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Start Up Packet Forms and Form Explanations 
	
 
 

(These forms must be returned to Outreach to get you 
started with fiscal employer agent services.) 

 
FORM PURPOSE 

Start Up Checklist This form lists all of the forms that must be completed to 
begin with Outreach, The checklist can be used as a guide to 
make sure no forms are forgotten. 

Participant Information Form Basic contact information is recorded on this form to be used 
for Outreach. Please fill out Personal Representative if 
someone is representing you. If legal Guardian is in place fill 
out the legal guardian information and send with packet a 
copy of the guardianship papers. 

SS-4 form This form is to allow Outreach to apply for a EIN number 
which is required to pay the pay roll taxes for your PHW 

2678 Form  
 

This form is for Outreach to be able to pay your PHW state and 
federal taxes based on the W4 filled out by PHW. 

8821 Form 
 

This form is for Outreach to be able to receive tax 
information based on the PHW income and to be able to 
create a W2 at the end of the year. 

 
 

 
 
Forms must be accurate and complete before you begin. 



Participant/Employer	
Enrollment	Packet	Checklist	

	

	 	
	 																																																																																								

	

	

	

	

	
	

_______________________________________																					

																									Print	Participant	Name	 	 	 	 	

	

This	checklist	is	used	as	a	guide	to	make	sure	all	forms	are	completed.		Please	initial	by	each	item	when	the	form	is	
complete	and	return	with	the	Enrollment	Packet.	If	you	have	any	questions	please	call	toll	free	1-877	901-5826.	
	
	 	 	 	 	 	 	 	 	

Participant	 	 Consultant	

	
	

1. Participant	Checklist		 	 	 	 	 _________	 	 _________	
	

2. Participant	Information	form		 	 	 	 _________	 	 _________	
	

3. SS-4	form	 	 	 	 	 	 _________	 	 _________	
	

4. 2678	Form	 	 	 	 	 	 _________	 	 _________	
	

5. 8821	Form	 	 	 	 	 	 _________	 	 _________	
	
	

	

My	signature	indicates	that	the	following	forms	have	been	explained	to	me.	
	

_____________________________________																	_____________________________________	

Participant/Legal	Guardian	Signature	 Date	 	 Consultant	Signature	 											 												Date	

	



PARTICIPANT INFORMATION FORM

Participant Name: _________________________________________________________________________________       

Medicaid Number: ______________________________	 DOB: ________________________________________
 
SS#: _________________________		  Gender:      Male      Female		  Race:_____________________

Home Address: ___________________________________________________________________________________

Mailing Address:__________________________________________________________________________________

Phone Number: ___________________________________	 Cell#: ________________________________________

Emergency Contact/Phone: ________________________________________  Relationship: ____________________

Previous or Current FEIN# __________________________	 Email: _______________________________________

Consultant Name: _________________________________	 Consultant Email: _____________________________

Consultant Phone#: _______________________________  	 Consultant Agency: ____________________________

  PARTICIPANT INFORMATION

Street City State Zipcode

Street City State Zipcode

First Last Phone

First Last

First LastMiddle

Same address as home if same you
do not need to complete these fields

  LEGAL GUARDIAN INFORMATION, IF APPLICABLE	       

Name: ___________________________________________________________________________________________      

Home Address: ___________________________________________________________________________________

Mailing Address: __________________________________________________________________________________

Phone Number: ___________________________________	 Cell#: ________________________________________

Email: ___________________________________________	

First Last

Street City State Zipcode

Street City State Zipcode

Same address as home if same you
do not need to complete these fields



Form SS•4 Application for Employer Identification Number 0MB No. 1545-0003 

(Rev. January 2010) (For use by employers, corporations, partnerships, trusts, estates, churches, 
government agencies, Indian tribal entities, certain individuals, and others.) 

EIN 

Department of the Treasury 
� See separate instructions for each line. � Keep a copy for your records. Internal Revenue Service 

1 Legal name of entity (or individual) for whom the EIN is being requested 

2 Trade name of business (if different from name on line 1) 3 Executor, administrator, trustee, "care of" name 
Cl) NA Q) 

4a Mailing address (room, apt., suite no. and street, or P.O. box) 5a Street address (if different) (Do not enter a P.O. box.) 
+"' 

269 W. Renner Pkwy 
·;: 
a. 4b City, state, and ZIP code (if foreign, see instructions) 5b City, state, and ZIP code (if foreign, see instructions) ... 

Richardson, TX 75080 0 

Q) 6 County and state where principal business is located 
a. 

7a Name of responsible party 7b SSN, ITIN, or EIN 

Sa Is this application for a limited liability company (LLC) (or Sb If 8a is "Yes," enter the number of 

a foreign equivalent)? D Yes 1ZJ No LLC members �

Sc If 8a is "Yes," was the LLC organized in the United States? D Yes D No 

9a Type of entity (check only one box). Caution. If 8a is "Yes," see the instructions for the correct box to check. 

D Sole proprietor (SSN) --�--�---­

D Partnership

D Corporation (enter form number to be filed) �--------­

D Personal service corporation

D Church or church-controlled organization

D Other nonprofit organization (specify) �-----------
IZJ Other (specify) � HH R 

D Estate (SSN of decedent) 

D Plan administrator (TIN)

D Trust (TIN of granter)

D National Guard D State/local government

D Farmers' cooperative D Federal government/military 

D REMIC D Indian tribal governments/enterprises
Group Exemption Number (GEN) if any � 

9b If a corporation, name the state or foreign country 
(if applicable) where incorporated 

State Foreign country 

10 Reason for applying (check only one box) 

D Started new business (specify type) �

D Banking purpose (specify purpose)�- - - - - - - - - - -- --

D Changed type of organization (specify new type) � ________ _

11 

13 

D Hired employees (Check the box and see line 13.)

D Compliance with IRS withholding regulations
IZJ Other (specify) � HHCSR

D Purchased going business

D Created a trust (specify type) � --------------­

D Created a pension plan (specify type) �

Date business started or acquired (month, day, year). See instructions. 12 Closing month of accounting year 

Highest number of employees expected in the next 12 months (enter -0- if none). 

If no employees expected, skip line 14. 

Agricultural 

0 I
Household 

1-5 I
Other 

0 

If you expect your employment tax liability to be $1,000 
or less in a full calendar year and want to file Form 944 
annually instead of Forms 941 quarterly, check here. 
(Your employment tax liability generally will be $1,000 
or less if you expect to pay $4,000 or less in total 
wages.) If you do not check this box, you must file 
Form 941 for every quarter. D 

15 First date wages or annuities were paid (month, day, year). Note. If applicant is a withholding agent, enter date income will first be paid to 
nonresident alien (month, day, year) . � NA 

16 Check one box that best describes the principal activity of your business. 

D Construction D Rental & leasing D Transportation & warehousing 

D Real estate D Manufacturing D Finance & insurance

D Health care & social assistance 

D Accommodation & food service 

IZJ Other (specify) HHCSR

D Wholesale-agent/broker

D Wholesale-other D Retail

17 Indicate principal line of merchandise sold, specific construction work done, products produced, or services provided. 

18 Has the applicant entity shown on line 1 ever applied for and received an EIN? D Yes D No 

If "Yes," write previous EIN here � 

Complete this section only if you want to authorize the named individual to receive the entity's EIN and answer questions about the completion of this form. 

Third Designee's name Designee's telephone number (include area code) 

Party Mark Patterson ( 972 ) 840-7200 

Designee Address and ZIP code Designee's fax number (include area code) 

269 W. Renner Pkwy, Richardson, TX 75080 ( 866 ) 703-1130 

Under penalties of perjury, I declare that I have examined this application, and to the best of my knowledge and belief, it is true, correct, and complete. Applicant's telephone number (include area code) 

Name and title (type or print clearly) � ( ) 
Applicant's fax number (include area code) 

Signature � Date� ( ) 

For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Cat. No. 16055N Form SS-4 (Rev. 1-2010) 

FOR OUTREACH USE







/Employer
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	Participant County: Put your county here
	FEIN1: 12-3333333
	Participant Home Number: 715-222-3333
	Participant Date of Birth: 10/31/1995
	Participant Race: White
	Participant Cell Number: 715-333-4444
	Emergency Contact Phone Number: 7152224444
	Emergency Contact Relationship: Mother
	Mailing LG Street Address: 
	Mailing LG City: 
	Mailing LG State: 
	Mailing LG Zip Code: 
	LG Cell Number: 
	LG Email: 
	Participant First Name: John
	Participant Last Name: Smith
	Date 1: 05/01/2017
	LG Phone Number: 
	Generic Fax Number: N/A
	LG Zip Code: 
	LG Street Address: 
	LG City: 
	LG State: 
	Participant Medicaid Number: 123123123
	OHSInitials_3: SJ
	OHSInitials_6: SJ
	OHSInitials_5: SJ
	OHSInitials_4: SJ
	Q1: Q 1,2,3,4; 2016-2019
	Emergency Contact First Name: Mother
	Emergency Contact Last Name: Friend
	Consultant First Name: Sally
	Consultant Last Name: Smith
	Consultant Email: ss@gmail.com
	Consultant Agency: please put agency
	Consultant Phone Number: 7159998888
	WI Fax Number: 800-687-3121
	WI Phone Number: 877-901-5826
	Text3: Mark Patterson
	CFO: Chief Financial Officer
	Group29: Choice1
	Participant SSN_1: 111223333
	Participant Email: js@gmail.com
	Check Box1100: Off
	Check Box1101: Off
	LG First Name: 
	LG Last Name: 
	PARTInitials_3: JS
	PARTInitials_4: JS
	PARTInitials_5: JS
	PARTInitials_6: JS
	PARTInitials_7: JS
	OHSInitials_7: SJ
	Participant Middle Name: M
	Mailing Participant Street Address: 
	Mailing Participant City: 
	Mailing Participant State: 
	Mailing Participant Zip Code: 
	Participant Street Address: 123 Happy Road 
	Participant City: Osceola
	Participant State: WI
	Participant Zip Code: 54020
	Title_Par: HHCSR
	Text5: Outreach Health Services of Wisconsin - CDS FMSA as Fiscal Agent
	Street: 269 W. Renner Pkwy.
	City: Richardson
	State: TX
	Zip: 75080
	Mark Name: Mark Patterson
	Phone: 214-703-1306
	Check Box100000: Yes
	Check Box1000000: Off
	Text7: 4
	Text8: 7
	Text9: 5
	Text10: 3
	Text11: 8
	Text12: 2
	Text13: 1
	Text14: 0
	Text15: 3


