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Acumen Fiscal Agent

Authorization Form

Complete each item and fax 866-486-4179 or mail 5416 E Baseline Rd., Suite 200, Mesa, AZ 85206 to
Acumen. Please call 833-892-0413 if you have any questions.

| heraby authorize Acumen Fiscal

1.

ol ol o

ent (Acumen) to:

File Form 55-4 on my behall 1o oblain an Employer |dentification Number (EIN), if | do nat already have one,
and allow the IRS to mail EIN information o Acumen once obtained. Note: If you currently have or have
had an EIN, pleage contact the above phone number before proceeding with the employer enrollment
paperwork.

Represent me as an employer for emplover-related tax reporting purposes, by signing Form 2678.

Handla all correspondence regarding employer tax reporling issues.

Serve as my Full Service Agent for unemployment and withholding tax purposes. As such, Acumen shall
provide all services for me, the employer, {tax, benefits, and appeals) and shall receive all documents related
o iy, the employer's, New Jersey unemployment and withholding tax aceount that would oltherwise have
been sant to me.

Receive confidential information and perform any and all acts the employer can perform relating to matlers
partaining to New Jersey's unemployment compensation law and state lax withholding regulations effective
signature dale forward, subject 1o revocation.

Electronically send me (e.g. e-mail) information including, but not limited to: amployer and'er employee
enroliment information, account slatement reports, good-lo-ge information, and new products or services.

Any limitations to this authorization must be specifically stated and attached. This authorization revokes all earlier

authariz

ations and powears of attormey on file and shall remain in affect untl receipt of a wiillen notice of revocalion of

a subsequent authonzation or power of attormey by the New Jersey Department of Treasury and/or New Jersey
Department of Labor & Workforce Development.
What am | really authorizing?

‘Your appointment grants Acumen Fiscal Agent a imited power of attorney to act as your agent for acts required under
IRS Section 3504 & Tres. Reg 31.3504.

‘You are appointing Acumen Fiscal Agent to act as your agent for the Mew Jersey Department of Treasury and New
Jersay Department of Labor & Workforce Development in the fulfilling of domestic employer responsibilities relative to the
employing of persons through indtiatives funded by the State of New Jersey, Depariment of Developmental Disabdities
(DDID) division.

Employer Individual
The person who hires, fireg, trains and manages staff. The individual receiving services.
Name: EMPLOYER NAME Name: CLIENT NAME
Socal Secuty | EMPLOYER SSN pawofgim. | CLIENT DOB
Phiysical
Street Address:. | EMPLOYER ADDRESS i CLIENT ADDRESS
City/State/Zip: | CITY/STATE/ZIP o e?P | CITY/STATE/ZIP
wrasmemy | MAILING ADDRESS Support Coordinator
e Z® | CITY/STATE/ZIP Name. SC NAME
{Fig:ir::lr:nnge: COUNTY E-mail Address: | SC EMAIL
Phone Mumber: PHONE NUMBER Phone Number. | SC PHONE NUMBER
E-mail Address - | EMAIL ADDRESS
Your signature means that you have read and understand the above information.
Signature: EMPLOYER SIGNATURE Date: MM/DD/YYYY

NJ DDD 02,2025
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...2678 Employer/Payer Appointment of Agent

{Rev. December 2023 Department of the Treasury — Intemal Rovenue Sonvice OB Mo, 15450748

Use this form if you want to request approval to have an agent file returns and make
deposits or payments of employment or other withholding taxes or if you want to
revoke an existing appointment.

= if you're an employer or payer who wants to request approval, completa Parts 1

and 2 and sign Part 2. Then give it to the agent. Have the agent complete Part 3 and
sign it.

Maote: This appointment isn't effective until we approve your request. See the instructions
for more information.

= if you're an employer, payer, or agent who wants to revoks an existing appointmeant,
completa all three parts. In this case, only one signature is required.

Why you're filing this form.

{Check one)

‘fiou want to appoint an agent for tax reporting, depositing, and paying.
[] ¥ou want to revoke an existing appointmant.

m Employer or Payer Information: Complete this part if you want to appoint an agent or revoke an appointment.

1 Employer identification number (EIN)

B o rach ey o™ [ EMPLOYER NAME |
3 Trade name {if any} | |
—P 4 Address | EMPLOYER ADDRESS |
Rearmiar Hirest Eidite of oo reamber
| CITy |[sT ][ zIP |
Ciby Siabe ZIP oodi
| | | || |
Formign couming nama Foreign provinoascounty Foresgn postal code
5 Forms for which you want to appoint an agent or revoke the agent's For ALL For SOME
appointment to file. (Check all that apoly.) employees) employees/

payees/payments  payees/payments

Fom 940, Employer's Annual Federal Unemployment (FUTA) Tax Return® (all 940 series)
Form 841, Employer's QUARTERLY Federal Tax Return (all 841 series)

Fosmn 843, Employer's Annual Federal Tax Return for Agricultural Employees (8l 943 series)
Form 844, Employer's ANMUAL Federal Tax Return (all 944 sarieas)

Form 845, Annual Retumn of Withheld Federal Incomes Tas

Form CT-1, Employer's Annual Railroed Retirement Tax Retumn

Form CT-2, Employes Representative's Quarterly Railroad Tax Retum

OOO0OEE]
0ooooo0

* Generally, you cant appoint an agent to report, deposit, and pay tax reported on Form 940, unless you're a home care
service recipient.
Check here if you're a home care service recipient, and you want to appoint the agent to report, depaosit, and pay FUTA tax
for you. See the instructions.
| am authorizing the IRS to disclose otherwise confidential tax information to the agent relating to the authority granted under this
appointment, including disclosures required to process Form 2678, The agent may contract with a third party, such as a
reporting agent or certified public accountant, to prepare or file the retums covered by this appointment, or to make any required
deposits and payments. Such contract may authorize the IRS to disclose confidential tax information of the employer/payer and
agent to such third party. if a third party fails to file the retums or make the deposits and  payments, the agent and employer’
payer remain liable.

g — Pﬁnlwnmha‘el EMPLOYER NAME |*_
X ignyour | ©np| OYER SIGNATURE

name here Print your tile here  |HCSR EMPLOYER |

— P ate Bestdaytimephone | PHONE | #—

Mow give this farm to the agent to complete.
For Privacy Act and Paperwork Reduction Act Notice, see the separabes instructions.  wiw s, poviFommasTe Cat Mo, 187700 Fom 2678 Rov. 122023
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..SS-4 Applicatlnn for Employer Identification Number OME ho. 15450003
Aoy, Docermber 2023} ";ﬁ:nh:m": Msé-ii‘bu. n&h:dﬁ:ﬂﬂu. and nﬂm-:.]s‘ =
Departmart of the Trazsury Sb&“pmmlnrmhmmunnpy[mrmrm EIN
Imamal Asvenue Sanice Go to wwweirs. gow/ FormES4d for instructions and the latest inf an
1 Legal narme of entity for individual) for whom the EIN is being requested
EM PLOYER NAME
iﬁ 2 Trade nasme nfblu:neuﬂif different fram name on ine 1) 3  Execuior, sdminisirator, rustes, "cans DF FEATE
T [4a Maiing address jroom, apl., suite no. and street, or P.O. box)| 5a  Street address i diffenent) (Don't enter & P.O. bax)
E [5416 E BASELINE RD STE 200 EMPLOYER ADDRESS
E db  City, stale, and ZIP code [if forsign, See insirusions) 5b  City, state and ZIP code {if forésgn, Sae mstroctions)
5 [MESA, AZ 852064704 CITY/STATE/ZIP
g |® _ Counly and state where principal business is located
e COUNTY/STATE
Ta  Mame of responsible pary Th 55N, MM, or EIN
EMPLOYER NAME SSN
#a s this application for a limited liability cormpany {LLE) 8b W Ba B “Yes™ enter the number of
{or a foresgn equivalentj? . o2 Oves ] Mo LUCmembas . . . . . . .
Bz Ndais “Yes” wau.1hel.|.Cnrgmlzndn!|1=Llrl'I=dSIabe-s" e .- . Oes O e
Ba Type of entity icheck only one bax). Caution: If Ba is “Yes,” sée the instructions for the correct box 1o chack.
O sale pregristar (550 O Estate 250 of decedent
[ Patnarship [0 Pian adminestrates (TIN)
[ corporation [enter form aumiber to be Sed) [ Trust (i of grantar
[ Persanal service somparation O witaryMational Guard [ Statedosal governenant
[ church er church-controlled organization [0 Famners’ cooperative [ Federal goverrement
[ other nangrofit organization specity) O memic [ rrdian tribsl gavernmertsterterprizes
Otter (apecify] HCSR EMPLOYER Groug Exsmption Mumber (GEN) if ary
gb  If a corporation, name the state or foreign country (if Slate Fareign country
apphcable) where incorporated
10 Reaszon for applying (check only ane box) [ Barking purposs (specify purposs)
[ started new business speciy type) [ Changed type of arganizaion jspecify new type)
[ Purchased going business
[ Hired employees (Check the box and ses Ene 13) [ Created a trust fspeciy typa)
[0 Compliance with IRS withholding ragulations [ Crested a pansion plan [zpacify typs)
Ottes (specity]  HCSR EMPLOYER
11 Date business started or acquired jmonth, day, year). See instructions. 12 Closing month of sccounting year DECEMBER

14 Resarved for futune wse

13 Highest rumber of employess axpecied in the next 12 months (enter -0- i none).

Agricultural Housshald Orthar
o
16 First dale wages or annuities were paid (month, day, year). Note: i apphcant is & withholding agent, ermer date income will first be paid to
nonresident aben [month, day, year) . . . . . e e e e
16 Cl'mthnmbw:hlbﬂ!dﬂnbﬂlﬂbpmnﬁaﬁwiﬂ-dymrhmh DHEdthanEsu.,—i.d istance ] Wholesa agantbroker
[ construction ] Rental & easing [ Transportation & warshousing  [] Accommedation & food senice  [] Whalessle-ather [ Retail
[ resl estate [ manutacieing [ Fnanes & nsurance Oftr jspacily]  HCSR EMPLOYER
17 Indicate principal line of menchandise snld, specific construcion work done, products produced, or services provided.
HCSR EMPLOYER
18 Has the appliicant entity shown on line 1 sver applied for and recsived an BIN? - [] Yes ] Mo
If "Yes,” write previous EIN here

Camplsta this ssction only if you want b suthorize the named individual i receie the enlity’s EIN and snewer questions about e completion of this fanm
Thiird Desigries’s narme Desigrese’s Ssiaphons number (incude ama cooe)
Party ALMA STEWART, SUNNY HUDSON (623) 792-6100
D&d-ﬂ'lﬂ Address and ZIP code Designee’s. tax numbser jncluds anea code)

5416 E BASELINE RD STE 200, MESA, AZ B5204-4T04 {480) 371-2241
Undar penaities of parjury, | declars faf | have axamined this appleation, and fio the best of my inowisdge and beliel, i bs true, cosect, and complele. | Aselcant's iskephone number [nclide srea code)
Pame and ke ihype or pont ciearyy EMPLOYER NAME Hcsr EmPLover | PHONE NUMBER

licaril's Fao rurmier raciude srea cods)

Signature EMPLOYER SIGNATURE oae MM/DD/YYYY N:IIEMPLOYER FAX NUMBER

For Privacy Act and Paperwork Reduction Act Motice, sse separate instrustions. Cat. No. 1EDEEN Form 554 (Rov. 12.2023)
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M-5008-R New Jersey Division of Taxation
P 8i24) Appointment of Taxpayer Representative
. Ta.xyer Information

Use this form to designate a representative(s) and grant the representative(s) the authority to obligate, bind, andior appear on your
behalf before the Mew Jersey Division of Taxation. Section 3 of the form allows you to list which tax matters your representative is
authorized to handle on your behalf.

Taxpayer Is:
D Individusl D Corporation E Sole Proprietorship D Limited Lisbility Compamy
E] Estata D Partnership D Trust (other than a business trust)
D Other Specify
Taxpayer's Name -j'_lni‘.aB' G'-:uE Mame if combined group) 55 Mumber/MJ Taxpayer ID Number/Unitary |0 Number
EMPLOYER NAME
Spouse's/CU Parner's Mame Social Security Mumber
EMPLOYER SSN
Mailing Address Co {If not LIS
INaf%E== EMPLOYER MAILING ADDRESS R
City Stat ZIP Cood
! CITY " STATE “* zIP CODE
Emal Add=ss EMPLOYER EMAIL P ONE NUMBER
Managerial Member's Name (if combined group) Managerial Member's FEIN
Mame of Trustee or Executor
Address of Trustee or Executor Country
{If not LUIS)
City State ZIP Code
Email Address Phome Mumbear

2. Representative Information
The named representative(s) must sign and date where indicated in Section & on page 2 or this appointment will be rejected. If the
representative is a tax practitioner, the representative must enter his'her Preparer Tax Identfication Mumber (PTIN) as the Represen-
tative ID. Representatives who do not have & PTIMN must enter their Social Security number.

The taxpayer(s) named in Section 1 above appoints the person(s) named below as hisher'their taxpayer representative to represent
them in connection with the tax matter(s) listed in Section 3.

MName Representative 1D
Ricardo Resendiz P03344510
Address
5416 E Baseline Rd #200, Mesa, AZ 85206
Email Address Phone Number Fax Mumbar
Tax-NJ@Acumen2.net 623-792-6100 480-371-2241
Mame Representative 1D
Sunny Hudson P0O3299019
Address
5416 E Baseline Rd #200, Mesa, AZ 85206
Email Address Phone Number Fax Mumbear
Tax-NMJ@Acumen2.net 623-792-6100 480-371-2241

3. Tax Matters
1We appoint the representative(s) named in Section 2 abowve to represent meius for:
D All tax matters Specific tax matters listed below

Type of Tax (Mew Jersey Gross Income, Sales and Use, Corporation,

Partnership, Employment, Inheritance, etc.) ‘Years(s) and Period(s)

Employment
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4. Acts Authorized
The representative(s) is/are authorized to receive and inspect confidential tax records and is/are granted full power to act with re-
spect to the tax matters described in Section 3 above, and to do and perform all such acts as liwe could do or pedform. The authority
granted by this appointment does not include the power to endorse a refund check.

|:| If you want the representative(s) to have limited power, provide an explanation on the lines below and check this boc You may
attach additional information as well.

5. Motices and Communications
We will send original notices and other written communications to you and a copy (other than automated computer nofices) to the
first representative listed in Section 2 unless you check one or mare of the boxes below.

D 'We do not want the Division to send any notices or communicaions to my representative(s).

'We want the Division to send a copy of notices andior communications (other than automated computer notices) to both repre-
sentatives listed in Section 2.

6. Retention/Revocation of Prior Appointment(s) or Power(s)
The filing of this form automatically revokes all earlier Appointment|s) of Taxpayer Representative and'or Power(s) of Attomey on file
with the Division of Taxation for the tax matters and years or periods listed in Section 3 unless you check the box below.

'We do not wanit to revoke any prior Appointment(s) of Taxpayer Representative andior Power(s) of Attomey. If you check this
box, you must attach copies of the previous Appointment(s) and/or Power(s) that you do not want to revoke_

7. Signature of Taxpayer(s)
If the tax matters covered by this appointment concern a joint Gross Income Tax retum and the representative(s) is/are being ap-
paointed to represent both spouses/CU partners, both must sign balow.

If a corporate officer, partner, guardian, tax matter pariner, executor, administrator, or trustes signs the appointment on be-

haif of the taxpayer, the signature below certifies that they hawve the autharity to execute this form on behalf of the taxpayer(s).

Hote: If the taxpayer is a combined group, the managerial member is responsible for acting on behalf of the group for Corporation
Business Tax purposes. The corporate officer of the managerial member who signs the appointment on behalf of the combined group
cartifies that they hawve the authority to execute this form on behalf of the combined group.

This Appointment of Taxpayer Representative Is Vioid if not Signed and Dated

Texpayer SIgRALTE b OYER SIGNATURE O MM/DD/YYYY
Print Mams EMPLOYER NAME Title (if applicable)

Domestic Employer
Taxpayer Signature Date
Print Name Title (if applicable)

8. Acceptance of Representation and Signature
L'Wee accept the appointment as representative(s) fior the taxpayer(s) who has'have executed this Appointment of Taxpayer Repre-

senkative.
Representative Signature Date
Print Name Title (if applicable)
Representative Signature Date
Print Mame Title (if applicable)
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] SELECT ONE

“ Employer’s Previous Business Information

Acumen Fiscal Agent

el - SoporUunily - Fiosder
This form must be completed by the individual assuming the role of the Employer. Flease provide a response to
every question below. If any of the questions cannot be answered, check "N/A”" or write "Do not know™ next to the
guestion.

Please do not provide answers to the below questions based on a Partnership, Corporation, Limited Liability Company
(LLC), Trust, Estate, Monprofit or any other enfity not considered a Sole Proprietor. Acumen Fiscal Agent, LLC can
only accept an EIM and business information for a Sole Proprietor business. If you have ever owned a Sole
Proprietor (currently or in the past), you must let us know. Failure to do so will also drastically increase the
time it takes to enroll and receive services under this program.

Employer Full Name (as shown on Social Securty Card) Employer Social Security Number (SSN)

EMPLOYER NAME EMPLOYER SSN

Other Names or Alias Used (please list all):
EMPLOYER NAMES OR ALIAS USED

YES NO NA

1.| Have you ever received an Employer ldentification Mumber (EIN) for any Sole Proprietor
business you currently or have previously cwned? If yes:

Please provide the previously assigned Federal EIN: EMPLOYER EIN

What was the nature of the business: _ NATURE OF BUSlNESS _________________ D D D
Is the business still active (including any requirements for filing income tax, payroll tax, or
information returns): YES E_ND

Z.| Have you ever previously been enrolled with another Fiscal/Employer Agent (FIEA),
sometimes known as a Financial Management Service Agency? If yes:

Please provide the name of the F/IEA: _ F/EA ________________________________ D D D

Please provide dates of when you wene with the F/EA: MM/DD/YYYY (FRoM CALENDAR)

3.| Was a business account ever established on your behalf for state unemployment
insurance (SUTA) by your state’s Department of Labor/Employment? If yes:

SUTA NUMBER D D D

Please provide the account number, if known:

4.| Was a business account for state income tax (SIT) withheld on behalf of your employees
ever established on your behalf with the state’'s Department of Revenue? If yes:
SIT NUMBER D D D

Please provide the account number, if known:

If you answered yes to question #2. please contact the prior F/EA to obtain the documents received from the Internal
Revenue Service (IRS) and state taxing authorities when you were granted your EIN and state tax accounts. Documents
should include a Letter 147C or CP575 issued by the IRS, and confirmation of the state tax accounts being created.

EMPLOYER SIGNATURE MM/DD/YYYY
Employer Signature Dafe '

ACUMEN FISCAL AGENT LLC
5418 E BASELINE RD STE 200
MIESA, AZ 83206
ENROLLMEMNTEACUMENZ.NET
Rew. 1002023
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Acumen Fiscal Agemnt

i « DEET

New Jersey DDD SD
Employer Agreement Form

This Agreement is between Acumen Fiscal Agent and the Employer as stated below.

« Participation in this Self Direction option is a decision | have made after consultation with my
Support coordinator.

« | have received from my Support Coordinator any/all program related information about
my service delivery options and the rules and regulations regarding my participation in the
NJ DDD-SD program. | understand it is my responsibility as the Employer of Record to
abide by all the rules and regulations of this program and the NJ DDD 3D Individual
Agreement | have signed.

+ | understand that | am the Employer of Record for this program. The employer is not Acumen
Fiscal Agent or the NJ DDD SD administrators. | understand that as the employer of record |
am responsible to comply with paying all of my employees in accordance with the Department
of Labor Regulations including the Fair Labor Standards Act and Final Rule. | understand that
this employer responsibility may extend beyond what the program funds may pay my employee,
and | accept full responsibility for all debts owed.

« | understand it is my responsibility to hire and train only gualified providers/workers, as defined
by the NJ DDD SD policy manuals, to provide my services.

+ | understand Acumen will provide me with enrollment materials and guidance on the
requirements to complete each form. Itis ultimately my responsibility as the employer to ensure
all forms that my worker and/or | complete are comect within required guidelines.

« | will not allow provider(s)fworker(s) to begin performing work until Acumen has notified me that
provider(s)/worker(s) are active in their system (Good to Go).

« | understand that Acumen is only authorized to represent me in processing payments as it relates
to the NJ DDD-SD Program. Acumen will only make payments on my behalf in accordance to
the authorized amounts as outlined in my approved annual amount.

« | understand it is my responsibility to be aware of any remaining balances and schedule
provider(s)/worker(s) and/or request program payments within those available units and funds.

« | understand thatif | cause work to happen above and beyond what is authorized in my Service
Detail Report Budget, | as the employer, will be personally responsible for those expenses.

« | understand that, on occasion, | may receive automated (general announcement)
communication from Acumen regarding important program and/or payroll information as it
relates only and specifically to the NJ DDD SD Program.

« |understand it is my responsibility to notify my Support coordinator immediately of any
significant changes in circumstances that may affect the individual's Service Detail
Report/Budget andlor safety.

NJ DDD ER 01.31 2025



« | understand all requests for payment must be submitted through Acumen's online time entry
system which requires password-protected employer approval, or paper timesheets which must
be emailed or faxed by the payroll deadline. | understand that Acumen will not process a
payment request without proper employer approval.

« | attest that | will submit and/or approve all payment requests in accordance with the Program
regulations. | understand that payment and satisfaction of my claims may be from State funds,
and that | may be prosecuted under applicable State laws, for any false claims, statements or
documents or concealment of a material fact. Any misuse of funds may result in being fined or
penalized including but not limited to the repayment of claim. Any collection costs or legal fees
will be my responsibility to pay.

« | understand and approve photos being captured for the use of time entry and time validation.

Photos are one method to verify the individual is present when the services are rendered.

My signature below confirms my understanding and agreement to abide by the terms and
conditions as stated above.

Mame of Individual: CLIENT NAME

MName of Employer/ Representative (if applicable): EMPLOYER NAME

Phone: { XXX ) XXX-XXXX Email Address: =P LOYER EMAIL

EMPLOYER SIGNATURE Date: MM/DD/YYYY

Individual or Employer/ Representative Signature:

Acurmen Fiscal Agent, LLC.
5416 E. Baseline Rd., Suite 200
Mesa, AZ 85206
Phone: B33-892-0413
Fax: BE6-4B5-4179

enfollment @acumens nat

NJ DDD ER 01.31. 32025
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New Jersey Vendor .f FiscallEmployer Agent
Community Vendor Acumen Fiscal Agent Authorized
Representative Agreement " T Form

This document is used to assign and gather demographic information about the Authorized Representative and is an
agreement between that person and Acumen Fiscal Agent.

Name of Individual: CLIENT NAME

I, Individual or Legal Guardian, CLIENT NAME hereby assign the person
stated below as my Authorized Representative

Authorized Representative Name: AUTHORIZED REPRESENTATIVE NAME
Authorized Representative Mailing Address: AUTHORIZED REPRESENTATIVE ADDRESS
Authorized Representative City/State/Zip: CITY/STATE/ZIP CODE

Authorized Representative Phone Number: AUTHORIZED REPRESENTATIVE PHONE
Authorized Representative Email Address: AUTHORIZED REPRESENTATIVE EMAIL

Individuals Relationship to Authorized
Representative:

CLIENT RELATIONSHIP TO AUTH. REP.

An Authorized Representative can be any person identified by the Individual or their legal guardian in consultation with the
Support Coordinator to manage the duties within this program; when the Individual or their legal guardian ks unable o do
50 independently.

An Authorized Represenlative must
+ Show a slrong persenal commitment o the Individual
Show knowledge about the preferences of the Individual
Agree o visit the Individual at least every pay period
Be willing and able to meat all program requirements for the program
Be at least 18 years old
+ Be willing to submit lo criminal background checks, if requested
An Authorized Representative may:
+ Review, submit, and approve employes lime 1o ensure accuracy
+ Review, submit, and approve reguest for vendor time to ensure accuracy, if applicable
* thaitl'u confidential infarmation from Acumen Fiscal Agent regarding their Individual; including, the authorization,
payroll, ete.
+ Il applicable, parform employer related duties, such as but not limited to: assist in hinng and terminating
emploveas, managing employess completing forms, and managing the monthly authorization
An authorized Representative Cannat:
+ Be paid for services in this program or be hired by the Individual as an employea
+ Be known to conduct llegal activitles
+« Have any history of physical, mental or financial abuse

By signing below, | confirm that | have read this “Authorized Representative Form.” | also confirm by signing below that |
understand whal |5 being required of me and agree to follow its terms and conditions. | am willing to valuntesr o sarve as
the Authorized Representative without payment for the listed Individual.

Authorized Representative Signature: _ AUTHORIZED REP. SIGNATURE paie:MM/DD/YYYY

MJ 01.31.2035
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;T

Acumen Fiscal Agent
nowion Ogporiuniy - Fresdom

SUPPORTBROKERAGE AUTHORIZATION FORM

Individual Name
First: | CLIENT FIRST NAME | tast: | CLIENT LASTNAME |
oooio: | DDD ID |

Exiployer Nan [y sst b cregiati ¥ iiyriol Srom Wxlackin) :
First: [EMPLOYER FIRST NAME | Last: | EMPLOYER LAST NAME |

This form is required if an individual/guardian has hired/will hire either an agency or a self-
directed employee to provide DDD-approved Support Brokerage services. Completion and
signing of this form grants the fiscal intermediary, Acumen Fiscal Agent, LLC, permission to
talk with the Support Brokerage agency or self-directed employee identified below to discuss
the individual's self-directed services, employees and/or community vendors, as applicable.

If the Support Brokerage provider is an agency, please list the name and contact information
for the agency (do not list agency administrator or individual staff). If the Support Brokerage
provider is 3 self-directed employee please list the name and contact information for the

employee.

Unless noted otherwise, this authorization is in effect from the Support Brokerage service
prior authorization (PA) start date through the Support Brokerage service PA end date.

Support Broker Details

First Name: [SUPPORT BROKER] LastName: | SUPPORT BROKER | Phone:| PHONE |

Emai: | SUPPORT BROKER EMAIL | Agency: | SUPPORT BROKER AGENCY |

Agree and Sign: | confirm that the details given are accurate and complete.

Employer Signature: EMPLOYER SIGNATURE

Date: MM/DD/YYYY

Support Broker Signature: SUPPORT BROKER SIGNATURE

Date: MM/DD/YYYY

Acumen Fiscal Agent, LLC.
5416 E Baseline Rd., Suite 200
Mesa, AZ 85206
Toll-Free Phone: (833)-892-0413
Toll-Free Fax: (866)-486-4179
enroliment@acumen2.net

www.acumenfiscalagent.com

NJDOD 01.31.25
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A

Acumen Fiacal Agent

S i

New Jersey Vendor Fiscé'I}E'rr;blnyer Agent Community Vendor
Enrollment Form

adgress: CLIENT ADDRESS

City: CLIENT CITY state: STATE Zip Code: ZIP CODE

Email; CLIENT EMAIL

phone:  CLIENT PHONE cell Phone: CLIENT CELL pog: MM/DD/YYYY
00D D Number:  DDD 1D Social Secunty Number: XXX-XX-XXXX

Authonzed Representative Mame: EMPLOYER NAME S8 XXX-XX-XXXX

(558 meouinad B resnEnsrsament)

pddress: EMPLOYER ADDRESS
ciy:  EMPLOYER CITY state-S TATE 7 coge: ZIP CODE

Phone. EMPLOYER PHONE Emai. EMPLOYER EMAIL
Authorized Representative Signature. EMPLOYER SIGNATURE 4. MM/DD/YYYY

Support Coordinator Name:  SUPPORT COORDINATOR NAME

phone. SCPHONE  gra  SCEMAIL Faxs SC FAX

5416 E Baseling Rd., Suite 200 Mesa, AT 85208
Phone Toll Fres: 833-852-0413 Fax: 866-4-88-41T%

waLacumenfiscalagent com
ML OO0 VENRDOR OMLY {12025



**BLUE = REQUIRED FIELD
**ORANGE - IF APPLICABLE

] SELECT ONE “

Acumen Fiseal Agent

arunity - Freedarr

CHANGE INFORMATION FORM: PARTICIPANT/EMPLOYER

Please complete this form and return to Acumen by one of the following methods:

Mail: 5416 E Baseline Rd, Suite 200, Mesa, AZ 85206
Fax: (B66) 486-4179
Email: enrollment@acumenz. net

Change PARTICIPANT Information

Complete this section when there is a change in participant information. The participant is the individual
receiving services. If the parficipant is also the employer, please complete this section only. For a name
change, provide the previous name, new name, and attach a legal document supporting the name c:hange.

Change |n {select all that apply): Nam&D Adﬂrasslj Phaire NumbarD E-maulﬁ.u:ldrassD_
Current/Previous Nam&:Cu ENT NAME Mew Mame (if changed): NEW CLIENT NAME

Street Address: \|£\\ CLIENT STREET ADDRESS

City/StatelZip- - \[EW CITY/STATE/ZIP CODE

Phone Number: \|F\\/ CLIENT PHONE NUMBER

E-mail Address: NEW CLIENT EMAIL Client |D Number: CLIENTID

Signature tEmpln:-:.-‘er or Authorized Rep): EM PLOYER SIGNATURE
Date:  MM/DD/YYYY

Change EMPLOYER Information
Complete this section when there is a change in employer information. The employer is the individual who
hires, trains, and manages staff. If the participant is also the employer, please complete the participant
section only. For a name change, provide the previous name, new name, and attach a legal document
supperting the name change.

Change In (selact all that apply): NameD Address) Pharse NumbarD E-mail A.ddraaglj
Current/Previous Name: EMPLOYER NAME Mew Mame (if changed): NEW NAME

Street Address (if changed): N E\W EMPLOYER ADDRESS

City/State/Zip (if changed):  NE\V CITY/STATE/ZIP

Phone Mumber (if changed): NEW PHONE NUMBER

E-mail Address:  \|E\W EMPLOYER EMAIL Client ID Number- GLIENT ID
Signature (Employer or Authorized Rep): EMPLOYER SIGNATURE

Date: MM/DD/YYYY

Acumen Fiscal Agent, LLC
5416 E Baseling Rd, Suite 200, Mesa, AZ 85206
FPhone: 833-802-0413
Fan: B&6-4B6-4170
enrslimantf@scumen?. net

MJ 01.31.2025



