PHOENIX HEALTH CARE

218 ROUTE 17 NORTH, ROCHELLE PARK, NJ 07662 201-567-4364 FAX 201-367-7232 WWW PHOENIXHEALTHCAREN].COM

Dear

Thank you for your interest in applying for work with Phoenix Health Care, Inc.. Enclosed is an
application for you to complete. As soon as you receive this application, contact us to set up an
interview at your earliest convenience.

As you are probably aware, both the Health Department and JCAHO require evidence of the
following items annually:

Current Nursing License

BCLS/ACLS.....ooo e ACLS is required of all ER personnel
Malpractice......c.ccoccmverviiirncnincrinnns 1-2 or 1-3 million.
Physical.......ccccevvrnineerinccsecerinen Must include a PPD/Mantoux and Rubella Titre

Fire, Safety, and Infection Control.
In addition, any of the following certifications that you may have are extremely helpful:

IV Certification

ICU/CCU Certification
Chemotherapy administration
Operating Room

CV or Resume

We currently have work available in the following areas:

ICU/CCU/OH MED/SURG

ER/ERH TELEMETRY

PACU LONG TERM CARE/SUB ACUTE
OR/RR/PACU PRIVATE DUTY

NICU/PICU ONCOLOGY IN-PATIENT/OUT-PATIENT
PSYCH

If you have any questions, please do not hesitate to telephone us at any time.
Thank you in advance.

Lynn Ziegler RN
Nurse Recruiter



PHOENIX HEALTH CARE

218 ROUTE 17 NORTH ROCHELLE PARK, NI 07662 201-567-4364 FAX 201-567-7232 WWW PHOENIXHEALTHCARENI.COM

APPLICATION FOR EMPLOYMENT

Name: SS No.:
Last First

Street Address:

City: State: Zip:

County:

Home Telephone No.: Work Telephone No.:

Email: Beeper #:

NJ RN License No.: Expiration Date:

Area of Expertise:

Hospitals:
Shifts:
MALPRACTICE INSURANCE INFORMATION
Company: Expiration Date:
Policy No.: Coverage Limits:
EDUCATION
Institution From/To Degree or Certificate
School Nursing/Undergraduate:
Graduate:
College:

-Over-




APPLICATION FOR EMPLOYMENT

Page 2
PROFESSIONAL HISTORY

(Start with most recent)
Facility & Address: _
From/To: Unit(s) Worked:
Supervisor: ' : Phone No.:
Facility & Address:
From/To: ' Unit(s) Worked:
Supervisor: Phone No.:

CERTIFICATIONS

B.CL.S. Expiration Date: ACL.S. Expiration Date:
LV. Certification Date: Institution:
CCRN Date: CCRN #: Expiration:
CEN Date: CEN #: Expiration:

Please check areas in which you are clinically competent and willing o sork (must have 1 vr. current
pXperience Arca chReckedl

Medical ICU Emergency/ERH Private Duty

Coronary ICU PACU Well Baby

Surgical ICU L&D/P.P CNA

Open Heart General Peds Telemetry

Operating Room Utilization Review Sub Acuie

Neonatal ICU Oncology LTC

Pediatrics ICU Med/Surg Case Management-
- D/C Planning

Please list pertinent continuing education / critical care courses completed.
Include ICU Certification, seminars and in-service programs:

Course: Location: Date:
Course: Location: Date:
Course: Location: Date:

I certify the above information to be true and accurate.

Applicant's Signature: Date:

Interviewer's Signature:

Comments:




PHOENIX HEALTH CARE
CRIMINAL BACKGROUND CHECK
SEARCH REQUEST FORM

To Be Completed By Applicant: (Please type or print legibly)

Individual’s Name;

Address;

City/State/Zip:

Phone #; Social Security No; Dateof Birth:

Driver’s License No: DL State:

APPLICANT CONSENT FOR BACKGROUND
INVESTIGATION

I hereby authorize Phoenix Health Care and it’s affiliates, or its agents to investigate me, my
former employment and professional reputation.

T hereby authorize all persons, firms, companies, government agencies, courts, credit agencies,
associations or institutions having control of any documents, records or other information to
furnish said documents to the above requestor.

I understand that the above information is specifically related to the background investigation
process, and that in no way will it be used as a basis for the employment decision.

I hereby release to Phoenix Health Care and it’s affiliate, or its agents from any and all liability
resulting from such investigation.

Signature; Date;




PHOENIX HEALTH CARE

218 ROUTE 17 NORTH ROCHELLE PARK,, NJ 07662 201-567-4364 FAX 201-567-7232 WWW PHOENIXHEALTHCARENJ.COM

I HAVE READ AND UNDERSTAND THE INFECTION CONTROL, FIRE AND ELECTRICAL SAFETY, AND
HIPFA GUIDELINES IN ACCORDANCE WITH THE STATE AND JCAHO REGULATION.

Print Name

Signature Date

Authorized Signature Date




Y,

PHOENIX HEALTH CARE
218 ROUTE 17 NORTH, ROCHELLE PARK, NJ 07662 201-5674364 FAX 201-567-7232 WWW.PHOENTXHEALTHCARENJ.COM
PHYSICIAN'S STAEWNT

RE:
ADDRESS:

DATE OF PHYSICAL EXAM:

DATE AND RESULTS OF TWO STEP MANTOUX:
' (one time requirement)
DATE AND RESULTS OF PPD:
(yearly requirement)

IF PPD IS/HAS BEEN POSITIVE, A CHEST X-RAY IS REQUIRED. ANY SYMPTOMS?

DATE OF POSITIVE PPD:

DATE AND RESULTS OF CHEST X-RAY:

DATE OF MEASLES, MUMPS & RUBELLA (MMR) VACCINATION:
DATE AND RESULTS OF RUBELLA TITER:

DATE AND RESULTS OF RUBEOLA TITER:

DATE OF VARICELLA TITER:
DATE OF HEP B VACCINE

OR, IF YOU HAVE DECLINED THE HEPATITIS B VACCINE PLEASE SIGN HERE:
NURSES SIGNATURE: DATE:

Please sign below, stating that you have examined the above named individual and found
her/him to be free from health conditions which would be of potential risk to patients or which
might interfere with the performance of the person's duties as a healthcare worker, including, but
not limited to the habituation or addiction to substances which may alter the individual's
behavior.

PHYSICIAN'S SIGNATURE: DATE:
PHYSICIAN'S NAME (PRINT):
ADDRESS:

EMPLOYEE’S SIGNATURE DATE




PHOENIX HEALTH CARE

218 ROUTH 17 NORTH ROCHELLE PARK, NJ 07662 201-567-4364 FAX 201-567-7232 WWW PHOENIXHEALTHCAREN].COM

DRUG SCREEN

This is to ensure that is free from any health
impairment that is of potential risk to patients or might interfere with the performance of the
work of such person including but not limited to, the habituation of addiction to Depressants,
Stimulants, Narcotics, Alcohol or other drugs or substances that might alter the behavior of the
nurse.

Physician’s signature

Physician’s Name

(print)
Address

Date




PHOENIX HEALTH CARE

218 ROUTE 17 NORTH, ROCHELLE PARK, NJ 07662 201-567-4364 FAX 201-567-7232 WWW.PHOENIXHEALTHCAREN].COM

As a condition of my association with Phoenix Health Care , I understand that the information that I will accesss
through my employment at Phoenix Health Care will include sensitive and confidential patient information. I
understand that it is my responsibility to maintain confidentiality of all information, both clinical or financial, that is
entrusted to me. This obligation shall exist while I am under contract or associated with Phoenix Health Care and

shall continue after my association, contract expiration, or termination regardless of the reason.

I specifically understand that information regarding patients, employees and individuals affiliated with Phoenix
Health Care or any of their accounts is to be shared with only those individuals who have an authorized need to
know.

If issued a computer password, I agree not to release it to anyone else. I will not post, share or otherwise distribute
my password. 1 will contact the Information Systems Department immediately if 1 have reason to believe the

confidentiality of my password has been broken.

By signing below, I acknowledge that I have read the above and accept the responsibilities associated with these
statements. [ understand that I will be subject to disciplinary action, suspension and possible immediate termination

if 1 violate any of the above agreed upon statements.

Name (print)

Signature Date



PHOENIX HEALTH CARE

218 ROUTE 17 NORTH, ROCHELLE PARK, NJ 07662 201-567-4364 FAX 201-567-7232 WWW PHOENIXHEALTHCARENJ.COM

Dear

The applicant listed below has applied for assignments through PHOENITX HEALTH CARE, INC. We ask that you
verify and complete this form at your earliest convenience. It is understood that any information provided by yon
will be kept confidential. Thank you for your cooperation in the completion of this form. : .

Phoenix Health Care

I authorize the above named employer to furnish Phoenix Health Care, Inc. with the information requested on this
form.

Applicant Signature
PLEASE PRINT:
Name of Applicant
Social Security Number Position
Dates Employed to Clinical Area
Please Evaluate Application Acceptable Unacceptable Comments

Knowledge of Medication Principles
Knowledge of Primary Nursing

Ability to Work Independently

Cooperation

Attendance & Punctuality
Personal Appearance

Additional Comments

If no longer employed:
Reason for leaving:

Eligible for re-employment [ Yes O No If not please explain:

Does applicant have any physical disability?

Has applicant ever received compensation for injuries ? O Yes O No

Signature Date

Title




PHOENIX HEALTH CARE

218 ROUTE 17 NORTH, ROCHELLE PARK, NJ 07662 201-567-4364 FAX 201-567-7232 WWW PHOENIXHEALTHCARENI.COM

Dear

The applicant listed below has applied for assignments through PHOENTIX HEALTH CARE, INC. We agk that you
verify and complete this form at your earliest convenience. It is understood that any information provided by you
will be kept confidential. Thank you for your cooperation in the completion of this form.

Phoenix Health Care

I authorize the above named employer to furnish Phoenix Health Care, Inc. with the information requested on this
form.

Applicant Signature
PLEASE PRINT:
Name of Applicant
Social Security Number Position
Dates Employed to Clinical Area
Please Evaluate Application Acceptable Unacceptable Comments

Knowledge of Medication Principles
Knowledge of Primary Nursing

Ability to Work Independently
Cooperation

Afttendance & Punctuality
Personal Appearance

Additional Comments

If no longer employed:
Reasen for leaving:

Eligible for re-employment [ Yes ONo  Ifnot please explain:

Does applicant have any physical disability?

Has applicant ever received compensation for injuries 7 O Yes 0 No

Signature Date

Title




H New Jersey New Hire Reporting Form

Federal and state legislation {N.J.S.A. 2A;17-56.61) requires all New Jersey employers, both public and private, to report to the
state of New Jersey all newly hired, contracted, rehired, or returning to work employees, Information about new hire reporting
and online reporting is available on cur website: www.nj-newbhire.com.

To ensure the highest level of accuracy, piease print neatty in

Send completed forms to:
New Jersey New Hire Directory capital letters and avoid contact with the edges of the boxes.
PO Box 4654 The following will serve as an example:
Trenton, NJ 08650-4654
Tol-ree fax: 1 (800) 304-4901 AlBJ]C 1123 )
EMPLOYER INFORMATION
Federal Employer ID Number (FEIN} (Please entor the same FEIN usad to report the ampioyee’s quarterly wages.):
Emplover Name:
Emplover Payroll Address:
Emplover City: Emplover State; Zip Code {5 digit):
Employer Phone {optional): Extension: Emplover Fax [optional):
Email Address:
EMPLOYEE INFORMATION
Employee Social Security Number (SSN): Is this employee an
- . independent Contractor?  Yes No
Emplovee First Name: Middle Initial:
Employee Last Name:
Employee Address:
Employee City: Employee State:  Zip Code (5 digit):
Date of Hire: Date of Birth:
Reports must be submitted within 20 days of date of hire or rehire. Fallure to report could result in a fine.
REPORTS WILL NOT BE PROCESSED IF REQUIRED INFORMATION IS MISSING
Questions? Call us at (609) 689-1900 or toll-free 1 (877) NJ -HIRES Rev (11/04)



Department of Homeland Security
1.8, Citizenship and Immigration Services

OMB No. 1615-0047, Expires 03/31/07

Employment Eligibility Verification

INSTRUCTIONS
PLEASE READ ALL INSTRUCTIONS CAREFULLY BEFORE COMPLETING THIS FORM.

Anti-Discrimination Notice. It is illsaga! to discriminate against any individual (other than an alian not authorized to work in the U.S.) in
hiring, discharging, or recruiting or referring for a fee because of that individual's national origin or citizenship status, It is ilegal to
discriminate against work eligible individuals. Empicyers CANNOT specify which document(s} they will accept from an employee. The
refusal to hire an individual because of a future expiration date may also constitute illegal discrimination.

Section 1- Employee. All employees, citizens and
noncitizens, hired after November &, 1986, must complete Section 1
of this form at the tima of hire, which is the actual beginning of
employment. The employer is responsible for ensuring that
Saction 1 Is timely and properly completed,

Preparer/Translator Certification. The Preparer/Translator
Certification must be completed if Section 1 is prepared by a person
other than the employee. A preparer/translator may be used only
when the employee is unable to complete Section 1 on hisfher awn.
However, the employee must still sign Section 1 personally.

Section 2 - Employer. For the purpose of completing this
form, the term "employer" includes those recruiters and referrers for a
fee who are agricultural associations, agricultural employers or farm
labor contractors.

Employers must complete Section 2 by examining evidence of
identity and employment eligibility within three (3) business days of
the date employment begins. If employees are authorized to work,
but are unable to present the required document(s) within three
business days, they must present a receipt for the application of the
document(s) within three business days and the actual document(s)
within ninety {90) days. However, if employers hira individuals for a
duration of less than three business days, Section 2 must be
completed at the time employment begins. Employers must record:
1) document title; 2) issuing authaority; 3) document number, 4)
expiration date, if any; and 8) the date employment begins.
Empioyers must sign and date the certification. Employees must
present original documents. Employers may, but are not required to,
photocopy the document{s) presented, These photocopies may only
be used for the verification process and must ba retained with the 1-9.
However, employers are stlll responsible for completing the 1-9.

Section 3 - Updating and Reverification. Employers
must complete Section 3 when updating andfor reverifying the -9,
Ermployers must reverify employment eligibility of their employees on
or before the expiration date recorded in Section 1. Employers
CANNOT specify which document(s} they will accept from an
employee.

»  If an employee's name has changed at the time this form is
being updated/reverified, complete Block A,

=  If an employee is rehired within three (3) years of the date
this form was originally completed and the employes is still
eligible to be employed on the same basis as previously
indicated on this form {updating}, complete Block B and the
signature block.

+  [If an employee is rehired within three (3) years of the date
this form was originally completed and the empioyee's work
authorization has expired or if a current employee's work
authorization is about to expira (reverification), complete
Block B and:

— examine any document that reflects that the employee
is authorized fo work in the U.S. (see List A or C}),

= record the document title, document number and
expiration date {if any) in Block C, and

= complete the signature block.

Photocopying and Retalning Form [-9. A blank |-5 may be
reproduced, provided both sides are copied. The Instructions must
be available to all employees completing this form. Employers must
retain completed |-8¢ for three (3) years after the date of hire or ¢cne
(1) year after the date employment ends, whichever is later.

For more detalled information, you may refer to the Department
of Homeland Security (DHS} Handbook for Employers, (Form
M-274). You may obtain the handbook at your local U.S.
Cltizenship and immigration Services (USCIS) office.

Privacy Act Notice. The authority for collecting this information is
the Immigration Reform and Control Act of 1985, Pub. L. 98-803 (8
USC 1324a).

This information is for employers to verify the eligibility of individuals
for employment to preclude the unlawfut hiring, or recruiting or
referring for a fee, of aliens who are not authorized to work in the
United States.

This information will be used by employers as a record of their basis
for determining eligibility of an employee to work in the United
States. The form will be kept by the employer and made available
for inspection by officials of the U.S. Immigration and Customs
Enforcement, Department of Labor and Office of Special Counsel for
Immigration Related Unfair Employment Practices.

Submission of the information required in this form is voluntary.
However, an individual may not begin employment unless this form
is completed, since employers are subject to civil or criminal
penalties if they do not comply with the Immigration Reform and
Control Act of 1986.

Reporting Burden. We try to create forms and instructions that are
accurate, can be easily understood and which impose the least
possibie burden on you to provide us with information. Often this is
difficult because some immigration laws are very complex.
Accordingly, the reporting burden for this collection of information is
computed as follows: 1) leaming about this form, 5 minutes; 2)
completing the form, 5 minutes; and 3) assembling and filing
(recordkeeping) the form, 5 minutes, for an average of 15 minutes
per response. If you have comments regarding the accuracy of this
burden estimate, or suggestions for making this form simpler, you
can write to U 8. Citizenship and Immigration Services, Regulatory
Management Division, 111 Massachuetts Avenue, NW,,
Washington, DG 20529. OMB No. 1615-0047.

NOTE: This is the 1991 adition of the Form I-8 that has bean
rebranded with a current printing date to reflect the recent transition
from the INS fo DHS and its components,

EMPLOYERS MUST RETAIN COMPLETED FORM I8

Form -9 (Rev. 05/31/05)Y

PLEASE DO NOT MAIL COMPLETED FORM |-8 TO ICE OR USCIS



Department of Homeland Security OB,{B,NO'_ 11.515-0047; E’fpim 03'?”07

U.S. Citizenship and Immigration Services Employment Eligibility Verification
- - - |
Plaase read instructions carefully before completing this form. The instructions must be available during completion
of this form, ANTI-DISCRIMINATION NOTICE: It is lllegal to discriminate against work eliglble individuals. Employers
CANNOT specify which document(s} they will accept from an employee. The refusal to hire an indlvidual because of
a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification. To be complsted and signed by employee at the time employment begins.

Print Namea: Last First Middle Initial Maiden Name
Address (Street Name and Number) Apt. ¥ Date of Birth {month/day/year)
City State Zip Code Social Security #

| aftest, under penalty of parjury, that | am {chack ona of the following):
[] Acitizen or national of the United States
[[] ALawful Permanent Resident (Alien #) A
{7] Analien authorized to work until

{Alien # or Admission ¥)

Employee's Signature | Date (month/day/year)

Preparer and/or Translator Certification. {To be completed and signed if Section 1 is prepared by & person
othar than the employss.) | attest, undsr penally of pedury, that | have assisted in the complstion of this form and that fo the bast
of my knowledge the information is true and correct.

Preparer's/Transiator's Signature Print Name

| am aware that federal law provides for
imprisonment and/or fines for false statements or
use of false documents in connection with the
completion of this form.

Address (Street Name and Number, City, Stats, Zip Code) Date {(month/Yay/year)

Section 2, Employer Review and Verification. To be completed and signed by employer. Examine one document from List A OR
examine ¢he document from List B and one from Ligt C, as listed on the reverse of this form, and record the title, number and oxplration date, if
any, of the document(s).

List A OR List B AND ListC

Document title:

Issuing authority:

Docurnent #:

Expiration Date {if any):

Document #:

Expiration Date (if any):

CERTIFICATION - lattest, under penalty of perjury, that | have examined the document{s) presentad by the above-named
employee, that the above-listed document(s) appear to bs genuine and to relats to the employee named, that the

employee began employment on (month/ilay/year) and that to the best of my knowledge the employse
Is eligible to work in the United States. (State employment agencies may omit the date the employee began employmaent.)

Signature of Employer or Authorized Representative Print Name Title

Business or Organization Name Address (Stree! Name and Number, Cily, State, Zip Code) Date {month/day/year)

Section 3. Updating and Reverification. To be completed and signed by smployer.
A. New Name (i applicabio) B. Date of Rehire (monthiday/year) (if applicabls)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current empioyment

eligibility. | ment Title: Document #; Expiration Date (if any):

| attest, under penalty of perjury, that to the best of my knowledgs, this esmployes ls sligible to work in the United States, and if the employee
presented document{s), the document(s) | have examined appear to be genuine and to relate to the Indlvidual.

"Signature of Employer or Authorized Representative Date (month/day/vear)

NOTE: This is the 1991 edition of the Form -8 that has been rebranded with a Form -9 (Rev. 05/31/05)Y Page 2
current printing data to reflect the recent fransltion from the INS to DHS and its
components.



LISTS OF ACCEPTABLE DOCUMENTS

LISTA LISTB
Documents that Establish Both Documents that Establish
identity and Employment OR Identity
Eligibility _

10.

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

U.S. Passport (unexpired or
expired)

Certificate of U.S. Citizenship
(Form N-560 or N-561)

Certificate of Naturalization
{Form N-550 or N-570)

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

Unexpired foreign passport,
with I-551 stamp or attached
Form 1-94 indicating unexpired

empioyment authorization 3. School ID card with a

photograph
Permanent Resident Card or
Alien Registration Receipt Card
with photograph

(Form I-151 or 1-551)

4. Voter's registration card
§. U.S. Military card or draft record

6. Military dependent's 1D card
Unexpired Temporary Resident

Card (Form 1-688)
7. U.S. Coast Guard Merchant

Mariner Card
Unexpired Employment
Authorization Card
{Form I-688A)

8. Native American tribal document

8. Driver's license issued by a

Canadian government authority
Unexpired Reentry Permit

(Form 1-327) For persons under age 18 who

are unable fo present a

Unexpired Refugee Travel documaent listed above:

Document (Form 1-571)

Unexpired Employment 10. School record or report card

Autherization Document issued by
DHS that contains a photograph
(Form 1-6888}

11. Clinic, doctor or hospital record

12, Day-care or nursery school
record

AND

LISTC

Documents that Establish
Employment Eligibiiity

U.S. social security card issued by
the Social Security Administration
(other than a card stating i is not
valid for employment)

Certification of Birth Abroad issued
by the Department of State (Form
F8-545 or Form DS-1350)

Criginal or certified copy of a
birth certificate issued by a state,
county, municipat authority or
outlying possession of the United
States bearing an official seal

. Native American triba!l document

. U.8, Citizen ID Card (Form 1-187)

ID Card for use of Resident
Citizen in the United States
{(Form 1-179)

Unexpired employment
authorization document issued by
DHS (other than those listed
under List A)

lllustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)

Form I8 (Rev. 05/31/05)Y Page 3
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Form W-4 (2007)

Purpose. Compiete Form W-4 ac that your
employer can withhold the correct faderal income
tax from your pay. Bacause your tax sltuation
may changs, you may want to refigure your
withholding each year.

Exemptlon from withholding, If vou are
exempt, completa only linas 1,2, 3, 4, and 7
and sign the form to validate it. Your
exemption for 2007 expires February 16, 2008,
See Pub. 505, Tax Withholding and Eatimated
Tax.

Note. You cannot claim exemption from
withholding if {8) your income exceeds $850
and includes more than $300 of unsarned
income (for axample, intarest and dividends)
and (b} another parson can claim you as a
dependent on their tax retum,

Basic Instructions. if you are not exampt,
complete the Parsoneal Allowances
Worksheet balow. The worksheets on page 2
adjust your withholding allowances based on

Itemized deductions, certain cradits,
adjustments to Income, or two-eamer/multiple
job situstions. Campiata all workshssts that
apply. However, you may clalm fewsr (or zerg)
allowances.

Heud of housshold. Generally, you may clalm
head of household filing status on your tax
return anly If you are unmarred and pay mors
than 509 of the costs of keaping up a home
for yourself and your dependent(s} or other
qualifying indlviduals.

Tax crecdiis, You can take projected tax
credits into aceount in figuring your allowable
numbsar of withholding allowances, Cradits for
child or dependent care expenses and the
chiid tax credit may be clalmed using the
Personal Allowances Worksheest balow. Sas
Pub. 819, How Do | Adjuat My Tax
Withhaiding, for Information an converting
your other credits inte withholding allowances.,
Nanwage Incoma. If you have a large amount
of nonwage incoms, such as intorest or
dividends, conslder making estimated tax
paymaenta using Form 1040-ES, Estimated Tax

for Individuals. Otherwise, you may owe
additional tax. if you have panslon or annuity
income, see Pub, 919 to find out i you should
adjust your withholding on Form W-4 or W-4P,
Two sarmners/Multiple jobs. If you have a
working spouss or more than one job, figure
the total number of allowances you are entitied
to elalm on all jobs using worksheets from only
one Form W-4, Your withholding usualty will
be most accurate when all allowances are
clalmad on the Form W-4 for tha highast
paying job and zero allowances are ciaimed on
the others.

Nonrssident alien. f you are a nonresident
glien, see the Inatructions for Form 8233
before completing thls Form W-4.

Chack your withholding, Aftar your Form W-4
takes effect, use Pub, 919 to sea how the
dollar amount you ara having withheld
compares to your projected total tax for 2007,
Sea Pub. 919, especially If your earnings
excesd $130,000 (Single) or $180,000
(Marrad}.

Personal Allowances Worksheet (Kesp for your records.)

A Enter “1" for yoursel If no one sise can claim you as a dependent .
® You are single and have only one Job; or

B Enter “1” If:

® You are mariad, have only one job, and your spouse does not work; or - B

» Your wages from a second job or your spouse's wages (or the total of bath) are $1,000 or less.

C Enter “1" for your spouse. But, you may chooss to enter “-0-" if you are married and have sither a working spouse or
more thean one job. (Entering “-0-" may help you avoid having toa llttle tax withheld.} .

D Enter number of dependents {other than your spousa gr yourseif} you will claim on your tax retum .
E Enter “1* if you will file as head of household on your tax retumn (see conditions under Head of housshold above}
F Enter “1” if you have at least $1,500 of chiid or dependent care expensses for which you plan to ciaim a cradit

.

nTmoo

1]

{Note. Do not includs child support payments. See Pub. 503, Child and Depsendent Cars Expanses, for details.)
G Child Tax Credit (ncluding additional child tax credlt). See Pub 872, Chiid Tax CredIt, for more information.
& f your total Income will be less than $57,000 ($85,000 if married), enter “2° for each eligible child.

« if your total income will be between $57,000 and $84,000 {$85,000 and $119,000 If marrled), enter 1" for each eligible
child plus “1* additlonal if you have 4 or more eligible children.

H Add lines A through G and enter fofal here, Nate. This may ba differant from the number of exemptions you claim on your tax return) ™ H
# if you plan 1o Hemize or claim adjusiments to Income and want to reduce your withholding, see the Deductlons
and Adjustments Worksheet on page 2, _
# If you have more than ons Job or are marrled and you and your spouse both work and the combined earnings from all jobs
excaad $40,000 {§25,000 if married) sea the Two-Eamers/Multiple Johs Worksheet on page 2 to avold having too little tax withheld.

For accuracy,
complats all
worksheots
that apply.

& |f neither of the above situations applieg, stop here and enter the number from line H on line § of Form W-4 below.

Form W'4

Departmant of the Tresaury
Intsmal Ravenue Serdos

Cut hers and give Form W-4 to your employer. Keep the top part for your records. -------------neomooniaes

Employee’s Withhoiding Allowance Certificate

» Whaether you are sntitied to cisim a certain number of allowances or examption from withhokding is
subject 1o review by the IRS, Your smploysr may be required to send s copy of this form to the IRS,

OME No. 1545-0074

2007

1 Type or print your first nama and middls Infiw),

Last names

2 Your social securfty number

Heme addrass {nurmber and street or rural route)

% [ singls [ mamisd [ maried, but withhokd et higher Single raze.
Note. If married, but legally sepuaed, of spouas Is a nonreskdent aien, check the "Single” b,

Clty or town, state, and ZIF code

4§ your last nams differs from thwt shown on your sociaf security card,
check hers. You must call 1-800-772-1213 for a replacsment card. I [

Total number of allowances you are claiming (from line H above or from tha epplicable workshest on page 2) 5
Addltlonal amount, if any, you want withheld from sach paycheck .
T |claim exemption from withholding for 2007, and | certify that [ meet both of the following condltions for exemptlon.
¢ Last year | had a right to a refund of all federal income tax withheld because | had no tax liabillty and

* This year | expect a refund of all federal income tax withheld because 1 expect ta have no tax liabil

If you meet both conditlons, write *Exempt” here .

Under psnaltise of perjury, | declare that | have examined this certificate and to the bast of my knwdedgs and belbaf it is true, comect, and complete.

Employee's signature
{Form I not valid
uniess you sign It.)

Date >

8 Employar's name and eddress Empioyer: Complata lines 8 and 10 only if sending to the IRS)

9 Offos cods foptions}| 10 Employer Kientifisation number EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2

Cat. No. 102200

Form W-4 @oon



Form W-4 (2007)

Page 2

Deductions and Adjustments Worksheet

2 Enter: $ 7,850 if head of household
$ 5,350 #f single or married filing separately

Subtract line 2 fram line 1. if zero or less, enter ¥-0-"

Subtract line 6 from line 5. If zero or less, anter “-D-"

[~ -0 --BE I B N )

1

Note. Use this workshest only If you plan to temize deductions, claim certain credits, or claim adjustrments to inceme on your 2007 tax retum.
1 Enter an estimate of your 2007 temized deductions. These include quallfying home mortgage interest,
charitable coniributlons, state and local taxes, medical expensas in excess of 7.5% of your income, and
miscellanecus deductions. {For 2007, you may have to reduce your itemlzed deductions if your Income

is over $156,400 {$78,200 if married fillng separately). See Worksheet 2 in Pub. 919 for details) . . 1

$10,700 if marmied flling Jointly or qualifying widow{er}

Enter an eetimate of your 2007 adjustments to Income, including alimany, daductlbls IFlA oontrlhullons and siudant Inan |ntarest
Add lines 3 and 4 and enter the total. {Include any amount for credits from Werkshest 8 in Pub. 819)
Enter an estimate of your 2007 nonwage income {such as dividends or interesy) .

Divide the amount on line 7 by $3,400 and enter the result hera Drop any fractlon
Enter the number from the Personal Allowances Woriisheet, line H, page 1 ,

Add lineg 8 and 9 and anter the total hare. if you plan to use tha Two-Eamers/Multiple Jobs Wnrksheet.
__8iso enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10

-]
9 |6n oD |6h |£H g A

© o~ DN AR

Two-Eamers/Muitiple Jobs Worksheet (See Two eamers/multiple jobs on page 1.)

than *3."

withholding amount necessary to avoid a year-end tax bill.

Note. Use this worksheet onfy if the instructions under line H on page 1 direct you here.
1 Enter the number from Bne K, page 1 (or from line 10 above If you used the Deductions and Adjustments Workshes) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if

you are married 'ﬁllng |0|ntly and wages from tha highes'( paying job are $50,000 or less, do not enter more

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the resuit here (rf Zatu, anter
“-0-") and on Form W-4, line 5, page 1. Do not use the rast of this worksheet . . . . 3

Mote. if line 1 Is less than line 2, enter “-0-" on Form W-4, [ine 5, page 1. Complete linea 4-9 below to calculate the additional

4 Enter the number from line 2 of this workshest . 4
8§ Enter the number from line 1 of this workshest 5
€ Subtractline 5 fromlined . . . | . 6
7 Find the amount in Table 2 bslow that applias to ﬂ‘\a HIGHEST paymg }ob and anter it hera . 7 $
8 Muliply iine 7 by line B and enter the result hera. This is tha additlonal annual withholding needed . s $
# Divide line 8 by the number of pay perlods remaining in 2007, For example, divide by 26 If you are paid
every two weaks and you complets this form in December 2008, Enter the result here and on Form W-4,
line &, page 1. This is the additional amount to bo withheld fromeachpaycheck . . . . . . . . 8 %
Table 1 Table 2
Marrlad Filing Jolntly All Others Married Filing Jointly All Others
If wapea from LOWEST | Enter on ff wagea from LOWEST | Enter on If wagea from HIGHEST | Enter on If wages from MKAHEBST | Enter an
paying joh ae— line 2 above | paying job me— line 2 above § paying job are— line 7 abave] paylng job are— line 7 above
$0- $4,500 0 $0 - $8,000 0 $0 - $65,000 $510 %0 - $35,000 $510
4,501 - 8,000 1 8,001 - 12,000 1 65,009 - 120,000 850 35001 - 80,000 850
8,00t - 18,000 2 12,001 - 19,000 2 120,001 - 170,000 950 80,301 - 150,000 050
18,001 - 22,000 3 19,001 - 26,000 3 170,001 - 300,000 1,120 150,001 - 340,000 1,520
22,001 - 26,000 4 28001 - 35,000 4 300,001 and over 1,180 340,001 and qver 1,190
28,001 - 32,000 5 35001 - 50,000 5
32,001 - 38,000 8 50,001 ~ 65,000 8
38,001 - 48,000 7 85,001 - 80,000 7
48,001 -~ 55,000 8 80,001 - 90,000 §
55,001 - 60,000 ] 90,001 - 120,000 8
80001 - 65,000 10 120,001 and over 10
85,001 - 75,000 1
75,001 - 95,000 12
85,001 - 105,000 13
105,001 - 120,000 4
120,001 and over 15

Privacy Act and Pupsrwork Reduction Act Noties. We ask for the informatlon
on this form to carry out the Intemnal Revenue isws of the Unlted States. The
interna! Revehus Code requires this Infermation under sactiana 3402(H(2)(A) and
6109 and thelr regulations, Fallure to provide & propedy completed form will
result in your belng trasted as a single peracn who claime no withhalding
allowances; providing fraudulent infarmation may also subject you to penalties,
Routine uses of this Informetion inciuda giving It to the Department of Justice for
ehvil and criminal Iitigation, to cltias, states, and the District of Columbla for use in
administering their tax laws, and using I in the National Diractory of New Hires.
We may alao disciose this information to other countries undar a tax treaty, to
federal and stats agencies to enforce federal nontax crimine taws, or to federal
law enforcamant and intelligence agencies to combat tarrorism,

You are not required to provide the information requested on w farm that Is
subject to the Papenwork Reduction Act uniess the form diaplays a valld OMB
control number. Books or records relating to a form or ita Instructions must be
retainad as long as thedr contents may becorne mataerlal in the adminlstration of
any internal Revenus law. Generally, tax returms and retum informetion are
confidertial, as requirsd by Code sectlon 6103.

The averags time and expenses required to complete nnd file this form wili vary
depending on Individual circumatances. For estimatad averages, see the
Instructions far your Income tax return.

If you have suggeations for making this form simpler, we would be happy to hear
from you. Sea the inatructions for your Income tax return.





