








island           HOME CARE AGENCY, inc. 
                      DRUG & SURGICAL 

 
VERIFICATION OF JOB DESCRIPTION 

 
1.  I have received a description for the job I am applying for. 
2. I have received an orientation and the Employee Handbook of Island Home Care Agency's Policies and Procedures 

for                   in home patient care; including but not limited to; 
  A HIV Confidentiality. 
  B. Standard Precautions. 
  C. Occupational Infection Risk Reduction and Hepatitis B immunization for Healthcare workers. 
  D. Identification of patient abuse/neglect. 
  E. Emergency Disaster Preparedness. 
                  F. Identifying a Clandestine Methamphetamine Laboratory in the home. 
3. I am aware that all new Employees of Island Home Care Agency are hired on a 6 month probationary period. 
4. If for any reason I am terminated from Island Home Care Agency or I terminate employment from Island Home Care 

Agency, I agree to return my picture I.D. badge immediately.  I am aware that Island Home Care Agency will hold 
my last paycheck until the badge is returned to the IHC office. 

5. I have been made aware that there is a $10.00 per week late charge, charged to my payroll account for every time 
sheet submitted after 30 days of the actual date that I worked an hourly shift case. I have been made aware that there 
is a $10.00 per week late charge, charged to my payroll account for every time sheet submitted after 14 days of the 
actual  date that I worked a visit case.  If I hold a time sheet for more than 30 days after working a visit case, I will 
only be paid when and if Island Home Care Agency is reimbursed for those dates of service. I have been made aware 
that the work week ends on Friday, and my time sheet for that week is due in the office on the following Monday by 
5:00 p.m. 

6. I understand that the Island Home Care Agency is a Home Health Agency that provides 24 hour a day service, 7 days 
a week to its' clients.  I realize that all types of work schedules are considered upon hiring.  I further understand that 
Island Home Care Agency will try to honor my scheduling requests, but that my requested work schedule is not a 
contract or agreement between myself and Island Home Care Agency. 

7. It is specifically agreed that I will not solicit, either directly or indirectly on behalf of myself or any other person, 
 firm, or corporation, employment from any client of Island Home Care Agency to which I have been sent or referred 
 to for employment or prospective employment, for a period of (6) six months from the last time I was employed or 
 referred to for employment, to said client or prospective client of Island home Care Agency.  I understand that the 
 identity of any client or prospective client of, or acquired through, Island Home Care Agency, shall be deemed 
 confidential information.  It is specifically understood that any violation of the above shall subject me to the payment 
 of damages together with costs and attorney fees. 
8 I have been counseled on and agree not to take monetary gifts and/or payments directly from any client or members 
 of  my clients’ family or friends of my client for any reason.  I will not borrow money with promise to return loan nor 
 use a client’s resource for purchase of goods for myself. 
9. I have been made aware that I have a professional and ethical responsibility to protect the patient's privacy and right 
 to  confidentiality. 
10.   I am free from any habituation to alcohol, depressants, stimulants, narcotics or any other substances that may alter my   

behavior. 
 
 
 
 
 
Date___________________Signature____________________________________________________________________ 
 
Hr/verform.doc 
revised 7/92MHO/dl, 2/93 JL/dl 
8/98dl 3/99dl 10/06vo 



island  
                      HOME CARE AGENCY, INC.             
                            DRUG & SURGICAL                      PHONE: (631) 289-6223       FAX: (631) 289-7473 
 
Discipline:      New:   Reactivating:  
    
Name:        Date:     
 
Address:            
 
                
     
Email:               
 

Contact Phone numbers: 
 
Home:    Cell:     Fax:     
 
 
How did you hear of Island Home Care Agency? 
 
Friend Referral:                                                          Ad Referral: _____________________  
 
What towns will you travel to?           
 
             
 
What Hours are you available?                           
 
What days are you available?          
 
                        
 
Can you work weekends?          
 

 
Will you treat pediatric patients?  ___________________________________________________                                
 
In addition to this application packet, we will also need the following documents: 
__ Profession License (copy)   
__ State drivers license  & Auto Insurance Card (copy)                 
__ Social Security card (copy) 
__ Physical (within one year current, signed by MD or NP)                                    
__ PPD (within one year current) 
__ Titer levels: Rubella and Rubeola 
__ Proof of receiving your Annual Flu Vaccination 
__ CPR Certification Card (all employees) 
__ Your NPI number & Your Private Provider ID # (if applicable) 
 
 
 Mis/Applpak/Therapist 



island  
                      HOME CARE AGENCY, INC. 
                             
 
 

PHARMACOLOGY EXAMINATION 
 

NURSES NAME:_______________________________DATE:___________________
 
 
 
1. Symptoms of Hypoglycemia include all the following except: 
    A. Weakness, anxiety, and nervousness 
    B. Sweating 
    C. Acetone breath and thirst. 
 
2. Insulin acts in the body to: 
    A. Increase metabolic rate and all other body processes                     
    B. Lowers blood sugar by increasing utilization of carbohydrates. 
    C. Decreases blood sugar by chemically changing sugar to amino acids. 
 
3.A patient receiving NPH insulin at 7:00 am should be checked frequently for a possible reaction: 
   A. Around midnight 
   B. Before lunch 
   C. From 3:00 pm to dinner 
 
 4.A Beta-Blocker is most commonly administered to: 
   A. Decrease blood pressure 
   B. Reduce seizure activity. 
   C. Increase urine output 
 
5. Symptoms  of digoxin toxicity includes:  
   A. Decrease in blood pressure, increase pulse  
   B. Nausea, vomiting, pulse below 60 
   C. Flushing and dry skin 
 
6.The most serious side effect of anti-coagulation is:  
   A. Rapid fall in blood pressure 
   B. Formation of clots within major blood vessels  
   C. Hemorrhage 
 
7.Anticoagulation dosage is determined by:  
   A. Prothrombin time 
   B. Complete blood count 
   C. Platelet count 
 
8. A broad spectrum antibiotic is best described as one that: 
   A. Is effective against many types of organisms 
   B. Destroys only gram-negative organisms 
   C. Has a prolonged effect over a period of several weeks 
 
 



 
9. When administering two consecutive intravenous medications it is necessary to: 
A. Flush in between with normal saline 
B. Flush in between with heparin 
C. It is never necessary to flush the line 
 
10. Your patient is having a hypoglycemic episode. You should first:     
A. Call the patient's physician 
B. Take the patient's blood pressure 
C. If conscious have the patient ingest some form of sugar by mouth 
 
11. Vasotec is used primarily to: 
A. Lower blood pressure 
B. Increase urine output 
C. Increase or stabilize blood pressure 
 
12. In the a.m. Insulin should ideally be administered: 
A. 1/2 hour before breakfast 
B. 1 1/2 hours before breakfast 
C. Immediately following breakfast 
 
 
GIVE THE EQUIVALENT OF EACH OF THE FOLLOWING: 
 
13.  1/2 gm. =__________________________mg 
 
14. 1 grain   =__________________________mg 
 
15. 1 ounce =  _________________________cc  
  
16. 1 teaspoon  =  _______________________cc 
 
17. 1 liter      =__________________________cc 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Please answer the following question to the best of your ability.  

Please note there are no concrete right or wrong answers: 
 

1. You are doing an RN Evaluation and are reviewing the patient’s medication 
profile. You note that the patient is on ASA gr V daily and is discharged from the 
hospital taking Coumadin. What would you do? 

 
 
 
 
 
 
 
 
 
 
 

2. You are caring for a patient in her home during your shift. Doctor’s order reads 
“O2  2 LPM for Pulse Ox < 88%”  The last 4 hours her Sats were 90-94%. She is 
now 87%. What would you do? 

 
 
 
 
 
 
 
 
 
 
 
 
 

3. Your are asked to care for a patient with a diagnosis or medication that you are 
not familiar with. What would you do? 

 
 
 
 
 
 
 
 
 
 
 
 
 comp code pharmexm:doc 1/85  
rev.5/94 JL 
rev. 2/96 SF/dl 
rev.11/02 3/05ms 
rev 01/09 gtl 
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island
 

           
         HOME CARE AGENCY, INC.                  NURSING SKILLS CHECKLIST 

          
 
Nurse’s Name :____________________________________________________ Date:___________________               
                        

 
PROCEDURES 

CAN 
FUNCTION 

INDEPENDENTLY 

NEED 
ASSISTANCE 

/REVIEW 

HAVE 
NEVER 
DONE 

 
PEDS 

 
REMARKS 

1.Bladder Catherization: 
 
a. Insertion of straight catheter 

     

b. Insertion of indwelling catheter      
c.  Insertion of cystostomy tube      
d. Care of supra pubic catheter      
e. Catheter care      
f. Perineal care      
g. Bladder training      
2. Caring for the actively  
             dying patient 

     

3. Colostomy/ Ileostomy: 
a. Change Bag 

     

b. Skin Care      
c.  Irrigation      
d. Supplies      
4. CPR Certification     Exp. Date:                  
5. Decubitus Ulcer: 
a. Prevention 

     

b. Management      
c. Air Mattress      
d. Gel Cushion      
6. Wound Care: 
a. Wound Vac 

     

b. Drains:      
                    JP      
                    JT      
                   T-Tube       
c. Cleansing wounds      
d. Packing Wounds      
e Wet to Dry dressing      
f. Duoderm      
h. Occlusive      
i. Antimicrobials/Hydrogel      
j. Debriding agents      
k. Cast Care/ Pin Care      
l. Wrapping Ace bandages       
m. Stump Care      
n. Suture & Staple removal      
o. Burns      
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Nurse’s Name :___________________________________________________ Date:___________________    
 

 
PROCEDURES 

CAN 
FUNCTION 

INDEPENDENTLY 

NEED 
ASSISTANCE 

/REVIEW 

HAVE 
NEVER 
DONE 

 
PEDS 

 
REMARKS 

7. Enema cleansing 
a. Fleets 

     

b. Theravac/ Suppository      
c. Checking & removal fecal impaction      
d. Retention Oil      
8. Equipment frequently used 
a. Infusion Pumps  

     

CADD      
Crono      
Curlin      

Syringe      
b. Glucometer      
c. Pulse Oximeter      
d. Enteral feeding pumps      
e. Hoyer Lift      
11. Enteral feedings      
a. N G feedings      
b. G Tube feedings      
c. J Tube feedings      
d. N G tube insertion      
e. G Tube insertion      
f. Checking for residual      
12. I. V. Infusion      
a. General Care      
b. Sub - Q infusion      
c. Peripheral IV accessing      
d. Mid - line insertion      
e. Hickman Broviac/ PICC accessing      
f. Port-a-cath accessing      
g. Drawing blood from Central Line      
h. Peripheral blood draws      
i. PCA      
j. Starting Heparin Lock      
k. Maintaining a heparin lock      
l. Calculating flow rate      
m. Administering I.V. heparin      
n. TPN administration      
o. Pump-Home Infusion/Eclipse      
o. Administration I. V Push medication      
13. Range of Motion      
a. Active      
b. Passive      
14. Respiratory care      
a. O2 administration       
b. Nasal cannual      
c. Ventimask      
d. CPAP      
e. Bi-Pap      
f. Apnea Monitor      
g. Providing percussion      
h .Postural drainage      
i. Pleurax drain care      
j. Ventilator      
k. Nebulizer treatment      
l. O2 concentrator       
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Nurse’s Name :___________________________________________________ Date:___________________ 
 
    

 
PROCEDURES 

CAN 
FUNCTION 

INDEPENDENTLY 

NEED 
ASSISTANCE 

/REVIEW 

HAVE 
NEVER 
DONE 

 
PEDS 

 
REMARKS 

15. Suctioning      
a. Nasopharngeal      
b. Gastric      
c. Endotracheal      
d. Tracheostomy      
e. Chest –pleuro-vac-emerson      
16. Tempature      
a. Oral      
b. Rectal      
c. Axillary      
17. Tracheostomy care      
a. Cannual – removal & care      
b. Cuff – inflation & deflation      
c. Trache care & dressing      
18. Diabetic      
a. Teaching      
b. Diet      
c. Glucometer      
d. Insulin Administration      
19. Seizure Disorder      
20. NPI Number:  
My NPI # is: ________________ 

I do not have an  
NPI #  

My Private 
Provider ID #  is: 
______________ 

EMedNY 
Waiver 
form:  

 
XX 

Obtain NPI # 
for me:  

Additional Nurse Remarks: 
 
Please list any Languages you speak fluently other than English: 
 
 
 
Please list Inservices you are interested in the future: 
 
 
 
 
 
 
Additional Agency Remarks 
Has previous Home Care Experience  Is orientated to Paperwork  
Has experience with the Medically Fragile 
Pediatric Population  

 Needs to be Shadowed  

 
 
 
 
 
 
 Reviewed By:____________________________________________________ Title: ____________________ 
 
Date: ___________________________________________ 
Hr/skills chk list/11/07 



island  
                       HOME CARE AGENCY, INC. 
                           DRUG & SURGICAL 
 

REFERENCE REQUEST 
 
Applicant's Name: _________________________________________________________________________________ 
 
Position Held: _____________________________________________________________________________________ 
 
Dates______________________________________________To___________________________________________ 
 
I hereby release from liability the person completing this form, and authorize them to release all information regarding my 
relationship with them. 
 
Name of Employer: ________________________________________________________________________________ 
 
Applicant's Signature____________________________________________Date_______________________________ 
 
The above named person has applied to us for employment stating that he/she was previously in your employ.  Please verify the above information and 
provide us with the information listed below.   Thank You. 
 
Is Above Employment Information Correct?  Yes _______________No ______________ 
 
Would You Rehire? Yes ________________ No ______________________ 
                                  

 
 
 

 
POOR 

 
FAIR 

 
VERY 
GOOD 

 
EXCELLENT 

  Dependability/Attendance     
     Cooperation     

     Quality Of Work     
     Initiative     

     Accepts Supervision     
 
Does employee have history of back injury or chronic back problems?   Yes____________   No_________ 
 
Has employee put in for a disability claim due to back injury, to your knowledge?  Yes________ No_________ 
 
Reason for leaving ____________________________________________________________________________ 
 
Comments_____________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
Signature________________________________________________________Date___________________________ 
 
Title___________________________________________________________________________________________ 
 
Thank You! 
 
 
 
Hr/reference/0692JLDL 
 

193 Montauk Hwy • PO Box 244 • Speonk, NY 11972 • 631-289-6223 Fax 631-289-7473 



island  
                       HOME CARE AGENCY, INC. 
                           DRUG & SURGICAL 
 

REFERENCE REQUEST 
 
Applicant's Name: _________________________________________________________________________________ 
 
Position Held: _____________________________________________________________________________________ 
 
Dates______________________________________________To___________________________________________ 
 
I hereby release from liability the person completing this form, and authorize them to release all information regarding my 
relationship with them. 
 
Name of Employer: ________________________________________________________________________________ 
 
Applicant's Signature____________________________________________Date_______________________________ 
 
The above named person has applied to us for employment stating that he/she was previously in your employ.  Please verify the above information and 
provide us with the information listed below.   Thank You. 
 
Is Above Employment Information Correct?  Yes _______________No ______________ 
 
Would You Rehire? Yes ________________ No ______________________ 
                                  

 
 
 

 
POOR 

 
FAIR 

 
VERY 
GOOD 

 
EXCELLENT 

  Dependability/Attendance     
     Cooperation     

     Quality Of Work     
     Initiative     

     Accepts Supervision     
 
Does employee have history of back injury or chronic back problems?   Yes____________   No_________ 
 
Has employee put in for a disability claim due to back injury, to your knowledge?  Yes________ No_________ 
 
Reason for leaving ____________________________________________________________________________ 
 
Comments_____________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
Signature________________________________________________________Date___________________________ 
 
Title___________________________________________________________________________________________ 
 
Thank You! 
 
 
 
Hr/reference/0692JLDL 
 

193 Montauk Hwy • PO Box 244 • Speonk, NY 11972 • 631-289-6223 Fax 631-289-7473 
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                       HOME CARE AGENCY, INC. 
                           DRUG & SURGICAL 
 

REFERENCE REQUEST 
 
Applicant's Name: _________________________________________________________________________________ 
 
Position Held: _____________________________________________________________________________________ 
 
Dates______________________________________________To___________________________________________ 
 
I hereby release from liability the person completing this form, and authorize them to release all information regarding my 
relationship with them. 
 
Name of Employer: ________________________________________________________________________________ 
 
Applicant's Signature____________________________________________Date_______________________________ 
 
The above named person has applied to us for employment stating that he/she was previously in your employ.  Please verify the above information and 
provide us with the information listed below.   Thank You. 
 
Is Above Employment Information Correct?  Yes _______________No ______________ 
 
Would You Rehire? Yes ________________ No ______________________ 
                                  

 
 
 

 
POOR 

 
FAIR 

 
VERY 
GOOD 

 
EXCELLENT 

  Dependability/Attendance     
     Cooperation     

     Quality Of Work     
     Initiative     

     Accepts Supervision     
 
Does employee have history of back injury or chronic back problems?   Yes____________   No_________ 
 
Has employee put in for a disability claim due to back injury, to your knowledge?  Yes________ No_________ 
 
Reason for leaving ____________________________________________________________________________ 
 
Comments_____________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 
 
Signature________________________________________________________Date___________________________ 
 
Title___________________________________________________________________________________________ 
 
Thank You! 
 
 
 
Hr/reference/0692JLDL 
 

193 Montauk Hwy • PO Box 244 • Speonk, NY 11972 • 631-289-6223 Fax 631-289-7473 



island  HOME CARE AGENCY, inc. DRUG & SURGICAL 
 

ANNUAL EMPLOYEE  PHYSICAL 
 
PART 1: TO BE COMPLETED BY EMPLOYEE: 
 
NAME:         DATE:    
 
ADDRESS:             
 
PHONE:        DOB:       
 
***************************************************************************************************************** 
 
PLEASE ANSWER THE FOLLOWING TO THE BEST OF YOUR KNOWLEDGE: 
 

1.  Do you require glasses?     Hearing aid?    
2.  Have you ever been treated for any disease entity/injury that hampers your ability to function for extended periods?   
3. Are you presently being treated for any disorders of a chronic or recurring nature 
(Congenital defect, nervous/mental disorder or other condition) that might hamper job performance?    
4. Do you have any history of back injury?     
5. Have you ever been treated for back injury?    
6. Are you presently being seen by a chiropractor or physician for a back problem?   . 
 If yes, please give Name, address and phone number:        
  
              
 
HEIGHT      WEIGHT     
 
***************************************************************************************************** 
MEDICATIONS (please list all medications prescribed, that you take on a continuing basis) 
            
            
            
ALLERGIES:      SYMPTOMS:     
            
 
HABITUAL/ADDICTION: 
Alcohol     Depressants     Stimulants    Narcotics    
If yes, please explain:           
 
FAMILY HISTORY/HEREDITARY DISEASES: 
Coronary Artery Disease     Hypertension     Cancer    Diabetes    
Renal Disease    Alcoholism    Sickle Cell Anemia     Other     
 
***************************************************************************************************** 
I have received the Employee Handbook of Island Home Care Agency's Policies and Procedures for in home patient care;  
including but not limited to; 
  A. HIV Confidentiality. 
  B. Standard Precautions. 

C. Occupational Infection Risk Reduction and Hepatitis B immunization for Healthcare workers. 
  D. Identification of patient abuse/neglect. 
    E. Emergency Disaster Preparedness 
    F. Identifying a Clandestine Methamphetamine Laboratory in the home 
I have read and understand the aforementioned policies. 
I am free from any habituation to alcohol, depressants, stimulants, narcotics or any other substances that may alter my behavior.    
 
ALL OF THE QUESTIONS ANSWERED BY ME AND INFORMATION GIVEN BY ME HAVE BEEN ANSWERED AND OFFERED  

 TRUTHFULLY TO THE BEST OF MY KNOWLEDGE. [ ] YES  [ ] NO 
  
Employee Signature:          Date:      
             (over) 
 



******************************************************************************************************** 
Part II: TO BE COMPLETED BY QUALIFIED EXAMINING CLINICIAN * 
 *Island Home Care policy at present is mandatory first physical  must be done by a physician/nurse practitioner within one year prior to date of hire.   

 All following physicals can be done by a Registered Nurse Clinician and are to be done annually.  Employee physical must be within the regulations  
           as specified by the New York State Department of Health:  DOHM 86-47 and 86-51, DOHM 81-51, DOHM 86-39, as set forth in 10NYCRR  
          Section 400.10 and DOHM 87-47 and DOHM 88-1. Updates on immunizations will be done according to Department of Health Requirements, Mantoux and lab values. 

  
******************************************************************************************************* 
 
GENERAL PHYSICAL FINDINGS: 
 
Blood Pressure:      Pulse:     Respirations:  Heart:     
 
Lungs:     GI   GU   Neuromuscular      

 
 
******************************************************************************************************* 
 
IMMUNIZATION TITRES:  
  DATE  TITRE  RESULTS 
MUMPS       
MEASLES       
RUBELLA       
 
 
*******************************************************
 
TUBERCULOSIS: 
 
LOT #        DATE GIVEN    DAT
 
FOLLOW UP FOR ANY POSITIVE RESULTS: 
  
CXR: DATE:      RESULTS:    
 
TB SCREENING: 
 

         1. HAVE A COUGH FOR > 3 WEEKS     2. LOSS OF A
 
         4. NIGHT SWEATS:    5. BLOODY SPUTUM:  
 
         8. FATIGUE:         9. CHEST PAIN:   

 
*************************************************************
 
THIS PERSON   [  ] IS    [  ] IS NOT  CAPLABLE OF PERFORMING
 
FOLLOW UP RECOMMENDATION WITH REASON(S) (IF APPLIC
 
        
 
        
 
 
QUALIFIED CLINICIAN’S* NAME:     
 

            SIGNATURE:        
 
 

 Employee is free from fever, cough, runny nose, 
conjunctivitis, , Koplik spots [small bluish white spots 
surrounded by a reddish area] on the gums or in 
buccal cavity, or descending rash which fades in the 
same order it appeared after approximately 5 days. 

[initial] 
************************************************ 

E READ    RESULTS   

 

PPETITE:   3. UNEXPLAINED WT LOSS:  

 6. HOARSENESS:      7. FEVER:    

***************************************************** 

 DUTIES. 

ABLE) :        

       

       

  LICENSE:    

  DATE:     





















Form W-4 (2014)
Purpose. Complete Form W-4 so that your employer 
can withhold the correct federal income tax from your 
pay. Consider completing a new Form W-4 each year 
and when your personal or financial situation changes.
Exemption from withholding. If you are exempt, 
complete only lines 1, 2, 3, 4, and 7 and sign the form 
to validate it. Your exemption for 2014 expires 
February 17, 2015. See Pub. 505, Tax Withholding 
and Estimated Tax.
Note. If another person can claim you as a dependent 
on his or her tax return, you cannot claim exemption 
from withholding if your income exceeds $1,000 and 
includes more than $350 of unearned income (for 
example, interest and dividends).

Exceptions. An employee may be able to claim 
exemption from withholding even if the employee is a 
dependent, if the employee:
• Is age 65 or older,

• Is blind, or

• Will claim adjustments to income; tax credits; or 
itemized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages 
greater than $1,000,000.
Basic instructions. If you are not exempt, complete 
the Personal Allowances Worksheet below. The 
worksheets on page 2 further adjust your 
withholding allowances based on itemized 
deductions, certain credits, adjustments to income, 
or two-earners/multiple jobs situations. 
Complete all worksheets that apply. However, you 
may claim fewer (or zero) allowances. For regular 
wages, withholding must be based on allowances 
you claimed and may not be a flat amount or 
percentage of wages.
Head of household. Generally, you can claim head 
of household filing status on your tax return only if 
you are unmarried and pay more than 50% of the 
costs of keeping up a home for yourself and your 
dependent(s) or other qualifying individuals. See 
Pub. 501, Exemptions, Standard Deduction, and 
Filing Information, for information.
Tax credits. You can take projected tax credits into account 
in figuring your allowable number of withholding allowances. 
Credits for child or dependent care expenses and the child 
tax credit may be claimed using the Personal Allowances 
Worksheet below. See Pub. 505 for information on 
converting your other credits into withholding allowances.

Nonwage income. If you have a large amount of 
nonwage income, such as interest or dividends, 
consider making estimated tax payments using Form 
1040-ES, Estimated Tax for Individuals. Otherwise, you 
may owe additional tax. If you have pension or annuity 
iincome, see Pub. 505 to find out if you should adjust 
your withholding on Form W-4 or W-4P.
Two earners or multiple jobs. If you have a 
working spouse or more than one job, figure the 
total number of allowances you are entitled to claim 
on all jobs using worksheets from only one Form 
W-4. Your withholding usually will be most accurate 
when all allowances are claimed on the Form W-4 
for the highest paying job and zero allowances are 
claimed on the others. See Pub. 505 for details.
Nonresident alien. If you are a nonresident alien, 
see Notice 1392, Supplemental Form W-4 
Instructions for Nonresident Aliens, before 
completing this form.
Check your withholding. After your Form W-4 takes 
effect, use Pub. 505 to see how the amount you are 
having withheld compares to your projected total tax 
for 2014. See Pub. 505, especially if your earnings 
exceed $130,000 (Single) or $180,000 (Married).
Future developments. Information about any future 
developments affecting Form W-4 (such as legislation 
enacted after we release it) will be posted at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)
A Enter “1” for yourself if no one else can claim you as a dependent . . . . . . . . . . . . . . . . . . A

B Enter “1” if: { • You are single and have only one job; or
• You are married, have only one job, and your spouse does not work; or                                   . . .
• Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

} B

C Enter “1” for your spouse. But, you may choose to enter “-0-” if you are married and have either a working spouse or more 
than one job. (Entering “-0-” may help you avoid having too little tax withheld.) . . . . . . . . . . . . . . C

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . . . . . . . . D
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) . . E
F Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit . . . F

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.) 
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

• If your total income will be less than $65,000 ($95,000 if married), enter “2” for each eligible child; then less “1” if you                      
have three to six eligible children or less “2” if you have seven or more eligible children. 
• If your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for each eligible child . . . G

H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.)  ▶ H

For accuracy, 
complete all 
worksheets 
that apply. {

• If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions 
    and Adjustments Worksheet on page 2.  
• If you are single and have more than one job or are married and you and your spouse both work and the combined 
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to 
avoid having too little tax withheld.
• If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Separate here and give Form W-4 to your employer. Keep the top part for your records.

Form   W-4
Department of the Treasury  
Internal Revenue Service 

Employee's Withholding Allowance Certificate
▶  Whether you are entitled to claim a certain number of allowances or exemption from withholding is 

subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 

OMB No. 1545-0074

2014
1        Your first name and middle initial Last name

Home address (number and street or rural route)

City or town, state, and ZIP code

2     Your social security number

3 Single Married Married, but withhold at higher Single rate.

Note.  If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.

4 If your last name differs from that shown on your social security card, 

check here. You must call 1-800-772-1213 for a replacement card.  ▶

5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . 6 $

7 I claim exemption from withholding for 2014, and I certify that I meet both of the following conditions for exemption.
• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and
• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.
If you meet both conditions, write “Exempt” here . . . . . . . . . . . . . . .   ▶ 7

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

Employee’s signature  
(This form is not valid unless you sign it.)  ▶ Date ▶

8        Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.) 9  Office code (optional) 10     Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No. 10220Q Form W-4 (2014) 



Form W-4 (2014) Page 2 
Deductions and Adjustments Worksheet

Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.
1 Enter an estimate of your 2014 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state 

and local taxes, medical expenses in excess of 10% (7.5% if either you or your spouse was born before January 2, 1950) of your 
income, and miscellaneous deductions. For 2014, you may have to reduce your itemized deductions if your income is over $305,050 
and you are married filing jointly or are a qualifying widow(er); $279,650 if you are head of household; $254,200 if you are single and not 
head of household or a qualifying widow(er); or $152,525 if you are married filing separately. See Pub. 505 for details . . . . 1 $

2 Enter: { $12,400 if married filing jointly or qualifying widow(er)
$9,100 if head of household                                               . . . . . . . . . . .
$6,200 if single or married filing separately

} 2 $

3 Subtract line 2 from line 1. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 3 $
4 Enter an estimate of your 2014 adjustments to income and any additional standard deduction (see Pub. 505) 4 $
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to 

Withholding Allowances for 2014 Form W-4 worksheet in Pub. 505.) . . . . . . . . . . . . 5 $
6 Enter an estimate of your 2014 nonwage income (such as dividends or interest) . . . . . . . . 6 $
7 Subtract line 6 from line 5. If zero or less, enter “-0-” . . . . . . . . . . . . . . . . 7 $
8 Divide the amount on line 7 by $3,950 and enter the result here. Drop any fraction . . . . . . . 8
9 Enter the number from the Personal Allowances Worksheet, line H, page 1 . . . . . . . . . 9

10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet, 
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10

Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if 

you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more 
than “3” . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter 
“-0-”) and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . . . . . . . 3

Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to     
figure the additional withholding amount necessary to avoid a year-end tax bill.

4 Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6 Subtract line 5 from line 4 . . . . . . . . . . . . . . . . . . . . . . . . . 6
7 Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here . . . . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . 8 $
9 Divide line 8 by the number of pay periods remaining in 2014. For example, divide by 25 if you are paid every two 

weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2014. Enter 
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $

Table 1
Married Filing Jointly

If wages from LOWEST 
paying job are—

Enter on  
line 2 above

 $0  -    $6,000  0
6,001  -    13,000  1

13,001  -    24,000 2
24,001  -    26,000 3
26,001  -    33,000 4
33,001  -    43,000  5
43,001  -    49,000  6
49,001  -    60,000  7
60,001  -    75,000  8
75,001  -    80,000  9
80,001  -  100,000  10

100,001  -  115,000  11
115,001  -  130,000  12
130,001  -  140,000  13
140,001  -  150,000  14
150,001 and over 15

All Others

If wages from LOWEST 
paying job are—

Enter on  
line 2 above

 $0  -    $6,000 0
6,001  -    16,000  1

16,001  -    25,000  2
25,001  -    34,000  3
34,001  -    43,000 4
43,001  -    70,000  5
70,001  -    85,000  6
85,001  -  110,000  7

110,001  -  125,000  8
125,001  -  140,000  9
140,001 and over 10

Table 2
Married Filing Jointly

If wages from HIGHEST 
paying job are—

Enter on  
line 7 above

$0  -   $74,000 $590
74,001  -   130,000 990

130,001  -   200,000 1,110
200,001  -   355,000 1,300
355,001  -   400,000 1,380
400,001  and over 1,560

All Others

If wages from HIGHEST 
paying job are—

Enter on  
line 7 above

$0  -   $37,000 $590
37,001  -     80,000 990
80,001  -   175,000 1,110

175,001  -   385,000 1,300
385,001 and over 1,560

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 who claims no 
withholding allowances; 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 possessions 
for use in administering their tax laws; and to the Department of Health and Human Services 
for use in the National Directory of New Hires. We may also disclose this information to other 
countries under a tax treaty, to federal and state agencies to enforce federal nontax criminal 
laws, or to federal law enforcement and intelligence agencies to combat terrorism.

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

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

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