
CADDO VDHCBS LOUISIANA 
WORKER PAPERWORK CHECKLIST

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: 855-387-1377 | caddo@premier-fms.com | www.premier-fms.com

CADDO VDHCBS Worker Packet - Rev. 1/24

DOCUMENT NAME REQUIRED/OPTIONAL
CADDO VDHCBS Employee Set-Up Form Required

Form W-4 Required

Form L-4: Louisiana

Form I-9: Employment Eligibility Verification Required

CADDO VDHCBS Relationship Form

RequiredLive-In Exemption Form

RequiredEmployer/Employee Agreement Form

RequiredCADDO VDHCBS Payment Election Form

RequiredBackground Report Authorization Form

RequiredBackground Check Disclosure

Required

Required

PREMIER ACCOUNT COORDINATOR
If you have questions about the forms contact the Premier Account Coordinator.
Email: CADDO@premier-fms.com | Phone: 855.387.1377



Instructions: Please fill out any information in Sections 1 and 2, where applicable. Both the employee and the
employer, or the employer’s representative (Legal Guardian or POA), must sign and date the bottom in order to 
be considered complete. Please submit the completed form to Premier Financial Management Services 
(Premier FMS) via one of the following options:

employee’S INFORMATION

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

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

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

Email Address: _______________________________________________________________________________________

Date of Birth: ____ /____ / ________  Social Security Number: _____________________________________________

veteran’S INFORMATION

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

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

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

Email Address: _______________________________________________________________________________________

Date of Birth: ____ /____ / ________	  	

Authorized representative 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.

Employee Signature: _______________________________________________________   Date: ____ /____ / ________

Employer Signature: ________________________________________________________   Date: ____ /____ / ________

Rev. 1/21

Email:
PremierEnrollment@Premier-FMS.com

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

CADDO vdhcbs
Employee Set-Up Form













Purpose: Complete form L-4 so that your employer can withhold the correct amount of state income tax from your salary.

Instructions: Employees who are subject to state withholding should complete the personal allowances worksheet indicating the number of withholding 
personal exemptions in Block A and the number of dependency credits in Block B.

•	 Employees must file a new withholding exemption certificate within 10 days if the number of their exemptions decreases, except if the change is the result 
of the death of a spouse or a dependent.

• Employees may file a new certificate any time the number of their exemptions increases.

• Line 8 should be used to increase or decrease the tax withheld for each pay period. Decreases should be indicated as a negative amount.

Penalties will be imposed for willfully supplying false information or willful failure to supply information that would reduce the withholding exemption.

This form must be filed with your employer. If an employee fails to complete this withholding exemption certificate, the employer must withhold Louisiana 
income tax from the employee’s wages without exemption.

Note to Employer: Keep this certificate with your records. 

Block A

• Enter “0” to claim neither yourself nor your spouse, and check “No exemptions or dependents claimed” under number 3 below. 
You may enter “0” if you are married, and have a working spouse or more than one job to avoid having too little tax withheld.

• Enter “1” to claim yourself, and check “Single” under number 3 below if you did not claim this exemption in connection with
other employment, or if your spouse has not claimed your exemption. If you will file as head of household, enter “1” to claim one 
personal exemption and check “Single” under number 3 below.

• Enter “2” to claim yourself and your spouse, and check “Married” under number 3 below.

A.

Block B

•	 Enter the number of dependents, not including yourself or your spouse, whom you will claim on your tax return. If no dependents 
are claimed, enter “0.” B.

Cut here and give the bottom portion of certificate to your employer. Keep the top portion for your records.

Form L-4
Louisiana 
Department of 
Revenue

Employee’s Withholding Allowance Certificate

1.	 Type or print first name and middle initial Last name

2.	Social Security Number 3. Select one
 No exemptions or dependents claimed  Single  Married

4.	Home address (number and street or rural route)

5. City State ZIP

6. Total number of exemptions claimed in Block A 6.

7. Total number of dependents claimed in Block B 7.

8.	Increase or decrease in the amount to be withheld each pay period. Decreases should be indicated as a negative amount. 8.

I declare under the penalties imposed for filing false reports that the number of exemptions and dependency credits claimed on this certificate do not exceed 
the number to which I am entitled.

Employee’s signature Date

The following is to be completed by employer.

9. Employer’s name and address 10. Employer’s state withholding account number

R-1300 (1/23)

Employee Withholding 
Exemption Certificate (L-4)



Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 

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  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

documentation from List A OR a combination of documentation from List B and List C. Enter any additional 
documentation in the Additional Information box; see Instructions. 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

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 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 / /2 Page 1 of 4 
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Form 1-9 
0MB No.1615-0047 

Expires 05/31/2027 

, or examine consistent with an alternative procedure 

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

Signature of Employer or Authorized Representative 









Instructions: Please fill out all of the information in Section 1 and select the correct relationship in Section 2. Both
the worker and the Veteran, or the Employer of Record, must sign and date the bottom in order to be considered 
complete. Please submit the completed form to Premier Financial Management Services (Premier FMS) via 
one of the following options:

Section 1:

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

Veteran Name: _______________________________________________________________________________________

Employer of Record Name: ___________________________________________________________________________

Section 2: (Please select your legal relationship to the employer.)

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.

Worker Signature: __________________________________________________________  Date: ____ /____ / ________

Employer Signature: __________________________________________________________  Date: ____ /____ / ________

Rev. 11/20

Parent*± 

Daughter/SonŦ  

Spouse*± Stepparent* StepchildŦ

Other:

* Due to your relationship
with the employer and
current legislation, you
are exempt from payroll
taxes for unemployment
insurance (FUTA and SUI).
If your employment with
the employer is terminated,
you will not receive
unemployment benefits.

	± Due to your relationship with 
the employer and current 
legislation, you are exempt 
from payroll taxes for Social 
Security and Medicare (FICA). 
By not paying into Social 
Security and Medicare (FICA), 
it means you are not earning 
Social Security work credits.

	Ŧ Due to your relationship as 
the child of the employer and 
current legislation, you are 
exempt from payroll taxes for 
State Unemployment Insurance 
(SUI) until your 18th birthday 
and Social Security and 
Medicare (FICA) and Federal 
Unemployment Tax Act (FUTA) 
until your 21st birthday.

CADDO VDHCBS Relationship 
form

Email:
PremierEnrollment@Premier-FMS.com

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



Rev. 9/21

Live-In Exemption Form

Under the Fair Labor Standards Act (FLSA), household employers are required to pay overtime to employees who 
work more than 40 hours in a single workweek, unless the employee qualifies as a live-in domestic service 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 
the employer’s premises for five days a week (120 hours or more). If a domestic worker spends less than 120 hours 
per week working and sleeping on the employer’s premises, but spends five consecutive days or nights residing 
on the premises, this also constitutes an extended period.

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

Veteran/Employer: __________________________________________________________________________________

Employer of Record: _________________________________________________________________________________
This only applies if the Veteran is not the employer.

Individual Provider/Employee Name: ____________________________________________________________________

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.  

Will the employee provide transportation services to the participant?            Yes No

If you selected “yes,” please provide the following:
Expired documents (insurance, driver’s license, and registration) may cause mileage not to be paid or a delay in payment. It is your 
responsibility to keep the information current with Premier FMS.

      Current valid driver’s license
 Copy of current motor vehicle insurance certificate listing the policy expiration date

      Copy of current motor vehicle registration

Veteran Signature: _________________________________________________________  Date: _____ /_____ /_______ 	
Or Employer of Record/Employer Signature

Individual Provider/Employee Signature: _________________________________ _____  Date: _____ /_____ /_______

Please submit the completed form to Premier FMS via email or fax.
Email:
PremierEnrollment@Premier-FMS.com

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



Rev. 4/21

Employer/Employee agreement 
Form

This Employer/Employee Agreement is entered into this _______ day of _____________________, ___________, 
between ______________________________ (Waiver Participant) and ______________________________ (Employee).

Employee Responsibilities

I, ______________________________ (Employee), am aware and agree that my employment is conditioned on my 
employer’s participation in the CADDO VDHCBS Program. If my employer ends his or her participation in the 
CADDO VDHCBS Program, my employment may end. I agree to the following terms of employment:

1. 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.

2. I agree to assist my employer in maintaining the documentation and records required by my employer or
______________________________. 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
confidential, release them only with the consent of my employer, and return them to my employer if my
employment ends.

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

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

5. I agree to abide by all of my employer’s rules regarding my employment duties to the employer through the
CADDO VDHCBS Program and I acknowledge receipt of the following rules:

□ I am 18 years old or older, and 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. Must use a standardized form, which my employer
or Premier Financial Management Services will supply.

□ I will adhere to the work hours given to me and understand overtime is not allowed.

6. 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.

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

8. I agree to not to sue Premier Financial Management Services for its role as the financial administrator of
my employer’s program and for its role in administering the CADDO VDHCBS Program.



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

10. I understand that if my employer 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
for legal proceedings to be pursued

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. I understand I am approved for a specific number of hours a month for service(s) and I will only bill for the
amount authorized on my plan. If I need additional hours, I will consult with my Case Manager 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 I go into the hospital or other medical care setting, my employee 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 for 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: _____ /_____ /_______

For any questions or concerns, please contact our office at (855) 387-1377. Please submit the completed 
form to Premier FMS via one of the following options below:

Rev. 4/21

Email:
PremierEnrollment@Premier-FMS.com

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



Instructions: Please check the appropriate box in Section 1 and fill out any information in Section 2, where applicable. If
paycard box is checked, skip Section 3. If paper check box is checked, skip Sections 3 and 4. If neither paycard box nor 
paper check box is selected, please proceed to fill out Sections 3 and 4. After entering the Financial Institution information 
in Section 3, please attach the required documentation as listed. Review Sections 4 and 5, then sign and date. The form 
must be signed and dated at the bottom in order to be considered complete. For any questions or concerns, please contact 
our office at (855) 387-1377.

Section 1: (Check one box ONLY) Effective Date: ____ /____ /  ________	

Section 2: (Please print clearly)

Employer Information:

Employer Name: ______________________________________________________________________________________________

Employee Information:

Employee Name: ______________________________________________________________________________________________

Last 4 Digits of SSN: __________________________  Employer Name: ________________________________________________

Vendor Information:

Vendor Name: __________________________________________________  Contact Number: _______________________________

Contact person: ________________________________________________  Email Address: __________________________________

Section 3:

Name of Financial Institution: __________________________________________________________________________________

Type of Account:		     Checking 		           Savings			               Percentage: _________ %

CADDO VDHCBS
Payment Election FORM

New DD
Set Up

New Paycard
Set-Up

Existing Paycard
Set-Up

Paper Check Cancel DD/
Paycards

For Checking account: Tape a voided check here. 
(No starter check or deposit slip.)

For Savings Account: Attach letter from bank with 
routing and account numbers.
(Letter must be typed on bank’s letterhead.)

      See Other Side Rev. 4/21

Email:
PremierEnrollment@Premier-FMS.com

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



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: (Check one box ONLY)

Authorization for Set-Up, Change, or Cancellation:

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 receives written notification 
from me to terminate the agreement.

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 until 
Premier FMS receives written notification from me to terminate the agreement.

I hereby authorize Premier Financial Management Services to stop making electronic transfers to my account. I also 
understand that I will now receive physical payroll checks rather than a direct deposit.

Signature: __________________________________________________________________________  Date: ____ /____ / ________

*Please note, your first payment may be a paper check.

Paycard Number: 
(For office use only)

For Checking account: Tape a voided check here. 
(No starter check or deposit slip.)

For Savings Account: Attach letter from bank with 
routing and account numbers.
(Letter must be typed on bank’s letterhead.)

Rev. 4/21

CADDO VDHCBS
Payment Election FORM



Authorization to Obtain Employment Background Report 

I have read the Disclosure Regarding Employment Background Report provided by Premier Healthcare Services ("COMPANY") 
and this Authorization to Obtain Employment Background Report. By my signature below, I hereby consent to the preparation 
by Sterling Infosystems, Inc. ("STERLING TALENT SOLUTIONS"), a consumer reporting agency located at 1 State Street, New 
York NY 10004, (877) 424-2457, www.sterlingtalentsolutions.com, of background reports regarding me and the release of 
such reports to the COMPANY and its designated representatives, to assist the COMPANY in making an employment decision 
involving me at any time after receipt of this authorization and throughout my employment, to the extent permitted by law. 
To this end, I hereby authorize, without reservation, any state or federal law enforcement agency or court, educational 
institution, motor vehicle record agency or other information service bureau or data repository, or employer to furnish any 
and all information regarding me to STERLING and/or the COMPANY itself, and authorize STERLING to provide such 
information to the COMPANY. I agree that a facsimile ("fax"), electronic or photographic copy of this Authorization shall be 
as valid as the original. 

Washington State Applicants only: You also have the right to request from the consumer reporting agency a written summary 
of your rights and remedies under the Washington Fair Credit Reporting Act. 

D 
California, Massachusetts, Minnesota, New Jersey and Oklahoma Applicants Only: Please check the box to the left if you 
would like a free copy of any REPORT obtained by COMPANY from Sterling. 

New York Applicants Only: By signing the authorization, you acknowledge that you have received a copy of New York Correction 
Law Article 23-A. You have the right, upon written request, to be informed whether an investigative consumer REPORT was 
requested. If such a REPORT was requested, you will be provided with the name and address of the consumer reporting 
agency that prepared the REPORT and you can contact that agency to inspect or receive a copy of the REPORT. 

Background Data Collection 

I I I I I I I 
First Name Middle Name or Initial 

I I I I I I I I I I 
Last Name Date of Birth (MMDDYYYY) 

�1�1�1�������1�1�1�11 0 0 
Other Names Known By 

I I I I I I 
Social Security Number 

I I I I I I 
Current Address (Include Apt#) 

I I I I I I I I 
City 

I I I 
Previous Address (Include Apt#) 

I I I I I I I I 
City 

Driver's License Number (no dashes) 

I I I I I I I I 
Email Address 

Male Female 

Primary Telephone Number (no dashes) 

I I I I I I I I I I I 

I I 
#yrs at address 

-
, 
-
1 
�__,_I _I

State Zip Code 

I I I 
#yrs at address ��----,----!-,

I 
State Zip Code 

I I 
License State 

I I I 

I acknowledge receipt of a copy of the Consumer Financial Protection Bureau's "A SUMMARY OF YOUR RIGHTS UNDER THE 
FAIR CREDIT REPORTING ACT." 

Authorization Signature Today's Date (MMDDYYYY) 



Disclosure Regarding Employment Background Report 

Premier Healthcare Services ("COMPANY") may obtain from Sterling Infosystems, 
Inc. (''STERLING TALENT SOLUTIONS"), 1 State Street, New York, NY 10004, (877) 
424-2457, www.sterlingtalentsolutions.com, a consumer report and/or an
investigative consumer report ("REPORT") that contains background information
about you in connection with your employment or employment application. If you
are hired, to the extent permitted by law, COMPANY may obtain from STERLING
further reports throughout your employment for an employment purpose without
providing further disclosure or obtaining additional consent.

The REPORT may contain information about your character, general reputation, 
personal characteristics and mode of living. The REPORT may include, but is not 
limited to, credit reports and credit history information; criminal and other public 
records and history; public court records (e.g., bankruptcies, tax liens and 
judgments); motor vehicle and driving records; educational and employment 
history, including professional disciplinary actions; drug/alcohol test results; and 
Social Security verification and address history, subject to any limitations imposed 
by applicable federal and state law. This information may be obtained from public 
record and private sources, including credit bureaus, government agencies and 
judicial records, former employers and educational institutions, and other sources. 

If an investigative consumer REPORT is obtained, in addition to the description 
above, the nature and scope of any such REPORT will be employment verifications 
and references, or personal references. 
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PremierFMS CADDOLA DCP Background Check Disclosure: Rev 12.24 

CADDO VETERAN DIRECTED HCBS 
LOUISIANA

DCP BACKGROUND CHECK DISCLOSURE

Premier Financial Management Services (PremierFMS) is required, as part of the CADDO Veteran 
Directed Care program,  to conduct several background checks before workers are eligible to begin 
working for a Veteran. PremierFMS will be running background checks through the Louisiana Bureau 
of Investigation, Louisiana Board of Nursing and the Office of the Inspector General. Successfully 
passing all three background checks are a condition of employment with the Veteran. 

First Name:   Middle Initial:  Last Name: 

Maiden Name or Alias (if applicable): 

Social Security Number:   /   / Date of Birth:  /  / 

AUTHORIZATION
By signing below, I certify that the information provided above is accurate. I authorize PremierFMS to 
conduct a background check through the Louisiana Bureau of Investigation, Louisiana Board of 
Nursing and the Office of the Inspector General. Furthermore, I understand that the results of the 
background checks will be shared with the Louisiana Veteran Directed Program Coordinator and the 
Veteran/Authorized Representative. 

Signature:  Date:  /  / 

Parent/Guardian Signature:   Date:  /  / 
(Required if Direct Care Professional is under the age of 18) 

For any questions or concerns, please contact our office at 855.387.1377. Please submit 
the completed form to PremierFMS via one of the following options: 

Mail 
10425 W North Ave 

Email 
PremierEnrollment@Premier-FMS.com

Suite 345 
Milwaukee, WI 53226 

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