
 
 
 
 
 

 
Dear Potential Wrap Advocate: 
 
Thank you for your interest in working with youth and their families through the South 
Carolina Youth Advocate Program’s (SCYAP) Community-Based Wraparound Services 
program.  SCYAP was established in 1990 as a private, not-for-profit advocacy 
organization.  The primary target population served by SCYAP is considered to be 
special need, difficult to place/serve youth and young adults.  All of our clients have 
some degree of emotional, behavioral, and/or medical condition.  Most have been 
physically or sexually abused, and some have physical and/or mental disabilities.  The 
long-term goal of each youth served by SCYAP is to function in a stable environment in 
the community. 
 
One of the services offered by SCYAP to assist with meeting this goal is the Community-
Based Wraparound Services Program, commonly known as the Wrap Program.  The 
service is defined as: 
 

Therapeutic activities and treatment services provided to children and 
adolescents with emotional, behavioral and/or medical disturbances.  
SCYAP employs a Wrap Advocate to provide services to specific clients.  
Available services include behavior intervention services, independent 
living skills training, tutoring services, caregiver services, community 
support services, prevocational services, short-term respite care, 
intensive family services, caregiver peer support services, individual 
therapy, family therapy, group therapy, assessment services, case 
management services, and transportation services.  The specific 
combination of services provided to a client is dependent upon his/her 
individual needs and circumstances and are dictated by the agency that 
refers the client to SCYAP. 

 
All Wrap Advocates are classified as part-time, contingent employees.  This means that 
your employment status with SCYAP will be dependent upon your working a specific 
wrap assignment.  As a Wrap Advocate, there is no explicit or implicit contract or 
agreement for ongoing employment with SCYAP.  In addition, as a part-time, 
contingent employee, you are not eligible for any agency sponsored benefits. 
 
Part-time, contingency employment with SCYAP is also dependent upon receipt of 
certain personnel documentation, including but not limited to favorable references, clear 
criminal and civil background reports, proof of appropriate automobile insurance and 



satisfactory motor vehicle record checks.  In order to stay in compliance with Medicaid 
and other contractual standards, and to process your work to put you on payroll, we 
must ensure that your personnel file remains up to date.  On an annual basis, we will 
ask you to provide us with the information needed to keep your personnel file up to 
date. 
 
Prior to beginning work on a wrap assignment, we must have an official/original 
transcript showing your highest level of education.  Copies of diplomas are acceptable 
only for high school graduates.  Any other type of higher education requires an official 
transcript from your educational institution. 
 
You must provide us with a five (5) year motor vehicle record check prior to beginning 
work.  You may secure the motor vehicle record check through the Department of 
Motor Vehicles, or for a cost of $10.00, one can be run through SCYAP.  On an annual 
basis thereafter, we will conduct a motor vehicle record check at no cost to you.  
Minimum motor vehicle liability insurance coverage of $100,000.00 per person, 
$300,000.00 per occurrence is required for all Wrap Advocates.  Prior to beginning 
work, you must provide us with evidence of this coverage and we must maintain 
evidence of continued coverage in your personnel file throughout your tenure with our 
agency. 
 
Finally, you must complete a five (5) hour pre-service training prior to beginning to 
work a wrap assignment.  Additional annual training is required thereafter.  Training 
can be provided through group or one-on-one sessions.  Once you have all your 
personnel paperwork completed, we will call you to schedule your training. 
 
The actual schedule that you work as a Wrap Advocate will be on an “as needed” basis 
and will be based on the needs of the youth cases assigned to you.  We will provide the 
details to you when we present you with a case assignment.  You will be paid based on 
the number of wrap units (in 30 minute increments) that you provide to the youth and 
document on progress notes.  Typically, work hours, the total number of hours allowed 
to be worked each week, and the duration of the wrap assignment are dictated by the 
agency that refers us the client. 
 
This may all seem a little overwhelming but our staff is here to assist you through the 
application process.  In the end, the “hoops” you have to jump through to become a 
Wrap Advocate will be worth the thrill you feel at helping a child in need.  Feel free to 
call our Wrap Coordinator at (803) 779-5500 if you have any questions related to your 
application.  We look forward to working with you! 
 
Sincerely, 
Erik Simensen, MSW/MBA 
Director of Community-Based Services



South Carolina Youth Advocate Program (SCYAP) 
WRAP/TRANSPORTATION APPLICATION FOR CONTRACTUAL EMPLOYMENT 

 
Today’s Date: ________________ 
 
Position Applied For (check all that apply):     Wrap Advocate     Driver     PRTF     DSS Project 
 
How did you hear about SCYAP?   Advertisement (source:        ) 

 Personal Referral (source:         )   Walk-in 
 Employment Agency (source:        )  Phone Book 
 Other:                

 
 

PERSONAL 
 
Name (First Middle Last):              
 
Address of Residence:            County:     
 
Mailing Address (if different than above):            
 
City & State of Birth:               Have you been a SC resident for the last 10 years?  Yes  No 
 
If you answered “No” to the residency question, where else have you lived (City & State)?      
 
Home Telephone: (___) ______________ Work Telephone: (___) ______________ Cell Phone: (___)     
 
E-Mail Address:           May we contact you via e-mail?   Yes  No 
 
Do you have an automobile to use for work-related travel?   Yes  No     Driver’s License Number:     
 
Driver’s License State of Issuance:       Driver’s License Expiration Date:     
 
Social Security #:     -      -   Are you a citizen of the United States of America?  Yes  No 
 
Are you legally eligible for employment in the United States of America?   Yes  No 
 
 
 

EDUCATION 
 

School Name and 
Location/City Course of Study # of Years 

Completed 
Did you 

Graduate? 

Specify Type of 
Degree OR If a 
Diploma was 

Received 

High School 
  

   Yes 
 No 

 

College/  
University 

     Yes 
 No 

 

Graduate/ 
Professional 

     Yes 
 No 

 

Other 
(Specify) 

     Yes 
 No 

 

 



 
 

EXPERIENCE 
 

An employment resume may be substituted for this section. 
 
 
1.                  
              Employer       Job Title 
 
Dates Employed:  From       To      
 
Duties Performed:               

                
 

2.                  
              Employer       Job Title 
 
Dates Employed:  From       To      
 
Duties Performed:               

                

 

3.                  
              Employer       Job Title 
 
Dates Employed:  From       To      
 
Duties Performed:               

                

 

4.                  
              Employer       Job Title 
 
Dates Employed:  From       To      
 
Duties Performed:               

                
 
 

AVAILABILITY STATEMENT 
Please check all hours that you are available.  Hours represent preference and not a binding commitment. 
 

 8 AM – 4 PM 4 PM – 12 AM 12 AM – 8 AM Other 

Sunday     

Monday     

Tuesday     

Wednesday     

Thursday     

Friday     

Saturday     
 
 



WRAP ADVOCATE/DRIVER QUESTIONNAIRE – Please respond in complete sentences. 
 

1. Why are you interested in becoming a Wrap Advocate/Driver with our program? 

2. What experience have you had working with children and adolescents? 

3. How would you describe your personality? 

4. What are your hobbies/interests? 

5. What do you feel is your greatest personal achievement? 

6. What do you believe you have to offer a child? 

7. Why do you feel you have the ability to accept differences in individuals? 

8. With what age range and gender would you most like to work and why? 

9. With what age range and gender would you least like to work and why? 

10. What special skills do you have that we should know about? 

 



BACKGROUND CHECKS 
 
As a contractual worker with SCYAP, you must have annual background checks conducted.  Such checks 
include, but may not be limited to: 
 

Criminal Record Check: Criminal records, which are maintained by the State Law Enforcement Division (SLED), 
must be checked.  A list of crimes which disqualify an applicant for employment follows. If the State 
Department of Criminal Investigation informs us that you have committed one of the disqualifying crimes, you 
will be disqualified for employment or dismissed from employment. 
 

Central Registry Check: The Central Registry is a listing of individuals who have had a “founded” case of child 
abuse and/or neglect during the past seven (7) years.  Any individual listed on the Central Registry is 
disqualified for employment or will be dismissed from employment. 
 

National and State Sex Offender Registry Check: The National and State Sex Offender Registry is a national 
and state level database used to track the whereabouts and movements of convicted sex offenders.  The 
purpose of the database is to inform the public of registered sex offenders that live in their area.  Any 
individual listed on either the National or State Sex Offender Registry is disqualified for employment or will be 
dismissed from employment. 
 
 
DISQUALIFYING OFFENSES 
 
Disqualifying offenses include, but are not limited to any individual who has (1) a substantiated history of child 
abuse or neglect; or (2) has pled guilty to or nolo contendere to or has been convicted of an “Offense Against 
the Person” or an “Offense Against Morality or Decency” or of contributing to the delinquency of a minor, as 
these are defined in SC Code of Laws, or (3) who has been convicted of a felony drug related offense.  
Criminal background checks (state and/or federal), Child Abuse and Neglect Central Registry Checks, and 
National and State Sex Offender Registry checks will be conducted on applicants to determine whether any 
information exists that indicates that the applicant has been convicted of, pleaded guilty or nolo contendere to 
any of the following violations: 
 

Abducting a Maid Under the Age of 16    Homicide 
Adultery or Fornication      Housebreaking 
Arson        Incest 
Assault and Criminal Sexual Conduct    Indecent Exposure 
Bigamy       Kidnapping 
Communicating Obscene Messages to Women   Lewd Act of a Child Under 14 Years 
Contribution to the Delinquency of a Minor   Lynching 
Criminal Domestic Violence     Maintaining Open & Unprotected Abandoned Wells 
Criminal Sexual Conduct with a Minor    Malicious Destruction of Personal Property 
Deflowering a Maid Under 16 Years of Age   “Peeping Tom” 
Dissemination of Obscene Material to Minor   Photographing Minor for Obscene Film 
Dissemination of Sexually Oriented Materials to Minors  Possession of Cocaine 
Dueling       Preparing or Posing or Acting in Obscene Film 
Employment of Minors for Above Purposes   Prostitution 
Failing to Remove Doors from Airtight Containers  Public Display of Sexually Oriented Materials 
Hit and Run       Seduction Under the Promise of Marriage 

 
Applicants will not be employed if information exists that the applicant has committed or pleaded guilty to any of the 
above listed offenses or if the applicant refuses to submit fingerprints or authorization for all background checks. 

 
 

All applicants must also undergo a motor vehicle record check, which will be completed prior to employment 
and annually thereafter. 



 

 
AUTHORIZATION TO RELEASE INFORMATION 
 
As an applicant for a position with the South Carolina Youth Advocate Program, Inc., I am required to furnish 
information for use in determining my qualifications. In connection with this purpose, I do hereby authorize 
the release and full disclosure of any and all information that you may have concerning me, including 
information of a confidential or privileged nature, to any duly authorized agent of the South Carolina Youth 
Advocate Program, Inc. 
 
I hereby release you, your organization, its authorized agents, or others from liability or damage which may 
result from furnishing the information requested. 
 
A photocopy of this release form will be valid as an original hereof, even though the said photocopy may not 
contain an original writing of my signature.  This release will remain in place until rescinded by the 
applicant/employee of the South Carolina Youth Advocate Program, Inc. 
 
                
Printed Name     Signature     Date 

 



 

REFERENCES 
 
List four (4) individuals who can be contacted for a reference.  THESE INDIVIDUALS MUST HAVE KNOWN YOU FOR 
AT LEAST THREE (3) YEARS AND NOT BE RELATED TO YOU.  Please print clearly and give complete mailing 
addresses. 
 

Name Mailing Address Telephone Numbers 

  

Home 
Work 

Cell 
Other 

(      ) ____-_____ 
(      ) ____-_____ 
(      ) ____-_____ 
(      ) ____-_____ 

  

Home 
Work 

Cell 
Other 

(      ) ____-_____ 
(      ) ____-_____ 
(      ) ____-_____ 
(      ) ____-_____ 

  

Home 
Work 

Cell 
Other 

(      ) ____-_____ 
(      ) ____-_____ 
(      ) ____-_____ 
(      ) ____-_____ 

  

Home 
Work 

Cell 
Other 

(      ) ____-_____ 
(      ) ____-_____ 
(      ) ____-_____ 
(      ) ____-_____ 

 
 

 
 
APPLICANT’S STATEMENT 
 
I hereby declare the information provided by me in this Application for Employment is true, correct and 
complete to the best of my knowledge. 
 
I authorize investigation of all statements and information contained in this Application for Employment as may 
be necessary in arriving at the employment decision.  I understand that this Application is not intended to be a 
contract for employment. 
 
I understand that if employed, any false or misleading information given in my Application or interview(s) are 
grounds for, and may result in, discharge.  I understand also, that if employed, I am required to abide by all 
present and subsequently issued policies and procedures of the agency. 
 
                
Printed Name     Signature       Date 
 
 
 
Applicants will receive consideration without regard to race, color, religion, sexual orientation, national 
origin, age, marital status, veteran status, medical condition or disability.  The South Carolina Youth 
Advocate Program, Inc. is an equal opportunity employer.  The language in the application does not create 
an employment contract between the applicant and the agency, and this document does not create any 
contractual rights or entitlements.  Employees of the South Carolina Youth Advocate Program, Inc. are 
employees-at-will and can be terminated from employment at any time without cause. 



 
EMPLOYMENT CHECKLIST 
 
Thank you for your interest in working with youth and their families through the South Carolina Youth 
Advocate Program’s (SCYAP) Community-Based Wraparound Services (Wrap) program.  Part-time, contingency 
employment with SCYAP is dependent upon receipt of certain personnel documentation, including but not 
limited to favorable references, clear criminal and civil background reports, proof of appropriate automobile 
insurance and satisfactory motor vehicle record checks, to be updated periodically as needed.  All part-time, 
contingent employees must have the following in their personnel file: 
 

Á Resume (if employment background section of the application is not thoroughly completed) 

Á Proof of Education (copy of high school diploma, official college/university transcript, etc) 

Á Copy of Professional License/Certificate (if applicable) 

Á SLED – attached authorization form must be signed and dated 

Á Central Registry Check – attached authorization form must be signed and dated 

Á Four (4) Personal References (provide complete mailing address information within application for 
employment) 

Á Copy of Current Driver’s License 

Á Copy of Social Security Card 

Á W-4 Form 

Á I-9 Form 

Á Direct Deposit Information/Authorization 

Á Driving Record 

Á Proof of Automobile Insurance with automobile liability insurance minimums in the amounts of 
$100,000 per person and $300,000 per incident 

Á Results of a Fingerprint Check (if not a resident of SC for the past ten (10) years) 
 
 

Five (5) hours of pre-service/orientation training is required for all Wrap Advocates/Drivers.  The training will 
be scheduled for selected applicants upon receipt and review of a completed employment application. 
 
 

Return to: 
 

South Carolina Youth Advocate Program 
140 Stoneridge Drive, Suite 350 

Attn: Wrap Program 
Columbia, South Carolina  29210 

 
or Fax to: 

 
(803) 779-8444 



 





REQUEST FOR TRANSCRIPT 
 
 
 
 
 

 
TO:          (COLLEGE/UNIVERSITY) 
   OFFICE OF RECORDS/REGISTRAR 
 
          (ADDRESS) 
 

       
 

         
 
RE:   REQUEST FOR OFFICIAL TRANSCRIPT 
 
STUDENT NAME:        
 
 
STUDENT SSN:        
 
GRADUATE/ 
UNDERGRAD. 
SCHOOL:         
 
DATES OF  
ATTENDANCE:        
 
TRANSCRIPT 
REQUEST FEE 
ENCLOSED:         
 
REQUESTER’S   Angela Johnson    
NAME AND   SC Youth Advocate Program   
ADDRESS:   140 Stoneridge Drive, Suite 350  
    Columbia, SC 29210    

 
REQUESTER’S 
TELEPHONE:   (803) 779-5500    

 
 

Dear College/University Registrar: 
 
Please treat this correspondence as a request for an official transcript.  Please forward the 
document to the requester’s current address listed above.  Thank you very much for your 
assistance in this matter. 
 
              
STUDENT’S SIGNATURE    DATE 



South Carolina Youth Advocate Program 
Request for Driver Information Consent Form 

 

Part 1:  Under Federal Law, a driver’s personal information may be obtained only for certain 
uses. The following is a short list of permissible uses: 
 

1. To carry out a governmental function; 
2. For a business to verify the accuracy of personal information previously provided to the 

business; 
3. To use in any court proceeding, or investigation in anticipation of litigation; 
4. For research and statistical purposes so long as the personal information is not published, 

re-disclosed, or used to contact individuals; 
5. For use by an insurer for claims investigations, rating and underwriting; 
6. For use by an employer or their insurer to verify commercial driver license information; or, 
7. For any other use by the driver or by written consent of the driver. 

Under penalty of perjury, I state that I am entitled to receive and use this information as permitted under 
the Driver’s Privacy Protection Act of 1994 (18 USC, Chapter 123 Amended).  I further acknowledge 
that if I misuse this information or give it to someone who uses if for an unauthorized purpose, I may be 
subject to Federal criminal law as well as civil lawsuit where the minimum award is $5,000.00. 

 
Name of Business Requesting Information: 

South Carolina Youth Advocate Program 
140 Stoneridge Drive, Suite 350 
Columbia, South Carolina  29210 

 
Signature of Person Receiving Information:         
 
Date Information Received:           
 
Part 2:  To be used for obtaining information on a single driver. 
 
Name:              
 
Drivers License State & Number:          
 
Driver’s DOB:            
 
Information Requested:  Three (3) Year Driving Record 
 
Consent:  I,         , give consent for the release 
of my personal information to the above shown.  I understand and give consent to have this 
information updated annually thereafter as needed. 
 
             
Signature of Person Giving Consent     Date 
 



Rev. 0808 ejs 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT 
 

 
 
Employee Name:       Emp. #:      
 
Date Completed:       For PPE:      

 
Please complete the information below.  You must attach a copy of your voided check(s) or savings 
deposit slip(s), and check with your Financial Institution’s ACH or customer service department to verify 
that the numbers listed are those used for direct deposit transactions. The following indicates where to 
find the routing and account numbers on your check or deposit slip: 

 
 

 
 
 
 
 
 
 
 

 
 

 

 
I, the undersigned, hereby authorize the South Carolina Youth Advocate Program, or SCYAP (hereinafter 
referred to as COMPANY or EMPLOYER) to initiate credit transactions at the financial institution(s) 
(hereinafter referred to as BANK or FINANCIAL INSTITUTION) indicated on this form, and to initiate 
credit/debit transactions to correct any errors which may occur from these transactions.  Further, I 
authorize the Bank(s) to post these transactions to these accounts.  I understand that I must submit a 
new original direct deposit authorization agreement if I change Bank(s) and/or account(s). 
 
 
Type of Account (check ONE):   Checking Account   Savings Account 
 
Amount of Deposit:      Entire Net Amount 
 
FINANCIAL INSTITUTION INFORMATION 
BANK NAME:  
CITY/STATE/ZIP:  
ABA TRANSIT/ROUTING #: (9 digits)          
ACCOUNT #:  
 
 
 
              
Signature (on joint account, both must sign)  Signature (on joint account, both must sign) 



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

Form I-9, Employment 
Eligibility Verification

OMB No. 1615-0047; Expires 06/30/09

Please read instructions carefully before completing this form.  The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE:  It is illegal to discriminate against work eligible individuals. Employers CANNOT 
specify which document(s) they will accept from an employee.  The refusal to hire an individual because the documents have  a 
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification. To be completed and signed by employee at the time employment begins.
Print Name:    Last First Middle Initial Maiden Name

Address (Street Name and Number) Apt. # Date of Birth (month/day/year)

StateCity Zip Code Social Security #

A lawful permanent resident (Alien #) A
A citizen or national of the United StatesI am aware that federal law provides for 

imprisonment and/or fines for false statements or 
use of false documents in connection with the
completion of this form.

An alien authorized to work until

(Alien # or Admission #)
Employee's Signature Date (month/day/year)

Preparer and/or Translator Certification. (To be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under 
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Address (Street Name and Number, City, State, Zip Code)

Print NamePreparer's/Translator's Signature

Date (month/day/year)

Section 2. Employer Review and Verification. To be completed and signed by employer. Examine one document from List A OR 
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number and 
expiration date, if any, of the document(s).

ANDList B List CORList A
Document title:

Issuing authority:

Document #:

Expiration Date (if any):
Document #:

Expiration Date (if any):

and that to the best of my knowledge the employee is eligible to work in the United States.   (State(month/day/year)
employment agencies may omit the date the employee began employment.)

CERTIFICATION - I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that 
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

Print Name TitleSignature of Employer or Authorized Representative

Date (month/day/year)Business or Organization Name and Address (Street Name and Number, City, State, Zip Code)

B. Date of Rehire (month/day/year) (if applicable)A. New Name (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment eligibility.

Document #: Expiration Date (if any):Document Title:

Section 3. Updating and Reverification. To be completed and signed by employer. 

l attest, under penalty of perjury, that to the best of my knowledge, this employee is eligible to work in the United States, and if the employee presented 
document(s), the document(s) l have examined appear to be genuine and to relate to the individual.

Date (month/day/year)Signature of Employer or Authorized Representative

Form I-9 (Rev. 06/05/07) N

I attest, under penalty of perjury, that I am (check one of the following): 

Erik Simensen
Highlight

Erik Simensen
Highlight

Erik Simensen
Highlight

Erik Simensen
Highlight

Erik Simensen
Highlight

Erik Simensen
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Erik Simensen
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Erik Simensen
Highlight

Erik Simensen
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Erik Simensen
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Erik Simensen
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Erik Simensen
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Erik Simensen
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Form W-4 (2009)
 Purpose. Complete Form W-4 so that your
employer can withhold the correct federal income
tax from your pay. Consider completing a new
Form W-4 each year and when your personal or
financial situation changes.
 

Head of household. Generally, you may claim
head of household filing status on your tax
return only if you are unmarried and pay more
than 50% of the costs of keeping up a home
for yourself and your dependent(s) or other
qualifying individuals. See Pub. 501,
Exemptions, Standard Deduction, and Filing
Information, for information.
 

Exemption from withholding. If you are
exempt, complete only lines 1, 2, 3, 4, and 7
and sign the form to validate it. Your exemption
for 2009 expires February 16, 2010. See
Pub. 505, Tax Withholding and Estimated Tax.
 

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2009. See Pub.
919, especially if your earnings exceed
$130,000 (Single) or $180,000 (Married).
 

Basic instructions. If you are not exempt,
complete the Personal Allowances Worksheet
below. The worksheets on page 2 further adjust
your withholding allowances based on itemized
deductions, certain credits, adjustments to
income, or two-earner/multiple job situations.
 

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure
the total number of allowances you are entitled
to claim on all jobs using worksheets from only
one Form W-4. Your withholding usually will
be most accurate when all allowances are
claimed on the Form W-4 for the highest
paying job and zero allowances are claimed on
the others. See Pub. 919 for details.
 

Personal Allowances Worksheet (Keep for your records.)
 Enter “1” for yourself if no one else can claim you as a dependent 

 
A
 

A
 ● You are single and have only one job; or

 Enter “1” if:
 

B
 

● You are married, have only one job, and your spouse does not work; or
 

B
 ● Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

 

$ % 
Enter “1” for your spouse. But, you may choose to enter “-0-” if you are married and have either a working spouse or
more than one job. (Entering “-0-” may help you avoid having too little tax withheld.)

 

C
 C

 Enter number of dependents (other than your spouse or yourself) you will claim on your tax return 
 

D
 

D
 E

 
E
 F

 
F
 

Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) ©

 

H
 

H
 ● If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions 

and Adjustments Worksheet on page 2.
 

For accuracy,
complete all
worksheets
that apply.
 

● If you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed 
$40,000 ($25,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.

 ● If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.
 

$ 
Cut here and give Form W-4 to your employer. Keep the top part for your records.
 

OMB No. 1545-0074
 Employee’s Withholding Allowance Certificate

 
W-4
 

Form
 Department of the Treasury
Internal Revenue Service
 

© Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.
 

Type or print your first name and middle initial.
 

1
 

Last name
 

2
 

Your social security number
 

Home address (number and street or rural route)
 

Married
 

Single
 

3
 

Married, but withhold at higher Single rate.
 

City or town, state, and ZIP code
 

Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
 

5
 

5
 

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2)
 $ 6

 
6
 

Additional amount, if any, you want withheld from each paycheck 
 7

 
I claim exemption from withholding for 2009, and I certify that I meet both of the following conditions for exemption.

 ● Last year I had a right to a refund of all federal income tax withheld because I had no tax liability and
 ● This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.

 7
 

If you meet both conditions, write “Exempt” here ©

 

8
 

Under penalties of perjury, I declare that I have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete.
 
Employee’s signature
(Form is not valid unless you sign it.) ©

 
Date ©

 9
 

Employer identification number (EIN)
 

Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)
 

Office code (optional)
 

10
 

Enter “1” if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit 
 

 

  

4
 

If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. ©

 

Cat. No. 10220Q
 

Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
 

Note. You cannot claim exemption from
withholding if (a) your income exceeds $950
and includes more than $300 of unearned
income (for example, interest and dividends)
and (b) another person can claim you as a
dependent on their tax return.
 

Nonwage income. If you have a large amount
of nonwage income, such as interest or
 

G
 

Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
 

G
 

● If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible 
child plus “1” additional if you have six or more eligible children.

 

● If your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; then less “1” if you have three or more eligible children.
 

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
 

Tax credits. You can take projected tax
credits into account in figuring your allowable
number of withholding allowances. Credits for
child or dependent care expenses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub. 919, How Do I Adjust My Tax
Withholding, for information on converting
your other credits into withholding allowances.
 

Nonresident alien. If you are a nonresident
alien, see the Instructions for Form 8233
before completing this Form W-4.
 

 

For Privacy Act and Paperwork Reduction Act Notice, see page 2.
 

Form W-4 (2009)
 

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.
 

dividends, consider making estimated tax
payments using Form 1040-ES, Estimated Tax
for Individuals. Otherwise, you may owe
additional tax. If you have pension or annuity
income, see Pub. 919 to find out if you should
adjust your withholding on Form W-4 or W-4P.
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Page 2
 

Form W-4 (2009)
 

Deductions and Adjustments Worksheet
 Note. Use this worksheet only if you plan to itemize deductions, claim certain credits, adjustments to income, or an additional standard deduction.

 Enter an estimate of your 2009 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and 
miscellaneous deductions. (For 2009, you may have to reduce your itemized deductions if your income
is over $166,800 ($83,400 if married filing separately). See Worksheet 2 in Pub. 919 for details.)

 

1
 

$ 1
 $11,400 if married filing jointly or qualifying widow(er)

 $ $ 8,350 if head of household
 

2
 

Enter:
 

2
 $ 5,700 if single or married filing separately

 

%
 

$
 

$ 3
 

Subtract line 2 from line 1. If zero or less, enter “-0-”
 

3
 $ Enter an estimate of your 2009 adjustments to income and any additional standard deduction. (Pub. 919)

 
4
 $ 5

 
Add lines 3 and 4 and enter the total. (Include any amount for credits from Worksheet 8 in Pub. 919.)

 
5
 $ 6

 
Enter an estimate of your 2009 nonwage income (such as dividends or interest)

 
6
 $ 7

 
Subtract line 6 from line 5. If zero or less, enter “-0-”

 
7
 Divide the amount on line 7 by $3,500 and enter the result here. Drop any fraction 

 
8
 

8
 Enter the number from the Personal Allowances Worksheet, line H, page 1

 
9
 

9
 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet, 

also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1
 

10
 10

 

Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
 Note. Use this worksheet only if the instructions under line H on page 1 direct you here.

 1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet)
 

1
 2
 

Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if 
you are married filing jointly and wages from the highest paying job are $50,000 or less, do not enter more 
than “3.”

 
2
 3

 
If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-”) and on Form W-4, line 5, page 1. Do not use the rest of this worksheet

 
3
 Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4–9 below to calculate the additional

withholding amount necessary to avoid a year-end tax bill.
 Enter the number from line 2 of this worksheet

 
4
 

4
 Enter the number from line 1 of this worksheet

 
5
 

5
 Subtract line 5 from line 4

 
6
 

6
 $ Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here

 
7
 

7
 $ Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed

 
8
 

8
 Divide line 8 by the number of pay periods remaining in 2009. For example, divide by 26 if you are paid

every two weeks and you complete this form in December 2008. Enter the result here and on Form W-4, 
line 6, page 1. This is the additional amount to be withheld from each paycheck

 

9
 

$ 9
 

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on
this form to carry out the Internal Revenue laws of the United States. The Internal
Revenue Code requires this information under sections 3402(f)(2)(A) and 6109 and
their regulations. Failure to provide a properly completed form will result in your
being treated as a single person who claims no withholding allowances; providing
fraudulent information may also subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation, to cities, states, the District of Columbia, and U.S. commonwealths and
possessions for use in administering their tax laws, and using it in the National
Directory of New Hires. We may also disclose this information to other countries
under a tax treaty, to federal and state agencies to enforce federal nontax criminal
laws, or to federal law enforcement and intelligence agencies to combat terrorism.
 

The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your income tax return.
 

4
 

 

Table 1
 All Others

 
Married Filing Jointly
 

If wages from LOWEST
paying job are—
 

Table 2
 All Others

 
Married Filing Jointly
 

If wages from HIGHEST
paying job are—

 

Enter on
line 7 above
 

If wages from HIGHEST
paying job are—

 

Enter on
line 7 above
 

Enter on
line 2 above
 

If wages from LOWEST
paying job are—
 

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103.
 

Enter on
line 2 above
 

0
1
2
3
4
5
6
7
8
9

10
 

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.
 

$0 -
4,501 -
9,001 -

18,001 -
22,001 -
26,001 -
32,001 -
38,001 -
46,001 -
55,001 -
60,001 -
65,001 -
75,001 -
95,001 -

105,001 -
 

$4,500
9,000

18,000
22,000
26,000
32,000
38,000
46,000
55,000
60,000
65,000
75,000
95,000

105,000
120,000
 120,001 and over

 

0
1
2
3
4
5
6
7
8
9

10
11
12
13
14
15
 

$0 -
6,001 -

12,001 -
19,001 -
26,001 -
35,001 -
50,001 -
65,001 -
80,001 -
90,001 -
 

$6,000
12,000
19,000
26,000
35,000
50,000
65,000
80,000
90,000

120,000
 120,001 and over

 

$0 -
65,001 -

120,001 -
185,001 -
 

$550
910

1,020
1,200
1,280
 

330,001 and over
 

$65,000
120,000
185,000
330,000
 

$0 -
35,001 -
90,001 -

165,001 -
 

$550
910

1,020
1,200
1,280
 

370,001 and over
 

$35,000
90,000

165,000
370,000
 



 
 

SOUTH CAROLINA YOUTH ADVOCATE PROGRAM 
COMMUNITY-BASED WRAP ADVOCATE 

CODE OF ETHICS 
 

 
The following types of non-professional behavior are non-exclusively valid reasons for termination 
of an advocate from employment with the South Carolina Youth Advocate Program: 
 
× Deliberate misrepresentation or falsification of any official Youth Advocate Program report, 

activity, reimbursement form(s), timesheet(s), work hours, activity reports, or any other type of 
documentation; 

 
× Non-compliance with required service hours, activities or program policies and procedures; 
 
× Behavior or actions which endanger the health, safety or welfare of program youth; 
 
× Breach of fiduciary duties or the duty of loyalty to the corporation; 
 
× Participation in non-approved or inappropriate activities with youth; 
 
× Failure to follow directives (verbal or written) of supervisor of job description; insubordination; 
 
× The use/of alcohol or controlled substances which impairs the ability of the staff member to 

effectively perform his/her job responsibilities and duties; 
 
× Incurring financial obligations to the program without prior authorization; 
 
× Deliberate misrepresentation of the program, program policies and procedures; 
 
× Theft of program property or belongings; 
 
× Breach of confidentiality, or the release of confidential and privileged information regarding 

program youth, foster families, staff or other program representatives, or the release of any 
program report, form, manual, or other materials to an individual or individuals not duly 
authorized by the program to have access to or possession f such information or materials; 

 
× Conviction of any felony offense or conviction of a misdemeanor offense which endangered or 

threatened to endanger the safety and welfare of youth; 
 
× Any verbal or physical conduct by the Advocate, including any sexually harassing conduct, 

which harasses, disrupts, or interferes with the work performance of another agency, staff 
member or agency representative, or which creates an intimidating, offensive or hostile 
environment. 

 
× Any activity which violates the Responsibilities and Basic Rules of the Temporary Worker 

(which is signed by the Advocate). 
 
 

I read and agree to abide by SCYAP’s Advocate Code of Ethics. 
 
 
________________________________________________  ____________________________ 
Signature        Date 
 

Rev. 2/06 alr 



4/03 
Privacy and Confidentiality Policy 

 
Because of the nature of our work, we are exposed daily to information about the personal lives and health of the children 
and families referred to us for services (These individuals will be referred to within this policy as our “clients”) and the 
foster families that work within the Program. In some instances, there is notoriety attached to certain situations that 
arouses curiosity for many people.  We are obligated to keep such information private and confidential and in no situation 
shall information about specific Program youth, their families, or foster families be shared with others, except as required 
by law. 
 
The Program is permitted to disclose protected client and/or foster parent information as follows: 
 
1. To the individual client or client’s custodian/legal representative or foster parent; 
2. For treatment, payment or health care operations.  Health care operations means conducting quality assessment and 

improvement activities, reviewing the competence or qualifications of health care professionals, evaluating performance, 
training programs, accreditation, certification, licensing or credentialing activities, conducting or arranging for medical 
review, legal services and auditing functions, business planning and development, and business management and general 
administrative activities; 

3. Incident to a use or disclosure otherwise permitted or required by law, provided that the minimum necessary information to 
accomplish the intended purpose of the use, disclosure or request is disclosed;  

4. Pursuant to and in compliance with a valid legal authorization for disclosure; 
5. Pursuant to an agreement between the Program and the client or between the Program and the foster parent as provided for 

by applicable law; 
6. In response to a subpoena, discovery proceeding, or other court order, in accordance with the laws and regulations of any 

authority having jurisdiction. 
7. Pursuant to an investigation to determine compliance with the Health Insurance Portability and Accountability Act of 1996. 
 
Any disclosure of information other than that listed above is prohibited. 
 
Clients of the Program shall be permitted to review and receive copies of their confidential information maintained by the 
Program, except for the following information: 
 
1. Psychotherapy notes; 
2. Information compiled in reasonable anticipation of, or for use in, a civil, criminal or administrative action or proceeding; 
3. Any information in which disclosure of same is prohibited by law. 
4. Protected health information maintained by the Program that is subject to, or exempt from, the Clinical Laboratory 

Improvements Act of 1988. 
 
Clients may also amend information contained their protected information.  However, a request to amend such 
information may be denied by the Program provided that the information: 
 
1. Was not created by the Program; 
2. Is not part of the designated record set; 
3. Is not available for inspection under applicable law; or 
4. Is accurate and complete. 
 
Confidential records of the agency shall be kept in locked files when not in use.  Such locked files shall be kept in a 
locked room.  Files shall not be kept on a desk overnight or when non-agency personnel are present in the building for any 
length of time. 
 
Employees of the Program who fail to comply with the Program’s Privacy and Confidentiality Policy will be subject to 
disciplinary action as outlined in the Program’s Personnel and Policy Manual. 
 
 
                
Signature       Date 



Rev. 9/08 ejs 
 

SOUTH CAROLINA YOUTH ADVOCATE PROGRAM 
SIGNATURE SHEET 

 
 
 

 
 
 
 
 
 
 
 
 

EMPLOYEE NAME:          
 
 

SIGNATURE:           
 
 

INITIALS:      
 
 
 
 

 
This is to verify that the above represents my signature and initials 

as used in all records required by the Youth Advocate Program. 



 



£ 

 
 

Allstate Insurance Company     
Policy Number: 3 30 0123456 03/30  Your Agent:  Ann Sue Rentz  (803) 555-5555    

Policy Effective Date: 9/30/08 – 3/30/09      

COVERAGE FOR VEHICLE # 1      

2002 Toyota Camry      
COVERAGE  LIMITS   DEDUCTIBLE  PREMIUM  

Automobile Liability Insurance     $81.48  
• Bodily Injury  $100,000  each person  Not Applicable   

$300,000  each accident    
• Property Damage  $100,000  each accident  Not Applicable  $50.63  

Uninsured Motorists Insurance     $14.70  
• Bodily Injury  $15,000  each person  Not Applicable   

$30,000  each accident    
• Property Damage  $25,000  each accident  $200   

Underinsured Motorists Insurance    Not Applicable  $20.50  
• Bodily Injury  $15,000  each person    

$30,000  each accident  
• Property Damage  $25,000  each accident    

Automobile Medical Payments  $1,000  each person  Not Applicable  $6.73  

Auto Collision Insurance  Actual Cash Value  $500  $88.44  

Auto Comprehensive Insurance  Actual Cash Value  $500  $38.24  

Total Premium for 02 Toyota Camry     $300.72 

 
DISCOUNTS 
Premier Plus 
Multiple Policy 

 
Your premium for this vehicle reflects the following discounts: 
 $73.20  Passive Restraint 
 $52.58 Antilock Brakes 

 

$2.89 
$24.50 



Please look for three (3) main things on the policy: 
¡ the employee is named as an “insured” 
¢ policy period includes current date 

£ liability amount is, at a minimum, 100000 per person/300000 per occurrence 

¡ 

¢ 

Allstate Insurance Company          

  You're in good hands. 

RENEWAL 
Auto Policy Declarations 

 
The company issuing the policy is: 

Summary 

 

Allstate Insurance Company 
2775 Sanders Road 
Northbrook, lL 60062-6127 
18OOALLSTA TE® (1-800-255-7828) 

 
NAMED INSURED(S) 
Blease Insurmi 
123 Policy  Lane 
Columbia SC 29210  

 

YOUR ALLSTATE AGENT IS 
Ann Sue Rentz 
(803) 555-5555  
1234 Blah Avenue 
Columbia, SC 29210 

 

YOUR BILL  
lists your payment options.  

 
POLICY NUMBER  
30 0123456 03/30  

 

POLICY PERIOD  
Sep. 30, 2008 to Mar. 30, 2009 at 12:01 a.m. standard time  

 
DRIVER(S) LISTED* 
Blease 

 

VEHICLES COVERED  
1. 02 Toyota Camry  

Total Premium  

 

DRIVER(S) EXCLUDED 
None  
 

VEHICLE ID NUMBER 
2ABCD63E123456789  

 

LIENHOLDER 
Wachovia  

 
Premium for 02 Toyota Camry  

TOTAL  
Your total premium reflects a combined discount of $153.17 Your 
Policy Effective Date is Sep. 30, 2006

 

$300.72 

$300.72


