o W=4

(Rev. December 2020)

Department of the Treasury

Internal Revenue Service

Employee’s Withholding Certificate OMB 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
» 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 » Does your name match the
Personal name on your social security
Information card? If not, to ensure you get

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

SSA at 800-772-1213 or go to
WWW.ssa.gov.

(c)

|:| Single or Married filing separately
|:| Married filing jointly or Qualifying widow(er)
|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying 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 accurate 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 be withheld . . . . . » []

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 dependents by $500 . . . . » §
Add the amounts above and enter the totalhere . . . . . . . . . . . . . 3 ($
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
include interest, dividends, and retirementincome . . . . . . . . . . . . |4@)|$
Other
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 . . . . . . . . . . . . . . . . . . . .. |40)|%
(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 you 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)
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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
concerns 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/WA4App 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(c). 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.

Multiple jobs. Complete Steps 3 through 4(b) on only
A one Form W-4. Withholding will be most accurate if
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 your
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.

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

If you choose the option in 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 line 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

2c 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 enter that value on line 2a .

2a $

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

on line 2b

2b $

¢ Add the amounts from lines 2a and 2b and enter the result online2c . . . . . . . . . . 2c $

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.

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

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

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 . . . . 4 $

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of FormW-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 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 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 file 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.
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Married Filing Jointly or Qualifying Widow(er)
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 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $190 |  $850 $890 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,100 | $1,870 | $1,870
$10,000 - 19,999 190 | 1,190 | 1,890 | 2,000 | 2220 | 2220 | 2,220 | 2,220 | 2,300 | 3300 | 4,070 | 4,070
$20,000 - 29,999 850 | 1,890 | 2,750 | 2,950 | 3,080 | 3080 | 3080 | 3160 | 4,160 | 5160 | 5930 | 5,930
$30,000 - 39,999 890 | 2,090 | 2950 | 3150 | 3280 | 3280 | 3360 | 4360 | 5360 | 6360 | 7,130 | 7,130
$40,000- 49,999 1,020 | 2,220 | 3,080 | 3280 | 3410 | 3490 | 4,490 | 5490 | 6,490 | 7,490 | 8260 | 8260
$50,000- 59,999 1,020 | 2,220 | 3,080 | 3280 | 3490 | 4490 | 5490 | 6,490 | 7,490 | 8490 | 9,260 | 9,260
$60,000- 69,999 1,020 | 2220 | 3080 | 3360 | 4490 | 5490 | 649 | 7,490 | 8490 | 9,490 | 10,260 | 10,260
$70,000- 79,999 1,020 | 2220 | 3160 | 4,360 | 5490 | 6490 | 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 - 149,999| 1,870 | 4,070 | 5930 | 7,130 | 8260 | 9,320 | 10,520 | 11,720 | 12,920 | 14,120 | 15,090 | 15,290
$150,000 - 239,999 2,040 | 4,440 | 6,500 | 7,900 | 9,230 | 10,430 | 11,630 | 12,830 | 14,030 | 15230 | 16,190 | 16,400
$240,000 - 259,999 2,040 | 4,440 | 6,500 | 7,900 | 9,230 | 10,430 | 11,630 | 12,830 | 14,030 | 15270 | 17,040 | 18,040
$260,000 - 279,999 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 - 319,999 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 - 364,999 2,720 | 5920 | 8780 | 10,980 | 13,110 | 15110 | 17,110 | 19,110 | 21,190 | 23,490 | 25560 | 26,860
$365,000 - 524,999 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 and over | 3,140 | 6,840 | 10,200 | 12,900 | 15530 | 18,030 | 20,530 | 23,030 | 25530 | 28,030 | 30,300 | 31,800
Single or Married Filing Separately
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 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999  $440 $940 | $1,020 | $1,020 | $1,410 | $1,870 | $1,870 | $1,870 | $1,870 | $2,030 | $2,040 | $2,040
$10,000 - 19,999 940 | 1,540 | 1,620 | 2,020 | 3,020 | 3470 | 3,470 | 3,470 | 3,640 | 3,840 | 3,840 | 3,840
$20,000 - 29,999 1,020 | 1,620 | 2,100 | 3,100 | 4,100 | 4550 | 4550 | 4720 | 4920 | 5120 | 5120 | 5,120
$30,000- 39,999 1,020 | 2020 | 3100 | 4,100 | 57100 | 5550 | 5720 | 5920 | 6,120 | 6320 | 6320 | 6,320
$40,000- 59,999 1,870 | 3,470 | 4550 | 5550 | 6,690 | 7,340 | 7,540 | 7,740 | 7,940 | 8140 | 8150 | 8,150
$60,000- 79,999 1,870 | 3,470 | 4690 | 5890 | 7,090 | 7,740 | 7,940 | 87140 | 8340 | 8540 | 9,190 | 9,990
$80,000- 99,999 2,000 | 3810 | 5000 | 6290 | 7490 | 8140 | 8340 | 8540 | 9,390 | 10,390 | 11,190 | 11,990
$100,000 - 124,999 2,040 | 3,840 | 5120 | 6,320 | 7,520 | 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 | 4830 | 6,910 | 8910 | 10910 | 12,600 | 13,900 | 15200 | 16,500 | 17,800 | 18,910 | 20,010
$175,000 - 199,999| 2,720 | 5320 | 7,490 | 9,790 | 12,090 | 13,850 | 15,150 | 16,450 | 17,750 | 19,050 | 20,150 | 21,250
$200,000 - 249,999 2,970 | 5880 | 8260 | 10,560 | 12,860 | 14,620 | 15920 | 17,220 | 18,520 | 19,820 | 20,930 | 22,030
$250,000 - 399,999| 2,970 | 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 and over | 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 | 19,999 | 29,999 | 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 | 3620 | 4,070 | 4110 | 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 | 680 | 7030 | 7,160 | 7,160
$40,000 - 59,999 1,020 | 2470 | 3700 | 4,790 | 5800 | 7,000 | 8200 | 8850 | 9050 | 9250 | 9,380 | 9,380
$60,000 - 79,999 1,870 | 4,070 | 5310 | 6600 | 7,800 | 9,000 | 10,200 | 10,850 | 11,050 | 11,250 | 11,520 | 12,320
$80,000- 99,999 1,880 | 4280 | 5710 | 7,000 | 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 | 85360 | 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 | 15590 | 17,340 | 18,640 | 19,940 | 21,170 | 22,270
$175,000 - 199,999 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 - 249,999 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 - 349,999| 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 - 449,999| 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 and over | 3,140 | 6,840 | 9,570 | 12,160 | 14,660 | 17,160 | 19,660 | 21,610 | 23,110 | 24,610 | 26,050 | 27,350




Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

. . S . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 10/31/2022

JND S,

» 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 later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial 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 Number

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

[ ] 1. Acitizen of the United States

|:| 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

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

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: Do ﬁzﬁ\ﬁi]f ?ﬁ:'so g;ace
An Alien Registration Number/USCIS Number OR Form 1-94 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):
|:| | did not use a preparer or translator. |:| A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(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 State ZIP Code

@ Employer Completes Next Page @

Form I-9 10/21/2019 Page 1 of 3



Employment Eligibility Verification USCIS
Form I-9

OMB No. 1615-0047
Expires 10/31/2022

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

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 from List B and one document from List C as listed on the "Lists
of Acceptable Documents.")

. Last Name (Family Name) First Name (Given Name) M.I. | Citizenship/Immigration Status
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/dd/yyyy)

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

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

Document Title

QR Code - Sections 2 & 3

Additional Information Do Not Write In This Space

Issuing Authority

Document Number

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 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 Today's Date (mm/dd/yyyy) 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)
Last Name (Family Name)

B. Date of Rehire (if applicable)
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 establishes
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/dd/yyyy) Name of Employer or Authorized Representative

Form I-9 10/21/2019 Page 2 of 3



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.

LIST A LIST B LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a 1. A Social Security Account Number
State or outlying possession of the card, unless the card includes one of

2. Permanent Resident Card or Alien

Registration Receipt Card (Form I-551) United States prowded.lt contains a the following restrictions:
photograph or |pformat|on 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
:;585(11ag|r|enitrerz](:nri10rt:rt1lto\r/1iso: a machine- 2. ID card |ssuted by ffaderal, stglte or local (3) VALID FOR WORK ONLY WITH
9 government agencies or en ities, DHS AUTHORIZATION
— provided it contains a photograph or
4. Employment Authorization Document information such as name, date of birth, 2. Certification of report of birth issued
that contains a photograph (Form gender, height, eye color, and address by the Department of State (Forms
1-766) DS-1350, FS-545, FS-240)
3. School ID card with a photograph — — -
5. For a nonimmigrant alien authorized 3. 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: 5. US. Mit o draft " county, municipal authority, or
. U.S. Military card or draft recor ; i
. Foreig passpor; and : rrony of e Ut Stts
b. Form 1-94 or Form |-94A that has 6. Military dependent's ID card
the following: 7. U.S. Coast Guard Merchant Mariner 4. Native American tribal document
(1) The same name as the passpor; Card 5. U.S. Citizen ID Card (Form I-197)
an . . -
(2) An endorsement of the alien's 8. Native American tribal document 6. 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 1-179)
not yet expired and the —
proposed employment is not in For persons under age 18 who are | 7- 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 10. School record or report card

of the Marshall Islands (RMI) with 11. Clinic, doctor, or hospital record
Form 1-94 or Form [-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 the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form I-9 10/21/2019 Page 3 of 3



Authorization for Direct Deposit - Employee Form

ThisauthoﬁmssagleConswcﬁon,LLC(ﬂze“Companr)mmdmdhenﬁes(md
appropriate debit and adjustment entries), electronically or by any other commercially
WWMW(ON)WWMWMWNNMWI(W)
identify mmm(w“mmmmmmmmmmmmmm
Account to post all such entries.

Employee Account
Account Type (check one): O Checking O Savings

Employee Bank Name

Bank Roufing # (ABA#) Account #

Please attach a voided check here

This authorization will be in effect until the Company receives a written termination
notice from myself and has a reasonable opportunity to act on it.

Signature

Printed Name Date

IMPORTANT: This document must be signed by employees requesting automstic
deposit of payehecks and retained on file by the employer. Employees must attach a
voided check for their account to help verify their acconnt number and bank
routing numbser.

Employee: Please fill out and return to your employer.



Receipt of Employee Handbook
Employee Acknowledgement

lacmwledgeﬂmlhavemeivedwmdawpyofdw&nployeeﬂm@mkwhich
outlines the policies, benefits and expactations of the Company, including my responsibilities
as an employee.
lmdmdmmishmdbookisageaaﬂg:ademddmmeonﬁnmananphymm
agreement or a guarantee to continued employment. [ also understand that the employer can
make changes to this handbook at any time without notice.

lﬁnﬂmackuowledgeMmyemploymmisatwﬂleﬂmMﬂmlhavemeﬁghtm
terminate the employment relationship at any time and for any reason, with or without cause
or notice, and that the Company has the same right.

Employee’s Signature Date

Employee’s Name (printed)

Supervisor's Signature Date

Company Name

OMofmemel Advisss 309



EE0-1 VOLUNTARY SELF IDENTIFICATION FORM

The Equal Employment Opportunity Commission (EEOC) requires organizations with 100 or more employees
to complste an EEO-1 report each year. For this reason, we invite applicants to sef-identify gender and
racelethnicity. Complstion of this data is voluntary and will not affect your opportunity for employment or terms
or conditions of employment. This form will be used for EEO-1 reporting purposes only and will be kept
separate from all other psrsonne! records only accessed by the Human Resources Department.

If you choose not to seif-identify your racefethnicity at this time, the federal govemment requires this em r
to determine this information by visual survey and or other available information. ploye

Ploase return completed form to the HR Depariment.

Name:

Date complsted:
Job title or position for which you are applying:
Gender: (Please check one of the apiions below)

Male

— Female

Race/Ethnicity:

(Please check the one box that describes the race/thnicity category with which you primartly identify.)

Hispanic or Latino: A person of Cuban, Mexican, Puerto Rican, South or Central American or other
Spanish culture or origin regardiess of race.

White (Not Hispanic or Latino): A person having origins in any of the original paoples of Europs, the
Middls East or North Africa. .

— Black or African American (Not Hispanic or Latino): A person having origins in any of the black racial
groups of Africa.

Native Hawallan or Other Pacific Islandar (Not Hispanic or Latino): A person having origins in any of
the peoples of Hawall, Guam, Samoa or other Pacific Istands.

Asian (Not Hispanic or Latino): A pareon having origins in any of the original peoples of the Far East,
Southeast Asia or the Indian Subcontinent, including for example, Cambodia, China, Indla, Japan, Korea,
Malaysia, Pakistan, the Philippine Islands, Thalland and Viginam.

American Indian or Alaska Native (Not Hiapanic or Latino): A person having origins in any of the
original peoples of Notth and South America (including Central America) and who maintains triba) affiliation or
community attachment.

Two or more races (Not Hispanic or Latino): All persons who identify with more than one of the above
races.

— | do not wish to discloss,



EMPLOYEE RIGHTS AND RESPONSIBILITIES
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement
FMLA requires covered employers to provide upto 12 weeks of unpaid,
Jjob-protected leave 1o cligible employecs for the following ressons:

« for incapacity due (o pregnansy, prenatal medical caro or child binth;
« to eare for the employee's child afler binth, or placement for ndoption
or foster care;
= to care for the employes’s spouse, soa, doughter or parent, who has
a serigus health condition: ar
« for & serius health condition that makes the employee unabls to
perform the employes's job.

Military Family Leave Entltlements

Eligible employees whase spouse, son, daughier or parent is on covered
active duty or call to cavered active duty status may use their 12-week
leave entitlement to 2ddress certain qualifying exigencies. Qualifying
exigencies mey include agending certain military events, amnging for
altzmative childcare, 2ddressing cenain financial and legal erengements,
attending certain counseling sessions, and artending post-deployment
reintegration bricfings

FMLA elso includes a specinl leave entitlement that pemmits eligible
employess to taka up to 26 weeks of leave 1o care for a covered service-
member during a single 12-manth periad. A covered servicemember is:
{1}a cument member of the Armed Farces, including a8 member of the
National Guard or Reserves, who is undergoing medica! treatment,
recuperation or therapy, is othenvise in outpatient staws, or is otherwise
on the temporary disability retired list, for a serious injury or flness®;
or (2) o veteran who was discharged or released under conditisns sther
than dishonomblz a1 any time during the Ave-year peried prior to the
first dats the eligible employee t2kes FMLA leave to care fer the covered
veteran, and who is undergoing medical treatment, recuperation, or
therapy for a serious injury or iliness.*

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

Benefits and Protections

During FMLA leave, the employer must maintnin the employee’s health
coverage under any “group health plan™ on the same terms as If the
cmployee had continued 10 work. Upen return from FMLA [eave, most
employees must be restored to their original or equivalent positions
with equivalent pay, benefits, and other employment terms.

Use of FMLA lcave canaet result in the loss of any employmen: benefit
that accrued priof ta the start of 2n employce’s leave.

Eligibility Requirements

Employess are eligible if they have worked for a covered employer for st
least 12 months, have 1,250 hours of service bn the previous 12 monthe®,
and if a1 lzast 50 employess are employed by the emplayer within 75 miles,

“Speeial hours of service eligibility requirements apply to
airline fight erew employees,

Definition of Serious Health Condition

A serious health condition is an illness, injury, impairment, or physical
or ment] condition that involves either an ovemight sty in amedisal
care facility, or continuing treatment by a health cars provider for a
condition that either prevents the employee from performing the Rinctions
of the employee’s job, or prevents the qualified famity member from
perticipating In schan) o other dalfy activities.

Subject to certein conditions, the contining restment requirement may
bemet by a perind of incapacity of more than 3 consecinive catendar doys
combined with a1 least two visits to o health case provider orons visitand

a regimen of continuing treatment, or incapacliy.dus to pregnancy, or
Incapacity dus to a chronic condition. Other conditinns may mest the
definition of continuing wemment.

Use of Leave

An emplayee does not need to use this leave entitlement kn one block.
Leave cen be taken intermitiently or on a reduced leave schedula when
medically oecessary,. Employess must make reasineble sfforts to schedle
leave for planned medical trextment 50 as not to unduly disrup the
employer's cpemtions, Leave due to qualifying exigencies may also be
twken on an fntetmittent basls.

Substitution of Paid Leave for Unpaid Leave

Employees may choose or employers may require use ol accrved paid
leave while taking FMLA leave, In order to use paid leave for FMLA
maﬂwe&mmﬂywﬁh&mﬂm’swpﬂm
policiss.

Employee Responsibilities

Employees must provids 30 days edvance notice of the need to take
FMLA |eave when the need is foreseeable. When 30 days otice s not
possible, the employes must provide notice s soon &s practiceble and
genemily erust comply with an employer's monmal call-in procedures.

Emyployees must provide sufficient infosmmstion for the employer to determine
If the leave may qualify for FMLA protection and the anticipzed timing
and duration of the leave, Sufficient informmtion may include that the
empioyes.is unable to perform job flinctions, the Femily member is unzble
to perform daily activities, thé need for hospitatization o7 continuing
tretment by 8 health care provides] or cirmmstinces supparting the need
for miliary family lcave. Employees also must inform the employer i
the requested Yeave is fora ceason for which FMLA leave was previsusly
tzken or cestified. Employees also may be requtred to provide a certification
and periodic recertification supporting the need for [eave:

Employer Responsibilities

Covered employers must inform employees requesting lisive whether
they are cligible under FMLA. Ifthey are, the notice most specify any
edditional information required es well s the employees’ rights and
responsibilitizs. IF they ere not eligible, the employer must provide a
reason for the ineli A

Covered employers must inform employess if leave will be designated
ummmumdmmmmw
tcave catitlement. If the cmployer determines that the leave is not
FMLA-protested, the employer musi notify the emplayes.

Unlawful Acts by Employers
FMLA mekes [t intawful for eny employer 1a: -

= interfere with, restrain, or deny the exercise of any right provided
under FMLA; angd

» discharge or discrimineis againgt any person for opposing eny practice
mads unlawfisl by FMLA or for involvement in any proceeding nnder
or relating to FMLA.

Enforcement
An cuoployee may file a comptalnt with the U.S, Department of Labor
or may bring a private lawsuit against an eq :

m&dogmaﬁnwﬁﬁuﬂwmwmm

wwwmm&hmhaﬂlmudmwmw
which provides greater femily or medical leave rights,

FMLA section 109 (29 US.C. §2619) requires FMLA
covered employers to post the text of this notles, Regulation
29 C.F.R. § 825300(r) may require additional diselosnres,

Foradditionyl informntion:
1-866-4US-WAGE (1-866-487-5243) TTY: 1-877-889-5627
WWW.WWVAGEHOUR.DOL.GOV

U8, Degurmnt of Lsbor | Wige s 1w Divisiyn
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N BlueCross BlueShield .
of Texas pearborn % National’

E Group Enroliment Application |
: Cha‘nge Form

Please read the instructions on the inside thoroughly before completing
this enrollment application/change form.

Bluo Cross and Blue Shield of Texas, 8 Division of Hoalth Care Senvico Corporation, a Mutua! Logal Reserve Company, an Independent Licensoe of the Blue Cross and Blue Shinld Associstion
Products and servicos marketed under the Dearborn National™ brand and the ster logo are undemwrittan endior provided by Dearbom Nationa® Lifo Insusance Company (Downers Grove, Hingis) in 20

states (excluding New York), tho District of Columbxia, the United States Virgin Islands, the British Virgin Islands, Guam and Puerto Rico. Dearbom Nationa® Life Insurence Company doos nat provide
Blue Cross and Blua Shie!d of Texss products and services, 8nd is 8 Separsto company.

no1s708?



ENROLLMENT _APPLICAT[OI\/CHANGE FORM INSTRUCTIONS

PLEASE READ THOROUGHLY BEFORE COMPLETING ENROLLMENT APPLICATION/CHANGE FORM
Use a black or blue ballpoint pen only. Print neatly. Do not abbreviate.

SEC’I’TON 1 . Checkal the boxes that apply to indicata if you are a new enrolles or i you are requesting a Ghange to your coverage Indicate the event and date, if appicable. Comp'ate the
mﬁcwm additional sections that correspond to your selettion

New Enrollee: Complete ali sections where applicable.
Add Dependent: Complete al sections where appliceble.
« If you are enrofing a coun-ordered depandent for coverage bayond the automatic 31-cay pericd for coverage, you must submit a copy of the court order or decree.

= i you are applying for coverage for 2 disabled cependent over the ege limit of your employes’s plan, please provide the additional information requested in Section 5
Additional documentation rmay be requirec as adcressed in that section.

= I student dependent coverage is part of your empioyer's plan and you are adding or envolling a dependent child age 28 or over who is a student. you may be required 1o
submit a completed Student Certification form

QOpen Enrollment: The period of time offered on a regular basis during which you can glect to enrcll in 2 specific group haalth inswrance plan or make changes 1o your
current membership.

Special Enrollment Event: i you qualify. special enroliment is any change to your current mernbership such as marriage®, divorce*® *, atioption, suit for adoption, leava/ayoff,
maoving out of the service area, ete. This change may occur outside of open enrollment.

Efiective Date of Benefits: Field is mandatory

Completion of Other Eligibility Requirements: Chack this box only if your emgloyer has afigibility requirements that you have met/cempleted prior 1o enroimeant, such as
measurement period o orientation period.

Cancel Enrollee/Cancel Dependent/Cancel C ge: Complete Sactions 1. 2, 4 Iskip Section 4 # decliring coverage) and 9. In Section 4 include name, sccial security number
and date of birth of individual(s) canceling

SECTION 2.

Complete this section with details abowt yourself even if you are declining coverage

Complete &l portions relsted to the coverages for which you are applying. Please list the seven character plan ID for your selected benefit design lexample for a small group plan:
B634ADT) in the plan # fielc. if you are unsure of your group size or do not know your plan ID, please ask for guidance from your empioyer.

If you are enrcling with Dearborn National®, enter the information requested Whan listing the beneficiary, provide both the first and iast name and the relationship to you. List all
beneficiaries that apply

: SEcnom'

: Complete all areas that apply to you and each dependent
: OOVEHAGE GP?IONS

For HMO Plans Only:

=

* Blue Essentials Access™ or Biue Premier Access™ plans do not require a PCP selection.

+ Those applying for Blue Acvantage HMO™, Blue Essentials™ or Blue Premier™ plans are required 1o select a primary care physicianfpractitioner (PCP) for each cavered
individual. List the name of the physician/practitioner and the provider number from the provider directory or Provider Finder® at bebstx.com, Be sure to check the appropriate
box for @ new patient

= ATTENTION FEMALE MEMBERS: |f you seiect an HMO plan that requires PCP selection, remember that your PCP’s network may affect your choice of an OBIGYN.
You have the right 1o raceive senvices from an OB/GYN without first obtaining a referral irom your PCP. However, for HMO members, the OB/GYN from whom you receive
services must belong 1o the same physician practice group or independent practice association (IPA) as your PCP. This is enother reason 1o make centain that your PCP's
network includes the speciaiists — panicularly the OB/GYN - end hospitals that you prefer. You are not required 1o designate an OB/GYN. You may elect to receive OB/GYN
services from your PCP.

Change Primary Care Physician/Practitioner: Ccrplete Section 1 gnd check the “Other Change(s)” box; then, compiete Sections 2, 3. 4 and 9. In Sectien 4, please include
enrolee’s or dependent’s neme. social security number, date of binth, and name and number of the new PCP.

Change Address/Name: Complete Section 1 and check the “Other Changel(s)” box; then, complete Sections 2 and 8.

A disabled dependent must be madically centifiec: as dissbled and dependent upon you o your spouse®* */domestic partner in order 1o be considered for coverage if disabled
dependenl coverage is part of your employer’s plan. A Dependent Child's Statement of Disability form must be complated and submitted with this enrollment appiication,
il applicable

Complete this section if you or any dependent hava other group or individual health andjor dental covarage (if applicabla) that will not be canceled when the coverage under this
application becomes effective.

Complete this section if you or any of your dependents are covered by Medicare. Enter the start and end cates for the coverage that applies. Your Medicare HIC aumber must be
listed {it can be found on your Medicare 1D card). Check the reason for your Medicare coverage.

Complete this section if you &re ceciining health coverzge for yourself and your dependents. Anyone declining coverage for any reason should complete Section 8, rot just those
declining because of other coverage

: CO\I&"AGE

IMPORTANT NOTICE: if you are dedlining enrollment for yourself or your dependents linciuding your spouse) because of other health care coverage, you may, in the future, be
able to enroll yourseif or your dependents in the pian if you request enroliment within 31 days after your other caverage ends. In addition, if you have a new dependent as a result
of & marriage, birth, adoption. suit for edoption or placement of a foster child in your home, you may be able to enroll yourself and your dependents if you request enrallmant
within 31 days after the marriage, birth, adeption, suit for adoption or placement of an eligible foster child in your home.

Sign your name and date the envollment application if you agree 10 the conditions set forth in this section. Your enrolment application should be submitted to your emplayer’s
Enrallment Department, which will then submit your form by mail or email to: BCBSTX » Group Accounts Dept. ¢ PO Box 655730 » Dallas, TX 75265-5720.

* The term “marriage " incivdes legal marnzge and the establishment of a domestic partnership (coverage subject to your employer's plan),
** The term “divorce " includes ie;:al dworce and the comparable termination of a domesiic pannership (coverage subject to your empioyer's plan).
** The use of the term "spouse ™ includes a legal spouse. It also includes & party to a domestic pannership fcoverage subject to your amployer's plan).

Changes in state or federal law or regulations, or interpretations thereof, may change the terms and conditions of coverage.

" Forms referenced above may be obtained by accessing the Blue Cross and Blue Shield of Texas website at bebstx.com, or

—_—e e s

from your employer. If you are a current member and have questions, you may also call the Customer Service number on
the back of your member ID card.

7301870817
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Group ¥

ENROLLMENT APPLICATION/CHANGE FORM |

i S | T VI A
Section # Social Security #
I%] BlueCross BlueShield of Texas pearborn $ National’

“Account# Category

Please Note: If your group offers a Consumer Choice health plan you have the option to choose a Consumer Choice
of Benefits Health Insurance Plan or Consumer Choice of Benefits Health Maintenance Organization health care plan
that, either in whole or in part, does not provide state-mandated health benefits normally required in accident and
sickness insurance policies or evidences of coverage in Texas. This standard health benefit plan may provide a more
affordable health insurance policy or health plan for you, although, at the same time, it may provide you with fewer
health benefits than those normally included as state-mandated health benefits in policies or evidences of coverage
in Texas. If you choose this standard health benefit plan, please consult with your insurance agent to discover which
state-mandated health benefits are excluded in this policy or evidence of coverage.

SN NI SN ORNVSNINSVA VIS  PLEASE CHECK ALL THAT APPLY - IF YOU AREDECLINING COVERAGE; COMPLETESECTIONS 2, 8 AND'S ONLY
1 New Enrollee [ Add Dependent (] Open Enrollment [ Other Changes [ Cancel Enrollee [J Cancel Dependent
Are you applying as a result of a Special Enrollment Event? .

CINo [Yes, EventDate: __ /__ / Cancel Cgverage. OHeslth O Dental
Event: {J New Hire [JMarriage® [ Birth OTerm Life {3 Dependent Life
I Adoption or Suit for Adoption (provide legal documents) [ Shert-Term Disability O Long-Term Disability
gfgzﬁ ?’gﬁ: (p?g‘{zd‘;‘g‘” order or decree] List names of those canceling in Section 4 below
| Loss of Other Coverag ) 5 i
{J Other {explain): Event: [J Divorce* £ Death

(] Terminated Employment [ Other

2 . . % el & . ¢
Effective Date of Benefits: e 2 Completion of Other Eligibility Requirements tridicate Event Dista:

S -

ST P = =SV U e VR I COMPLETE EVEN |F DECLNING COVERAG ;

Last Name First Name Ml {opty | Suffix Birth Date awoovyyyl | Social Security #

Mailing Acdress - Streel - Apt & ' City State ZIP code

Email Address O Male Home/Cell Phone #

[] Female

MName of Employer Job Title Business Phone # Employment Date ivwopayyn | Do you usually work at least
30 hours a week for this
employer? (] Yes [INo

Elgipiiity Status: [ Active Employee I Retired Employee - Date of Retirement: 1 CORBRA Continuation

i State Continuation of Group Coverage {insured plans only) 1 Dependent Stat i Group Coverage (insured plans only)

SECTION 3 — SELECT YOUR COVERAGE BN alel;der e\l
Small Group Plans (2-50 Employees)
Health Coverage (select one) Who is covered for health? (select one} | BlueCare Dental™ Who is covered for dental? (select one)
[J Blue Premier Access™ [J Blue Choice PPO™* C Employee Only Coverage O Employee Only
I Blue Essentials™ 00 Blue Advantage HMO® | 3 Employee/Spouse* ** OYes O Employee/Spouse
3 Blue Essentials Access™ O Employee/Childiren) ONo O Emgloyee/Child{ren)
0 Other 0 Family 3 Family
Plan # (required) 2 1 am not applying for Heaith coverage 01 am not applying for Dental coverage
Large Group Plans (more than 50 Employees)
Hezlth Coverage (select one) Who is covered for health? {select one} | Dental Coverage Who is covered for dental? (select one)
3 Bluz Choice PPO™ (J Blue Essentiais® O Employee Only OYes [J Employee Only
{3 Blue Premier™ [ Blue Essentials Access™ | [J Employee/Spouse CINo [ EmployeefSpouse
1 Blue Premier Access™ I Employee/Child{ren) Plan # (required) O Employes/Child{ren)
73 Other 7 Family {7 Family
Plan # 11 am not applying for Health coverage 11 am not applying for Dental coverage
Prirary Language: 1Check here to request a2 Spanish HMO Member Handbook

Do you have a disability affecting your ability to communicate or read? [lYes [INo
If “Yes,” describe special communication materials needed:

~ Group Term Life, Accidental Death and Dismemberment (AD&D) and Disability Insurance throuan Doar

7

O am not applying for Group Term Life, AD&D or Disability Insurance coverage

Employee Occupation/Job Title: WageRateS___ per Dhour (Jweek Omonth T year

Group Basic Term Life and AD&D 31 do not apply O 1 do apply Amount §

Group Dependents’ Life {1 do not apply O 1 do apply

Group Supplemental Life 01 do not apply {11 do apply

Employee Election: $ Spouse Election: $ Child Election: §

Short-Term Disability {1 do not apply O 1 do apply

Long-Term Disability {11 do not apply [ | do apply

Primary First Name Initial Last Name Relationship Birth Date pamoowern Social Security #
Beneficiary s i
Contingant First Name Initial Last Name Relationship Birth Cate samoomw  Social Security #
Beneficiary

* The term “marrage” includes legal marriaga and the establishment cf a domestic parinarship Icoverage subject o your armployer's pln
xd t ides legai chvorce and the comparabee Tarmenation of 2 domest partnarship icoverage Subject to your @mpioyer’s pian.
” oS a legal spouss. It ak luck3s a party 10 a domestic parinership lcoverage subject (o your employer’s plan;.
i and andt 118 SL 1030 a9 undenvriiten andior panided by Deartiom Natenai® Lifg Insurance Company (Downers Grove, inos) i af states {exciuding New York), the District of
b islands, Guam and Fueno Avo. Deorborn Natonal® Life insurance Company Soes not provide Blue Cross and Blus Shieid of Texas Srocucts and senices, and $ 4 5epa7ate comy

ANy

2 1




Last Name: Social Security #: | — — Group # |

SECTION 4 — COVERAGE OPTIONS | ERGresttrnsi ittt e i o ;
Employee/Enrollee’s Name PCP Name PCP # New Patient? | HMO OB/GYN Name (optional) HMO OBIGYN #
Y ON
Dapendent’s Nome Dependent’'s PCP Name PCP # News Patient? |HMO OB/GYN Name {opticnal) HMO OB/GYN #
O Husband (1
[ Domaste Partrar Y ON
Dependent’s Social Security # Birth Date evnyoDAYYY: | Address (if different) - # and Street Address City State  ZIP code
Dependent’'s Name Dependent's Social Security # | Dependent’'s PCP Name | PCP # New Patient? |HMO OB/GYN Name {optionall [HMO OB/GYN #
OSon [ Daughter [ Other Elgble Dependent = = Oy On
o VMO : - ¢ di ¥ VCity/State/2Ie Is this dependent @ natural child, stepchild, foster if not your efigile natural child, stepchid, foster chid, adopted]
Birth Date IMMDDAYYYY) | Home Address (If different) StreeyCity/State/ZIP code ehl, wontnd ol or s U R Er ption). | chi Ty IR Sk i et SRk ts smu:e’
Oy ON respensible for this degendent? OY ON
Dependent's Name Dependent’s Social Security # | Dependent's PCP Name |PCP # New Patient? |HMO OB/GYN Name (optionall [HMQ OB/GYN #
[JSon ] Daughter ] Other Eligble Depanden - - Oy ON
+ + ey o ol § A treetCity/Stat P Is this capandont a naiural chilg, stepchic, Toster 1 not yout eligible natural child, stepchdd, I, adopted
8irth Date (MMDDNYYY) | Home Address (If different) Street/City/State/ZIP code chil, ndopied k. or 5 i Th 5l Yor BaoRtion? | Ched by abat by s for mchoot ;f;*‘ ) <”5 i E_‘;”— “
oy ON tespensible for this dependent? Y._lN
Dependent's Name Dependent’s Social Security # | Dependent’s PCP Name |PCP & New Patient? |HMO OB/GYN Name (optional] [HMO OB/GYN #
C1Son [ Daughter £ Other Eligicle Depandent - - ay ON
5 Sy % T . 1 this dependent 2 natural chid, stepchild, fostar If not your elighble naturat child, stepchild, foster child, sdopled
Birth Date (MM/CE/YYYY) | Home Address (I diffarent) Streot/City/State/ZIP cada child, ntoptod o, or 3 chid in it for adoption? | chid o Ch tn cuft o, ;\Du i v;:u'c"pgbaﬂ\cp
i DO POy ON
SECTION & — DISABLED DEPENDENT ' PLEASE COMPLETE IF APFLICABLE fe
Name of Disabled Dependent Nature of Disabili
Name of Disabled Dependent Nature of Disabi'rhy

If gisabled chid is over the dependent age imit of your employer’s pian, please attach & compieted Dependent Child's Statement of Disability form,
SECTION 6 — OTHER COVERAGE INFORMATION | PLEASE COMPLE

Complete this section only if you or any of your dependents have other health andfor dental ¢ coverage that will not be canceled when me coverage under m:s
application becomes effective. List names of each individual covered:

Group Coverage |individugl Coverage |Name and Address of Other Insurance Carrier tffective Date mmoONYYY) Type of Policy
Cives [CINo OYes [INo O Employee Only [l Employee/Spouse
(3 EmployeeiChilgiren) [ Family
Name of Policyholder Birth Date (vmoDA YY) O Male Relationship to Applicant
] Female O Self [J Spouse [ Dependent
Employer's Name Employment Date evmobiyyy |Health Group # Health ID # Dental Group # Dental ID #

SECTION 7 — MEDICARE COVERAGE INFORMATION

Name of person covered: Medicare A (Hospitel) Effective Date: _____ End Da e Medicare HIC #
Medicare B (Medical) Effective Date: ______ End Date: (From Medicare Card)
Medicare D {Drug) Effective Date: ____________ End Date:
Medicare D {Drug) Carriers

Please indicate reason for Medicare Eligibility. [ Entitled Age [ Entitled Disability [ End-Stage Renal Disease [ Disability and Current Renal Disease

Name of person covered: Medicare A (Hospital) Effective Date: _____ End Date: Medicare HIC #
Medicare B {Medical) Effective Date: End Date: (From Medicare Card)
Medicare D (Drug) Effective Date: _____ End Date:
Medicare D {Drug) Carrier;

Please indicate reason for Medicare Eligibility: (0 Entitled Age Tl Entitled D sabxhty D Enci Stage ‘ienat Disease A_CI Dlsabﬂlty and Current Renal D»sease
SECTION 8 — DECLINATION OF COVERAGE JECLINING

This is 10 certify the availabie coverage has been expiained to me. i | have bean given the opportunity 10 aaplv for the coverage offered 1o me and my eligibl apencents and have veluntariy
clected 1o decline the coverage as indicated below. |f | desire to apply for coverage at a later date, | understand there may be a delay in the eifectiva date of the coverage.

Name [ Employee Reason for declining Health: [0 Other Group Health Coverage — Carrier: [J Medicare (O Medicaid

1 Other Individual Health Coverage ~ Carrier: 1 Other {explain}

Ot am not enralled in any health insurance plan, but do not want this coverage
Name [ Employee Reason for declining Dental: [ Other Group Dental Coverage (I Medicaid [ Individual Dental Coverage

{71 Other (explain) [ 1am not enrolled in any dental insurance plan, but do not want this coverage
Name [ Spouse Reason for declining: [0 Other Group Health Coverage O Medicare (O Medicaid ([ Other Individual Health Coverage

{1 Other (explaini 11 am not enrofled in any health insurance plan, but do not want this coverage
Name [ Dependent Reason for declining: [ Other Group Health Coverage [ Medicare [ Medicaid [ Other Individual Health Coverage

1 Other (explain) [J | am not enrolled in any health insurance plan, but do not want this coverage
Name [0 Dependent Reason for declining: 1 Other Group Health Coverage [ Medicere [ Medicaid O Other Individual Health Coverage

{J Other (explzin) [ | am net enrolled in 2ny health insurance plan, but do not want this coverage

SECTION 9 — COVERAGE CONBITIONS

* |am an omployes of the s enrpdment appliication. | am e:qha) 10 panicipate in the coveragels) alforced by my empioyer’s gian, which is githar undeswitien or acministered by Bive Cross
Texas [BCESTX or Dearbom t neg Company. Oa of myself and any depencens istoa on s enoiment application, | apply for tnose coverageis) for which | om eiigiie | state 1nat the
e enfoiment epplication is trut ang com wrertiand and agroe that any intantional misepresentation of a matenal fact made by me will invalidate my coveragels)

* Ow coveragelsl and amounts for when | am eliginie will Bo avaiiabio 1o me. | understand that If this onroliment application is accented, the covoragoisl will bacome affectva in sccordance with the provisions of tho
ConractisiPlanis)

| agree that my empioyer BC1S 25 Ty agent. | authorze necessaty payroll deguction by my employer, if any, 1o cover Tho cos: 0 my caverageisl. As appbes 1o HVMO coverage, | wil accep! an eioctronic copy of my coverage

docurnnts iwhether cendicate of eovetage of bona’in beaklet! if my employer rocuests that BCBSTX deliver the information clectronically. | uasersiand that a narg copy i available 10 me upon roquest.

| ungarswand that my pamicipation in tha covaragels) is subject 1o any future amendment. | also understand that all notices given 1o my arr@lavm are applicable 1o ma

| ungersiand (et witien CoOMMURatons that are requintd by v may be delivered to me electronically, with my consent | understand that # | consent 1o recaie my gocuments ciccroncally, that | have a night 1o obian a
papar copy and 10 wathgraw my consent.

luo Snield of
Mormation given on

.

WARNING: ANY PERSON W0 KNOWINGLY PRESENTS A FALSE CR FRAUDULENT CLAM FOR THE FAYMENT OF A LOSS IS GULTY OF A CAIME AND MAY 5E SUBIECT TO FINES AND CONFINEMENT
Applxcan! s ngnazu"=

IN STATE PRISON
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BlueCross BlueShield
of Texas

Product Rates
Attount: 258302
Product: 0002 S661CHC

Description Non-Medicare

EMPLOYEE $698.02
EMPLOYEE +SPOUSE $1,396.04
EMPLOYEE + CHILDREN $1,396.04
EMPLOYEE + SPOUSE + CHILDREN $2,094.06

BlueCross BlueShield
of Texas

Product Rates

Account: 258302
Product: 0001 S662CHC

Description Non-Medicare

EMPLOYEE $695.49
EMPLOYEE +SPOUSE $1,390.98
EMPLOYEE + CHILDREN $1,390.98
EMPLOYEE + SPOUSE + CHILDREN $2,086.47

*Employee agrees that enrollment will authorize Eagle to withhold the amount for the plan selected in
the weekly pay period and that any unpaid amounts will be withheld from a final paycheck, if any exist

[ ***Eagle Construction will pay 50% of the employee only rate.
***Rates are subject to enroliment.



Group Health Comparison For
Eagle Construction LLC

Renewal January 1, 2021

Blue Cross Blue Shield

Plan Design S661CHC S662CHC
Co-Pay H.S.A.

Deductible

Individual $3,000.00 $5,000.00

Family $9,000.00 $10,000.00

Co-Insurance 70/30 100%

Out-of-Pocket Max

Individual $8,550.00 $5,000.00

Family $17,100.00 $10,000.00

Doctor's Co-Pay

Primary $50.00 Deductible
Specialist $80.00 Deductible
Urgent Care $100.00 Deductible
Emergency Room $600.00 Deductible
Prescription Drug Card 0/10/50/100/150/250 Deductible
Preventative Care 100% 100%
Lifetime Maximum Unlimited Unlimited
Rates

Employee $698.02 $695.49
Employee + Child(ren) $1,396.04 $1,390.98
Employee + Spouse $1,396.04 $1,390.98

Employee + Family $2,094.06 $2,086.47




ARKANSAS WORKERS' COMPENSATION
Form AR-P COMMISSION
324 Spring Street, Little Rock, AR 72201
Ark. Code Ann. Mail: P. O. Box 950, Little Rock, AR 72203-0950
§11-9-403, 407 Little Rock Office - 1-800-622-4472 / 501-682-3930 P
Avioe Rule 7 Springdale Office - 1-800-852-5376 / 479-751-2790
pdated:
06-16-14

WORKERS’ COMPENSATION INSTRUCTIONS TO
EMPLOYERS AND EMPLOYEES

All employees of this establishment entitled to benefits under the provisions of the Arkansas workers' compensation laws are
hereby notified that their employer has secured the payment of such compensation as may at any time be due employees or
their dependents. This employer is required by state law to provide workers’ compensation coverage or this employer has
waived the exclusion or exemption from the operation of the workers’ compensation laws, and the employer certifies by the
display of this poster that workers' compensation coverage is now provided by a workers’ compensation insurance policy or by
enroliment in the Arkansas Self-Insurance Program or by the Public Employee Claims Division of the Arkansas Insurance
Department.

Accident Fund Insurance Company of America
P. O. Box 40790

Lansing, Ml 48901-7990

1-866-206-5851

Policy Expiration Date: 05/03/2020

IN CASE OF JOB-RELATED INJURIES OR OCCUPATIONAL DISEASES
The Employer Shall:

1. Provide all necessary medical, surgical and hospital treatment, as required by law, following the injury and for such
additional time as ordered by the Workers' Compensation Commission.
2. Provide compensation payments in accordance with the provisions of the law. The first installment of compensation

becomes due on the 15th day after the employer has notice of the injury or death, except in those cases where liability
has been denied by the employer.

3. Provide prompt reporting of accidents to appropriate parties.

4. Keep a record of all injuries received by its employees.

The Employee Shall:

The employee shall report the injury to the employer on Form N and to a person or at a place specified by the employer, unless
the injury either renders the employee physically or mentally unable to do so, or the injury is made known to the employer
immediately after it occurs. The employer shall not be responsible for disability, medical, or other benefits prior to receipt of the
employee’s notice of injury. All reporting procedures specified by the employer must be reasonable and shall afford each
employee reasonable notice of the reporting requirements. The foregoing shall not apply when an employee requires emergency
medical treatment outside the employer's normal business hours; however, in that event, the employee shall cause a report of
the injury to be made to the employer on the employer’s next regular business day.

Failure to give such notice shall not bar any claim (1) if the employer had knowledge of the injury or death, (2) if the employee
had no knowledge that the condition or disease arose out of and in the course of employment, or (3) if the Commission excuses
such failure on the grounds that for some satisfactory reason such notice could not be given. Objection to failure to give notice
must be made at or before the first hearing on the claim.

Statutory Information:

Ark. Code Ann. § 11-9-514(b) states: “Treatment or services furnished or prescribed by any physician other than the ones
selected according to the foregoing, except emergency treatment, shall be at the claimant's expense.”
Ark. Code Ann. § 11-9-514(f), however, indicates: When compensability is controverted, subsection (b) shall not apply if:

(1) The employee requests medical assistance in writing prior to seeking the same as a result of an alleged compensable
injury; and

(2) The employer refuses to refer the employee to a medical provider within forty-eight (48) hours after such written
request as provided above; and

3) The alleged injury is later found to be a compensable injury; and

(4) The employer has not made a previous offer of medical treatment.

If you have any questions regarding your rights under the Arkansas workers' compensation laws, you may call an Arkansas
Workers' Compensation Commission legal advisor at our toll-free number listed above.

All employers who come within the operation of the Arkansas workers’ compensation laws and have complied with its
provisions must post this notice in a CONSPICUOUS place in or about their place or places of business.

WC7957f (06-14) Wolters Kluwer Financial Services | Uniform Forms'™



AWCC Form P
(Posting Notice)

A posting notice is mentioned in Ark. Code Ann. §11-9-403, Ark. Code Ann. §11-9-407
and AWCC Rule 7. AWCC Form P satisfies all requirements.

Form P:
1. Is to be on display in a conspicuous place;
2. Tells employers what to do when an employee is injured;

3. Instructs employees to notify the employer immediately (or no later than the close of the
next business day) when injured;

4. Lists the claims office that will be handling the insurance aspects of the case;
5. Gives the claims office telephone number;
6. Announces the expiration date of the insurance policy; and

7. Provides telephone numbers for Arkansas Workers’ Compensation Commission legal
advisors if either party needs assistance.

Employers without Form P may lose the use of Form N as a defense in litigation. Employees
disobeying instructions on Form P may delay their benefits or jeopardize the awarding of any benefits

in a contested case.

The AWCC furnishes samples, not supplies, of Form P. Carriers are to send their insureds an
adequate number, and self-insureds must arrange with a printer for the supply they need. Carriers and
employers may enlarge Form P for posting purposes.

Information about Form P is available from the Support Services Division (1-800-622-4472

or 501-682-3930).

Ark. Code Ann. 811-9-106(a): “Any person or entity who willfully and knowingly makes any
material false statement or representation, who willfully and knowingly omits or conceals any
material information, or who willfully and knowingly employs any device, scheme, or artifice for the
purpose of: obtaining any benefit or payment; defeating or wrongfully increasing or wrongfully
decreasing any claim for benefit or payment; or obtaining or avoiding workers' compensation
coverage or avoiding payment of the proper insurance premium, or who aids and abets for any of
said purposes, under this chapter shall be guilty of a Class D felony. Fifty percent (50%) of any
criminal fine imposed and collected under....this section shall be paid and allocated in accordance
with applicable law to the Death and Permanent Total Disability Trust Fund administered by the

Workers' Compensation Commission.”

WC7957f (06-14)



Formulario AR-P COMISION DE COMPENSACION DE LOS TRABAJADORES DE
ARKANSAS
— 324 Spring Street, Little Rock, AR 72201 P
P TG, AT AT, Correo: P.0. Box 950, Little Rock, AR 72203-0950
i rggr%agom Oficina de Little Rock: 1-800-622-4472 / 501-682-3930
ctualizado: -10- Ty : .
En Espariol: 10-15.2004 Oficina de Springdale: 1-800-852-5376 / 479-751-2790

INSTRUCCIONES SOBRE LA COMPENSACION DE LOS
TRABAJADORES PARA EMPLEADORES Y EMPLEADOS

Todos los empleados de este centro que tengan derecho a beneficiales en virtud de lo dispuesto en la legislacion de compensacion de los trabajadores son informados en virtud del presente documento de
que su empleador ha organizado el pago de las compensaciones que puedan tener que abonarse a los empleados o sus dependientes. Este empleador debe, en virtud de la legislacion estatal, ofrecer a sus
empleados cobertura por compensaciones o ha renunciado a la exenci6n o exclusion de la ejecucién de la legislacién en materia de compensaciones a los trabajadores y certifica mediante la muestra de este
cartel que en la actualidad ofrece cobertura a sus trabajadores dentro de una péliza de seguro de compensacion de los trabajadores o por su participacion en el Programa de Auto-seguros de Arkansas o la

Division Publica de Reclamaciones de los Empleados del Departamento de Seguros de Arkansas.

Accident Fund Insurance Company of America
P. O. Box 40790

Lansing, MI 48901-7990

1-866-206-5851

Politica Fecha de Vencimiento: 05/03/2020

EN CASO DE PRODUCIRSE UNA LESION VINCULADA AL TRABAJO O UNA ENFERMEDAD PROFESIONAL

El empleador debera:

1. Ofrecer todo el tratamiento médico, quirldrgico y hospitalario que sea preciso en virtud de la legislacion, tras la lesion y durante el tiempo

adicional que establezca la Comision de Compensacién de los trabajadores.

2. Ofrecer pagos de compensacion de acuerdo con lo dispuesto en la legislacion. El primer plazo vencera al cabo de 15 dias desde que el
empleador sea informado de la lesién o fallecimiento, excepto en los casos en el empleador haya denegado su responsabilidad.

3. Informar inmediatamente de los accidentes a los interesados.

4. Mantener un registro de todas las lesiones de las que sea informado por sus empleados.

El empleado debera:
El empleado deberd informar de la lesiéon al empleador en el formulario N y a una persona o en un lugar indicado por este Ultimo, a menos que se trate
de una lesién que impida mental o fisicamente al empleado hacerlo o si la lesién se comunica al empleador inmediatamente después de producirse. El
empleador no sera responsable de las beneficiales de discapacidad, médicas o de otro tipo anteriores a la recepcion del informe del accidente. Todos
los procedimientos de notificacién que especifique el empleador deberan ser razonables y éste debera notificar razonablemente a todos los empleados
los requisitos de notificacion. Lo anterior no sera de aplicacion si el empleado precisa tratamiento médico de urgencia fuera del horario de trabajo
habitual del empleador; sin embargo, en ese caso, el empleado debera hacer que se notifique el accidente al empleador el siguiente dia laborable

habitual.
La falta de notificacién no anulara las reclamaciones si: (1) El empleador tiene conocimiento del fallecimiento o lesion; o (2) El empleado no tenia
conocimiento de que la afeccion o enfermedad se produjo en el transcurso de su empleo; o (3) La Comision exime esta omisién basandose en que la

notificaciéon no pudo realizarse por un motivo justificado.
Las objeciones relativas a la falta de notificacién deberan plantearse antes o en el momento de celebrarse la primera vista de la reclamacion.

Informacion legal:
El articulo 11-9-514(b) del Ark. Code Ann. establece que: “El tratamiento o los servicios prestados por un médico distinto de los seleccionados de

acuerdo con lo anterior, con excepcion de los tratamientos urgentes, correran a cargo del demandante.”
El articulo 11-9-514(f) del Ark. Code Ann., sin embargo, establece que: Cuando la compensacion sea causa de controversia, el subapartado (b) no

sera de aplicacion si:
(1) El empleado solicita asistencia médica por escrito antes de buscarla como consecuencia de una posible lesién compensable; y

(2) El empleador se niega a remitir al empleado a un proveedor médico en el plazo de cuarenta y ocho (48) horas desde dicha solicitud escrita; y
(3) Posteriormente se descubre que la supuesta lesién es compensable; y

(4) El empleador no ha hecho ninguna oferta anterior de tratamiento médico.

Si tiene alguna pregunta relativa a sus derechos en virtud de la legislacién en materia de compensaciones de los trabajadores de

Arkansas, puede llamar al asesor legal de la Comisién de Compensacion de los Trabajadores de Arkansas al nimero gratuito que se

indica mas arriba.

Todos los empleadores que se vean afectados por la ejecucion de la legislacién en materia de compensaciones de los trabajadores de Arkansas y que
hayan cumplido estas disposiciones deberan colocar esta notificacién en un lugar PREEMINENTE en su centro de trabajo o las cercanias.

WCB8124c (06-14) Wolters Kluwer Financial Services | Uniform Forms™
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Formulario P de la AWCC
(Notificacion)

En los apartados 11-9-403 y 11-9-407 del Ark. Code Ann. y la Regla 7 de la AWCC se menciona una
notificacién. EI formulario P de la AWWC cumple todos esos requisitos.

Formulario P:
1. Debe mostrarse en un lugar preeminente;
2. Dice a los empleados qué deben hacer cuando un trabajador se lesiona;

3. Instruye a los empleados para que notifiquen las lesiones inmediatamente al empleador (o no mas tarde del final del
siguiente dia laborable);

4. Enumera la oficina de reclamaciones en la que se trataran los aspectos vinculados a seguros del caso;
5. Anuncia la fecha en que expira la pdliza de seguros;
6. Ofrece numeros de teléfono del asesor legal de la Comision de Compensaciones de los Trabajadores de Arkansas

por si alguien necesita ayuda.

Los empleadores que no cuenten con un formulario P podran perder el derecho a utilizar el formulario N como defensa
en un litigio. Los empleados que desobedezcan las instrucciones del formulario P podran sufrir retrasos en el beneficio de
cualquier prestacion en los casos que se impugnen o corren el riesgo de perderlos.

La AWCC ofrece copias de muestra pero no suministra el formulario P. Las aseguradoras deben enviar a sus
asegurados un numero adecuado de copias y los auto-asegurados deben contratar el suministro con una imprenta. Las
aseguradoras y los empleadores pueden ampliar el formulario P para publicarlo.

Puede obtenerse informacién sobre el formulario P de la Divisién de Servicios de Soporte (1-800-622-4472 o 501-682-3930).

Ark. Code Ann., apartado 11-9-106(a): “Cualquier persona o entidad que realice consciente y voluntariamente una
declaracién o afirmacién sustancial falsa o que omita u oculte consciente y voluntariamente un dato sustancial, o que
utilice consciente y voluntariamente un dispositivo, sistema o artificio para: obtener una prestacién o pago, engafiar o
aumentar o reducir ilegitimamente cualquier reclamacion de beneficiales o pagos, u obtener o evitar la cobertura de
compensacion para los empleados o evitar el pago de la prima de seguro correspondiente, o que ayude e induzca a
cualquiera de estos fines, serd, en virtud del presente capitulo, culpable de un delito de Clase D. El cincuenta por ciento
(50%) de cualquier multa penal impuesta y cobrada en virtud de... este articulo se pagard y adjudicara de acuerdo con la
legislacion aplicable al Fondo de Discapacidad Total Permanente y Fallecimiento administrado por la Comisién de
Compensaciones de los Trabajadores.”

WC8124c (06-14)
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