
NEW MEXICO VETERAN DIRECTED CARE 
WORKER PAPERWORK CHECKLIST

DOCUMENT NAME REQUIRED/OPTIONAL

The NM Veteran Directed Care Worker Set-Up Form Required

The NM Veteran Directed Care Relationship Form Required

The NM Veteran Directed Care Live- In 
Exemption Form

Required

Form W-4 for New Mexico State Withholding Required

Form W-4 Required

Form I-9: Employment Eligibility Verification Required

Employer/Employee Agreement Form Required

The NM Veteran Directed Care 
Provider Rate Agreement Form

Required

The NM Veteran Directed Care 
Background Check Disclosure

Required

The NM Veteran Directed Care 
Payment Election Form

Required

Paycard Welcome Kit Informational

The NM Veteran Directed Care Worker Timesheet Required

Fraud and Abuse Form Required

Privacy Policy Informational

Note:

Please ensure all REQUIRED documents are filled out accurately before submitting them for processing.

10425 W. North Ave. Ste. 345, Milwaukee, WI 53226 | Phone: 855-613-2898 | Fax: (855) 250-4644 | NMVDC@premier-fms.com | www.premier-fms.com

Rev. 1/24



Instructions:  
 

Premier Financial Management Services   

Veteran’S INFORMATION

First Name: _____________________________  Middle Initial: _____  Last Name: ______________________________

Mailing Address: _________________________________  City: ________________________  State: _____  Zip: ________

Home #: ________________________  Cell #:  __________________________  Work #: __________________________

Email Address: _______________________________________________________________________________________

Date of Birth: ____ /____ / ________   

EMPLOYER INFORMATION

First Name: _____________________________  Middle Initial: _____  Last Name: ______________________________

By signing below, you certify that the information on this form is accurate and that you have all supporting 
documentation that may be needed to verify your selection. For any questions or concerns, please contact our 

Worker Signature: __________________________________________________________  Date: ____ /____ / ________

Veteran/AR Signature:  ______________________________________________________  Date: ____ /____ / ________

Email: 
PremierEnrollment@Premier-FMS.com

Mail:
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WORKER’S INFORMATION

First Name: _____________________________  Middle Initial: _____  Last Name: ______________________________

Mailing Address: _________________________________  City: ________________________  State: _____  Zip: ________  

Home #: ________________________  Cell #:  __________________________  Work #: __________________________

Email Address: _______________________________________________________________________________________

Date of Birth: ____ /____ / ________  Social Security Number: _____-_____-______

/ /



Instructions:  
 

Premier Financial Management Services 

Section 1:

Worker Name: ______________________________________________________  Date of Birth: ____ /____ / ________

Veteran Name: _______________________________________________________________________________________

Authorized Representative Name: _______________________________________________________________________

Section 2: 

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

Worker Signature: __________________________________________________________  Date: ____ /____ / ________

Employer Signature: __________________________________________________________  Date: ____ /____ / ________

Parent*±

Daughter/Son

Friend

Worker

Spouse*±

Grandparent

Sibling

Neighbor

Stepparent

Grandchild

Stepchild

Other:

* Due to your relationship
with the employer and
current legislation, you
are exempt from payroll
taxes for unemployment

If your employment with
the employer is terminated,
you will not receive

 ± Due to your relationship with 
the employer and current 
legislation, you are exempt 
from payroll taxes for Social 

By not paying into Social 

it means you are not earning 
Social Security work credits.

 Due to your relationship as 
the child of the employer and 
current legislation, you are 
exempt from payroll taxes for 
Social Security and Medicare 

Email: 
PremierEnrollment@Premier-FMS.com

Mail:
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Rev. 

Under the Fair Labor Standards Act (FLSA), household employers are required to pay overtime to employees 
 

worker.

Definition of a Domestic Service Worker:

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

(OR)

A worker resides on the employer’s premises for an extended period when he or she lives, works and sleeps on 
 

 
residing on the premises, this also constitutes an extended period.

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

Veteran/Employer: __________________________________________________________________________________

Authorized Representative: _____________________________________________________________________________

This only applies if the Veteran is not the employer.

Please note that it is your responsibility to let Premier Financial Management Services (Premier FMS) 
know when the employee no longer lives with the employer.  

Veteran Signature: _________________________________________________________  Date: _____ /_____ /_______ 
Or Authorized Representative/Employer Signature

_____ /_____ /_______

form to Premier FMS via the following option: 

Email: 
PremierEnrollment@Premier-FMS.com
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Form  W-4
Department of the Treasury  
Internal Revenue Service 

Employee’s Withholding Certificate
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

2024
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 surviving spouse

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

Complete Steps 2–4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can 
claim exemption from withholding, and when to use the estimator at www.irs.gov/W4App.

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). If you
or your spouse have self-employment income, use this option; or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or
(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This

option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate . . . . . . . . . . . . . . . . . .

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 
Dependent 
and Other 
Credits 

If your total 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 for qualifying children and other dependents. You may add to 
this the amount of any other credits. 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 (2024)

FOR NEW MEXICO STATE WITHOLDING ONLY



/ /

/
/ /

/ /









   

  

Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9

OMB No.1615-0047 
Expires 07/31/2026 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions. 
ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first 
day of employment, but not before accepting a job offer. 
Last Name (Family Name) First Name (Given Name) Middle Initial (if any) Other Last Names Used (if any) 

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

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

I am aware that federal law 
provides for imprisonment and/or
fines for false statements, or the 
use of false documents, in 
connection with the completion of
this form. I attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or
immigration status, is true and 
correct. 

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

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

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

4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

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

OR 
Form I-94 Admission Number 

OR 
Foreign Passport Number and Country of Issuance 

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

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

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

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Check here if you used an alternative procedure authorized by DHS to examine documents.     

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears 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. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code 

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4. 

Form I-9 Edition 08/01/23 Page 1 of 4 



 
  

   
 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a

combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 
Documents that Establish Both Identity 

and Employment Authorization OR 

LIST B 

Documents that Establish Identity 

LIST C 
Documents that Establish Employment

Authorization AND 

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

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

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

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

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

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. Employment Authorization Document
that contains a photograph (Form I-766) 2. Certification of report of birth issued by the

Department of State (Forms DS-1350,
FS-545, FS-240)

3. School ID card with a photograph5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

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

(1) The same name as the
passport; and

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

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

5. U.S. Military card or draft record

6. Military dependent's ID card
4. Native American tribal document

7. U.S. Coast Guard Merchant Mariner Card
5. U.S. Citizen ID Card (Form I-197)

8. Native American tribal document
6. Identification Card for Use of Resident

Citizen in the United States (Form I-179)9. Driver's license issued by a Canadian
government authority

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

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

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

listed above: 
10. School record or report card

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

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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

For receipt validity dates, see the M-274. 

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

● Form I-94 issued to a lawful
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

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

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

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

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

Form I-9 Edition 08/01/23 Page 2 of 4 



 Supplement A, 
Preparer and/or Translator Certification for Section 1 

 

 

 

 

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

USCIS 
Form I-9 

Supplement A
OMB No. 1615-0047 
Expires 07/31/2026 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form I-9. 

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

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 Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

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

Form I-9 Edition 08/01/23 Page 3 of 4 



 Supplement B, 
Reverification and Rehire (formerly Section 3) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

USCIS 
Form I-9

Supplement B
OMB No. 1615-0047 
Expires 07/31/2026 

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

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1.  Middle initial (if any) from Section 1.  

Instructions: This supplement replaces Section 3 on the previous version of Form I-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change.  Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form I-9 record. Additional guidance can be found in the 
Handbook for Employers: Guidance for Completing Form I-9 (M-274) 

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

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

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

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

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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

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

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

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

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

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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

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

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

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

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

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 documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

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

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Form I-9 Edition 08/01/23 Page 4 of 4 



Rev. 

Employer/Employee
agreement form

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

I agree to assist my employer in maintaining the documentation and records required by my employer or
Premier FMS. I agree to complete all necessary paperwork to secure mandatory payroll deductions from
my pay.
All records I may have or assist in maintaining are the property of my employer. I will keep these records

employment ends.

I shall immediately notify a physician, or call 9-1-1 if my employer experiences a medical emergency or illness.

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

I agree to abide by all of my employer’s rules regarding my employment duties to the employer through
The Program and I acknowledge receipt of the following rules:
(If you agree, please check all boxes.)

I am a US Citizen or Legal Alien.

I am able to demonstrate an ability to perform tasks employer requests.

I will document time-in and time-out for each shift and must use a standardized form, which my
employer or Premier Financial Management Services will supply.

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

I understand and acknowledge that my employer is my sole employer and that I am not an employee of
Premier Financial Management Services, The Independence Center, or any other State or Federal
Agency.

my
employer’s program and for its role in administering .

14



9. I agree to the following compensation for the services I shall perform: $ _______ an hour.

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

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

12. As an employee, I understand I cannot sign timesheets on behalf of my Employer—even if I have a POA.

Employer Responsibilities

I, ______________________________ (Employer),

1. Will provide Premier Financial Management Services with the necessary documentation to assure timely
compensation of my employee.

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

3.
amount authorized on my plan. If I need additional hours, I will consult with my Coach before I allow my
employee to work additional hours.

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

5. I will assure my employee receives appropriate training.

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

7. I understand that if the Veteran goes into the hospital, employees cannot be paid during that time.

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

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

Employee Signature: _______________________________________________________  Date: _____ /_____ /_______  

Employer Signature: ________________________________________________________  Date: _____ /_____ /_______

Rev. 

PremierEnrollment@Premier-FMS.com10425 W North Ave.
Suite 345
Milwaukee, WI 53226

15



Instructions: Fill out each section as appropriate. Once complete, please sign and date the form and submit to 
Premier Financial Management Services (Premier FMS) via one of the following options:

PROVIDER’S Information

Name: _____________________________________________________________________  Last 4 Digits of SSN: ______________

Veteran’s Name: ______________________________________________________________________________________________

Rate Agreement Information

By signing below, we understand that only the pay rates above will be paid. For any questions or 
 

Provider Signature: __________________________________________________________________   Date: ____ /____ / ________

Veteran/Employer Signature: _________________________________________________________   Date: ____ /____ / ________

Service Type Wage Per Effective Date

Personal Assistance Services & Supports Hour

Rev. 1

Email:
PremierEnrollment@Premier-FMS.com

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

16



Rev. 

Name (First, Middle, Last): ______________________________________________________________________________

Maiden Name or Alias (If applicable): ____________________________________________________________________

PremierEnrollment@Premier-FMS.com10425 W North Ave.
Suite 345
Milwaukee, WI 53226

17

- __ - _________ _____ / ____ / _________ 
AUTHORIZATION

 

 

____ /____ / ________



Instructions: 

Section 1: Effective Date: ____ /____ /  ________ 

Section 2: 

Veteran Information:

Veteran Name: ________________________________________________________________________________________________

Worker Information:

Worker Name: _________________________________________________  Last 4 Digits of SSN: _____________________________

Vendor Information:

Vendor Name: __________________________________________________  Contact Number: ______________________________

Contact person: _______________________________________________  Email Address: _________________________________

Section 3:

Name of Financial Institution: __________________________________________________________________________________

Type of Account:     Checking            Savings               Percentage: _________ %

Email:
PremierEnrollment@Premier-FMS.com

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

New DD
Set Up

New Paycard
Set-Up

Existing Paycard
Set-Up

For Checking account: Tape a voided check here. 

For Savings Account: Attach letter from bank with 
routing and account numbers.

Rev. 
18



Rev. 

Name of Financial Institution: __________________________________________________________________________________

Type of Account:     Checking            Savings               Percentage: _________ %

Section 4:

Check Stubs:

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

Section 5: 

I hereby authorize Premier Financial Management Services (Premier FMS) to deposit any amount owed to me for
wages and/or reimbursements. Premier FMS is not responsible for any erroneous information provided. Also, I 
grant Premier FMS permission to correct and/or adjust any electronic funds transfer resulting from an erroneous 
overpayment by debiting my account. This authorization is to remain in full force and effect until Premier FMS 

I hereby elect and consent to receive my wages to a paycard by electronic transfer. I also grant Premier Financial
Management Services (Premier FMS) permission to correct and/or adjust any electronic funds transfer resulting from 
an erroneous overpayment by debiting my account. I acknowledge I have received a copy of the terms, conditions, 
and fees associated with using the aforementioned paycard. This authorization is to remain in full force and effect 

Signature: __________________________________________________________________________  Date: ____ /____ / ________

For Checking account: Tape a voided check here. 

For Savings Account: Attach letter from bank with 
routing and account numbers.

19



11/8/2018 https://internal/internal/index.cfm?view=cardholders.cardholder_agreement&bin=90CAF5971B5871637C4C35082249AAA4&customer=2…

90CAF5971B5871637C4C35082249AAA4&customer=279E474E762… 1/4

Global Cash Card
IMPORTANT NOTICES:
(1) Please read carefully. This agreement contains an arbitration

provision ("Dispute Clause" section) requiring all claims to be
resolvedbywayofbindingarbitration.

(2) Always know the exact dollar amount available on the card.
Merchantsmaynothaveaccesstodeterminethecardbalance.

(3) By accepting, signing, or using this card, you agree to be bound by
thetermsandconditionscontainedinthisagreement.

(4) If you do not agree to these terms, do not use the card.

Global Cash Card
Global Cash Card

1. About Your Card

2. Fees

Initial and Monthly Fees

Get Cash

Spend Money

Add Money

Account Information

Other Services

ATM Fees:

ForeignTransactionFee(FTF):

CurrencyConversion:

3. Getting Started
Important information for Opening a Card:

What this means for you:

Eligibility and Activation:

4. Using Your Card
a. Loading Your Card

Federal Payments: THE ONLY FEDERAL PAYMENTS THAT MAY BE
LOADED TO YOUR CARD VIA AN AUTOMATED CLEARING HOUSE
("ACH") CREDIT ARE FEDERAL PAYMENTS FOR THE BENEFIT OF THE
PRIMARY CARDHOLDER. If you have questions about this requirement,
pleasecall (949)751-0360.

b. Accessing Funds and Limitations

LOAD, WITHDRAWAL and SPEND LIMITS
Load Limitations Limit

*Maximum Aggregated Card Load Limits

Withdrawal Limitations Limit

Spend Limitations Limit

c. Personal Identification Number ("PIN")

d. Obtaining Card Balance Information

e. Authorized Users
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f. Authorization Holds

g. Preauthorized Transfers
Preauthorizedcredits:

Right to stop payment and procedure for doing so:
(949) 751-0360 or write us at Global

Cash Card 3972 Barranca Pkwy Ste J610 Irvine, CA 92606 in time for

Notice of varying amounts:

Liability for failure to stop payment of preauthorized transfer:

h. Returns and Refunds

i. Receipts

j. Split Transactions and Other Uses

k. Card Replacement and Expiration

5. Business Days

6. Lost or Stolen Cards; Unauthorized Transactions.
a. Contact

b. Your Liability for Unauthorized Transfers

c. In Case of Errors or Questions About Your Electronic Transfers
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d. Your Liability for Unauthorized Prepaid Card Transaction

7. Confidentiality

8. Our Liability for Failure to Complete Transactions

9. Change of Address

10. Other Terms

11. Amendment and Cancellation

12. Telephone Monitoring/Recording

13. NoWarrantyRegardingGoodsandServices

14. How to get all your money off the card

15. EnglishLanguageControls

16. DISPUTE CLAUSE

Background and Scope.

Process.

Arbitration Fees and Awards.

17. Waiver of Right to Trial by Jury

18. Right of Set-Off:

(949) 751-0360 
www.globalcashcard.com
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10425 W North Ave, Suite 345, Milwaukee, WI 53226 | Phone: 855.613.2898 | Fax: 855.250.4644 | nmvdc@Premier-FMS.com | www.Premier-FMS.com 

PremierFMS VDCNM DCP Timesheet: Rev 10.24 

NEW MEXICO
VETERAN DIRECTED CARE 

TIMESHEET 

Worker Name:  

Veteran Name:  

Authorized Representative Name: 

Pay Period Begins: (MM/DD/YYY)  /  / Pay Period Ends: (MM/DD/YYY)  /  / 

Day of 
Week 

Service Date 
(MM/DD) Time-In Time-Out 

Total Hours 
Worked 

Sun / : AM : AM 
PM PM 

Mon / : AM : AM 
PM PM 

Tue / : AM : AM 
PM PM 

Wed / : AM : AM 
PM PM 

Thu / : AM : AM 
PM PM 

Fri / : AM : AM 
PM PM 

Sat / : AM : AM 
PM PM 

Sun / : AM : AM 
PM PM 

Mon / : AM : AM 
PM PM 

Tue / : AM : AM 
PM PM 

Wed / : AM : AM 
PM PM 

Thu / : AM : AM 
PM PM 

Fri / : AM : AM 
PM PM 

Sat / : AM : AM 
PM PM 

Sun / : AM : AM 
PM PM 

Service Hours Total: 

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

Worker Signature:   /  / 

Veteran/AR Signature:  /  / 

Timesheet Submission Mail 
10425 W North Ave 

 Date:  

Date:

Fax 
855.250.4644 

Suite 345 
Milwaukee, WI 53226 

Email 
PayrollTimesheets@Premier-FMS.com 

mailto:CFI@Premier-FMS.com
http://www.premier-fms.com/
mailto:CFI@Premier-FMS.com
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10425 W North Ave, Suite 345, Milwaukee, WI 53226 | Phone: 855.613.2898 | Fax: 855.250.4644 | NMVDC@Premier-FMS.com | www.Premier-FMS.com 

PremierFMS NMVDC DCP Timesheet: Rev 10.24 

NEW MEXICO
VETERAN DIRECTED CARE 

TIMESHEET 

Timesheet Checklist 
Is my legal name on the TS? 

Is my Veteran’s legal name on the TS? 

Did I fill-in the correct pay period with the correct 
start and end dates? 
Example (See schedule for dates): 

Did I fill-in the dates for the correct day of the week? 
Example: July 9th is a Sunday - you would fill the first Sunday as 07/09 

Did I review that all my hours are accurate? 

Did I sign and date my TS? 
Example: If the last day you worked was July 23rd - you would sign and date the TS as 7/23/yr. 

Did my employer sign and date my TS? 

Did I make sure hours submitted are worked on or before the TS due date and signed date? 

Did I use standard time (not military time)? 

Did I make sure the dates on the TS are for one pay period ONLY and do not cross with any other 
pay periods? 

Did I make sure I did NOT use white-out to make corrections? 

Timesheets received that are missing any of the above information will be rejected and returned for 
correction. This may result in a delay of payment. 

Once all check boxes are checked, please submit your timesheet to PremierFMS. 

Why use portal timesheet? 
• Eliminates the risk of filling out your timesheet incorrectly.
• Timesheets will be processed faster!
• It’s paperless! Go GREEN!
• Can be submitted on any device with an internet connection (home, work, or smart phone).
• It is secure, confidential and can be accessed from any location at any time of the day, year-round.

For any questions or concerns, please contact our office at: 855.613.2898. 

MARKING INSTRUCTIONS FOR TIMESHEET 

• Write in BLACK or BLUE ink only.

• Write as large and legible as possible
without touching the sides of the boxes.

Do not write outside of the boxes.
Pay Period Begins: (MM/DD/YYYY) Pay Period Ends: /DD/YYYY) 

0 7 / 0 5 / 2 0 2 4 0 7 / 1 8 / 2 0 2 4 

mailto:ICVIC@Premier-FMS.com
http://www.premier-fms.com/


FRAUD AND ABUSE 
STATEMENT FORM

FRAUD & ABUSE STATEMENT

Fraud is defined as an intentional deception or misrepresentation made by a person 
with the knowledge that the deception could result in some unauthorized benefit to 
himself or herself or some other person. The key behind fraud is intent. A person or 
entity will misrepresent information to obtain something of value that they would 
otherwise not qualify for. Fraud can be done by a single person, institution or a group. 
Anyone can commit fraud.

Examples of Medicaid Fraud include, but are not limited to: 

Knowingly and/or purposefully filling out a timesheet incorrectly for
hours or services that were not provided during the times listed or on the 
day listed;
Knowingly and/or purposefully approving the Vendor Fiscal/Employer Agent 
(F/EA) Financial Management Service (FMS) to bill the VA for services that
were not provided;
Knowingly and/or purposefully using the PDS budget for any other purpose 
than what has been approved in the participant’s individual service plan.
Knowingly and/or purposefully allowing an employee to submit for
services or hours that were not provided.
Knowingly and/or purposefully submitting invoices to the Vendor F/EA FMS 
for goods and services that were not provided.
Knowingly and/or purposefully having the Vendor F/EA FMS pay for services 
to an individual when services were provided by someone else.
Knowingly or purposefully withholding information from authorities
during an investigation.

Abuse is defined as practices that are inconsistent with sound fiscal, business, or medical 
practices, and result in an unnecessary cost to the Veterans program, or in 
reimbursement for services that are not medically necessary or fail to meet 
professionally recognized standards for health care.

Examples of Abuse include:
Making errors when filling out the employee timesheets and not reporting 
those errors in a timely manner to the FMS.
Employee billing for services when the veteran is in the hospital.
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There are several ways that Veterans, Employers and their workers can report Fraud 
and Abuse. Please review the different ways outlined below:

Premier Fiscal Management Services

If you suspect fraud, waste or abuse within the New Mexico Veteran Directed Care 
Program please contact Premier Fiscal Management Services. The customer service 
representative and Account Coordinator can work with you to ensure instances are 
corrected and prevented in the future.

Toll free phone: 855-613-2898 
Email: nmvdc@premier-fms.com

VHA Integrity and Compliance Helpline

If you suspect fraud or abuse impacting Veterans please contact the VHA Integrity and 
Compliance Helpline.

Toll-free phone:
866-842-4357 (VHA-HELP)
24 hours/7 days a week
Email: VHAOICHelpline@va.gov

Mailing Address:
ATTN: Integrity and Compliance Helpline (10OIC) 
810 Vermont Avenue, NW
Washington DC 20420

Fraud and Abuse is a crime against all taxpayers and is both a state and federal 
offense. All allegations must be reported directly to Premier for investigation. Premier 
will report all allegations to the state program office. Fraud and Abuse may lead to 
termination of services. 

“I have read Fraud and Abuse Statement, I understand it and agree to comply.”

Worker Signature Date
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PRIVACY POLICY

Protecting your private information is our priority. This Statement of Privacy applies 
to https://premier-fms.com//, and PremierFMS and governs data collection and usage. For 
the purposes of this Privacy Policy, unless otherwise noted, all references to PremierFMS
include https://premier-fms.com/ and PremierFMS. The PremierFMS website is an 
information site. By using the PremierFMS website, you consent to the data practices 
described in this statement.

Collection of your Personal Information

We do not collect any personal information about you unless you voluntarily provide it to us. 
However, you may be required to provide certain personal information to us when you elect 
to use certain products or services. These may include: (a) registering for an account; (b) 
entering a sweepstakes or contest sponsored by us or one of our partners; (c) signing up for 
special offers from selected third parties; (d) sending us an email message; (e) submitting 
your credit card or other payment information when ordering and purchasing products and 
services. To wit, we will use your information for, but not limited to, communicating with you 
in relation to services and/or products you have requested from us. We also may gather 
additional personal or non-personal information in the future.

Sharing Information with Third Parties

PremierFMS does not sell, rent or lease its customer lists to third parties.

PremierFMS may share data with trusted partners to help perform statistical analysis, send 
you email or postal mail, provide customer support, or arrange for deliveries. All such third 
parties are prohibited from using your personal information except to provide these services 
to PremierFMS

PremierFMS may disclose your personal information, without notice, if required to do so by 
law or in the good faith belief that such action is necessary to: (a) conform to the edicts of the 
law or comply with legal process served on PremierFMS or the site; (b) protect and defend 
the rights or property of PremierFMS; and/or (c) act under exigent circumstances to protect 
the personal safety of users of PremierFMS, or the public. 

Tracking User Behavior



PRIVACY POLICY

PremierFMS may keep track of the websites and pages our users visit within PremierFMS, in 
order to determine what PremierFMS services are the most popular. This data is used to 
deliver customized content and advertising within PremierFMS to customers whose behavior 
indicates that they are interested in a particular subject area.

Automatically Collected Information

Information about your computer hardware and software may be automatically collected by 
PremierFMS. This information can include: your IP address, browser type, domain names, 
access times and referring website addresses. This information is used for the operation of 
the service, to maintain quality of the service, and to provide general statistics regarding use 
of the PremierFMS website.

Links

This website contains links to other sites. Please be aware that we are not responsible for the 
content or privacy practices of such other sites. We encourage our users to be aware when 
they leave our site and to read the privacy statements of any other site that collects 

Security of your Personal Information

PremierFMS secures your personal information from unauthorized access, use, or disclosure. 
PremierFMS uses the following methods for this purpose:
– SSL Protocol

When personal information (such as a credit card number) is transmitted to other websites, it 
is protected through the use of encryption, such as the Secure Sockets Layer (SSL) protocol.

We strive to take appropriate security measures to protect against unauthorized access to or 
alteration of your personal information. Unfortunately, no data transmission over the Internet 
or any wireless network can be guaranteed to be 100% secure. As a result, while we strive to 
protect your personal information, you acknowledge that: (a) there are security and privacy 
limitations inherent to the Internet which are beyond our control; and (b) security, integrity, 
and privacy of any and all information and data exchanged between you and us through this 
Site cannot be guaranteed.



PRIVACY POLICY

Right to Deletion

will:

Delete your personal information from our records; and
Direct any service providers to delete your personal information from their records.

Please note that we may not be able to comply with requests to delete your personal 
information if it is necessary to:

terms of a written warranty or product recall conducted in accordance with federal law, 
provide a good or service requested by you, or reasonably anticipated within the 
context of our ongoing business relationship with you, or otherwise perform a contract 
between you and us;
Detect security incidents, protect against malicious, deceptive, fraudulent, or illegal 
activity; or prosecute those responsible for that activity;
Debug to identify and repair errors that impair existing intended functionality;
Exercise free speech, ensure the right of another consumer to exercise his or her right 
of free speech, or exercise another right provided for by law;
Engage in public or peer-
public interest that adheres to all other applicable ethics and privacy laws, when our 
deletion of the information is likely to render impossible or seriously impair the 
achievement of such research, provided we have obtained your informed consent;
Enable solely internal uses that are reasonably aligned with your expectations based 
on your relationship with us;
Comply with an existing legal obligation; or
Otherwise use your personal information, internally, in a lawful manner that is 
compatible with the context in which you provided the information.

Children Under Thirteen

PremierFMS
under the age of thirteen. If you are under the age of thirteen, you must ask your parent or 
guardian for permission to use this website.



PRIVACY POLICY

External Data Storage Sites

We may store your data on servers provided by third party hosting vendors with whom we 
have contracted.

Changes to this Statement

PremierFMS reserves the right to change this Privacy Policy from time to time. We will notify 

tice on our 
website, and/or by updating any privacy information. Your continued use of the website 

bound by that Policy.

Contact Information

PremierFMS welcomes your questions or comments regarding this Statement of Privacy. If 
you believe that PremierFMS has not adhered to this Statement, please contact PremierFMS 
at:

PremierFMS

10425 W. North Ave, Ste. 345

Wauwatosa, Wisconsin 53226

Email Address: info@premier-fms.com

Telephone number: 844.534.7225

I have read the Privacy Policy for PremierFMS. 

Print Name (Worker): 

Worker Signature:   Date:  /  / 
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