CMG EMPLOYMENT NEW HIRE PAPERWORK

Name [\ /\,\k\ﬁ‘ U [\ fl\/( 60
First Middle Last Maiden
e oo \ 5 _ ‘ 5 _
Present Address [//§ O . [/Z.e L‘) 0’\0 \ Lc NG A g /]L (O g 0D0 ‘
~ Street City ¥ State Zip

Telephone 730 qgg ?dgs E-Mail \C\» OLJ oYX | (\ C)(\"“‘ L 'COA‘\_

Referred by \i’e\

Do you have any responsibilities or commitments that will prevent you from meeting a specified work schedule?

__Yes Y No If so, please explain

Do you have any pre-scheduled days off in the next three-six months?

__Yes I’_ No If so, please lists all dates -

Military Experience:
Have you ever been in the Armed Forces? _ Yes 1/No ;
Are you currently an active member of the Reserve or National Guard? __ Yes ﬁ No

Branch Specialty

Date Entered Discharge Date




Application Waiver
In exchange for the consideration of my job application by Corporate Management Group, e

I agree that:

Neither the acceptance of this application nor the subsequent entry into any type of employment relationship, either in the
position applied for or any other position, and regardless of the contents of employee handbooks, personnel manuals, benefit
plans, policy statements and the like as they may exist from time to time, or other company practices, shall serve to create
an actual or implied contract of employment, or to confer any right to remain an employee of Corporate Management Group,
Inc. (CMG), or otherwise to change in any respect the employment-at-will relationship between it and the undersigned, and
that relationship cannot be altered except by a written instrument signed by an officer of CMG. Both the undersigned and
CMG may end the employment relationship at any time, without specified notice or reason. If employed, I understand that
CMG may unilaterally change or revise their benefits, policies and procedures and such changes may include reduction in
benefits.

1 authorize investigation of all statements contained in this application. I understand that the misrepresentation or omission
of facts will result in my disqualification from consideration for employment or, if discovered after I begin employment,
will result in my termination. I hereby give CMG permission to contact schools, all previous employers (unless otherwise
indicated), references and others and hereby release CMG from any liability as a result of such contact.

1 understand that a comprehensive background check may be conducted to determine my eligibility for hire by CMG. This
may include but is not limited to, investigations of criminal and/or conviction records, driving records and/or a drug screen
test as required by clients, government regulations or by CMG policies.

I release CMG and other persons or entities from any claims that might be based on CMG’s decision to conduct a
background check.

I understand that, in connection with the routine processing of your employment application, CMG may request from a
consumer reporting agency an investigative consumer report including information as to my credit records, character,
general reputation, personal characteristics and mode of living. Upon written request from me, CMG will provide me with
additional information concerning the nature and scope of any such report requested by it, as required by the Fair Credit
Reporting Act.

I further understand that my employment with CMG shall be probationary for a period of ninety (90) days or 520 hours

(based on the client site I am employed at) and further that at any time during the probationary period or thereafter, my
employment relationship with CMG 1s terminable at will for any reason by either party.

j (
Signature of applicant (LV 'v\,/k\) i[‘ \ Date:%—" \ \ - I 8 B 2\ \




Employment Eligibility Verification USCIS

Department of Homeland Security OMIl: g:;nl};;gm &

U.S. Citizenship and Immigration Services Expires 10/31/2022

»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. Emp_l,oye;e: Information and Attestation (Employees must complete and sign Section 1 of Form -9 no later .

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

Last Name (Family Name) First Name (Given Name) Midd!e Initial bther I:ast Names Uséd (if any}
E{\’l.(l‘\rl\t‘lﬂr’ Z Q‘/\\r&i 7 £\ Oldo

Address (Street Numtier and.Name) Apt. Number | City or Town State ZIP Code _
WssS s@c-,w\ﬁ e [~ | Longaonl (0 | Qosol
Date of Birth (mm/dd/yyyy) U.8. Social Security Number Employee's E-m#il Address Employee's Telephone Number
-ot- 1990 I6BI-[i]BEEIA] Ocvlow ot @emdl con, (720 - 938 -7(83

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.

I at}est, under penalty of perjury, that | am {check one of the following boxes):

[ 1. A citizen of the United States

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

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

heowmm— m
D 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):

% " " x i N . B i =]
Some aliens may write "N/A" in the expiration date field. (See instructions)

Aliens autharized to work must provide only one of the following document numbers to complete Form 1-9: Do ﬁ':f.fm: ,ns ?f,?:g;aw
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:

1 i
Signature of Employee / {{/l.,f *jj/l\t/ /J/mt’? ,,/ Today's Date (mm/dd/yyyy) “ = (i @ ’ 2 i
[Preparer andior Transiator Gertification (check one):

I did nqt'=use':a preparer or translator. D A preparer(s) and/or transfator(s) assisted the employes in completing Section il S
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

I attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my'
knowledgg 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 Newt Page” @

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






Employment Eligibility Verification USCIS

Department of Homeland Security Form [-9

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

E ! Info from Section 1 Last Name (Family Name) First Name (Given Name) M.L Citizenshipilmmigralion'Status
mpioyee Into from Section . - . . . vy .
il AMactine > Andrewy lncOiizen

List A OR List B AND List C
Identity and Employment Authorization Identity Employment Authorization
Document Title } Document Titie \ Document Title .
D ik | 407 NSl Soedad SereiriaO o
Issuing Authority fssufng Authority fssuing Authority '
Lol o SSA
Document Number Document Number Document Number
N i OFA19- 1224 A72- - 2.
Expiration Date (if arty) (mm/dd/vyyy) txpiration Date (if any) (mm/dd/yyyy) Expiration Date (if any) (mm/dd/iyyyy)
o3/ 200 <
Docurent Title !
TSSUMNgG AUTROT Ty } | Additional Information &RNﬁfﬁrﬁ:;“%?:gpii

Document Number

Expiration Date (7 any) (mmvddlyyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (i any) (mm/dd/yyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document{s) presented by the above-named empioyee,

(2) the above-listed document(s) appear fo 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/ddiyyyy): |/ / / £ /202 {  (Seeinstructions for exemptions)
Signaturg of Employer or Authorized Representative Today's Date (mm/ddfvyyy)  |Title of Employer or Authorized Representative

2l o i lig J2024 Senior el

Last Name of Employer or Authorized Representative  § First Name of Employer or Authorized Representalive J;mployer‘s Business or Organization Name

wint~ L zibrdin Qquidde Mangeont Enpyap

Employer's Business or Organization Address (Street Number and Name) | Cily or Town State ZIP Code
L&D W. [y boeitnni ngie i 00 8D 22y

7 TBDate of Rehira (¥ appiicable)
Middle Initial Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

9-‘5;’=ﬁth-9=7-5m919y‘??!-$'§Pre!-’..'!‘?F{sﬁi,Q"?.n-"Pf".'5'-“P-l.‘?mﬁmﬂﬁ‘{thof.iz_aﬁ-' as
cuntinulig employment auithorization:in the‘space’ provided Below.

Document Title Document Number

the Informatio

he document orreceipt that'establishes

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/ddfyyyy} Name of Employer or Authorized Representative

Form 1-9 10/21/2019 Page 2 of 3






Direct Deposit/Payroll Debit Card Authorization Form

Employees have the option of receiving wages by Direct Deposit or Payroll Debit Card.
If yop do not provide a written payroll election a Payroll Debit Card will be provided.

Employee Name: __| /\Spd tfhd‘@t“a.g'i,..

Payroll Election:

S/Direct Deposit (Please see Section A)
0 Payroll Debit Card (Please see Section B)

Section A: Direct Deposit
Bank Name: j‘ C P\SQ m\! @AHK
Routing Number: |0 F001Y &\
Account Number: q l \ Of’)’ L’l S' ?‘q 5

Account Type: CheckL/ Savings:  Other:

I understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I 2m responsible
for any delays in payroll or extra costs incurred if the account
information that I provided is incorrect.

Initial: P‘M Bate: \\ - l g - ")‘\

Section B: Payroll Debit Card
Routing Number:

Account Number:

Initial: Date:

I have received my Payroll Debit Card, welcome brochure,

program fees, conditions and disclosures. By activating my
Payroil Debit Card on my first pay day I am agreeing to the
program terms, conditions and disclosures that are included
or made available to me from time to time from the financizl
imstitution. I authorize CMG to debit my Payroll Debit Card
account for the fees described to me in the provided material.

Section C: Additional Accounts
Bank Name;:

Routing Number:

Account Number:

Account Type: Check__ Savings:  Other:

I request that the following funds be deposited to the account
listed in Section C:

O % of my orginal deposit
D 8 from my original deposit

Initial: Date:

[ authorize CM@G to directly deposit my wages and other payments as necessary into my account(s) as designated
above and to initiate, debit entries and adjustments for any credit entries made in error to my account(s).

I have been informed how to gain access,to njy electronic pay stubs if needed.

Employee Signature: v/l /ZL ;Z'// i Date: \ \’ ,3 "R\




Emergency Contact Information

In the event of an emargeﬁoy CMG will contact the follow contacts

Please Tist two people in -order of priority.

Contact # 1

-Relationship: W : (3

Name: [:a\}:d ] V!L\O\QL‘{‘/LK.

Home Phone:

Cell Phone: 790 - 58 “ (/l \%(Q

Contact # 2

Name: Lboe) o l(Jeo

Relationship:
= Mg

Home Phone:
S 3 23 'D?’g(

Cell Phone:

Additional information you would like CMG and our clients to know in the event of an emergency:




W'4 Employee’s Withholding Certificate COME Mo, 1546-Davd
Form

= i i ur pay.
(Rev. December 2020) » Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 2 @ 2 1

Depariment of the Treasury P Give Form W-4 to your employer.
Internal Revenue Service » Your withholding is subject to review by the IRS.
First name and middle initial Last name (b) Social security number
1: @ i | = - ql-cme
Step A o ﬂmﬁﬁ—zrl {\/\N‘Mml——- S32~-+Y-5502
Enter i Address 5 j: > Does your namei nlmtch t:;;
ersona N o o \ name on your social secur
; o6 Q\(‘ L n'\_c N m-— card? If not, to ensure you get
Information Clty or town, state: and 2P oo Nl credit for your eamings, contact
. S SSA at 800-772-1213 or go to
(/ Na M\ \( ; C ) i R S5 6 \ WWW.ssa.gov.
(©) | |3ingre’£’ Married filing separately f

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

or Spouse Do only one of the following.

Works

(a) Use the estimator at www.jrs. goviW4App 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 . . . . . p 0

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 . i . L‘/ LYo
Dependents Multiply the number cf qualifying children under age 17 by $2,000 > $ (&)
Multiply the number of other dependents by $500 ., . . . p $ 5 00
Add the amounts above and enter the total here . . . . . . . . . 3% Lf{ 5 60
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you expect
(optional): this year that won't have withholding, enter the amount of other income here. This may '
Other include interest, dividends, and retirement income . . . . ., . . | N ETEVI A C
Adjustments
(b) Deductions. If you expect to claim deductions other than the standard deduction i
and want to reduce your withholding, use the Deductions Worksheet on page 3 and 0
entertheresulthere..................... 4(b) I$
(c) Extra withholding. Enter any additional tax you want withheld each pay period . {4(c)|$ 0
Step 5: Under penaltig;p of perjury, I dec?/a#e that this certificate, to the best of my knowledge and belief, is true, borrect, and complete.

y Lodte) W)y, ~ y L1 18- |

Employee’s signature (This f6rm 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 Natice, see page 3. Cat. No. 10220Q Form W=-4 (2021)






B

Form W-4 {2021}

Page 3

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

i you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for alf jobs) on on}y 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 interse

that value on line 1. Then, skip to line 3 .

ction of the two household salaries and enter O

1 %

2  Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and

2¢ below. Otherwise, skip to iine 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 a
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries )
and enter that value on line 2z . . 2a $§
b Add the annuai 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 apprapriate table on page 4 and enter this amount
on line 2b A . 2b §
¢ Add the amounts from lines 2a and 2b and enter the resultonline2c . . . . . ., . . . . 2c § D
3  Enter the number of pay periods per year for the highest paying job. For example, if that job pays a
weekly, enter 52; if it pays every other week, enter 26; If it pays monthly, enter 12, etc. . . . . . 3
4  Divide the annual amount on line 1 or line 2¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4{c} of Form W-4 for the highest paying job (along with any other additionai ()
amount you want withheld} . R T 4 $
Step 4(b)~Deductions Worksheet (Keep for your records.) ﬂ
1 Enter an estimate of your 2021 itemized deductions (from Schedule A (Form 10440)). Such deductions
may include qualifying home morigage interest, charitable contributions, state and local taxes {up to o
$10,000), and medical expenses in excess of 7.6% of yourincome . . . . . . . . . .o 1 3%
* $25,100 if you're married filing Jointly or qualifying widow(er) 3
2 Enter: * $18,800 if you're head of household 2 85
= $12,550 if you're single or married filing separately
3 [fline 1 is greater than line 2, subtrac- line 2 from line 1 and enter the result here. If line 2 is greater
than line 1, enter “-0-" . 3 3 Y]
4  Enter an estimate of your student loan interest, deductible IRA cantributions, and certain other
adjustments {from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . .. 4 3% D
5 Add lines 3 and 4. Enter the result here and in Stepdb}of Formw-4 . . ., . . . . . . 5 % s

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. Internat
Revenue Cods sections 3402(f)(2) and 6109 and thalr regulations require you to
provide this information; your employer usss It to determine your federal income
tax withhelding. Failurs to provide a Properly completed form will result In your
being treated as a single person with no other entries an tha form; providing
fraudulent Information may subject you to penaities. Routine uses of this
informatton Include giving it to the Department of Justice for olvit and criminal
litigatlon; to citles, states, the District of Columbia, and U.S. commonwealths and
possessions for use in adminlstering thelr tax laws; and to the Department of
Health and Human Services for use in the Natlonal Diractory of New Hires. We
may also disclosa this Infarmation to other countries under a tax treaty, to federat
and state agencies to enforce federal nontax criminal laws, or to faderal law
enforcement and Intelligence agencies to combat tarrorism.

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

The average time and expenses requirad o complete and fite this form will vary
depending on Individual clircumstances. For estimated averages, sae the
instructions for your income tax return.

{f you have suggestions for making this form slmpler, wa would be happy to hear
from you. See the Instructions for your income tax return.






CORPORATE RN

“yaurworkioree management &2iafling experts”

ANTI-HARASSIENT POLICY:

it is Corporate Management Group’s (CMG) policy that all employses should be able to
enjoy a work environment free from all forms of discrimination, including harassment. As
such, CMG is committed to vigorousty enforcing their Anti-harassment Policy. This
policy applies to all employees of the organization (without regard to position) and
individuals not directly connected fo CMG (2.g., an outside vendor, consultant, cusiomer
or guest). Title VIl of the Civil Rights Act of 1984 prohibits employment discrimination
based on race, color, creed, refigion, national origin, sex, marital status, status with
regard fo public assistance, membership or activity in a local commission, disability,
sexual orientation or veteran status. Harassment is considered a form of discrimination
and is specifically included among the prohibitions under Title Vil of the Civil Rights Act
of 1864. In addition, retaliation or reprisal taken against anyone who has expressed
concern about harassment or discrimination against the individual raising the concern is
iliegal. '

The Equal Employment Opportunity Commission (EEOC) defines sexual harassment as
“unwelcome sexual advances, requests for sexual favors, sexual comments, or other
verbal or physical acts of & sexual or sex-based nature including, but not limited to
drawings, pictures, jokes, and/or teasing where (1) submission fo such conduct is made
either explicitly or implicitly & term or a condition of an individual's employment; (2) an.
employment decision is based on an individual's acceptance or rejection of such conduct:
or (3) such conduct interferes with an individual's work performance or creates an
intimidating, hostile or offensive working environment.”

The Anti-harassment Policy prohibits harassment and/or retaliation by any individual-
employed by, doing business with or for, or visiting CMG. Empioyees who belfieve they
have been the subject of harassment and/or retaliation or an employee who may have
been witness to harassment and/or retaliation must report the incident immediately.
Information and/or allegations must be reported to a manager of CMG (by telephoning
866.920.1425 or 303.920.1425), Only those who have an immediate need to know,
including the alleged target of harassment or retaliation, the alleged harassers or
retaliators, and any withesses may find out the identity of the complainant. All individuals

contacted inthe course of an investigation will be'advised that all persons invelved ina™

charge are entitied to respect and that any retaliation or reprisal against an individual who
is an alleged target of harassment or retaliation, who has made a complaint, or who has
provided information in connection with a comptlaini, is a separate violation of CMG's
policy. All information will be disclosed only on a need-to-know basis to aflow CMG fo



investigate and resolve the incident. CMG recognizes the serious nature of harassment
and theretore will endsavor to protect the employse who may have been subjected 1o
harassment, any witnesses and the party against whom allegations have been filed to
every possible exient,

Harassment is unlawful and has g negative impact on employees. Violation of the Anti-
harassment Policy will not be tolerated by CMG and may result in discipline up o and
including termination. Offensive acts or conduct have no legitimate business purpose;
accordingly, any employes, regardiess of his/her position within CMG, who it is
determined has engaged in such conduct wil be made to bear the full responsibility for
such unlawful conduct.

With respact to sexual harassment, the following is prohibited:

1. Unweicome sexual advancss, request for sexual favors, and alf other verbal or
physical conduct of a sexual or otharwise ofensive nature, especially where:

O Submission to such conduct is made sithar explicitly or imiplicitly a term or
condition of employment; : :

O Submission to or rejection of such conduct is used as the basis for dacisions
affecting an individual's employment: or

O Such conduct has the purpose or effect of creating an intimidating, hestils or
offensive working snvironment.

2. Offensive comments, Jjokes, innuendoes and other sexually-oriented statemants.
if Harassment Ocours:
s When possible, confront the harassar and tell him/her io stop. Sometimes a
simple confrontation will end the situation.
2 If confrortation is unsuccessful, tmmediately contact your CMG supervisor o
report the harassmeant.
a. An investigation will bs conductad and appropriate action taken, including

disciplinary measures. We will investigate, in confidence: all reported incidents of
harassment and retaliation. :

/ 1

p ¥ /
‘Employee Signature: (/14/ ‘L
Date: ”‘ ,37 '“2(

4 ~




Notification of Colorade Law Reguirement
Unemployment Acknowledgement

EMPLOYEE COPY

According to Colorodo Statutes section 8-73-105.3. A temporary employee who is given a notice
that the employee is required to contact or notify the employer upon completion of an
assignment and to be available to work, as agreed upon at the time of hire, during a specified
period of time, on specified dates, or upon call by the employer on an as-needed basis and who
does not contact or notify the employer upon completion of an assignment in compliance with
the notice and is not available to work at the agreed-upon times is deemed to have voluntarily
terminated employment for the purpose of determining benefits pursuant to section 8-73-108
(5) (). Also, a temporary employee who agrees to work on an as-needed basis and refuses zll
work within three separate pay periods when contacted by the employer is deemed to have
voluntarily terminated employmeant for reasons that may or may not allow an award ot benefits
pursuant to section 8-73-108.

It is you responsibility to contact or notify CMG once your assignment ends. f you fail to do so,
't may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact or notify CMG once an
assignment ends. | also acknowledge that | have received a separate copy of this form.

"f‘\ (Initial)

ldidy >~ |- 18- 2(

Employee Signature:” Date:

l(lr Bw Macbder

Employee (please print your name here)




New Health Insurance Marketplace Coverage
Form Approved

N Gptmns and Your Health Coverage oN No. 123102%1)%?
EKle’-’-’SD i-

p;\_ BT A G enerzl [nformation
When key paris of the health care jaw take efifact in 2014, there will be a naw way io buy health insurance: iha Health
Insurance Markeiplace. To assisi vou as you avaluate opiicns for you and your family, this notice provides some basic

“infarmation about the pew Markeipiace and employment-based healih coverage offered by your amplover.

- g o= B fir mafme S ]
5 fhe Meaith nsurencs nvﬂﬁrﬁmgﬁﬁaﬂas

.')

he Markeiplace is designed o hslp you find hzalth insurance that meets your needs angd fiis vour bhudgeat. The
Markeiplace offers "one—stop s!nopptr.c' to find and comipares private h alth insurance opiions. Youmay aiso be eligible
far & new kind of 1ax credit that lowers your mon premium right away. Opan anrcllmant for health insurance

nthiy
coveraoe through the Marketplace begins in Octobar 20 o148 for coverage starting as early as danuary 1, 2014

- O

Can | Szve Money an my Health Insurance Premiurss o the MarkeipizoeT
our monihly premium, bul only if your employsr doss not offer coverage, or
tandards. Ths savinos on vour premium that vou're aligible for depends on
vour household income.

ity for Premium Savings through the Markstpleost

(d

o

Dose Employar Health Coverags Affect Bligl

Yas, If you have an offer of health coverage from your smplover thai mesis cartain standards, you will not be zligible
ior 2 tax cradit through the Markeiplase and may wish io anroll in vour ampiover's health plan, Howsver, you maYy be
eligitle for a tax cradit that lowars your monthly premium, or & reduction in cariain cost—sharing if your amployar does
not oifer coverags ic you at zll or dees not ofier covearage that moets ceriain standards. H the gost of & plan from your
employer that would cover you (2nd not any ﬁ-lher mambears of your {amily) is more than 8.5% of your nouwsshold
income for the-vear, or if the coverage your amployar prowdes doss not meet the "minimum valus" standard set by tha
Lifordahle Care Act, you may be gligible for a tax cr adit.|

Nots: 1§ vou purchase a heajth plan through the Markstplace instead of accepiing health covarages oifered by your
employer, then vyou may lose the smployer centibution (if any) o the amplover—offerad coverags. Alsc, lhis amployer
contribution —as weall as your emplovee coniribution 10 employer—of fferad coverage— ie often excludsd from income for
Fedaral and State income tax purposas. Your pavments for coverage shrough the Markaiplace ars mads on an after—
ax basis.

s

Mo Can | Ged Mors Informetion

Eor more iniormation about your coverage oflered by your employar, please chaeck your summary plan dascription or
contact

The Markeiplace can help you svaluals vour coverage opiions, including your aligibility for coverage fhrough the
Marketplace and its cost, Please visit HealthCars.gov for more information, including an online application for haalth
insurance coverage and contact information tor a Healih Insurance Marketplace in your aresa.

1 gn ermpiover—sponsared health plan maets the "minimum value standard” it the plan's sharg of the tolal ajlowed benefit costs coverad
ov the plan is n iees than S0 percent ot such costs.



