LAKE REGCIONAL MEDICAL
200 SOUTH YORKSHIRE STREET
SALEM VA 24153

NOTE: THE ATTACHED DOCUMENT CONCERNS A CHILD SUPPORT CASE WITH THE
VIRGINIA DIVISION OF CHILD SUPPORT ENFORCEMENT (DCSE}

02 - WATIONAL MEDICAT. SUPPORT NOTICE



NATIONAYL MEDICAL SUPPORT NOTICE - PART A
NOTICE TO WITHHOLD FOR HEALTH CARE COVERAGE

This Notice is issued under section 466{a) {18} of the Social Security Act,
section 60%(a) (5} {C) of the Employees Retirement Income Security Act of 1874
(ERISA), and for State and local government and church plans, sections 40L(e)
and {f) of the Child Support Performance and Incentive Act of 1%38. Receipt
of this Notice from the Issuing Agency constitutes receipt of a Medical Child
Support Order under applicable law. The information on the Custodial Parent
and Child{ren) contained on this page is confidential and should not be
shared or disclosed with the employee. NOTE: For purposes of this form, the
Custodial Parent may alsc be the employee when the State opits to enforce
against the Custodial Parent.

Issuing Agency:

ROANOKE DISTRICT QFFICE

Issuing Agency Address:

CHILD SUPPORT ENFORCEMENT

3535 FRANKLIN ROAD 8W SUITE H
ROBNOKE VA 24014 2255
Netime Date: JANUARY 28, 2016
CSE Agency Case Identifier:

0004743210

Telephone Number: 800-46B8-8894

Court or Administrative Authority:
ROANOKE COUNTY JDR COURT

Order Date: 05/28/2014

Order Identifier: J1S5808010

Document Tracking Identifier:

Employer web site:

See NMSN Instructiens:
http://wew.aef hhs.gov/programs/css/
rescurce/national-medical-support-

FAX Nunber: 540~-857-7841 notice~form
541480585 RE: JENKS, BRIAN PEYTON ,

 Employer/Withholder’s Federal EIN Nbr.,  Employse’s Name {Last, First, MI}
LAKE REGIONAL MEDICAL 242-51-7707 ; S
Employer/Withholder’s Name Employvee’s Social Security Number

200 30UTH YORKSHIRE STREET
SATEM VA 241583
Employer/Withholder’s Address

WHEELER, MARY BETH
Custodial Parent’s Wame {Last,First, MI)

5325 SUGAR LOAF MOUNTAIN ED
ROANOKE VA 24018 7818

Custodial Parent’s Malling Address

Child{ren}’s Mailing Address {if
different from Custodial Parent's )

Name and Telephone of a Representative
of the Child{ren}

Child{ren}’s Name{s)
WHEELER, ANNABELLA GRACE

3806 BOND ST
ROANOKE VA 24018 2510

Employee’s Mailing Address

Substituted Official/Agency Name

Substituted Official/Agency Address
{(Required if Custodial Parent’s
mailing address is left blank)

Mailing Address of a Representative
of the Childiren)

Gender DOB SEN

F 11/06/2008 691-14-98862

The order reguires the child{ren} to be enrolled in (X) =all health coverages
available; or only the following coverage(s): { } Medical; { ) Dental;
()} Vision; { )} Prescription drug; { ) Mental Health; { } Othexr {(specify}:

THE PAPERWORK REDUCTION ACT OF 1895 (P.L. 104-13). Publie reporiting burden for
this collection of information is estimated to average 10 minutes per response,
including the time reviewing instructions, gathering and maintaining the data
needed, and reéviewing the collection of information. An agency may not conduct
or sponsor, and a person is not required to respond to, a collection of
information unless it displays a currently valid OMB control number.

OMB control number: 0870-0222 Expiration Date: 08/31/2016.
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_ under this notice and for a support cobligation under a separate notice an

“available funds are ifisufficient for withholding for both ‘Gash dnd medical

LIMITATIONS ON WITHHOLDING

The total amount withheld for both cash and medical support cannot excesd

65 % of the employes’s aggregats disposable weekly earnings. The amployer
may not withheld more under this National Medical Support Notice than the
lessor of:

1. The amounts allowed by the Federal Consumer Credit Protection Act
(15 U.s.C., section 1673({b)};

2. The amounts allowed by the State of the employee’s principal place of
employment; or

3. The amounts allowed for health insurance premiums by the child support
order, #s indicated hers: .
The Federal limit applies to the aggregate disposable waekly earnings {ADWE}.
BDWE is the net income left after making mandatory deductions such as State,
Pederal, local taxes; Social Security taxes; and Madicare taxes. As required
uader section 2.b.2 of the Employer Responsibilities on page 4, complete item
5 of the Employer Response to notify the issuing Agency that enrollment
cannct be completed because of pricritization or limitations on withholding.

PRICRITY OF WITHHOLDING

If withhelding is reguired for employee contributions to one or more plans

support contributions, the employer must withhold amounts for purposes of
cash support and medical support contributions in accordance with the law,
if any, of the State of the esmployee’s principal place of employment
requiring pricritization between cash and medical support, as desoribed here:
cash support first and medical support contributions second. As raguired
ander section 2.b.2 of the Employer Responsibilities on page 4, complete
item 5 of the Employer Response to notify the Issuing Agency that enrollment
cannot be completed because of prioritization or limitations on withholdings.

NMSN -~ Part A Page 2 of 5



EMPLOYER RESPONSE

If 1, 2, 3, 4 or 5 below applies, check the appropriate box and return this
Part A to the Issuing Agency within 20 business days after the date of the
Notice, or socner if reasconable., NO OTHER ACTION IS NECESSARY. If 1 through
5 does not apply, complete item 7 and forward Part B to the appropriate Plan
Administrator (s} within 20 business days after the date of the Notice, ox
sooner if reasonable. This includes any organization or labor union that
provides group health care benefits to the employee. Check number 5 and
retorn this Part A to the Issuing Agency if the Plan Administrator informs you
that the child{ren} would be enroclled in or qualify{ies} for an option under
the plan for which you have determined that the employee contribution sxceeds
the amount that may be withheld from the employese’s income due to State or
Federal withholding limitations and/or prioritization. You are reguired to
respond to the Issuing Agency by returning this Employer Response regardless
of whether vou provide group health benefits or the employee named herein is
no longer employed by your organization. Information for the Plan
Administrator and the Employer Representative at the bottom of this section
is reguired.

{ } 1. The employee named in this Notice has never been employed by this
smployer.

{ } 2. We, the employver, do not coffer ocur employees the option of purchasing
dependent or family health care coverage as a benefit of theix
employment,

{ } 3. The employee is among a class of employees {for sexample, part-time or
non-union} that are not eligible feor family health coverage under any .
group health plan maintained by the employer or to which the employer
“eontributes. Do not check this box if the employee is only
temporarily ineligible for health care coverage.

{ } 4. Health care coverage is not available because employee is no longer
enployed by the employer:

Date of termination:

Last known telephone number:

Last known address:

New employer {if known}:

New employer telephone number:

New amployer address:

{ ) 5. State or Federal withholding limitations and/or prioritization prevent
the withholding from the employee’s income of the amount reguired to
obtain coverage under the terms of the plan.

{ } 8. The participant is subject to a waiting period that expires
{more than 80 days from the date of receipt of this Notice), or has not
completed a waiting period, which is determined by some measurs other
than the passage of time, such as the completion of a certain number of
hours worked {(describe here: }. At the completion of
the waiting period, the Plan Administrator will process the enrollment,

e
st
o

. Employer forwarded Fart B to Plan Administrator on

MM/OD/YY
CONTACT FOR QUEBTIONS
Plan Administrator Name: FAY Number:
Contact Person: Telephone Number:
Employer Name: Telephone Number:
Employer Representative Name/Title:
Federal BIN: - {if not provided on Page 1 of this Notice)

Employee Name: Date:

MMEN — Part A
DCSE Case #: 0004743210
Workexr: MARSHALL WARREN Page 3 of 8
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INSTRUCTIONS T0 EMPLOYER

This document serves as legal notice that the employee identified on this
National Medieal Support Notice is obligated by a court or administrative
child support order to provide health care coverage for the child{ren)
identified on this Notice. This National Medical Support Notice replaces an
Medical Support Notice that the Issuing Agency has previously served on you
with respect tc the employee and the children listed on this Notice.

The document consists of Part A - Notice to Withhold for Health Care LCoverage
for the employer to withhold any employee contributions reguired by the group
health plan{s} in which the child{ren} is/are enrolled; and Part B - Medical
Support Notice to the Plan Administrator, which must be forwarded to the
Administrator of each group health plan identified by the employer to enroll
the eligible child(ren}, or completed by the employer, if the employer serves
as the health Plan Adminstrator.

An employer receiving this legal Notice is required to complete and return
Part A. If group health coverage is not available to the employes named
herein, or the employee was never or is no longer employed, the employer is
still required to complete Part A - Employer Response and return it to the
Issuing Agency with the appropriate response checked. If you, the employer,
provide the health care benefits to the employee, forward Part B « Plan
Administrator Response to the health Plan Administrator of your organization.
If the employee’s health care benefits are administered through another
organization, including a labor union, forward Part B of the Notice to the
labor union or other organization acting as the Plan Administrator for
completion. If the employee has slready enzolied the child{ren) in hesalth
care coverage, the employer must forward Part B to the Plan Administrator for
completion and submittal to the Issuing Agency. )

Reep a copy of Part & as it may be used to notify the Issuing Agency if the
employee separates from service for any reason including retirement or
termination.

EMPLOYER RESPONSIBILITIES

1. If the individual named in this Notice is not your emploves, or if the
family bealth care coverage is not available, please complete item 1, 2,
3, 4, or 5 of the Employer Response as appropriate, and return it to the
Issuing Agency. KO OTHER ACTION IS NECESSARY. .

2. If family health care coverage is available for which the child{ren)
identified above may be eligible, you are rsquired to:

a. Transfer, not later than 20 business davs after the date of this
Notice, a copy of Part B - Medical Support Nobice to the Plan #
Administrator to the Administrator of sach appropriate group health .
plan for which the child{ren} may be eligible, complete item 7, and

b. Upon notification from the Plan Administrator{s) that thé child{:eni
is/are enrolled, eithexr ;

1} withhold from the employee’s income any employes contributions
required under sach group health plan, in accordance with the =
applicable law of the emploves’s principal place of employment and
transfer employee contributions to the appropriate plan{s), ox

2) cvomplete item 5 of the Employer Response to notify the Issuing
Agency that enrollment cannot be completed because of
prioritization or limitations on withholding.

<.  If the Plan Administrator notifies you that the employee is subjsct to
a waiting period that expires more than 90 days from the date of its
receipt of Part B of this Notice, or whose duration is determined by a
measure other than the passage of time {(for example, the completion of
a certain number of hours worked), complete item 6 of the Employer
Regponse to notify the Issuing Agency of the enrollment timeframe and
notify the Plan Administrator when the employee is eligible to enroll
in the plan and that this Notice reguires the enrollment of the
child{ren) named in the Notice in the plan.

FMSN ~ Part A Page 4 . of 5



DURATION OF WITHHOLDING

The child{ren} shall be rreated as dependents under +he terms of the plan.
Coverage of a child as a dependent will end when sonditions for eligibility
for coverage under texms of the plan ne longer apply. Howevar, the
continuation coverage provisions of ERISA may entitle the child to continuation
coverage under the plan. The employer must continue to withheld employae

contributions and may not disenrell {or eliminate coverage for) the child{ren)
unless:

1. The employer is provided satisfactory written evidence thatl: v
2. The court or administrative child support order referred to in this
. Hotice is no longer in effect; oxr - ;
». The child{yen}) is or will be enrolled in comparable coverage which
will take effect no later than the effective date of disenrollment
from the plan; or ‘

9. The employer eliminates family health coverage for all of its employees.
POSSIBLE SANCTIONS

An employer may be subject to sanotions or penalties imposed under State law
and/or ERISA for discharging an employes from employment, sefusing to employ,
or taking disciplinary action against any employee because of medical child
support withholding, or for failing to withhold income, ox cransmit such

_withheld amounts to the applicable plan{s) as the Notice i s N

et N -

£. . SAERCIIONE
x Yor failure

S hanalties may be ‘imposed under State law against an ampl
to respond and/or for nen-compliance with this Notice.

NOTICE OF TERMINATION OF EMPLOYMENT

In any case in which the above employee’s employment terminates, the employer
must promptly notify the Issuing Agency listed above of such termination.
This reguirement may be satisfied by sending to the Issuing Agency & copy of
Part B with response 4 checked or any notice the employer is required to
provide under the continuation coverage provisions of ERISA or the Health
Tnsurance Portability and Accountability Act.

EMBLOYEE LIABILITY FOR CONTRIBUTION T¢ PLAXN

The employee is liable for any employee contribuktions that are regquired under
the plan{s) for enrollment of the child(ren) and is subject to approprite
enforcement. The employee may contest the withholding under this Notice

. based on a mistake of fact (such as the identity of the obligor). Should an
employee contest the withholding under this Notice, the employer must procesd
te comply with the employex responsibilities in this Noticse until notified by
the Issuing Agency to discontinue withholding. 7o contest the withholding
under this Notice, the employee should contact the Issuing Agenoy &t the
address and telephone number listed on the Notice. With respsct to plans
subject to ERISA, it is the view of the Department of Labor that Federal
Courts have jurisdiction if the smployee challenges a determination that the
Hotice constitutes a Qualified Madical Child Support Order.

CONTACT FOR QUESTIONS

B

If you have any gquestions regarding this Notige, you may conbachk the Issuing
Agency at the address and telephone number listed at page 1 of this Notice.

VA Code Sections: 83.2~1824
63.2~1824.1
£3.2-1825
63.2-1842

63.2-1944

WMEH - Part A page 5 of §

chions. .-



NATIONAL MEDICAL SUPPORT HOTICE ~ PART B
HMEDICAL SUPPORT NOTICE TO PLAN ADMINISTRATOR

Thig Notice is issued under section 466{a) {18) of the Social Security Act,
section 608{a} (5} (C) of the Employee Retirement Income Security Act of 1974
{ERISA} and for State and local government and church plans, sections 401 (e}
and {f} of the Child Support Performance and Incentive of 1898 (CSPIn). :
Receipt of this Notice from the Issuing Agency constitutes receipt of a Medical
Child Support Crder under applicable law. The rights of the parties and the
duties of the plan administrator under this Notice are in addition to the
existing rights and duties established under such law. The information on the
Custodial Parent and Child{ren} contained on this page is confidential and
should not be shared or disclosed with the smployes. NOTE: For purposes of
this form, the Custodial Parent may also be the employee when the State opts to
enforece against the Custodial Parent.

Issuing Agency: Court or Administrative Authority:

ROANCOKE DISTRICT OFFICE ROANOKE COUNTY JDR COURT
Issuing Agency Address: Order Date: 05/28/2014
CHILD SUPPORT ENFORCEMENT Order Identifier: J15808010
3535 FRANRLIN ROAD 3W SUITE ® .  Document Tracking Identifiexr:

ROANOKE VA 24014 2255 " Employsr website: ‘
Notice Date: JANUARY 298, 2016 ) i
C8E Agency Case Identifier: : o Bee NMEN Instructions: -

: Q004743210 U hktpi //www . acf  hhs . gov/programs/oss/
Telephone Number: B00-468~-8884 resource/national-medical~support-
FAY Number: 540-887-7841 notice~form

541480585 ‘ RE: JENKS, BRIAN PEYTON
Emplﬁyer{ﬁithhplder's Federal EIN Nbr. Employee’s Name (Last, First, MI)

LAKE REGIONAL MEDICAL ‘ 242-51-7707 ot
Employer/Withholder's Name Employee’s Social Security Number

200 SOUTH YORKSEIRE STREET 3606 BOND ST

SALEM VA 24153 ROANDOKE VA 24018 23510
Employver/Withhelder's Address Employees’s Mailing Address

WHEELER, MBARY BETH
Custodial Parent’s Name (Last,First,MI) Substituted Official/Agency Name

5325 SUGAR LOAF MOUNTAIN RD
ROANOKE VA 24018 7819

Custodial Parent’s Mailing Address Substituted Official/Agency Address
{Required if Custodial Parent’s
mailing address is left blank)

Child{ren}'s Mailing Address {(if
different from Custedial Parent’s )

Name and Telephone of a Representative Mailing Address of a2 Representative
of the Ohild {ren} . gt L, o the Child'{ren)““ T s .

Child(ren} s Nama{s) GENDER DOB s8N
WHEELER, ANNABELLA GRACE 11/06/2009 681-14-95862

The order requires the child(ren) to be enrolled in {X}) all hesalth coverages
available; or only the following coverage{s): { )} Medical; { } Dental;
( } Vision; { )} Prescription drug; ( )} Mental Health; { } Other {specify):

THE PAPERWORK REDUCTION ACT OF 1895 (P.L. 104-13) public reporting burden for
this collection of information is estimated to average 20 minutes per response,
including the time reviewing instructions, gathering and maintaining the data
needed, and reviewing the collection of information. An agency may not conducot
or sponsor, and a person is not required to respond to, a collection of
information unless it displays & currently valid OMB control number.

OMB control number: 1210-0113 Expiration Date: 03/31/20186,

NMSN - Part B ; Page 1 OF 5



PLAN ADMINISTRATOR RESPONSE

{To be complated and returnad to the Issuing Agency within 40 pusiness days
after the dabte of the Notice, or sooner if¥ reasonable}

This Notice was raceived by the plan administrator on /

()

(3

()

(3

Case # 0004743210 (to be completed by the issuing agenoy)

J—

1. This Notice was determined to be a "qualified medical ohild support
- prder,” on . Complete Response 2 or 3, and 4, if
applicable.

2, The participant {employae} and alternate recipients{s} {child{ren}}) are
to be enrclled in the following family coverage.

{1} The child{ren) is/are currently enrolled in the plan as a
dependent of the participant.

{} b. There is only cne type of coverage provided under the plan. The
child{ren} is/are included a= dependents of the participant under
the plan.

{ ) c. The participant is enrslled in an option that is providing
depgndent coverage and the child {ren) will be enrolled in the same
option.

{} 4, The participant is enrolled in an option that permits dependent
coverage that has not been elected; dependeni coversage will be
provided. .

m

Coverage is effective as of /7 (includes waiting period of
less than 90 days fzom date of rsceipt SF this Notice). The child {ren}
has/have been enrolled in the following option {if plan is insured,
identify provider, policy and group numbers) : .
any necessary withholding should conmence if the empioyer debermines
that it is permitted under State and Federal withholding and/ex
prioritization limitations.

3, There is more than one option available under the plan and the
participant is not enrclled. The Issuing Agency must select from the
available eoptions. Each shild is to be included as a dependent undexr
one of the available options that provide family coverage. £ the
Issuing Agency does not reply within 20 pusiness days of the date this
Response is returned, the child{ren}, and the participant if necessary,
will be enrolled in tha plan’s dafault option, if any: N

4. The participant is subject to a waiting period that expires a4
(more than 90 days from the date of receipt of this Notice), or ha§ not
completed a walting period which is determined by some measure other
than the passage of time, such as the completion of a certain number of
hours worked {describe here: }.

At the completion of the waiting period, the pian BAMINISLIALOr Wild
process the anrolliment.

5. This Notice does not constitute a "qualified medical child support
osrdar? bacause!
{ ) The name of the { } child{ren) oY ( ) participant is unavailable.
{'} The mailing address of the { )} child{ren} lor gubstituted official)
or { } participant is unavailable.
{} The following ohild(ren) is/are at oxr above the age at which
dependents are no longer eligible for aavaxggg“ugder_thq_pian.

[insert name(s) of chiidizen); .

plan Administrator or Reprasentative!

Name ralephone Number:
Title: Date:
address:

NMSH ~ Part B
DOSE Case #: 0004743210
Workexr: MARSHALL WARREN page 2 OF 5
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PLAN SELECTION INFORMATION

Employee Name: BRIAN P. JERKS
Employee SSN: 242-51-7707

Insurance Company: HRame:

Address:
Telephons #: | ) -
*Palicy #: *Group #:
Coverage Available {(Check all that apply):
__ Medical; ___ Dental; ___ Vision;
Prescription Drug; ___ Mental Health;

__ Other {spscify):

Premium Cost/Frequency
to enroll child{ren): b per

DEFAULT OPTIONS AVAILABLE OR ADDITIONAL COVERAGE UNDER SEPARATE POLICY:

Insurance Company: Name:

Address:

Telephone #$: } -

*Policy §: *Group #:

Coverage Available {Check all that apply):
. Mediecal;  Dental; __ Vision;
Prescription Drug; Mental Health;
T Other {specify): -

Premium Cost/Freguency
to enrcll child{ren): b3 per

Insurance Company: Name:

Address:
Telsphone #: ¢ } -
S *Policy #1 o : *Group #:
Coverage Available {Check all that apply):
_ Medical; ___ Dental; __ Vision;
Prescription Drug; ___ Mental Health;

—_ Other {specify):

Premiuvm Cost/Freguency
to enroll child{ren): $ per

{* Policy # or Group # is reguired)}

NMSN ~ Part B
DCSE Case #: 0004743210

Worker: MARSHALL WARREN Page 3 OF &



INSTRUCTIONS TO PLAN ADMINISTRATOR

This NWotice has been forwarded from the amployer identified above to vou as

the
{or

plan administrator of a group health plan maintained by the employer
a group health plan to which the employer contributes) and in which the

noncustodial parent/participant identified above is enrolled or eligible for
enrollment.

This Notice serves to inform you that the noncustodial parent/participant
iz obligated by an order issued by the court or agency identified above to
provide health care coverage for the child(ren) under the group health
plan{s} as described on Part B.

{a)

{C}

If the participant and child(ren) and their mailing adresses {or that

of a Substituted Official or Agency} are identified above, and if
coverage for the child{ren) is or will become available, this Notice
constitutes a "gualified medical child support order® {(OMCSO) under
ERISA or CSPIA, as applicable. (If any meiling address is not present,
but it is reasonably accessible, this Notice will not fail to be a QMCSO
on that basis.} You must, within 40 business days of the date of this
Motice, or sooner if reasonable:

{1} Complete Part B - Plan Administrator Response -~ and send it to the
Issuing Agency:

{a} if you checked Response 2:

{1} notify the noncustodial parent/participant named above, each
named child, and the custedial parent that coverage of the
child{ren} is or will become available (notification of the =
custodial parsnt will be deemed notification of the child{ren)
if they reside at the same address);

{ii} furnish the custodial parent a description of the coverage
available and the effective date of the coverage, including, if
' not already provided, a summary plan description and any forms,
documents, or information necessary to effectuate such coverage,
as well as information necessary to submit claims for benefits;

{b} if you checked Response 3:

{i) if you have not already done so, provide to the Issuing Agency
copies of applicable summary plan descriptions or other documents
that describe available coverage including the additional
participant contribution necessary to obtain coverage for the
child{ren} under each option and whsther there is a limited
service area for any option;

(i1} if the plan has a default option, you are to enroll the child{ren)
in the default option if you have not received an election from
the Issuing Agency within 20 business days of the date you
returned the Response. If the plan doss not have a default
option, you are to enroll the child{ren) in the option selected by
the Issuing Agency.

{¢c} if the participant is subject to a waiting period that expires more
than 80 days from the date of receipt of this Notice, or has not
completed & waiting period whose duration is determined by a
measure other than the passage of time (for example, the completion

f*afﬁafcaxtainﬁaumberfoffhours‘warkad}k“compléta;Rssp¢ﬁse4§‘en'thepf5«~w7

Plan Administrator Response and return to the employer and the
Issuing Agency, and notify the participant and the custodial
parent; and upon satisfaction of the period or reguirement,
complete enrollment under Response 2 or 3, and

(d} upon completion of the enrollment, transfer the applicable
information on Part B - Plan Administrator Response to the employer
for a determination that the necessary employee contributions are
available. Inform the employer that the enrollment is pursuant to
a Nationmal Medical Support Notice.

If within 40 business days of the date of this Notice, or sooner if
reasonable, you determine that this Notice does not constitute a QMCSO,
you must complete Response 5 of Part B ~ Plan Administrator Response and
send it te the Issuing Agency, and inform the noncustodial parent/
participant, custodial parent, and child{ren) of the specific reasons for
your determination.

Any required notification of the custodial parent, child{ren} and/or
participant may be satisfied by sending the party a copy of the Plan
Administrator Response, if appropriate. You may choose to furnish
these notifications electronieally in accordance with the requirements
of the Department of Labor’s electronic disclosure regulation
codified at 29 C.F.R, 2520.104b~11{c}.

NMSK ~ Part B Page 4 OF 5



UNLAWEUL REFUSAL TO ENROLL

Enrollment of a child may not be denied on the ground that: {1) the child was
horn out of wedlock; (2) the child is not claimed as a depesndent on the
participant’s Federal income tax return; {3} the child does not reside with
the participant or in the plan’s service area; or (4) because the child is
receiving bensfits or is eligible to receive benefits under the State
Medicsid plan. If the plan reguires that the participant be enrolled in
order for the child{ren} to be enrolled, and the participant is not currently
enrclled, you must enroll both the participant and the child{ren) regardless
of whether the participant has applied for enrollment in the plan. All
enrollments are to be made without regard to opan season restrictions.

PAYMENT OF CLAIMS

A child covered by a OMCS0, or the child’'s custodial parent, legal gunardian,
or the provider of services to the child, or a State agency to the extent
assigned the child’s rights, may file claims and the plan shall make payment
for covered benefits or reimbursement directly to such party.

PERIOD OF COVERAGE

The alternate recipient(s) shall be treated as dependents under the terms of
the plan. Coverage of an alternate recipient as a dependent will end when
similarly situated dependents are no longer eligible for coverage under the
terms of the plan. However, the continuation coverage provisions of ERISA
~ or other applicable law may entitle the alternate recipient to gontinue
‘covérage under thé plan.  Once a child is enrclled in the plan as directed
above, the altsrnate recipient may not be disenrolled unless:

{1) The plan administrater is provided satisfactory written evidence
that either:

{a) the court or administrative child support order referred to
above is no longer in affect, or

(b} the alternate recipient iz or will be snrolled in comparabls
coverage which will take effect no later than the effective
date of disenrollment from the plan;

{2} The emplover eliminates family health coverage for all of its
employeas; ox

{3} Any available continuation coverage is not elected, or the period
of such covarage expires.

CORTACT FOR QUESTIONS

If you have any questianﬁ regarding this Notice, you may contact the Issuing
Agency at the address and telephone number listed above.

PAPERWORK REDUCTION ACT ROTICE

The Issuing Agency asks for the information on this form to carry out the law
as spacified in the Employse Retirement Income Security Act or the Child
Support Porformance snd Incentive Act, as applicable. You are regquired to
give the Issuing Agency the information. You are not raguired to respond to
this collection of information unless it displays a currently va idd
control T e . Th : ing Agenoy feeds the #riation ‘\ de ) e
whether health care covarage is provided in zccordance with the underlying
child support order. The average time needed to completas and file the form is
metimated below. These times will vay depending on the individual
circumstances .

Learning about the law or the form Preparing the form
First Notice 1 hr. 1 hr., 45 min,
Subseguent s 20 min

Hotices

NMSN - Part B Page 5 OF 8§



INCOME WITHHOLDING FPOR SUPPORT

} ORIGINAL INCOME WITHHOLDING ORDER/NOTICE FOR SUPPORT (IWO)

} AMENDED IWO

} ONE-TIME ORDER/NOTICE FOR LUMP SUM PAYMENT

} TERMINATION OF IWO Date: JANUARY 28, 2018

P A N o o 4 0 40 A i St S S e Ak S0 A N0 SRS P 42 A 4o o O 4T AP, 00 o A2, N 12 SO R0 A B s s s AN OB B W OB S S o A0S SR R 40 PR 400 24 o e o o e S o S o

(X} Child Support Enforcement (CSE) Agency { } Court { } Attorney
()} Private Individual/Entity (Check one)

NOTE: This IWD must be regular on its fare. Under certain circumstances vou
must reject this IWC and return it to the sender (sse IWO instructions www.acf.
hhs-gov}p:agrams}css!resaurcafincamemwithhaldingwfor»supportwinstructiuns). If
you receive this document from someone other than a state or tribal CSE agency
ar a court, a copy of the underlyving order must be attached.
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State/Tribs/Territory Commonwealth of Virginia Remittance ID 242517707
City/Co./Dist./Tribe  RCOANORE DISTRICT OFFICE {include w/EFT payment)
Private Individual/Entity Order ID

CSE Agency Case ID 0004743210
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LAKE REGIONAL MEDICAL RE: JENKS, BRIAN PEYTON
{Employer/Income Withholder’s Name) - {(Employee/Obligor’s Name)

200 SOUTH YORKSHIRE STREET 242-51-7707

SALEM VA 24153 {(Employee/Obligor’s SSN #)
{Enployer/Income Withholder’s Address)

541480585 WHEBLER, MARY BETH
{Employer/Income Withholder’s FEIN) {Custodial Party/ Obliges’s Name}
Child{ren}'s Name({g) Child{ren})’s Birth Date{s)

WHEELER, ANNABELLA GRACE 11/06/2008

ORDER INFORMATION: This document iz based on the support or withholding order

from VIRGINIA . You are reguired by law to deduct these amounts from
the employee/obligor’s income until further notice.

5 552.00 PER MONTH current child support

$ 138.00 PER MONTH past-due child support Arrears greater than
$ .00 current cash medical support 12 weeks?

$ 00 past~due cash medical support (3} yes { } no

$ L G0 current spousal support

$ .00 past-due spousal support

$ .00 other {must specify}

£

or a Total Amount to Withhold of $ 680,00 per MONTH.

AMOUNTS TO WITHHOLD: You de not have to vary your pay cyele to be in compliance
with the Order Information. If your pay cycle does not match the ordered
paynent cyocle, withhold one of the following amounts:

$ 158.24 per weekly pay periocd 3 345.00 per semimonthly pay period
$ 318.41 per biweskly pay period $ £50.00 per monthly pay pesriod

$ LUMP SUM PAYMENT: Do not stop any existing IW0 unless you receive
& termination order.

REMITTANCE INFORMATION: If the employee/ocbligor’s principal place of
employment is Virginia, you must begin withholding no later than the first pay
period that occurs after service of this notice. Send payment within the
same working day of the pay date. If you cannot withhold the full amount
of support for any or all orders for this employee/obligor, withhold up to

65 % of disposable income. If the obligor is a non-employee, obtain
withholding limits from Supplemental Information on page 3. If the
employes/obligor’ s principal place of employment is not Virginia, obtain
withholding limitations, time requirements and any allowable employer fees at
www . acf.hhs,gov/programs/css/resource/state-income-withholding~contacts-and-
program-information for the employee/obligor’s principal place of smployment.

Document Tracking ID OMB: 0%70-0154




Employer’s Name: LAKE REGCIONAL MEDICAL Employer FEIN: 541480585
EMPLOYEE/OBLIGOR' S Kame: JENKS, BRIAN PEYTON SS8N: 242517707
CSE Agency Case ID: Q0047432210 Ordexr ID:

For electronic payment and processing (EFT) information log on to the Virginia
Department of Social Services, My Child Support Payments website at:
https://mychildsupport.dss.virginia.gov; or for elecktronic payment
requirements, you may call 1-800-468-8894 before the first submission of a
payment. For centralized payment collection and disbursement facility
information {State Disbursement Unit {8DU}}, see

www.acf . hhs.gov/programs/css/employers/electronic-payments. Virginia Code
#20-79.3 requires employers with at least 100 employses and all payroll
processing firms with at least 50 clients to remit payments by electronic
funds transfer. Payment shall be transmitted within four days of

the obligor’s regular pay date.

Include the Remittance ID with the EFT payment and if necessary this FIPS
code: 51000

Make payment payable to Treasurer of Virginia
and remit payment to Division of Child Support Enforcement {(SDU)
at P.0O. Box 570, Richmond, VA 23218~0570

If paying by check, include the employee/obligor’s hame along with their Social
Security Number and/or DCSE Case Nunber.

{ ) Return to Sender (Completed by Employer/Income Withholder). Payment must be
directed te an SDU in accordance with 42 USC $666(b) (5) and {b} {8} or Tribkal
Payee {(see Payments to SDU beslow). If payment is not directed to an SDU/Tribal
Payee or this IWO is not regular on its face, you must check this box and

return the IWO to the sender. ,9 QNfﬁf
ol aufm#n&mz\%

Signature of Judge/Issuing Official:
{if reguired by state or tribal law)

Print Name of Judge/Issuing Official: MARSHALL WARREN

Title of Judge/Issuing Official: Support Enforcement Specialist

Date of Signature:

If the employee/obligor works in a state or Ffor z tribe that is different from
the state or tribe that issued this order, a copy of this IWO must be provided
to the employee/cbliger.

{¥) If checked, the emplover/income withholder must provide a copy of this
form to the employee/obligor.

ADDITIONAL INFORMATION FOR EMPLOYERS/INCOME WITHHOLDERS

S8tate-specific contact and withholding information can be found on the

Federal Employer Services website located at:

www‘acf.hhs.gov[programsic&sfrasource/stateeincame-withholdingwcantacts~and~
progran-information

Priority: Withholding for support has priority over any other legal process
under State law against the same income {42 USC #668(D) {7)Y). If a Ffederal tax
levy is in effect, please notify the sender.

Combining Payments: When remitting payments to an SDU or tribal CSE agency,
you may combine withheld amounts from more than one employee/obligor’s
income in a single payment. You must, however, separately identify each
employee/obligor’s portion of the payment.

Payments to SDU: You must send child support payments payable by income
withholding to the appropriate SDU or to a tribal CSE agency. If this IWC
instructs you to send a payment to an entity other than an SDU {e.g., payable
to the custodial party, court, or attorney), you must check the box sbove and
return this notice to the sender. Exception: If this IWO was sent by a court,
attorney, or private individual/entity and the initial order was entered before
January 1, 1884 or the order was issued by a tribal C$E agency, you must follow
the "Remit payment to" instructions on this form.

Reporting the Pay Date: You must report the pay date when sending the payment.
The pay date is the date on which the amount was withheld from the enployee/
obligor’s wages. You must comply with the law of the state {or tribal law if
applicable} of the employee/obligor’s principal place of employment

regarding time periods within which you must implement the withholding and
forward the support payments.

OMB Expiration Date - 07/31/2017. The OMB Expiration Date has no bearing on the
termination date of the IWO; it identifies the version of the form currently in
use. : :
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Enmployer’s Name: LAKE REGIONAL MEDICAL Employer FEIN: 541480583
Employee/Obligor’s Name: JENKS, BRIAN PEYTON 88N: 242517707
CSE Agency Case ID: Q004743210 Order ID:

Multiple IWOs: If there is more than one IWO against this employese/obligor
and you are unable to fully hener all IWOs due to federal, state or tribal
withholding limits, you must honer all IWOs to the greatest extent possible,
giving priority to current support before payment of any past-due support.
Follow the state or tribal law/procesdure of the employee/obligor's principal
place of employment to determine the appropriate allocation method.

Lump Sum Payments: You may be required to notify a state or tribal CSE agency
of upcoming lump sum payments to this employee/obligor such as bonuses,
commissions, or severance pay. Contact the sender to determine if you are
required to report and/or withhold lump sum payments.

Liability: If you have any doubts about the validity of this IWO, contact the
sender. If you fail to withhold income from the employee/obligor’s income as
the IWO directs, you are liable for both the accumulated amount you should
have withheld and any penalties set by state or tribal law/procedure. In
Virginia those penalties can be found in Virginia Code #20-79.3 and
16.1~278.18.

Anti-discrimination: You are subject to a fine determined under state or
tribal law for discharging an employee/obligor from employment, refusing to
employ, or taking disciplinary action against an employee/obliger because of
this IWO. The employee/obligor’s rights are protected pursuant to Virginia
Code #20-78.3(A) (9} and 63.2-1944,

Withholding Limits: You may not withhold more than the lesser of: 1} the
amounts allowed by the Federal Consumer Credit Protection Act {(CCPA)

{15 U.5.C. #1673(b)}; or 2} the amounts allowed by tha state of the
smployee/obligor’s principal place of employment or tribal law if a tribal
order (see Remittance Information}. Disposable income is the net income after
mandatory deductions such as: state, federal, local taxes; Social Security
taxes; statutory pension contributions; and Medicare taxes. The federal
limit is 50% of the disposable income if the obligor is supporting another
family and 60% of the disposable income if the obligor is not supporting
another family. However, those limits increase 5% - to 55% and 65% ~ if the
arrears are greater than 12 weeks. If permitted by the state or tribe, you
may deduct a fee for administrative costs. The combined support amount and
fee may not exceed the limit indicated in this section.

For tribal orders, you may not withhold more than the amounts allowed under
the law of the issuing tribe. For tribal employers/income withholders who

receive a state IWNO, vou may not withheld more than the limit set by tribal
law.

Depending upon applicable state or tribal law, you may need to consider
amounts paid for health care premiums in determining disposable income and
2pplying appropriate withholding limits.

Arrears greater than 12 weeks? If the Order Information does not indicatse
that the arrears are greater than 12 weeks, then the employer should calculate
the CCPA limit using the lower percentage.

Supplemental Information: Virginia employers may {but do not have to). deduct a
$5.00 fee to cover administrative costs for each deduction for support or sach
reply stating that no funds are available. This amount is in addition to the
amount of the income withholding. If you have guestions regarding this corder,
you may call the Employer Inguiry helpline at 1-B00-257-9986 or you may contact
the district office listed on the last page of this document. Virginia Code
#63.2~1824 and 63.2-1842 permit the employee/obligor to contest this order. If
the employee/obligor does so, a written request for an appeal must be sent to:
Hearing Officer, 801 E. Main Street, Richmond, VA 23219-2801 within 10 days
from the date of receipt of this notice. If you cannot withhold enough to
cover both the support payment and the insurance premium because their tobtal
exceeds the maximum percentage allowed under the Consumer Credit Protection
Act, your priority should be:

{ } insurance premium (X} support payment based on Virginia Code
# 20-79.3 and 34-28.

If the obligor is a non-employee, you may not withhold more than 50% of
the sarnings if the obligor is supporting another family and 60% of the
earnings if the oblibor is not supporting another family. However,
those limits increase 5% - to 55% and 65% - if the arrears are greater
than 12 weeks. The appropriate amount will be the same that is
reflected under Remittance Information for the % of disposable earnings,

IMPORTANT: The person completing this form is advised that the information may
be shared with the enmployvee/obligor.
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Employer’ s Name: LAKE REGIONAL MEDICAL Employer FEIN: 541480585
Employee/Obligor’$ Name: JENKE, BRIAN PEYTON S8N: 242517707
C8E AGENCY Case ID: 0004743210 Order ID:

NOTIFICATION OF EMPLOYMENT TERMINATION OR INCOME BTATUS: If this emploves/
obligor never worked for you or you are no longer withholding income for this
employee/obligor, you must promptly notify the CSE agency and/or the sender
by returning this form to the address listed in the contact information
below:

{ } This person has never worked for this employer nor received periodic
income .

{ ) This person no longer works for this employer nor receives periocdic
income .
Please provide the following information for the employee/ocbligor:

Termination date: Last known phone number:

Last known address:

Final payment date to SDU/tribal payes:

Final payment amount:

New smployver’s name:

New employer’s address:

CONTACT INFORMATION:

To Employer/Income Withholder: If you have any guestions, contact:
MARSHALL WARREN by phone B800-468~88%4
by FAX 540-857-7841
by e-mail or website:

Send termination/income status notice and other correspondence to:

ROANOKE DISTRICT OFFICE

CHILD SUPPORT ENFORCEMENT
3535 PRANKLIN ROAD SW SUITE H
ROAMOKE VA 24014 2255

To Employee/Obligor: If the employee/obligor has gquestions, contact:
MARSHALL WARREN by phone B00-468-8894
by FAX 540-B57-7841
by e-mail or website:

The Paperwork Reduction Act of 1985

This information collection and associated responses are conducted in
accordance with 45 CFR 303.100 of the Child Support Enforcement Program. This
form is designed to provide uniformity and standardization. Public reporting
burden for this collection of informabtion is estimated o average 5 minutes per
response for Non-IV-D CPs; 2 minutes per response for employers; 3 seconds for
e-IW0 employers, including the time for reviewing instructions, gathering and
maintaining the data needed, and reviewing the collection of information.

An agency may not conduct or sponsor, and 2 person is not raquired to raspond
to, a collection of information unless it displays a currently valid OMB
control number.
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