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PCA Employee Packet Checklist     

REQUIRED FORMS* – All MUST BE RETURNED 

 Application for Employment * – Completed by Employee 
 Support Staff Job Description* – Signed by Employee 
 Authority to Release Information* – Filled out and Signed by Employee 

 MN State Rule Acknowledgment *-Filled out and Signed by Employee 

 PCA Enrollment & Agreement Application*-Filled out and  Signed by Employee 

 PCA Certificate*-Follow enclosed instructions for website 

 PCA Relationship Acknowledgment-Filled out and Signed by Employee and 
Support Manager 

 I-9* – Filled out and Signed by Employee and Authorized Representative/ Support 
Manager -See attached sample and instructions.  
Copies* of Photo ID/Proof of Employment Eligibility 

 List A (example -  Passport) 
                 Or 

 List B (example - Driver’s License, School ID, etc.) 
              AND 

 List C (example – Social Security Card, Birth Certificate, etc.) 

 W-4*(MUST have Original)-Filled out and Signed by Employee-See attached 
sample & instructions 

 Driver Certification Form *– IF DRIVING – Filled out and Signed by Employee 
Driver Exclusion Form* – IF NOT DRIVING - Signed by Employee & Support 
Manager 

 Employee/Client Relationship Form* – Filled out and Signed by Employee 

 Employee Handbook Acknowledgement*-Signed by Employee 

  

 Direct Deposit & Voided Check – Highly Suggested  

 Equal Opportunity, Affirmative Active Employer - Optional 

 Thrift Retirement Plan - Optional 

Before submitting your application call: 

Genny @ 651-365-3783 or Rita @ 651-365-3770 

Mail application to: 
Lifeworks Services Inc. 

2965 Lone Oak Drive, Suite 160 
Eagan, MN 55121 

 
DO NOT BEGIN WORK UNTIL YOUR SUPPORT MANAGER RECEIVES THE OK 

FROM THE COORDINATOR. 

amf
Typewritten Text



List the most recent employer first.

1.	 Company name_____________________________________________________Phone (        )__________________

  Contact person_____________________________________Employed from_______________to________________

	 Position__________________________Reason for leaving____________________________Last wage___________
	
	 Full or part time__________________________

2.	 Company name_____________________________________________________Phone (        )__________________

	 Contact person_____________________________________Employed from_______________to________________

	 Position__________________________Reason for leaving____________________________Last wage___________

	 Full or part time__________________________

Wage agreed upon with support manager $____________/hour

Instructions:  Complete all requested information.  You may be asked to provide additional information.  
Be sure to sign and date the application.  Please print.

Name_______________________________________________________________________________________________

Address_____________________________________________________________________________________________

City/state/zip__________________________________________________Phone (    )_____________________________

E-mail address______________________________________________Mobile phone no.__________________________

Family and client you will be working for___________________________________________________________________

Are you legally authorized to work in the U.S.?     ❑  Yes	 ❑  No    (If hired, you will need to show proof)  

Are you 14 years of age or older?	  ❑  Yes	 ❑  No	

Have you ever been employed by Lifeworks before?	  ❑ Yes	 ❑ No	   

If yes, please give approximate dates of prior employment at Lifeworks___________________________________

(Other than family and friends)

1. Name_____________________________________	 Phone __________________________________________
     
    Address_________________________________________________________________________________________

2. Name_____________________________________	 Phone __________________________________________
     
    Address_________________________________________________________________________________________

References

Mo./Yr. Mo./Yr.

Mo./Yr. Mo./Yr.

Application for Employment
Customized Support

Previous employers
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Support Staff Job Description 
 

Purpose: Provide care and service to designated individual(s) to assist them in achieving their 

desired outcomes, and as directed by the support manager (individual, family or guardian). 

 

Qualifications: Successful completion of the Department of Human Services Background 

Study and when required, a driver’s record check. Other qualifications as required by the 

support manager. 

 

Essential Job Functions: 

1. Follow verbal and written instructions from the support manager. 

2. Attend training as requested. 

3. Implement behavioral support strategies in a consistent manner. 

4. Provide assistance as needed for the individual to complete personal care routines. 

5. Maintain and expand activity participation, relationships, and community involvement 

for the individual. 

6. Provide support and training for the individual in the areas identified in their Health and 

Safety Plan or Risk Management Plan. 

7. Provide necessary transportation to and from community sites as requested by the 

support manager. 

8. Follow safety procedures and assist in identifying safety needs for self, client and 

others. 

9. Comply with the policies, procedures and training requirements of Lifeworks Services, 

Inc. 

10. Allow the support manager to submit time cards by mail, electronically or online 

according to the Lifeworks Payroll Calendar. 

11. Other duties as required by the support manager. 

Support staff are selected and supervised by the support manager. The scheduled hours of 

the personal support staff are subject to change at anytime and will not be guaranteed. 

 

To the best of my knowledge the information contained in this application is true. 

I understand: 

 Any misrepresentation in my application may be justification for not being hired, or if 

hired, justification for termination of employment from Lifeworks. 

 Nothing contained in this application or in the granting of an interview is intended to 

create a contract between me and this company for employment.  

 I have the right to terminate my employment at any time and Lifeworks has the similar 

right. 

 No promise, representation or agreement contrary to the foregoing is binding on the 

company unless made in writing and signed by me and an authorized representative of 

the company.  

 Employment is dependent upon passing county, state and federal background studies. 

 Employment may be dependent upon passing the Department of Motor Vehicle check 

and providing proof of automobile insurance. 

 

 

____________________________________________________________________ 

Applicant Signature                  Date 
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Authority to Release Information 

 
I understand that in processing my application with Lifeworks Services, Inc. an investigation may be 

made in which information is obtained through personal interviews and a review of information held by 
law enforcement or other government agencies.  This investigation may include, but is not necessarily 
limited to, a public or private search of my criminal records through the Minnesota Bureau of Criminal 
Apprehension, the Minnesota Trial Court Public Access Remote View and any other private entities 
which we may engage to perform criminal background checks or other information of a personal 
nature.  I authorize you to verify my past employment and education, criminal records, motor vehicle 
records, personal references, and other job related data provided on this application or via the 

interview process.  I authorize the appropriate individuals, companies, institutions, or agencies to 
release information, and I release them from any liability as a result of such inquiries or disclosures.  
A consumer report may be generated summarizing this information. 
 
I further understand and waive my right of privacy in this investigation and release and hold harmless 

Lifeworks Services, Inc. from any liability. 
 

I have the right under the “Fair Credit Reporting Act” to obtain a copy of this report by directing a 
written request to Lifeworks Services, Inc., 2965 Lone Oak Drive, Suite 160, Eagan, MN 55121. 
 
I agree that any decision to hire me and stay continually employed is contingent upon the results of 
my report and certify that all statements and answers on my application, resume, or interview are 
true and complete to the best of my knowledge.  I understand that if any statements are found to be 

false or that if information has been omitted, this will be cause for disqualification and immediate 
termination of my employment, as well as potential disqualification of my rights to collect 
unemployment benefits. During your employment with Lifeworks if we receive new disqualifying 
information about your background, we may run another background study at our discretion and your 
employment may be terminated.  
 
 

Last Name    First Name    Middle Name 

 
 

Other Names Used        Date of Change 
 
 

Street Address 
 
 

City      State    Zip 
 

Please list ALL other cities and states in which you have lived during the last 7 years. 

 
 

Social Security Number       Date of Birth 

 
 

Driver’s License Number       State Issued 
 
I understand that a photocopy of this authorization will be accepted with the same authority as the 
original. 

 

Employee Signature         Date 
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MN State Rule Acknowledgement  
for PCA choice employee 

 

 

 

 
 I understand and agree that I cannot work as a Personal Care Assistant in the State 

of Minnesota more than 275 hours per calendar month.  I understand that the 275 

hours per calendar month are a total of ALL PCA hours worked at ALL agencies with 

ALL clients I serve COMBINED.   

 I understand and agree that it is, and will continue to be my responsibility to monitor 

my PCA hours worked, so that I do not go over 275 hours per calendar month, and 

16 hours per calendar day.  I also give Lifeworks Services, Inc. permission to contact 

any and all agencies I provide PCA services through, to monitor the number of hours 

I have worked in any given calendar month, and to give this information to other 

agencies as well. 

 I understand that Lifeworks Services, Inc. reserves the right to recoup all the wages 

paid to me for hours submitted on timesheets, that were in violation of the above MN 

State rules. 

 

 

I, ______________________, understand and agree to contact Lifeworks Services, Inc. in 

writing, when I have been hired as a PCA with any other agency. 

 

 

I, ______________________, AM / AM NOT (circle one) currently employed as a Personal 

Care Assistant with another agency(ies).  If applicable, the name and phone number of the 

agency(ies) is: 

 

 

 

Name of Agency     Phone Number 

 

 

Name of Agency      Phone Number  

 

 

    __________________________________________________ 

Employee Signature                  Date 

 

   

 



Please complete this form online, print and then fax to MHCP. Complete at least all bolded fields to enroll an individual 
PCA. We will return incomplete forms to you.

l New hire

l Rehire

l Previously used for Managed Care Organization claims only

Individual PCA Information
PROVIDER TYPE

38 – INDIVIDUAL

LEGAL NAME (FIRST) MIDDLE LAST SOCIAL SECURITY NUMBER

ADDRESS (RESIDENTIAL ADDRESS ONLY – DO NOT ENTER A PO BOX) PHONE NUMBER

 (          )
NPI/UMPI (IF REQUESTING REINSTATEMENT)

CITY STATE ZIP CODE COUNTY OF RESIDENCE DATE OF BIRTH

 /  /    
DATE DHS TRAINING COMPLETED

 /  /    
TRAINING CERTIFICATION NUMBER IS THE INDIVIDUAL 18 YEARS OR OLDER?

  l YES     l NO*       *May affiliate with only one agency

Has this individual maintained continuous employment with your agency since this 
BGS was completed?  l YES    l NO             EMPLOYMENT END DATE:  /  /    

BGS NUMBER/REQUEST ID

Individual PCA Provider Statement
I have reviewed and certify the information provided above is true and correct to the best of my knowledge. I will notify the 
Minnesota Department of Human Services Provider Enrollment of any additions and/or changes to the information.
By signing this form, I acknowledge I have read and understand the Application and Background Study Privacy Notice. I also 
authorize the Minnesota Department of Human Services to use the information collected in accordance with the Privacy Notice.

NAME OF PCA (PLEASE PRINT OR TYPE) SIGNATURE OF PCA DATE SIGNED

 /  /    

Group Affiliation Information
You have the option to affiliate/enroll the individual PCA named above, if 18 years or older, with other agencies you own 
without completing another application and agreement. Do you want to affiliate the above named individual PCA with any 
other agency(ies) you own?   l YES  l NO     (If yes, enter information below.)

ORGANIZATION/AGENCY NAME AGENCY NPI/UMPI STUDY ID

Agency Information
AGENCY NAME AGENCY NPI/UMPI

AGENCY FAX NUMBER

 (          )
AGENCY PERSONNEL COMPLETING FORM AGENCY SIGNATURE

Next Steps
Read, sign and date the Minnesota Health Care Programs Provider Agreement Individual Personal Care Assistant form 
(DHS-4611), and return it with this application.

Fax both the application and agreement to (651) 431-7462. 
Only faxed requests will be processed

Minnesota Health Care Programs 

Individual PCA Enrollment Application

*DHS-4469-ENG*
DHS-4469-ENG 8-10

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4611-ENG
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PROVIDER INITIALS

NAME OF PCA UMPI

Minnesota Health Care Programs 

Provider Agreement – Individual Personal Care Assistant (PCA)

As a participating provider in health service programs administered by the Minnesota Department of Human Services 
(the Department), the Provider agrees to:

Submit documentation to your employer that fully discloses the extent of services provided to individuals under A.	
these programs, in accordance with Minnesota Rules, parts 9505.2160 to 9505.2245.

Furnish the Department, the Secretary of the U.S. Department of Health and Human Services (DHHS), or the B.	
Minnesota Medicaid Fraud Control Unit with such information as it may request regarding payments claimed for 
services provided under these programs.

Comply with all federal and state statutes and rules relating to the delivery of services to individuals and to the C.	
submission of claims for such services.

Accept as payment in full, amounts paid in accordance with schedules established by the Department, except D.	
where payment by the recipient has been authorized by the Department.

Make full disclosure of any convictions(s) of program crimes as required by 42 CFR §455.106.E.	

Comply with all federal statutes, implementing regulations and guidance prohibiting discrimination on the basis F.	
of race, color, national origin, sex, age, religion and disability in any program or activity receiving federal financial 
assistance from DHHS; and to comply with the Minnesota Human Rights Act.

Render to recipients services of the same scope and quality as would be provided to the general public, within G.	
Minnesota Health Care Programs (MHCP) guidelines.

Comply with the provisions of any fully executed agreement and/or addendum required by the Department, H.	
which is incorporated herein by reference.

Comply with the advance directive requirements as required by 42 CFR §§489.1 and 417.436.I.	

Properly handle and safeguard protected information collected, created, used, maintained, or disclosed on behalf J.	
of the Department. For purposes of this Agreement, “protected information” means data subject to any of the 
following laws:

The Minnesota Government Data Practices Act (MGDPA), Minnesota Statutes Chapter 13, in particular 1.	
§13.46 (“welfare data”);

The Minnesota Medical Records Act, Minn. Stat. §144.335;2.	

The Health Insurance Portability and Accountability Act (“HIPAA”), including but not limited to the 3.	
requirements of the Privacy Rule and the Security Regulations, 45 CFR Part 160 and Part 164, subparts A 
and E. 

Federal law and regulations that govern the use and disclosure of substance abuse treatment records, 42 4.	
U.S.C.S. § 290dd-2 and 42 CFR § 2.1 to § 2.67; and

Any other applicable state and federal statutes, rules, and regulations affecting the collection, storage, use and 5.	
dissemination of private or confidential information.

*DHS-4611-ENG*
DHS-4611-ENG 8-10
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Comply with the laws described in section J. This includes the Provider:K.	

Not using or further disclosing protected information created, collected, received, stored, used, maintained 1.	
or disseminated in the course or performance of this Agreement other than as necessary to perform its 
obligations under this Agreement, or as required by law, either during the period of this Agreement or 
hereafter. See, respectively, 45 C.F.R. §§ 164.502(b) and 164.514(d), and Minn. Stats. § 13.05 subd. 3. 

Using appropriate administrative, physical, and technical safeguards to prevent use or disclosure of the 2.	
protected information other than as provided for by this Agreement and to ensure the confidentiality, 
integrity, and availability of any electronic protected health information (PHI) that it creates, receives, 
maintains, or transmits on behalf of the Department. Provider will not transmit PHI over the Internet or 
any other unsecure or open communications channel unless such information is encrypted or otherwise 
safeguarded using procedures no less stringent than those described in 45 CFR § 164.312. If the Provider 
stores or maintains PHI in encrypted form, the provider shall, at the Department’s request, promptly provide 
the Department with the key or keys to decrypt such information. The Provider shall not forward previously 
encrypted data to any other party, unless otherwise required by this Agreement.

Mitigating, to the extent practicable, any harmful effects known to the Provider of a use, disclosure, or breach 3.	
of security with respect to protected information by the Provider in violation of this Agreement.

Agree that this Agreement may be immediately terminated at the discretion of the Department if it determines L.	
that the Provider has violated a material term of the Agreement, including but not limited to, non-compliance by 
the Provider with the HIPAA Privacy Rule and Security Standards. If termination is not feasible, the Department 
shall report the breach to the Secretary of DHHS. 

Upon termination of this Agreement, all of the protected information provided by the Department to Provider, 
or created or received by the Provider on behalf of the Department, that the Provider still maintains in any 
form, including information that is in the hands of subcontractors or agents of the Provider, shall be destroyed 
or returned to the Department, and the Provider shall retain no copies of such information. If it is infeasible to 
return or destroy the information, the Provider shall provide the Department notification of the conditions that 
make return or destruction infeasible, and shall extend the protections of this Agreement to such information and 
limit further use and disclosure of such information to those purposes that make return or destruction infeasible, 
for as long as the Provider maintains the information.

Agree that any ambiguity in this Agreement shall be resolved to permit the Department to comply with HIPAA, M.	
MDGPA, and other applicable state and federal statutes, rules, and regulations affecting the collection, storage, 
use and dissemination of private or confidential information and other state and federal laws and regulations.

Upon signature, this Provider Agreement supersedes and replaces all former Provider Agreements the Provider has with 
the Department.

An individual applicant must personally sign the Provider Agreement. Please sign and date below, initial page 1, and 
return both page 1 and page 2 of this agreement. Please retain a copy of the provider agreement for your files, and 
return the original to the Department of Human Services.

NAME OF PCA (TYPE OR PRINT) TITLE

SIGNATURE OF PCA DATE

 /  /    

Provider 

Minnesota Department of Human Services 
(for DHS use only) 

Please return page 1 and page 2 of this document
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Minnesota Department of Human Services PCA Test 

*Each PCA must pass this test prior to beginning work* 

 Your PCA Training Manual will be your study guide and help you prepare for the test. 
NOTE:  If you do not have a copy of the Training Manual it is available on the DHS or Lifeworks 
Services Inc Websites :   

DHS – http://registrations.dhs.state.mn.us;      
 Lifeworks Services Inc- http://www.lifeworks.org/lifeworks/default.asp 

 You must have a valid email address in order to register for the test. 

 You must answer 20 of 25 questions correctly to pass the test. You may take the test as many 
times as needed. There is no required wait time between tests.  

 As you answer each question, the system will tell you if the answer is correct or incorrect. The 
system will not tell you the correct answer. After you answer the last question, you will go the 
results page where you will receive your score and whether or not you have passed the test. 

 Give a copy of the certificate stating you passed to any agency that hires you to work as a 
personal care assistant. The certificate provides information required by employing agencies 
PRIOR to hiring a PCA. 

Registering and taking the test 
1. Open Minnesota Department of Human Services Online Registration at 
http://registrations.dhs.state.mn.us to access the training site and register for the test. 
2. Click the Individualized Personal Care Assistance Training link located under the Continuing Care – 
Disability Services heading. This takes you to the Individualized Personal Care Assistance Training Home 
page.  
3. On the same web page under the Training Link you will see the word Registering: 
To register to take the test, click:  
1. Click on the drop down arrow to the right of the Event box. 
2. On the Personal Care Assistant (PCA) option. 
3. The Next-Register button. This opens the Registration page. Complete the registration. 

 
Certificate of completion 

1. When you pass the test, you may print a certificate of completion right away. You will also 
receive an e-mail with a link to the same certificate. 

2. Print one or more copies of the Certificate of Completion for your records. 
3. Give a copy to any agency that hires you to work as a personal care assistant. The certificate 

provides information required by employing agencies before hire such as: your name, date you 
passed the test, certification number. 

 
E-mail notices 
After you have registered for the test, you will receive two types of e-mails from 
Dhs.DSD.Learn@state.mn.us:  
1. Registration confirmation e-mail includes: 

• Confirmation number used to cancel the registration 
• Direct link to the certification test  

2. Certification confirmation e-mail includes: 
• Certificate Number required by PCA agencies before hire for PCA Provider Enrollment 
• Link to certificates  

  

http://registrations.dhs.state.mn.us/
http://www.lifeworks.org/lifeworks/default.asp
http://registrations.dhs.state.mn.us/
http://registrations.dhs.state.mn.us/
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Troubleshooting 
 
Issue #1 Cannot access course.  
Possible problem: Pop-up blockers are often the reason course information is unavailable. 
Resolution: Turn off pop-up blockers. Instructions for Internet Explorer and Firefox are included below. 
 
Internet Explorer, go to: 
 

1.  TOOLS on the Internet Explorer Menu bar. 
2.   POP-UP BLOCKER to access the blocker settings. 
3.   TURN OFF BLOCKER to disable the blocker. 
4.   Click okay to save changes and close. 

 
Firefox, go to: 

 
1.  TOOLS on the Firefox Menu bar to open dropdown menu. 
2.  OPTIONS to open the Options window. 
3.  CONTENT tab on the Options menu: 
4.  Checkbox next to Block pop-up windows should be unchecked 
5.  Click okay to save changes and close 

 
Ask for help from a technical person if accessing a public computer or contact technical assistance from 
your Internet provider for advanced help with pop-up blockers. 
 
Issue #2: Stop the sound - mute audio 
All modules automatically contain narration that may be annoying to some people.  
Resolution: You have two options to stop the narration: 

1. Page-by-page in course: Turn the narration off: click the speaker in the upper left corner of 
the page. Turn the speaker off on each individual page. 

2. Mute the computer: Mute the specific computer. Also need to mute the computer for video 
clips. 
 

Still having problems? 
If you still have problems with the course, e-mail questions to dhs.dsd.learn@state.mn.us or call (651) 
431-2400. 

mailto:dhs.dsd.learn@state.mn.us
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3. The Support Manager/Authorized Provider must copy the presented 
documents.  

4. The Support Manager/Authorized Provider must record the document 
information here in Section 2 of the I-9 form.  

5. The Support Manager/Authorized Provider must sign and date the 
bottom of Section 2. 
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W- 4 Procedure  

Purpose 
This procedure is meant to help you complete the W-4 form correctly and 
completely. 
 

Procedure 
Please complete the attached W-4 form exactly as shown in this example. If you do 
not complete the W-4 form correctly it will delay your ability to start working.  
 
Once completed, the original form must be returned via mail or dropped off at the 
Lifeworks Administration Office. It cannot be faxed or emailed. 
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If you are a CDCS/CSG paid parent of a minor child---CHECK HERE 
(If you check here you do not need to complete the form-but you need to submit it with your application) 

 
Driver Certification Form 

This form should be filled out only if the employee WILL be driving. 

 
Name (Print) _________________________________Date of Birth____________ 

 

Address____________________________________________________________ 

      City   State  Zip 

Name of Client for whom you will work____________________________________ 

 

Driver’s License# _________________________   State ______Class_______ 

 

Do you have at least one year of driving experience?    Yes_______ No________ 

 

If driver’s license has been revoked, suspended, or cancelled, specify date_______   

 
Acknowledgement of the following guidelines: 

 

The driver is responsible for: 

1. All passengers using seatbelts and wheelchair transport equipment correctly. 

2. Maintaining both a valid driver’s license and personal automobile insurance. 

3. Following specific guidelines for personal transportation outlined by the support 

manager. 

 
The employee understands the co-employers must comply with statutory insurance requirements as 

they pertain to employee driving employer’s vehicles and/or use of the employee’s vehicle on the job.  
Lifeworks recommends that all employees have liability limits of $100,000 per person, $300,000 per 
occurrence, $50,000 per vehicle/property or a combined single limit of $300,000.  By signing below, 
the employee acknowledges and agrees that the co-employers are entitled to receive/send proof of 
license(s) and/or motor vehicle reports/records from employee and/or third parties. 

 
Employer and employees understand that use of these records is limited to employers’ obligation to 
comply with statutory insurance requirements and/or with the underwriting process relating to 
securing insurance coverage.  Employer will exercise best efforts to limit use of records as herein 
specified. 

 
This form authorizes Lifeworks Services, Inc. to check my Motor Vehicle Record periodically with out 
further consent.  This authorization expires upon termination of my employment.  I understand it is 
my responsibility to maintain both a valid driver’s license and personal automobile insurance.  Failure 

to do so can lead to termination. 

 

 

Employee Signature        Date 
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Driver Exclusion Form 
 

(This form is to be filled out if the employee WILL NOT be driving                   

as part of their job duties) 
 

This document stipulates that the Support Manager and the Employee are aware 
that the essential job functions specifically exclude the employee from providing 

transportation for the client at any time. 
 
The Support Manager, and the employee agree with Lifeworks Services, Inc. that 

the employee will not drive a vehicle with the client in the vehicle at any time. 
 

 
           
Employee Name - Print 

 
 

           
Employee Signature      Date 
 

 
           

Support Manager Name - Print 
 
 

           
Support Manager Signature     Date 





 

This information can be made available    4/8/2011 
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Employee Handbook Acknowledgement 
 
 

I understand that upon my hire I will have read the Lifeworks Customized Support 

Employee Handbook. (The handbook is available through the support manager, mail, email 

or online at the Lifeworks website, www.lifeworks.org. If I choose I may request a hard 

copy from Human Resources at any time during the duration of my employment. 

 
I understand that the handbook is intended to provide an overview of Lifeworks operations 

and policies.  This handbook supersedes all previous policies and procedures I may have 

received from Lifeworks.  Lifeworks may add, change or rescind at any time any policy or 

practice at its sole discretion. 

 

I agree to follow the policies in the Employee Handbook, including any updates and 

modifications.  I will comply with Lifeworks policy prohibiting discrimination and harassment 

and will advise Lifeworks of any conduct that violates the policy. 

 

I understand that each handbook is the property of Lifeworks and that copying any part of 

the handbook is prohibited. 

 

 

 

 

 

Employee Name (printed)       Date 

 

 

 

Employee Signature        Date 

 

 

 
 
 

 
 

 
 
 

 
 
 

 

http://www.lifeworks.org/
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An Equal Opportunity, Affirmative Action Employer 

 

Applicant Survey 

  

Last Name___________________ First Name___________________________ 

 

Date_______________Position for which you are applying_________________ 

 

Please read carefully: 

As an affirmative action employer, we must monitor our equal employment opportunity and 

affirmative action program, and report the results to government agencies. Please help us 

gather this information by identifying your sex, race or ethnicity, and disability status on 

this form.  

Providing this information is completely voluntary. If you choose not to provide some or 

all of this information, you will not be subject to any negative or adverse treatment.  

The information you provide will be used only to monitor our compliance with equal 

opportunity laws and regulations, and for no other purpose.*When we receive this form, 

we will immediately place it in a confidential file separate from the one that contains your 

application. 

 

Race/Ethnicity – Select one or more 

( ) American Indian or Alaska Native: A person having origins in any of the original peoples 

of North and South America (including Central America), and who maintains tribal affiliation 

or community attachment. 

( ) Asian: A person having origins in any of the original peoples of the Far East, Southeast 

Asia, or the Indian subcontinent including , for example, Cambodia, China, India, Japan, 

Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam. 

( ) Black or African American: A person having origins in any of the black racial groups of 

Africa.  

( ) Hispanic or Latino: A person of Cuban, Mexican, Puerto Rican, South or Central 

American, or other Spanish culture or origin, regardless or race. 

( ) Native Hawaiian or Other Pacifica Islander: A person having origins in any of the original 

peoples of Hawaii, Guam, Samoa, or other Pacific Islands. 

( ) White: A person having origins in any of the original peoples of Europe, the Middle East, 

or North Africa. 

( ) Two or More Races: All persons who identify with more than one of the raves listed: 

White, Hispanic or Latino, Black or African American, Native Hawaiian or Other Pacific 

Islander, American Indian or Alaska native. 

 

Disability – Are you a person with a disability? 

( ) Yes 

( ) No 

 

Sex – Select One 

( ) Female 

( ) Male 

 

*This form is not used for employment decisions. If you have disability and need an 

accommodation so that you can perform the duties of the job for which you are applying, 

please notify us in some other manner. 

 



 

 
 
This information can be made available 
In an alternate format upon request. 
Our TYY phone number is 651-365-3736. 

Equal Opportunity Employer.        3/11/11 

 

 

Memo 
 

TO: Support Staff hired under Employer of Record Service 

 
FROM:  Marie Rutz, Vice President of Human Resources 

 
RE:   Thrift Retirement Plan  

 

 

 
 

As a Lifeworks employee you are eligible to make elective deferrals from 
your paychecks into the Thrift Retirement Plan (the “Plan”).  The Plan 

offers a convenient way for you to save money for your retirement 
through payroll deductions.   

 
Lifeworks does not contribute matching contributions to the Plan on your 

behalf.  

 
A copy of the Summary Plan Description (“SPD”) describing the essential 

features of the Plan is posted on Lifeworks’ web site.  If you would like a 
printed copy of the SPD, please call Maurita Lundmark at (651) 365-3770 

or mlundmark@lifeworks.org and one will be sent to you. 
 

If you are interested in enrolling in the Plan, you should contact Erik 
Johnson, Lifeworks advisor with VALIC at 651-226-9025 or 

erik.a.johnson@valic.com and he will help you enroll in the Plan.   
 

You may start making contributions into the Plan at any time. 
 

 

 

mailto:mlundmark@lifeworks.org
mailto:erik.a.johnson@valic.com
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