EMPLOYEE PAYROLL FORM

DATE:

NAME:
PLEASE PRINT

SOCIAL SECURITY #: BIRTH DATE

ADDRESS:

CITY: : STATE: vl

TELEPHONE #; MARITAL STATUS
CIRCLE ONE: HOME, CELL, OTHER

EMAIL ADDRESS:
IN CASE OF EMERGERENCY NOTIFY:

RELATIONSHIP TELEPHONE #
HOME, WORK, CELL, OTHER

SUPERVISOR’S SECTION
DATE OF EMPLOYMENT:

DEPARTMENT NAME: DEPARTMENT #:

SCHEDULED HOURS PER PAY PERIOD:

POSITION TITLE: PAY TYPE

ACCOUNT NUMBER TO BE PAID FROM:

STATUS: FULL TIME PERMANENT - 35 TO 40 HOURS WEEKLY

TEMPORARY — WORKING LESS THAN 1 YEAR, # MONTHS

PART TIME .

SEASONAL ELECTED OFFICAL

" FIREFIGHTER/EMT LONG TERM SUB

PAY FREQUENCY: GRADE STEP
(PLEASE PROVIDE AUTHORIZATION IF EMPLOYEE HIRED AT OTHER THAN STEP 1)
SALARY: HOURLY /WEEKLY RATE
ACCRUALS: VACATION SICK PERSONAL
SUPERVISOR’S SIGNATURE 44 s\e Hrod DATE

2/2014



Form W-4 (2016)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W-4 each year

and when your personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your exemption for 2016 expires
February 15, 2017. See Pub. 505, Tax Withholding
and Estimated Tax.

Note: If another person can claim you as a dependent
on his or her tax return, you cannot claim exemption
from withholding if your income exceeds $1,050 and
includes more than $350 of unearned income (for
example, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withhalding even if the employee is a
dependent, if the employee:

* |s age 65 or older,
® s blind, or

* Will claim adjustments to income; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do not appiy to supplemental wages
greater than $1,000,000

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

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

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

Tax credits. You can take projected tax credits into account
in figuring your allowable number of withholding allowances.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
income, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
warking spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be mast accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

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

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2016. See Pub, 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as legislation
enacted after we release it) will be posted at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1" for yourself if no one else can claim you as a dependent .
¢ You are single and have only one job; or

B Enter “1" if:

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

A

m

* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
G Enter “1" for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-” may help you avoid having too little tax withheld.)

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .
E Enter "1" if you will file as head of household on your tax return (see conditions under Head of household above)
F Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

Mmoo

(Note: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e If your total income will be less than $70,000 ($100,000 if married), enter “2” for each eligible child; then less “1" if you
have two to four eligible children or less “2" if you have five or more eligible children.
» If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1" for each eligble chid . . G
H Add lines A through G and enter total here. (Note: This may be different from the number of exemptions you claim on your tax return.) » H

e |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.

e |f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2
to avoid having too little tax withheld.

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

Form w-4

Department of the Treasury
Internal Revenue Service

Separate here and give Form W-4 to your employer. Keep the top part for your records, —-————————-coeeeeee

Employee's Withholding Allowance Certificate

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

OMB No. 1545-0074

2016

1 Your first name and middle initial Last name 2 Your social security number
Home address (number and street or rural route) 3 [ singe [ Marriec [ Married, but withhold at higher Single rate.
Note: If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
Gity or town, state, and ZIP code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P [_]
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck ; 6|%
7 I claim exemption from withholding for 2016, and | certify that | meet both of the foIIowang oondl’:lons for exemp‘uon :

e | ast year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write "Exempt” here .

> 7]

Under penalties of perjury, | declare that | have examined this cer‘tlfscate and to the best Df my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid unless you sign it.) »

Date »

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

9 Office code (optional) | 10 Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2016)



Form W-4 (2016) Page 2
Deductions and Adjustments Worksheet
Note: Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.
1 Enter an estimate of your 2016 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state
and local taxes, medical expenses in excess of 10% (7.5% if either you or your spouse was bomn before January 2, 1952) of your
income, and miscellaneous deductions. For 2016, you may have to reduce your itemized deductions if your income is over $311,300
and you are married filing jointly or are a qualifying widow(er); $285,350 if you are head of household; $259,400 if you are single and
not head of household or a qualifying widow(er); or $155,650 if you are married filing separately. See Pub. 505 for details . 1 $
$12,600 if married filing jointly or qualifying widow(er)
2 Enter: $9,300 if head of household 2 %
$6,300 if single or married filing separately
3  Subtract line 2 from line 1. If zero or less, enter “-0-" 3
4 Enter an estimate of your 2016 adjustments to income and any addltlonal standard deductlon (see Pub 505) 4 %
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to
Withholding Allowances for 2016 Form W-4 worksheet in Pub. 505.) . 5 %
6  Enter an estimate of your 2016 nonwage income (such as dividends or interest) 6 %
7  Subtract line 6 from line 5. If zero or less, enter “-0-" . 7 %
8 Divide the amount on line 7 by $4,050 and enter the result here. Drop any fractlon 8
9  Enter the number from the Personal Allowances Worksheet, line H, page 1 9
10 Add lines 8 and 9 and enter the total here. If you plan to use the Two- EarnerslMuItlpIe Jobs Wurksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10
Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note: Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2  Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3" 2
3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . 3
Note: If line 1 is less than line 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary to avoid a year-end tax bill.
4  Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5  Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6  Subtractline 5 from line 4 . 6
7 Find the amount in Table 2 below that applles to the H[GHEST paying ]Ob and enter it here 7 9%
8  Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed 8 3
9  Divide line 8 by the number of pay periods remaining in 2016. For example, divide by 25 if you are paid every two
weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2016. Enter
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck a $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enter on It wages from LOWEST | Enter on If wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above paying job are— line 2 above paying job are— line 7 above paying job are— line 7 above
$0 - $6,000 0 $0 - $9,000 0 $0 - $75,000 $610 $0 - $38,000 $610
6,001 - 14,000 1 9,001 - 17,000 1 75,001 - 135,000 1,010 38,001 - 85,000 1,010
14,001 - 25,000 2 17,001 - 26,000 2 135,001 - 205,000 1,130 85,001 - 185,000 1,130
25,001 - 27,000 3 26,001 - 34,000 3 205,001 - 360,000 1,340 185,001 - 400,000 1,340
27,001 - 35,000 4 34,001 - 44,000 4 360,001 - 405,000 1,420 400,001 and over 1,600
35,001 - 44,000 5 44,001 - 75,000 5 405,001 and over 1,600
44,001 - 55,000 6 75,001 - 85,000 6
55,001 - 65,000 7 85,001 - 110,000 7
65,001 - 75,000 8 110,001 - 125,000 8
75,001 - 80,000 ] 125,001 - 140,000 ]
80,001 - 100,000 10 140,001 and over 10
100,001 - 115,000 11
115,001 - 130,000 12
130,001 - 140,000 13
140,001 - 150,000 14
150,001 and over 15
Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this You are not required to provide the information requested on a form that is subject to the

farm 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 who claims no
withholding allowances; providing fraudulent information 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 retum

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

See the instructions for your income tax return.

laws, or to federal law enforcement and intelligence agencies to combat terrorism,

Paperwork Reduction Act unless the form displays a valid OMB cantrol number. Books or
recards 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 retumns and
return information are confidential, as required by Code section 6103.

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

If you have suggestions for making this form simpler, we would be happy to hear from you.



FORM

M-4
Print fult name
Print home address
Employee: HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS
Filg this form or Form W-4 with . aqn
your smplayar. Otherwige, - Your personal exemption. Write the figure “1." If you ara age 65 or over or will be before next year, write “2* |
Massachusalis Income Taxes . If manied and if exemplion for spouse is allowed, write the figure "4." It your spouse Is age B5 or over or will
wilt be wilhheld from your & i "
wages wilhoul exemptions. be before next year and if otherwise qualified, write “5.* See Instruction C................... e e wedevess
Employer: + Write the number of your qualified depencants. See INSIUGHAN D.............cooovrrviveenreiecseeseeenernanrs
Keap this certificate with your 4. Add the number of exemptions which you have claimed above and write the total, E.:I
hw',;m M' ,,.," Ed“ Adcitional withholding per pay period under agresment with employer §
excassive exemplions, the
A A. [ Gheck i you wili file as head of househoid on your fax returm,
of Revere shuid be &0 8. [ Gheck if you are biind. ©. T Gheck if spouse is biind and not subject to withholing.
" . Ol checkif you are a {ul-ime student engaged in seasanal, par-time or temparary employment whose estimated annual income
will not exceed $8,000. '
EMPLOYER: DO NOT withhold [f Box D Is checked.

{ certity that the number ot withholding exemptions claimed on this cerificate daes not exceed the number to which | am entitted.

THIS FORM MAY BE REPRODUCED

THE COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF REVENUE

A. Number. I you claim more than the correct number of exemptions, civi  C. Spouse. If your spouse is not working or if she or he is waorking but not
and eriminal penalties may be imposed. You may claim a smaller number of clalming the persanal exemption or the age 65 or over exemption, general-
exemptions. If you do not file a certificate, your employer must withhold on  ly you may claim those exemptions in fine 2. However, If you are planning ta

the basls of no exemptions.

flle separate annual tax retumns, you should not claim withholding exemp-
flons for your spouse or for any dependents that will not be claimed on your

If you expect to owe more Income tax then will be withheld, you may either
claim a smaller number of exemptions or enter into an agreement with your annual tax reium.

employer to have additional amounts withheld.
You shoukd ciaim the total number of exemptions to which you are entitled to

if claiming & wife or husband, write "4” In line 2. Using “4” ks the withholding
system adjusiment for the $4,400 exemption for a spouss.

prevent excessive overwithholding, unless you have a significant amount of  D. Dependent(s). You mey claim an exemption in line 3 for each individual

other incoms,

It you woric for more than one employer at the same time, you must
not claim any exemptions with employers other than your princlpal

employer.

If you are marded and If yo
claim a personal exernption.

ur spouse is subjsct to withholding, each may

who qualifies as a dependent under the Federal Income Tax Law. In addition,

if one or more of your dependents will be under age 12 at year end, add “1”
to your dependents total for line 3.

You are not allowed to cialm “federal withholding deductions and
adjustments” under the Massachusaetis withholding system.

It you have income not subject to withholding, you are urged to have
additional amounts withheld to cover your tax liabllity on such incoms.

B. Changes. You may file a new certficats at any time If the number of Ses line 5.
exemptions Increases. You must file a new cerlificate within 10 days if the
number of exsmptions previousty claimed by you decreases. For example,
if during the rlear your dependent son’s Income indicates that you will not

provide over

alf of his support for the year, you must file a new certificats.

IF THE ALLOWABLE MASSACHUSETTS WITHHOLDING EXEMPTIONS ARE THE SAME
ASYOU ARE CLAIMING FOR U.S. INCOME TAXES, COMPLETE U.S. FORM W-4 ONLY.




Instructions for Employment Eligibility Verification USCIS
Form I-9
Department of Homeland Security OMB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

Read all instructions carefully before completing this form.

Anti-Discrimination Notice. It is illegal to discriminate agrinst any work-authorized individual in hiring, discharge,
recruitment or referral for a fee, or in the employment eligibility verification (Form I-9 and E-Verify) process based on
that individual's citizenship status, immigration status or national origin. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented
has a future expiration date may also constitute illegal discrimination. For more information, call the Office of Special
Counsel for Immigration-Related Unfair Employment Practices (OSC) at 1-800-255-7688 (employees), 1-800-255-8155

(employers), or 1-800-237-2515 (TDD), or visit www.justice.gov/crt/about/osc.

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 I-9 to document verification of the identity and
employment authorization of each new employee (both citizen and noncitizen) hired after November 27, 2011. Employers
should have used Form [-9 CNMI between November 28, 2009 and November 27, 2011.

e tp e A A s

SIS AN T Je e o &3 Er b R

Employers are responsible for completing and retaining Form I-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.

Form I-9 is made up of three sections. Employers may be fined if the form is not complete. 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).

Newly hired employees must complete and sign Section 1 of Form I-9 no later than the first day of employment.
Section 1 should never be completed before the employee has accepted a job offer.

Provide the following information to complete Section 1:

Name: Provide your full legal last name, first name, and middle initial. 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. Your first
name is your given name. Your middle initial is the first letter of your second given name, or the first letter of your
middle name, if any.

Other names used; Provide all other names used, if any (including maiden name). If you have had no other legal
names, write "N/A."

Address: Provide the address where you currently live, including Street Number and Name, A partment Number (if
applicable), City, State, and Zip Code. Do not provide a post office box address (P.O. Box). Only border commuters
from Canada or Mexico may use an international address in this field.

Date of Birth: Provide your date of birth in the mm/dd/yyyy format. For example, January 23, 1950, should be
written as 01/23/1950. .

U.S. Social Security Number: Provide your 9-digit Social Security number. Providing your Social Security number
is voluntary. However, if your employer participates in E-Verify, you must provide your Social Security number,
E-mail Address and Telephone Number (Optional): You may provide your e-mail address and telephone

number. Department of Homeland Security (DHS) may contact you if DHS learns of a potential mismatch between
the information provided and the information in DHS or Social Security Administration (85A) records. You may write
"N/A" if you choose not to provide this information.

} EMPLOYERS MUST RETAIN COMPLETED FORM J-9
Form 1-9 Instructions  03/08/13 N -DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS Page 1 of 9



All employees must attest in Section 1, under penalty of perjury, to their citizenship or immigration status by checking
one of the following four boxes provided on the form:

1. A citizen of the United States

2. A noncitizen national of the United States: Noncitizen nationals of the United States are persons born in American
Samog, certain former citizens of the former Trust Territory of the Pacific Islands, and certain children of noncitizen
nationals born abroad.

3. A lawful permanent resident: A lawful permanent resident is any person 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. The term
"lawful permanent resident" includes conditional residents. If you check this box, write either your Alien Registration
Number (A-Number) or USCIS Number in the field next to your selection. At this time, the USCIS Number is the
same as the A-Number without the "A" prefix.

4. An alien authorized to work: If you are not a citizen or national of the United States or a lawful pemlanenturesident,
but are authorized to work in the United States, check this box.

If you check this box:

a. Record the date that your employment authorization expires, if any. Aliens whose employment authorization does
not expire, such as refugees, asylees, and certain citizens of the Federated States of Micronesia, the Republic of the
Marshall Islands, or Palau, may write "N/A" on this line.

b. Next, enter your Alien Registration Number (A-Number)/USCIS Number. At this time, the USCIS Number is the
same as your A-Number without the "A" prefix. If you have not received an A-Number/USCIS Number, record
your Admission Number. You can find your Admission Number on Form I-94, "Arrival-Departure Record," or as

" directed by USCIS or U.S. Customs and Border Protection (CBP).

(1) If you obtained your admission number from CBP in connection with your arrival in the United States, then
also record information about the foreign passport you used to enter the United States (number and country of
issuance). '

(2) If you obtained your admission number from USCIS within the United States, or you entered the United States
without a foreign passport, you must write "N/A" in the Foreign Passport Number and Country of Issuance
fields. '

Sign your name in the "Signature of Employee" block and record the date you completed and signed Section 1. By signing
and dating this form, you attest that the citizenship or immigration status you selected is correct and that you are aware
that you may be imprisoned and/or fined for making false statements or using false documentation when completing this
form. To fully compiete this form, you must present to your employer documentation that establishes your identity and
employment authorization. Choose which documents to present from the Lists of Acceptable Documents, found on the
last page of this form. You must present this documentation no later than the third day after beginning employment,
although you may present the required documentation before this date,

Preparer and/or Translator Certification

The Preparer and/or Translator Certification must be completed if the employee requires assistance to complete Section 1
(e.g., the employee needs the instructions or responses translated, someone other than the employee fills out the
information blocks, or someone with disabilities needs additional assistance). The employee must still sign Section 1.

Minors and Certain Employees with Disabilities (Special Placement)

Parents or legal guardians assisting minors (individuals under 18) and certain employees with disabilities should review
the guidelines in the Handbook for Employers: Instructions for Completing Form I-9 (M-274) on www.uscis.gov/
[-9Central before completing Section 1. These individuals have special procedures for establishing identity if they cannot
present an identity document for Form I-5. The special procedures include (1) the parent or legal guardian filling out
Section 1 and writing "minor under age 18" or "special placement," whichever applies, in the employee signature block;
and (2) the employer writing "minor under age 18" or "special placement™ under List B in Section 2.

Form 1-9 Instructions 03/08/13 N Page 2 of 9



Before completing Section 2, employers must ensure that Section 1 is completed properly and on time. Employers may
not ask an individual to complete Section 1 before he or she has accepted a job offer.

Employers or their 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, the employer must complete Section 2 by Thursday of that week. However, if an employer hires
an individual for less than 3 business days, Section 2 must be completed no later than the first day of employment. An
employer may complete Form I-9 before the first day of employment if the employer has offered the individual a job and
the individual has accepted.

Employers cannot specify which document(s) employees may present from the Lists of Acceptable Documents, found on
the last page of Form I-9, to establish identity and employment authorization. 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 contains documents that
show both identity and employment authorization. Some List A documents are combination documents. The employee
must present combination documents together to be considered a List A document. For example, a foreign passport and a
Form 1-94 containing an endorsement of the alien's nonimmigrant status must be presented together to be considered-a
List A document. List B contains documents that show identity only, and List C contains documents that show
employment authorization only. If an employee presents a List A document, he or she should not present a List B and List
C document, and vice versa. If an employer participates in E-Verify, the List B document must include a photograph.

In the field below the Section 2 introduction, employers must enter the last name, first name and middle initial, if any, that
the employee entered in Section 1. This will help to identify the pages of the form should they get separated.

Employers or their authorized representative must:

1. Physically examine each original document the employee presents to determine if it reasonably appears to be genuine
and to relate to the person presenting it. The person who examines the documents must be the same person who signs
Section 2. The examiner of the documents and the employee must both be physically present during the examination
of the employee's documents.

2. Record the document title shown on the Lists of Acceptable Documents, issuing authority, document number and
expiration date (if any) from the original document(s) the employee presents. You may write "N/A" in any unused
fields.

If the empioyee is a student or exchange visitor who presented a foreign passport with a Form 1-94, the employer

should also enter in Section 2:

a. The student's Form [-20 or DS-2019 number (Student and Exchange Visitor Information System-SEVIS Number);
and the program end date from Form I-20 or DS-2019.

3. Under Certification, enter the employee's first day of employment. Temporary staffing agencies may enter the first day
the employee was placed in a job pool. Recruiters and recruiters for a fee do not enter the employee's first day of
employment. :

4. Provide the name and title of the person completing Section 2 in the Signature of Employer or Authorized
Representative field.

5. Sign and date the attestation on the date Section 2 is completed.

6. Record the employer's business name and address.

7. Return the employee's documentation.

Employers may, but are not required to, photocopy the document(s) presented. If photocopies are made, they should be
made for ALL new hires or reverifications. Photocopies must be retained and presented with Form I-9 in case of an
inspection by DHS or other federal government agency. Employers must always complete Section 2 even if they
photocopy an employee's document(s). Making photocopies of an employee's document(s) cannot take the place of
completing Form I-9. Employers are still responsible for completing and retaining Form I-9.

Form I-9 Instructions 03/08/13 N Page 3 of 9



Unexpired Documents

Generally, only unexpired, original documentation is acceptable. The only exception is that an employee may present a

certified copy of a birth certificate. Additionally, in some instances, a document that appears to be expired may be

acceptable if the expiration date shown on the face of the document has been extended, such as for individuals with
temporary protected status. Refer to the Handbook for Employers: Instructions for Completing Form I-9 (M-274) or 1-9

Central (www.uscis.gov/[-9Central) for examples.

Receipts

If an employee is unable to present a required document (or documents), the employee can present an acceptable receipt in
lieu of a document from the Lists of Acceptable Documents on the last page of this form. Receipts showing that a person
has applied for an initial grant of employment authorization, or for renewal of employment authorization, are not
acceptable, Employers cannot accept receipts if employment will last less than 3 days Receipts are acceptable when
completing Form I-9 for a new hire or when reverification is required.

Employees must present receipts within 3 business days of their first day of employment, or in the case of reverification,
by the date that reverification is required, and must present valid replacement documents within the time frames described
below.

There are three types of acceptable receipts:

1. A receipt showing that the employee has applied to replace a document that was lost, stolen or damaged. The
employee must present the actual document within 90 days from the date of hire.

2. The arrjval portion of Form 1-94/I-94A with a temporary I-551 stamp and a photograph of the individual. The
employee must present the actual Permanent Resident Card (Form 1-551) by the expiration date of the temporary
1-551 stamp, or, if there is no expiration date, within 1 year from the date of issue.

3. The departure portion of Form I-94/I-94A with a refugee admission stamp. The employee 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.

When the employee provides an acceptable receipt, the employer should:

1. Record the document title in Section 2 under the sections titled List A, List B, or List C, as applicable.

2. Write the word "receipt” and its document number in the "Document Number" field. Record the last day that the
receipt is valid in the "Expiration Date" field.

By the end of the receipt validity period, the employer should:

1. Cross out the word "receipt" and any accompanying document number and expiration date.

2. Record the number and other required document information from the actual document presented.
3. Initial and date the change.

See the Handbook for Employers: Instructions for Completing Form I-9 (M-274) at www.uscis,gov/[-9Central for more
information on receipts.

Employers or their authorized representatives should complete Section 3 when reverifying that an employee is authorized
to work. When rehiring an employee within 3 years of the date Form I-9 was originally completed, employers have the
option to complete a new Form I-9 or complete Section 3. When completing Section 3 in either a reverification or rehire
situation, if the employee's name has changed, record the pame change in Block A.

For employees who provide an employment authorization expiration date in Section 1, employers must reverify
employment authorization on or before the date provided.
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Some employees may write "N/A" in the space provided for the expiration date in Section 1 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 chose to
present evidence of employment authorization in Section 2 that contains an expiration date and requires reverification,
such as Form I-766, Employment Authorization Document.

Reverification applies if evidence of employment authorization (List A or List C document) presented in Section 2
expires. However, employers should not reverify:

1. U.S. citizens and noncitizen nationals; or _

2. Lawful permanent residents who presented a Permanent Resident Card (Form 1-551) for Section 2.

Reverification does not apply to List B documents.
If both Section 1 and Section 2 indicate expiration dates triggering the reverification requirement, the employer should
reverify by the earlier date.

For reverification, an employee must present unexpired documentation from either List A or List C showing he or she is
still authorized to work. Employers CANNOT require the employee to present a particular document from List A or List
C. The employee may choose which document fo present.

To complete Section 3, employers should follow these instructions:
1. Complete Block A if an employee's name has changed at the time you complete Section 3.

2. Complete Block B with the date of rehire if you rehire an employee within 3 years of the date this form was originally
completed, and the employee is still authorized to be employed on the same basis as previously indicated on this form.
Also complete the "Signature of Employer or Authorized Representative" block.

3. Complete Block C if!

a. The employment authorization or employment authorization document of a current employee is about to expire and
requires reverification; or

b. You rehire an employee within 3 years of the date this form was originally completed and his or her employment
authorization or employment authorization document has expired. (Complete Block B for this employee as well.)

To complete Block C:

a. Examine either a List A or List C document the employee presents that shows that the employee is currently
authorized to work in the United States; and

b. Record the document title, document number, and expiration date (if any).

4. After completing block A, B or C, complete the "Signature of Employer or Authorized Representative” block,
including the date.

For reverification purposes, employers may either complete Section 3 of a new Form I-9 or Section 3 of the previously
completed Form I-9. Any new pages of Form -9 completed during reverification must be attached to the employee's
original Form I-9. If you choose to complete Section 3 of a new Form I-9, you may attach just the page containing
Section 3, with the employee's name entered at the top of the page, to the employee's original Form I-9. If there is a
more current version of Form I-9 at the time of reverification, you must complete Section 3 of that version of the form.

There is no fee for comple'ung Form 1-9. This form is not filed W1th 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.

For more detailed mformatlon about complenng Form I-9 employers and emp]oyees should refer to the Handbaak for
Employers: Instructions for Completing Form 1-9 (M-274).
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You can also obtain information about Form I-9 from the USCIS Web site at www.uscis.gov/I-9Central, by e-mailing
USCIS at I-9Central@dhs.gov, or by calling 1-888-464-4218. For TDD (hearing impaired), call 1-877-875-6028.

To obtain USCIS forms or the Handbook for Employers, you can download them from the USCIS Web site at www.uscis,
gov/forms. 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. For TDD (hearing
impaired), call 1-800-767-1833.

Information about E-Verify, a free and voluntary program that allows participating employers to electronically verify the
employment eligibility of their newly hired employees, can be obtained from the USCIS Web site at www.dhs.gov/E-
Verify, by e-mailing USCIS at E-Verify@dhs.gov or by calling 1-888-464-4218. For TDD (hearing impaired), call
1-877-875-6028.

Employees with questions about Form 1-9 and/or E-Verify can reach the USCIS employee hotline by calling
1-888-897-7781. For TDD (hearing impaired), call 1-877-875-6028.

A blank Form I-9 may be reproduced, provided all sides are copied. The instructions and Lists of Acceptable Documents
must be available to all employees completing this form. Employers must retain each employee's completed Form I-9 for
as long as the individual works for the employer. Employers are required to retain the pages of the form on which the
employee and employer enter data. If copies of documentation presented by the employee are made, those copies must
also be kept with the form. Once the individual's employment ends, the employer must retain this form for either 3 years
after the date of hire or 1 year after the date employment ended, whichever is later.

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

AUTHORITIES The authority for collectmg this mformatmn 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 arid 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: Submission of the information required in this form is voluntary. However, failure of the employer to
ensure proper completion of this form for each employee may result in the imposition of civil 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 will keep this form and make it available for inspection by
authorized officials of the Department of Homeland Security, Department of Labor, and Office of Special Counsel for
Immigration-Related Unfair Employment Practices.

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 control number. The public reporting burden for this collection of
information is estimated at 35 minutes per response, 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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Employment Eligibility Verification USCIS

F I-
Department of Homeland Security OMB ;:‘;6159_ 0047

U.S. Citizenship and Immigration Services Expires 03/31/2016

P-START HERE. Read Instructlons carefully before completing this form. The instructions must be avallable during completion of this form.
ANTI-DISCRIMINATION NOTICE: Itis illegal tc discriminate against work-authorized individuals. Employers CANNOT specify which

docurnent(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

et

Middle initial | Other Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town -| State Zlp Code

Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address Telephone Number

I 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.

! attest, under penally of perjury, that | am (check one of the foltowing):
[] A citizen of the United States
] A noncitizen national of the United States (Ses instructions)

[C] A lawful permanent resident (Alien Registration Number/USCIS Number):

] An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy) . Some allens may write "N/A" in this field. *
(See instructions)

For aliens authorized to work, provids your Alien Registration Number/USCIS Number OR Form i-94 Admission Number

1. Alien Registration Number/USCIS Number:
OR 3-D Barcode
Do Not Write in This Space

2. Form -84 Admission Number:

-If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: Date (mm/dd/yyyy):

| attest, under penaity of perjury, that | have assisted In the completion of this form and that to the best of my knowledge the
information Is true and correct. ’

CH

Signature of Preparer or Translator: ’ ’ Date (mm/dd/yyyy):

Last Name (Family Name) First Name (Given Name)
Address (Straet Number and Name) City or Town State Zip Code

Form1-9 03/08/13 N * Page 7of9



Employes Last Name, First Name and Middle Initial from Section 1:

List A OR List B AND List C
Identity and Employment Authorization Identity Employment Authorization
[Document Title: IF Document Title: Document Title:

Issuing Authority: | i Issuing Authority: Issuing Authority:

Document Number: { Document Number: Document Number:

Expiration Date (if any)(mm/ddfyyyy). Explration Date {if any)(mm/dd/yyyy): Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/ddiyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

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

Certification
I attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-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 Date (mm/dd/yyyy) Title of Employer or Authorized Representative
Last Name (Family Name) First Name {Givan. Name) Employer's Business or Organization Name
Employer's Business o.r Organization Address (Street Number and Name) |City or Town State Zip Code

e
E? HOO:

bl e 2 SN B
A. New Name (If applicable) Last Name (Family Name) First Nameé (Given Name) Middle

) (mm/ddryyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.
Document Title: Document Number: Expiration Date (if any)(mm/ddiyyyy).

| 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: Date (mm/ddryyyy): Print Name of Employer or Authorized Representative:
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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.

LISTC

Documents that Establish
Employment Authorization

A Social Security Account Number
card, unless the card includes one of
the following restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

Certification of Birth Abroad issued
by the Department of State (Form
F3-545)

Certification of Report of Birth
issued by the Department of State
(Form DS-1350)

Qriginal or certified copy of birth
certificate issued by a State,
county, municipal autharity, or
territory of the United States
bearing an official seal

Native American tribal document

U.S. Citizen ID Card (Form I-187)

Identification Card for Use of
Resident Citizen in the United
States (Form I-179) .

LIST A LISTB
* Documents that Establish Documents that Establish
Both Identity and Identity
Employment Authorization AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issuedbya | 1.
2. Permanent Resident Card or Alien o 3:%:2;;?:&2n?_c'%?j::sﬂs::";gi:;ea
istrati it Card (Form 1-551) [ P :
Registration Receipt Ca i photograph or information such as
g name, date of birth, gender, height, eye
3. Foreign passport that contains a color, and address
temporary 1-551 stamp or temporary
I-551 printed notation on a machine- . |D card issued by federal, state or local
readable immigrant visa government agencies or entities,
provided it contains a photograph or
4. Employment Authorization Document information such as name, dats of birth, | 2-
lhaat Bc:untains a photograph (Form | gender, height, eye color, and address
|-766) :
3. School ID card with a photograph 3
‘ 5. For a nonimmigrant alien authorized 7 .
i to work for a specific employer 4. Voter's registration card
f because of his or her status:
| . U.S. Military card or draft record
; a. Foreign passpart; and - - 4.
! b. Form 1-94 or Form 1-84A that has - Military dependent's ID card
| the following: . i 7. U.S. Coast Guard Merchant Mariner
! {1) The same name as the passport;} Card
e . B 6. Native American tribal document 5
(2) An endorsement of the alien’s - - - — .
nonimmigrant status as long as . Driver's license |sst_.|ed by a Canadian 6.
that period of endorsement has government authority
not yet expired and the i j A 7.
proposed employment is not in | For persons uljlder age 18 who are
conflict with any restrictions or | unable to present a document
limitations identified on the form. | listed above:
‘ 8.
6. Passport from the Federated States of S -
Micronesia (FSM) or the Republic ot [Jill 10: _ Scheol record or report card
the Marshall islands (RMI) with Form 11. Clinic, doctor, or hospital record
1-84 or Form 1-94A indicating
nonimmigrant admission under the ~ [gll 12. Day-care or nursery school record
Compact of Free Association Between [
the United States and the FSM or RMI {88

Employment authorization
document issued by the
Department of Homeland Security |

lllustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review
and Verification,” for more information about acceptable receipts.
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory OBRA 98966-02

Participant Information

Last Name First Name M1 Social Security Number
Address - Number & Street E-Mail Address
‘ | Q Married Q Unmarried Q Female Q Male
City State Zip Code
Mc Day Year Mo Day Year
C__ C || ||
Home Phone Work Phone Date of Birth Date of Hire
Do you have a retirement savings account with a previous
employer or an IRA? 0 Yesord No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Statement Delivery - Participant quarterly statements are sent regular mail via the U.S. Postal Service. If you prefer an
environmentally friendly alternative, please visit www,mass-smart.com for fast and easy enrollment in our Online File Cabinet service.

Payroll Information

To be completed by
Representative:

Division Name Division Number

Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.

I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT
INVESTMENT OPTION NAME OPTION CODE
(Internal Use Only)
The meome Find sovmanssnanannmnsnnnrnmmnnmnnintiananNMEEING Gt iiiemsmmsnssmsssimnsssson 100%

Form 1 GWRS FENRAP 3121.11/17/12 Page 1 of 2 ADMIN FORMAT

RS [



Last Name First Name MI Social Security Number

Plan Beneficiary Designation

This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of the
Plan Document or applicable state law.

You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.

Primary Beneficiary

100.00%
% of Account Balance Sacial Security Number Primary Beneficiary Name Relationship Date of Birth
Contingent Beneficiary

100.00%
% of Account Balance Social Security Number Contingent Beneficiary Name Relationship Date of Birth

Participation Agreement

Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer’s Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator/Trustee to determine when and/or
under what circumstances I am eligible to receive distributions or make transfers.

Compliance With Plan Document and/or the Code - Participation in this Plan is mandatory. A deduction will be taken from your
wages and invested on your behalf based on your employer’s Plan Document. I agree that my employer or Plan Administrator/Trustee
may take any action that may be necessary to ensure that my participation in the Plan is in compliance with any applicable requirement
of the Plan Document and/or the Code. I understand that the maximum annual limit on contributions is determined under the Plan
Document and/or the Code. I understand that it is my responsibility to monitor my total annual contributions to ensure that 1 do not
excced the amount permitted. If I exceed the contribution limit, I assume sole liability for any tax, penalty, or costs that may be incurred.

Incomplete Forms - I understand that in the event my Participant Enrollment form is incomplete or is not received by Service Provider
at the address below prior to the receipt of any deposits, 1 specifically consent to Service Provider retaining all monies received and
allocating them to the default investment option.

Account Corrections - I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or
errors. Corrections will be made only for errors which I communicate within 90 calendar days of the last calendar quarter. After this 90
days, account information shall be deemed accurate and acceptable to me. If 1 notify Service Provider of an error after this 90 days, the
correction will only be processed from the date of notification forward and not on a retroactive basis.

Signature(s) and Consent

I have completed, understand and agree to all pages of this Participant Enrollment form. I understand that Service Provider is required to
comply with the regulations and requirements of the Office of Foreign Assets Control, Department of the Treasury ("OFAC"). As a
result, Service Provider cannot conduct business with persons in a blocked country or any person designated by OFAC as a specially
designated national or blocked person. For more information, please access the OFAC Web site at:
http://www.treasury.gov/about/organizational-structure/offices/Pages/Office-of-Foreign-Assets-Control.aspx.

Deferral agreements must be entered into prior to the first day of the month that the deferral will be made. 1 verify that this enrollment
was unsolicited. I did not meet with a representative on a one-on-one basis regarding investment options.

Participant Signature Date

Participant forward to Service Provider at:
Great-West Retirement Services

P.O. Box 173764

Denver, CO 80217-3764

Phone #: 1-877-457-1900

Fax #: 1-866-745-5766

Web site: www.mass-smart.com

Great-West Financial®™ refers to products and services provided by Great-West Life & Annuity Insurance Company; Great-West Life & Annuity
Insurance Company of New York, White Plains, New York; their subsidiaries and affiliates. Great-West Retirement Services® refers to products and
services pravided by Great-West Life & Annuity Insurance Company, FASCore, LLC (FASCore Administrators, LLC in California), Great-West Life &
Annuity Insurance Company of New York, White Plains, New York, and their subsidiaries and affiliates. Great-West Life & Annuity Insurance Company
is not licensed to conduct business in New York, Insurance products and related services are sold in New York by its subsidiary, Great-West Life &
Annuity Insurance Company of New York. Other products and services may be sold in New York by FASCecre, LLC.

Form 1 GWRS FENRAP 3121 ,11/17/12 Page 2 of 2 ADMIN FORMAT
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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=$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.

I 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)
Destrov 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 later in a
job not covered under Saocial 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.rqct.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)



AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT

EMPLOYEE NAME (PRINT)

BANK NAME

BANK ADDRESS

ACCOUNT TYPE: CHECKING SAVING
ROUTING NUMBER

ACCOUNT NUMBER

PRIMARY DEPOSIT SECONDARY DEPOSIT
AMOUNT

EMAIL ADDRESS

I hereby authorize the Town of Holliston to deposit my net pay, or my
secondary deposit, at the financial institution named above. I understand that
the Town of Holliston may cause my account to be adjusted to the extent
necessary to correct any over-deposits, and I agree to hold the above named
financial institution harmless for any erroneous deposits or adjustments not
caused by the financial institution.

It is understood that this agreement may be terminated by me at any time with
written notification to the Town of Holliston. Any such notification to the
Town shall be effective only with respect to entries initiated by the Town after
receipt of such notification and reasonable opportunity to act on it. Any such
notification to the Bank by the employee is unacceptable. The Bank may
terminate this agreement by written notice to the employee for just cause.

EMPLOYEE SIGNATURE DATE

PLEASE PROVIDE A VOIDED CHECK WHEN YOU
SUBMIT THIS FORM

12/2013



MEDICAL FORM

Name: Date of Birth:
Last First Middle
Home Address: Age: Sex. M F
Telephone: School:
Mothers Name: Work Telephone:
Fathers Name: Work Telephone:
Health Plan/HMO: Policy or Group #

\ In an Emergency Notify (other than parents):

Name:
Address:
Phone (__ ) Relationship:
| Allergies and Other Medical Conditions
Medications Foods
Bee/Insect Stings Other Has EpiPen Y N

Medical Problems

| Medications Taken On A Regular or As Needed Basis:
Medication: Dosage:
Route of Administration: Frequency:

Side Effects/Special Precautions:

Please complete both sides of this form



MEDICAL FORM

MEDICATION ADMINISTRATION (Does not apply to Epi-pens or inhalers)

Parents who want their minor child to self-administer a prescription must submit a written request specifying the following:

*The medication is necessary to the employee's health and must be taken during working hours;

*Neither parent is available during working hours to administer the medication;

*The employee is physically and mentally capable of assuming the responsibility; and

*The employee has been adequately instructed in self-administration of the medication at home.
The Program Director will determine whether or not the Department will comply with the parent’s request. Self-
administered medication will be kept in a specified location, in accordance with the requirements of 105 CMR 430.000.
The Director has sole discretion in determining whether employees are permitted to carry medication on their person, if
parents provide a release relieving the Department of all responsibility.

WAIVER
This is a release of liability — Read Before Signing

This Agreement is intended to be as broad and inclusive as is permitted by law. If any provision or any part of any
provision of this Agreement is held to be invalid or legally unenforceable for any reason, the remainder of this Agreement
shall not be affected thereby and shall remain valid and fully enforceable.

To the fullest extent allowed by law, | agree to WAIVE, DISCHARGE CLAIMS, AND RELEASE FROM LIABILITY the
Town of Holliston, its officers, directors, employees, agents, and leaders from any and all liability on account of, or in any
way resulting from Injuries and Damages, even if caused by negligence of the sponsoring Department, its officers,
directors, employees, agents, and leaders, in any way connected with the self-administration of medication by my minor
child. | further agree to HOLD HARMLESS the Town of Holliston, its officers, directors, employees, agents, and leaders
from any claims, damages, injuries or losses caused by my request that my child be allowed to self-administer his/her own
medication while an employee of the Town of Holliston. | understand and intend that this assumption of risk and release
is binding upon my heirs, executors, administrators, and assigns.

| have read this document in its entirety and | freely and voluntarily assume all risks of such Injuries and Damages and
notwithstanding such risks, | request that my minor child , be allowed to self-administer medication
(which has been prescribed by a physician) while employed by the Town of Holliston.

Name (Please print)

Parent/Guardian Date:

In Case of a Medical Emergency for Staff under 18 years of age:

| understand every effort will be made to contact parents/guardians of staff less than 18 years of age. In the event that |
can not be reached, | hereby grant permission to the attending physician and staff to administer anesthesia, medical, x-
ray and surgical procedures as may be deemed necessary or advisable.

Parent/Guardian Date:

This form must be returned to the Program Director before your child’s first day of work.




NOTICE TO EMPLOYEES

Employer: Town of Holliston
703 Washington St. PO
Holliston MA 01746

EAN: 78301390

The above-named employer has been approved by the Massachusetts Department of
Unemployment Assistance for certification as a seasonal employer. This applies only to the
category of employees listed on the Notice of Seasonal Determination dated 1/28/2016 .

If you are a seasonal employee, seasonal wages cannot be used to establish an
Unemployment Insurance benefit claim, except under certain conditions. A seasonal

employee is one who is hired to work for a specific time period totaling less than 20 weeks in a
calendar year.

If you were hired as a seasonal employee, you must be notified in writin
before beginning your seascnal employment.

g by your employer

' Employee Signature

- Town of Holliston provided me with a copy of the Seasonal Determination
from the Department of Unemployment Assistance dated ~ 1/28/2016 | ynderstand that | am a seasonal

employee and that wages from this occupation cannot be used to establish an Unemployment Insurance benefit
claim, except under certain conditions.

Employee Name:

(PRINT)

Employee Signature: Date:

Employer Signature

| have pravided the above-referenced employee with a copy of the Seasonal Determination from the Department
+ of Unemployment Assistance dated 1/28/2018 .The employee understands that he/she is a seasonal

employee and that wages from this occupation cannot be used to establish an Unemployment Insurance benefit
‘ claim, except under certain conditions.

; Kristen Hedrick
Name of Employer Representative: . (PRINT)

3/21/2016

[

Date:

H , o Ll ATl 4 B
Employer Rep. Signature: "/ M@ itan A0

Commonwealth of Massachusetts

Form 1876 Rev 03/08



MISCELLENEOUS ACKNOWLEGEMENT FORM

Information regarding the following acknowledgments can be found on the Town of
Holliston’s website at http://www.townofholliston.us/employment-personnel and click
on the appropriate link.

It is your responsibility to read, download and/or print the following for your records.

[ acknowledge the receipt of the Town of Holliston Personnel By-Laws and
Administrative Orders. Click on Consolidated Personnel By-law.

This includes the Sexual Harassment, Drug Free Workplace, Small Necessities
and Family Medical Leave policies.

I acknowledge my responsibility to read and become familiar with the by-laws
and other applicable policies in the By-Laws.

I acknowledge the receipt of information pertaining to the Conflict of Interest
Law requirements. Click on Mandatory Employee Notices.

I also acknowledge my responsibility to complete the online registration for the
Contflict of Interest online training.

[ acknowledge that my employer the, Town of Holliston, participates in E-Verify.
Click on E-Verify

I acknowledge the receipt of information pertaining to deferred compensation
plans and tax sheltered annuities. Click on Benefits

I acknowledge the receipt of my Cobra Continuation Coverage Rights
Click on Mandatory Employee Notices.

I acknowledge receipt of the Availability of Summary Health Information.
Click on Mandatory Employee Notices.

I acknowledge receipt of New Health Insurance Marketplace Coverage Options
And Your Health Coverage. Click on Mandatory Employee Notices.

I acknowledge receipt of Overview of Health Insurance Marketplace specific to
Massachusetts. Click on Mandatory Employee Notices.

I acknowledge receipt of the HIPAA Notice. Click on Mandatory Employee
Notices.

SIGNATURE NAME (PRINT) DATE

Revised 9/11/2013



