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CMG EMPLOYMENT NEW HIRE PAPERWORK

Name Artur J Padia
First Middle Last Maiden
Co 80229
Present Address 1616 E 78th Ave #22 Denver
Street City State Zip

i i i il.com
Telephone S03-525-2807 | artiepadia@gmail.co

E-Mai

Referred by Add

Do you have any responsibilities or comm itents that will prevent you from mesting a specified work schedule?

¥ Yes ¥ No I so, please explain Doctor

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

M Yes ¥ NoIfso, please lists all dates /24/2024

Military Experfence;
Have you ever been in the Armed Forces? __ Yesv No
Are you currently an active member of the Rescrve or National Guard? Yes _"_ No

Branch Specialty
Date Entered  2/16/2024

Discharge Date




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

T agree that

Neither the acceptance of this application nor the subsequent entry into auy type of employment relationship, either in the
position applied for or any other position, and tegardless of the contents of employee handbooks, personnel manuals, benefit
plags, policy statements and the like as they may cxist from time to time, or other company practices, shall serve 1o create
an actual or implied contract of employment, or to confep any rightto remain an employee of Corporate Management Grougp,
Ine. (CM@G), or otherwise to change in any respect the employment-at-will relationship between it and the undersigned, and
that relationship cannot be altereq except by a weitten instrument signed by an officer of CMG, Both the undersigned and
CMG may end the employmeni*relationship at any time, withont specified notice or reason, If employed, T 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 gll statements contained in this application. I understand that the Imisrepresentation or omission
of facts will result in my disqualification from consideration for employment of, if discovered after 1 begin employment,
will result in my termination, L hereby give MG permission to cont

indicated), references and others and hereby releage CMG fiom any lability as a result of such contact,

Tunderstand that a comprehensive background check may be copducted to determine my eligibility for hire by CMG. This
may inchude but is not limited to, investigations of crinting and/or conviction records, driving records and/or a drog screen
test as required by clients, government regulations or by CMG policies.

I release CMG and other persous or entities from any claims that might be based o CMG’s decision o conduct a
background checl.

I understand that, in conncetion with the routine processing of your employment application, CMG may request from a
Consumer reporting agency an nvestigative consumer report ineluding information as 1o my credit reoords, character,
general reputation, personal characteristics and mode of living. Upon wyitten request from me, CMG will provide e with

additional informatioy concerning the nature and scope of any such report requested by it, as required by the Fair Credit
Reporting Act,

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

(based on the client siie | am employed at) and further that at any time during the probationary period or thereafler, my
employment relationship with CMG is terminable at will for any reason by either party.

Sighature of applicant % i%%/ ?y W

Date:  2/16/2024




Emergency Contact Information

I'the event.of an ﬁmexgeix_ oy CMGwill contact-te follows ontacts ‘
' P]éase]iﬁtzﬁm pedple In-orderofpriority,
e —
Contact # 1 Home Phone:
Name: Kimberly Ray None
Relati onship:
Daughter Cell Phone: ) 3557046
Contact #2 Home Phone:
Name: '
Relationship:
Cell Phone;

Additionaf information you would like CMG and oyr olients to know in the event of an emergency:

B A ST I S TR ISR s e g, e T SO
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Employment Eligibility Verification USCIS

< i Form I-9
Department of Homeland Security OMB No.1615-0047

U.5. Citizenship and Immigration Services Expires 07/31/2026

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form -9, Employers cannot as_k
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must ;?resent for Section 2 or
Supplement B, Reverification and Rehire, Treating employees differently based on their citizenship, immigration status, or national origin may be illegal,

Section 1. Employee 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) : Middle Initial (if any) Olhef Lés{Names Used (.lf.ahy)

Padia Arthur

Address (Street Number and Name) Apt. Number (if any) | City or Town State ZIP Code

1616 E 78th Ave 22 Denver Co |802%

Date of Birth (mm/ddiyyyy) U.8, Bocial Security Number Employee’s Email Address Employee's Telephone Number
07/17/1969 523119505 _]| artiepadia@gmail.com 303-525-2807

| am aware that federal law Check one of the following boxes to altest to your cilizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment andlor ’ "
fines for false statements, or the | ¥ 1= Acltizen of the Uniled States

18
use of false documents, in [: 2. Anoncilizen national of the United Slates (See Instructions.)
;3’:“';‘30"0"' wt‘tth tthe cgmpletmll: of [:| 3. Alawlul permanent resident (Enler USCIS or A-Number.) I

s form. | attest, under pena ” f
of perjury, that this infoml:ation? B 4. A noncitizen {other than ltem Numbers 2. and 3. above) authorized lo work until (exp. dale, if any)
including my selection of the box

attesting to my citizenship or IFyou check Item Number 4., enter one of these:
immigration status, is true and USCIS A-Number o Form 1-84 Admission Number & Foreign Passport Number and Country of Issuance
correct, b, %
Signature of Em\?&ae Today's Date (mm/ddiyyyy)
,3425 Lred é:a,/r};.’/

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer andior Translator Certification on Page 3.
Section 2. Employer Review and Verification: Employers or their authorized representative must complele and sign Section 2 within three
business days after the .empla#ee‘s first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentation in the Additional Information box; see Instructions ;

: List A OR List B AND ListC
DocumentTitle 1 ' Driver L(C{’,M SSN Coved
Issuing Autht?riiy OO lecQO .S g Pf
Document Numher-{ifar.ay) s q )~ h/S* *\%‘71} €7Jf6 % “ -61‘ s‘jj S’
Expiration Date (Itany) L =03 =)t I\Jl 8

bocumam Title 2 (if any) . Additional Information

Issuing Authority

Document Number (if any)

Expiration Dale (if any)

Document Title 3 (if any)

Issuing Authority

Document Number (if any)

Expiration Date (if any) [7] check here if you used an altemative procedure autherized by DHS 1o examine documents.

Certification: |attest, under penalty of perjury, that (1) | have examined the decumentation presented by the above-named F‘mt;g;}" of Ernploymenl
employes, (2) the above-listed documentation appears to be genuine and to relate fo the empioyee named, and (3) to the {mim ; MJ'
bost of my knowledge, the omployee is authorized to work in the United States. Dq I l :)—— I"L 0 LL1
Last Name, First Name and Tille of Employer or Authorized Representative Signalyre of Employer of Authorized Representative Toda);"s Dale (mm/ddiyyyy)
- y

! . : g
(Neis, |za0an  Seiry M 0| 11 2024
Employer's Business or rganization Name Employer's Business or Organization Ad_dress, Cily or Town, State, ZIP Code '

S

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4,
Form I-9 Edition 08/01/23

PO MADASONE B0 | oD - |2 g SUle0 (s Cx §97 25

Page 1 of 4
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LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274),

LIST A LISTB LISTC
Documents that Establish Both Identity " " : Documents that Establish Employment
and Employment Authorization OR Documents that Establish Identity ANE Authorization
. , ‘ 1. A Bocial Securily Account Number card,
1. U.8. Passport or U.5. Passport Card 1. Driver's license or 1D card issued by a State or unless the card includes one of the following
outlying possession of the United States restrictions:
2. Permanent Resident Card or Alien provided it contains a photograph or
Registration Receipt Card (Form 1-551) information such as name, date of birth, (1) NOT VALID FOR EMPLOYMENT
d i salor,
3. Foreign passport that contains a et lght, eye colar; and gddress {2) VALID FOR WORK ONLY WITH
temporary 1-551 stamp or temporary 2. ID card issued by federal, state or local INS AUTHORIZATION
1'55; g:’ln‘ted rlroiautonl on a machine- govemment agencies or entities, provided it (3) VALID FOR WORK ONLY WITH
feasabie mmigrant visa contains a photograph or information such as DHS AUTHORIZATION
4. Employment Authorization Document name, date of birth, gender, height, eye calor,
that contains a photograph (Form 1-766) R sfcvas . 2. Centification of report of birth issued by the
i Department of State (- $-1350,
5. For an individual temporarily authorized 3. School ID card with a photograph Fgfsagémgg-gm)a PN
to work for a specific employer because 4. Matar istrati ’
of his or her status or parole: + Voler's registration card 3. Original or certified copy of birth certificate
i issued by a State, county, municipal
a. Foreign passport; and 3. US. Mitary card or dratt record authsritys,(cr territory of ﬂ{e UnitedpSlates
b. Form 194 or Form 1-94A that has 6. Military dependent's 1D card bearing an official seal
the following: 4. Native American tribal ment
T 7. U.8. Coast Guard Merchant Mariner Card R DIBIER TR DR
m e
: 5. U.G. Citi ID Card (F 1197
passport; and 8. Native American tribal document i AR (o )

(2) An endorsement of the o 7 6. Identification Card for Use of Resident
individual's status or parole as 9. Driver's license issued by a Canadian Citizen in the United States (Form 1-179)
long as that period of government authority
endorsement has not yet 7. Employment authorization document
expired and the proposed For persons under age 18 who are issued by the Department of Homeland
employment is not in conflict unable to present a document Security
with any restrictions or listed above:
limitations identified on the form. For examples, see Section 7 and

10. School record or report card Section 13 of the M-274 on
6. Passport from the Federated States of uscis.gov/i-9-central.
Micronesia (FSM) or the Republic of the 1. Clinic, dostor, or hospital record The Form 1766, Employment
Marshall Islands (RMI) with Form 1-94 or ization De % ke 1
Form I-94A indicating nonimmigrant 12. Day-care or nursery school record aﬂt;%tzra‘z;{udongnﬁ?f nn;):saal:f CA, el
admission under the Compact of Free document ’
Association Between the United States ’
and the FSM or Rl

Acceptable Receipts

May be presented in lieu of a document listed above for a temporary period.
For receipt validity dates, see the M-274.

Receipt for a replacement of a lost,
stolen, or damaged List A documnent.
Form 1-94 issued to a lawiul
permanent resident that contains an
I-551 stamp and a photograph of the
individual.

Form 1-94 with “RE" notation or
refuges stamp issued to a refugee.

OR

Receipt for a replacement of a lost, stolen, or

damaged List B document,

Receipi for a replacement of a lost, stolen, or
damaged List C document.

*Refer to the Employment Authorization Extensions page on

1-9 Gentral for more information.

Form 1-9  Edition 08/01/23

Page 2 of 4



Lest Name {Farnfly Manie) from Section 1,

Padia

Supplement A,

Preparer and/or Translator Certification for Section 1

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

USCIS
Foxm I-9
Supplement A

OMB No. 1615-0047
Expires 07/31/2026

First Name {G/ven Name) from Sectlon 1.

Arthur

J

Midele Inltiat {If any) from Section 1,

Instructions: This supplement must be com
of Form I-8. The preparer andfor transtator m
must complete, sign, and date a separate ce

completed Form i-8,

I attest, under penaity of perjury, that | have
knowledge the information is true and correct,

assisted in the completion of Section 1 of this form a

pleted by any preparer andfor translator who assists an employee in completing Section 4
usl enter the employee's name in the spaces provided above, Each preparer or translator
riification area. Employers must retaln completed supplement sheets with the employse's

nd that to the best of my

Signature of Preparer or Translator

Date fmm/dd/ryyy}
Last Name (Family Name) First Name (Given Name} lﬂiddle Initial (if any)
Padia Arthur
Address (Strest Number and Nama) Cliy or Town State ZIP Code
1616 E 78th Ave #22 Denver co 80229

| attest, under penalty of perjury,
knowtedge the information is tru

that | have assisted in the completion of Section 1

e and correct,

of this form and that to the best of my

Signature of Preparer or Translalor

Date (mmiddiyyyy)
Last Name (Family Name) First Name (Ghven Name) Middle Initfal {if any)
Padia Arthur J
Address {Streef Number and Nama} City or Town 8tate ZIP Code
1616 E 78th Ave #22 enver o} 80279

| attest, under penalty of perjury,

that | have assisted in the completion of Section 1 of
knowledge the information is frue and correct,

this form and that to the best of my

Signature of Preparer or Transiator

Gate (mm/ddryyyy)
Last Nat:ne {Family Name) First Name (Given Name) Middle Inftial fif any)
Padia Arthur J
Address {Street Number and Name) Cily ar Town State ZIP Cada
1616 E 78th Ave #22 Denver Co 80229

L attest, under penalty of perjury, that | have assisted in the com
knowledge the infarmation is true and corract,

pletion of Section 1 of this form and that to the best of my

Signature of Preparer or Translatar Date {mm/ddivyyy)

Last NaEne (Family Name) First Name (Given Nams) Middle Initial {if any}
Padia rthur J

Address (Street Number and Name) City or Town State ZIP Coda
1616 E 78th Ave # Denver Co 80229

YormI-9 Edition 08/01/23
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Direct Deposit/Payroll

-

Debit Card Authorization Form

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

Employee Name: Arthur Padia

Payroll Election:

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

Section A; Direct Deposit

Bank Name: Bellco Credit Union
Routing Numbey: 302075018
Account Number: 6061846

Account Type: Checke v Savings: O

for any delays in payroli

ther: Initlat: _1np

Y understand and acltnowledge th
voided check with this direct depos

information chat I provi

at if [ do not provide a

it form, I am responsible
or extra costs incnrred if the aceouwnt
ded Is fncorrect,

Date:  0/16/2024

Section B: Payroll Debit Card

Y have received my Payroll Debit Ca

rd, welecome brochure,

Routing Number- program fees, conditions and disclosures. By activating my
= ’ Payroll Debit Card on my fvst pay day I am agreeing to the
Account Number: program terms, conditions and disclosures that are included
or made available to me from time to time from the financial

institution. I authorize CMG to debit my Payroll Debit Cara
]_Eniﬁah Date: Account for the fees described fo me iy tiie provided material.

Section C: Additiona) Accounts

I request fhat the Tollowing

funds be deposited to the account

above and 1 initiate, debit entries end adjustments for any credit entries made
Thave been informed how 10 gain access to my

Employee Signature: RN Y

electronic pay stubs if needed.

Date:

Bank Name: listed in Section C;
Routing Number: 0 100 % ofmy 01:g1:na1 depos'%t
o s irom my origial deposit
Account Nuher e
Imitial; Date:
Account Type: Check _ Savings;  Other i
Hauthorim CMG 1o directly deposit my wages and other payments as necessary into my account(s) as designated

in error to my account(s).

9/16/2024
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To: All Employees
Quien: Todos Empleados

Fromt Corporate Management Group & Employar Salutions Group
Lrer Corporate Managem ent Group y Employer Solutions Group

Re: Stop Paymant Check Fes
Re: Tarifa de chegue paradp

IE your check is stolen, we will first need a 0opy of the police report before 2 new check can be reisened. After
We receive a copy of the police report, a new check will be issued following the same procedures as Hsted
above. Si su chegue es robads, Recesitaremos ung copia de el reporte de policia antes de que uy cheque nuevo
Sera procesade. Despues de obiener yng copia del reporie da policia, un cheque nugvo sera procesado usando
los mismos Procedimientos mencionados arriba,

If you have Ery questions regarding thig new policy, please contact your On-Site Representative or the

Corporate Office (303~920-1425). ST usted tene preguntas sobre esta polizg, Por favor contacte q sy
representante de CMG o ln oficing corporal ol (303-920-1 425}

Thank you for your continued dedication and harg work]

Gracias por su dedicacion continual

By sigring below You are confirming that yon understand the shove policy.
Con s firma abajo usted esta confirmando que entiende la poliza descritg,

Sp2 4
el

Signatnre/Firme; o5k 0:
Date/Fecha:  oliai004

Fehruary 2017




Itis Corporate Management Group's (CMG) policy that aff employess should be able to
erjoy a work envirenment free from al] forms of diserimination, including harassment. As
such, CMG is committed fo vigorously enforcing their Anti-harassment Policy. This
policy applies to aff employees of the organization (withoyt regard to position) and
individuais not directly connected {g CMG (e.g., an outside vendor, consuitant, custorner
Or guest). Title V1] of the Civil Rights At of 1 964 prohibits emplovment discrimination

ased on race, color, creed, religion, national origin, sex, marltal status, status with
regard fo public assistance, membership or activity in a loca commission, disability,
sexual orientation or veteran status. Harassment Js censidersd a fomm of diserimination
and Is specifically included among the prohibitions under Tiife VIl of the Civil Rights Act
of 1964, In addition, retaliation OF reprisal taken against anyone who has expressed

concemn about harassment or discrimination against the individual raising the congem is
illegal, '

The Anti-harassment Policy prohibits harassment and/or refaliafion by any individugl
employed by, doing business with or for, or vislting CMG. Emplayees who believe they
have been the subject of harassment andfor retaliation or an employee who may have
been withess to harassmen_f and/or retafiation must report fhe incident immediately.
Information andfor allegations must be reported to 5 Mmanager of CMG (by telephoning
8686.920.1425 or 303.920.1425), Only those who have an immediate need g know,
including the alleged target of harassment or retalistion, the alleged harassers ar
retaliators, and any wiinesses may find out the identity of the complainant, All individuals
contacted in the course of an investigation Will be advised that all persons invalved in a
charge are enfitled fo fespect and that any retaliation Or reprisal against an Individual wha
is an alleged target of harassment or refaliation, who has made & complaint, or who has
provided informafion in connection with a complaint, is g Separats violation of CMG's
policy. All information will be disclosed only or g need-to-know basig to allow CMG 1o




accordingly, any eMployes, regardiess of hisfher position within CMG, who it i
determined has engaged In such tonduct will be made to bear the il responsibility for
Such unlawfy) conduct,

With respect io sexual harassmenf. the fo fowing is prohibited:

Come sexug] advances, request for sexys Tavors, and aff other verbal or

1. Urwel
Physical conduct of g sexual or otherwisa offensive nafure, especially whera:

hys

0 Submission o such tonduct is mage efther explicitly or imp[iciﬂy atenm or
condition of empioymeni: . .

0 Submission o or rejection of such conduct is Used as the bagjs for declsiong
affecting an indlviduaf's employment; or

O Such condust has the PUpose or effsnt of creating an Inﬁmldaﬁng, hostile or
offensive Working environment.

2, Offerisive Comments, Jokes, innuendoes and othar Sexually-oriented stafements,
if Harassmepns Cecurs: .
1. When Possible, confrop he harasser and tell himmer to Sfop. Sometimes
simple Confrontation will end the situation,
2 confrontation ig Unsucoesss | immecﬂatefy contact your CG Supervisor to

. Tepor the frarassment.
3 An ipv_esﬂgation will be Conducted ang @bpropriate action faken, including
dfsmphnary Mmeaslires, We vl Investigate, in tonfidence; al Feporied incidents of
u .

Employes Signature: st Sk

Date: 9/16/2024
———- 9162024




SETTEINETE &

Notification of Colorado Law Reguirement
, {_.Lrgem;;iovmen‘c.ﬂzc!mow{edgemen?

EMPLOYEE cOpPY

According to Colorudo Stotutes section &-73-105.3. A temporary employee who is given a notice
thai the Smployee is required 1o ontact or notify the employer upon completion of an
assignment and to be available to worl;, as agreed upon at the time of hire, during a specified
period of time, on specified dates, or upon cafl by the empioyer on an as-needed basis and who
does not contact or netiy the employer Upon completion of an assignment in compliance with
the notice and is not avajlable to work ot the agraed-upon times is deemed to have voluntarily
terminaied employment for tha PUrpose of determining benefiis pursuant to section 8-73-108
{5) (e). Also, a temporary employse who agrees to work on an as-needed basis and refuses al|
work within thres Separate pay periods whan contactad by the employer Is deemed to have

volurtarily teiminated employment for reasons that may or may not allow an award of benefits
pursuant to section 8-73.108,

Itis you responsibility to contact or notify CMG once yous assignment ends. If you faif to do so,
it may affact your Unemployment benafits,

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

Top (Initiaf)

—

Soor Jidl 9/16/2024

Employee Signature: Date:

Arthur Padia

Employee {plasgss prink your name here)




form w_4 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.

Department of the Treasury .Give F.orm. W-4 t-o your em_player. 2 @ 24
Internal Revenue Service Your withholding is subject to review by the IRS.
Step 1: {a) First name and middle initial l.ast name {b) Soclal security number
Enter FLTrty Vi ro i
P I Address” Does your name match the
ersona , - P ~ name on your soclal security
Information /(0/69 C 75%77—//5 v #Z = card? If not, to ensure you get
City or town, state, and ZIP cods credit for your earnings,
— - contact SSA at 800-772-1213
ﬂ(f A &/é_’yé,- el ?f’) fg 0z ¢ or go to www.ssa.gov.
© D Single or Married filing separately
[:E Married filing jointly or Qualifying surviving spouse
Head of household (Check only if you're unmarsied and Ppay more than half the costs of kesping up a home for yourself and a qualifying individual.)

I
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, and when to use the estimator at www.irs.gov/W4ADp.

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
Muitiple 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.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4). If you

or your spouse have self-employment income, use this option; or
(b} Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; 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
optien is generally more accurate than (b} if pay at the lower paying job is more than haif of the pay at the
higher paying job. Otherwise, {b)is more accurate . ., ., . . . . ., . . . . .. o O

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 Muiltiply the number of qualifying children under age 17 by $2,000 $
Dependent
ang Other Multiply the number of other dependents by$s00 . . . . . &
Credits Add the amounts above for qualifying children and other dependents. You may add to P
this the amount of any other credits, Enter the total here . . . . . . . e 3%
Step 4 {a) Other income (not from jobs), If you want tax withheld for cther income you
{optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirement income . . ., ., . . . . 4(a) |$
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 enter
theresulthere.......................4(b)$
(c} Extra withholding. Enter any additiona) 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 /Lﬁ%y(/ %ﬁ/ﬂ,@@/ & - SO~ 2ozl
Employee’s signature fl’his form is not valid urless 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. Na. 10220Q Form W-4 (2024)



Form W-4 (2024)

Page 2

General Instructions
Section references are to the Internal Revenue Code,

Future Developments

For the latest information about developments related to
Form W-4, such as legisiation 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
retum 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 2024 if you meet both of the following
conditions: you had no federal incorne tax liability in 2023
and you expect to have no federal income tax liability in
2024. You had no federal income tax liability in 2023 If {1
your total tax on line 24 on your 2023 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27, 28, and 29), 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 2024 tax return. To claim exemption from
withhoiding, 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(h), and 5. Do not
complete any other steps. You will need to submit a new
Form W-4 by February 15, 2025.

Your privacy, Steps 2(¢} and 4({a) ask for information
regarding income you received from sources other than the
job associated with this Form W-4. If you have concerns with
providing the information asked for in Step 2(c), you may
choose Step 2(b) as an alternative; if you have concerns with
providing the information asked for in Step 4(a), you may
enter an additional amount you want withheld per pay period
in Step 4(c} as an alternative.

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

1. Expect to work only part of the year;

2. Receive dividends, capital gains, social security, bonuses,
or business income, or are subject to the Additional
Medicare Tax or Net Investment Income Tax; or

3. 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 YyOu receive as an
employee. If you want to pay these taxes through
withholding from your wages, use the estimator at
www.irs.gov/IW4App 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 caleulates the additional tax
you need to have withheld, while option (b) does so with a
little less accuracy.

Instead, if you {and your spouse) have a total of oniy two
jobs, you may 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 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.

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

Yyou 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 ather
dependents that you may be able 1o 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. 501, Dependents,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. 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
2024 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions stich 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.
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Step 2(b}—Multiple Jobs Worksheet (Keep for your records.) m

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 resuit on the Form W-4 for the highest
paying Job. To be accurate, submit a new Form W-4 for all ather jobs if you have not updated your withholding since 2019.

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 ,

e

2 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 fine 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 .

e e e e . .. 23 %

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

online2b ., . . . ., . . ., . . ..

£

¢ Add the amounts from lines 2a and 2b and enter the resultonline2c . . . . . . . . . . 2¢c $

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

4  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 highest paying job (along with any other additional

amount you want withheld) . . .

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

1 Enter an estimate of your 2024 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 yourincome . ., . . . . . . . . .o 1

2  Enter: [ * $21,900 if you're head of housshold

= $29,200 if you're married filing jointly or a qualifying surviving spouse ]
2

* $14,600 if you're single or married filing separately

3 Hline 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-"

T

- |

<~

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other

adjustments (from Part ll 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 Form W-4 ,

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. Intemal
Revenue Code sections 3402(1)(2) and 6109 and thelr 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
fraudufent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for ¢ivil and criminal
ltigation; to cities, states, the District of Calumbia, and U.8. commonwealths and
territotles for use in administering their tax laws; and fo the Depariment of Health
and Human Services for use in the National Directary 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 enforcarment
and inteligence agencles to combat terrorism,

You are not required to provide the information requested on a form that is
subject to the Paperwark 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, seo the
instructions for your income tax return.

If you have suggestions for making this form simpler, we would be happy to hear
from you. $ee the instructions for your income tax return,
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Married Filing Jointly or Qualifying Surviving Spouse

Higher Paying Joh Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0 - 1$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 | 19,909 | 29,999 { 39,999 | 49.999 | 59,999 | 69,999 79,999 | 89,999 | 09,999 | 109,999 | 120,000
$0- 9,999 30 $0 $780 $850 $940 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | %1.370
$10,000- 19,899 0 780 1,780 | 1,940 { 2140 | 2,220 | 2220 | 2220 | 2220 | 2220 | 2570 | 3570
$20,000 - 29,999 780 1,780 | 2870 | 3,140 ] 3340 3420 | 3420 | 3420 | 3420 | 3770 | 4770 | 5770
$30,000 - 39,999 850 1,940 | 3,140 | 3,410 | 3610 | 3690 | 3690 | 3,690 | 4,040 | 5040 | 6,040 | 7,040
$40,000 - 49,999 940 | 2,140 | 3,340 | 3610 | 3810 | 3,890 | 3800 | 4240 ] 5240 | 6240 | 7,240 | 8240
350,000 - 59,999, 1,020 | 2220 | 3420 | 3690 | 3890 | 3970 | 4320 5320 | 6320 | 7.320| 8320 | 9,320
$60,000- 69,999 1,020 | 2,220 | 3420 | 3,690 | 3890 | 4,320 | 5320 6,320 7320 | 8320 | o320 10320
$70,000- 79,099| 1,020 | 2220 | 3420 | 3690 | 4240 | 5320 | 6320 7,320 | 8320 | 9,320 | 10,320 | 11,320
$80,000- 99,999| 1,020 | 2,220 | 3620 | 4890 | 6000 | 7,470 | 8170 9,170 | 10,170 | 11,170 | 12,470 | 13,170
$100,000- 149,999 1,870 | 4,070 | 6,270 | 7,540 | 8740 | 9,820 | 10,820 11,820 | 12,830 | 14,030 | 15,230 | 16,430
$150,000-239,999| 1,960 | 4,360 | 6,760 | 8230 [ 9,630 [ 10,910 | 12,110 13,310 | 14,510 | 15,710 | 16,910 | 18,110
$240,000-259,999| 2,040 | 4,440 | 6840 | 8310 | 9,710 | 10980 | 12,190 13,390 | 14,580 | 15,790 | 16,980 | 18,190
$260,000 - 279,999 2,040 | 4,440 [ 6840 | 8310 | 9710 | 10,990 | 12,190 13,380 [ 14,590 | 15790 | 16,990 | 18,190
$280,000 - 299,999 2,040 | 4440 | 6840 | 8310 | 9710 | 10,990 12,190 | 13,390 | 14,580 | 15,790 { 16,990 | 18,380
$300,000-319,999] 2,040 | 4440 | 6840 | 8310 | 9,710 | 10,990 12,190 | 13,380 | 14,590 | 15,980 | 17,980 | 19,980
$320,000-364,999| 2,040 | 4440 | 6840 | 8310 | 9,710 | 11.280 13,280 | 15,280 | 17,280 | 19,280 | 21,280 | 23,280
$365,000 - 524,999 2,720 | 6,010 | 9,510 | 12,080 | 14,580 16,950 [ 19,250 | 21,550 | 23,850 | 26,150 | 28,450 | 30,750
$525,000andover | 3,140 | 6,840 | 10,540 | 13310 | 16,010 18,590 | 21,090 | 23,590 | 26,090 | 28,590 | 31,090 | 33590
Singie or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- | $10,000 -1$20,000 - |$30,000 - |$40,000 - | $50,000 - | $60,000 - | $70,000 - $80,000 - 1 $90,000 - ($100,000 -|$110,000 -
Wage &Salary | 0999 | 19,999 | 29,900 | 39,899 | 40,999 | 59999 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9998 g240 $870 | $1,020 | $1,020 | $1,020 | $1,540 | $1,870 | $1,870 | $1,870 | $1.870 $1,910 | %2,040
$10,000 - 19,999 870 1,680 1,830 1830 | 2850 | 3350 | 3680 | 3,680 | 3,680 | 3,720 | 3920 | 4,050
$20,000 - 29,998] 1,020 1,830 | 1,980 | 2510 | 3510 | 4510 | 4830 | 4,830 | 4870 | 5070 | 5270 5,400
$30,000 - 39,999 1,020 1,830 | 2510 | 3,510 | 4510 | 5510 | 5830 | 5870 | 6070 | 6270 6470 | 6.600
$40,000- 59,999] 1,390 | 3200 | 4360 | 5360 | 6,360 7370 | 7,890 | 8,090 | 8290 8490 | 8,690 | 8820
$60,000 - 70,998| 1,870 | 3680 | 4830 | 5840 | 7040 | 8240 8770 | 8970 | 9170 | 9370 | 9570 9700
$80,000- 99,999 1,870 | 3,600 | 5040 | 6,240 | 7,440 | 8640 9,170 9,370 | 9570 { 9,770 | 9870 | 10,810
$100,000 - 124,999| 2,040 | 4,050 | 5400 | 6,600 [ 7,800 | 9,000 9,530 | 9,730 | 10,180 | 11,180 | 12,180 | 13,120
125,000 - 149,999 2,040 | 4,050 | 5400 | 6,600 | 7,800 | 9,000 10,180 | 11,180 | 12,180 | 13,180 | 14,180 | 15,310
$150,000- 174,999 2,040 | 4060 | 5400 | 6,860 | 8,860 10,860 | 12,180 | 13,180 | 14,230 | 15,530 | 16,830 | 18,060
$175,000 - 109,999/ 2040 | 4710 | 6860 | 8860 | 10,860 12,860 | 14,380 | 15680 | 16,980 | 18,280 | 19,580 | 20,810
$200,000-249,999| 2,720 | 5610 | 8,060 | 10,360 | 12,660 | 14,960 16,590 | 17,890 | 19,190 | 20,490 | 21,790 [ 23,020
$250,000 - 399,999] 2,970 | 6,080 | 8,540 | 10,840 | 13,140 16440 | 17,060 | 18,360 | 19,660 | 20,960 | 22,260 | 23,500
$400,000- 449,999 2970 | 6,080 | 8540 | 10,840 | 13,140 15440 | 17,060 | 18,360 | 19,660 | 20,960 { 22,260 | 23,500
$450,000andover | 3,140 | 6,450 | 9110 | 11,610 | 14,110 16,610 | 18,430 | 19,930 | 21,430 | 22,930 | 24,430 | 25870
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 - | $30,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49999 59,990 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,900 %0 $510 $850 | $1,020 | $1,020 | $1,020 | $1,020 | $1,220 | $1,870 | $1.870 | %1 870 | $1,960
$10,000 - 19,889 510 | 1510 ] 2020 | 2220 2220 | 2220 | 2420 | 3,420 | 4070 | 4070 | 4,160 | 4,360
$20,000- 29,999 850 | 2020 | 2560 | 2760 | 2760 | 2960 | 3960 | 4960 | 5610 | 5700 5900 | 6,100
$30,000- 39,999 1,020 | 2,220 | 2,760 | 2,980 | 3,160 4,160 | 5,160 6180 | 6900 | 7100 | 7,300 | 7500
$40,000- 59,999| 1,020 | 2220 | 2810 | 4010 | 5010 6010 7070 | 8270 | 9,420 | 9,320 | o520 | 9720
$60,000- 79.999] 1,070 | 3,270 | 4810 | 6,010 | 7,070 B270 | 9470 | 10,670 | 11,520 | 11,720 | 11,920 | 12,120
$80,000- 99,999\ 1870 | 4,070 | 5670 [ 7,070 | 8270 | 9470 | 10670 11,870 | 12,720 | 12,920 | 13,120 | 13,450
$100,000- 124,999 2,020 | 4420 | 6160 | 7560 | 8,760 9,960 | 11,160 | 12,360 | 13210 | 13,880 | 14,880 | 15880
$125,000-149,999] 2,040 | 4440 | 6,180 | 7,580 8780 | 9,980 | 11,250 | 13,250 | 14,900 | 15,900 | 16,900 | 17,900
$150,000 - 174,999| 2,040 | 4,440 | 6,180 | 7,580 9,250 | 11,250 | 13,250 | 15,250 | 16,900 | 18,030 [ 19,330 | 20,630
$175,000- 199,999 2,040 | 4510 | 7,050 | 9,250 | 11,250 13,250 | 15,250 | 17,530 | 19,480 | 20,780 | 22,080 | 23,380
$200,000-249,999| 2720 | 5920 | 8,620 | 11,120 | 13,420 15,720 | 18,020 | 20,320 | 22,270 | 23,570 | 24,870 | 26,170
$250,000 - 449,9991 2970 | 6470 | 9,310 | 11,810 | 14,110 16,410 | 18,710 | 21,010 | 22,960 | 24,260 | 25560 | 26,860
$450,000andover | 3,140 | 6840 | 9,880 | 12,580 | 15080 | 17,580 20,080 | 22,580 | 24,730 | 26,230 | 27,730 | 29,230




CORPORATE MANAGEMENT GROUP

Fixed Indemnity Medical and Ancillary Products Enrollment Form
Complete the Enrollment Form to Elect or Decline Coverage

1.You MUST complete the Enrollment Form as part of your New Hire Process.
2.Elect or decline all benefits on the Enrollment Form.
3.You MUST Sign and Date the bottom of the form, even if you decline coverage.

4.Return the Enrollment Form to your Branch Manager.

5.Keep the Benefits at a Glance page for your records.

THE FIXED INDEMNITY MEDICAL PLAN IS A SUPPLEMENT TO HEALTH INSURANCE. IT IS NOT A SUBSTITUTE FOR
ESSENTIAL HEALTH BENEFITS COVERAGE AS DEFINED IN FEDERAL HEALTH LAW.

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYM ENT OF A LOSS OR BENEFIT
OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF INSURANCE
FRAUD AND WILL BE PROSECUTED.

For Enrollees of California: In order to enroll in the Fixed Indemnity Medical Benefit, you and any dependent must have
minimum essential coverage and be enrolled in major medical coverage.

The Essential StaffCARE Fixed Indemnity Medical, Prescription Drug, Accidental Loss of Life, Limb & Sight, Dental and Vision Plans are underwritten by BCS
Insurance Company, Oakbrook Terrace, Illinois under Policy Series Numbers 25.1204, 25.1205, 26,1214, 26.212 and 26.213. The Term Life and Short-Term
Disability Plans are underwritten by 4 Ever Life Insurance Company, Oakbrook Terrace, lllinois under Policy Series Number 62.200. SRR R
For questions or assistance, please call Essential StaffCARE Customer Service at 1-866-798-0803.

CMG ESC ES*CO P2D v24.0



BIEE] =1 221900cMG lorrceuseony LOCATION _ New ire[ ] Refire ] Dste__/__/____
% ENROLLMENT FORM ESC ES*CO P2D v24.0
'A. REGUIRED EMPLOYEE INFORM PRINT USING BLACK or BLUE INK (Must Be Filled Owt)
Name - Social Security #  Phone Gender JE{
ST hl) L SErgms  sovsistgpr O |
Address _ Apt. #
el & TEH Ve #72 L R A
City - State | Zip _ ' Date of Birth
A et b _bpzzd  orl e

|:|Yes D No. if Yes, please continue.
- Medicare Effective Date

Medicare Health Insurance Claim Number {HICN)

Name of Covered F‘er#on {sk ; |
JI_ . . ..‘ 2. e .. 53. -

- __“Payro]! Deducted Weekly Rates
You MUST enroll in the Fixed Indemnity Medical Insurance Plan before adding any additional benefits in Section C.

Your coverage level for the additional banefits in Section C will be identical to your Fixed Indemnity Medical Plan selection.
These plans are underwritten by BCS Insurance Company and 4 Ever Life Insurance Company.

F’“&’g’giﬁ“‘w DENTAL * VISION * TERMLIFE + | SHORFTERM

Employee Only [ ] $23.69 & $5.40 |, /] $2.42 [& $0.60 | o
Employee +1 [ | $48.08 $10.80 $4.92 $0.90
Employee + Family [ | $64.20 $17.82 $6.56 $1.80

jzr NO to ALL Benefits | [Ives [INo | [lves [INo | [lves [INo | [ves [Ino

1T_|_"1i5‘cové.ra§ge is not availébler’éo residenis of NI_-I_, HI, or PR. 2ASTD is not _availa-lézlé 1o _persb_ns \-NuhQ réside in CA,HI, NH, NJ,_ NY, or Rl

For Term Life / Accidental Loss of Life, Limb & Sight, please write in your beneficiary information. Accidental Loss of
Life, Limb & Sight is part of the Fixed Indemnity Medical Benefit.

Name )  Relationship

Name | Social Security # | Date of Birth | Gender Relationship
o MIlE] D spouse [chilg [ bomestic Partner
Narne ' Social Security # | Date of Birth | Gender Relationship
e e , R - ., D S.p,‘?use.D_th,ld,g_??me?ﬁc Partner
Name Social Security # Date of Birth | Gender ! Relationship
et MIlE] | K speuse [ child [] Domestic Partner
Name " Social Security # ' Date of Birth | Gender Relationship
oot MllE] T spouse [ child [l pomestic Partner
EQUIRED Si¢ 'YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE h

By sing bl, I confirm | have read the Benefits Summary and the Limitations and Exclusions for the recommended benefit plans. |
understand that open enroliment is only available for a limited time; that making no benefit selection is a declination of benefit coverage
and benefit coverage is only available to employees who are over the age of 1§ with a valid SSN,

one 07 147 2oz psowarore (LG Pl oo




Policy Number  221900-CMG
LIMITED BENEFITS SUMMARY
[FIXED INDEMN ENI W L Forrore dotails, please see your Summiary Plan Description.
The Fixed Indemnity Medical Plan pays a flat amount for a covered event caused by an accident or illness. i the covered event costs
re, you pay the difference. But if the covered event costs less, you keep the difference.

i Outpatient Benefits’ _ Inpatient Benefits
Physician Office Visit $100 per day Standard Care $500 per day

(Virtual or In-Person)
Diagnastic (Lab) $75 per day Intensive Care Unit Maximum* $600 per day
Diagnostic (X-Ray) $200 per day Inpatient Surgery $3,000 per day
Ambufance Services $300 per day Anesthesia $600 per day
Physical, Speech, or Occupational Therapy $50 per day Skilled Nursing® $100 per day
Emergency Room Benefit—Sickness $200 per day First Hospital Admission (1 per year) $250
Emergency Room Benefit-—~Accident? $500 per day “Annual Inpatient Maximum© No Limit
Outpatient Surgery $500 per day “Accidental Loss of Life, Limb & Sight
Anesthesia $200 perday ~  Employee/Spouse $20,000
Annual Outpatient Maximum $2,000 Dependent {6 months to 26 years) $5,000
Prescription Drugs? Dependent {15 days to 6 months) $2,500
Annual Maximum $600 Wellness Care
Generic Copay / Brand Copay $10/$50 Wellness Care (one per year) $100

‘all outpatient benefits are subject to the outpatient maximum Zcovers treatmant for off the job accidents anly *not subject to outpatient maximum 4pays in addition
to standard care benefit Sfor stays in a skilled nursing facility after a hospital stay *Subject to internal limits of plan

Waiting Period/Coinsurance -Annual Maximum Benefit = $750 'Deductible = $50 == 0
None / 80% Exams, Cleanings, Intracral Films, and Bitewings

Coverage B 3 Months / 60% Filtings, Oral Surgery, and Repairs for Crowns, Bridges and Dentures
Coverage C 12 Months / 50% Periodantics, Crowns, Endodontics, Bridges and Dentures

In-Networlc Qui-of-Network
@gé’f%% You Pay Plan Pays You Pay?  Plan Pays
bt Eye Exam fincluding dilation) $10 Copay 100% 100% $35
Standard Contact Lens Fit Exam (includes follow up) Up to $55 $0 100% $0
Premium Contact Lens Fit Exam (includes follow up) 100%, after 10% discount $0 100% $0
Frames {once every 24 months) 80%, after $110 allowance 20% plus $110 allowance  100% $55
Standard Plastic Lenses (single, bifocal, trifocal) 2 $25 Copay 100% 100% $25-$55
Contact Lenses (Conventional) (materials only)* 85%, after $110 allowance 15% plus $110 allowance  100% $88
Contact Lenses (Disposable) (materials only)? 100%, after $110 allowance  $110 allowance 100% $88
Contact Lenses (Medically Necessary) (materials only) ! $0 Copay 100% 100% $200

'Oncee every 12 months 2815 higher in AK, CA, MI, OR, WA SAfter plan payment

ERM LIFE BENEFIT ___. o L |
Employee Amount § ,000 (reduces to $7,500 at 65; $5,000 at 70) - Child Amount (6 mos to 26 yrs old) $5,000
Q@W Spouse Amount $5,000 {terminates at age 70) i Infant Amount (15 days to 6 mos) $1,000

(i Benefit Amount 60% of base pay up to $150 per week
G Waiting Period/Maximum Benefit Period -7 days for injury or sickness/ up to 26 weeks

WEEKLY LIMITE - Medical  Dental Vision  Term Life  STD
Employee Only $23.69 $5.40 $2.42 $060  $420
Employee + 1 $48.08 $10.80 $4.92 $0.90 -

Employee + Family $64.20 $17.82 $6.56 $1.80 -



LIMITED BENEFIT EXCLUSIONS AND LIMITATIONS of Covered Procedures in the group policy. Many procedures

These are the standard limitations and exclusions. As they may cov:red ufr;der P’fhe Flar\ f_wl?ve w?iti?ﬁ Peri%ﬁ$ and f'g“-:ta?.o ns
vary by state, please see your summary plan description (5PD) for  ©n how often the plan will pay for them within a certain time

a more detailed listin frame. For more detailed information on covered procedures or
g limitations, please see your summary plan description.

FIXED INDEMNITY MEDICAL AND ACCIDENTAL LOSS OF TERM LFE

LIFE, LIMB OR SIGHT BENEFIT ERM LIF

s wi ; ; . No Life Insurance benefits will be payable under the policy for
No benefits will be paid for loss caused by or resulting from: death caused by suicide or self-destruction, or any attempt at it

within 24 months after the person’s coverage under the policy
became effective.

® Intentionally self-inflicted injuries, suicide or any attempt while
sane or insane

® Declared or undeclared war VISION

® Serving on full-time active duty in the armed forces No benefits will be paid for any materials, procedures or

® The covered person’s commission of a felony services provided under worker’s compensation or similar law;

® Work-related injury or sickness, whether or not benefits are non—pl:e:f:rlptlontftzrtusies, fra.mes to P]colc'i ISUCh ien;es, ororlon— .
payable under workers' compensation or similar law or prescription contact lenses; any materials, procedures or services

provided by an immediate family member or provided by you;
charges for any materials, procedures, and services to the extent
that benefits are payable under any other valid and collectible

: ! ) insurance policy or service contract whether or not a claim is
regardless of how contracted. This does not include bacterial made for such benefits.
infection that is the natural and foreseeable result of an
: o : R The fixed indemnity medical/Rx, accidental loss of life, limk,
accidental external bodily injury or accidental food poisoning. sight, dental te?lfn life, and vision plans are not available to
No benefits will be paid for: residents of Hawaii, New Hampshire, or Puerto Rico.
* Eye examinations for glasses, any kind of eye glasses, or vision SHORT-TERM DISABILITY
prescriptions

Hearing examinations or hearing aids

® With regard to the accidental loss of fife, limb or sight benefit
- sickness, disease, bodily or mental infirmity or medical
or surgical treatment thereof, or bacterial or viral infection

No benefits are payable under this coverage in the following

instances:
® Dental care or treatment other than care of sound, natural ¢ Attempted suicide or intentionally self-inflicted injury
teeth and gums required on account of injury to the covered ® Voluntary taking of poison; voluntary inhalation of gs;
person resulting from an acmder_\t that happens while such ot king of P drug or chemical. Thi d t ooy
person is covered under the policy, and rendered within 6 voluntary taking of a drug or chemical. This does not app yto
months of the accident the extent administered by a licensed physician. The physician

must not be you or your spouse, you or your spouse’s child,

® Services rendered in connection with cosmetic surgery, except sibling or parent, or a person wha resides in your home

cosmetic surgery that the covered person needs for breast
reconstruction following a mastectomy or as a result of an ® Declared or undeclared war or act of war

accident that happens while such person is covered under Your commission of or attempt to commit a felony, or any loss
the policy. Cosmetic surgery for an accidental injury must be sustained while incarcerated for the felony

performed within 90 days of the accident causing the injury Your participation in a riot
and while such person’s coverage is in force

° o .
® Services provided by a member of the covered person’s If you engage in an illegal occupation
immediate family. ) ® Release of nuclear energy
PRESCRIPTION DRUGS ® Operating, riding‘in, or descending fro_m any aircraft {including
No benefits will be paid for over-the-counter products or 2 han]g gladeg). This does ?Ot app -Ilthhllq youfte.:re 3 passenger
medlications or for drugs and medications dispensed while you on a license " c.ommercfla + nonmilitary aircratt; or
are in a hospital. ® Work-related injury or sickness.

DENTAL Short-Term Disability benefits are not available to persons who

The plan will pay only for procedures specified on the Schedule \rz)srlg e&%ﬁigg?;;:ﬁgéwa"' New Hampshire, New Jersey, New

For frequently asked questions and network information for the Fixed Indemnity Medical Plan, please go to
https://enrollment.care/info/bes/ind.

PLEASE NOTE: Your Company has chosen to take your payroll deductions on a Post-Tax basis.

Essential StaffCARE Customer Service: 1-866-798-0803

* Once enralled, members can call this number for questions regarding plan coverage, ID card, claim status, and policy booklets,
* Customer Service Call Center hours are M - F, 8:30 a.m. to 8 p.m. Eastern Standard Time.

Bilingual representatives are available.
® Members can also visit www.paisc.com and click on “Members” and enter your group number:




