

I, the undersigned applicant, hereby authorize KIPDA on behalf of

(hereinafter “qualified entity”) to request submission of a set of my fingerprints to the Department of Kentucky State Police (KSP)
and Federal Bureau of Investigation (FBI) for the purpose of accessing and reviewing state and national criminal history records that
may pertain to me. By signing this Waiver Agreement and Statement, it is my intent to authorize the dissemination of any Kentucky
and national criminal history record that may pertain to me to the Kentucky Cabinet for Health and Family Services, Office of
Inspector General (hereinafter "0I1G") for the purpose of determining whether | am eligible for employment, licensing, serving as a
volunteer, or working as a contractor/vendor under 906 KAR 1:190. | further authorize the OIG to release any record of State criminal
history found in the files of the Kentucky centralized criminal history record information system to the above-named qualified entity.
| understand that the OIG cannot disseminate any national criminal history record from the FBI to the above-named qualified entity
pursuant to 28 C.F.R. 50.12.

| further understand that, until the criminal history background check is completed, the qualified entity may choose to hire me
provisionally and deny me unsupervised access to children, the elderly, or individuals with disabilities. | understand that upon
written request to the OIG, | will be provided with a copy, if any, of a KSP or FBI criminal history report received on me. | understand
that the OIG will only provide my criminal history report by certified mail, restricted delivery service. To receive my criminal history
report from the local post office, | understand that | must show proof of identity and provide my signature. | also understand that |
am entitled to challenge the accuracy and completeness of any information contained in any such report. | may obtain a prompt
determination as to the validity of my challenge before a final decision is made about my status as an employee, volunteer, or
contractor/vendor. If | do not exercise my right to challenge the accuracy and completeness of any information contained in my
criminal history report, | agree to hold harmless the KSP and its employees from any claim for damages arising from the
dissemination of inaccurate information. | also release the Cabinet for Health and Family Services, its officers, agents, and
employees, from any liability or damages as a result of actions taken in good faith to comply with 906 KAR 1:190, including the
disqualification of an applicant or employee from employment on the basis of a disqualifying offense.

DYes, I have been convicted of, pled guilty to, entered an Alford plea or a plea of nolo contendere to, or am under indictment
for, a crime. Iif yes, please describe the crime(s) and the particulars on an additional sheet of paper.

D No, | have not been convicted of, pled guilty to, entered an Alford plea or a plea of nolo contendere to, and am not under
indictment for, a crime.

| am a current or prospective {check one): |:| Employee D Licensee DVolunteer |:| Contractor/Vendor

Applicant Signature: Date:

Applicant Printed Name:

Applicant Date of Birth: Applicant Social Security Number:

Applicant Address:

TO BE COMPLETED BY THE QUALIFIED ENTITY:

ENTITY NAME: _[KIPDA
ADDRESS: | 11520 Commonweaith Dr. Louisville KY 40299
ENTITY ASSIGNED OCA: KIPDA

KEEP FOR YOUR RECORDS

OIG 1:190-2
Edition Date: September 2016




Applicant and Employee Rights under Kentucky's National Backeround Check Program

An applicant or employee may: (1) challenge the accuracy and completeness of any information contained in his
or her criminal history report, (2) challenge the finding that he or she is the true subject on an abuse registry, or
(3) appeal the finding that he or she is not eligible for hire as the result of a State and FBI criminal history check
in accordance with the following instructions:

I. Challenge Requests

Pursuant to Kentucky's Criminal History Record Information User Agreement, Section 6.12, a copy of an
applicant's KSP and/or FBI rap sheet may be provided to the applicant upon completion of the initial fitness
determination. A written request for the rap sheet must be submitted to the OIG at the following address:

Attn: National Background Check Program
Office of Inspector General
275 East Main Street, 5E-A
Frankfort, Kentucky 40621

Upon receipt of the request, the OIG will send a copy of the applicant's rap sheet by certified mail, restricted
delivery service. Applicants must show proof of identity and sign for the certified mail to obtain his or her rap
sheet from the local post office.

Request to Challenge a KSP rap sheet: If an applicant believes that the information contained in his or her KSP
rap sheet is incomplete or inaccurate, the applicant may contact the Kentucky State Police, Criminal Records
Dissemination Section, at (502) 227-8700.

Request to Challenge an FBI rap sheet: In accordance with 28 C.F.R. 16.34, if an applicant believes that any
information contained in his or her FBI rap sheet is incomplete or inaccurate, the applicant may direct his/her
challenge regarding the accuracy or completeness of any entry on his/her record to:

FBI, Criminal Justice Information Services (CJIS) Division
ATTN: SCU, Mod. D-2
1000 Custer Hollow Road
Clarksburg, WV 26306

Abuse Registries: If an applicant believes that his or her name is listed on one of the following abuse registries in
error, the applicant may contact the agency responsible for the registry as follows:

e List of Excluded Individuals/Entities (LEIE) — Contact the federal DHHS Office of Inspector General
o http://oig.hhs.gov/contact-us/
® Kentucky Nurse Aide Abuse Registry — Contact the Kentucky CHFS Office of Inspector General
o (502)564-7963
® Kentucky Caregiver Misconduct Registry - Contact the Kentucky CHFS Ombudsman Office
o (800) 372-2973 or (502) 564-5497
e Kentucky Child Abuse and Neglect Registry - Contact the Kentucky CHFS Ombudsman Office
o (800)372-2973 or (502) 564-5497

Out-of-state abuse registry findings must be addressed with the agency responsible for maintaining the abuse
record.

Professional Licensing: If an applicant believes that his or her professional license is incorrectly reported as “not
in good standing” or otherwise inactive, the applicant may contact the appropriate professional licensing board.




ll. Reguest for Informal Review

If an applicant wishes to challenge the accuracy of the OIG’s determination that the applicant is "not eligible for
hire" based on the results of the applicant's criminal history check, the applicant may request an informal review
as follows:

Step One: The applicant must sign, date, and send a written request for an informal review no later than
10 calendar days from the date of notice of the disqualifying offense to the following address:

Attn: National Background Check Program
Office of Inspector General
275 East Main Street, S5E-A
Frankfort, Kentucky 40621

Step Two: The applicant’s written request must include a copy of official documentation verifying the
disqualifying offense was dismissed or otherwise removed from the applicant’s criminal history report.

*See Request for Administrative Hearing if dissatisfied with outcome of the informal review.

lll. Reguest for Rehabilitation Review

Certain criminal offenses found upon completion of a State and FBI criminal background check are eligible for
consideration under the rehabilitation review process. The rehabilitation review process allows an applicant the
opportunity to demonstrate that he or she is rehabilitated and not likely to repeat the conduct that led to the

disqualifying offense.
Offenses not eligible for consideration under the rehabilitation review process include the following:

1. A disqualifying felony offense that occurred less than seven (7) years prior to the date of the criminal
background check;

2. Any disqualifying felony or misdemeanor offense related to abuse, neglect, or exploitation of an adult
defined by KRS 209.020(4) or a child;

3. A felony or misdemeanor sexual offense;
4. Registration as a sex offender under federal law or under the law of any state; or
5. Any person who is a violent offender.

A request for rehabilitation review shall be made as follows:

1. A written request must be signed, dated, and mailed to the National Background Check Program at

the following address:
Attn: National Background Check Program
Office of Inspector General
275 East Main Street, 5E-A
Frankfort, Kentucky 40621

2. Be mailed no later than 14 calendar days from the date of notice of the disqualifying offense; and

3. Be accompanied by a written explanation of each disqualifying criminal offense, including:
® Adescription of the events related to the disqualifying offense;

3



e The number of years since the occurrence of the disqualifying offense;

e The age of the offender at the time of the disqualifying offense;

e Any other circumstances surrounding the offense;

e Official documentation showing that all fines, including court-imposed fines or restitution, have
been paid or documentation showing adherence to a payment schedule, if applicable;

e The date probation or parole was satisfactorily completed, if applicable; and

e Employment and character references, including any other evidence demonstrating the ability
of the individual to perform the employment responsibilities and duties competently.

*See Request for Administrative Hearing if dissatisfied with outcome of the rehabilitation review.

V. Request for Administrative Hearing

An applicant may appeal the results of an informal review or rehabilitation review by submitting a written
request for an administrative hearing to the Office of Ombudsman at the address provided below. The request
must be submitted within 30 calendar days of notice of the decision from the informal review or rehabilitation

review.
The request for an administrative hearing must be signed, dated, and mailed to the following address:

Attn: Office of Ombudsman
Cabinet for Health and Family Services
275 East Main Street, 1E-B
Frankfort, Kentucky 40621



Abuse, Neglect and Exploitation

KIPDA has always had a suspected abuse, neglect, and exploitation policy to help protect vulnerable individuals. This
policy has applied to all KIPDA employees who suspect abuse, neglect and exploitation of any KIPDA participant or
vulnerable individual.

SUSPECTED ABUSE, NEGLECT AND EXPLOITATION OF VULNERABLE INDIVIDUALS

For Participants: Abuse of any type is not tolerated. Participants should report any suspected abuse (including concerns
about themselves as victims) to their case manager, and to the Kentucky Abuse Reporting Hotline 1-877-597-2331 .

For KIPDA Staff:

Policy: KY State Law, KRS 209, requires all persons to report any suspected cases and/or situations of neglect or abuse of
any vulnerable individuals including older adults.

Procedures:
- All KIPDA staff are to notify Adult Protective Services to report concerns of suspected neglect or abuse.

- All KIPDA staff are to indicate suspected neglect or abuse in a progress note indicating the nature of the situation and
the date and time Adult Protective Services was contacted.

 Home care aides are to report concerns of suspected neglect or abuse to the KIPDA In-Home Services provider.
Providers, either the aide or provider supervisor, shall notify Adult Protective Services. Providers are to contact the
KIPDA case manager and note the concern/report in the participant database.

e KIPDA staff are to educate KIPDA participants on how they can self report their concerns about abuse, neglect
and exploitation. They are encouraged to do so if they feel that they are in a potential situation. They should use the
same numbers and websites listed here.

QUALITY ASSURANCE:

- The Director of Social Services and/or Quality Management Planner are to be made aware of the suspected neglect or
abuse report.

- The Director of Social Services or designee, In-Home Services Coordinator, Waiver coordinator, Quality Management
Planner, ICC/Case manager or Social Service Assistant will follow-up with Adult Protective Services case worker as to
outcome of the possible investigation.

- Quality Management Planner is to review all documentation related to suspected neglect or abuse situations.

For Providers/Agencies/Contractors:



- All suspected cases of abuse and neglect should be reported to the Kentucky Abuse Hotline 1-877-597-2331
- All suspected cases of abuse and neglect should be reported to KIPDA management as well.

® Agencies should review other abuse, neglect and exploitation guidance in this section as well as in KIPDA's other
policies, procedures and statements.

o Local authorities such as the police or 911 should also be contacted as appropriate.

KIPDA’s Policy Statement on Suspected Abuse, Neglect and Exploitation of Participants, Participants, and Potential
Participants

. KIPDA maintains a commitment to serving the most vulnerable people in the community. All too often, these are
individuals who are at risk for being abused, neglected, or exploited. If any KIPDA staff member, volunteer, provider, or
community partner suspects abuse, neglect, or exploitation of someone connected to a KIPDA service or program, they
are advised to report their concern to their supervisor, to KIPDA, to the appropriate authorities, and to the Kentucky
Abuse Hotline which can be reached either online or by phone:

] WebReferral (ky.gov)
° Kentucky Abuse Hotline 1-877-597-2331
. KIPDA staff and partners are advised to use the abuse hotline rather than the web referral for reports that

appear to be of a more urgent nature. If there is an immediate danger, KIPDA’s staff and partners are encouraged to call
911 as situationally appropriate. At times, KIPDA's staff and partners might opt to call the local police department’s
nonemergency number and request a health, safety, and welfare check. KIPDA’s staff and partners are expected to use
situational and professional judgement to determine the appropriate course of action. KIPDA's staff and partners are
encouraged to consult with KIPDA management if the situation is unclear,

Date Signature

Printed name and role



FRAUD, WASTE AND ABUSE FACT SHEET
HOME AND COMMUNITY BASED (HCB) WAIVER

What is program fraud?
» Fraud is misrepresenting the truth or hiding information or facts,
> Fraud may occur if a3 Medicaid member, family member, representative, employee or

agency gives false information or changes facts to benefit or get assistance from a state
program.

\/4

Fraud is defined by Kentucky law and can be found in KRS 205.8451. To read KRS
205.8451 you may visit

FrAaln

What is program waste?

> Waste is the careless expenditure or use of program resources.

> Waste may occur if inefficient or ineffective practices results in cost to the program.

What is program abuse?

» Abuse is activities or practices that are not consistent with sound business or program
guidelines and results in unnecessary cost to the state program.

A,

» Abuse may occur if actions that are improper, inappropriate, and outside acceptable
standards of the program are taken.

What is the difference between Fraud, Waste, and Abuse?

» Fraud requires the person to have an intent and the knowledge that their actions are
wrong.

> Waste and Abuse may involve obtaining an improper payment but does not require the
same intent and knowledge.

Approved by: DMS Date Approved: 11/2021
Issued by: DAIL Date Issued: 01/2022
DAIL Reference Number- 01-2022-A

KENTUCKY CABINET FOR
HEALTH AND FAMILY SERVICES



FRAUD, WASTE AND ABUSE FACT SHEET
HOME AND COMMUNITY BASED (HCB) WAIVER

7 These differences are based upon intent and knowledge and depends on specific facts
circumstances.

How is suspected Fraud, Waste and Abuse reported?

> Suspected Fraud, Waste and Abuse should be reported to the Office of inspector
General (0IG) by any person who knows or has reason to believe it is being
committed.

A7

The OIG accepts tips and complaints from all sources on potential Fraud, Waste and
Abuse

A\

The report may be made by:
Phone: {800) 372-2970
Email: chfs fraud @ky.cov
Mail:  Office of Inspector General
Division of Audits and Investigations
275 East Main Street, 5E-D

Frankfort, KY 40621

What information is needed to report suspected Fraud, Waste and Abuse?

» if known, the name and address of the person or agency suspected of committing the
Fraud, Waste and Abuse and extent of the violation

#  Any other information or details which may be helpful in investigation of the suspected
Fraud, Waste and Abuse.

I confirm that I read, understand, and have no questions related to the material above.
Further, | acknowledge it is my responsibility to report suspected fraud, waste, and abuse as
outlined above.

Name: Signature:

Waiver Role: Date:

Approved by: DMS Date Approved: 11/2021
issued by: DAIL Date Issued: 01/2022

DAIL Reference Number: 01-2022-A

KENTUCKY CABINET FOR
HEAITH AND FAMILY SERVICES



Kentuckiana Regional Planning
& Development Agency

(Employee)
Is Awarded This

Certificate of Completion of Training

To certify that upon satisfactorily completing the Mains|
EVV Start to Finish with the Mobile App Training

Client/Represenative Date

By signature of the client/representative (if applicablel, you are
confirming the Mains'l EVV Start to Finish with the Mobile App
training has been viewed in its entirety.



MICHELLE P WAIVER
EMPLOYEE E-MAIL ADDRESS

Employee Name:

Employee E-Mail:

Re-type E-Mail:




REV 11.5.25

KiPDA Financial Management
MEDICAID WAIVER

VENDOR AND EMPLOYEE PAYMENT SCHEDULE

Pay Period Representative Approval Due Direct Deposit Date
12/14/2025 12/27/2025 December 28, 2025 January 9, 2026
12/28/2025 1/10/2026 January 11, 2026 January 23, 2026

1/11/2026 1/24/2026 January 25, 2026 February 6, 2026
1/25/2026 2/7/2026 February 8, 2026 February 20, 2026
2/8/2026 2/21/2026 February 22, 2026 March 6, 2026
2/22/2026 3/7/2026 March 8, 2026 March 20, 2026
3/8/2026 3/21/2026 March 22, 2026 April 3, 2026
3/22/2026 4/4/2026 April 5, 2026 April 17, 2026
4/5/2026 4/18/2026 April 19, 2026 May 1, 2026
4/19/2026 5/2/2026 May 3, 2026 May 15, 2026
5/3/2026 5/16/2026 May 17, 2026 May 29, 2026
5/17/2026 5/30/2026 May 31, 2026 June 12, 2026
5/31/2026 6/13/2026 June 14, 2026 June 26, 2026
6/14/2026 6/27/2026 June 28, 2026 July 10, 2026
6/28/2026 7/11/2026 July 12, 2026 July 24, 2026
7/12/2026 7/25/2026 July 26, 2026 August 7, 2026
7/26/2026 8/8/2026 August 9, 2026 August 21, 2026
8/9/2026 8/22/2026 August 23, 2026 September 4, 2026
8/23/2026 9/5/2026 September 6, 2026 September 18, 2026
9/6/2026 9/19/2026 September 20, 2026 October 2, 2026
9/20/2026 10/3/2026 October 4, 2026 October 16, 2026
10/4/2026 10/17/2026 October 18, 2026 October 30, 2026
10/18/2026 10/31/2026 November 1, 2026 November 13, 2026
11/1/2026 11/14/2026 November 15, 2026 November 27, 2026
11/15/2026 11/28/2026 November 29, 2026 December 11, 2026
11/29/2026 12/12/2026 December 13, 2026 December 25, 2026
12/13/2026 12/26/2026 December 27, 2026 January 8, 2027




