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Array of Brighter Beginnings, Inc.’s “Strategic Plan” is what all staff members must adhere to 
while working with consumers and the community. This Strategic Plan is reviewed annually by 
the Quality Improvement Team and revisions will occur based on consumers, staff, stakeholders, 
and the agency’s need.  
 
Mission, Values, And Objectives Rational: 
 
The mission, values, and mandates of our agency was written to ensure quality control and best 
business practices for consumers and to meet local, state, federal, and accreditation requirements. 
Goals and objectives were identified along with potential strengths and weakness of our agency 
programs and services was reviewed, program needs were identified, and the strategic plan was 
developed and revised accordingly.  
 
In discussions of our environment and business practices, we looked at services offered by other 
providers in our regional area as well as gaps in services provided by the service community for 
consumers we serve and intend to serve.  
 
Marketing plans and activities were identified and revised to meet our consumers, stakeholders, 
and community needs. Our findings encouraged updates to the company website, updating our 
staff training and development model, and adjusting our operational policies and procedures to 
meet consumers’ and staff COVID-19 safety, in addition changes required for new Medicaid 
updates and Electronic Verification Visits (EVV) service requirements. 
  

I. Mission and Values:  
 

A. Mission Statement 
 
Array of Brighter Beginnings is a culturally diverse Non-Profit 
organization with a mission to provide an array of community based 
and behavior health services. We provide youth, adolescents, and 
adults with a wide range of possibilities and support for improved 
quality of life and interpersonal connections. 
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B. Statement of Values 
 
Array of Brighter Beginnings has a system of values that reflects commitment to 
individuals with and without disabilities. As a service provider agency, we value our 
responsibility to provide individuals and community members an array of services. Our 
values foster a set of standards aimed to help those we serve achieve and pursue 
personal goals and dreams for a better quality of life.   
Our values and obligations are: 

• We ensure appropriate community-based behavior and mental health care 
service that includes early assessment, ongoing medical monitoring, and 
behavior health treatment. 
 

• We provide a safe, secure, private, personal, and encouraging environment 
that develops self-confidence and self-awareness. 

 
• We provide an environment that offer each person served an opportunity to 

voice their hopes and dreams for a better quality of life. 
 

• We offer each person served a meaningful experience that develops coping 
skills with market potential. 

 
• We provide support for each person served as they learn, grow, and confront 

new and difficult challenges in life. 
 

• We help develop meaningful new and existing relationships (i.e., family 
members, friends, neighbors, and community members). 

 
• We provide an environment that allows freedom of personal belief and life 

preferences. 
 

• We help communities become inclusive of those with special needs. 
 

• We concentrate our efforts on bridging goals and ideas between individuals, 
families, supporters, and community members for better outcomes.  

 
Staff Acknowledgement 

 
By signing this document, I acknowledge Array of Brighter Beginning’s Strategic Plan and will align my 
business practices according to this shared vision and mission. Failure to respect and/or adjust your 
business practices accordingly may result in your employment or contract being termination or you may 
face disciplinary actions. 
 
 
_________________________________________     __________________________ 

                  (Staff Signature)         Date 
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NOTICE OF PRIVACY PRACTICES 

FOR PROTECTED HEALTH INFORMATION 

[45 CFR 164.520] 

Background 

The HIPAA Privacy Rule gives individuals a fundamental new right to be informed of the privacy 

practices of their health plans and of most of their health care providers, as well as to be informed of their 

privacy rights with respect to their personal health information. Health plans and covered health care 

providers are required to develop and distribute a notice that provides a clear explanation of these rights 

and practices. The notice is intended to focus individuals on privacy issues and concerns, and to prompt 

them to have discussions with their health plans and health care providers and exercise their rights. 

How the Rule Works 

General Rule. The Privacy Rule provides that an individual has a right to adequate notice of how 

a covered entity may use and disclose protected health information about the individual, as well as his or 

her rights and the covered entity’s obligations with respect to that information. 

Most covered entities must develop and provide individuals with this notice of their privacy 

practices. 

The Privacy Rule does not require the following covered entities to develop a notice: 

C Health care clearinghouses, if the only protected health information they create or receive is as 

a business associate of another covered entity. See 45 CFR 164.500(b)(1). 

C A correctional institution that is a covered entity (e.g., that has a covered health care provider 

component). 

C A group health plan that provides benefits only through one or more contracts of insurance 

with health insurance issuers or HMOs, and that does not create or receive protected health 

information other than summary health information or 

enrollment or disenrollment information. 

See 45 CFR 164.520(a). 

Content of the Notice.  Covered entities are required to provide a notice in plain language 

that describes: 
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C How the covered entity may use and disclose protected health information about an 

individual. 

C The individual’s rights with respect to the information and how the individual may 

exercise these rights, including how the individual may complain to the covered 

entity. 

C The covered entity’s legal duties with respect to the information, including a statement 

that the covered entity is required by law to maintain the privacy of protected health 

information. 

C Whom individuals can contact for further information about the covered entity’s privacy 

policies. 

 

The notice must include an effective date. See 45 CFR 164.520(b) for the specific requirements for 

developing the content of the notice. 

 

A covered entity is required to promptly revise and distribute its notice whenever it makes material 

changes to any of its privacy practices. See 45 CFR 164.520(b)(3), 164.520(c)(1)(i)(C) for health plans, 

and 164.520(c)(2)(iv) for covered health care providers with direct treatment relationships with 

individuals. 

 

Providing the Notice. 

 

C A covered entity must make its notice available to any person who asks for it. 

C A covered entity must prominently post and make available its notice on any web site it 

maintains that provides information about its customer services or benefits. 

 

C Health Plans must also: 

< Provide the notice to individuals then covered by the plan no later than April 

14, 2003 (April 14, 2004, for small health plans) and to new enrollees at the 

time of enrollment. 

< Provide a revised notice to individuals then covered by the plan within 60 days 

of a material revision. 

< Notify individuals then covered by the plan of the availability of and how to 

obtain the notice at least once every three years. 

 

C Covered Direct Treatment Providers must also: 
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< Provide the notice to the individual no later than the date of first service delivery 

(after the April 14, 2003 compliance date of the Privacy Rule) and, except in an 

emergency treatment situation, make a good faith effort to obtain the individual’s 

written acknowledgment of receipt of the notice. If an acknowledgment cannot 

be obtained, the provider must document his or her efforts to obtain the 

acknowledgment and the reason why it was not obtained. 

< When first service delivery to an individual is provided over the Internet, through 

e-mail, or otherwise electronically, the provider must send an electronic notice 

automatically and contemporaneously in response to the individual’s first request 

for service. The provider must make a good faith effort to obtain a return receipt 

or other transmission from the individual in response to receiving the notice. 

< In an emergency treatment situation, provide the notice as soon as it is reasonably 

practicable to do so after the emergency situation has ended. In these situations, 

providers are not required to make a good faith effort to obtain a written 

acknowledgment from individuals. 

< Make the latest notice (i.e., the one that reflects any changes in privacy 

policies) available at the provider’s office or facility for individuals to request 

to take with them, and post it in a clear and prominent location at the facility. 

 

C A covered entity may e-mail the notice to an individual if the individual agrees to 

receive an electronic notice. 

 

See 45 CFR 164.520(c) for the specific requirements for providing the notice. Organizational 

Options. 

C  Any covered entity, including a hybrid entity or an affiliated covered entity, may choose 

to develop more than one notice, such as when an entity performs different types of 

covered functions (i.e., the functions that make it a health plan, a health care provider, or 

a health care clearinghouse) and there are variations in its privacy practices among these 

covered functions. Covered entities are encouraged to provide individuals with the most 

specific notice possible. 

 

C Covered entities that participate in an organized health care arrangement may 

choose to produce a single, joint notice if certain requirements are met. For 

example, the joint notice must describe the covered entities and the service
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delivery sites to which it applies. If any one of the participating covered entities provides 

the joint notice to an individual, the notice distribution requirement with respect to that 

individual is met for all of the covered entities. See 45 CFR 164.520(d). 

 

 

 

                                                                                                                   

Employee Signature     Date 

 

 

                                                                                       

                          Employer Signature       Date 



USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  07/17/17  N   Page 1 of 3

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

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 Other Last Names Used (if any)

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

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's Telephone Number

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form.
I attest, under penalty of perjury, that I am (check one of the following boxes):

1. A citizen of the United States

2. A noncitizen national of the United States (See instructions)

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

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

Preparer and/or Translator Certification (check one):   
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
I attest, under penalty of perjury, that I 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 Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

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

Employer Completes Next Page
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 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the 
employee is authorized to work in the United States. 
The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes 
continuing employment authorization in the space provided below.

I 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 document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

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

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

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

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

5.   For a nonimmigrant alien authorized  
to work for a specific employer 
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

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

b. Form I-94 or Form I-94A that has  
the following:
(1) The same name as the passport; 

and
(2) An endorsement of the alien's 

nonimmigrant status 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.

a. Foreign passport; and

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

listed above:   

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

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

3.   School ID card with a photograph

6.   Military dependent's ID card

7.   U.S. Coast Guard Merchant Mariner 
Card

8.   Native American tribal document

10.   School record or report card

11.   Clinic, doctor, or hospital record

12.   Day-care or nursery school record

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

4.   Voter's registration card

5.   U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

7.   Employment authorization 
document issued by the 
Department of Homeland Security

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

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

 
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

4.   Native American tribal document

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

Documents that Establish  
Employment Authorization

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

(2)  VALID FOR WORK ONLY WITH 
INS AUTHORIZATION

(3)  VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION

(1)  NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  07/17/17  N 

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.



Array of Brighter Beginnings, Inc. 
Staff Should Only Complete 

Form W-9 
Form W-9 is designated to Independent Contractor with on taxes deducted from each 
paycheck. IC are responsible for report taxes during tax season not AOBB. You will receive a 
Form 1099.  

For Example: 

• Contractors
• Direct Care Specialist (AFL Providers, Respite, Day Activity

Providers, etc.)
• Other Appointed Staff

____________________________________  _____________
Employee Signature         Date

By signing this document I do understand that AOBB, Inc. will not  
deduct any taxes from my check each pay paid. I am responsible for 
paying and reporting all federal and state taxes due, if any at the end of 
each tax year. 



Form    W-9
(Rev. December 2014)
Department of the Treasury  
Internal Revenue Service 

Request for Taxpayer 
Identification Number and Certification

Give Form to the  
requester. Do not 
send to the IRS.
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2.

1  Name (as shown on your income tax return). Name is required on this line; do not leave this line blank.

2  Business name/disregarded entity name, if different from above

3  Check appropriate box for federal tax classification; check only one of the following seven boxes: 

Individual/sole proprietor or   
single-member LLC

 C Corporation S Corporation Partnership Trust/estate

Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=partnership) ▶ 

Note. For a single-member LLC that is disregarded, do not check LLC; check the appropriate box in the line above for 
the tax classification of the single-member owner. 

Other (see instructions) ▶ 

4  Exemptions (codes apply only to 
certain entities, not individuals; see 
instructions on page 3):
Exempt payee code (if any)

Exemption from FATCA reporting

 code (if any)
(Applies to accounts maintained outside the U.S.)

5  Address (number, street, and apt. or suite no.)

6  City, state, and ZIP code

Requester’s name and address (optional)

7  List account number(s) here (optional)

Part I Taxpayer Identification Number (TIN)
Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid 
backup withholding. For individuals, this is generally your social security number (SSN). However, for a 
resident alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other 
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a 
TIN on page 3.

Note. If the account is in more than one name, see the instructions for line 1 and the chart on page 4 for 
guidelines on whose number to enter.

Social security number

– –

or
Employer identification number 

–

Part II Certification
Under penalties of perjury, I certify that:

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me); and

2. I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue
Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am
no longer subject to backup withholding; and

3. I am a U.S. citizen or other U.S. person (defined below); and

4. The FATCA code(s) entered on this form (if any) indicating that I am exempt from FATCA reporting is correct.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding 
because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage 
interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and 
generally, payments other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the 
instructions on page 3.

Sign 
Here

Signature of 
U.S. person ▶ Date ▶

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

Future developments. Information about developments affecting Form W-9 (such 
as legislation enacted after we release it) is at www.irs.gov/fw9.

Purpose of Form
An individual or entity (Form W-9 requester) who is required to file an information 
return with the IRS must obtain your correct taxpayer identification number (TIN) 
which may be your social security number (SSN), individual taxpayer identification 
number (ITIN), adoption taxpayer identification number (ATIN), or employer 
identification number (EIN), to report on an information return the amount paid to 
you, or other amount reportable on an information return. Examples of information 
returns include, but are not limited to, the following:

• Form 1099-INT (interest earned or paid)

• Form 1099-DIV (dividends, including those from stocks or mutual funds)

• Form 1099-MISC (various types of income, prizes, awards, or gross proceeds)

• Form 1099-B (stock or mutual fund sales and certain other transactions by 
brokers)

• Form 1099-S (proceeds from real estate transactions)

• Form 1099-K (merchant card and third party network transactions)

• Form 1098 (home mortgage interest), 1098-E (student loan interest), 1098-T 
(tuition)

• Form 1099-C (canceled debt)

• Form 1099-A (acquisition or abandonment of secured property)

Use Form W-9 only if you are a U.S. person (including a resident alien), to 
provide your correct TIN. 

If you do not return Form W-9 to the requester with a TIN, you might be subject 
to backup withholding. See What is backup withholding? on page 2.

By signing the filled-out form, you: 

1. Certify that the TIN you are giving is correct (or you are waiting for a number 
to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S. exempt payee. If 
applicable, you are also certifying that as a U.S. person, your allocable share of 
any partnership income from a U.S. trade or business is not subject to the 
withholding tax on foreign partners' share of effectively connected income, and 

4. Certify that FATCA code(s) entered on this form (if any) indicating that you are 
exempt from the FATCA reporting, is correct. See What is FATCA reporting? on 
page 2 for further information.

Cat. No. 10231X Form W-9 (Rev. 12-2014)



Array of Brighter Beginnings, Inc. 
Staff Should Only Complete 

Form W-2 
Form W-2 is designated to employees with taxes deducted from each paycheck. 

For Example: 

• Office Staff
• Office Assistant
• QP
• Other Appointed Staff

By signing this document I understand that AOBB, Inc. will deduct 
all required taxes and fee per government withholdings from my 
pay check each month according to form W-4.

____________________________________  _____________
Employee Signature         Date



Form  W-4
2020

Employee’s Withholding Certificate

Department of the Treasury  
Internal Revenue Service 

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

 Your withholding is subject to review by the IRS.

OMB No. 1545-0074

Step 1: 
Enter 
Personal 
Information

(a) First name and middle initial Last name

Address 

City or town, state, and ZIP code

(b) Social security number

 Does your name match the 
name on your social security 
card? If not, to ensure you get 
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 widow(er))

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, when to use the online estimator, and privacy.

Step 2: 
Multiple Jobs 
or Spouse 
Works

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

Do only one of the following.

(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3–4); or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; 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 accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . . . .  

TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you (or your spouse) have self-employment 
income, including as an independent contractor, use the estimator.

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: 

Claim 
Dependents

If your income will be $200,000 or less ($400,000 or less if married filing jointly): 

Multiply the number of qualifying children under age 17 by $2,000 $

Multiply the number of other dependents by $500 . . . .   $

Add the amounts above and enter the total here . . . . . . . . . . . . . 3 $

Step 4 
(optional): 

Other  
Adjustments

(a) Other income (not from jobs). If you want tax withheld for other income you expect
this year that won’t have withholding, enter the amount of other income here. This may
include interest, dividends, and retirement income . . . . . . . . . . . . 4(a) $

(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 the result here . . . . . . . . . . . . . . . . . . . . . 4(b) $

(c) Extra withholding. Enter any additional tax you want withheld each pay period . 4(c) $

Step 5: 

Sign 
Here

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

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

Employers 
Only

Employer’s name and address First date of 
employment

Employer identification 
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2020) 



Form W-4 (2020) Page 2

General Instructions
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. 

Exemption from withholding. You may claim exemption from 
withholding for 2020 if you meet both of the following 
conditions: you had no federal income tax liability in 2019 and 
you expect to have no federal income tax liability in 2020. You 
had no federal income tax liability in 2019 if (1) your total tax on 
line 16 on your 2019 Form 1040 or 1040-SR is zero (or less 
than the sum of lines 18a, 18b, and 18c), 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 
2020 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 16, 2021.

Your privacy. If you prefer to limit information provided in 
Steps 2 through 4, use the online estimator, which will also 
increase accuracy. 

As an alternative to the estimator: 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). If this is the 
only job in your household, you may instead check the box 
in Step 2(c), which will increase your withholding and 
significantly reduce your paycheck (often by thousands of 
dollars over the year).

When to use the estimator. Consider using the estimator at 
www.irs.gov/W4App if you:

1. Expect to work only part of the year; 

2. Have dividend or capital gain income, or are subject to 
additional taxes, such as the additional Medicare tax;

3. Have self-employment income (see below); or

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

Self-employment. Generally, you will owe both income and 
self-employment taxes on any self-employment income you 
receive separate from the wages you receive as an 
employee. If you want to pay these taxes through 
withholding from your wages, use the estimator at 
www.irs.gov/W4App to figure the amount to have withheld.

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

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

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

Option (a) most accurately calculates the additional tax 
you need to have withheld, while option (b) does so with a 
little less accuracy. 

If you (and your spouse) have a total of only two jobs, you 
may instead 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.

!
CAUTION

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. Step 3 of Form W-4 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. 972, Child 
Tax Credit and Credit for Other Dependents. You can also 
include other tax credits in this step, such as education tax 
credits and the foreign tax credit. 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 2020 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.
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Step 2(b)—Multiple Jobs Worksheet  (Keep for your records.)

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE 
Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional 
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1 
 
 

Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 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 . . . . . . . . . . . . . . . . . . . . . 1 $

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

a 
 
 

Find the amount from the appropriate table on page 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 . . . . . . . . . . . . . . . . . . . . . . . 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 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2b $

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

3 Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . . . 3

4 
 

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

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

1 
 

Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-SR)). 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 your income . . . . . . . 1 $

2 Enter: { • $24,800 if you’re married filing jointly or qualifying widow(er)
• $18,650 if you’re head of household
• $12,400 if you’re single or married filing separately

} . . . . . . . . 2 $

3 If line 1 is greater than line 2, subtract line 2 from line 1. If line 2 is greater than line 1, enter “-0-” . . 3 $

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

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-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 
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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Married Filing Jointly or Qualifying Widow(er)

Higher Paying Job 
Annual Taxable 
Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

    $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $0 $220 $850 $900 $1,020 $1,020 $1,020 $1,020 $1,020 $1,210 $1,870 $1,870

$10,000 -   19,999 220 1,220 1,900 2,100 2,220 2,220 2,220 2,220 2,410 3,410 4,070 4,070

$20,000 -   29,999 850 1,900 2,730 2,930 3,050 3,050 3,050 3,240 4,240 5,240 5,900 5,900

$30,000 -   39,999 900 2,100 2,930 3,130 3,250 3,250 3,440 4,440 5,440 6,440 7,100 7,100

$40,000 -   49,999 1,020 2,220 3,050 3,250 3,370 3,570 4,570 5,570 6,570 7,570 8,220 8,220

$50,000 -   59,999 1,020 2,220 3,050 3,250 3,570 4,570 5,570 6,570 7,570 8,570 9,220 9,220

$60,000 -   69,999 1,020 2,220 3,050 3,440 4,570 5,570 6,570 7,570 8,570 9,570 10,220 10,220

$70,000 -   79,999 1,020 2,220 3,240 4,440 5,570 6,570 7,570 8,570 9,570 10,570 11,220 11,240

$80,000 -   99,999 1,060 3,260 5,090 6,290 7,420 8,420 9,420 10,420 11,420 12,420 13,260 13,460

$100,000 - 149,999 1,870 4,070 5,900 7,100 8,220 9,320 10,520 11,720 12,920 14,120 14,980 15,180

$150,000 - 239,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 12,790 13,990 15,190 16,050 16,250

$240,000 - 259,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 12,790 13,990 15,520 17,170 18,170

$260,000 - 279,999 2,040 4,440 6,470 7,870 9,190 10,390 11,590 13,120 15,120 17,120 18,770 19,770

$280,000 - 299,999 2,040 4,440 6,470 7,870 9,190 10,720 12,720 14,720 16,720 18,720 20,370 21,370

$300,000 - 319,999 2,040 4,440 6,470 8,200 10,320 12,320 14,320 16,320 18,320 20,320 21,970 22,970

$320,000 - 364,999 2,720 5,920 8,750 10,950 13,070 15,070 17,070 19,070 21,290 23,590 25,540 26,840

$365,000 - 524,999 2,970 6,470 9,600 12,100 14,530 16,830 19,130 21,430 23,730 26,030 27,980 29,280

$525,000 and over 3,140 6,840 10,170 12,870 15,500 18,000 20,500 23,000 25,500 28,000 30,150 31,650

Single or Married Filing Separately
Higher Paying Job 

Annual Taxable 
Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

     $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $460 $940 $1,020 $1,020 $1,470 $1,870 $1,870 $1,870 $1,870 $2,040 $2,040 $2,040

$10,000 -   19,999 940 1,530 1,610 2,060 3,060 3,460 3,460 3,460 3,640 3,830 3,830 3,830

$20,000 -   29,999 1,020 1,610 2,130 3,130 4,130 4,540 4,540 4,720 4,920 5,110 5,110 5,110

$30,000 -   39,999 1,020 2,060 3,130 4,130 5,130 5,540 5,720 5,920 6,120 6,310 6,310 6,310

$40,000 -   59,999 1,870 3,460 4,540 5,540 6,690 7,290 7,490 7,690 7,890 8,080 8,080 8,080

$60,000 -   79,999 1,870 3,460 4,690 5,890 7,090 7,690 7,890 8,090 8,290 8,480 9,260 10,060

$80,000 -   99,999 2,020 3,810 5,090 6,290 7,490 8,090 8,290 8,490 9,470 10,460 11,260 12,060

$100,000 - 124,999 2,040 3,830 5,110 6,310 7,510 8,430 9,430 10,430 11,430 12,420 13,520 14,620

$125,000 - 149,999 2,040 3,830 5,110 7,030 9,030 10,430 11,430 12,580 13,880 15,170 16,270 17,370

$150,000 - 174,999 2,360 4,950 7,030 9,030 11,030 12,730 14,030 15,330 16,630 17,920 19,020 20,120

$175,000 - 199,999 2,720 5,310 7,540 9,840 12,140 13,840 15,140 16,440 17,740 19,030 20,130 21,230

$200,000 - 249,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,440 19,730 20,830 21,930

$250,000 - 399,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,440 19,730 20,830 21,930

$400,000 - 449,999 2,970 5,860 8,240 10,540 12,840 14,540 15,840 17,140 18,450 19,940 21,240 22,540

$450,000 and over 3,140 6,230 8,810 11,310 13,810 15,710 17,210 18,710 20,210 21,700 23,000 24,300

Head of Household
Higher Paying Job 

Annual Taxable 
Wage & Salary

Lower Paying Job Annual Taxable Wage & Salary

      $0 - 
9,999

$10,000 - 
19,999

$20,000 - 
29,999

$30,000 - 
39,999

$40,000 - 
49,999

$50,000 - 
59,999

$60,000 - 
69,999

$70,000 - 
79,999

$80,000 - 
89,999

$90,000 - 
99,999

$100,000 - 
109,999

$110,000 - 
120,000

$0 -     9,999 $0 $830 $930 $1,020 $1,020 $1,020 $1,480 $1,870 $1,870 $1,930 $2,040 $2,040

$10,000 -   19,999 830 1,920 2,130 2,220 2,220 2,680 3,680 4,070 4,130 4,330 4,440 4,440

$20,000 -   29,999 930 2,130 2,350 2,430 2,900 3,900 4,900 5,340 5,540 5,740 5,850 5,850

$30,000 -   39,999 1,020 2,220 2,430 2,980 3,980 4,980 6,040 6,630 6,830 7,030 7,140 7,140

$40,000 -   59,999 1,020 2,530 3,750 4,830 5,860 7,060 8,260 8,850 9,050 9,250 9,360 9,360

$60,000 -   79,999 1,870 4,070 5,310 6,600 7,800 9,000 10,200 10,780 10,980 11,180 11,580 12,380

$80,000 -   99,999 1,900 4,300 5,710 7,000 8,200 9,400 10,600 11,180 11,670 12,670 13,580 14,380

$100,000 - 124,999 2,040 4,440 5,850 7,140 8,340 9,540 11,360 12,750 13,750 14,750 15,770 16,870

$125,000 - 149,999 2,040 4,440 5,850 7,360 9,360 11,360 13,360 14,750 16,010 17,310 18,520 19,620

$150,000 - 174,999 2,040 5,060 7,280 9,360 11,360 13,480 15,780 17,460 18,760 20,060 21,270 22,370

$175,000 - 199,999 2,720 5,920 8,130 10,480 12,780 15,080 17,380 19,070 20,370 21,670 22,880 23,980

$200,000 - 249,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,770 24,870

$250,000 - 349,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,770 24,870

$350,000 - 449,999 2,970 6,470 8,990 11,370 13,670 15,970 18,270 19,960 21,260 22,560 23,900 25,200

$450,000 and over 3,140 6,840 9,560 12,140 14,640 17,140 19,640 21,530 23,030 24,530 25,940 27,240
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NOTICE OF PRIVACY PRACTICES 

FOR PROTECTED HEALTH INFORMATION 

[45 CFR 164.520] 

Background 

The HIPAA Privacy Rule gives individuals a fundamental new right to be informed of the privacy 

practices of their health plans and of most of their health care providers, as well as to be informed of their 

privacy rights with respect to their personal health information. Health plans and covered health care 

providers are required to develop and distribute a notice that provides a clear explanation of these rights 

and practices. The notice is intended to focus individuals on privacy issues and concerns, and to prompt 

them to have discussions with their health plans and health care providers and exercise their rights. 

How the Rule Works 

General Rule. The Privacy Rule provides that an individual has a right to adequate notice of how 

a covered entity may use and disclose protected health information about the individual, as well as his or 

her rights and the covered entity’s obligations with respect to that information. 

Most covered entities must develop and provide individuals with this notice of their privacy 

practices. 

The Privacy Rule does not require the following covered entities to develop a notice: 

C Health care clearinghouses, if the only protected health information they create or receive is as 

a business associate of another covered entity. See 45 CFR 164.500(b)(1). 

C A correctional institution that is a covered entity (e.g., that has a covered health care provider 

component). 

C A group health plan that provides benefits only through one or more contracts of insurance 

with health insurance issuers or HMOs, and that does not create or receive protected health 

information other than summary health information or 

enrollment or disenrollment information. 

See 45 CFR 164.520(a). 

Content of the Notice.  Covered entities are required to provide a notice in plain language 

that describes: 
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C How the covered entity may use and disclose protected health information about an 

individual. 

C The individual’s rights with respect to the information and how the individual may 

exercise these rights, including how the individual may complain to the covered 

entity. 

C The covered entity’s legal duties with respect to the information, including a statement 

that the covered entity is required by law to maintain the privacy of protected health 

information. 

C Whom individuals can contact for further information about the covered entity’s privacy 

policies. 

 

The notice must include an effective date. See 45 CFR 164.520(b) for the specific requirements for 

developing the content of the notice. 

 

A covered entity is required to promptly revise and distribute its notice whenever it makes material 

changes to any of its privacy practices. See 45 CFR 164.520(b)(3), 164.520(c)(1)(i)(C) for health plans, 

and 164.520(c)(2)(iv) for covered health care providers with direct treatment relationships with 

individuals. 

 

Providing the Notice. 

 

C A covered entity must make its notice available to any person who asks for it. 

C A covered entity must prominently post and make available its notice on any web site it 

maintains that provides information about its customer services or benefits. 

 

C Health Plans must also: 

< Provide the notice to individuals then covered by the plan no later than April 

14, 2003 (April 14, 2004, for small health plans) and to new enrollees at the 

time of enrollment. 

< Provide a revised notice to individuals then covered by the plan within 60 days 

of a material revision. 

< Notify individuals then covered by the plan of the availability of and how to 

obtain the notice at least once every three years. 

 

C Covered Direct Treatment Providers must also: 
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< Provide the notice to the individual no later than the date of first service delivery 

(after the April 14, 2003 compliance date of the Privacy Rule) and, except in an 

emergency treatment situation, make a good faith effort to obtain the individual’s 

written acknowledgment of receipt of the notice. If an acknowledgment cannot 

be obtained, the provider must document his or her efforts to obtain the 

acknowledgment and the reason why it was not obtained. 

< When first service delivery to an individual is provided over the Internet, through 

e-mail, or otherwise electronically, the provider must send an electronic notice 

automatically and contemporaneously in response to the individual’s first request 

for service. The provider must make a good faith effort to obtain a return receipt 

or other transmission from the individual in response to receiving the notice. 

< In an emergency treatment situation, provide the notice as soon as it is reasonably 

practicable to do so after the emergency situation has ended. In these situations, 

providers are not required to make a good faith effort to obtain a written 

acknowledgment from individuals. 

< Make the latest notice (i.e., the one that reflects any changes in privacy 

policies) available at the provider’s office or facility for individuals to request 

to take with them, and post it in a clear and prominent location at the facility. 

 

C A covered entity may e-mail the notice to an individual if the individual agrees to 

receive an electronic notice. 

 

See 45 CFR 164.520(c) for the specific requirements for providing the notice. Organizational 

Options. 

C  Any covered entity, including a hybrid entity or an affiliated covered entity, may choose 

to develop more than one notice, such as when an entity performs different types of 

covered functions (i.e., the functions that make it a health plan, a health care provider, or 

a health care clearinghouse) and there are variations in its privacy practices among these 

covered functions. Covered entities are encouraged to provide individuals with the most 

specific notice possible. 

 

C Covered entities that participate in an organized health care arrangement may 

choose to produce a single, joint notice if certain requirements are met. For 

example, the joint notice must describe the covered entities and the service
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delivery sites to which it applies. If any one of the participating covered entities provides 

the joint notice to an individual, the notice distribution requirement with respect to that 

individual is met for all of the covered entities. See 45 CFR 164.520(d). 

 

 

 

                                                                                                                   

Employee Signature     Date 

 

 

                                                                                       

                          Employer Signature       Date 



ARRAY OF BRIGHTER BEGINNINGS, INC. 
813 A S. OAKLAND ST 

GASTONIA, NORTH CAROLINA 28054 

HEPATITIS-B   STATEMENT 

***CONFIDENTIAL INFORMATION*** 

      I have received the immunization for Hepatitis-B 

      I have not received the vaccination for Hepatitis-B (waiver) 

I understand  that due to my occupational exposure to blood and/or  or other potentially 
infectious bodily fluids I may be at risk of acquiring Hepatitis-B, I understand  that by declining 
this vaccine I continue to be at risk of acquiring Hepatitis-B, If in the future I want to be 
vaccinated with the Hepatitis-B vaccine I may. 

Signature of Contractor    Date 

ARRAY OF BRIGHTER BEGINNINGS.  2/01/2018 



RV1 

Array of Brighter Beginnings, Inc. 
813 A S. Oakland St.  

Gastonia North Carolina 28054 
704-215-6896 

 
AOBB, Inc. Staff 

Client Rights/Grievance Procedure 
 

***Confidential Information*** 
 
 

I, _____________________________, have received and gone 
over a copy of the Client/Consumer Rights from Array of 
Brighter Beginnings, Inc. A representative from this agency 
discussed these documents with me and answered all my 
questions regarding the rights of my assigned consumer/client(s) 
and the grievance procedure. I have also been made aware that 
I can contact my supervisor at Array of Brighter Beginnings, Inc. 
if I have questions at a later time. I understand the 
Client/Consumer Rights/Grievance Procedure that have been 
presented to me.  
 
 
 
_______________________________ ___________________ 
 Staff Signature     Date 
 
 
 
______________________________  ___________________ 
 Office Representative Signature  Date 



Update 2020 1 

Please be advised that ________________________________ has read 
and reviewed the training material and policy specific information 
regarding:  

• Part I: Influenza Vaccination for Human Services Personnel and
• Part II and III: Handwashing in the workplace”

o Handwashing and COVID-19

___________________ 
Date 

___________________ 

__________________________________ 
AOBB Staff Signature  

__________________________________ 
AOBB Admin/Trainer Signature             Date 

Array of Brighter Beginnings, Inc. (AOBB) 
813A S. Oakland Street 

Gastonia, NC 28054 
Phone: 704-215-6896 
Fax: 704-671-2694 

cwebb@arrayofbrighterbeginnings.org 



Update 2020 2 

Part I 

Importance of Influenza Vaccination for Health 
Care Personnel 

With the annual influenza season underway, the Food and Drug Administration (FDA) 
is urging health care organizations to ensure that influenza vaccination programs are 
available for health care personnel (HCP). 

Because unvaccinated HCP can be a primary cause of outbreaks in health care settings, 
annual workplace immunization programs decrease the likelihood of contracting 
influenza and the chance of infecting others. Therefore, the mission to ensure patient 
safety in each health care setting should include influenza vaccination of personnel. 

Despite the benefits of immunization, CDC estimates that only 40% of the nation’s HCP 
are vaccinated each year. Studies have shown that low vaccination rates among HCP 
contribute to influenza outbreaks in hospitals and other health care settings, needlessly 
putting patients at an increased risk of contracting influenza and suffering from its 
potential major complications. Annual immunization of caregivers protects employees, 
their families and patients, and may reduce influenza-related deaths among persons at 
high risk for complications from influenza. 

HCP refers to all paid and unpaid persons working in health-care settings who have the 
potential for exposure to patients and/or to infectious materials, including body 
substances, contaminated medical supplies and equipment, contaminated 
environmental surfaces, or contaminated air. 

HCP might include (but are not limited to) physicians, nurses, nursing assistants, 
therapists, technicians, emergency medical service personnel, dental personnel, 
pharmacists, laboratory personnel, autopsy personnel, students and trainees, 
contractual staff not employed by the health-care facility, and persons (e.g., clerical, 
dietary, house-keeping, laundry, security, maintenance, billing, and volunteers) not 
directly involved in patient care but potentially exposed to infectious agents that can be 
transmitted to and from HCP and patients. 

These recommendations apply to HCP in acute care hospitals, nursing homes, skilled 
nursing facilities, physician’s offices, urgent care centers, and outpatient clinics, and to 
persons who provide home health care and emergency medical services. 

One hospital evaluated the impact of vaccination on HCP and hospitalized patients and 
saw an increase in immunization coverage from 4% to 67% over 12 flu seasons. During 
that timeframe, laboratory-confirmed influenza cases among HCP decreased from 42% 
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to 9%. In addition, nosocomial (hospital-acquired) influenza cases among patients 
decreased from 32% to 0%. 

Studies have shown that some of the primary deterrents to immunization are concerns 
related to the safety and efficacy of the influenza vaccine. But, each year the vaccine 
undergoes a review by FDA to assure its safety and potency before it is approved for 
immunization of the public. The misconception that the vaccine causes influenza, and 
the mistaken belief that they are not at risk is also another reason why many HCP don’t 
get vaccinated. 

The fact is that healthy adults can pass the influenza virus to someone else one day 
before symptoms begin, and they can continue to infect others up to five days after 
getting sick. Therefore, it is possible for a healthy adult to unknowingly spread the virus 
to patients at high risk for serious complications from influenza. 

This risk has been one of the primary factors in motivating many major professional 
medical societies to endorse and publish recommendations requiring HCP with direct 
patient care to be immunized. In fact, some states and health agencies have adopted 
mandatory immunization programs to help decrease the likelihood of contracting 
influenza and the chance of infecting others. 

The initiative to improve influenza vaccination for HCP is supported by the Department 
of Health and Human Services (HHS), the National Foundation for Infectious Diseases 
(NFID), the Infectious Disease Society of America, the American College of Physicians, 
and the Joint Commission on Accreditation of Health Care Organizations 
(JCAHCO). 

FDA urges health care facilities to educate their HCP regarding the benefits of influenza 
vaccination and potential health consequences of influenza illness for themselves and 
their patients. Health care systems are encouraged to implement or expand 
immunization programs for patients and staff. In an effort to improve vaccinations rates 
among HCP, HHS has developed the Health Care Personnel Initiative to Improve 
Influenza Vaccination Toolkit. This kit offers health care systems a comprehensive 
educational packet designed to help implement, or enhance existing, annual influenza 
vaccination programs. 

Other Resources: 

• La Importancia de la Vacunación para el Personal Relacionado con el Cuidado de 
la Salud 

Reference:  

• Importance of Influenza Vaccination for Health Care Personnel | FDA, 3/22/2018 
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Show Me the Science - Why Wash 
Your Hands? 

Part II 
Handwashing in Communities: Clean Hands Save Lives: 
 
Reference: 
 
Training material created from the Centers for Disease Control and Prevention (CDC). 
September 9, 2020 
 
Handwashing In  
 

Keeping hands clean is one of the most important steps we can take to avoid 
getting sick and spreading germs to others. Many diseases and conditions are 
spread by not washing hands with soap and clean, running water. 

How germs get onto hands and make people sick 
 
Feces (poop) from people or animals is an important source of germs 
like Salmonella, E. coli O157, and norovirus that cause diarrhea, and it can 
spread some respiratory infections like adenovirus and hand-foot-mouth 
disease. These kinds of germs can get onto hands after people use the toilet or 
change a diaper, but also in less obvious ways, like after handling raw meats that 
have invisible amounts of animal poop on them. A single gram of human feces—
which is about the weight of a paper clip—can contain one trillion germs 1. Germs 
can also get onto hands if people touch any object that has germs on it because 
someone coughed or sneezed on it or was touched by some other contaminated 
object. When these germs get onto hands and are not washed off, they can be 
passed from person to person and make people sick. 
Washing hands prevents illnesses and spread of infections to others 
Handwashing with soap removes germs from hands. This helps prevent 
infections because: 

• People frequently touch their eyes, nose, and mouth without even realizing 
it. Germs can get into the body through the eyes, nose and mouth and 
make us sick. 
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• Germs from unwashed hands can get into foods and drinks while people 
prepare or consume them. Germs can multiply in some types of foods or 
drinks, under certain conditions, and make people sick. 

• Germs from unwashed hands can be transferred to other objects, like 
handrails, tabletops, or toys, and then transferred to another person’s 
hands. 

• Removing germs through handwashing therefore helps prevent diarrhea 
and respiratory infections and may even help prevent skin and eye 
infections. 

 

Teaching people about handwashing helps them and their communities stay 
healthy. Handwashing education in the community: 

• Reduces the number of people who get sick with diarrhea by 23-40% 2, 3, 6 
• Reduces diarrheal illness in people with weakened immune systems by 

58%  4 
• Reduces respiratory illnesses, like colds, in the general population by 16-

21% 3, 5 
• Reduces absenteeism due to gastrointestinal illness in schoolchildren by 

29-57% 7 
 
Not washing hands harms children around the world 
About 1.8 million children under the age of 5 die each year from diarrheal 
diseases and pneumonia, the top two killers of young children around the 
world 8. 

• Handwashing with soap could protect about 1 out of every 3 young children 
who get sick with diarrhea 2, 3 and almost 1 out of 5 young children with 
respiratory infections like pneumonia 3, 5. 

• Although people around the world clean their hands with water, very few 
use soap to wash their hands. Washing hands with soap removes germs 
much more effectively 9. 

• Handwashing education and access to soap in schools can help improve 
attendance 10, 11, 12. 

• Good handwashing early in life may help improve child development in 
some settings 13. 

• Estimated global rates of handwashing after using the toilet are only 19% 6. 
 
Handwashing helps battle the rise in antibiotic resistance 
 
Preventing sickness reduces the amount of antibiotics people use and the 
likelihood that antibiotic resistance will develop. Handwashing can prevent about 
30% of diarrhea-related sicknesses and about 20% of respiratory infections (e.g., 
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colds) 2, 5. Antibiotics often are prescribed unnecessarily for these health issues 14. 
Reducing the number of these infections by washing hands frequently helps 
prevent the overuse of antibiotics—the single most important factor leading to 
antibiotic resistance around the world. Handwashing can also prevent people 
from getting sick with germs that are already resistant to antibiotics and that can 
be difficult to treat. 
 
Handwashing and COVID-19 
 
To help prevent the spread of COVID-19 the CDC suggest keeping your hands 
clean and following the instructions below: 
 
Handwashing 
 
Wash hands with soap and water for at least 20 seconds external icon. Use the cleanest 
water possible, for example external icon from an improved source. *If soap and water 
are not available use an alcohol-based hand rub that contains at least 60% alcohol. 

 
 

1. Wet hands with water. 

 

 

 
2. Apply enough soap to cover the front and back of your hands and in between your 

fingers. 

 

 
 

3. Rub hands together and scrub the front and back of your hands and in between 
your fingers. 

 

 

 
4. Wash the front and back of your hands, in between your fingers, and under your 

nails. 
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5. Rinse your hands with clean water. 

 

 
6. Dry hands completely using a clean towel or single-use towel or air dry. 

 

 

*When using alcohol-based hand rub or sanitizer, apply the product to the palm of one 
hand and rub the product all over the surfaces of your hands until your hands are dry. 
Read the label of the hand sanitizer to learn the correct amount of product to rub. 

WHEN TO WASH HANDS TO PREVENT COVID-19: 

Remember to wash your hands before, during or after each of these activities to stay 
healthy: 

• Before, during, and after preparing food 
• Before eating food 
• Before touching your face** 
• Before and after caring for someone who is sick 
• After blowing your nose, coughing, or sneezing 
• After being in a public place 
• After changing diapers or cleaning up a child who has used the toilet 
• After using the toilet or latrine 
• After touching an animal, animal feed, or animal waste 
• After touching garbage 

 **Avoid touching your eyes, nose, and mouth with unwashed hands. 

 

Part III 
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Handwashing: Clean Hands Save Lives 
Posted on October 25, 2020 by Web Master 
Share 
 
Reference: 

• Handwashing, Clean Hands Save Lives (fidelityhh.com) 
 

Regular handwashing is one of the best ways to remove germs, avoid getting sick, and prevent the spread 
of germs to others. Whether you are at home, at work, traveling, or out in the community, find out how 
handwashing with soap and water can protect you and your family. 

How Germs Spread 

Washing hands can keep you healthy and prevent the spread of respiratory and diarrheal infections from 
one person to the next. Germs can spread from other people or surfaces when you: 

• Touch your eyes, nose, and mouth with unwashed hands 
• Prepare or eat food and drinks with unwashed hands 
• Touch a contaminated surface or objects 
• Blow your nose, cough, or sneeze into hands and then touch other people’s hands or common 

objects 

Key Times to Wash Hands 

You can help yourself and your loved ones stay healthy by washing your hands often, especially during these 
key times when you are likely to get and spread germs: 

• Before, during, and after preparing food 
• Before eating food 
• Before and after caring for someone at home who is sick with vomiting or diarrhea 
• Before and after treating a cut or wound 
• After using the toilet 
• After changing diapers or cleaning up a child who has used the toilet 
• After blowing your nose, coughing, or sneezing 
• After touching an animal, animal feed, or animal waste 
• After handling pet food or pet treats 
• After touching garbage 

 

Follow Five Steps to Wash Your Hands the Right Way 



Update 2020 9 

Washing your hands is easy, and it’s one of the most effective ways to prevent the spread of germs. Clean 
hands can stop germs from spreading from one person to another and throughout an entire community—
from your home and workplace to childcare facilities and hospitals. 

Follow these five steps every time. 

1. Wet your hands with clean, running water (warm or cold), turn off the tap, and apply soap. 
2. Lather your hands by rubbing them together with the soap. Lather the backs of your hands, 

between your fingers, and under your nails. 
3. Scrub your hands for at least 20 seconds. Need a timer? Hum the “Happy Birthday” song from 

beginning to end twice. 
4. Rinse your hands well under clean, running water. 
5. Dry your hands using a clean towel or air dry them. 

Use Hand Sanitizer When You Can’t Use Soap and Water 

You can use an alcohol-based hand sanitizer that contains at least 60% alcohol if soap and water are not 
available. 

Washing hands with soap and water is the best way to get rid of germs in most situations. If soap and water 
are not readily available, you can use an alcohol-based hand sanitizer that contains at least 60% alcohol. 
You can tell if the sanitizer contains at least 60% alcohol by looking at the product label. 

Sanitizers can quickly reduce the number of germs on hands in many situations. However, 

• Sanitizers do not get rid of all types of germs. 
• Hand sanitizers may not be as effective when hands are visibly dirty or greasy. 
• Hand sanitizers might not remove harmful chemicals from hands like pesticides and heavy metals. 

How to use hand sanitizer 

• Apply the gel product to the palm of one hand (read the label to learn the correct amount). 
• Rub your hands together. 
• Rub the gel over all the surfaces of your hands and fingers until your hands are dry. This should 

take around 20 seconds. 

 



AOBB Website Acknowledgment Signature Page 
 
This acknowledgement signature page is designed to ensure that you are aware of the 
AOBB’s website and what available for all staff and contactors.  
 
I am aware of the AOBB Website Employee and contractor’s page. I understand that all 
documents needed to be an effective productive employee or independent contractor is 
located in the AOBB Human Resources section of the 
www.arrayofbrighterbeginnings.org website.  
 
I do understand that the following documents are available for me 24/7:  

• Staff and Contactors Documents 
o Incident Report Template 
o Time Record/Sheets Invoice  
o Address and Contact Update Forms 
o Employee and Contactor’s Handbook (updates are added so AOBB and workers 

stay in compliance with all state, federal, and stakeholders’ requirements) 
o Consumer Rights information  
o Consumer Weekly Planner 
o AFL Providers’ Documents 
o And all other important information 

• COVID 19 updates 
• Training and Development Information 
• OnTarget and EVV Login and Training 
• Etc.  

 
Some pages are password protected: the password for password protected sites: 
 
Password: aobb2021  
 
Passwords are subject to change, if changed the front office will information you.  
 
 
I further understand that I am obligated to familiarize myself with AOBB's safety, health, 
emergency procedures, confidentiality, and website content. I understand that I am responsible 
for learning and upholding all content and do understand that this information is updated as 
needed to ensure the safety and well-being of all staff, consumers, and stakeholders. I do 
understand that failure to do so may result in disciplinary actions or termination. I will 
communicate any documents needed to effectively care out my duties as an employee or 
contactors to a supervisor or QP.  
 
 
_________________________________            _______________________________________ 
Print Name          Staff/Contactor’s Signature         Date 
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I acknowledge that I have received the AOBB Employee/Contractor Handbook and that I have 
read and understand the company's (AOBB) policies and procedure.   

I understand that this Handbook represents only current policies, procedures, and benefits, and 
that it does not create a contract of employment. AOBB retains the right to change these policies 
and benefits, as it deems advisable. 

Unless expressly proscribed by statute or contract, my employment is "at-will."  I understand that 
I have the right to terminate my employment at any time, with or without cause or notice, and that 
the AOBB/Company has the same right.  I further understand that my status as an "at-will" 
employee or contractor may not be changed except in writing and signed by the President of the 
Company or appointed representative. 

I understand that all information and data presented during my employment/duties is proprietary 
to AOBB and accordingly. I agree to keep it confidential, which means I will not use it other than 
in the performance of my duties or disclose it to any person or entity outside the Company.  I 
understand that I must comply with all provisions of the AOBB Handbook during my 
employment at AOBB.  I also understand that if I do not comply with all provisions of this 
Handbook, my access to Company resources may be revoked, and I may be subject to 
disciplinary action up to and including employment/contract terminiation. 

I understand that if I am an independent contractor, I am no exempt from the content presented in 
this hand book and this handbook is an extension to my contract agreement and other related 
documents. _____________ 

I further understand that I am obligated to familiarize myself with the AOBB's safety, health, and 
emergency procedures as outlined in this Handbook or in other employment and stakeholders' 
documents. 

___________________________________ 
Signature Date 

___________________________________ 
Please Print Name

AOBB September 2021 Update Handbook 
Acknowledgment 
Signature Page

Acknowledgment Of Receipt And Understanding 

Gastonia, NC Central Office: 813 S Oakland, St Suit A, Gastonia, NC 215-6896 (704)-215-6896 Fax: 704-2694
Statesville, NC Office: 225 Davie Ave, Statesville, NC 28677  (704)-215-6896 Fax: 704-2694

contractor sign here only

Employment Status

Employee     Independent Contractor



Array of Brighter Beginnings, Inc. 
 

Consumer’s Handbook  
Acknowledgement and Agreement Form 

 
 
 
 
I, _____________________________, have received and gone 
over a copy of the AOBB, Inc.’s Consumer Handbook from Array 
of Brighter Beginnings, Inc. I do understand that if I have any 
questions about the content in this consumer handbook, I am 
able to speak with my assigned QP or office staff member for 
clarity or assistance with my questions or concerns relating to 
this consumer’s handbook. I agree to help my consumer 
understand and follow this handbook to the fullest while in my 
care. I do understand a copy of this handbook can be found on 
the arrayofbrighterbeginninings.org website.  
 
 
 
_______________________________ ___________________ 
Staff Signature      Date 
 
 
 
______________________________  ___________________ 
Office Representative/QP Signature  Date 
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