Scioto County
New Hire Form Checklist

Employee Name:

Department:

Hire Date:

[] New Hire Information Form: Complete and Return

[] W-4: Complete and Return

[] Ohio IT 4: Complete and Return

(] Municipal Income Tax Withholding Form: Complete and Return

[] Direct Deposit Authorization Form: Complete and Return

[C] OPERS Personal History Record: Complete and Return

[] SSA-1945: Complete and Return

[] Form I-9: Complete and Return along with required documentation

[] Auditor of State Fraud Reporting Notice: Complete and Return Acknowledgement
[] Health Insurance Marketplace Coverage Options: For Employee’s Records

[] FMLA Fact Sheet: For Employee’s Records

Full-Time Employees with CEBCO Insurance Coverage:
[[] COBRA General Notice: For Employee’s Records
[] CEBCO Application (Medical and Dental Insurance): Complete and Return

] Anthem Application (Vision and Life Insurance): Complete and Return




Scioto County
New Hire Information Form

Employee Name:

SSN: Date of Birth:

Gender: [ JM []F Race/Ethnicity:

Marital Status:  [] Single []Married [] Divorced [] Widowed

Address:

Phone Number: Email Address:
*Note: Pay Stubs will be emailed to this address*

Do you have previous government employment in the State of Ohio? [] Yes [] No

Are you currently receiving a retirement benefit from OPERS or another State of Ohio retirement
system (STRS, OP&F, etc.)? [] Yes [ No

Emergency Contact Name:

Phone Number: Relationship:

To Be Completed by Department Head

Hire Date: Department:
Job Title: Rate of Pay: [] Hourly [] Salary
Employment Status: [] Full-Time Permanent [ ] Part-Time Permanent

(] Full-Time Temporary [] Part-Time Temporary
[] Full-Time Seasonal [] Part-Time Seasonal

Pay Cycle: [ ] Biweekly [ ] Monthly Expected Hours per Pay Period:

First Check Date on Payroll:

Department Head Signature Date




Form W"'4

(Rev. December 2020)
Department of the Treasury
Internal Revenue Service

Employee’s Withholding Certificate OV No. 1545-0074

» Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

» Give Form W-4 to your employer. [(2 @2 1

P> Your withholding is subject to review by the IRS.

Step 1: (a} First name and middle initial Last name (b) Social security number
Enter

Address P Does your name match the
Personal y

Information

name on your social security
card? If not, to ensure you get

City or town, state, and ZIP code credit for your earnings, contact

SSA at B00-772-1213 or go to
WWW.S53.gov.

(c)

|:] Single or Married filing separately
|:| Married filing jointly or Qualifying widow(er)
[:E Head of household (Check only if you're unmarried and pay mcre than half the costs of keeping up a home for yourself and a qualitying individual.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the estimator at www.irs.gov/W4App, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
also works. The correct amount of withholding depends on income earned from all of these jobs.

Do only one of the following.

(a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

{(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accuratz withholding; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option
is accurate for jobs with similar pay; otherwise, more tax than necessary may bewithheld . . . . . » [

TIP: To be accurate, submit a 2021 Form W-4 for all other jobs. If you (or your spouse) have self-employment
income, including as an independent contractor, use the estimator.

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim . o ;
Dependents Multiply the number of qualifying children under age 17 by $2,000 > $
Multiply the number of other dependentsby $500 . . . . P §
Add the amounts above and enterthe totalhere . . . . . . . . . . . . . 3 (%
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you expect
(optional): this year that won’t have withholding, enter the amount of other income here. This may
Other include interest, dividends, and retirementincome . . . . . . . . . . . . |4a&)|$
Adjustments ; ; ;
{b) Deductions. If you expect to claim deductions other than the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
entertheresulthere . . . . . . . . . . . . . . . . . . . . . |4b)$
(c) Extra withholding. Enter any additional tax you want withheld each pay period . [4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless vou sign it.) Date
Employers | Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2021)



Form W-4 (2021)

Page 2

General Instructions

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. If too much is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your personal or financial situation would
change the entries on the form. For more information on
withholding and when you must furnish a new Form W-4,
see Pub. 505, Tax Withholding and Estimated Tax.

Exemption from withholding. You may claim exemption
from withholding for 2021 if you meet both of the following
conditions: you had no federal income tax liability in 2020
and you expect to have no federal income tax liability in
2021. You had no federal income tax liability in 2020 if (1)
your total tax on line 24 on your 2020 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, 29, and 30), or
(2) you were not required to file a return because your
income was below the filing threshold for your correct filing
status. If you claim exemption, you will have no income tax
withheld from your paycheck and may owe taxes and
penalties when you file your 2021 tax return. To claim
exemption from withholding, certify that you meet both of
the conditions above by writing “Exempt” on Form W-4 in
the space below Step 4(c). Then, complete Steps 1(a), 1(b),
and 5. Do not complete any other steps. You will need to
submit a new Form W-4 by February 15, 2022.

Your privacy. If you prefer to limit information provided in
Steps 2 through 4, use the online estimator, which will also
increase accuracy.

As an alternative to the estimator: if you have concerns
with Step 2(c), you may choose Step 2(b); if you have
concemns with Step 4(a), you may enter an additional amount
you want withheld per pay period in Step 4(c). If this is the
only job in your household, you may instead check the box
in Step 2(c), which will increase your withholding and
significantly reduce your paycheck (often by thousands of
dollars over the year).

When to use the estimator. Consider using the estimator at
www.irs.gov/W4App if you:

1. Expect to work only part of the year;

2. Have dividend or capital gain income, or are subject to
additional taxes, such as Additional Medicare Tax;

3. Have self-employment income (see below); or

4. Prefer the most accurate withholding for multiple job
situations.

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay these taxes through
withholding from your wages, use the estimator at
www.irs.gov/W4App to figure the amount to have withheld.

Nonresident alien. If you're a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form.

Specific Instructions

Step 1(9}. Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withholding.

Step 2: Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work.

Option (a) most accurately calculates the additional tax
you need to have withheld, while option (b) does so with a
little less accuracy.

If you (and your spouse) have a total of only two jobs, you
may instead check the box in option (c). The box must also
be checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be
cut in half for each job to calculate withholding. This option
is roughly accurate for jobs with similar pay; otherwise, more
tax than necessary may be withheld, and this extra amount
will be larger the greater the difference in pay is between the
two jobs.

| Muttiple jobs. Complete Steps 3 through 4(b) on only
A one Form W-4. Withholding will be most accurate if
=Sl you do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return. To qualify for the child tax credit, the child must
be under age 17 as of December 31, must be yvour
dependent who generally lives with you for more than half
the year, and must have the required social security number.
You may be able to claim a credit for other dependents for
whom a child tax credit can't be claimed, such as an older
child or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 972, Child Tax
Credit and Credit for Other Dependents. You can also
include other tax credits in this step, such as education tax
credits and the foreign tax credit. To do so, add an estimate
of the amount for the year to your credits for dependents
and enter the total amount in Step 3. Including these credits
will increase your paycheck and reduce the amount of any
refund you may receive when you file your tax return.

Step 4 (optional).

Step 4(a). Enter in this step the total of your other
estimated income for the year, if any. You shouldn't include
income from any jobs or self-employment. If you complete
Step 4(a), you likely won't have to make estimated tax
payments for that income. If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the Deductions
Worksheet, line 5, if you expect to claim deductions other than
the basic standard deduction on your 2021 tax return and
want to reduce your withholding to account for these
deductions. This includes both itemized deductions and other
deductions such as for student loan interest and IRAs.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering an
amount here will reduce your paycheck and will either increase
your refund or reduce any amount of tax that you owe.



Form W-4 (2021)

Page 3

Step 2(b)—Multiple Jobs Worksheet (Keep for your records.)

If you choose the opﬁcn !n Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE
Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional

tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1

Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
that value on lina2 1. Then, skip to line 3 .

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2¢ below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job" row and the annual wages for your next highest paying job
in the “Lower Paying Job" column. Find the value at the intersection of the two household salaries
and enterthatvalueonline2a. . . . . . . . . . . . . . . . . . ...

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount
ONINe2D . . & s oo & @ o s w s e e B & w8 s s e e o

¢ Add the amounts from lines 2a and 2b and enter the result on line 2¢ .

Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. e

Divide the annual amount on line 1 or line 2¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (along with any other additional
amountyouwantwithheld) . . . . . . . . . . . . . . . . ...

Step 4(b)—Deductions Worksheet (Keep for your records.)

5

Enter an estimate of your 2021 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess of 7.5% of your income .

* $25,100 if you're married filing jointly or qualifying widow(er)
* $18,800 if you're head of household
« $12,550 if you're single or married filing separately

Enter:
If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater

than line 1, enter “-0-"

Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information

Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 .

4

5

$

$

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. Internal
Revenue Code sections 3402(f){2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent informaticn may 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 to the Department of
Health and Human Services for use 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.

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,

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

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.



Form W-4 (2021)

. Page 4
Married Filing Jointly or Qualifying Widow(er)
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- 810,000 - |$20,000 -|$30,000 - | $40,000 - | $50,000 - |$60,000 - |$70,000 - |$80,000 - | $90,000 - [$100,000 -|$110,000 -
Wage & Salary | 9,699 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,809 $0 $190 $850 $890 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,100 | $1,870 | $1,870
$10,000 - 19,899 190 1,190 | 1,890 | 2090 | 2,220 | 2220 | 2220 | 2,220 | 2300 | 3300 4070 | 4,070
$20,000 - 29,999 850 1,800 | 2,750 | 2,950 | 3,080 | 3080 | 3080 3160 | 4,160 | 5160 | 5930 5,930
$30,000 - 39,999 880 | 2,090 | 2950 | 3150 3280 | 3280 | 3360 | 4360| 5360 | 6360 7,130 | 7,130
$40,000- 49,999 1,020 | 2220 | 3080 | 3,280 | 3410| 3490 | 449 | 5400 | 6,490 7,490 | 8,260 8,260
$50,000- 59,699 1,020 | 2,220 | 3,080 | 3280 | 3490 | 4490 | 5490 | 6490 | 7,490 | 8490 | 9260 | 9,260
$60,000 - 69,999 1,020 | 2,220 | 3,080 | 3,360 | 4,490 | 5490 | 6,490 | 7490 | 8490 | 9,490 | 10,260 | 10,260
$70,000- 79,999 1,020 | 2,220 | 3,160 | 4,360 | 5490 | 6,490 | 7,490 | 8490 | 9,490 | 10,490 | 11,260 | 11,260
$80,000- 99,999| 1,020 | 3,150 | 5010 | 6210 [ 7,340 | 8340 | 9,340 | 10,340 | 11,340 | 12,340 | 13,260 | 13,460
$100,000 - 149,99| 1,870 | 4,070 | 5930 | 7,130 | 8260 | 9,320 | 10,520 | 11,720 | 12,920 | 14,120 | 15,000 | 15,290
$150,000 - 239,999 2,040 | 4,440 | 6,500 | 7,900 | 9,230 | 10,430 | 11,630 | 12,830 | 14,030 | 15,230 | 16,190 | 16,400
$240,000- 259,999 2,040 | 4440 | 6500 ( 7,900 | 9,230 | 10,430 | 11,630 | 12,830 | 14,030 | 15270 | 17,040 | 18,040
$260,000 - 279,099 2,040 | 4,440 | 6500 | 7,900 | 9,230 | 10,430 | 11,630 | 12,870 | 14,870 | 16,870 | 18,640 | 19,640
$280,000 - 299,999 2,040 | 4,440 | 6,500 | 7,900 | 9,230 | 10,470 | 12,470 | 14,470 | 16,470 | 18,470 | 20,240 | 21,240
$300,000 - 319,299| 2,040 | 4,440 | 6,500 | 7,940 | 10,070 | 12,070 | 14,070 | 16,070 | 18,070 | 20,070 | 21,840 | 22,840
$320,000 - 364,899 2,720 | 5920 | 8,780 | 10,980 | 13,410 | 15,110 | 17,110 | 19,410 | 21,190 | 23,490 | 25,560 | 26,860
$365,000 - 524,899 2,970 | 6,470 | 9,630 | 12,130 | 14,560 | 16,860 | 19,160 | 21,460 | 23,760 | 26,060 | 28,130 | 29,430
$525,000 andover | 3,140 | 6,840 | 10,200 | 12,900 | 15,530 | 18,030 | 20,530 | 23,030 | 25,530 | 28,030 | 20,300 | 31,800
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | g0- [$10,000 -|$20,000 - | $30,000 - | $40,000 - | $50,000 - |$60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,009 $440 $940 | $1,020 | $1,020 | $1,410 | $1,870 | $1,870 | $1,870 | $1,870 | $2,030 | $2,040 | $2,040
$10,000 - 19,899 940 | 1,540 | 1,620 | 2,020 | 3,020 | 3,470 | 3,470 | 3470 | 3,640 | 3840 | 2,840 | 3,840
$20,000- 29,999| 1,020 | 1,620 | 2900| 3,100 | 4100| 4550 | 4550 | 4720| 4920| s5120| 5,120 | 5,120
$30,000- 39,999 1,020 | 2020 | 3100 | 4,900 | 5100| 5550 | 5720 | 5920 | 6120 | 6320| 6320 6320
$40,000 - 59,999| 1,870 | 3,470 | 4,550 | 5550 | 6690 | 7340 | 7,540 | 7,740 | 7,940 | 8140 | 8,150 | 8,150
$60,000- 79,999 1,870 | 3470 | 4600 | 5880 | 7090| 7740 | 7940 | 8140 | 8340 | 8540 | 9,190 | 9,090
$80,000- 99,299| 2,000 [ 3,810 | 5090 | 6290 | 7490 | 87140 | 8340 | 8540 | 9,390 | 10,390 | 11,190 | 11,890
$100,000 - 124,099 2,040 | 3,840 | 5120 | 6320 | 7520 | 8360 | 9,360 | 10,360 | 11,360 | 12,360 | 13,410 | 14,510
$125,000-149,999] 2,040 | 3840 | 5120 | 6910 | 8910 | 10,360 | 11,360 | 12,450 | 13,750 | 15,050 | 16,160 | 17,260
$150,000 - 174,999 2,220 [ 4,830 { 6,910 | 8910 | 10,910 | 12,600 | 13,900 | 15,200 | 16,500 | 17,800 | 18,910 | 20,010
$175,000 - 199,999 2,720 | 5320 | 7,490 | 9,790 | 12,000 | 13,850 | 15,150 | 16,450 | 17,750 | 19,050 | 20,150 | 21,250
$200,000 - 249,999 2970 [ 5880 | 8260 | 10,560 | 12,860 | 14,620 | 15,920 | 17,220 | 18,520 | 19,820 | 20,930 | 22,030
$250,000 - 399,999 2970 | 5880 | 8260 [ 10,560 | 12,860 | 14,620 | 15920 | 17,220 | 18,520 | 19,820 | 20,930 | 22,030
$400,000 - 449,999 2,970 | 5880 | 8260 | 10,560 | 12,860 | 14,620 | 15920 | 17,220 | 18,520 | 19,910 | 21,220 | 22,520
$450,000 andover | 3,140 | 6,250 | 8,830 | 11,330 | 13,830 | 15,790 | 17,290 | 18,790 | 20,290 | 21,790 | 23,100 | 24,400
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 - |$20,000 - | $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,099 | 29,009 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $820 $930 | $1,020 | $1,020 | $1,020 | $1,420 | $1,870 | $1,870 | $1,910 | $2,040 | $2,040
$10,000 - 19,999 820 | 1,900 | 2,130 | 2,220 | 2220 | 2620 | 3,620 | 4070 | 4,110 | 4310 | 4,440 | 4,440
$20,000 - 29,999 930 | 2,130 | 2,360 | 2450 | 2,850 | 3,850 | 4,850 | 5340 | 5540 | 5740 | 5870 | 5,870
$30,000- 39,999 1,020 | 2220 | 2450 | 2940 | 3940 | 4940 | 5980 | 6630 | 6830 | 7,030 7,160 | 7,160
$40,000- 59,999 1,020 2470 3700 | 4,790 | 5800| 7000| 8200 | 8850 | 9050 | 9250 | 9,380 | 9,380
$60,000- 79,999| 1,870 | 4,070 | 5310 | 6600 7,80 | 9000 | 10,200 | 10,850 | 11,050 | 11,250 | 11,520 | 12,320
$80,000- 99,999| 1,880 | 4,280 | 5710 | 7000 | 8200 | 9400 | 10,600 | 11,250 | 11,590 | 12,590 | 13,520 | 14,320
$100,000 - 124,999 2,040 | 4,440 | 5870 | 7,160 | 8360 | 9,560 | 11,240 | 12,690 | 13,690 | 14,690 | 15,670 | 16,770
$125,000-149,999| 2,040 | 4,440 | 5870 | 7,240 | 9,240 | 11,240 | 13,240 | 14,690 | 15,890 | 17,190 | 18,420 | 19,520
$150,000 - 174,999 2,040 | 4,920 | 7,150 | 9,240 | 11,240 | 13,290 | 15,590 | 17,340 | 18,640 | 19,940 | 21,170 | 22,270
$175,000- 199,899 2,720 | 5920 | 8,150 | 10,440 | 12,740 | 15,040 | 17,340 | 19,090 | 20,390 | 21,690 | 22,920 | 24,020
$200,000 - 249,899f 2,970 | 6,470 | 9,000 [ 11,390 | 13,690 | 15,990 | 18,290 | 20,040 | 21,340 | 22,640 | 23,880 | 24,980
$250,000 - 349,899 2,970 | 6,470 | 9,000 | 11,390 | 13,690 | 15,990 | 18,290 | 20,040 | 21,340 | 22,640 | 23,880 | 24,980
$350,000 - 449,099 2,970 | 6,470 | 9,000 | 11,390 | 13,690 | 15,990 | 18,290 | 20,040 | 21,340 | 22,640 | 23,900 | 25,200
$450,000 andover | 3,140 | 6,840 | 9,570 | 12,160 | 14,660 | 17,160 | 19,660 | 21,610 | 23,110 | 24,610 | 26,050 | 27.350




IT 4

Rev. 5/07

Notice to Employee

1. For state purposes, an individual may claim only natural de-

pendency exemptions. This includes the taxpayer, spouse
and each dependent. Dependents are the same as defined
in the Internal Revenue Code and as claimed in the taxpayer's
federal income tax return for the taxable year for which the
taxpayer would have been permitted to claim had the tax-
payer filed such a return.

. You may file a new certificate at any time if the number of your
exemptions increases.

You must file a new certificate within 10 days if the number of

exemptions previously claimed by you decreases because:

(a) Your spouse for whom you have been claiming exemp-
tion is divorced or legally separated, or claims her (or his)
own exemption on a separate certificate.

(b) The support of a dependent for whom you claimed ex-
emption is taken over by someone else.

(c) You find that a dependent for whom you claimed exemp-

For further information, consult the Ohio Department of Taxa-
tion, Personal and School District Income Tax Division, or
your employer.

3. If you expect to owe more Ohio income tax than will be

withheld, you may claim a smaller number of exemptions;
or under an agreement with your employer, you may have
an additional amount withheld each pay period.

4. A married couple with both spouses working and filing a

joint return will, in many cases, be required to file an indi-
vidual estimated income tax form IT 1040ES even though
Ohio income tax is being withheld from their wages. This
result may occur because the tax on their combined in-
come will be greater than the sum of the taxes withheld
from the husband’'s wages and the wife's wages. This
requirement to file an individual estimated income tax form
IT 1040ES may also apply to an individual who has two
jobs, both of which are subject to withholding. In lieu of

tion must be dropped for federal purposes. filing the individual estimated income tax form IT 1040ES,

the individual may provide for additional withholding with

The death of a spouse or a dependent does not affect your his employer by using line 5.

withholding until the next year but requires the filing of a new
certificate. If possible, file a new certificate by Dec. 1st of the
year in which the death occurs.

3&— please detach here

- Department of
Ohlo ‘ Taxation

Print full name

IT4
Rev. 5/07

Employee’s Withholding Exemption Certificate

Social Security number,

Home address and ZIP code

Public school district of residence School district no.

(See 1Yr timder at tax.ohio.gov.}

1. Personal-exemplion for yourself, enter “1" if claimed. ... ainnmininniinnnniannmineeiiiimeilisaanii,

2. If married, personal exemption for your spouse if not separately claimed (enter "17 if claimed) ...

3. Exemptions or GependentS . vmisemsiiasiaimasissmsesss iosssassied foiaivs sinssnss

4. Add the exemplions Lhat you have claimed above and enter fotal ... s

5. Additional withholding per pay period under agreement wilh EmMPIOYET ... e -

Under the penalties of perjury. | certify that the number of exemptions claimed on this certificale does not exceed the number to which | am entitled

Signalure Date




Scioto County
Municipal Income Tax Withholding Form

Employee Name:

Department:

Home Address:

Work Location:

Please check all that apply. This form is subject to review and correction by the Payroll Department.

[ ] I work in the City of Portsmouth, Ohio.

e  Portsmouth income tax withholding of 2.5% is required.

[ ] I work in the Village of New Boston, Ohio.

¢ New Boston income tax withholding of 2.5% is required.

[] I'work in the City of Ironton, Ohio.

+ Ironton income tax withholding of 1% is required.
+ Additional tax withholding may apply if residence is in another municipality with an income tax.

(] 1live in the City of Portsmouth, Ohio but do not work in Portsmouth, New Boston, or
Ironton.

e  Portsmouth income tax withholding of 2.5% is required.

[] Ilive in the City of Ironton but my work location is outside of the City of Ironton. |
would like to have Ironton City Tax voluntarily withheld and remitted on my behalf.

e Ironton income tax withholding of 1% will be withheld on a voluntary basis.

] I am exempt from required municipal withholdings because | live outside of the City
of Portsmouth and 90% of my working hours are spent outside of Portsmouth, New
Boston, or Ironton.

+ Noincome tax will be withheld.

I understand that it is my responsibility to notify the Payroll Department of any changes to my residence or work location
that would affect my withholding requirements.

Signature Date




For Office Use Only

Scioto County Pre-Note:
Direct Deposit Authorization Form Active:
Employee Name:
Department:
Type of Change: [] New Authorization [] Change of Information

Email Address for Direct Deposit Pay Stub:

Primary Account for Deposit of Net Pay (Required):
Bank Name: [] Checking [] Savings

Routing Number: Account Number:

Secondary Accounts (Optional).

Account #1: Deposit Amount Per Pay $

Bank Name: [] Checking [] Savings
Routing Number: Account Number:

Account #2: Deposit Amount Per Pay $

Bank Name: [] Checking [] Savings
Routing Number: Account Number:

| hereby authorize the Scioto County Auditor's Office to deposit my payroll compensation into the above account(s) each pay period.
This authorization will remain in effect until the Payroll Department receives a revised authorization. | further authorize the Payroll
Department to initiate a full or partial reversal, as appropriate, in the case of an overpayment error,

| agree to assume any fees incurred as a result of providing incorrect banking information or closing an account without advance
notification to the Payroll Department.

Employee Signature Date

Attach copy of personal check or other documentation of routing and account numbers here




Ohio Public Employees Retirement System

(AA T S00-222.PERS (7377 wuwiopersrs I

1-800-222-PERS (7377) www.opers.or
OPERS ) Ref0e

Personal History Record

INSTRUCTIONS
1. As a public employee you are required to complete and file this Form within 30 days of commencing employment. Failure to do
so may limit the options available to you as well as delay transactions. Please fill out the form in blue or black ink.

2. For elected officials: An elected official, or person appointed to a publicly elected position, who is not retired from an Ohio
retirement system and does not have contributions on deposit with OPERS through previous elected service, has the option of
contributing to OPERS or Social Security. Elected officials who choose OPERS membership are required to contribute to OPERS
for all subsequent elected positions.

3. Be sure your date of birth and Social Security Number, which are used to identify your account, are entered correctly.
4. Sign the form in SECTION 4 - EMPLOYEE CERTIFICATION. DO NOT print or type.

5. The employer is required to complete SECTION 5 - EMPLOYER CERTIFICATION.

6. The employer is required to mail the completed form to OPERS at the above address immediately upon hire.

Section 1 - Personal Information

Social Security Number

|
Last Name | | | | First Name M
| [ HEREREERERRE
Street or Mailing Address Apt. Number
HEEEEERERN HEER
City State ZIP Code
OH B
Province Country Postal Code
HEEEEEEE
Gender
Date Of Birth Male  Female
Yes No  Maiden Name
Are you legally married?| | | | | | t | | | I
Work Phone Number Home Phone Number Cell Phone Number

| [ ] INEEEEEEER

E-mail Address

Section 2 - Current Employment Information

Job Title

LTI HEEEEEE

If this is an elected position or if you have been appointed to an elected position, provide date present elective service began.

A (Revised 3/09) Please turn page to complete remainder of form




Section 3 - Prior Service Information
Yes No

1. Have you previously worked in public employment in Ohio? I:l I:l J ;);i;';fggfbfitﬂl | | l ] | | 1 |
Service:

If “yes,” list employer(s)

HEEN HEEEEEEEEE ||

HEN HEEEEEEEE

2. Do you have previous public service for which OPERS contributions were not submitted? Yes |:l No
If “Yes” and you wish to request a determination relative to your non-contributing service, please provide OPERS with
a completed Certification of Unreported Public Service (Form AA).

3. Are you currently a member of, have you been a member of, or are you receiving a disability benefit from any of the
following retirement systems? (If applicable, check Refunded, Receiving a Disability Benefit or Receiving a Retirement Benefit.)

. Receivinga Receiving a
Yes No Refunded Disability Benefit Retirement Benefit

Ohio Public Employees Retirement Systems (OPERS) | | I | I:I D

State Teachers Retirement Systems (STRS)

School Employees Retirement System (SERS)
Ohio Police and Fire Pension Fund (OP&F) I:I I:I I:I I:I l:l

State Highway Patrol Retirement System (HPRS)

Cincinnati Retirement System (CRS)

Section 4 - Employee Certification

| state that the information contained in this form is complete and true to the best of my knowledge and belief.
Today's Date

Employee Signature (Do not print or type.)

Section 5 - Employer Certification

Employer Code " StartDate| | | | | l | ‘ l

Is this an elected position? Yes I:l No I:I If "yes,” provide Employer Code for elected position =

Elected Position Title

Is this a law enforcement position? Yes |:| No |:I Full-Time I:l Part-Time |:]

| hereby certify that began earning salary from which OPERS

Employee Name

retirement contributions are deducted with the above employer on the start date indicated above and the statements set
forth are true and accurate as disclosed by the records of

Signature of Certifying Officer

Print Certifying Officer’'s Name

A (Revised 3/09)



Social Security Administration

Statement Concerning Your Employment in a Job
Not Covered by Social Security

Employee Name Employee ID#

Employer Name Employer ID#

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may receive a pension based on earnings from this job. If you do, and you are also entitled to a benefit
from Social Security based on either your own work or the work of your husband or wife, or former husband or
wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits,
however, will not be affected. Under the Social Security law, there are two ways your Social Security benefit
amount may be affected.

Windfall Elimination Provision

Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax.
As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension from this
job. For example, if you are age 62 in 2013, the maximum monthly reduction in your Social Security benefit as
a result of this provision is $395.50. This amount is updated annually. This provision reduces, but does not
totally eliminate, your Social Security benefit. For additional information, please refer to Social Security
Publication, “Windfall Elimination Provision.”

Government Pension Offset Provision

Under the Government Pension Offset Provision, any Social Security spouse or widow(er) benefit to which you
become entitled will be offset if you also receive a Federal, State or local government pension based on work
where you did not pay Social Security tax. The offset reduces the amount of your Social Security spouse or
widow(er) benefit by two-thirds of the amount of your pension.

For example, if you get a monthly pension of $600 based on earnings that are not covered under Social
Security, two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If
you are eligible for a $500 widow(er) benefit, you will receive $100 per month from Social Security ($500 -
$400=3%100). Even if your pension is high enough to totally offset your spouse or widow(er) Social Security
benefit, you are still eligible for Medicare at age 65. For additional information, please refer to Social Security
Publication, "Government Pension Offset.”

For More Information

Social Security publications and additional information, including information about exceptions to each
provision, are available at www.socialsecurity.gov. You may also call toll free 1-800-772-1213, or for the deaf
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Security office.

| certify that | have received Form SSA-1945 that contains information about the possible effects of the
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future
Social Security Benefits.

Signature of Employee Date

Form SSA-1945 (01-2013)
Destroy Prior Editions



Information about Social Security Form SSA-1945 Statement Concerning Your
Employment in a Job Not Covered by Social Security

New legislation [Section 419(c) of Public Law 108-203, the Social Security Protection Act of 2004] requires
State and local government employers to provide a statement to employees hired January 1, 2005 or laterin a
job not covered under Social Security. The statement explains how a pension from that job could affect future
Social Security benefits to which they may become entitled.

Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social Security, is
the document that employers should use to meet the requirements of the law. The SSA-1945 explains the
potential effects of two provisions in the Social Security law for workers who also receive a pension based on
their work in a job not covered by Social Security. The Windfall Elimination Provision can affect the amount of a
worker's Social Security retirement or disability benefit. The Government Pension Offset Provision can affect a
Social Security benefit received as a spouse, surviving spouse, or an ex-spouse.

Employers must:
Give the statement to the employee prior to the start of employment;
. Get the employee’s signature on the form; and
. Submit a copy of the signed form to the pension paying agency.

Social Security will not be setting any additional guidelines for the use of this form.

Copies of the SSA-1945 are available online at the Social Security website,

www socialsecurity.gov/online/ssa-1945.pdf. Paper copies can be requested by email at
ofsm.oswm.rgct.orders@ssa.gov or by fax at 410-965-2037. The request must include the name, complete
address and telephone number of the employer. Forms will not be sent to a post office box. Also, if
appropriate, include the name of the person to whom the forms are to be delivered. The forms are available in
packages of 25. Please refer to Inventory Control Number (ICN) 276950 when ordering.

Form SSA-1945 (01-2013)



Emplovment Eligibility Verification USCIS
n A
Department of Homeland Security Form 1-9

ol : S OMB No 16150047
U.S. Citizenship and Immigration Services Expires 08312019

P START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no fazer
than the first day of employment, bul not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Inmtial Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Mumber

L

| 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.

lattesl under penalty of perjury that | am (check one of the following boxes):

i:] 2. A nonc‘hzen national of the Umted States (See msrrucnonsj

D 3. A lawful permanent resndent (Alien Reg|stral:on Number/USCIS Number):

D 4. An alien authorized to work — until (expiration date, if applicable, mm/ddlyyyy):
Some aliens may write "N/A" in the expiration dale field. (See instructions)

da - Secthon 1

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: i s In This Space

Do Mot
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number. |

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one): T : i
|:| I'did not use a preparer or translator; D A preparer(s) and/or translator(s} assisled the. employee in completing Secllon 1. i
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town Slate ZIP Code

@ Emnployer Completes Next Page @

Form -9 071717 N Page 1 of 3




Employment Eligibility Verification USCIS

. . Form I-
Department of Homeland Security ) 1_9 .
z OMB No. 1615-0047

LS. Citizenship and Immigration Services Fxpires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR a combination of one document fmm ListB and one dacument from List C as listed on the "Usrs
of Acceptable Documents.”)

. Last Name (Family Name) First Name (Given Name) M.I. | Citizenship/iImmigration Stalus
Employee Info from Section 1
List A OR List B AND List C
Identity and Employment Authorization Identity Employment Authorization
Document Title Document Title Document Title
Issuing Authority Issuing Authority Issuing Authority
Document Number Document Number Document Number
Expiration Date (if any){mm/ddfyyyy) Expiration Date (if any)(mm/dd/yyyy) Expiration Date (if any)(mm/dd/yyyy)
Document Title
Issuing Authority Additional Information

Document Mumber

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the ahove-named employee,
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee’s first day of employment (mm/dd/yyyy): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/ddiyyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)

A. New Name (if applicable) B. Date of Rehire (if applicable)

Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that eslablishes
continuing employment authorization in the space provided below.

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

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

Signature of Employer or Authorized Representative Today's Date (mm/ddiyyyy) Name of Employer or Authorized Representative

Form 1-9 07/17/17 N Page 2003



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A

or a combination of one selection from List B and one selection from List C.

LISTA LISTB LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization

Employment Authorization OR AND
1. U.S Passportor U.S Passport Card 1. Driver's license or ID card issued by a A Social Security Account Number
. State or outlying possession of the card, unless the card includes one of
= Pe”‘.“a"e_’“ R“-’S'd?”‘ Card or Alien United States provided it contains a the following restrictions:
Reagistration Receipt Card (Form 1-551) inf :
photograph or 1ﬂ ormation SUCh as (1) NOT VALID FOR EMPLOYMENT
, , name, date of birth, gender. height, eye
3. Foreign passport that contains a color, and address (2) VALID FOR WORK ONLY WITH
temporary 1-551 stamp or temporary INS AUTHORIZATION
Ir;esai:aglrelsn:r?wdrn?ort:r:tc):i;; a machine- 2. ID card issued by federal, state or local (3) VALID FOR WORK ONLY WITH
g government agencies or entities, DHS AUTHORIZATION
e provided it contains a photograph or
4. Employment Authorization Document information such as name, date of birth, Certification of report of birth issued
that contains a photograph (Form gender, height. eye color. and address by the Department of State (Forms
1-768) DS-1350, FS-545, FS-240)
- 3. School ID card with a photograph T _ x
5. For a nonimmigrant alien authorized Original or certified copy of birth
to work for a specific employer 4. Voter's registration card certificate issued by a State,
because of his or her status: = county. municipal authority, or
i G pASS PR ARE 5. U.S. Military card or draft record territory of the United States
' : o . bearing an official seal
b. Form 1-94 or Form 1-94A that has 6. Military dependent's ID card
the following: 7. U.S. Coast Guard Merchant Mariner Native American tribal document
(1) The same name as the passport; Card U.S. Citizen ID Card (Form 1-197)
ol 8. Native American tribal document e
(2) An endorsement of the alien's Identification Card for Use of
nonimmigrant status as long as 9. Driver's license issued by a Canadian Resident Citizen in the United
that period of endorsement has government authority States (Form [-179)
not yet expired and the e
proposed employment is not in For persons under age 18 who are Employment authorization
conflict with any restrictions or unable to present a document document issued by the
limitations identified on the form. listed above: Department of Homeland Security
6. Passport from the Federated States of
Micronesia (FSM) or the Republic of 10, School record or reportcard
the Marshall Islands (RMI) with Form 11. Clinic, doctor, or hospital record
1-94 or Form 1-94A indicating
nonimmigrant admission under the 12. Day-care or nursery school record
Compact of Free Association Between
the United States and the FSM or RMI

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form 1-9 07/17/17 N

Page 3003



Instructions for Form I-9,

g age S USCIS
Employment Eligibility Verification Farii 19
Department of Homeland Security OME No. 1615-0047
U.S. Citizenship and Immigration Services Expires U8/21:2009

Anti-Discrimination Notice. It is illegal to discriminate against work-authorized individuals in hiring, firing, recruitment or
referral for a fee, or in the employment eligibility verification (Form [-9 and E-Verify) process based on that individual's
citizenship status, immigration status or national origin. Employers CANNOT specify which document(s) the employee may
present to establish employment authorization and identity. The employer must allow the employee to choose the documents to
be presented from the Lists of Acceptable Documents, found on the last page of Form [-9. The refusal to hire or continue to
employ an individual because the documentation presented has a future expiration date may also constitute illegal discrimination,
For more information, call the Immigrant and Employee Rights Section (IER) in the Department of Justice's Civil Rights
Division at 1-800-255-7688 (employees), 1-800-255-8155 (employers), or 1-800-237-2515 (TTY), or visit

hitps://www. justice.gov/ert/immigrant-and-employee-rights-section.

What is the Purpose of This Form?

Employers must complete Form 1-9 to document verification of the identity and employment authorization of each new
employee (both citizen and noncitizen) hired after November 6. 1986, to work in the United States. In the Commonwealth of the
Northern Mariana Islands (CNMI), employers must complete Form 1-9 to document verification of the identity and employment
authorization of each new employee (both citizen and noncitizen) hired after November 27, 2011,

General Instructions

Both employers and employees are responsible for completing their respective sections of Form 1-9. For the purpose of
completing this form, the term “employer” means all employers, including those recruiters and referrers for a fee who are
agricultural associations, agricultural employers, or farm labor contractors, as defined in section 3 of the Migrant and Seasonal
Agricultural Worker Protection Act, Public Law 97-470 (29 U.S.C. 1802). An “employee” is a person who performs labor or
services in the United States for an employer in return for wages or other remuneration. The term “Employee™ does not include
those who do not receive any form of remuneration (volunteers). independent contractors or those engaged in certain casual
domestic employment. Form 1-9 has three sections. Employees complete Section 1. Employers complete Section 2 and, when
applicable. Section 3. Employers may be fined if the form is not properly completed. See 8 USC § 1324a and 8 CFR § 274a.10.
Individuals may be prosecuted for knowingly and willfully entering false information on the form. Employers are responsible for
retaining completed forms. Do not mail completed forms to U.S. Citizenship and Immigration Services (USCIS) or
Immigration and Customs Enforcement (ICE).

These instructions will assist you in properly completing Form [-9. The employer must ensure that all pages of the instructions
and Lists of Acceptable Documents are available, either in print or electronically, to all employees completing this form. When
completing the form on a computer, the English version of the form includes specific instructions for each field and drop-down
lists for universally used abbreviations and acceptable documents. To access these instructions, move the cursor over each field
or click on the question mark symbol ( (2} ) within the field. Employers and employees can also access this full set of
instructions at any time by clicking the Instructions button at the top of each page when completing the form on a computer that
is connected to the Internet.

Employers and employees may choose to complete any or all sections of the form on paper or using a computer, or a
combination of both. Forms 1-9 obtained from the USCIS website are not considered electronic Forms 1-9 under DHS
regulations and, therefore, cannot be electronically signed. Therefore, regardless of the method you used to enter information
into each field, you must print a hard copy of the form, then sign and date the hard copy by hand where required.

i-9.pdf. This form is in portable document format (.pdf) that is fillable and savable. That means that you may download it, or
simply print out a blank copy to enter information by hand. You may also request paper Forms [-9 from USCIS.

Certain features of Form 1-9 that allow for data entry on personal computers may make the form appear to be more than two
pages. When using a computer, Form [-9 has been designed to print as two pages. Using more than one preparer and/or
translator will add an additional page to the form, regardless of your method of completion. You are not required to print, retain
or store the page containing the Lists of Acceptable Documents.

Form I-9 Instructions 07/17/17 N Page 1 of 15



The form will also populate certain fields with N/A when certain user choices ensure that particular fields will not be
completed. The Print button located at the top of each page that will print any number of pages the user selects. Also, the Start
Over button located at the top of each page will clear all the fields on the form.

The Spanish version of Form 1-9 does not include the additional instructions and drop-down lists described above. Employers
in Puerto Rico may use either the Spanish or English version of the form. Employers outside of Puerto Rico must retain the
English version of the form for their records, but may use the Spanish form as a translation tool. Additional guidance to
complete the form may be found in the Handbook for Employers: Guidance for Completing Form 1-9 (M-274) and on USCIS’
Form I-9 website, 1-9 Central.

Completing Section I: Employee Information and Attestation

You, the employee, must complete each field in Section 1 as described below. Newly hired employees must complete and sign
Section | no later than the first day of employment. Section | should never be completed before you have accepted a job offer.

Entering Your Employee Information

Last Name (Family Name): Enter your full legal last name. Your last name is your family name or surname. If you
have two last names or a hyphenated last name, include both names in the Last Name field. Examples of correctly entered
last names include De La Cruz, O 'Neill, Garcia Lopez, Smith-Johnson, Nguyen. If you only have one name, enter it in
this field, then enter “Unknown™ in the First Name field. You may not enter “Unknown™ in both the Last Name field and
the First Name field.

First Name (Given Name): Enter your full legal first name. Your first name is your given name. Some examples of
correctly entered first names include Jessica, John-Paul, Tae Young, D'Shaun, Mai. If you only have one name, enter it
in the Last Name field. then enter “Unknown™ in this field. You may not enter “Unknown™ in both the First Name field
and the Last Name field.

Middle Initial: Your middle initial is the first letter of your second given name, or the first letter of your middle name. if
any. If you have more than one middle name, enter the first letter of your first middle name. If you do not have a middle
name, enter N/A in this field.

Other Last Names Used: Provide all other last names used, if any (e.g.. maiden name). Enter N/A if you have not used
other last names. For example, if you legally changed your last name from Smith to Jones, you should enter the name
Smith in this field.

Address (Street Name and Number): Enter the street name and number of the current address of your residence. If
you are a border commuter from Canada or Mexico. you may enter your Canada or Mexico address in this field. If your
residence does not have a physical address. enter a description of the location of your residence, such as 3 miles
southwest of Anytown post office near water tower.”

Apartment: Enter the number(s) or letter(s) that identify(ies) vour apartment. If you do not live in an apartment, enter N/A.

City or Town: Enter your city, town or village in this field. If your residence is not located in a city, town or village, enter
your county, township, reservation, etc.. in this field. If you are a border commuter from Canada, enter your city and
province in this field. If you are a border commuter from Mexico, enter your city and state in this field.

State: Enter the abbreviation of your state or territory in this field. If you are a border commuter from Canada or Mexico,
enter your country abbreviation in this field.

ZIP Code: Enter your 5-digit ZIP code. If vou are a border commuter from Canada or Mexico, enter your
5- or 6-digit postal code in this field.

Date of Birth: Enter your date of birth as a 2-digit month, 2-digit day, and 4-digit year (mm/dd/yyyy). For example,
enter January 8. 1980 as 01/08/1980.

U.S. Social Security Number: Providing your 9-digit Social Security number is voluntary on Form [-9 unless your
employer participates in E-Verify. If your employer participates in E-Verify and:

1. You have been issued a Social Security number, you must provide it in this field; or

2. You have applied for, but have not yet received a Social Security number, leave this field blank until you receive
a Social Security number.

Form [-9 Instructions 07/17/17 N Page 2 o' 15



Employee’s E-mail Address (Optional): Providing your e-mail address is optional on Form 1-9, but the field cannot be left
blank. To enter your e-mail address, use this format: name/@site .domain. One reason Department of Homeland Security (DHS)
may e-mail you is if your employer uses E-Verify and DHS learns of a potential mismatch between the information provided and
the information in government records. This e-mail would contain information on how to begin to resolve the potential mismatch.
You may use either your personal or work e-mail address in this field. Enter N/A if you do not enter your e-mail address.

Employee’s Telephone Number (Optional): Providing your telephone number is optional on Form 1-9, but the field
cannot be left blank. If you enter your area code and telephone number, use this format: 000-000-0000. Enter N/A if you do
not enter your telephone number.

Attesting to Your Citizenship or Immigration Status

You must select one box to attest to your citizenship or immigration status.

1.
2,

A citizen of the United States.

A noncitizen national of the United States: An individual born in American Samoa, certain former citizens of the
former Trust Territory of the Pacific Islands, and certain children of noncitizen nationals born abroad.

A lawful permanent resident: An individual who is not a U.S. citizen and who resides in the United States under legally
recognized and lawfully recorded permanent residence as an immigrant. This term includes conditional residents. Asylees and
refugees should not select this status. but should instead select "An Alien authorized to work” below.

If you select “lawful permanent resident,” enter your 7- to 9-digit Alien Registration Number (A-Number), including the

“A." or USCIS Number in the space provided. When completing this field using a computer, use the dropdown provided

to indicate whether you have entered an Alien Number or a USCIS Number. At this time, the USCIS Number is the same
as the A-Number without the “A™ prefix.

An alien authorized to work: An individual who is not a citizen or national of the United States, or a lawful permanent
resident, but is authorized to work in the United States.

If you select this box, enter the date that your employment authorization expires, if any, in the space provided. In most cases,
your employment authorization expiration date is found on the document(s) evidencing your employment authorization.
Refugees. asylees and certain citizens of the Federated States of Micronesia, the Republic of the Marshall Islands, or Palau,
and other aliens whose employment authorization does not have an expiration date should enter N/A in the Expiration Date
field. In some cases, such as if you have Temporary Protected Status, your employment authorization may have been
automatically extended: in these cases, you should enter the expiration date of the automatic extension in this space.

Aliens authorized to work must enter one of the following to complete Sectionl:
1. Alien Registration Number (A-Number)/USCIS Number; or
2. Form I-94 Admission Number: or
3. Foreign Passport Number and the Country of Issuance

Y our employer may not ask you to present the document from which you supplied this information.

Alien Registration Number/USCIS Number: Enter your 7- to 9-digit Alien Registration Number (A-Number),
including the “A.” or your USCIS Number in this field. At this time, the USCIS Number is the same as your

A-Number without the “A” prefix. When completing this field using a computer, use the dropdown provided to indicate
whether you have entered an Alien Number or a USCIS Number. If you do not provide an A-Number or USCIS Number,
enter N/A in this field then enter either a Form [-94 Admission Number, or a Foreign Passport and Country of Issuance in
the fields provided.

Form I-94 Admission Number: Enter your 11-digit I-94 Admission Number in this field. If you do not provide an 1-94
Admission Number, enter N/A in this field, then enter either an Alien Registration Number/USCIS Number or a Foreign
Passport Number and Country of Issuance in the fields provided.

Foreign Passport Number: Enter your Foreign Passport Number in this field. If you do not provide a Foreign Passport
Number, enter N/A in this field, then enter either an Alien Number/USCIS Number or a [-94 Admission Number in the
fields provided.

Country of Issuance: If you entered your Foreign Passport Number, enter your Foreign Passport’s Country of Issuance. If
you did not enter your Foreign Passport Number, enter N/A.
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Signature of Employee: After completing Section |, sign your name in this field. If you used a form obtained from the
USCIS website, you must print the form to sign your name in this field. By signing this form, you attest under penalty of
perjury (28 U.S.C. § 17406) that the information you provided, along with the citizenship or immigration status you selected,
and all information and documentation you provide to your employer, is complete, true and correct. and yvou are aware that you
may face severe penalties provided by law and may be subject to criminal prosecution for knowingly and willfully making
false statements or using false documentation when completing this form. Further, falsely attesting to U.S. citizenship may
subject employees to penalties, removal proceedings and may adversely affect an employee's ability to seek future immigration
benefits. If you cannot sign your name, you may place a mark in this field to indicate your signature. Employees who use a
preparer or translator to help them complete the form must still sign or place a mark in the Signature of Employee field on the
printed form.

[f you used a preparer, translator, and other individual to assist you in completing Form [-9:

¢ Both you and your preparer(s) and/or translator(s) must complete the appropriate areas of Section 1, and then sign
Section 1. If Section | was completed on a form obtained from the USCIS website, the form must be printed to sign
these fields. You and your preparer(s) and/or translator(s) also should review the instructions for Completing the
Preparer and/or Translator Certification below.

¢ [f'the employee is a minor (individual under 18) who cannot present an identity document, the employee's parent or
legal guardian can complete Section | for the employee and enter “minor under age 18™ in the signature field. If Section
| was completed on a form obtained from the USCIS website, the form must be printed to enter this information. The
minor's parent or legal guardian should review the instructions for Completing the Preparer and/or Translator
Certification below. Refer to the Handbook for Employers: Guidance for Completing Form 1-9 (M-274) for more
guidance on completion of Form [-9 for minors. If the minor's employer participates in E-Verify, the employee must
present a list B identity document with a photograph to complete Form 1-9,

¢ If'the employee is a person with a disability (who is placed in employment by a nonprofit organization, association or as
part of a rehabilitation program) who cannot present an identity document, the employee's parent, legal guardian or a
representative of the nonprofit organization, association or rehabilitation program can complete Section | for the
employee and enter “Special Placement™ in this field. If Section | was completed on a form obtained from the USCIS
website, the form must be printed to enter this information. The parent, legal guardian or representative of the nonprofit
organization, association or rehabilitation program completing Section | for the employee should review the
instructions for Completing the Preparer and/or Translator Certification below. Refer to the Handbook for Employers:
Guidance for Completing Form [-9 (M-274) for more guidance on completion of Form 1-9 for certain employees with
disabilities.

Today's Date: Enter the date you signed Section | in this field. Do not backdate this field. Enter the date as a 2-digit month,
2-digit day and 4-digit year (mm/dd/yyyy). For example, enter January 8. 2014 as 01/08/2014. A preparer or translator who
assists the employee in completing Section | may enter the date the employee signed or made a mark to sign Section 1 in this
field. Parents or legal guardians assisting minors (individuals under age 18) and parents, legal guardians or representatives of a
nonprofit organization, association or rehabilitation program assisting certain employees with disabilities must enter the date
they completed Section | for the employee.

Completing the Preparer and/or Translator Certification

[f you did not use a preparer or translator to assist you in completing Section 1, you, the employee, must check the box marked
I did not use a Preparer or Translator. If you check this box, leave the rest of the fields in this area blank.

[f one or more preparers and/or translators assist the employee in completing the form using a computer, the preparer and/or
translator must check the box marked “A preparer(s) and/or translator(s) assisted the employee in completing Section 17,
then select the number of Certification areas needed from the dropdown provided. Any additional Certification areas generated
will result in an additional page. Form 1-9 Supplement, Section 1 Preparer and/or Translator Certification can be separately
downloaded from the USCIS Form 1-9 webpage, which provides additional Certification areas for those completing Form 1-9
using a computer who need more Certification areas than the 5 provided or those who are completing Form [-9 on paper. The
first preparer and/or translator must complete all the fields in the Certification area on the same page the employee has signed.
There is no limit to the number of preparers and/or translators an employee can use, but each additional preparer and/or
translator must complete and sign a separate Certification area. Ensure the employee's last name, first name and middle initial
are entered at the top of any additional pages. The employer must ensure that any additional pages are retained with the
employee's completed Form [-9,
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Signature of Preparer or Translator: Any person who helped to prepare or translate Section lof Form [-9 must sign his or
her name in this field. If you used a form obtained from the USCIS website, you must print the form to sign your name in this
field. The Preparer and/or Translator Certification must also be completed if “Individual under Age 18" or *“Special Placement”
is entered in lieu of the employee’s signature in Section 1.

Today's Date: The person who signs the Preparer and/or Translator Certification must enter the date he or she signs in this
field on the printed form. Do not backdate this field. Enter the date as a 2-digit month, 2-digit day, and 4-digit year (mm/dd/
vyyy). For example, enter January 8, 2014 as 01/08/2014.

Last Name (Family Name): Enter the full legal last name of the person who helped the employee in preparing or translating
Section | in this field. The last name is also the family name or surname. If the preparer or translator has two last names or a
hyphenated last name, include both names in this field.

First Name (Given Name): Enter the full legal first name of the person who helped the employee in preparing or translating
Section 1 in this field. The first name is also the given name.

Address (Street Name and Number): Enter the street name and number of the current address of the residence of the person
who helped the employee in preparing or translating Section 1 in this field. Addresses for residences in Canada or Mexico may
be entered in this field. If the residence does not have a physical address, enter a description of the location of the residence,
such as *3 miles southwest of Anytown post office near water tower.” If the residence is an apartment, enter the apartment
number in this field.

City or Town: Enter the city, town or village of the residence of the person who helped the employee in preparing or
translating Section | in this field. If the residence is not located in a city, town or village, enter the name of the county,
township, reservation, etc., in this field. If the residence is in Canada, enter the city and province in this field. If the residence is
in Mexico, enter the city and state in this field.

State: Enter the abbreviation of the state, territory or country of the preparer or translator’s residence in this field.
ZIP Code: Enter the 5-digit ZIP code of the residence of the person who helped the employee in preparing or translating

Section | in this field. If the preparer or translator's residence is in Canada or Mexico. enter the 5- or 6-digit postal code.

Presenting Form I-9 Documents

Within 3 business days of starting work for pay, you must present to your employer documentation that establishes your
identity and employment authorization. For example, if you begin employment on Monday, you must present documentation
on or before Thursday of that week. However, if you were hired to work for less than 3 business days, you must present
documentation no later than the first day of employment.

Choose which unexpired document(s) to present to your employer from the Lists of Acceptable Documents. An employer
cannot specify which document(s) you may present from the Lists of Acceptable Documents. You may present either one
selection from List A or a combination of one selection from List B and one selection from List C. Some List A documents,
which show both identity and employment authorization, are combination documents that must be presented together to be
considered a List A document: for example, the foreign passport together with a Form 1-94 containing an endorsement of the
alien’s nonimmigrant status and employment authorization with a specific employer incident toe such status. List B documents
show identity only and List C documents show employment authorization only. If your employer participates in E-Verify and
you present a List B document. the document must contain a photograph. 1f you present acceptable List A documentation, you
should not be asked to present, nor should you provide, List B and List C documentation. If you present acceptable List B and
List C documentation, you should not be asked to present, nor should you provide, List A documentation. If you are unable to
present a document(s) from these lists, you may be able to present an acceptable receipt. Refer to the Receipts section below,

Your employer must review the document(s) you present to complete Form [-9. If your document(s) reasonably appears to be
genuine and to relate to you, your employer must accept the documents. If your document(s) does not reasonably appear to be
genuine or to relate to you, your employer must reject it and provide you with an opportunity to present other documents from
the Lists of Acceptable Documents. Your employer may choose to make copies of your document(s), but must return the

original(s) to you. Your employer must review your documents in your physical presence.
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Your employer will complete the other parts of this form. as well as review your entries in Section 1. Your employer may ask
vou to correct any errors found. Your employer is responsible for ensuring all parts of Form 1-9 are properly completed and is
subject to penalties under federal law if the form is not completed correctly.

Minors (individuals under age 18) and certain employees with disabilities whose parent, legal guardian or representative
completed Section | for the employee are only required to present an employment authorization document from List C. Refer to
the Handbook for Employers: Guidance for Completing Form 1-9 (M-274) for more guidance on minors and certain individuals
with disabilities.

Receipts

I you do not have unexpired documentation from the Lists of Acceptable Documents, you may be able to present a receipt(s) in
lieu of an acceptable document(s). New employees who choose to present a receipt(s) must do so within three business days of
their first day of employment. If your employer is reverifying your employment authorization, and you choose to present a
receipt for reverification, you must present the receipt by the date your employment authorization expires. Receipts are not
acceptable if employment lasts fewer than three business days.

There are three types of acceptable receipts:

[. A receipt showing that you have applied to replace a document that was lost, stolen or damaged. You must present the
actual document within 90 days from the date of hire or, in the case of reverification, within 90 days from the date your
original employment authorization expires.

2. The arrival portion of Form 1-94/1-94A containing a temporary [-551 stamp and a photograph of the individual. You must
present the actual Permanent Resident Card (Form [-551) by the expiration date of the temporary 1-551 stamp, or, if there is
no expiration date, within | year from the date of admission.

3. The departure portion of Form 1-94/I-94A with a refugee admission stamp. You must present an unexpired Employment

Authorization Document (Form [-766) or a combination of a List B document and an unrestricted Social Security Card
within 90 days from the date of hire or, in the case of reverification, within 90 days from the date your original employment
authorization expires.

Receipts showing that you have applied for an initial grant of employment authorization, or for renewal of your expiring or
expired employment authorization, are not acceptable.

Completing Section 2: Employer or Authorized Representative Review and Verification

You, the employer, must ensure that all parts of Form [-9 are properly completed and may be subject to penalties under federal
law if the form is not completed correctly. Section 1 must be completed no later than the employee’s first day of employment.
You may not ask an individual to complete Section | before he or she has accepted a job offer. Before completing Section 2,
you should review Section | to ensure the employee completed it properly. If you find any errors in Section 1, have the
employee make corrections, as necessary and initial and date any corrections made.

You or your authorized representative must complete Section 2 by examining evidence of identity and employment
authorization within 3 business days of the employee’s first day of employment. For example, if an employee begins
employment on Monday, you must review the employee's documentation and complete Section 2 on or before Thursday of that
week. However, if you hire an individual for less than 3 business days, Section 2 must be completed no later than the first day
of employment.

Entering Employee Information from Section 1

This area, titled. “Employee Info from Section 1" contains fields to enter the employee's last name, first name, middle initial
exactly as he or she entered them in Section 1. This area also includes a Citizenship/Immigration Status field to enter the
number of the citizenship or immigration status checkbox the employee selected in Section 1. These fields help to ensure that
the two pages of an employee's Form [-9 remain together. When completing Section 2 using a computer, the number entered in
the Citizenship/Immigration Status field provides drop-downs that directly relate to the employee's selected citizenship or
immigration status.
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Entering Documents the Employee Presents

You, the employer or authorized representative, must physically examine, in the employee's physical presence, the unexpired
document(s) the employee presents from the Lists of Acceptable Documents to complete the Document fields in Section 2.

You cannot specify which document(s) an employee may present from these lists. If you discriminate in the Form 1-9 process
based on an individual's citizenship status, immigration status, or national origin, you may be in violation of the law and subject
to sanctions such as civil penalties and be required to pay back pay to discrimination victims. A document is acceptable as long
as it reasonably appears to be genuine and to relate to the person presenting it. Employees must present one selection from List
A or a combination of one selection from List B and one selection from List C.

List A documents show both identity and employment authorization. Some List A documents are combination documents that
must be presented together to be considered a List A document, such as a foreign passport together with a Form 1-94 containing
an endorsement of the alien’s nonimmigrant status.

List B documents show identity only, and List C documents show employment authorization only. If an employee presents a List
A document. do not ask or require the employee to present List B and List C documents, and vice versa. If an employer
participates in E-Verify and the employee presents a List B document, the List B document must include a photograph.

If an employee presents a receipt for the application to replace a lost, stolen or damaged document, the employee must present
the replacement document to you within 90 days of the first day of work for pay, or in the case of reverification, within 90 days
of the date the employee's employment authorization expired. Enter the word “Receipt” followed by the title of the receipt in
Section 2 under the list that relates to the receipt.

When your employee presents the replacement document, draw a line through the receipt, then enter the information from the
new document into Section 2. Other receipts may be valid for longer or shorter periods, such as the arrival portion of Form 1-94/
1-94A containing a temporary 1-551 stamp and a photograph of the individual, which is valid until the expiration date of the
temporary [-551 stamp or, if there is no expiration date, valid for one year from the date of admission.

Ensure that each document is an unexpired, original (no photocopies, except for certified copies of birth certificates) document.
Certain employees may present an expired employment authorization document, which may be considered unexpired, if the
employee's employment authorization has been extended by regulation or a Federal Register Notice. Refer to the Handbook for

Refer to the M-274 for guidance on how to handle special situations, such as students (who may present additional documents
not specified on the Lists) and H-1B and H-2A nonimmigrants changing employers.

Minors (individuals under age 18) and certain employees with disabilities whose parent, legal guardian or representative
completed Section 1 for the employee are only required to present an employment autherization document from List C. Refer to
the M-274 for more guidance on minors and certain persons with disabilities. If the minor's employer participates in E-Verify,
the minor employee also must present a List B identity document with a photograph to complete Form [-9.

You must return original document(s) to the employee, but may make photocopies of the document(s) reviewed. Photocopying
documents is voluntary unless you participate in E-Verify. E-Verify employers are only required to photocopy certain
documents. If you are an E-Verify employer who chooses to photocopy documents other than those you are required to
photocopy, you should apply this policy consistently with respect to Form -9 completion for all employees. For more
information on the types of documents that an employer must photocopy if the employer uses E-Verify, visit E-Verify's website
at www.dhs.gov/e-verify. For non-E-Verify employers, if photocopies are made, they should be made consistently for ALL new
hires and reverified employees.

Photocopies must be retained and presented with Form [-9 in case of an inspection by DHS or another federal government
agency. You must always complete Section 2 by reviewing original documentation, even if you photocopy an employee’s
document(s) after reviewing the documentation. Making photocopies of an employee’s document(s) cannot take the place of
completing Form 1-9. You are still responsible for completing and retaining Form [-9.
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List A - Identity and Employment Authorization: If the employee presented an acceptable document(s) from List A or an
acceptable receipt for a List A document, enter the document(s) information in this column. If the employee presented a List A
document that consists of a combination of documents, enter information from each document in that combination in a separate
area under List A as described below. All documents must be unexpired. If you enter document information in the List A
column, you should not enter document information in the List B or List C columns. If you complete Section 2 using a
computer, a selection in List A will fill all the fields in the Lists B and C columns with N/A.

Document Title: If the employee presented a document from List A, enter the title of the List A document or receipt in this
field. The abbreviations provided are available in the dropdown when the form is completed on a computer. When completing the
form on paper, you may choose to use these abbreviations or any other common abbreviation to enter the document title or issuing
authority. If the employee presented a combination of documents, use the second and third Document Title fields as necessary.

Full name of List A Document Abbreviations
U.S. Passport U.S. Passport
U.S. Passport Card U.S. Passport Card
Permanent Resident Card (Form 1-551) Perm. Resident Card (Form 1-551)
Alien Registration Receipt Card (Form |-551) Alien Reg. Receipt Card (Form 1-551)

1. Foreign Passport

Foreign passport containing a temporary 1-551 stamp 2. Temporary I-551 Stamp

Foreign passport containing a temporary 1-551 printed 1. Foreign Passport

notation on a machine-readable immigrant visa (MRIV) 2. Machine-readable immigrant visa (MRIV)
Employment Authorization Document (Form 1-766) Employment Auth. Document (Form |-766)
For a nonimmigrant alien authorized to work for a specific 1. Foreign Passport, work-authorized non-
employer because of his or her status, a foreign passport immigrant

with Form 1/94/1-94A that contains an endorsement of the 2. Form 1-94/194A

alien's nonimmigrant status 3. "Form [-20" or "Form DS-2019"

Note: In limited circumstances, certain J-1
students may be required to present a letter
from their Responsible Officer in order to work.
Enter the document title, issuing authority,
document number and expiration date from this
document in the Additional Information field.

Passport from the Federated States of Micronesia (FSM) 1. FSM Passport with Form 1-94
with Form 1-94/1-94A 2. Form 1-94/194A
Passport from the Republic of the Marshall Islands (RMI) 1. RMI Passport with Form 1-94
with Form |-94/194A 2. Form 1-94/194A

Receipt: The arrival portion of Form [1-94/1-94A containing a
temporary 1-551 stamp and photograph

Receipt: The departure portion of Form [-94/1-84A

with an unexpired refugee admission stamp

Receipt for an application to replace a lost, stolen or Receipt replacement Perm. Res. Card
damaged Permanent Resident Card (Form 1-551) (Form 1-551)

Receipt for an application to replace a lost, stolen or
damaged Employment Authorization Document (Form |-766)

Receipt: Form [1-94/1-94A wi/l-551 stamp, photo

Receipt: Form |-94/1-94A wirefugee stamp

Receipt replacement EAD (Form 1-766)

Receipt for an application to replace a lost, stolen or 1. Receipt: Replacement Foreign Passport,
damaged foreign passport with Form 1-94/1-94A that contains work-authorized nenimmigrant
an endorsement of the alien's nonimmigrant status 2. Receipt: Replacement Form |-94/I-94A

3. Form I-20 or Form DS-2019 (if presented)
Receipt for an application to replace a lost, stolen or 1. Receipt: Replacement FSM Passport with
damaged passport from the Federated States of Micronesia Form 1-94
with Form 1-94/1-94A 2. Receipt: Replacement Form 1-94/1-94A
Receipt for an application to replace a lost, stolen or 1. Receipt: Replacement RMI Passport
damaged passport from the Republic of the Marshall Islands with Form 1-94
with Form 1-94/1-94A 2. Receipt: Replacement Form [-94/1-94A

Issuing Authority: Enter the issuing authority of the List A document or receipt. The issuing authority is the specific
entity that issued the document. If the employee presented a combination of documents, use the second and third Issuing
Authority fields as necessary.
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Document Number: Enter the document number, if any, of the List A document or receipt presented. If the document
does not contain a number, enter N/A in this field. [f the employee presented a combination of documents, use the second
and third Document Number fields as necessary. If the document presented was a Form [-20 or DS-2019, enter the
Student and Exchange Visitor Information System (SEVIS) number in the third Document Number field exactly as it
appears on the Form [-20 or the DS-2019,

Expiration Date (if any) (mm/dd/vyyy): Enter the expiration date, if any, of the List A document. The document is not
acceptable if it has already expired. If the document does not contain an expiration date, enter N/A in this field. 1f the
document uses text rather than a date to indicate when it expires, enter the text as shown on the document, such as D/
S”(which means, “duration of status™). For a receipt, enter the expiration date of the receipt validity period as described
above. If the employee presented a combination of documents, use the second and third Expiration Date fields as
necessary. If the document presented was a Form [-20 or DS-2019, enter the program end date here.

List B - Identity: If the employee presented an acceptable document from List B or an acceptable receipt for the application to
replace a lost, stolen. or destroyed List B document, enter the document information in this column. If a parent or legal guardian
attested to the identity of an employee who is an individual under age 18 or certain employees with disabilities in Section 1.
enter either "Individual under age 18" or "Special Placement” in this field. Refer to the Handbook for Employers: Guidance for

Completing Form [-9 (M-274) for more guidance on individuals under age 18 and certain person with disabilities.

If you enter document information in the List B column, you must also enter document information in the List C column. Ifan
employee presents acceptable List B and List C documents, do not ask the employees to present a List A document. No entries
should be made in the List A column. If you complete Section 2 using a computer, a selection in List B will fill all the fields in
the List A column with N/A.

Document Title: If the employee presented a document from List B, enter the title of the List B document or receipt in this
field. The abbreviations provided are available in the dropdown when the form is completed on a computer. When completing the
form on paper. you may choose to use these abbreviations or any other common abbreviations to document the document title or
issuing authority.

Full name of List B Document Abbreviations

Driver's license issued by a State or outlying possession of
the United States

Driver's license issued by state/territory

ID card issued by a State or outlying possession of the
United States

ID card issued by state/territory

ID card issued by federal, state, or local government
agencies or entities

Government ID

School ID card with photograph

School ID

Voter's registration card

Voter registration card

U.S. Military card

U.S. Military card

U.S. Military draft record

U.S. Military draft record

Military dependent's ID card

Military dependent's ID card

U.S. Coast Guard Merchant Mariner Card

USCG Merchant Mariner card

Native American tribal document

Native American tribal document

Driver's license issued by a Canadian government authority

Canadian driver's license

School record (for persons under age 18 who are unable to
present a document listed above)

School record (under age 18)

Report card (for persons under age 18 who are unable to
present a document listed above)

Report card (under age 18)

Clinic record (for persons under age 18 who are unable to
present a document listed above)

Clinic record (under age 18)

Doctor record (for persons under age 18 who are unable to
present a document listed above)

Doctor record (under age 18)

Hospital record (for persons under age 18 who are unable to
present a document listed above)

Hospital record (under age 18)

Day-care record (for persons under age 18 who are unable to
present a document listed above)

Day-care record (under age 18)

Nursery school record (for persons under age 18 who are

unable to present a document listed above) Nursery schiool record (under.age 18)
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Full name of List B Document

Abbreviations

Individual under age 18 endorsement by parent or guardian

Individual under Age 18

Special placement endorsement for persons with disabilities

Special Placement

Receipt for the application to replace a lost, stolen or
damaged Driver's License issued by a State or outlying
possession of the United States

Receipt: Replacement driver's license

Receipt for the application to replace a lost, stolen or
damaged ID card issued by a State or outlying possession of
the United States

Receipt: Replacement ID card

Receipt for the application to replace a lost, stolen or
damaged ID card issued by federal, state, or local
government agencies or entities

Receipt: Replacement Gov't ID

Receipt for the application to replace a lost, stolen or
damaged School ID card with photograph

Receipt: Replacement School ID

Receipt for the application to replace a lost, stolen or
damaged Voter's registration card

Receipt: Replacement Voter reg. card

Receipt for the application to replace a lost, stolen or
damaged U.S. Military card

Receipt: Replacement U.S. Military card

Receipt for the application to replace a lost, stolen or
damaged Military dependent’s ID card

Receipt: Replacement U.S. Military dep. card

Receipt for the application to replace a lost, stolen or
damaged U.S. Military draft record

Receipt: Replacement Military draft
record

Receipt for the application to replace a lost, stolen or
damaged U.S. Coast Guard Merchant Mariner Card

Receipt: Replacement Merchant Mariner card

Receipt for the application to replace a lost, stolen or
damaged Driver's license issued by a Canadian government
authority

Receipt: Replacement Canadian DL

Receipt for the application to replace a lost, stolen or
damaged Native American tribal document

Receipt: Replacement Native American
tribal doc

Receipt for the application to replace a lost, stolen or
damaged School record (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement School record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Report card (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement Report card
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Clinic record (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement Clinic record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Doctor record (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement Doctor record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Hospital record (for persons under age 18 who are
unable to present a document listed above)

Receipt: Replacement Hospital record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Day-care record (for persons under age 18 who
are unable to present a document listed above)

Receipt: Replacement Day-care record
(under age 18)

Receipt for the application to replace a lost, stolen or
damaged Nursery school record (for persons under age 18
who are unable to present a document listed above)

Receipt: Replacement Nursery school record
(under age 18)

Issuing Authority: Enter the issuing authority of the List B document or receipt. The issuing authority is the entity that
issued the document. If the employee presented a document that is issued by a state agency. include the state as part of
the issuing authority.

Document Number: Enter the document number, if any, of the List B document or receipt exactly as it appears on the

document. If the document does not contain a number, enter N/A in this field.

Expiration Date (if any) (mm/dd/yyyy): Enter the expiration date, if any, of the List B document. The document is not
acceptable if it has already expired. If the document does not contain an expiration date, enter N/A in this field. For a
receipt, enter the expiration date of the receipt validity period as described in the Receipt section above.
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List C - Employment Authorization: If the employee presented an acceptable document from List C, or an acceptable
receipt for the application to replace a lost, stolen, or destroyed List C document, enter the document information in this
column. If you enter document information in the List C column, you must also enter document information in the List B
column. If an employee presents acceptable List B and List C documents, do not ask the employee to present a list A document.
No entries should be made in the List A column.

Document Title: If the employce presented a document from List C, enter the title of the List C document or receipt in
this field. The abbreviations provided are available in the dropdown when the form is completed on a computer. When
completing the form on paper, you may choose to use these abbreviations or any other common abbreviations to document
the document title or issuing authority. If you are completing the form on a computer. and you select an Employment
authorization document issued by DHS, the field will populate with List C #7 and provide a space for you to enter a
description of the documentation the employee presented. Refer to the M-274 for guidance on entering List C #7
documentation.

Full name of List C Document Abbreviations
Social Security Account Number card without restrictions (Unrestricted) Social Security Card
Certification of Birth Abroad (Form FS-545) Form FS-545
Certification of Report of Birth (Form DS-1350) Form DS-1350
Consular Report of Birth Abroad (Form FS-240) Form FS-240

Original or certified copy of a U.S. birth certificate bearing an
official seal

Native American tribal document Native American tribal document
U.S. Citizen ID Card (Form 1-197) Form 1-197

Identification Card for use of Resident Citizen in the United
States (Form |-179)

Employment authorization document issued by DHS (List C #7) | Employment Auth. document (DHS) List C #7
Receipt for the application to replace a lost, stolen or damaged| Receipt: Replacement Unrestricted SS

Social Security Account Number Card without restrictions Card

Receipt for the application to replace a lost, stolen or

damaged Original or certified copy of a U.S. birth certificate Receipt: Replacement Birth Certificate
bearing an official seal

Birth Certificate

Form I-179

Receipt for the application to replace a lost, stolen or Receipt: Replacement Native American Tribal
damaged Native American Tribal Document Doc.

Receipt for the application to replace a lost, stolen or damaged | Receipt: Replacement Employment Auth. Doc.
Employment Authorization Document issued by DHS (DHS)

Issuing Authority: Enter the issuing authority of the List C document or receipt. The issuing authority is the entity that
issued the document.

Document Number: Enter the document number, if any, of the List C document or receipt exactly as it appears on the
document. If the document does not contain a number, enter N/A in this field.

Expiration Date (if any) (mm/dd/yyyy): Enter the expiration date, if any, of the List C document. The document is not

acceptable if it has already expired, unless USCIS has extended the expiration date on the document. For instance, if a
conditional resident presents a Form [-797 extending his or her conditional resident status with the employee's expired Form
1-551, enter the future expiration date as indicated on the Form [-797. If the document has no expiration date, enter N/A in
this field. For a receipt, enter the expiration date of the receipt validity period as described in the Receipt section above.

Additional Information: Use this space to notate any additional information required for Form 1-9 such as:

¢ Employment authorization extensions for Temporary Protected Status beneficiaries, F-1 OPT STEM students, CAP-
GAP, H-1B and H-2A employees continuing employment with the same employer or changing employers, and other
nonimmigrant categories that may receive extensions of stay

¢ Additional document(s) that certain nonimmigrant employees may present

e Discrepancies that E-Verify employers must notate when participating in the IMAGE program

» Employee termination dates and form retention dates

e E-Verify case number, which may also be entered in the margin or attached as a separate sheet per E-Verify
requirements and your chosen business process.

e Any other comments or notations necessary for the employer's business process

You may leave this field blank if the employee's circumstances do not require additional notations.
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Entering Information in the Employer Certification

Employee's First Day of Employment: Enter the employee's first day of employment as a 2-digit month, 2-digit day and
4-digit year (mm/dd/yyyy).

Signature of Employer or Authorized Representative: Review the form for accuracy and completeness. The person who
physically examines the employee's original document(s) and completes Section 2 must sign his or her name in this field. 1f you
used a form obtained from the USCIS website, you must print the form to sign your name in this field. By signing Section 2,
you attest under penalty of perjury (28 U.S.C. § 1746) that you have physically examined the documents presented by the
employee, the document(s) reasonably appear to be genuine and to relate to the employee named, that to the best of your
knowledge the employee is authorized to work in the United States, that the information you entered in Section 2 is complete,
true and correct to the best of your knowledge, and that you are aware that you may face severe penalties provided by law and
may be subject to criminal prosecution for knowingly and willfully making false statements or knowingly accepting false
documentation when completing this form.

Today's Date: The person who signs Section 2 must enter the date he or she signed Section 2 in this field. Do not backdate this
field. If you used a form obtained from the USCIS website. you must print the form to write the date in this field. Enter the date
as a 2-digit month, 2-digit day and 4-digit year (mm/dd/yyyy). For example, enter January 8, 2014 as 01/08/2014,

Title of Employer or Authorized Representative: Enter the title, position or role of the person who physically examines the
employee's original document(s), completes and signs Section 2.

Last Name of the Employer or Authorized Representative: Enter the full legal last name of the person who physically
examines the employee’s original documents, completes and signs Section 2. Last name refers to family name or surname. If
the person has two last names or a hyphenated last name, include both names in this field.

First Name of the Employer or Authorized Representative: Enter the full legal first name of the person who physically
examines the employee’s original documents, completes, and signs Section 2. First name refers to the given name.

Employer’s Business or Organization Name: Enter the name of the employer’s business or organization in this field.

Employer’s Business or Organization Address (Street Name and Number): Enter an actual, physical address of the
employer. If your company has multiple locations, use the most appropriate address that identifies the location of the employer.
Do not provide a P.O. Box address.

City or Town: Enter the city or town for the employer’s business or organization address. If the location is not a city or town,
you may enter the name of the village, county, township, reservation, etc. that applies.

State: Enter the two-character abbreviation of the state for the employer’s business or organization address.

ZIP Code: Enter the 5-digit ZIP code for the employer’s business or organization address.

Completing Section 3: Reverification and Rehires

Section 3 applies to both reverification and rehires. When completing this section, you must also complete the Last Name, First
Name and Middle Initial fields in the Employee Info from Section | area at the top of Section 2, leaving the Citizenship/
Immigration Status field blank. When completing Section 3 in either a reverification or rehire situation, if the employee’s name
has changed, record the new name in Block A.

Reverification
Reverification in Section 3 must be completed prior to the earlier of:

e The expiration date. if any, of the employment authorization stated in Section |, or

¢ The expiration date, if any, of the List A or List C employment authorization document recorded in Section 2

(with some exceptions listed below).

Some employees may have entered “N/A" in the expiration date field in Section | if they are aliens whose employment
authorization does not expire, e.g. asylees, refugees, certain citizens of the Federated States of Micronesia, the Republic of the
Marshall Islands, or Palau. Reverification does not apply for such employees unless they choose to present evidence of

employment authorization in Section 2 that contains an expiration date and requires reverification, such as Form 1-766,
Employment Authorization Document.

You should not reverify U.S. citizens and noncitizen nationals. or lawful permanent residents (including conditional residents)
who presented a Permanent Resident Card (Form [-551). Reverification does not apply to List B documents.
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For reverification, an employee must present an unexpired document(s) (or a receipt) from either List A or List C showing he or
she is still authorized to work. You CANNOT require the employee to present a particular document from List A or List C. The
employee is also not required to show the same type of document that he or she presented previously. See specific instructions
on how to complete Section 3 below.

Rehires

If you rehire an employee within three years from the date that the Form [-9 was previously executed. you may either rely on
the employee’s previously executed Form 1-9 or complete a new Form 1-9.

[f you choose to rely on a previously completed Form 1-9, follow these guidelines.

o [fthe employee remains employment authorized as indicated on the previously executed Form 1-9, the employee does
not need to provide any additional documentation. Provide in Section 3 the employee’s rehire date, any name changes if
applicable, and sign and date the form.

e [fthe previously executed Form 1-9 indicates that the employee’s employment authorization from Section | or
employment authorization documentation from Section 2 that is subject to reverification has expired, then
reverification of employment authorization is required in Section 3 in addition to providing the rehire date. If the
previously executed Form 1-9 is not the current version of the form, you must complete Section 3 on the current
version of the form.

¢ [fyou already used Section 3 of the employee’s previously executed Form [-9, but are rehiring the employee within
three years of the original execution of Form [-9, you may complete Section 3 on a new Form 1-9 and attach it to the
previously executed form.

Employees rehired after three years of original execution of the Form [-9 must complete a new Form [-9.

Complete each block in Section 3 as follows:

Block A - New Name: [f an employee who is being reverified or rehired has also changed his or her name since originally
completing Section | of this form, complete this block with the employee’s new name. Enter only the part of the name that has
changed, for example: if the employee changed only his or her last name, enter the last name in the Last Name field in this
Block, then enter N/A in the First Name and Middle Initial fields. If the employee has not changed his or her name, enter N/A in
each field of Block A.

Block B - Date of Rehire: Complete this block if you are rehiring an employee within three years of the date Form -9 was
originally executed. Enter the date of rehire in this field. Enter N/A in this field if the employee is not being rehired.

Block C - Complete this block if you are reverifying expiring or expired employment authorization or employment
authorization documentation of a current or rehired employee. Enter the information from the List A or List C document(s) (or
receipt) that the employee presented to reverify his or her employment authorization. All documents must be unexpired.

Document Title: Enter the title of the List A or C document (or receipt) the employee has presented to show continuing
employment authorization in this field.

Document Number: Enter the document number, if any, of the document you entered in the Document Title field
exactly as it appears on the document. Enter N/A if the document does not have a number.

Expiration Date (if any) (mm/dd/yyyy): Enter the expiration date, if any, of the document you entered in the
Document Title field as a 2-digit month, 2-digit day, and 4-digit year (mm/dd/yyyy). If the document does not contain an
expiration date, enter N/A in this field.

Signature of Employer or Authorized Representative: The person who completes Section 3 must sign in this field. If you
used a form obtained from the USCIS website, you must print Section 3 of the form to sign your name in this field. By signing
Section 3, you attest under penalty of perjury (28 U.S.C. §1746) that you have examined the documents presented by the
employee. that the document(s) reasonably appear to be genuine and to relate to the employee named. that to the best of your
knowledge the employee is authorized to work in the United States, that the information you entered in Section 3 is complete,
true and correct to the best of your knowledge, and that you are aware that you may face severe penalties provided by law and
may be subject to criminal prosecution for knowingly and willfully making false statements or knowingly accepting false
documentation when completing this form.
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Today's Date: The person who completes Section 3 must enter the date Section 3 was completed and signed in this field. Do
not backdate this field. If you used a form obtained from the USCIS website, you must print Section 3 of the form to enter the
date in this field. Enter the date as a 2-digit month, 2-digit day, and 4-digit year (mm/dd/yyyy). For example, enter January 8,
2014 as 01/08/2014,

Name of Employer or Authorized Representative: The person who completed, signed and dated Section 3 must enter his
or her name in this field.

What is the Filing Fee?

There is no fee for completing Form 1-9. This form is not filed with USCIS or any government agency. Form [-9 must be
retained by the employer and made available for inspection by U.S. Government officials as specified in the “USCIS Privacy
Act Statement™ below.

USCIS Forms and Information

For additional guidance about Form [-9, employers and employees should refer to the Handbook for Employers: Guidance for
Completing Form 1-9 (M-274) or USCIS’ Form 1-9 website at hitps://www.uscis.gov/i-9-central.

You can also obtain information about Form [-9 by e-mailing USCIS at [-9Central(@dhs.gov, or by calling 1-888-464-4218 or
1-877-875-6028 (TTY).

You may download and obtain the English and Spanish versions of Form 1-9, the Handbook for Employers. or the instructions
to Form [-9 from the USCIS website at htips://www.uscis.gov/i-9. To complete Form [-9 on a computer, you will need the latest
version of Adobe Reader, which can be downloaded for free at_http://get.adobe.com/reader/. You may order USCIS forms by
calling our toll-free number at 1-800-870-3676. You may also obtain forms and information by contacting the USCIS National
Customer Service Center at 1-800-375-5283 or 1-800-767-1833 (TTY).

Information about E-Verify. a fast, free, internet-based system that allows businesses to determine the eligibility of their employees
to work in the United States, can be obtained from the USCIS website at http://wwiw.uscis.gov/e-verify, by e-mailing USCIS at
E-Verifydhs.gov or by calling 1-888-464-4218 or 1-877-875-6028 (TTY).

Employees with questions about Form [-9 and/or E-Verify can reach the USCIS employee hotline by calling 1-888-897-7781 or
1-877-875-6028 (TTY).

Photocopying Blank and Completed Forms I-9 and Retaining Completed Forms I-9

Employers may photocopy or print blank Forms 1-9 for future use. All pages of the instructions and Lists of Acceptable
Documents must be available, either in print or electronically, to all employees completing this form. Employers must retain
each employee's completed Form 1-9 for as long as the individual works for the employer and for a specified period after
employment has ended. Employers are required to retain the pages of the form on which the employee and employer entered
data. If copies of documentation presented by the employee are made, those copies must also be retained. Once the individual's
employment ends, the employer must retain this form and attachments for either 3 years after the date of hire (i.e., first day of
work for pay) or | year after the date employment ended. whichever is later. In the case of recruiters or referrers for a fee (only
applicable to those that are agricultural associations. agricultural employers, or farm labor contractors), the retention period is 3
years after the date of hire (i.c., first day of work for pay).

Forms [-9 obtained from the USCIS website that are not printed and signed manually (by hand) are not considered complete. In
the event of an inspection, retaining incomplete forms may make you subject to fines and penalties associated with incomplete
forms.

Employers should ensure that information employees provide on Form I-9 is used only for Form -9 purposes. Completed
Forms [-9 and all accompanying documents should be stored in a safe, secure location,

Form 1-9 may be generated, signed. and retained electronically, in compliance with Department of Homeland Security
regulations at 8 CFR 274a.2.
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USCIS Privacy Act Statement

AUTHORITIES: The authority for collecting this information is the Immigration Reform and Control Act of 1986. Public
Law 99-603 (8 USC § 1324a).

PURPOSE: This information is collected by employers to comply with the requirements of the Immigration Reform and
Control Act of 1986. This law requires that employers verify the identity and employment authorization of individuals they hire
for employment to preclude the unlawful hiring. or recruiting or referring for a fee, of aliens who are not authorized to work in
the United States.

DISCLOSURE: Providing the information collected by this form is voluntary. However an employer should not continue to
employ an individual without a completed form. Failure of the employer to prepare and/or ensure proper completion of this
form for each employee hired in the United States after November 6, 1986 or in the Commonwealth of the Mariana Islands after
November 27, 2011, may subject the employer to civil and/or criminal penalties. In addition, employing individuals knowing
that they are unauthorized to work in the United States may subject the employer to civil and/or criminal penalties.

ROUTINE USES: This information will be used by employers as a record of their basis for determining eligibility of an
employee to work in the United States. The employer must retain this form for the required period and make it available for
inspection by authorized officials of the Department of Homeland Security, Department of Labor and the Department of Justice,
Civil Rights Division, Immigrant and Employee Rights Section.

Paperwork Reduction Act

An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of
information unless it displays a currently valid OMB contrel number. The public reporting burden for this collection of
information is estimated at 35 minutes per response, when completing the form manually, and 26 minutes per response when
using a computer to aid in completion of the form, including the time for reviewing instructions and completing and retaining
the form. Send comments regarding this burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to: U.S. Citizenship and Immigration Services, Regulatory Coordination Division, Office
of Policy and Strategy, 20 Massachusetts Avenue NW, Washington, DC 20529-2140; OMB No. 1615-0047. Do not mail your
completed Form I-9 to this address.
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Notice Reqarding the Auditor of State’s Fraud Reporting System

The Ohio Auditor of State’s office maintains a system for the reporting of fraud, including misuse
of public money by any official or office. The system allows all Ohio citizens, including public
employees, the opportunity to make anonymous complaints via the following methods:

Telephone: 1-866-FRAUD OH (1-866-372-8364)

Web: www.ohioauditor.gov
Email: fraudohio@ohioauditor.gov
Mail: Ohio Auditor of State's Office

Special Investigations Unit
88 East Broad Street

P.O. Box 1140

Columbus, OH 43215

Section 124.341 of the Ohio Revised Code offers protection from certain retaliatory or
disciplinary actions to employees filing complaints through the fraud-reporting system. Section
124.341 may be viewed in its entirety at http://codes.ohio.gov/orc/124.341.

The acknowledgement below must be completed, detached, and returned to the Payroll Department

Acknowledgement of Receipt of Auditor of State Fraud Reporting System Information

Pursuant to Ohio Revised Code 117.103(B)(1), a public office shall provide information about
the Ohio fraud-reporting system and the means of reporting fraud to each new employee upon
employment with the public office. Each new employee has thirty days after beginning
employment to confirm receipt of this information.

By signing below, you are acknowledging that Scioto County provided you with information
about the fraud reporting system as described by Section 117.103(A) of the Revised Code, and
that you read and understand the information provided. You are also acknowledging you have
received and read the information regarding Section 124.341 of the Revised Code and the
protections you are provided as a classified or unclassified employee if you use the
before-mentioned fraud reporting system.

| have read the information provided by my employer regarding the fraud reporting system
operated by the Ohio Auditor of State’s office. | further state that my signature below
acknowledges receipt of this information.

Employee Name Department

Signature Date



New Health Insurance Marketplace Coverage
Form Approved

Options and Your Health Coverage OMB No. 1210-0149
(expires 5-31-2020)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Markelplace. To assist you as you evaluale options lor yvou and your family, this nolice provides some basic

information about the new Marketplace and employment-based health coverage offered by vour employer,

What is the Health Insurance Marketplace?

The Marketplace is designed lo help you tind health insurance that meels your needs and fils your budget. The
Marketplace offers "one-stop shopping” to find and compare private health insurance options, You may also be eligible
for a new kind ol lax credit that lowers your monthly premium right away. Open enrollment for health insurance
coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, o
offers coverage that doesn't meel certain standards. The savings on your premium that you're eligible for depends on
vour household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes, It you have an offer of health coverage from your employer that meets certain standards, yvou will not be eligible
for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However. you mav be
eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost—sharing if your employer does
not offer coverage to you al all or does not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you {and not any other members of your family) is more than 9.5% of yvour household
income for the year., o it the coverage yvour employer provides does not meelt the "minimum value" standard sel by the
Affordable Care Act, you may be eligible for a tax credit.’

Note: Il you purchase a health plan through the Marketplace instead of accepting health coverage offered by vour
employer, then you may lose the employer contribution (if any) to the employer—offered coverage. Also, this employer
contribution —as well as your employee contribution to employer—offered coverage= is often excluded from income for
Federal and State income lax purposes. Your payments for coverage through the Marketplace are made on an after—
tax basis.

How Can | Get Mare Information?

For more information aboul yvour coverage offered by your employer, please check your summary plan description or
contact  Payroll Department - (740) 355-8256

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
nsurance coverage and contact information for a Health Insurance Marketplace in your area,

Arn employer—sponsared health plan meets the "minimum value standard” il the plan's share of the total allowed benefit costs covered
by the plan iz no less than 60 percent of such cosls.



PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your emplovyer. If you decide to complete an
application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered
to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
Scioto County 31-6400086

5. Employer address 6. Employer phone number
602 7th Street, Room 103 (740) 355-8256

7. City 8. State 9. ZIP code
Portsmouth OH 45662

10. Who can we contact about employee health coverage at this job?

Ruth Windsor

11. Phone number (if different from above) 12. Email address
ruth.windsor@sciotocounty.net

Here is some basic information about health coverage offered by this employer:
= As your employer, we offer a health plan to:
O  All employees. Eligible employees are!

B Some employees. Eligible employees are!

Full-Time Employees working 30+ hours per week.

«With respect to dependents:
E We do olfer coverage. Eligible dependents are:!

Covered Employee's spouse; Covered Employee's child(ren) or spouse's child(ren); child(ren) for whom the
employee or employee's spouse is the legal guardian; child(ren) determined by the group to be covered under a
Qualified Medical Child Support Order. Child coverage is subject to age and other eligibility requirements.

O We do not offer coverage.

E If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended
to be affordable, based on employee wages,

»+  Even it your employer intends your coverage to be atfordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household income, along with other factors,
to determine whether you may be eligible for a premium discount, I, tor example, your wages vary from
week to week (perhaps you are an hourly employee or you work on a commission basis), if you are newly
employed mid=year, or if you have other income losses, you may sltill qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visil HealthCare.gov to find out if you can get a tax credit to lower your
monthly premiums,



EMPLOYEE RIGHTS A
l.’

(D RESPONSIBILITIES

NDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement
FMLA requires covered employers to provide up to 12 weeks of unpaid,
job-protected leave to eligible employees for the following reasons:

= for incapacity due to pregnancy, prenatal medical care or child birth,

+ 1o care for the emplovee’s child after birth, or placement for adoption
or foster care,

+ to care for the emplovee's spouse, son, daughter or parent, who has
a sertous health condition; or

« for a serious health condition that makes the employee unable to
perform the emplovee’s job

Military Family Leave Entitlements

Eligible emplovees whose spouse, son, daughter or parent is on covered
active duty or call to covered active duty status may use their 12-week
leave entitlement to address certain qualifving exigencies  Qualifying
exigencies may include attending certain military events, arranging for
alternative childeare, addressing certain financial and legal arrangements,
attending certain counseling sessions. and attending post-deployment
reintegration briefings

FMLA also includes a special leave entitlement that permits eligible
employees to take up 1o 26 weeks of leave to care for a covered service-
member during a single 12-month period. A covered servicemember is:
(1) a current member of the Armed Forces, including a member of the
National Guard or Reserves, who is undergoing medical treatment,
recuperation or therapy, is otherwise in outpatient status, or is otherwise
on the temporary disability retired list, for a serious injury or illness*,
or (2) a veteran who was discharged or released under conditions other
than dishonorable at any time during the five-year period prior to the
first date the ehgible employee takes FMLA leave to care for the covered
veteran, and who 1s undergoing medical treatment, recuperation, or
therapy for a serious myury or illness.*

*The FMLA definitions of “serious injury or illness™ for
current servicemembers and veterans are distinet from
the FMLA definition of “serious health condition™.

Benelits and Protections

During FMLA leave, the employer must maintain the emplovee’s health
coverage under any “group health plan™ on the same terms as if the
employee had continued to work. Upon return from FMLA leave, most
employees must be restored to their original or equivalent positions
with equivalent pay, benefits, and other employment terms

Use of FMLA leave cannot result in the loss of any employment benefit
that accrued prior to the start of an emplovee’s leave

Eligibility Requirements

Employees are ehigible if they have worked for a covered employer for at
least 12 months, have 1,250 hours of service in the previous 12 months®,
and 1f at least 50 emplovees are employed by the emplover within 75 miles

“Special hours of service eligibility requirements apply to
airline flight crew employees.

Definition of Serious Health Condition

A serious health condition is an illness, injury, impairment, or physical
or mental condition that involves either an overnight stay i a medical
care facility, or continuing treatment by a health care provider for a
condition that either prevents the emplovee from performing the functions
of the emplovee's job, or prevents the quahificd family member from
participating in school or other daily activities

Subject to certain conditions, the continuing treatment requirement may
be met by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health care provider or one visit and

a regimen of continuing treatment, or incapacity due to pregnancy, or
incapacity due to a chronic condition. Other conditions may meet the
definmion of continuing treatment,

Use of Leave

An employvee does not need to use this leave entitlement 1 one block
Leave can be taken intermittently or on a reduced leave schedule when
medically necessary. Emplovees must make reasonable efforts to schedule
leave for planned medical treatment so as not to unduly disrupt the
emplover’s operations, Leave due to qualifying exigencies may also be
taken on an intermittent basis

Substitution of Paid Leave for Unpaid Leave

Employees may choose or employers may require use of accrued paid
leave while taking FMLA leave. In order to use paid leave for FMLA
leave, employees must comply with the employer’s normal paid leave
policies,

Employee Responsibilities

Employees must provide 30 days advance notice of the need to take
FMLA leave when the need is foresecable. When 30 days notice 15 not
possible, the employee must provide notice as soon as practicable and
generally must comply with an employer's normal call-in procedures.

Emplovees must provide sufficient imformation for the employer to detemune
if the leave may qualify for FMLA protection and the anticipated timing
and duration of the leave. Sufficient information may include that the
emplovee is unable to perform job functions, the family member is unable
to perform daily activities, the need for hospitahization or continuing
treatment by a health care provider, or circumstances supporting the need
tor nilitary fanuly leave. Employvees also must inform the emploveral
the requested leave 1s for a reason for which FMLA leave was previously
taken or certified. Employeces also may be required to provide a certification
and periodic recertification supporting the need for leave

Employer Responsibilities

Covered employers must inform employees requesting leave whether
they are ehigible under FMLA  If they are, the notice must specify any
addinonal information required as well as the emplovees” rights and
responsibilities. I they are not eligible, the employer must provide a
reason for the inehgibihiy.

Covered employers must inform employees if leave will be designated
as FMLA-protected and the amount of leave counted against the employee’s
leave entitlement. 1 the emplover determines that the leave 1s not
FMLA-protected, the emplover must notify the employee

Unlawful Acts by Employers
FMLA makes it unlawful for any employer to:

= mnterfere with, restram, or deny the exercise of any night provided
under FMLA: and

« discharge or discniminate against any person for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
or relating to FMLA.

Enforcement
An employee may file a complaint with the U S. Department of Labor
or may bring a private lawsuit against an employer

FMLA does not affect any Federal or State law prohibiting discrimination,
or supersede any State or local law or collective bargaining agreement
which provides greater family or medical leave rights

FMLA section 109 (29 ULS.C. § 2619) requires FMLA
covered employers to post the text of this notice. Regulation
29 C.F.R. § 825.300(a) may require additional disclosures.

LS Deg

For additional information:
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COBRA General Notice of Continuation Coverage Rights

Introduction

You’re getting this notice because you recently gained coverage under a group health plan (the Plan). This notice
has important information about your right to COBRA continuation coverage, which is a temporary extension of’
coverage under the Plan. This notice explains COBRA continuation coverage, when it may become available
to you and your family, and what you need to do to protect your right to get it. When you become eligible
for COBRA. you may also become eligible for other coverage options that may cost less than COBRA
continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you and other
members of your family when group health coverage would otherwise end. For more information about your
rights and obligations under the Plan and under federal law. you should review the Plan’s Summary Plan
Description or contact the Plan Administrator.

You may have other options available to you when you lose group health coverage. For example, you may
be eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in coverage through
the Marketplace. you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs.
Additionally, you may qualify for a 30-day special enrollment period for another group health plan for which you
are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life
event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice. Afiera
qualifying event. COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.”
You, your spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is
lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation
coverage must pay for COBRA continuation coverage.

If you're an employee, you'll become a qualified beneficiary if you lose your coverage under the Plan because of
the following qualifying events:

e Your hours of employment are reduced, or
e Your employment ends for any reason other than your gross misconduct.

If you're the spouse of an employee. you’ll become a qualified beneficiary if you lose your coverage under the
Plan because of the following qualifying events:

°  Your spouse dies;

e Your spouse’s hours of employment are reduced;

e Your spouse’s employment ends for any reason other than his or her gross misconduct;
e Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
¢ You become divorced or legally separated from your spouse.



Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the
following qualifying events:

o The parent-employee dies;

e The parent-employee’s hours of employment are reduced:

e The parent-employee’s employment ends for any reason other than his or her gross misconduct;
o The parent-cmployee becomes entitled to Medicare benefits (Part A, Part B. or both);

o The parents become divorced or legally separated; or

The child stops being eligible for coverage under the Plan as a “dependent child.”

When is COBRA continuation coverage available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has
been notified that a qualifying event has occurred. The employer must notify the Plan Administrator of the
following qualifying events:

e The end of employment or reduction of hours of employment;
e Death of the employee; or
e The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent
child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within
60 days after the qualifying event occurs. You must provide this notice to the Scioto County Auditor’s
Office, Payroll Department.

How is COBRA continuation coverage provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage
will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to
elect COBRA continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of
their spouses, and parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event
during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.
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There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get up to an
additional 11 months of COBRA continuation coverage, for a maximum of 29 months. The disability would have
to have started at some time before the 60th day of COBRA continuation coverage and must last at least until the
end of the 18-month period of COBRA continuation coverage. Notice of qualification for an extension must be
provided to the Scioto County Auditor’s Office, Payroll Department.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the
spouse and dependent children in your family can get up to 18 additional months of COBRA continuation
coverage, for a maximum of 36 months, if the Plan is properly notified about the second qualifying event. This
extension may be available to the spouse and any dependent children getting COBRA continuation coverage if the
employee or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both); gets
divorced or legally separated; or if the dependent child stops being eligible under the Plan as a dependent child.
This extension is only available if the second qualifying event would have caused the spouse or dependent child
to lose coverage under the Plan had the first qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and
your family through the Health Insurance Marketplace, Medicaid. or other group health plan coverage options
(such as a spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost
less than COBRA continuation coverage. You can learn more about many of these options at

www. healthcare.gov.

If you have questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact
or contacts identified below. For more information about your rights under the Employee Retirement Income
Security Act (ERISA). including COBRA, the Patient Protection and Affordable Care Act. and other laws affecting
group health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s Employee
Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and phone numbers
of Regional and District EBSA Offices are available through EBSA’s website.) For more information about the
Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of
family members. You should also keep a copy, for your records, of any notices you send to the Plan
Administrator.

Plan contact information

Scioto County Auditor’s Office
Payroll Department

602 7' Street. Room 103
Portsmouth, OH 45662

(740) 355-8256



DEPENDENT VERIFICATION REQUIRED

As a new employee you will be required to verify the
eligibility of your dependents for coverage.

Within 14 days of your effective date on health insurance coverage, you will
receive a verification packet from Alight. You will be asked to provide specific
documentation for your dependents to be covered. Failure to provide the
required documents in a timely manner will result in fermination of coverage for
the dependents.

VERIFICATION CENTER # 1-800-725-5810

Dependent Eligibility Verification Requirements
Employees with dependents to be included under their County insurance
coverage are required to provide proof of eligibility. A list of acceptable
documents is shown below. Employees with questions should contact the Alight
Dependent Verification Service Center for any questions or concerns regarding
the audit and requirements.

Alight Dependent Verification Service Center
Contact Number: 1-800-725-5810
Hours of Operation: 8 a.m. - 11 p.m. Eastern Time

Documents can be submitted by:

Mdil

Alight Dependent Verification Service Center
P.O. Box 7117

Rantoul, IL 61866

Fax
1-877-965-9555

Secure Online Upload

Login Name: CC + Your Dependent Verification ID (Example CC0000000)
Your Dependent Verification ID will be provided to you in the notice you receive at your
Home mailing address.

Password: This is your date of birth in mmddyy format {(Example 011368)
You will be instructed to change your password upon entering the secured site



DEPENDENT VERIFICATION REQUIRED

Dependents eligible to participate on the Health Plan along with the documents
required to verify the dependent’s eligibility are as follows:

i s e e e ) ERER g And entS :
Eligible Dependem Spouses

Two documents required, one from Section A ond one from Section B

Section A

Section B
{Section 8 document not required f married in past 12 manths)

marriage

Government-issued Marriage Centificate including date of

Federal Tax Return within st 2 years listing your spouse

Notarzed Affdavit of Common Law Marriage

Proof of Joint Ownershp ssued within the fast 6 months

Eligible Dependent Children

Dependent Type

Documents Required

Biological Child [BC]

Government-issued Birth Centifiate

Adopted Child [AC]

Government-issued Birth Certificate or Adopuion Centifcate or Placement
Agresment

Step-Child [SC]

Government-issued Birth Certifigte AND both documentsto verify Spouse

LegalWard [LW]

Government-issusd Birth Centificate AND Court Ordered Document of
Guardianshp

Disabled Chiid [DBC, DAC,

DS, DLW

{Note: Disoblzd Adopted Child cannot verify with o placement

Documentation listed above AND Federa! Tax Return within last 2 years claming

|ogreemant or petition) child
Alternate Dooumentation
Document Type |A!ternate Option

Government-issued Marna

ggelentifiae (GIMC)

Acopy of the spouse’s natur aization document or immigration document
ndicating a“married” status, AND an addional POJ if married 12 months or

active status)

more
Proofs of Joint Ownership
Mortgage statement Credn card statement (includes: department stores; and care credit)
Bark siatement {bank account ver fication letter showing Property =x

Active lease agreemant

Current-year state tax return listing spouse/partner

Homeowners insurance

Current-year mortgage interest/mortgage nsurance

Rentersinsurance

Warranty deed

State Tax Return {within 1 year)

Auto loans

Current-year federal tax return listng thespouse/dependent 35 3 dependent

[§9)




Coutty Employee Benefts WARNING: Any person who, with intent to defraud or

Consortum of Chao knowing that he/she is facilitating a fraud against an
Insurer or health benefit plan, submits an application

W
c E Bc D or files a claim containing false or deceptive
statements is guilty of insurance or health care fraud
- ; T under state and/or federal law.
Couries Uniting for Affoedable Health Benehils

209 East State Street

OGS s 49248 SCIOTO COUNTY EMPLOYEE APPLICATION

(888) 757-1904
1=+ 1d 0] ii]~-30 Group Account No. 10270-2700 Employee Effective

Use Only  [ofio Area; PPO

Exclusions:

PLEASE READ CAREFULLY AND COMPLETE IN INK TO PREVENT YOUR COVERAGE FROM BEING DELAYED.
Employee Information (Please Print in Ink): Social Security Number
Name
Last First Middle Initial
Home Address Telephone ()
Street City State Zip
|
Employee Date of Marital Status Plan Election** | Date Hired
Birth If you do not wish to cover your eligible dependents, please
O Married complete the waiver area in Section 4.
Please select only one option:
1 O Divorced Medical Plan 2b Py
Mo. Day Yr. O  Widowed O Medical/Rx — Employee Only Mo. Day Yr
O Single 0O Medical/Rx — Emp + Children
e S L —-—I_--- #— —— O Medical/lRx — Emp + Spouse e
Gender ocation O  Medical/Rx — Family ROERk
0 Male Dental Coverage Election (If
O Employee Only Applicable)
O Female i O Employee + Spouse ;
l 0 Employee + Children ' "Mo. Day Yr
| 0 Family :
Job Title Hours Worked Weekly
IF APPLYING FOR DEPENDENT COVERAGE LIST BELOW Please Print Clearly
If you do not wish to cover your eligible dependents, please complete the waiver area in Section 4.
Full Name Date of | GENDER S.S. Number Please Check all Applicable
Birth Boxes Below
Spouse Mate
Female
Other Dependent(s) 5 [8s]5 § § 28 2 u
5185|s| =2 B85 g
5| n| 20 6 g~
Male
Female
Male
Female
Male
Female
Male
Female
*Please aftach to this application copies of the court orders or legal documents creating this relationship. For adopted children, only necessary for initial
enroliment after adoption or placement.
Spouse employed [ No [ Yes - Employed By Date of Marriage
Are you, your spouse or children covered or insured under any other medical, dental or vision coverage (including Medicare and
other government plans)? [0 No (I Yes - If yes, indicate who is covered under this other coverage, and who the carrier is:
Are any of the other Dependents listed above in the legal custody of another Person? 0O No O Yes If yes (complete details):
Dependent Person with Legal Custody Relationship to Dependent Address of Custodian




NOTICE REGARDING PRIOR HEALTH COVERAGE
If any person for whom application for coverage has been made above was covered under other health coverage
within 62 days (not including any waiting period under this plan or any other plan) of the date such person’'s
coverage would become effective under this plan, he or she may be entitled to credit towards any pre-existing
conditions restriction under this plan for any coverage time under one or more prior plans. In order to claim this
credit, a certificate of creditable coverage from the prior plan(s), or other evidence documenting the person’s prior
coverage, should be attached to this form.

If coverage was lost under the prior health plan within 30 days of the date of this application, list reasons the coverage was
terminated under the prior plan.

WAIVER OF COVERAGE

If you are declining enrollment for yourself or your dependents (including your spouse) because you have other
health insurance coverage, you may in the future be able to enroll yourself or your dependents in this plan,
provided that you request enrollment within the time period required by your plan (30 or 31 days - see plan
document) after your other coverage ends. In addition, if you have a new dependent as a result of marriage, birth,
adoption, or placement for adoption, you may be able to enroll yourself and/or your dependents, provided that you
request enroliment within the time limit allowed by your plan after the date of the marriage, birth, adoption, or
placement for adoption. Your plan may also allow additional enrollment periods as specified in the plan
document. This plan will also allow enroliments as necessary to comply with the terms of medical child support
orders, or qualified medical child support orders, as defined in applicable state or federal law. Other than as
described, if you fail to enroll at this time you may not be eligible to enroll thereafter, or may be subject to certain
restrictions which are described in your plan.

| waive coverage O All Medical/Rx O All Dental O All Coverage
for: Coverage Coverage
O All Dependent Coverage
0 Dependent Medical/ O Dependent Dental
Rx Coverage Coverage

Employee Signature Date
Are you waiving the coverage listed above because you and/or your dependents have other health coverage?
[J No [ Yes - With whom?

READ THIS STATEMENT AND AUTHORIZATION CAREFULLY
| hereby request coverage and authorize that any requested contribution for the coverage to which | may be entitled be deducted
from my earnings. | am eligible for coverage and am working at least the number of hours per week required by my Employer. |
understand that any failure to comply with the Utilization Review procedures may result in a reduction of benefits. | authorize (1)
any physician, hospital, or other health practitioner or facility, (2) any insurance company or health care plan, (3) any state or
federal agency providing health care benefits; and (4) any employer to provide CEBCO or its legal representative any information
in its possession which is relevant to this application for coverage regarding myself or my listed Dependent(s). This information
will be used to determine the eligibility for coverage and/or benefits for myself and my listed Dependent(s) and will be used by
employees, agents and business associates of CEBCO with responsibility for (1) reviewing applications and determining eligibility
for coverage, (2) process and/or payment of claims, and (3) any other health care operations. | hereby authorize and release any
provider of health care services, claim administrators, insurers, reinsurers, pharmacy benefit managers, stop loss carriers,
disease management service and/or wellness benefit providers, and other business associates who have a legitimate need for
such information for the purpose of review, investigation, or evaluation of a claim, health plan service or any other health care
operation, to supply each other with information about the health status of, and health care services provided to, me and my listed
Dependent(s). | understand that information disclosed to individuals listed in the preceding paragraph pursuant to this
authorization may be subject to disclosure by such individuals and will no longer be protected by this authorization. This
authorization is effective on the date signed and shall remain in effect until the date such coverage is terminated. (You, or any
individual authorized by law to act on your behalf, have a right to receive a copy of this authorization). A photographic copy of this
authorization shall be as valid as the original. | understand that if | fail to provide this authorization, CEBCO will be unable to
process my application for coverage. | understand that | have the right to revoke this authorization by submitting such revocation
to CEBCO's Chief Privacy Officer at the address listed on this application. Such revocation will not be effective to the extent that
action has been taken in reliance upon this authorization prior to receipt of my revocation or to the extent that my coverage or a
claim may be contested under applicable law. | hereby cerify that | have personally answered all of the questions on this form
and that my answers are true and complete to the best of my knowledge and belief. | have legal proof which | can furnish upon
request of my relationship to any person listed as a Dependent(s) above. | understand any misstatements or failure to report may
be used as a basis for rescission or cancellation of the coverage for me and my Dependent(s), if any.

Employee Signature Date

| understand that if, upon receipt, the signature is more than 60 days old, a new application will be requested.




Enroliment Application Anthem\. ' » '
Group size 51+ eligible employees BlucCross BlucShicld Rl AnthemLife *&'

INSTRUCTIONS: Community Insurance Company

Please read carefully, complete electronically, or in blue or black ink, all the required sections and return to
your employer. Use extra sheets of paper if necessary. All information given should apply to this employer.

Section 1: Employer/Group Use — Required
Employer name Employer address

Group no. Sub-group no./Life division no. |Requested effective date Life classification Employee no./Dept. name

Section 2: Reason for Application — Required

[CINew enroliment CINew hire [ Add dependent (Fillin Section 3)
[ Annual open enroliment (N/A to Life) [(JRehire - Date:| J
[JCOBRA - Qualifying event: COBRA event date:|

[CIwaiver (To decline ALL coverage skip to Section 12)

Section 3: Status Change/Event — Required, if you checked “Add dependent” option in Section 2.

Event date OIMarriage  OJBirth - [CJAdoption (Attach legal documentation) [ Legal guardianship (Attach legal documentation)
O Loss of coverage (reason): [ Terminated employment (] Other:

Section 4: Plan/Type of Coverage — Required. To decline a plan type, check “No coverage". If you are waiving all coverage, go to Section 12.
Medical — If multiple Medical plans are available, please indicate the plan type below and write plan number in the space provided.

CIHMo [ Blue Priority™ (a health insuring corporation product or “HIC") CJLumenos® HRA PPO

[Jros [(JBlue Traditional I Lumenos® HIA PPO

Orro [ Anthem Essential®™ PPD O Lumenos® Health Incentive Account Plus PPO
O Lumenos® HSA PPO! O Lumenos® Deductible First HRA PPO

If multiple Medical plans are available, write plan number:

Type of medical coverage: (JEmployeeonly  [JEmployee+spouse (OP)  [JEmployee+child(reny [JFamily coverage I No coverage
Dental — To apply for BUY-UP coverage, check PPO and write in the plan number on the line provided.

Oppo: [(J0ental Prime & Dental Complete  If elected, we need the following filled out:
[ Traditional Dental group no.: Dental subgroup: Group representative phone no.:
[JDental Blue®100/200/300 Have you had dental coverage in the past? [JYes ClNo
[JDental Blue® 100 If yes, when did coverage start? When did coverage end?
Previous insurance carrier's name: What was your palicy number?

Type of dental coverage: [JEmployee only [IEmployee+spouse (OP)  [Employee+child(ren) [JFamily coverage [INo coverage
Vision

Type of vision coverage: [JEmployee only [JEmployee+spouse (OP)  [Jemployee-+childtren) [ Family coverage  [INo coverage
Life
Fillin Section 7.

Section 5: Employee Information — Required

Last name First name M.l [Social Security no.’ (required)
Date of birth Age |Sex Marital status Height Weight

CMale  CIfemale |[JSingle  [TIMarried (I Divorced
Home phone no. Business phone no. Email address
Street address City State |ZIP code County
Retired? Oves CINo | Occupation Hours working perweek  |Full-time hire date Income reported by:
Disabled?  [dYes (INo Ow-2 1099
Hospitalized? Clves [CINo Clother:

1 Anthem will facilitate the opening of a Health Savings Account (HSA) in your name, if directed by your employer.
2 Anthem is required by the Internal Revenue Service to collect this information

At d Blue Shield CoTmLn Ipe e il .r\ii;!;:].‘.;\lufel:
Cross and Blue Sheeld
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Employee name Social Security no.” (required)

Section 6: Family Information — Required. List only dependents you wish to enroll, attach a separate sheet if necessary.

Please read the Genetic Information Non-discrimination Act (GINA) information on page 3 of the application, under Section 10, Significant Terms,
Conditions and Authorizations, prior to answering the questions in Section 6.

Last name First name M.l Social Security no.” (required)
- | Date of birth Height |Weight |[Sex Relationship to employee Currently hospitalized or disabled? [JYes [No
Om OJF |OJSpouse [ Domestic Partner |If yes, give reason:

If spouse/DP address is different than employee. please provide full address

Last name First name M.l [Social Security no.” (required) Full-time student?
OYes o
Date of birth Height |Weight | Sex Relationship to employee Currently hospitalized or disabled? [lves [No
CIm OJF|Cchild - CIother: If yes, give reason:
Court ordered health care coverage? If dependent address is different than employee. please provide full address
[(IYes CINo (1f yes.attach legal documentation)
Last name First name M. |Social Security no." (required) Full-time student?
Oves o
Date of birth Height | Weight | Sex Relationship to employee Currently hospitalized or disabled? [Yes [No
Owm O¢|Ochild  Cother: If yes, give reason;
Court ordered health care coverage? If dependent address is different than employee, please provide full address

Oves CINo (If yes, attach legal documentation)

Section 7: Life and Disability Insurance — Required, if this type of coverage was selected in Section 4.

Current Income: § CHour  Oweek CMonth [ Year [JLife Class

[(sasic Life [CJoptional Life: x Annual Earnings [(JBasic AD&D [ Short-Term Disability:

[JDependent Life ORS [CJ0ptional AD&D [JLong-Term Disability:

Anthem ByDesign Buy-Up. Check appropriate box and write in the percentage next to the benefit selected. Complete separate election form.

(I Short-Term Disability: %  [Jlong-Term Disability: %  [Basic Life

Primary beneficiary

Last name First name M., |Sacial Security no.* (required) Relationship to employee  |Age
Contingent beneficiary

Last name First name M.l.  [Social Security no.” (required) Relationship toemployee  [Age

Section 8: Other Health Coverage — Required

Do you and/or your dependents have other health coverage? [Yes [INo  If yes, complete below.

On the day your coverage begins, list family members, including yourself, who will be covered by any other health coverage?

Provide name, phone number and address of the HMO or insurance company Policy/certificate no. Effective date

Policy/certificate holder name Socia! Security no.” (required) Date of birth Relationship to employee

Are you and/or your dependents enrolled in Medicare or Medicaid? [JYes (INo  If yes, complete below.

Enrollee name Medicare/Medicaid ID no. Medicare Part A effective date |Medicare Part B effective date |ESRD onset date
Enrollee name Medicare/Medicaid ID no. Medicare Part A effective date |Medicare Part B effective date |ESRD onset date
Medicare Part D 1D no. Medicare Part D carrier Medicare Part D effective date |Medicare Part D term date

Reason for Medicare entitlement: [JAge [Disability [JESRD & Disability [JEnd Stage Renal Disease (ESRD)

*Anthem is required by the Internal Revenue Service to collect this information.
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Employee name Social Security no.” (required)

Have you and/or your dependents had prior health coverage? [JYes CINo  If yes, complete below.

Have you been covered by Anthem within the past two (2) years? | Policy/certificate no,
Oves Oho

Group name/10 no. Date palicy in effect Date policy termed

Have you and/or your dependents had prior coverage with another carrier(s) within the past two (2) years? [lYes [JNo

List prior carrier(s) Date policy in effect Date policy termed

Please check the type of prior coverage

O employee [CJEmployee+Spouse/DP [ employee-+Child(ren) [CJemployee+Spouse/DP+Child(ren)
Termination reason:

[ Divorce/legal separation CJEmployment terminated CJEmployer/group contribution ceased I Other

[Jpeath of spouse/DP [CJCOBRA coverage exhausted [JGroup plan terminated

Section 9: Significant Terms, Conditions and Authorizations (TERMS) — Please read this section carefully before signing the application.

Genetic Information Non-discrimination Act (GINA): When answering questions about a person on this form, only give answers about that person, and do not include
any genetic information, Genetic information includes family health history, genetic testing, genetic services, genetic counseling, or genetic diseases for which the person
may be at risk. All responses about a person will only be considered and used for that person.

Health Savings Account Notice: | autharize the financial custodian of my Health Savings Account (HSA) to give Anthem Blue Cross and Blue Shield facts about my HSA,
including account number, account balance and account activity. | understand that | may take back my authorization by written request to Anthem Blue Cross and
Blue Shield at any time.

1. | understand that | may not assign any payment under my Community Insurance 6. By signing this application, | agree to the taping or monitoring of any phone calls

Company (Anthem) program, unless allowable by [aw. between Anthem and myself.
2. | agree to have money taken from my wages/pension, if necessary, to coverthe 7. | understand that Anthem may collect personal information about me from
premium cost for the coverage applied for. outside sources, and that both personal and privileged information may only
3. 1 am asking for the coverage | chose on this form. If I made choices that are be disclosed to outside parties without my authorization if such disclosure is
not available to me, | agree that my choices may be changed to those on the permitted t_Jy bmh the HIPAA Privacy Regulations (45 CFR. Parts 160 & 164)
employer's application. and the Ohio Revised Code § 3304.13. | also understand that under the HIPAA

Privacy Regulations and Ohio law, | have a right to see and correct personal
information that Anthem collects about me, and that | may receive a more
detailed description of my rights under these laws by writing to Anthem.

4, | agree that | will let my employer know right away of any changes that would
make me or any dependent(s) ineligible for this coverage.

5. If applying for HIC/HMO coverage, | understand that | may cancel my membership
by providing written notice to Anthem within 72 hours of signing this application.

W-3 Certification Language

As part of the W-9 Certification required by the Internal Revenue Service (IRS), I certify that the Social Security number shown on this form is my correct taxpayer
identification number (or | am waiting for 3 number to be issued to me) and | am not subject to backup withholding because: () | am exempt from backup withholding, or
(o) I have not baen notified by the IRS that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that
| am no longer subject to backup withholding and | am a U.S. citizen ar other U.S. person.

| have read and accept the Significant Terms, Conditions and Authorizations as a condition of coverage. My answers to all questions are true to the best of my knowledge,
and | understand that Anthem relies on these answers in accepting this application. | understand that any untrue answers or failure to report new medical information
before my effective date may cause a material change in coverage or premium rates. Any material misrepresentation or significant omission found in this application may

result in denial of benefits, rescission or cancellation of coverage. | agree to these terms for myself and on behalf of any dependents covered by the Plan. | am acting as
their agent and representative.

Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or
deceptive statement is guilty of insurance fraud.

Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company.
Thank you for choosing Anthem Blue Cross and Blue Shield.

Section 10: Signature — Required, if you are applying for coverage. Please review your application for errors or omissions.

Read Section 10 carefully before signing.
I have read and understand the language in the TERMS section of this application and agree to all of its terms.

Employee signature Date

X

*Anthem is required by the Internal Revenue Service to collect this information.
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Employee name

Social Security no.” {required)

Section 11: Waiver of coverage — Complete for yourself and/or any eligible dependents. Check all that apply.

Type of coverage |  Waived for Name Reason for waiving (already protected by coverage)
Oself CJanthem Certificate/policy no. or Carrier name and 1D no.
OMedical  |(JSpouse/OP Ol other carrier
CIchild(ren) [CINo coverage
Oself O Anthem Certificate/policy no. or Carrier name and 1D no.
JDental [ spouse/oP (I Other carrier
I child(ren) [ No coverage
Oself O Anthem Certificate/policy no. or Carrier name and 1D no.
[ vision [ Spouse/oP CJother carrier
I Child(ren) [CINo coverage
Oself O Anthem Certificate/policy no. or Carrier name and 10 no.
Otife I Spouse/DP O Other carrier
Cchild(ren) [CINo coverage
O self CJAnthem
Oan [JSpouse/DP [ 0ther carrier
Ochildiren) o coverage

Check all that apply:
[J 1 have been given an opportunity to apply for Anthem Blue Cross and Blue Shield coverage and after careful consideration, have decided not to take advantage of this

offer. If 1 want to apply for such coverage at a later date, | may do so, subject to established procedures. If | am declining enrollment for myself or my dependents
(including my spouse or domestic partner) because of other health insurance coverage, provided that enroliment is requested within 31 days after other coverage
ends. In addition, if I have a dependent as a result of marriage, birth, adoption or placement for adoptian, | may be able to enroll myself and my dependents provided
that | request enrollment within 31 days after the marriage, birth, adoption or placement of adoption.

1 also understand that my dependents and | may enroll under two additional circumstances:
o Either my or my dependents’ Medicaid or Children's Health Insurance Program (CHIP) coverage is terminated as a result of loss of eligibility; or
o My dependents or | become eligible for a subsidy (state premium assistance program).

In these cases, | may be able to enroll myself and my dependents provided that | request enrollment within 60 days of the loss of Medicaid/CHIP or of the eligibility
determination.

| have been given an opportunity to apply for the available group life benefits offered by my employer/group. The benefits have been explained to me, and | and/ar my
dependent(s) decline to participate. My dependent(s) or | were not induced or pressured by my employer/group, agent or life carrier, into declining this coverage, but
elected of my (our) own accord to decline coverage. | understand that if | wish to apply for coverage in the future, | may be required to provide evidence of insurability
at my expense.

Signature — Required, if you want to waive coverage for yourself and your dependents.

Employee signature Date

“Anthem is required by the Internal Revenue Service to collect this information.




Premium Only Plan
EBlection to Participate Form

A

Employer Name:

Employee Name:

Employee Address:

Employee Social Security Number: Employeeé Number:

Plan Year: through:

As an eligible employee in the above
undersland the benefi

In accordance with my rights under the Plan, | elect the followin
benefit | have elected for the plan year s
redirected by the amounts sel for below
afler the date of this agreement).

plan, | acknowledge thal | have received Lhe Summary Plan Descriplion and
ts available lo me, as well as the other rights and obligalions which | have under the Plan.

g benefits and designate the following amounts for cach
pecified above. The Employer and | agree that my cash compensation will be
for each pay period and plan year (or during such pertion of the year as remains

Beneiits Election

Benefits Employee Non-Taxable* Taxable*
Coslt Salary Payroll
Reduction Deduction
Health Benefit $ $ $ -
Dental Benefit : $ $ _3
Group Term Life Benefil $ S ey 29 -
Disability Benefit $ $ o, po
Cancer Benefit $ S e _
Vision Benefit $ $ $
AccidenYSickness . s - S $ .
Heart Care $ $ $
Hospital Indemnity $ $ $
Coverage named below (mustbe approved by Plan Administrater) — $ $ $
Total: —
*Deductions indicated are: Weekly Bi-Weekly
Monthly Semi-Monthly Other

lhis agreementis subjecl lo the terms of the cmployer's ¢
joverned by and construed in accordance wilth
aws, and revokes any prior election and compensation redirection agreement relaling to such plan.

mployee's Signature: ___ Date:

afeteria plan as amended from time Lo time, in effect, shall be
applicable laws, shall take effect as a sealed instrument under applicable

‘\cccpleE{ and agreed lo by the Employer's Authorized Representalive.

3y: Dale:

‘Waiver of Participation
LL you decline
sonsideration, | have elected not to parlicipate in the
sash for the plan year.,

mployee's Signature: Dale:

participation: The benefils of the plan have been thoraughly explained to me and after carcful
“Premium Only Plan” and instead receive my full compensation in




