


v ResilientSD
v Part of the AssuranceSD Family

APPALACHIAN

CENTER FOR INDEPENDENT LIVING
DIRECT CARE WORKER SET-UP FORM

INSTRUCTIONS: Please fill out any information in Sections 1through 3, where applicable. Both the Direct
Care Worker and the Veteran, or the Veteran’s Authorized Representative, must sign and date the
bottom to be considered complete. Please submit completed form to ResilientSD:

Mail Email
10425 W. North Ave Enrollment@Resilient-SD.com
Suite 345

Milwaukee, Wl 53226

SECTION 1: DIRECT CARE WORKER INFORMATION

First Name: Middle Initial: __
Mailing Address: City:
Physical Address: City:

Home #: Mobile #:

Last Name:
State: Zip:
State: Zip:
Work #:

Email Address:

Date of Birth:

SECTION 2: VETERAN INFORMATION

First Name: Middle Initial:
Mailing Address: City:
Home #: Mobile #:

Social Security Number:

Last Name:

State: Zip:

Work #:

Email Address:

SECTION 3: EMPLOYER INFORMATION

First Name: Middle Initial:

Street Address: City:

Date of Birth:

Last Name:

State: Zip:

For any questions or concerns, please contact our office at: 833.855.3941.

By signing below, you certify that the information on this form is accurate and that you have all
supporting documentation that may be needed to verify your selection

Direct Care Worker Signature:

Date:

Veteran/Authorized Representative Signature:

Date:

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

RSD APPCIL DCW Set-Up Form 07.26



s APPALACHIAN
NS ResilientSD CENTER FOR INDEPENDENT LIVING
v Part of the AssuranceSD Family RELATIONSHIP FORM

INSTRUCTIONS: Please fill out all the information in Section 1 and select the correct relationship in
Section 2. Both the Direct Care Worker and the Veteran, or the Veteran’s Authorized Representative,
must sign and date the bottom to be considered complete. Please submit completed form to ResilientSD:

Mail Email
10425 W. North Ave Enrollment@Resilient-SD.com
Suite 345

Milwaukee, Wl 53226

SECTION 1:

Direct Care Worker Full Name: Date of Birth:

Veteran Name:

Authorized Representative Name:

SECTION 2: Please select your legal relationship with the Employer

Parent *+ Spouse *+ Stepparent Ex-Spouse

Daughter/Son ¥ Grandparent Grandchild Other:

Friend Sibling Stepchild ¥

Worker Neighbor

* Due to your relationship with the + Due to your relationship with the ¥ Due to your relationship as

employer and current legislation, employer and current legislation, you the child of the employer and
you are exempt from payroll taxes are exempt from payroll taxes for current legislation, you are
for unemployment insurance Social Security and Medicare (FICA). exempt from payroll taxes for
(FUTA and SUTA). If your By not paying into Social Security and Social Security and Medicare
employment with the employer is Medicare (FICA), it means you are not (FICA) and unemployment
terminated, you will not receive earning Social Security work credits. insurance (FUTA and SUTA)
unemployment benefits. until your 21st birthday.

For any questions or concerns, please contact our office at: 833.855.3941.

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

Direct Care Worker Signature: Date:

Veteran/Authorized Representative Signature: Date:

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

RSD APPCIL Relationship Form: Rev 01.26



R APPALACHIAN
N IE(??}}IGIE%D CENTER FOR INDEPENDENT LIVING
~’ Y LIVE-IN EXEMPTION FORM

Under the Fair Labor Standards Act (FLSA), household employers are required to pay overtime to
employees who work more than 40 hours in a single workweek, unless the employee qualifies as a
live-in domestic service worker.

DEFINITION OF A DOMESTIC SERVICE WORKER:

A worker resides on the employer's premises permanently when he or she lives, works, and sleeps on
the employer's premises seven days per week and therefore has no home of his or her own other than
the one provided by the employer under the employment agreement.

OR

A worker resides on the employer's premises for an extended period of time when he or she lives, works
and sleeps on the employer's premises for five days a week (120 hours or more). If a domestic worker
spends less than 120 hours per week working and sleeping on the employer's premises, but spends five
consecutive days or nights residing on the premises, this also constitutes an extended period of time.

Does your employee qualify as a live-in worker? Yes No

Veteran Name:

Authorized Representative Name:
This is only required if the Veteran is not the employer.

Direct Care Worker/Provider Name:

Please note that it is your responsibility to let ResilientSD know when the
employee no longer lives with the employer.

For any questions or concerns, please contact our office at: 833.855.3941.

Direct Care Worker Signature: Date:

Veteran/Authorized Representative Signature: Date:

Please submit completed form to ResilientSD:

Mail Email
10425 W. North Ave Enrollment@Resilient-SD.com
Suite 345

Milwaukee, WI 53226

10425 W. North Ave., Suite 345, Milwaukee, WI 53226 | Resilient-SD.com

RSD APPCIL DCW Live-In Exemption Form 07.26



WV IT-104
Employee's Withholding
Exemption Certificate

WEST VIRGINIA
TAX DIVISION

Complete this form and present it to your employer to avoid any delay in adjusting the amount of state income tax to
be withheld from your wages.

If you do not complete this form, the amount of tax that is now being withheld from your pay may not
be sufficient to cover the total amount of tax due the state when filing your personal income tax return after the close of
the year. You may be subject to a penalty on tax owed the state.

Individuals are permitted a maximum of one exemption for themselves, plus an additional exemption for their spouse
and any dependent other than their spouse that they expect to claim on their tax return.

If you are married and both you and your spouse work and you file a joint income tax return, or if
you are working two or more jobs, the revised withholding tables should result in a more accurate amount
of tax being withheld.

If you are Single, Head of Household, or Married and your spouse does not work, and you are receiving wages from
only one job, and you wish to have your tax withheld at a lower rate, you must check the box on line 5.

When requesting withholding from pension and annuity payments you must present this completed form to the payor.
Enter the amount you want withheld on line 6.

If you determine the amount of tax being withheld is insufficient, you may reduce the number of
exemptions you are claiming or request additional taxes be withheld from each payroll period. Enter the additional
amount you want to have withheld on line 6.

Employees who reside in Kentucky, Maryland, Ohio, Pennsylvania, Virginia or who are a Military Spouse
exempt from income tax on wages, see page 2.

WV IT-104
Rev. 03/2023 WEST VIRGINIA EMPLOYEE’S WITHHOLDING EXEMPTION CERTIFICATE

Name Social Security Number

Address

City State Zip Code

1. If SINGLE, and you claim an exemption, enter “1”; if you do not, enter “0 .........c..ccceevveeeiieceeciecieene

2. If MARRIED, one exemption each for husband and wife if not claimed on another certificate.

(a) If you claim both of these exemptions, enter “2”
(b) If you Claim one Of these exemptionS, enter “1” Y
(c)  If you claim neither of these exemptions, enter “0”

3. If you claim exemptions for one or more dependents, enter the number of such exemptions. ...........
4. Add the number of exemptions which you have claimed above and enter the total ..............cccceeeee
5. If you are Single, Head of Household, or Married and your spouse does not work, and you are
receiving wages from only one job, and you wish to have your tax withheld at a lower rate, check here I:"

6. Additional withholding per pay period under agreement with employer, enter amount here .............. 3$

| certify, under penalties provided by law, that the number of exemptions claimed in this certificate is not in excess of those to which | am entitled.

Date Signature

NONRESIDENTS - SEE REVERSE SIDE

Page 1 of 2 | Employee’s Withholding Exemption Certificate March 2023 | West Virginia Tax Division






. 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.

Department of the Treasury Give Form W-4 to your employer. Q @ 26
Internal Revenue Service Your withholding is subject to review by the IRS.
a) First name and middle initial Last name b) Social security number

Step 1: @ (b) ty

Enter Address Does your name match the

Personal name on your social security

i card? If not, to ensure you get

Information City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

(c) J Single or Married filing separately
J Married filing jointly or Qualifying surviving spouse
\ Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

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/W4App.

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

or Spouse Do only one of the following.

Works (@) 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 $2200. . . . . ..o 3(a) [$
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 . . . . . . . . . . . . . . . . . . . . . .. ... 181
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 retirementincome . . . . . . . . [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 for 2027 . []
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












Form W-4 (2026)

Page 5

Married Filing Jointly or Qualifying Surviving Spouse

Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable ¢, g4 100 -[$20,000 - [$30,000 -] $40,000 - [$50,000 - | $60,000 - [$70,000 - [ $80,000 - [ $90,000 - [$100,000-[$110,000-
Wage &Salary | 9999 | 19,999 | 29999 | 39,999 | 49,999 | 59,999 | 69.999 | 79,999 | 89,999 | 99.999 | 109,999 | 120,000
$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 | 2220 | 2220 | 2220 | 2220 | 2220 | 2,620
$20,000 - 29,999 480 | 1,480 | 2480 | 3,050 | 3250 | 3420 | 3,420 | 3420 | 3420 | 3420 | 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 | 3250 | 3,820 | 4,020 | 4190 | 41190 | 4190 | 4590 | 5590 | 6,590 | 7,590
$50,000- 59,999 1,020 | 2,220 | 3420 | 3990 | 4190 | 4360 | 4360 | 4760 | 5760 | 6,760 | 7,760 | 8,760
$60,000 - 69,999 1,020 | 2,220 | 3420 | 3990 | 4,190 | 4,360 | 4,760 | 5760 | 6760 | 7,760 | 8,760 | 9,760
$70,000- 79,999 1,020 | 2,220 | 3420 | 3990 | 4,190 | 4760 | 5760 | 6760 | 7,760 | 8,760 | 9,760 | 10,760
$80,000- 99,999 1,020 | 2,220 | 3420 | 4240 | 5440 | 6610 | 7,610 | 8610 | 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 | 8270 | 9,670 | 11,040 | 12,240 | 13,440 | 14,640 | 15840 | 17,040 | 18,240
$240,000 - 319,999| 2,040 | 4,440 | 6,840 | 8610 | 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 | 8610 | 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 | 33,990
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable ¢, "~ Tg14 500 [ $20,000 - |$30,000 - [ $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - [ $90,000 - | $100,000- [ $110,000-
Wage &Salary | 9999 | 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 | 3830 | 3830 | 3830 | 3930 | 4,130
$20,000- 29,999 1,020 | 1,980 | 2,180 | 2,230 | 3230 | 4,230 | 5030 | 5030 | 5030 | 5130 | 5330 | 5530
$30,000- 39,999 1,020 [ 1,980 | 2,230 | 3,230 | 4230 | 5230 | 6,030 | 6030 | 6130 | 6330 | 6530 | 6,730
$40,000 - 59,999 1,020 | 2,880 | 4,080 | 5080 | 6,080 | 7,080 | 7,950 | 8150 | 8350 | 8550 | 8,750 | 8,950
$60,000- 79,999 1,870 | 3,830 | 5030 | 6,030 | 7100 | 8300 | 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 | 8700 | 9,700 | 9,900 | 10,100 | 10,300 | 10,500 | 10,700
$100,000 - 124,999| 2,030 | 4,190 | 5590 | 6,790 | 7,990 | 9,190 | 10,190 | 10,390 | 10,590 | 10,940 | 11,940 | 12,940
$125,000 - 149,099| 2,040 | 4,200 | 5600 | 6,800 | 8,000 | 9,200 | 10,200 | 10,950 | 11,950 | 12,950 | 13,950 | 14,950
$150,000 - 174,999| 2,040 | 4,200 | 5600 | 6,800 | 8,150 | 10,150 | 11,950 | 12,950 | 13,950 | 14,950 | 16,170 | 17,470
$175,000 - 199,099| 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 - 249,099| 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 - 449,099| 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 | 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 ¢, ¢4 100 -[$20,000 - [$30,000 - $40,000 - [ $50,000 - $60,000 - |$70,000 - | $80,000 - | $90,000 - | $100,000- [ $110,000-
Wage &Salary | 9999 | 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 $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 | 2220 | 2220 | 2,760 | 3,760 | 4,070 | 4,070 | 4,210
$20,000 - 29,999 850 | 1,950 | 2,720 | 2,920 | 2,980 | 2,980 | 3520 | 4520 | 5520 | 5830 | 5980 | 6,180
$30,000 - 39,999 950 | 2,150 | 2920 | 31120 | 32180 | 3,720 | 4720 | 5720 | 6,720 | 7,80 | 7,380 | 7,580
$40,000- 59,999 1,020 | 2,220 | 2,980 | 3570 | 4640 | 5640 | 6,640 | 7,750 | 8950 | 9,460 | 9,660 | 9,860
$60,000- 79,999 1,000 | 2,610 | 4370 | 5570 | 6640 | 7,750 | 8,950 | 10,150 | 11,350 | 11,860 | 12,060 | 12,260
$80,000- 99,999 1,870 | 4,070 | 5830 | 7,450 | 8410 | 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 | 8510 | 10,580 | 12,580 | 14,580 | 16,580 | 18,710 | 20,320 | 21,620 | 22,920
$200,000 - 249,999| 2,720 | 5920 | 8680 | 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 | 15380 | 17,880 | 20,380 | 22,880 | 25,380 | 27,190 | 28,690 | 30,190




Employment Eligibility Verification USCIS

F I-9
Department of Homeland Security OMB g:gz 15-0047

U.S. Citizenship and Immigration Services Expires 05/31/2027

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

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

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

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

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

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

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment and/or | —
fines for false statements, or the
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

A citizen of the United States

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

1
2
3. Alawful permanent resident (Enter USCIS or A-Number.) |
4

An alien authorized to work until (exp. date, if any)

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

immigration status, is true and USCIS A-Number or Form 1-94 Admission Number or Foreign Passport Number and Country of Issuance
correct.
Signature of Employee Today's Date (mm/dd/yyyy)

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

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentation in the Additional Information box; see Instructions.

List A OR List B AND List C

Document Title 1 | |

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 2 (if any) Additional Information

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 3 (if any)

Issuing Authority

Document Number (if any)

Expiration Date (if any) D Check here if you used an alternative procedure authorized by DHS to examine documents.
Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named First/gg}/ of E.mployment
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the (mm/ddlyyyy):

best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)
Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4.
Form I-9 Edition 01/20/25 Page 1 of 4
Page 17 of 34




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).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

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

2. Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

3. Foreign passport that contains a
temporary [-551 stamp or temporary
1-5651 printed notation on a machine-
readable immigrant visa

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

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

a. Foreign passport; and

b. Form 1-94 or Form I-94A that has
the following:

(1) The same name as the
passport; and

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

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

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

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

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

3. School ID card with a photograph

4. Voter's registration card

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

5. U.S. Military card or draft record

6. Military dependent's ID card

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

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

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

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

6. Identification Card for Use of Resident
Citizen in the United States (Form 1-179)

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

7. 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 I-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.

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

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

I-551 stamp and a photograph of the
individual.

e Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR

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

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

*Refer to the Employment Authorization Extensions page on [-9 Central for more information.

Form I-9 Edition 01/20/25
Page 18 of 34
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Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services 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 must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form |-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form I-9.

| 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

| 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

| 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

| 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

Form I-9 Edition 01/20/25 Page 3 of 4
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Supplement B,

Reverification and Rehire (formerly Section 3)

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

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

Handbook for Employers: Guidance for Completing Form 1-9 (M-274)

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

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

First Name (Given Name)

Middle Initial

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

Document Title

Document Number (if any)

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

| 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 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 alternative procedure authorized
by DHS to examine documents.

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

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

First Name (Given Name)

Middle Initial

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

Document 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 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
alternative procedure authorized
by DHS to examine documents.

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

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

First Name (Given Name)

Middle Initial

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

Document 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 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 alternative procedure authorized
by DHS to examine documents.

Form I-9 Edition 01/20/25
Page 20 of 34
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oqe APPALACHIAN
N ResilientSD CENTER FOR INDEPENDENT LIVING

N#  rotorthe AssurancesD Famiy WORKER-VETERAN AGREEMENT FORM
This Worker-Veteran Agreement is entered on between
(Veteran/Authorized Representative) and (Direct Care Worker).

DIRECT CARE WORKER RESPONSIBILITIES

l, (Worker), am aware and agree that my employment is
conditioned on my employer’s participation in the Veteran Directed Care program in West Virginia. If my
employer ends his or her participation in the Veteran Directed Care program in West Virginia, my
employment may end. | agree to the following terms of employment:

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

2. | agree to assist my employer in maintaining the documentation and records required by my
employer or ResilientSD. | agree to complete all necessary paperwork to secure mandatory
payroll deductions from my pay.

All records | may have or assist in maintaining are the property of my employer. | will keep these
records confidential, release them only with the consent of my employer, and return them to my
employer if my employment ends.

3. Ishall immediately notify a physician or call 9-1-1 if my employer experiences a medical
emergency or illness.

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

5. lagree to abide by all of my employer’s rules regarding my employment duties to the employer
through the Veteran Directed Care program in West Virginia and | acknowledge receipt of the
following rules:

| am 18 years old or older, and a US Citizen or Legal Alien.
| am able to demonstrate an ability to perform tasks employer requests.

| will document time-in and time-out for each shift and must use a standardized form,
which my employer or ResilientSD will supply.

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

7. lunderstand and acknowledge that my employer is my sole employer and that | am not an
employee of ResilientSD, Veteran Directed Care program in West Virginia or any other State or
Federal Agency.

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

RSD APPCIL DCW Worker-Veteran Agreement: Rev 01.26



ResilientSD APPALACHIAN
N RESLIEeNLS CENTER FOR INDEPENDENT LIVING
N rorottne pssuranceso family WORKER-VETERAN AGREEMENT FORM

8. |l agree to not sue ResilientSD for its role as the financial administrator of my employer’s program
and for its role in administering the Veteran Directed Care program in West Virginia.

9. | agree to the following compensation for the services | shall perform: an hour.

10. I understand that if my Veteran goes into the hospital, or other medical care setting, | cannot be
paid during their absence.

1. 1 will not submit timesheets for any hours of work | have not performed, if so, falsifying timesheets
will cause legal proceedings to be pursued.

12. As an employee, | understand | cannot sign timesheets on behalf of my employer — even if | am
the POA.

VETERAN/EMPLOYER RESPONSIBILITIES

I, (Employer),

1. Will provide ResilientSD with the necessary documentation to assure timely compensation of
my employee.

Will compensate my employee in the following manner: an hour.

| understand | am approved for a specific number of hours a month for service(s) and | will only
use the amount authorized on my plan. If | need additional hours, | will consult with my Coach
before | allow my employee to work additional hours.

4. Payroll will be handled by ResilientSD which will withhold all necessary taxes, unemployment, and
other withholdings from the employee’s paycheck.

| will assure my employee receives appropriate training.

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

7. lunderstand that if | go into the hospital or other medical care setting, my employee cannot be
paid during that time.

8. 1 will sign off/approve any timesheets for hours worked by my employee(s). | understand falsifying
timesheets will cause legal proceedings to be pursued.

9. lunderstand | must treat my employee(s) with respect and that | cannot solicit them for anything
or harass them in any way (sexually or verbally).

Direct Care Worker Signature: Date:

Veteran/Authorized Representative Signature: Date:

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

RSD APPCIL DCW Worker-Veteran Agreement: Rev 01.26



13 APPALACHIAN
NS ResilientSD CENTER FOR INDEPENDENT LIVING
v Part of the AssuranceSD Family RATE AGREEMENT

INSTRUCTIONS: Please fill out each section as appropriate. Both the Direct Care Worker and the
Veteran, or the Veteran’s Authorized Representative, must sign and date the bottom to be considered
complete. Please submit completed form to ResilientSD:

Mail Email
10425 W. North Ave Enrollment@Resilient-SD.com
Suite 345

Milwaukee, WI 53226

SECTION 1: DIRECT CARE WORKER INFORMATION

Name: Last 4 Digits of SSN:

Veteran’s Full Name:

Employer of Record Name:

SECTION 2: RATE AGREEMENT INFORMATION

Service Type Per Effective Date

Personal Assistance Services & Supports Hour

For any questions or concerns, please contact our office at: 833.855.3941.

Direct Care Worker Signature: Date:

Veteran/Authorized Representative Signature: Date:

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

RSD APPCIL DCW Rate Agreement Form: Rev 01.26



14 APPALACHIAN
V. g Rffﬁ}!lef}ﬁp CENTER FOR INDEPENDENT LIVING

BACKROUND CHECK DISCLOSURE

As part of Veteran Directed Care Program, ResilientSD is required to conduct applicable background
checks before workers are eligible to begin working for a Veteran. Successfully passing these
background checks is a condition of employment with the Veteran.

INSTRUCTIONS: Please fill out all the information in Section 1and Section 2. The Direct Care Worker
must sign and date to be considered complete.. Please submit completed form to ResilientSD:

Mail Email
10425 W. North Ave Enrollment@Resilient-SD.com
Suite 345

Milwaukee, WI 53226

SECTION 1: VETERAN INFORMATION

First Name: Middle Initial: Last Name:

SECTION 2: DIRECT CARE WORKER INFORMATION

First Name: Middle Initial: Last Name:
Physical Address: City: State: Zip:
Home #: Mobile #: Work #:

Email Address:

Date of Birth: Social Security Number:

For any questions or concerns, please contact our office at: 833.855.3941.

AUTHORIZATION

By signing below, | certify that the information provided above is accurate. | authorize ResilientSD

to conduct a background check now and to automatically conduct future background checks — without
notice — based on contractual requirements for as long as | serve as a paid worker for the Veteran.
Furthermore, | understand that the results of the background checks will be shared with the Veteran
Directed Care Program Operations Manager and the Veteran/Authorized Representative.

Direct Care Worker Signature: Date:

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

RSD APPCIL DCW Background Check Disclosure: Rev 01.26



b APPALACHIAN
N ResilientSD CENTER FOR INDEPENDENT LIVING
v Part of the AssuranceSD Family PAYMENT ELECTION FORM

INSTRUCTIONS: Please check the appropriate box in Section 1 and fill out applicable information in
Section 2. If Paycard box is checked, skip Section 3. If Paper Check box is checked, skip Sections 3 and
4. If neither Paycard box nor Paper Check box is selected, please proceed to fill out Sections 3 and 4.
After entering the Financial Institution information in Section 3, please attach the required documentation
as listed. Review Sections 4 and 5, then sign and date. The form must be signed and dated to be
considered complete. Please submit completed form to ResilientSD:

Mail Email
10425 W. North Ave Enrollment@Resilient-SD.com
Suite 345

Milwaukee, WI 53226

For any questions or concerns, please contact our office at: 833.855.3941.

SECTION 1: Check one box ONLY Effective Date:
New Direct New Paycard Existing Paycard Paper Check Cancel
Deposit Set-Up Set-Up Set-Up DD/Paycard

SECTION 2 (Please print clearly)

Veteran Information

Veteran Name:

Direct Care Worker Information

Direct Care Worker Name: Last 4 Digits of SSN:
Vendor Information

Vendor Name: Contact Number:

Contact Name: Email Address:

SECTION 3

Name of Financial Institution:

Type of Account: Checking Savings Percentage: %

For Checking Account
Tape a voided check here.
(No starter check or deposit slip.)

For Savings Account
Attach letter from bank with routing and account numbers.
(Letter must be typed on bank’s letterhead.)

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

RSD APPCIL DCW Payment Election Form: Rev 01.26



v ResilientSD
v Part of the AssuranceSD Family

Optional for split deposit:

Name of Financial Institution:

Type of Account:

SECTION 4
Check Stubs:

| hereby elect to receive my check stubs via mail, not online.

SECTION 5 (Check one box ONLY)

APPALACHIAN

CENTER FOR INDEPENDENT LIVING

PAYMENT ELECTION FORM

Checking

For Checking Account

Savings

Tape a voided check here.
(No starter check or deposit slip.)

For Savings Account

Percentage: %

Attach a letter from bank with routing and account numbers.
(Letter must be typed on bank’s letterhead.)

Authorization for Set-Up, Change or Cancellation

| hereby authorize ResilientSD to deposit any amount owed to me for wages and/or reimbursements.
ResilientSD is not responsible for any erroneous information provided. Also, | grant ResilientSD
permission to correct and/or adjust any electronic funds transfer resulting from an erroneous
overpayment by debiting my account. This authorization is to remain in full force and effect until
ResilientSD receives written notification from me to terminate the agreement.

| hereby elect and consent to receive my wages to a paycard by electronic transfer. | also grant
ResilientSD permission to correct and/or adjust any electronic funds transfer resulting from an
erroneous overpayment by debiting my account. | acknowledge | have received a copy of the

terms, conditions, and fees associated with using the aforementioned paycard. This authorization is
to remain in full force and effect until ResilientSD receives written notification from me to terminate
the agreement.

| hereby authorize ResilientSD to stop making electronic transfers to my account. | understand that |
will now receive physical payroll checks rather than a direct deposit.

Signature: Date:

*Please note, your first payment may be a paper check.

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

Paycard Number:
(For office use only)

RSD APPCIL DCW Payment Election Form: Rev 01.26



ResilientSD APPALACHIAN
N RESHICNLS CENTER FOR INDEPENDENT LIVING
Wy Faroltheussrncesn carmily MY WISELY CARDHOLDER AGREEMENT

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

Please see below for a brief overview of any related fees to using the card. The complete cardholder
agreement can be found here: https://tinyurl.com/RSDWiselyE

You do not have to accept this payroll card.
Ask your employer about other ways to receive your wages.

Monthly fee Per purchase ATM withdrawal Cash reload

$ 0 $ 0 gg . gaehtztof-network $ 5 = 9 5 *

ATM balance inquiry (in-network or out-of-network) $0
Customer service (automated or live agent) $0
Inactivity (after 90 days with no transactions) $4.00 per month

We also charge 6 other types of fees.

*This fee can be lower depending on how and where this card is used.

No overdraft/credit feature.
Your funds are eligible for FDIC insurance.

Find details and conditions for all fees and services in the cardholder agreement and in the “List of all fees for the Wisely® Pay
Card.”

The Wisely® Pay Mastercard® is issued by Pathward®, National Association, Member FDIC, pursuant to license by Mastercard International
Incorporated. Card is serviced by Global Cash Card, Inc.

10425 W. North Ave., Suite 345, Wauwatosa, Wl 53226 | Resilient-SD.com

RSD APPCIL My Wisely Overview-English 07.26



ResilientSD APPALACHIAN
N RESHICNLS CENTER FOR INDEPENDENT LIVING
L Rl MY WISELY CARDHOLDER AGREEMENT

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

A continuacidn, se ofrece una breve descripcion de las comisiones relacionadas con el uso de la tarjeta.
El acuerdo completo del titular de la tarjeta se encuentra aqui: https://tinyurl.com/RSDWiselyS

No es necesario que acepte esta tarjeta de ndmina.
Preguntele a su empleador sobre otras formas de recibir su salario.

Tarifa mensual Por compra Retiro en ATM Recarga con dinero en efectivo

0 dentro de la red *
$0 $0 §3.UD fuera de lared $5-95

Consulta de saldo en ATM {dentro o fuera de la red) $0
Servicio al cliente (automatizado o agente en vivo) $0
Inactividad (después de 90 dias sin fransacciones) $4.00 por mes

También cobramos otros 6 tipos de tarifas.

*Esta tarifa puede ser menos dependiendo de como y dénde se use esta tarjeta.

No hay funcién de sobregirolcrédito.
Sus fondos son elegibles para el seguro de la FDIC.

Encuentre detalles y condiciones para todas |as tarifas y los servicios en el acuerdo del titular de la tarjeta y en la “Lista de todas las
tarifas para la tarjeta Wisely® Pay”.

La tarjeta Wisely™ Pay Mastercard® es emitida por Pathward®, Naticnal Association, miembro de la FDIC, de conformidad con licencia de
Mastercard International Incorporated. La tarjeta es administrada por Global Cash Card, Inc.

10425 W. North Ave., Suite 345, Wauwatosa, Wl 53226 | Resilient-SD.com

RSD APPCIL My Wisely Overview-Spanish 07.26



P ilientSD MY WISELY
v IEC? ofSthe AssugnceS[;tFa§ly PAYSTUB ACCESS

Please Note: You will not be able to access your My Wisely account until you have received your
first paycheck.

LOGIN INSTRUCTIONS

Have you ever been issued a from My Wisely, ADP, or Global Cash?

e No, | need to create an account.
Create an account at: mywisely.com/app/main/gccnchregistration

¢ Yes, | have been previously issued a pay card.
Login to your account: mywisely.com/app/main/login

Information Required

e First Name
e Last Name
e Social Security Number

e C(Client ID: gw5prem94

COMMON MISTAKES

e Entering your SSN with dashes: Must be numbers only
e Using the incorrect link to create or login to the account
e Misspelling your first or last name: Must match enrollment records exactly

e Updated contact information after receiving a start date for employment: Contact My Wisely to
update your information: 1.866.313.6901 & Press *

e Forgetting to use the correct Client ID: gwbprem944

TROUBLESHOOTING

If you have trouble logging in, please contact the ResilientSD Account Coordinator:
e Email: APPCIL@Resilient-SD.com
e Phone: 833.855.3941

To update your demographic or contact information with My Wisely contact the My Wisely
Customer Service.

e Phone: 1.866.313.6901 & Press *

10425 W. North Ave., Suite 345, Milwaukee, WI 53226 | Resilient-SD.com
ADP, the ADP logo, Wisely, myWisely, and the Wisely logo are registered trademarks of ADP, Inc. RSD APPCIL My Wisely Paystub Access 07.26



MY WISELY
PAYSTUB ACCESS

" ResilientSD
A

Part of the AssuranceSD Family

ACCESSING ONLINE PAYSTUBS

Once you receive your first payroll, follow the steps below to login to your account:

1. Login to Paystub Portal: mywisely.com/app/main/gccnchregistration

Scan QR Code
to Login

If you previously have had a My Wisely, ADP, or Global Cash card, log in at:
mywisely.com/app/main/login/

2. Get Started 3. Enter Personal Information 4. SetUp Username & Password

*If your account is not found contact My Wisely
for assistance.

& Get started
Get started
£
e ¥
" Let's get you started Success! We found your account.
w ls e g Enter your employee infermation below Entor s ussrname and password bolow.
by ADP First name
Crosts wsomame
First name Mark wayne
Welcome to e
Last name no Fymbols other than @ . - _
Wisely Eastmme
Croate password
Use Wisely to view your pay documents. SSN or Employee ID Adpadpadp10f @
Create your account to get started. Enter SSN or Employes ID ©
Client ID or Customer Name
Enter client ID
Create account
g p 7

Next w

—

5. Enter/Verify Phone No 6. Enter/Verify Email 7. Login to Account

Get started o

Enter the verification code we sent to ses-
see-8343,

823660

B Resend cede

What's your email address?
Make sure this is up to date so we can contact
you with important updatss.

Email address

Get started
[v
B - Log in to myWisely
Verify your number Afford yourself every advantage™

Username

[Enter your username 4l

Password

Vaificatian coquired via simall. Enter your password ©
Forgot Username or Password?

Access Paystub

IMPORTANT NOTES

Pay Documents

Click on ene of the links below

to access your pay documents.

Paystubs &

[ Logout

Client ID = gw5prem944

Unable to login to the Paystub Portal?

Contact My Wisely Customer Service: 866.313.6901 & Press *

If you have any questions, contact the ResilientSD Account Coordinator:
e Email: APPCIL@Resilient-SD.com

e Phone: 833.855.3941

10425 W. North Ave., Suite 345, Milwaukee, W1 53226 | Resilient-SD.com

ADP, the ADP logo, Wisely, myWisely, and the Wisely logo are registered trademarks of ADP, Inc.

RSD APPCIL My Wisely Paystub Access 07.26
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v Part of the AssuranceSD Family

Questions? Contact your ResilientSD Account Coordinator
Phone: 833.855.3941
Email: APPCIL@Resilient-SD.com

Direct Care Worker Name:

R e Sili entSD APPALACHIAN CENTER FOR INDEPENDENT LIVING

TIMESHEET

TIMESHEET SUBMISSION

Mail: 10425 W. North Ave., Suite 345
Milwaukee, WI 53226

Email: Timesheets@Resilient-SD.com

Fax: 1.855.325.4668

Last Four Digits of SSN

Veteran Name:

Authorized Representative Name:

AR Phone: |

Pay Period Begins: (MM/DD/YYYY)

Pay Period Ends: (MM/DD/YYYY)

Service
Date Total
(MM/DD) Time In Time Out Time In Time Out Hours
/ . COam . COam . Cam . Cam
. Cpm . Cpm . Clpm . Clpm
. Cam . Cam . COAM . COam
. Clpm . Cpm . Clpm . Clpm
. 1AM . CAM . Cam . 1AM
/ . CIpm . CIpm . Cpm . CIpm
. 1AM . 1AM . CAM . 1AM
/ . Cpm . Cpm . Cpm . CIpm
. 1AM . CAM . 1AM . 1AM
/ . Cpm . Cpm . Cpm . Cpm
. 1AM . 1AM . OAM . 1AM
/ . CIpm . Cpm . Cpm . CIpm
. O am . O Aam . CAM . JAM
/ . Cpm . Cpm . CIpm . Cpm
/ . Clam . Cam . Clam . Clam
. Ll pwm . Ll pm . Ll pwm . Ll pm
. Cam . Cam . CIam . Cam
/ . Ll pm . L1 pm . Clpm . O pm
. CAM . CAam . 1AM . CAM
/ . Cpm . Cpm . Cpm . Cpm
. 1AM . [0 AM . 1AM . 1AM
/ . [ pPm . 1 pm . 0 pPm . O pPm
/ . [ AM . 1AM . 1AM . JAM
. O pm . I pm . Cpm . Cpm
/ . [ Am . ClAm . O Am . O Am
. O pm . Cpm . Cpm . Cpm
/ . OAm . OAM . O AM . 0 AM
. Cpm . I pm . Cpm . Cpm
/ . [ AM . ] AM . 1AM . 1AM
. I pm . COpm . O pm . O pm
/ . [ AM . 1AM . 1AM . ] AM
. [ pm . [ pm . Cpm . I pPm
Service Hours Total

The Authorized Representative and Worker certify that the information provided on this timesheet is a true and
accurate statement of the services provided. The Authorized Representative and Worker understand that payment
for services provided are subject to payroll taxes.

Direct Care Worker Signature:

Date:

Veteran/Authorized Representative Signature:

| Date:l

RSD APPCIL Timesheet 01.26



APPALACHIAN CENTER FOR INDEPENDENT LIVING
TIMESHEET INSTRUCTIONS

TIMESHEET CHECKLIST
[ 11s my legal name on the Timesheet?
[ 1Is my Veteran’s legal name on the Timesheet?
[]Did I fill in the correct pay period with the correct start and end dates?
Example (See schedule for dates):

Pay Period Begins: (MM/DD/YYYY) 10/01/2025 Pay Period Ends: (MM/DD/YYYY) 10/15/2025

[ ] Did Ifill in the dates for each day worked?
[ ] Did I use the correct 15-minute increments to record my work time?
15 min. | 30 min. | 45 min. | 60 min.
[]Did I sign and date my Timesheet?
Example: If the last day you worked was July 23, you would sign and date the Timesheet as 7/23/20xx.
[ ] Did my Veteran/employer sign and date my Timesheet?
] Did | make sure hours submitted are worked on or before the Timesheet due date and signed date?
] Did | make sure the dates on the Timesheet are for one pay period ONLY and do not cross with any other
pay periods?
[ ] Did | make sure | did NOT use white-out to make corrections?

PLEASE NOTE: Timesheets received that are missing any of the above information will be rejected and
returned for correction. They may results in delay of payment.

MARKING INSTRUCTIONS
Write in BLACK or BLUE ink only. Write as large and legible as possible without touching the sides of the boxes.
Do not write outside of the boxes.

X NO X NO v YEs
5 15 5.15 5: 15
TIMESHEET SUBMISSION
Mail: 10425 W North Ave Email: Timesheets@Resilient-SD.com Fax: 855.325.4668

Suite 345
Milwaukee, WI 53226

HOW DO | RECORD MY HOURS
If you only work one shift a day, your hours should be recorded in the first Time In and Time Out columns.

Service

Date

(MM/DD) Time In Time Out

09/ 2 gl =N EE S

If you work more than one shift per day, your hours for the additional shift should be recorded in the second
Time In and Time Out columns.

Service

Date

(MM/DD) Time In Time Out Time In Time Out

09/ 22 Bl SnlBEEl o BE:E ol BEE &

What should I do if | work past midnight on any given day?

The hours worked past midnight MUST be recorded on the next day.
Example: If you work Monday from 6:00pm to Tuesday 6:00am, your timesheet should look as follows

Service
Date
(MM/DD) Time In Time Out
09/ 22 B M EE S
1 WAV i AV
09/23 12: 00 OPM 6-00 0P
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