CHINESE-AMERICAN PLANNING COUNCIL HOME ATTENDANT PROGRAM, INC.
CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM

PERSONAL ASSISTANT TRACKING FORM

Name :

Date:

Last ﬂi First %

Social Security #:

H5

I-RRHE:
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Sk

City 3%
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BEE #
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B

Relationship with Consumer:

SRE FaBA
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Mobile #:

FH
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ik

Interview Date:

Comments:

Interviewer: P.S.#

PA Profile Completed On:

PA#

(] Completed Receipt for Personnel Policies
[0 Completed W-4 From

[C]Physical Exam., Date:

[JLD.Card Date Issued:

Date of Hire:

Date of Termination:

PA.TRACKING.DOC

Revised:12/2014



Chinese- American Planning Council Home Attendant Program, Inc.

Consumer Directed Personal Assistance Program

ACKNOWLEDGEMENT OF THE LIVE-IN RULES AND PROCEDURES

Home Care Employee Name: Employee#

(Print)

My signature on this Form acknowledges that | have agreed to the Live-In Rules
and Procedures as follows:

e A PA/HA/HHA assigned to a Consumer/Client designated as a “live-in” case
will be paid no less than $17.00 per hour for all hours worked, excluding
eight (8) hours of unpaid sleep time and three (3) hours of unpaid duty-free
meal time or break periods.

e A “Live-in” case is a twenty-four (24) hour shift assignment with a
Client/Consumer.

e A PA/HA/HHA working a Live-in case shall immediately report to his/her
Case Coordinator/Personal Specialist at the completion of the Live-in case if
the PA/HA/HHA was unable to receive five (5) hours uninterrupted sleep-
time; unable to receive three (3) hours duty-free time for meal times or
break periods; or interrupted by a call to duty at any time during his/her
three (3) hours of meal times or break periods.

PA/HA/HHA Signature:

Date:

Personal specialist/ Coordinator Signature:

Date:

Revised 10-1-2022



HireNYC Consent

The HireNYC program matches people who have received public assistance with jobs
at organizations that have contracts with City agencies. The organizations participating in the
program are required to prove that they have hired a certain number of people who have
received public assistance.

If you sign below, you agree that, if you are hired, the Human Resources Administration (HRA)
may tell this employer that you have received public assistance benefits.

This information will be used only to record your future employer’'s compliance with its hiring
obligation under the Program. The employer is required to keep the information confidential, and
not to let it affect the employer’s hiring decision, your employment status, or conditions of your
employment.

Applicant Signature Date

Applicant Name (Please Print)



CHINESE-AMERICAN PLANNING COUNCIL
CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM
PHONE: (212) 219-8100 FAX: (212) 966-7371

NOTICE OF RECEIPT OF PERSONNEL POLICIES AND HIPAA PATIENT
PRIVACY POLICIES

FOR
CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM

DATE:

I, (PRINT YOUR NAME) (SS# )
AGREE TO THE PERSONNEL POLICIES AND TO THE HIPAA PATIENT PRIVACY
POLICIES OF CDPAP. AND UNDERSTAND THAT THESE POLICIES ARE SUBJECT TO
CHANGES. 1 UNDERSTAND THAT I WILL BE INFORMED IN THE EVENT OF ANY
CHANGES. 1 UNDERSTAND THAT I AM RESPONSIBLE FOR ALL INFORMATION
CONTAINED IN THESE POLICIES AND THAT I MUST RETURN THIS FORM IN
ORDER TO WORK FOR CPC HOME ATTENDANT PROGRAM, INC.

POLICY
UNDER NO CIRCUMSTANCE SHOULD I RELEASE PATIENT’S INFORMATION TO

ANY THIRD PARTY THAT IS NOT INVOLVED WITH THE PATIENT’S CARE WITHOUT
PATIENT’S AUTHORIZATION.

SIGNATURE /

PAOSS kg/forms/cdpap privacy policies Revised 10/05



CHINESE-AMERICAN PLANNING COUNCIL CONSUMER DIRECTED PERSOANL ASSISTANCE PROGRAM

PERSONAL ASSISTANCE ACKNOWLEDGEMENT FORM

I have received the Consumer Directed Personal Assistant Handbook, and understand that
it is my responsibility to read and comply with the policies and rules outlined in the
handbook.

Personal Assistance ’s Signature Date

G ' HEA

X

HANDBOOKREC DOC 1072003



CHINESE-AMERICAN PLANNING COUNCIL HOMEFA'['TENDANT PROGRAM, INC.
CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM.

EMPLOYEE STATEMENT OF HIV CONFIDENTIALITY

I, the undersigned, understand the importance of observing strict HIV confidentiality policies. Therefore,
I agree not to discuss/release any information obtained within the agency regarding any Chinese-
American Planning Council Home Attendant Program, Inc. patient's HIV status, any patient's condition
with any individual not directly associated with Chinese-American Planning Council Home Attendant
Program, Inc. nor with Chinese-American Planning Council Home Attendant Program, Inc. employees
who are not directly associated with the patient. I also agree that any information that is released
regarding the patient's HIV status will only be done with proper authorization and/or in accordance with
established agency policy for the release of the information.

My signature on this document indicates that I understand and agree to abide by the aforementioned
policies, and that any breach in the aforementioned policies will result in implementation of the
Disciplinary procedure up to and including possible IMMEDIATE DISMISSAL from employment at

Chinese-American Planning Council Home Attendant Program, Inc.

Employee #:
Employee Name: )
Last Name # ' First Name %4
>( Date:
Employee's Signature & B8
Date:

Supervisor's Signature -

\\Clerical\Misc\H1V Confidential



CPCHAP, INC.

CHINESE-AMERICAN PLANNING COUNCIL
CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM
One York Street, 2™ Floor, New York, NY 10013
PHONE: (212) 219-8100
FAX: (212) 966-7371

EMPLOYMENT AT CHINESE-AMERICAN PLANNING COUNCIL
HOME ATTENDANT PROGRAM, INC.
CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM

APPLICANT Name (Print):

My signature below acknowledges that | am not an employee of Chinese-American Planning Council
Home Attendant Program, Inc. until | have been notified that | have successfully satisfied all pre-
employment hiring requirements set-forth by the New York State Department of Health (DOH).
Additionally, on at least one occasion | must be assigned to provide service toa
client/member/consumer within their home.

| have read this form and understand at what point | am an employee of Chinese-American Planning
Council Home Attendant Program, Inc. | was also given an opportunity to ask any questions to clarify
and gain a full understanding of when | am an employee of the Company . ‘

Date:

Applicant Signature: _2{




CHINESE-AMERICAN PLANNING COUNCIL
HOME ATTENDANT PROGRAM, INC.

CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM
1 York Street, 2™ Floor, New York, NY 10013
Phone: (212) 219-8100 Fax: (212) 966-7371

August 1, 2021
Dear Consumer/Designated Representative,

As your Fiscal Intermediary, Chinese-American Planning Council Home Attendant Program, Inc. (CPCHAP) wishes to inform you that
all Personal Assistant(s) employed by you will have Vacation and Sick time merged into Personal Time Off {(PTO) which is consistent
with other caregivers within our organization. We believe, and suspect you agree, that the critical work performed by the Personal
Assistant(s} employed by you should merit a paid time off bénefit package that is equitable to industry-wide standards.

Therefore, beginning October 1, 2021, all Personal Assistant’s will accrue paid time off (PTO) benefits as follows:
For every 17 hours worked each PA will accrue 1 hour of PTO
A maximum of 3.45 hours may be accrued per week
A maximum of 180 hours may be accrued per fiscal year (July 1 through June 30)
All unused PTO at the end of each fiscal year will be paid out to each Personal Assistant

Please note that CPCHAP will leave each PAs sick leave balance as of September 30, 2021, opened and available to cover statutory
waiting periods for either New York State Disability or Worker Compensation or Paid Family Leave during the period October 1,
2021, to September 30, 2022

Additionally, paid time off for holiday pay is being adjusted to mirror industry standards more closely. All Personal Assistants will
now have President’s Day added as a paid holiday and will be reimbursed an extra 1.0 times for hours worked on this holiday.
Please note that beginning October 1, 2021, only the Personal Assistant who works on the holiday will receive holiday pay for
working the holiday.

As required by NYS Department of Labor (DOL) all enhancements or changes in an employee’s reimbursement rate must be entered
on a DOL approved pay rate form (attached) and signed by each of your Personal Assistants. Please note these changes only affect
the PA’s reimbursement for work provided and does not affect any home care services provided to each consumer.

Please ensure that each of PA working for you fill out and print name/sign on each Page (total 4).
These forms can be returned to CPCHAP via three options:
1. Option#1: via MAIL
CPCHAP / Attn: HR Dept
1 York Street 2™ floor New York, NY 10013

2. Option#2: via FAX
To our fax number: (212) 966-7371 Attn: HR Dept
NOTE: Please make sure you fax the front and back page, total 4 pages.

3. Opton#3: via Scan & Email
To our e-mail address: TS@cpchap.org
NOTE: Please note that this is a government form and should be submitted by one of the above three options. Please do not email
a photo or picture of the form.
If you have any questions regarding the information contained in this letter, please contact the Fiscal Department for further
clarification.

Sincerely,
Chinese-American Planning Council

Home Attendant Program, Inc.
Consumer Directed Personal Assistance Program



NEW YORK

STATE OF
OPPORTUNITY.

Notice and Acknowledgement of Pay Rate and Payday
Under Section 195.1 of the New York State Labor Law

[CDPAP Health Coverage]
effective Oct. 1, 2022

for Home Care Aides Wage Parity and Other Jobs

1. Employer Information

Name:
Chinese-American Planning Council
Home Attendant Program, Inc.

Doing Business As (DBA) Name(s):

N/A
FEIN (optional):

Physical Address:

1 York Street 2nd floor
New York, NY 10013

Mailing Address:

1 York Street 2nd floor
New York, NY 10013

Phone: 212-219-8100

2. Notice given:
[] At hiring

[] Before achange in pay rate(s),
allowances claimed or payday

Note: Live-in employees must be paid at least
13 hours for each 24 hour period, provided
they receive 8 hours of sleep, with five hours
of uninterrupted sleep and 3 hours off for
meals. If an employee does not receive 5
hours of uninterrupted sleep, the employee
must be paid for all 8 hours. If the employee
does not receive meal periods free from duty,
the employee must be paid for all 3 hours
designated for meals.

LS 62 (9/20)

3. Employee’s Rate(s) of Pay for Each

Type of Work Shift:

$_17.00 per hour for weekdays
$_18.10 per hour for weekend
$_17.50 perhourfor mutual case

3a. Wage Parity Rates:

$_17.00 perhourforregular wage
$ 1.65 perhourfor additional wage
$ 2.44 per hour for supplemental wages*
. Allowances:
[X] None
[] Tips per hour
Meals per meal
H Lodging
[ ] Other

Regular Payday: Friday

Pay is:
[] Weekly

[X] Bi-weekly
[ ] Other:

Overtime Pay Rate(s) for each type of
work or shift:

Single Pay Rate: $ 25.50 per hour
This mustbe at least 12 times the worker’s
regular rate with few exceptions.

Wage Parity Pay Rate: $ 25.50 per hour
This mustbe at least 1% times the worker’s
regular rate with few exceptions.

Multiple Pay Rates: $ 25.50 per hour This
must be at least 1'% times the worker’s
Weighted average of the multiple rates of
pay for the week, with few exceptions.

8. Employee Acknowledgement:
On this date, | have been notified of
my pay rate, overtime rate (if eligible),
allowances, supplements and designated
payday. | told my employer what my
primary language is.

Check one:

[] I have been given this pay notice in
English, because it is my primary
language.

[ ] My primary language is
| have been given this pay notice in
English only, because the Department of
Labor does not yet offer a pay notice form
in my primary language.

Print Employee Name

Employee Signature

Date
Joyce Tan / Supervisory Bookkeeper

Preparer’s Name and Title

The employee must receive a signed
copy of this form. The employer must
keep the original for 6 years.

Please note: Itis unlawful foran employee
with protected class status to be paid less than
an employee without protected class status,

if they are performing substantially equal work.
Employers also may not prohibit employees
from discussing wages with their co-workers.

*Attach Wage Parity supplement notification
page 2.
Page 1of 2
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. . . [CDPAP Health Coverage]
LS 62 Notice to Wage Parity Home Care Aides - (cont’d)

Benefit Portion of Minimum Rate of Home Care Aide Total Compensation

Hourly Type of Name & Address Agreement/
Rate Supplement of Provider Plan Information
Identify plan or agreement that createsthe

Supplement $ XXX (Pension, Welfare, InCser;t Nanm e ;'agcrf A%qre}s_s’f')f benefit, e.g., Union Local No. 1 Collective

Number or Other) 0 gf’ y do'n Bg?v ’]Ef 10 Bargaining Agreement or Insurance

oviaing Beneti Company X Benefit Plan

Supplement EmblemHealth: 5 Water St New

Number 1 2.30 Health York, NY 10041 PPO Plan
Supplement - VOYA: One orange way ;

NUMber 2 0.14 Pension Windsor, CT 06095 CPC-CDPAP Pension Plan
Supplement

Number 3

*If wage supplements are paid as a single payment owed to multiple Taft-Hartley multiemployer plans, list only the following: (1) the total paid for the supplement
or benefit package; (2) the types of benefits includedin the package, e.g., pension, health and welfare, or other; (3) the name and address of the entity to whom
payment is sent; and (4) the relevant CBA or letter of assent as the agreement.

List any additional benefits and attach listing to this document.

Copies of the above listed agreements or summaries may be obtained by:

Employee Acknowledgement:

On this day | have been notified of my pay rate, overtime rate, allowances, supplements/benefits,
and designated payday provided on this form (LS 62) attached and this addendum on the date given below.

My primary language is | have been given this notice in my primary language [ ]Yes [ No.

Employee Name (Print):

Employee Signature: Date Signed:

Preparer’s Name and Title: Joyce Tan /Supervisory Bookkeeper

LS 62 (9/20) Page 2 of 2



NEW YORK

STATE OF
OPPORTUNITY.

Notice and Acknowledgement of Pay Rate and Payday
Under Section 195.1 of the New York State Labor Law

[CDPAP No Health Coverage]
effective Oct 1, 2022

for Home Care Aides Wage Parity and Other Jobs

1. Employer Information

Name:
Chinese-American Planning Council
Home Attendant Program, Inc.

Doing Business As (DBA) Name(s):

N/A
FEIN (optional):

Physical Address:

1 York Street 2nd floor
New York, NY 10013

Mailing Address:

1 York Street 2nd floor
New York, NY 10013

Phone: 212-219-8100

2. Notice given:
[] At hiring

[] Before achange in pay rate(s),
allowances claimed or payday

Note: Live-in employees must be paid at least
13 hours for each 24 hour period, provided
they receive 8 hours of sleep, with five hours
of uninterrupted sleep and 3 hours off for
meals. If an employee does not receive 5
hours of uninterrupted sleep, the employee
must be paid for all 8 hours. If the employee
does not receive meal periods free from duty,
the employee must be paid for all 3 hours
designated for meals.

LS 62 (9/20)

3. Employee’s Rate(s) of Pay for Each
Type of Work Shift:
$_17.00 per hour for weekdays
$_18.10 per hour for weekend
$_17.50 perhourfor mutual case

3a. Wage Parity Rates:

$ 19.30  per hour for regular wage
$ 1.65 per hour for additional wage
$ 0.14 per hour for supplemental wages*
4. Allowances:
[X] None
[] Tips per hour
Meals per meal
H Lodging
[ ] Other

Regular Payday: Friday

Pay is:
[] Weekly

[X] Bi-weekly
[ ] Other:

7. Overtime Pay Rate(s) for each type of
work or shift:

Single Pay Rate: $ 25.50 per hour
This mustbe at least 12 times the worker’s
regular rate with few exceptions.

Wage Parity Pay Rate: $28.95 per hour
This mustbe at least 12 times the worker’s
regular rate with few exceptions.

Multiple Pay Rates: $25.54 per hour

This mustbe at least 172 times the worker's
Weighted average of the multiple rates of
pay for the week, with few exceptions.

8. Employee Acknowledgement:
On this date, | have been notified of
my pay rate, overtime rate (if eligible),
allowances, supplements and designated
payday. | told my employer what my
primary language is.

Check one:

[] I have been given this pay notice in
English, because it is my primary
language.

[ ] My primary language is
| have been given this pay notice in
English only, because the Department of
Labor does not yet offer a pay notice form
in my primary language.

Print Employee Name

Employee Signature

Date
Joyce Tan / Supervisory Bookkeeper

Preparer’s Name and Title

The employee must receive a sighed
copy of this form. The employer must
keep the original for 6 years.

Please note: Itis unlawful foran employee
with protected class status to be paid less than
an employee without protected class status,

if they are performing substantially equal work.
Employers also may not prohibit employees
from discussing wages with their co-workers.

*Attach Wage Parity supplement notification
page 2.
Page 1of 2



. . . [CDPAP No Health Coverage]
LS 62 Notice to Wage Parity Home Care Aides - (cont’d)

Benefit Portion of Minimum Rate of Home Care Aide Total Compensation

Hourly Type of Name & Address Agreement/
Rate Supplement of Provider Plan Information
Identify plan or agreement that createsthe
Supplement $ XXX (Pension, Welfare, Inésggqt I\;anmi;agcrf ’:"jgzrzzg’ff benefit, e.g., Union Local No. 1 Collective
Number or Other) ,Qr y i Bg nefit Bargaining Agreement or Insurance
oviaing Beneti Company X Benefit Plan
Supplement VOYA: One orange wa )
NEPnbeM 0.14 Pension Windsor, CT 06085 Y CPC-CDPAP Pension Plan
Supplement
Number 2
Supplement
Number 3

*If wage supplements are paid as a single payment owed to multiple Taft-Hartley multiemployer plans, list only the following: (1) the total paid for the supplement
or benefit package; (2) the types of benefits includedin the package, e.g., pension, health and welfare, or other; (3) the name and address of the entity to whom
payment is sent; and (4) the relevant CBA or letter of assent as the agreement.

List any additional benefits and attach listing to this document.

Copies of the above listed agreements or summaries may be obtained by:

Employee Acknowledgement:

On this day | have been notified of my pay rate, overtime rate, allowances, supplements/benefits,
and designated payday provided on this form (LS 62) attached and this addendum on the date given below.

My primary language is | have been given this notice in my primary language [ ]Yes [ No.

Employee Name (Print):

Employee Signature: Date Signed:

Preparer's Name and Title: JOyce Tan / Supervisory Bookkeeper

LS 62 (9/20) Page 2 of 2



Employment Eligibility Verification USCIS

. Form I-9
Depgrtmeqt of Homel.and .Securlt}.f OMB No.1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

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 I-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.)

A lawful permanent resident (Enter USCIS or A-Number.) |

I

Eall Rl S

A noncitizen (other than Item Numbers 2. and 3. above) 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 R Form 1-94 Admission Number R Foreign Passport Number and Country of Issuance
correct. o o
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 F|rst/3:/y of Employment
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 08/01/23 Page 1 of 4



http://www.uscis.gov/I-9
https://www.uscis.gov/i-9
https://www.uscis.gov/i-9

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 |1-551 stamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

4. Employment Authorization Document
that contains a photograph (Form |-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 1-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

. 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

. 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, gender, height, eye color,

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

and address

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 |-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)

unable to present a document
listed above:

For persons under age 18 who are

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, ltem
Number 4. document, not a List C
document.

Acceptable Receipts

For receipt validity dates, see the M-274.

May be presented in lieu of a document listed above for a temporary period.

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
1-5651 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 1-9 Central for more information.

Form I-9 Edition 08/01/23

Page 2 of 4



https://www.uscis.gov/i-9-central/handbook-for-employers-m-274/60-evidence-of-status-for-certain-categories
https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
https://www.uscis.gov/i-9-central
https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions

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 07/31/2026
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 I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form 1-9.

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
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 08/01/23 Page 3 of 4



Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form 1-9
Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

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

Handbook for Employers: Guidance for Completing Form I-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
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

[] atternative 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.

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.

Form I-9 Edition 08/01/23 Page 4 of 4
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CHINESE-AMERICAN PLANNING COUNCIL, HOME ATTENDANT PROGRAM, INC.
CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM MCO/MLTC CONTRACTS
Telephone: 212-219-8100  Fax: 212-966-7371

AUTHORIZATION AGREEMENT
FOR DIRECT DEPOSIT OF PAYROLL
B BEREEE

[ hereby authorize my employer to deposit my net pay directly into my ( ) checking or ( ) savings account
(select one) and to initiate (if necessary) debit entries and adjustments for any credit entries to my account.

To ensure that my account is properly credited, I have attached a voided check from my checking account, or a
deposit slip from my savings account where my net pay will be deposited and completed the from below.

I agree that this authorization will remain in effect until I provide written notification to my employer
terminating this service.

Signature (Firma 2§42) Date (Fecha F#)

Last Name (Apellido %) First Name (Nombre £2)
0000000000000000000OO0I0VOONVNV0VNVNNOVNONN00000000ONN0IOOHOVNO0OVO00O00 000000

Name as it appears on your account Social Security Numbe.r
(Nombre como aparece en su cuenta fRf~_E#4 ) (Numero de Seguro Social T-f)
Address of your Bank

Name of your Bank (Nombre de banco $8{T4458

Routing Number (Numero de Banco ${755) Account Number (Numero de Cuenta #&= S 15)

Attach VOID Check from your bank in the space below
(Adjunte el cheque ANULADO de su banco en el espacio s5#5 LARLTR/ EEFHE)

Direct deposit.eng.spanish.chinese 2019



CHINESE-AMERICAN PLANNING COUNCIL HOME ATTENDANT P RAM,
ROG] INC.
1 York Street, 2* Floor, New York, NY 10013 Phone; (212) 219-8100 Fax: (212) %6-7371

HEPATITIS B VACCINE INFORMED CONSENT ™ :

TYPE 8 HEPATITS: Type B bopetitis s en infection of the Fvor esuxcd by the bepetits B virsa (HB VY omally tracsmicio by blood of blood products, or clox genasl costact,

I{?’AWEW&(PLOYEHEAIM Hopeticis crtsed by the beputitls B virus (HBV) & sn npradfiasble discase with & vesicty of prescotaioas md oo, K is
otimded tat 60-10% of poople who ere afexted do oot becone . Lo s ci Prioc iafoction e caly be detocted by p ofamtibody atlocd, Aot

g bfpamu f may eesult @ Kricos Bver Wojory which auy incapecitae & panoa for wocks o moaths with eppraxinatcly S:10% of parscas with pe 8 bopatitis
bmm:mnfdd:nw Dath occurns o J-1% of peticsts aither sa o reaclt of scote liver feierc of complieetions. HBY el tppeens W b6 & axasative faciorp e
devclopment of cxvdoely end Gver cencer,  Thare i 00 spoific trostmcnt o core foc bepelidns B infoction of dscasc.

HEPATIVIS B VACCINE: Hepatitts B vaccioe is 8 noa-ifections vmduchtxﬁodszmdvmaioo'géiluﬂ}mdtmvm (This veccine oril ot provest bepatitis
cmd.&):oﬁaaz_w.s.nd:ubqa‘!kh A. 003 A - 00a B Mepatitis vinuses, or othet viruscs kaown (o effect die Bver.), There B o cvideace dut the vaccine daelf ¥l csuse type
B hepuiitin, Full Gunanization roquires throe doscs of waceine given over s tix woalh period. The dyrtin of immoniy i kag-orm However, soamc persas do o ipoad 0 )

doses. . .

WOM-CPMMVAM Hepatitis B veociné i indicted for puecpibic ndividuads o ik foc ing hepetdis B bifection who Bave oot previocsly fud
cEnfext beputitiy B ifoction or heve 00 detectsble serom mibody o the rrost, This incfudes Bxfents bocy W mothers who bive & paditive test foc bepatics B virs od K7 2otigen

exposare o the bpditis B virms
ANTIBODY TESTNG: Saaccptidls individadts o eisk fof contractizg bopathis B infoctios quy roquest mithody testing priar 1o dociding whater of ool 8 goceive HBY
- » -

tod for Ddividmls with scrrely

WHO SHOULD PROBABLY NOT FAKE TNE VACCINE The hcpstitis 8 veccine © contraindicrtod fof progaint of oursirg wosh
fed cardSopatmonary sutn (b of sk of mtmedizc hyposousitivity reactica).

POSSILE VACONE SIDE EFFECTS: The obscrved incideoce of 1idocllects i wery fow. No serious wdc cffects have boca reporied widy the vacxoe, A fow poncas
operk 3 o4 rofacss ot the site of ijoction. Newset, uh, uud joist pan bave bom spodtad. A fowr-gids fover auay ehio occur, The potsidity exists it moce
scrioas sidectforts way b Kentificd with more extsastre me,

ooxerp

IF YOO HAVE RNY QUESTYONS ABOUT HEPATITLS B OR THE HEPATITIS B VACCINE, PLERSE ASK.

Bl &  ACCEPTANCE STATEMENT /ACCEPTO LA VACUNA

. "
1, : Bave read the ehavo stetemnt shout bepetitis B end the bepebitia B vaccine, $ have bud & oppocomaity
1 ask qoestins and mAarstand the beaclis md ritks of bepatits B Somsaizctica a3 they tre presendy known, | endersteod et # s rocoomendad Bt T ecesive tve dases of

viccine over s s-mth period. Howrever, a3 with ot oodiad restiaest, dierc @ 00 ¢ that | will become & ¢ ta HBY tafectha oc that § will ack axpesiacs ta
odvene sdodleet Grom e vaccine. 1 roquest hat thia viceincantibody testing be given b o, .

Signature of Person Receiving Vaccine/Testing

Addréss Date
Date Signature of Witness _
Date Vaccinated Lot #
1.
2.
3.

7 B E ReFusal STATEMENT/RECHEZO LA VACUNA

Nave read te shove infoamatica and scelizc that | amo putcatislfy ot incscase rsk of epowre oc

:
fetuce | contmue 16 have ocevpeboasl ¢apovars 1o bluod of othes

(Apalids, Novdore)
i,
devwlag<oet of bepalitis It alccten | thowne md 10 Kt ceve Gc Bepatitss 1§ vaccune ot dhes uasc i wibe
petcatah @attnut oty il [ want 1a be vacmkd wih l\qul:(ﬂ vacnee | cn IXQV: e vaccmatunr tesics at ao charge to me

(iédlu@ Firma :

[ pate/Time sjignature

. Si1ynature of Witness - _

Daté/Time

10


echen
Typewriter
                           


CHINESE-AMERICAN PLANNING COUNCIL HOME ATTENDANT PROGRAM, INC.

CONSUMER DIRECTED PERSOANL ASSISTANCE PROGRAM
ONE YORK STREET, 2" FLOOR, NEW YORK, NY10013
PHONE: (212)-219-8100 FAX: (212)-966-7371

Annual Tuberculosis Screening Questionnaire for Positive PPD Skin Test

Name
Last First Middle
Address
Home phone:( ) - Cell phone:( ) -
1. Have you ever had a TB skin test?Yes No Don’t know
If yes, please give date: . What was the result
If positive, please provide documentation and proof of chest x-ray after skin test.
2. Have you ever been told that you have TB? Yes_  No___ Ifyes, when
3. Have you ever been treated for TB infection or disease? Yes No

If yes, when? . Which medicines did you take

4. Do you currently have any of the following symptoms?

Symptoms Yes | No Comments

Cough longer than 2 weeks

Fever, chills, night sweats longer than 2 weeks
Weakness

Fatigue

Lack of appetite

Weight loss

Chest pain

Shortness of breath

Blood streaked sputum

5. Have you been exposed to anyone exhibiting any of the above signs and symptoms, or anyone
who has had active tuberculosis? Yes No

If yes, what type, if any, follow-up treatment did you receive?

If I should notice any of the above-mentioned signs or symptoms, I understand that I am to
immediately notify my physician and my employer.

HA. signature: X Date:

MD/RN signature: Date:

SC-Thquestionnairedoc




CHINESE-AMERICAN PLANNING COUNCIL HOME ATTENDANT PROGRAM, INC.

CONSUMER DIRECTED PERSOANL ASSISTANCE PROGRAM
ONE YORK STREET, 2"° FLOOR, NEW YORK, NY10013
PHONE: (212)-219-8100 FAX: (212)-966-7371

Cuestionario Annual de Tuberculosis Para Personas Positivas En L.a Prueba de Piel de PPD

UGS O R I A R O A N A A e T T T e i

Apellido: Nombre: Inicial
Direccion:
Telefono del hogar:( ) - Celular:( ) -
1. Ha tenido usted alguna vez una prueba de TB en la piel? Si No No Se

Si es si, de la fecha: . Cual fue el resultado?

Si es positivo, provea documentacion y prueba de placas de pecho despues de la prueba.
2. Le han dicho alguna vez ha tenido infeccion de TB? Si___ No Si es si, cuando?
3. Ha sido usted tratado/a por infeccion o enfermedad deTB? Si_ No

Si es si, cuando? . Cuales medicinas usted tomo?

4. Tiene usted actualmente algunos de estos sintomas?

Sintomas Si | No Comentarios

Tos por mas de dos semanas.

Fiebre, escalofrios, sudor nocturno por mas de
dos semanas.

Debilidad

Cansancio

Falto de apetito

Perdida de peso

Dolor en el pecho

Corto de respiracion

Esputo con rayas sangrientas

5. Ha sido usted expuesta/o a alguna persona que exhibe cualquiera de los sintomas o sefiales descritos
artiba o con alguien que ha tenido tuberculosis activa? Yes No

Si es si, que tipo de tratamiento, si alguno, usted recibio ?

Si yo notara algunos de los sintomas o sefiales descritos arriba, entiendo que debo de notificar
immediatamente a mi medico y mi patrono.

Firmal del paciente: Fecha:

Firma del doctor/enfermera: Fecha:

SC-tbquestionnaired-spanish2019



CHINESE-AMERICAN PLANNING COUNCIL HOME ATTENDANT PROGRAM, INC.
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CHINESE-AMERICAN PLANNING COUNCIL HOME ATTENDANT PROGRAM, INC.
(CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM)
I York Street 24 Floor New York, New York 10013
PHONE: (212) 219-8100 FAX: (212) 966-7371

VOLUNTARY REFUSAL OF INSURANCE FORM

I was given the opportunity to enroll in a group insurance plan offered by Chinese-American
Planning Council, H.A.P. Inc., Consumer Directed Personal Assistance Program and | have

voluntarily chosen NOT to participate in (to waive out of) the following individual pians offered
me (as indicated by my initials on the selected lines below).

Please initial each line where coverage is being waived.
——__ Refusal of BLUE CROSS BLUE SHIELD Vision Insurance
Refusal of BLUE CROSS BLUE SHIELD Dental Insurance
. Refusal of BLUE CROSS BLUE SHIELD Medical Insurance
I acknowledge thar ['am voluntarily waiving out of (refusing) these benefits cu&mtly Being offered
to me. Ialso acknowledge that I have been advised that | may reconsider this decision at a later

date, and participate (enroll) on the anniversary of the aforementioned coverages’ renewal dates.

Please indicate REASON FOR YOUR WAIVER OF COVERAGE by placing an “XX" on the
line of the reason for your waiver.

—_ENROLLED in MEDICAID Coverage (W1)
ENROLLED in MEDICARE PARTS 4, B and D Coverage (W2)
ENROLLED Under SPOUSE’S/DOMESTIC PARTNER’S Medical Coverage (W3)
ENROLLED Under PARENT(S) Coverage (Under Age 26) (W4)
ENROLLED in VETERANS (VA) OR MILITARY RETIREE BENEFITS (W5)

ENROLLED IN OTHER INSURANCE COVERAGE (W9) (please indicate)

OTHER REASONS (W10)
PRINT NAME: SSN#: -~ -
SIGNATURE: DATE: / /

Updated 3-1-2023



%‘(E)KVK Department of Taxation and Finance IT_2 1 04

stare Employee’s Withholding Allowance Certificate

2023 : New York State * New York City * Yonkers

First name and middle initial Last name Your Social Security number

Permanent home address (number and street or rural route) Apartment number Single or Head of household D Married D
Married, but withhold at higher single rate

City, village, or post office State ZIP code Note: If married but legally separated, mark an X in
the Single or Head of household box.

Are you a resident of New York City? ........... Yes [ No []

Are you a resident of Yonkers? ..................... Yes [] No []

Before making any entries, see the Note below, and if applicable, complete the worksheet in the instructions.
1 Total number of allowances you are claiming for New York State and Yonkers, if applicable (from line 19, if using worksheet) | 1

2 Total number of allowances for New York City (from line 31, if uSing WOrKSREEt) ...........ceeceeeiieeeeaiieeeiieeaeieaeaiiee e 2

Use lines 3, 4, and 5 below to have additional withholding per pay period under special agreement with your employer.

B I A T (] =1 (= YE= 11 4T 1V o | SRR 3
4 NEW YOrK City @MOUNL .. ...eiiiiiiiiiiie e ettt e e ettt e e e et e e e e e ettt e e e e e aasaeeaeeesateeeeeeeaassseeeaeeassseeaeeeansssnseeesasssneeesaanes 4
L (ol ] =T (STE=T0 0o 10 o | AU PRSPPI 5

| certify that | am entitled to the number of withholding allowances claimed on this certificate.

Penalty — A penalty of $500 may be imposed for any false statement you make that decreases the amount of money you have withheld
from your wages. You may also be subject to criminal penalties.

Employee’s signature Date

Employee: Give this form to your employer and keep a copy for your records. Remember to review this form once a year and update it
if needed.

Note: Single taxpayers with one job and zero dependents, enter 7 on lines 1 and 2 (if applicable). Married taxpayers with or without
dependents, heads of household or taxpayers that expect to itemize deductions or claim tax credits, or both, complete the worksheet in
the instructions. Visit www.tax.ny.gov (search: IT-2104-1) or scan the QR code below.

Employer: Keep this certificate with your records.

If any of the following apply, mark an X in each corresponding box, complete the additional information requested, and send an additional
copy of this form to New York State. See Employer in the instructions. Visit www.tax.nys.gov (search: IT-2104-1) or scan the QR code below.

A Employee claimed more than 14 exemption allowances for New York State ............. A |:|

B Employee is a new hire or a rehire ... B |:| First date employee performed services for pay (mm-dd-yyyy) (see Box B instructions): | |

You may report new hire information online instead of mailing the form to New York State. Visit www.nynewhire.com.

Note: Employers must report individuals under an independent contractor arrangement with contracts in excess of $2,500
using the online reporting website above, not Form IT-2104.

Are dependent health insurance benefits available for this employee? ............. Yes |:| No |:|

If Yes, enter the date the employee qualifies (mm-dd-yyyy): | |

Employer’s name and address (Employer: complete this section only if you are sending a copy of this form to the New York State Tax Department.) | Employer identification number

Chinese-American Planning Council Home Attendant Program, Inc.
1 York Street 2nd Fl. New York, NY 10013 133203211

Scan here

Sy :3

https://www.tax.ny.gov/r/it2104i-2023



. 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. 2 @ 23

Internal Revenue Service Your withholding is subject to review by the IRS.

Step 1: (@) First name and middle initial Last name (b) Social security number

Enter Address Does your name match the

Personal name on your social security

: 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) |:| Single or Married filing separately
|:| Married filing jointly or Qualifying surviving spouse

|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, other details, and privacy.

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

or Spouse Do only one of the following.

Works (a) Reserved for future use.

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate . . . . . . . . . .

TIP: If you have self-employment income, see page 2.

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 married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent )
and Other Multiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to

this the amount of any other credits. Enter the totalhere . . . . . . . . . . 3 |$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4a)|$
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and

want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . . . . . . . . . . . . . . . . . . . .. |4a0|%

(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
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
| t ber (EIN
Only Chinese-American Planning Council Home Attendant Program, Inc. employmen number (EIN)
1 York Street 2nd FI. New York, NY 10013
133203211

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2023)



Form W-4 (2023)

Page 2

General Instructions
Section references are to the Internal Revenue Code.

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. If too much is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your personal or financial situation would
change the entries on the form. For more information on
withholding and when you must furnish a new Form W-4,
see Pub. 505, Tax Withholding and Estimated Tax.

Exemption from withholding. You may claim exemption
from withholding for 2023 if you meet both of the following
conditions: you had no federal income tax liability in 2022
and you expect to have no federal income tax liability in
2023. You had no federal income tax liability in 2022 if (1)
your total tax on line 24 on your 2022 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, and 29), or (2)
you were not required to file a return because your income
was below the filing threshold for your correct filing status. If
you claim exemption, you will have no income tax withheld
from your paycheck and may owe taxes and penalties when
you file your 2023 tax return. To claim exemption from
withholding, certify that you meet both of the conditions
above by writing “Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not
complete any other steps. You will need to submit a new
Form W-4 by February 15, 2024.

Your privacy. If you have concerns with Step 2(c), you may
choose Step 2(b); if you have concerns with Step 4(a), you
may enter an additional amount you want withheld per pay
period in Step 4(c).

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay income and self-employment
taxes through withholding from your wages, you should
enter the self-employment income on Step 4(a). Then
compute your self-employment tax, divide that tax by the
number of pay periods remaining in the year, and include
that resulting amount per pay period on Step 4(c). You can
also add half of the annual amount of self-employment tax to
Step 4(b) as a deduction. To calculate self-employment tax,
you generally multiply the self-employment income by
14.13% (this rate is a quick way to figure your self-
employment tax and equals the sum of the 12.4% social
security tax and the 2.9% Medicare tax multiplied by
0.9235). See Pub. 505 for more information, especially if the
sum of self-employment income multiplied by 0.9235 and
wages exceeds $160,200 for a given individual.

Nonresident alien. If you’re a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form.

Specific Instructions

Step 1(c). Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work.

If you (and your spouse) have a total of only two jobs, you
may check the box in option (c). The box must also be
checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be
cut in half for each job to calculate withholding. This option
is roughly accurate for jobs with similar pay; otherwise, more
tax than necessary may be withheld, and this extra amount
will be larger the greater the difference in pay is between the
two jobs.

ﬂ Multiple jobs. Complete Steps 3 through 4(b) on only
one Form W-4. Withholding will be most accurate if
you do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return. To qualify for the child tax credit, the child must
be under age 17 as of December 31, must be your
dependent who generally lives with you for more than half
the year, and must have the required social security number.
You may be able to claim a credit for other dependents for
whom a child tax credit can’t be claimed, such as an older
child or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependents and enter the total amount in
Step 3. Including these credits will increase your paycheck
and reduce the amount of any refund you may receive when
you file your tax return.

Step 4 (optional).

Step 4(a). Enter in this step the total of your other
estimated income for the year, if any. You shouldn’t include
income from any jobs or self-employment. If you complete
Step 4(a), you likely won’t have to make estimated tax
payments for that income. If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the
Deductions Worksheet, line 5, if you expect to claim
deductions other than the basic standard deduction on your
2023 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering
an amount here will reduce your paycheck and will either
increase your refund or reduce any amount of tax that you
owe.

CAUTION



Form W-4 (2023)

Page 3

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

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional

tables.

1 Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one

job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skip to line 3 .

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2c below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter that value on line 2a .

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount
on line 2b

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

Enter the number of pay periods per year for the highest paying job. For example, if that JOb pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc.

Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amount you want withheld)

2a

2b
2c

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

R

Enter an estimate of your 2023 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to

$10,000), and medical expenses in excess of 7.5% of yourincome . . . . . . . . . . . . 1 $

¢ $27,700 if you’re married filing jointly or a qualifying surviving spouse

2 Enter: ¢ $20,800 if you’re head of household

» $13,850 if you’re single or married filing separately

3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater

than line 1, enter “-0-”

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of FormW-4 . . . . . . . . . . . 5

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
territories for use in administering their tax laws; and to the Department of Health
and Human Services for use in the National Directory of New Hires. We may also
disclose this information to other countries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103.

The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your income tax return.

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.



Form W-4 (2023) Page 4
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable $0- [$10,000 - |$20,000 - | $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9,999 $0 $0 $850 $850 | $1,000 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,870
$10,000 - 19,999 0 930 1,850 2,000 2,200 2,220 2,220 2,220 2,220 2,220 3,200 4,070
$20,000 - 29,999 850 1,850 2,920 3,120 3,320 3,340 3,340 3,340 3,340 4,320 5,320 6,190
$30,000 - 39,999 850 2,000 3,120 3,320 3,520 3,540 3,540 3,540 4,520 5,520 6,520 7,390
$40,000 - 49,999| 1,000 2,200 3,320 3,520 3,720 3,740 3,740 4,720 5,720 6,720 7,720 8,590
$50,000 - 59,999| 1,020 2,220 3,340 3,540 3,740 3,760 4,750 5,750 6,750 7,750 8,750 9,610
$60,000 - 69,999| 1,020 2,220 3,340 3,540 3,740 4,750 5,750 6,750 7,750 8,750 9,750 | 10,610
$70,000 - 79,999| 1,020 2,220 3,340 3,540 4,720 5,750 6,750 7,750 8,750 9,750 | 10,750 | 11,610
$80,000 - 99,999| 1,020 2,220 4,170 5,370 6,570 7,600 8,600 9,600 | 10,600 | 11,600 | 12,600 | 13,460
$100,000 - 149,999 1,870 4,070 6,190 7,390 8,590 9,610 | 10,610 | 11,660 | 12,860 | 14,060 | 15,260 | 16,330
$150,000 - 239,999 2,040 4,440 6,760 8,160 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,580 | 16,780 | 17,850
$240,000 - 259,999 2,040 4,440 6,760 8,160 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,580 | 16,780 | 17,850
$260,000 - 279,999 2,040 4,440 6,760 8,160 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,580 | 16,780 | 18,140
$280,000 - 299,999 2,040 4,440 6,760 8,160 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,870 | 17,870 | 19,740
$300,000 - 319,999 2,040 4,440 6,760 8,160 9,560 | 10,780 | 11,980 | 13,470 | 15,470 | 17,470 | 19,470 | 21,340
$320,000 - 364,999 2,040 4,440 6,760 8,550 | 10,750 | 12,770 | 14,770 | 16,770 | 18,770 | 20,770 | 22,770 | 24,640
$365,000 - 524,999 2,970 6,470 9,890 | 12,390 | 14,890 | 17,220 | 19,520 | 21,820 | 24,120 | 26,420 | 28,720 | 30,880
$525,000 and over 3,140 6,840 | 10,460 | 13,160 | 15,860 | 18,390 | 20,890 | 23,390 | 25,890 | 28,390 | 30,890 | 33,250
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable $0- [$10,000 - |$20,000 - [ $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - [$100,000 - {$110,000
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9,999 $310 $890 $1,020 $1,020 $1,020 $1,860 $1,870 $1,870 $1,870 $1,870 $2,030 $2,040
$10,000 - 19,999 890 1,630 1,750 1,750 2,600 3,600 3,600 3,600 3,600 3,760 3,960 3,970
$20,000 - 29,999 1,020 1,750 1,880 2,720 3,720 4,720 4,730 4,730 4,890 5,090 5,290 5,300
$30,000 - 39,999 1,020 1,750 2,720 3,720 4,720 5,720 5,730 5,890 6,090 6,290 6,490 6,500
$40,000 - 59,999 1,710 3,450 4,570 5,570 6,570 7,700 7,910 8,110 8,310 8,510 8,710 8,720
$60,000 - 79,999 1,870 3,600 4,730 5,860 7,060 8,260 8,460 8,660 8,860 9,060 9,260 9,280
$80,000 - 99,999 1,870 3,730 5,060 6,260 7,460 8,660 8,860 9,060 9,260 9,460 10,430 11,240
$100,000 - 124,999 2,040 3,970 5,300 6,500 7,700 8,900 9,110 9,610 10,610 11,610 12,610 13,430
$125,000 - 149,999 2,040 3,970 5,300 6,500 7,700 9,610 10,610 11,610 12,610 13,610 14,900 16,020
$150,000 - 174,999 2,040 3,970 5,610 7,610 9,610 11,610 12,610 13,750 15,050 16,350 17,650 18,770
$175,000 - 199,999 2,720 5,450 7,580 9,580 11,580 13,870 15,180 16,480 17,780 19,080 20,380 21,490
$200,000 - 249,999 2,900 5,930 8,360 10,660 12,960 15,260 16,570 17,870 19,170 20,470 21,770 22,880
$250,000 - 399,999 2,970 6,010 8,440 10,740 13,040 15,340 16,640 17,940 19,240 20,540 21,840 22,960
$400,000 - 449,999 2,970 6,010 8,440 10,740 13,040 15,340 16,640 17,940 19,240 20,540 21,840 22,960
$450,000 and over 3,140 6,380 9,010 11,510 14,010 16,510 18,010 19,510 21,010 22,510 24,010 25,330
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable $0- [$10,000 - |$20,000 - | $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - [$100,000 - {$110,000
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000

$0- 9,999 $0 $620 $860 | $1,020 | $1,020 | $1,020 | $1,020 | $1,650 | $1,870 | $1,870 | $1,890 | $2,040
$10,000 - 19,999 620 1,630 2,060 2,220 2,220 2,220 2,850 3,850 4,070 4,090 4,290 4,440
$20,000 - 29,999 860 2,060 2,490 2,650 2,650 3,280 4,280 5,280 5,520 5,720 5,920 6,070
$30,000 - 39,999 1,020 2,220 2,650 2,810 3,440 4,440 5,440 6,460 6,880 7,080 7,280 7,430
$40,000 - 59,999 1,020 2,220 3,130 4,290 5,290 6,290 7,480 8,680 9,100 9,300 9,500 9,650
$60,000 - 79,999 1,500 3,700 5,130 6,290 7,480 8,680 9,880 | 11,080 | 11,500 | 11,700 | 11,900 | 12,050
$80,000 - 99,999 1,870 4,070 5,690 7,050 8,250 9,450 | 10,650 | 11,850 | 12,260 | 12,460 | 12,870 | 13,820
$100,000 - 124,999 2,040 4,440 6,070 7,430 8,630 9,830 | 11,030 | 12,230 | 13,190 | 14,190 | 15,190 | 16,150
$125,000 - 149,999| 2,040 4,440 6,070 7,430 8,630 9,980 | 11,980 | 13,980 | 15,190 | 16,190 | 17,270 | 18,530
$150,000 - 174,999 2,040 4,440 6,070 7,980 9,980 | 11,980 | 13,980 | 15,980 | 17,420 | 18,720 | 20,020 | 21,280
$175,000 - 199,999 2,190 5,390 7,820 9,980 | 11,980 | 14,060 | 16,360 | 18,660 | 20,170 | 21,470 | 22,770 | 24,030
$200,000 - 249,999 2,720 6,190 8,920 | 11,380 | 13,680 | 15,980 | 18,280 | 20,580 | 22,090 | 23,390 | 24,690 | 25,950
$250,000 - 449,999 2,970 6,470 9,200 | 11,660 | 13,960 | 16,260 | 18,560 | 20,860 | 22,380 | 23,680 | 24,980 | 26,230
$450,000 and over 3,140 6,840 9,770 | 12,430 | 14,930 | 17,430 | 19,930 | 22,430 | 24,150 | 25,650 | 27,150 | 28,600
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CHINESE-AMERICAN PLANNING COUNCIL CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAMINC.
NOTIFICATION OF PERSONAL ASSISTANT PLACEMENT

\PA-Notifn doc

Date HHf / /
Personal Assistant # Name of PA: - )
‘ Last First 24
Social Security No T -R%%H5 :
Address:
Mgk
Telephone #: Mobile #
BiE Fi
Consumer #:
‘Address:
Telephone #: . __Mobile #
Starting Date: Termination Date:
Reason for Termination:
Schedule Starting Date New Schedule Date New Schedule Date
From 7o From To From To
Sat Sat Sat
Sun Sun Sun
Mon Mon Mon
Tue Tue . Tue
Wed Wed Wed
Thur Thur Thur
Fri Fri Fri
D Duty Free D Duty Free D Duty Free
Personnel Specialist:
1072005



CHINESE-AMERICAN PLANNING COUNCIL CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM

PERSONAL ASSISTANT LEAVE RECORD

PA Name: SS #:
s TR
Date L f Pay Dat
) eave 0 ay Date
Vacation Sick Leave Absence Hrs. Paid

From

PALEAVE.REDOC

1012005



New Health Insurance Marketplace Coverage .
ONB No. 1200129

Optlons and Your Health Coverage (expires 11-30:2013)

PART A Gn eral | o

Whan key parts of the heaith care law take effect in 2014, there will be a new way to buy health insurance: the Health

Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic

information about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Markelplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace

offers “one-stop shopping” to find and compare private health insurance options. You may also be eligible for a new kind of tax

credit that lowers your monthly premium right away. Open enrollment for health insurance coverage through the Marketplace

begins in October 2013 for coverage starting as early as January 1, 2014.

Canl Save Money an my Health Insurance Premiums in the Marketplace?
You may quallf}"to save money and lower your monthly premium, but only if your employer does nol offer coverage, or offers

che’rage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on your
household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes:If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax
credit through the Marketplace and may wish to enroll in your employer's heaith plan. However, you may be eligible for a tax
credit that lowers your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you
at all or does not offer coverage that meaets certain standards. If the cost of a plan from your employer that would cover you
(and not any other members of your family) is more than 9.5% of your household income for the year, or if the coverage your

employer provides does not meet the "minimum value" standard set by the Affordable Care Act, you may be eligible for a tax

credit.?

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer,
then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as
well as your employee contribution to employer-offered coverage- is often excluded from income for Federal and State income

tax purposes. Your payments for coverage through the Marketplace are made on an after-tax basis.

How Can | Get More Information?
For more information about your coverage offered by your employer, please check your summary plan description or contact

Chinese-American Planning Council Home Attendant Program, Inc. (CDPAPR)
The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace
and its cost. Please visit HealthCare.gov for more information, including an online application for health insurance coverage

and contact information for a Health Insurance Marketplace in your area.

1 e . -
An employer-sponsored health plan meels the “minimum value standard” it the plan’s share of the total allowed benelit cosls covered by the

plan is no less than GO percent of such cosls



PART B: Information About Health Coverage Offered by Your Employer.

This section contains Information about any health coveraga offered by your employer. |f you decide to complete an application

for coveraige in the Markelplace, you will be asked to provide this information. This information is numbered to correspond to
the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)

Chinese-American Planning Council Home Attendant Program, inc.

133203211

5. Employer address . 6. Employer phone number

1 York Street, 2 Floor 212-219-8100
7.Clty 8. State 9, ZIP code
New York New York 10013
10. Who can we contact about employee health coverage at this job?
Zhen Ming Li
11. Phone number (if different from above) 12, Emall address

zmli@cpchap.org

Here is some basic information abbut health covérage offered by this employer:
«As your employer, we offer a health plan to:

O Alf employees. Eligible employees are:

ﬂ Some employees. .Eligible employees are: 80 hours paid during a month for 3 consecutive:months and 30
days waiting perlod.

«\With respeéi to dependents:

®{ We do offer coverage. Eligible dependents are:
Erﬁploye‘é and Spouse cost per pay period $110
- Employee and Children cost per pay perlod $100 i
Employee; Spouse and Children cost per pay period $160

0O We do not offer coverage.

ﬂ [f checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be
" affordable, based on employee wages.

aw

Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount
through the Marketplace. The Marketplace will use your household income, along with other factors, to determine
whether you may be eligible for a premium discount, If, for example, your wages vary from week to week (perhaps
you are an hourly erﬁployee or you work on a commission basis), if you are newly employed mid-year, or if you
have other income losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the employer
| informalion you'll enter when you visit MHeallhCare.gov to find out if you can get a lax credit to lower your monthly premiums.
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CHINESE-AMERICAN PLANNING COUNCIL
HOME ATTENDANT PROGRAM. INC.

Tel: 212-219-8100 Fax: 212-966-7371

NOTICE OF HOME CARE PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

USE AND DISCLOSURE OF HEALTH INFORMATION

CPC Home Attendant Program, Inc. may use your health information,
information that constitutes protected health information as defined in the Privacy Rule
of the Administrative Simplification provisions of the Health Insurance Portability and
Accountability Act of 1996, for purposes of providing you treatment, obtaining payment
for your care and conducting health care operations. The Agency has established
policies to guard against unnecessary disclosure of your health information.

THE FOLLOWING IS A SUMMARY OF THE CIRCUMSTANCES UNDER WHICH
AND PURPOSES FOR WHICH YOUR HEALTH INFORMATION MAY BE USED
AND DISCLOSED:

To Provide Treatment. The Agency may use your health information to
coordinate care within the Agency and with others involved in your care, such as your
attending physician and other health care professionals who have agreed to assist the
Agency in coordinating care. For example, physicians involved in your care will need
information about your symptoms in order to prescribe appropriate medications. The
Agency also may disclose your health care information to individuals outside of the
Agency involved in your care including family members, pharmacists, suppliers of
medical equipment or other health care professionals.

To Obtain Payment. The Agency may include your health information in
invoices to collect payment from third parties for the care you receive from the Agency.
For example, the Agency may be required by your health insurer to provide information
regarding your health care status so that the insurer will reimburse you or the Agency.
The Agency also may need to obtain prior approval from your insurer and may need to
explain to the insurer your need for home care and the services that will be provided to
you.

To Conduct Health Care Operations. The Agency may use and disclose
health information for its own operations in order to facilitate the function of the Agency
and as necessary to provide quality care to all of the Agency ‘s patients. Health care




NOTICE OF HOME CARE PRIVACY PRACTICES

operations includes such activities as:

- Quality assessment and improvement activities.
- Activities designed to improve health or reduce health care costs.
- Protocol development, case management and care coordination.

- Contacting health care providers and patients with information about

treatment alternatives and other related functions that do not include
treatment.

- Professional review and performance evaluation.

- Training programs including those in which students, trainees or practitioners
in health care learn under supervision.

- Training of non-health care professionals.
- Accreditation, certification, licensing or credentialing activities.

- Review and auditing, including compliance reviews, medical reviews, legal
services and compliance programs.

- Business planning and development including cost management and
planning related analyses and formulary development.

- Business management and general administrative activities of the Agency.

- Fundraising for the benefit of the Agency.
For example the Agency may use your health information to evaluate its staff
performance, combine your health information with other Agency patients in
evaluating how to more effectively serve all Agency patients, disclose your health
information to Agency staff and contracted personnel for training purposes, use your
health information to contact you as a reminder regarding a visit to you, or contact

you as part of general fundraising and community information mailings (unless you
tell us you do not want to be contacted).

_ ‘For Fundraising Activities. The Agency may use information about you
including your name, address, phone number and the dates you received care in order
to contact you to raise money for the Agency. The Agency may also release this




NOTICE OF HOME CARE PRIVACY PRACTICES

information to a related Agency foundation. If you do not want the Agency to contact
you, notify CPC Home Attendant Program at 212.219.8100 and indicate that you do not
wish to be contacted.

For Appointment Reminders. The Agency may use and disclose your healt'h_
information to contact you as a reminder that you have an appointment for a home visit.

For Treatment Alternatives. The Agency may use and disclose your hea_lth
information to tell you about or recommend possible treatment options or alternatives
that may be of interest to you.

THE FOLLOWING IS A SUMMARY OF THE CIRCUMSTANCES UNDER WHICH AND
PURPOSES FOR WHICH YOUR HEALTH INFORMATION MAY ALSO BE USED AND
DISCLOSED.

When Legally Required. The Agency will disclose your health information when
it is required to do so by any Federal, State or local law.

When There Are Risks to Public Health. The Agency may disclose your health
information for public activities and purposes in order to:

- Prevent or control disease, injury or disability, report disease, injury,_vital
events such as birth or death and the conduct of public health surveillance,
investigations and interventions.

- Report adverse events, product defects, to track products or e_nable prc_)duct
recalls, repairs and replacements and to conduct post-marketlng sur\_lelllance
and compliance with requirements of the Food and Drug Administration.

- Notify a person who has been exposed to a communicable disease or who
may be at risk of contracting or spreading a disease.

- Notify an employer about an individual who is a member of the workforce as
legally required.

To Report Abuse, Neglect Or Domestic Violence. The Agency is allowed to
notify government authorities if the Agency believes a patient is the victim of abuse,
neglect or domestic violence. The Agency will make this disclosure only when
specifically required or authorized by law or when the patient agrees to the disclosure.

To Conduct Health Oversight Activities. The Agency may disclose your
health information to a health oversight agency for activities including audits, c;v:[
administrative or criminal investigations, inspections, licensure or disciplinary action.




NOTICE OF HOME CARE PRIVACY PRACTICES

The Agency, however, may not disclose your health information if you are the subject of

an investigation and your health information is not directly related to your receipt of
health care or public benefits.

In Connection With Judicial And Administrative Proceedings. The Agency
may disclose your health information in the course of any judicial or administrative
proceeding in response to an order of a court or administrative tribunal as expressly
authorized by such order or in response to a subpoena, discovery request or other
lawful process, but only when the Agency makes reasonable efforts to either notify you
about the request or to obtain an order protecting your health information.

For Law Enforcement Purposes. As permitted or required by State law, the

Agency may disclose your health information to a law enforcement official for certain
law enforcement purposes as follows:

- As required by law for reporting of certain types of wounds or other physical

injuries pursuant to the court order, warrant, subpoena or summons or similar
process.

- For the purpose of identifying or locating a suspect, fugitive, material witness
or missing person.

- Under certain limited circumstances, when you are the victim of a crime.

- To a law enforcement official if the Agency has a suspicion that your death
was the result of criminal conduct including criminal conduct at the Agency.

- In an emergency in order to report a crime.

To Coroners And Medical Examiners. The Agency may disclose your health
information to coroners and medical examiners for purposes of determining your cause
of death or for other duties, as authorized by law.

To Funeral Directors. The Agency may disclose your health information to
funeral directors consistent with applicable law and if necessary, to carry out their duties
with respect to your funeral arrangements. If necessary to carry out their duties, the
Agency may disclose your health information prior to and in reasonable anticipation of
your death.

For Organ, Eye Or Tissue Donation. The Agency may use or disclose your
health information to organ procurement organizations or other entities engaged in the

procurement, banking or transplantation of organs, eyes or tissue for the purpose of
facilitating the donation and transplantation.
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For Research Purposes. The Agency may, under very select circumstances,
use your health information for research. Before the Agency discloses any of your
health information for such research purposes, the project will be subject to an
extensive approval process.

In the Event of A Serious Threat To Health Or Safety. The Agency may,
consistent with applicable law and ethical standards of conduct, disclose your health
information if the Agency, in good faith, believes that such disclosure is necessary to
prevent or lessen a serious and imminent threat to your health or safety or to the health
and safety of the public.

For Specified Government Functions. In certain circumstances, the Federal
regulations authorize the Agency to use or disclose your health information to facilitate
specified government functions relating to military and veterans, national security and
intelligence activities, protective services for the President and others, medical suitability
determinations and inmates and law enforcement custody.

For Worker's Compensation. The Agency may release your health information
for worker's compensation or similar programs.

AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION

Other than is stated above, the Agency will not disclose your health information
other than with your written authorization. If you or your representative authorizes the
Agency to use or disclose your health information, you may revoke that authorization in
writing at any time.

YOUR RIGHTS WITH RESPECT TO YOUR HEALTH INFORMATION

You have the following rights regarding your health information that the Agency
maintains:

- Right to request restrictions. You may request restrictions on certain uses
and disclosures of your health information. You have the right to request a limit
on the Agency ‘s disclosure of your health information to someone who is
involved in your care or the payment of your care. However, the Agency is not
required to agree to your request. If you wish to make a request for restrictions,
please contact CPC Home Attendant Program at 212.219.8100.

- Right to receive confidential communications. You have the right to
request that the Agency communicate with you in a certain way. For
example, you may ask that the Agency only conduct communications
pertaining to your health information with you privately with no other family
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members present. If you wish to receive confidential communications, please
contact CPC Home Attendant Program at 212.219.8100. The Agency will
not request that you provide any reasons for your request and will attempt to
honor your reasonable requests for confidential communications.

Right to inspect and copy your health information. You have the right to
inspect and copy your health information, including billing records. A request
to inspect and copy records containing your health information may be made
to CPC Home Attendant Program, Inc. If you request a copy of your health
information, the Agency may charge a reasonable fee for copying and
assembling costs associated with your request.

Right to amend health care information. You or your representative have
the right to request that the Agency amend your records, if you believe that
your health information is incorrect or incomplete. That request may be made
as long as the information is maintained by the Agency. A request for an
amendment of records must be made in writing to CPC Home Attendant
Program, Inc. The Agency may deny the request if it is not in writing or does
not include a reason for the amendment. The request also may be denied if
your health information records were not created by the Agency, if the records
you are requesting are not part of the Agency's records, if the health
information you wish to amend is not part of the health information you or
your representative are permitted to inspect and copy, or if, in the opinion of

the Agency, the records containing your health information are accurate and
complete.

Right to an accounting. You or your representative have the right to
request an accounting of disclosures of your health information made by the
Agency for certain reasons, including reasons related to public purposes
authorized by law and certain research. The request for an accounting must
be made in writing to CPC Home Attendant Program, Inc. The request
should specify the time period for the accounting starting on or after April 14,
2003. Accounting requests may not be made for periods of time in excess of
six (6) years. The Agency would provide the first accounting you request
during any 12-month period without charge. Subsequent accounting requests
may be subject to a reasonable cost-based fee.

Right to a paper copy of this notice. You or your representative have a
right to a separate paper copy of this Notice at any time even if you or your
representative have received this Notice previously. To obtain a separate
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paper copy, please contact CPC Home Attendant Program at
212-219-8100.

DUTIES OF THE AGENCY

The Agency is required by law to maintain the privacy of your health information
and to provide to you and your representative this Notice of its duties and privacy
practices. The Agency is required to abide by the terms of this Notice as may be
amended from time to time. The Agency reserves the right to change the terms of its
Notice and to make the new Notice provisions effective for all health information that it
maintains. [f the Agency changes its Notice, the Agency will provide a copy of the
revised Notice to you or your appointed representative. You or your personal
representative have the right to express complaints to the Agency and to the Secretary
of DHHS if you or your representative believe that your privacy rights have been
violated. Any complaints to the Agency should be made in writing to CPC Home
Attendant Program, Inc. The Agency encourages you to express any concerns you
may have regarding the privacy of your information. You will not be retaliated against in
any way for filing a complaint.

CONTACT PERSON

The Agency has designated Karina Lee, RN, Director of Patient Services as
its contact person for all issues regarding patient privacy and your rights under the
Federal privacy standards. You may contact CPC Home Attendant Program, Inc.,

Telephone: 212-219-8100 Fax: 212-966-7371
EFFECTIVE DATE

This Notice is effective April 14, 2003.

IF YOU HAVE ANY QUESTIONS REGARDING THIS NOTICE, PLEASE CONTACT
Karina Lee at 212-219-8100.




CHINESE-AMERICAN PLANNING COUNCIL
HOME ATTENDANT PROGRAM, INC.

1 York Street, 2nd Floor
New York, NY 10013
Phone: (212) 219-8100

Fax: (212) 966-7371

Personal Assistant Wages
Location : 003, 927
(Pay Rate Effective 10/01/2022)

Weekday Weekend
Rate Rate
Traditional Case $ 17.00 | $ 18.10
Mutual Case $ 1750 | $ 18.60
Live - In
Traditional Case $ 221.00 | $ 235.30
Mutual Case $ 22750 | $ 241.80

** Overtime rate: $25.50 (weekday or weekend, mutual or not)

Paid Holidays:

. New Year's Day

. Martin Luther King Day
. Memorial Day

. President's Day

. Independence Day

. Labor Day

. Thankksgiving Day

. Christmas Day
.Juneteenth Day

O© 00 NO Ol WDN K-

Holidays: Employees will be paid additional 1.0 times for worked holiday.
If worked on obaserved-holiday, NO additional pay is applicable.

Home Care Employee wages Rev. 10/4/2022




CHINESE-AMERICAN PLANNING COUNCIL HOME ATTENDANT PROGRAM, INC.
CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM

PERSONAL ASSISTANT WAGES AND BENEFITS

A. Eligibility

To become a participant, Personal Assistant must have 80 or more “hours worked” per month for
three (3) consecutive calendar months. Personal Assistant will then become a participant one
calendar month later. As long as Personal Assistants are eligible, their spouses and dependent
children are covered for many (but not all) of the benefits to which personal assistant is entitled.
Employee Contribution: $18 per pay period
Family and Dependents Premium;
General Health Insurance: Spouse: $110 per pay period

Child(ren): $100 per pay period

Spouse + Child(ren) $160 per pay period

Dental: Spouse: $4 per pay period Vision: Spouse: $3 per pay period
Child(ren): $4 per pay period Child(ren): $3 per pay period
Spouse + children: $8 per pay period Spouse + child(ren): $5 ppp
B. Wages

1. Personal Assistants shall receive a Base Rate of Pay of $17.00 for each hour of work for
single consumers with $0.50 differential for mutual clients, regardless of the number of
hours completed with the employer.

2. Personal Assistants who work on weekends (Saturday and Sunday) shall also receive a
differential of $1.10 per hour of work up to a maximum of 13 hours.

3. Personal Assistants assigned to consumers designated as “Live-In” cases shall receive no
less than $17.00 per hour for all hours worked, excluding eight (8) hours of unpaid sleep time and
three (3) hours of unpaid duty-free mealtime or break periods.

4. Overtime Pay Rate: $25.50 per hour if working over 40 hours per week.

Spread of Hours —An additional hour of pay isended as of October 1, 2022.

6. Seventh day worked — Those employees who had verified schedules for 7 consecutive days,
which would make them eligible for overtime for all the hours worked on the 7th day,
regardless of the total number of hours worked during the week.

o

C. Fringes

1. Pay Time Off
Personal Assistants shall accrue Pay Time Off (PTO) from their
initial date of employment at the rate of one hour PTO
for every seventeen (17) hours of work up to a maximum of
3.45 hours per week. A maximum of 180 hours may be accrued per
fiscal year. All unused PTO will be paid out to all Personal Assistants
at the end of each fiscal year.

2. Holidays Eligible Personal Assistants shall be paid holiday only when
the holiday falls on a day that the employee is scheduled to
work.

Each Personal Assistant is eligible for the following holidays:

* 1. New Year’s Day
2. Martin Luther King Day

Revised 11-11-2022 1



3. Memorial Day
4. President’s Day
5 July 4™

6. Labor Day

7. Thanksgiving Day
8. Christmas

9. Juneteenth

Each Personal Assistant who works on those holidays
shall be paid one (x1) time as wages for all hours
worked.

6. Jury Duty Personal Assistants are required to serve on jury duty
shall receive pay for scheduled work time upon submission
of written proof executed by the administrator of the court
at the amount equal to their base pay less their pay for
jury duty.

7. Bereavement Personal Assistants may, upon request, receive a maximum of three
consecutive days off with pay in the event of death of an
immediate family member upon submission of sufficient
verification of death.

8. Training The Personal Assistant will receive 40 or 60-hour basic training or
certification with pay. Each Personal Assistant can use the annual
training budget up to 40 hours.

9. Other Benefits  If Personal Assistants meet the statutory requirements, you become
insured under:

Worker’s Compensation

New York State Disability

New York State Unemployment Insurance

Family & Medical Leave

10. Paid Family Leave
On 1/1/2018, Paid Family Leave launches in New York State. All CPCHAP eligible Employees
will be entitled for the Paid Family Leave that is added to our existing disability insurance policy
at the expense of employer.
Eligibility
For Full-time employees- employees with a regular work schedule of 20 or more hours per week-
are eligible after 26 consecutive weeks of employment.
Part-time employees- employees with a regular work schedule of less than 20 hours per week- are
eligible after working 175 days, which do not need to be consecutive.
All eligible employees shall be provided through a short-term disability carrier, Standard
Life Insurance Security Health Plan
Provide up to 12 weeks of paid family leave to eligible employees who take time off from
work to care for family members.

11. COVID-19 Sick Leave

COVID-19 sick leave pays up to 14 days, 80 hours to home care workers (HCW) who are
directed to quarantine or isolate by their employer or their doctors.

Revised 11-11-2022 2



D. Others

1. Medical

2. Pension

Eligible Personal Assistants shall be provided Hospital,

Medical/Surgical, Optical and Prescription Drugs

through the Major Medical with Oxford Health, Dental with Aetha DMO,
Vision with Aetna and Term Life Insurance/AD&D with Aetna Life
Insurance Co. The Benefit Fund coverage is also extended to an eligible
employee’s spouse and children. Co-pay: $25 per doctor office visit

a. Hospital — Full in-patient hospital care up to 365 days each

year. This includes medical/surgical care, maternity care,

neonatal care, kidney dialysis, physical therapy and physical
medicine. Limited hospital cares for alcohol and/or drug
detoxification and mental and nervous disorders. Outpatient

hospital care includes emergency room treatment, outpatient

surgery, pre-surgical tests, alcohol and drug rehabilitation,
chemotherapy and kidney dialysis. Hospice care (up to 210

days) is also provided. Co-pay: $100 per Emergency Room Visit (waived if
admitted as inpatient, $250 per inpatient admission, $0 for Outpatient
Hospital Facility Services.)

Medical/surgical — (Comprehensive coverage by Emblem Health)

Inpatient Hospital Services/Skilled Nursing Facility: $250 co-pay per admission
Outpatient Hospital facility services (including Ambulatory surgery): $100
copay per service/event.

Preventative Adult Care (Physical exam, pap smear, mammogram, prostate
cancer screening): Covered in full.

Well Child Care: Covered in full.

Mental Health: $250 co-pay per admission.

Home health care: 200 visits per year. Covered in full.

b. Prescription Drugs — prescription drug benefits for Personal
Assistants and covered spouse /dependents. Co-pay: Tier 1- $15
Tier 2- $35, Tier 3- $75

$50 Individual Deductible $100 Family Deductible
Deductible must be met before copay applies.

c. Vision Care — Annual eye examination and provides a $240 allowance
for frames and prescribed lenses once every two years. Co-pay: $10

d. Dental Care — Basic and preventative services, oral exam
and X-rays once every six months, dental emergencies, major
restorative work, oral surgery, crowns, bridge, dentures and
periodontal once every sixty-month period per tooth. Co-
payments from $ 0.00 to some.

e. Life Insurance — $10,000 Term life insurance coverage per employee.

Eligibility requirements for allocation of employer contribution:

Only Personal Assistants who complete at least 1000 hours of service and
are in the employ of CDPAP as of the last day of the Plan Year will receive
an allocation; 100% immediate vesting. Vested benefits will be paid to Plan
participants in a single lump sum amount.

Revised 11-11-2022 3



This Personal Assistant Wage and Benefit Policy is intended as a general guide for Personal
Assistants and the Agency and is subject to change or modification at any time.

Revised 11-112022 4



CHINESE-AMERICAN PLANNING COUNCIL HOME ATTEDANT PROGRAM, INC.

CONSUMER DIRECTED PERSONAL ASSISTANCE PROGRAM

Personal Assistant Record Checklist

Name of Personal Assistant:

Part | (Complete Before Hiring)

PS

AVS

ADFO/DPS Approval

Personal Assistant Tracking Form

Relationship with Consumer

PA's Agency ID Photocopy

Start Date (Potential or Expected)

Pre-Employment Medical Exam Date

Medical Exam Cleared?

Medical Exam Scanned?

Hepatitis Consent/Decline

Exclusion Check

Employment Letter

HIPPA

W4

Live-In Rules and Procedures Signed

Pay Rate and Pay Date Form

HIV Confidentiality

Handbook Receipt

Schedule Sheet

I-9 Form Completed & Signed

Photocopy of I-9

Staff Name

Staff Signature

Date Reviewed

Part Il (Annual Internal Audit)

PS

Contact Note Reviewed

Schedule Sheet updated

Annual Medical Exam

Abnormal Medical Finding Follow Up

Staff Initial

Date Reviewed

Note: All PA's signatures must be accompanied with a date.

Updated 1/31/2022




CHINESE-AMERICAN PLANNING COUNCIL
BHOME ATTENDANT PROGRAM, INC.
1 York Street, 2nd Floor, New York, NY 10013
PHONE: (212) 219-8100 FAX: (212) 966-7371

February 14, 2017

Dear Home Care Employees,

Please note the following regarding your payroll.

o Pay Day (Payroll) is every two weeks on Friday and it covers the worked days up
to previous Friday. It means that there is ONE WEEK gap between Pay Day and

the last worked days included in the Paycheck.
No Clock-In or No Clock-Out = NO PAY (until the work performed is verified)

o No Timesheet = NO PAY (until timesheet is received and processed)

riday will be guaranteed to be

o Timesheets (correctly completed) received by 5pm F
d that the fol-lowing Monday

processed in the next earliest payroll week. (provide
is not holiday)

¢ In order to ensure TIMELY receipt of the pay every other Friday, please enrollin
DIRECT DEPOSIT. The wage willbe directly deposited to your bank account.

The First paycheck is always a paper check even if you enrolled in Direct Deposit.

s Paper checks are not guaranteed to be delivered on Pay Day as it depends

on U.S. Postal Service’s mail delivery time.

please check your paystub before

o 1f you have any payroll related questions,
(9am - 5pm M-F)

calling the agency and call during the regular office hours

° ;é\ny payroll related inquiries cannot be addressed during weekends or

holiday outside the regular office hours.
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