LOMDRALS MANAGERLIT CHOUE . Jf

CMG EMPLOYMENT NEW HIRE PAPERWORK

Name Michael stephan ringus

First Middle Last Maiden
Co 80537
Present Address 1212butte rd #42 Loveland

Street City State Zip

Telephone 970 800 1454 ringusm@hotmail.com

E-Mail

Referred bylndeed

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

¥ _Yes__ NoIfso, please explain _JUry duty 8/10/2023

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

__Yes ¥ No Ifso, please lists all dates

Military Experience:
Have you ever been in the Armed Forces? __Yes¥ No
Are you currently an active member of the Reserve or National Guard? _ Yes ¥ No

Branch Specialty
Date Entered  //20/2023 Discharge Date  //20/2023




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 any type of employment relationship, either in the
position applied for or any other position, and regardless of the contents of employee handbooks, personnel manuals, benefit
plans, policy statements and the like as they may exist from time to time, or other company practices, shall serve to create
an actual or implied contract of employment, or to confer any right to remain an employee of Corporate Management Group,
Inc. (CMQ), or otherwise to change in any respect the employment-at-will relationship between it and the undersigned, and
that relationship cannot be altered except by a written instrument signed by an officer of CMG. Both the undersigned and
CMG may end the employment: relationship at any time, without specified notice or reason. If employed, T understand that

CMG may unilaterally change or revise their benefits, policies and procedures and such changes may include reduction in
benefits.

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

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

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

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

I further understand that my employment with CMG shall be probationary for a period of ninety (90) days or 520 hours
(based on the client site I am employed at} and further that at any time during the probationary period or thereafter, my
employment relationship with CMG is terminable at wil] for any reason by either party.

Signature of applicant !//V/ _ : Dae: 7/18/2023




Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

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

P START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which document(s) an
employee may present to establish employment authorization and identity. The refusal to hire or continue to employ an individual because the
documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form 1-9.no later
than the first day of employment, but not b_efore-accepting a joh offer.) o _ e

Last Name. (Famr'!y Name) o - First Name (Given Name) Middle Initial Other Last Names Used (if any)
Ringus Michael S N/A

Address (Sfreet Number and Name) Apt. Number | City or Town State ZIP Code

1212 Butte Road 42 Loveland CO B 80537

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number
06/10/1965 15]2[1] - |3]5] - [4]2[3]1]|ringusm@hotmail.com 970-800-1454

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

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

1. A citizen of the United States

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

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

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

Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9: Doﬂz{tﬁrﬁz]ns :;}';’g;m
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number;
OR

2. Form 1-94 Admission Number:

OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee

salNas Today's Date @1/?’/?/% /702 3

Preparer and/or Translator Certification (check one):
i E.d_id‘ not use a preparer or translator, D A preparer(s) andfor translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and‘-signed when Ppreparers and/or translators assist an employee in completing Section 1.)

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator

Today's Date (mm/dd/yyyy)

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

Address (Street Number and Name) City or Town State ZIP Code

®' Employer Completes Néxi"Page' @

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






Employment Eligibility Verification USCIS

Department of Homeland Security OME;:: "I‘J;z 047
U.S. Citizenship and Immigration Services

Expires 10/31/2022

VelR R
SOt \/z;g §é~ﬁ;{§;}%ﬁﬁ¥}%%§$&% y&%ﬁ
nisee SR Cayio employmel; el
o 171 6 todiohe s
Emol Info from Sestion 1 Last Name (Family Nama) Citizenship/lmmigration Status
mployee Info from Section . oyt
iid [inouas | WCCifhzoi
List A OR ListB AND List C
Identity and Employment Authorization Identity Employment Authorization
Document Title I Document Title | Dacument Title
et Liaree. i
Issuing Authority ;\j lsstiing Autharily Issulng Authority, .
Otk DL Win
Doeurrent Numbar E" Dacument Number ocument Number
| 1Az - 19 050D 591~ 24 -
Expiration Date (if any) (mm/ddlyyyy) % Expiration Date (if any} (mm/ddfyyyy) Expiration Date (if any) {mm/ddfyyyy)
4 ot
3& D
Document Title !g
TSSUIng AUTIOMTY ﬁ? Additional Infarmation &%‘3?3&;5;‘“{;?:52;;
%
Document Number ;ﬁ’
'Expiratlon Date {if any) {mm/ddiyyyy) f
o
Dogument Title %
issuing Autharity ,ﬁa}%
Cocument NOmber "?%
__ L
Explration Date (i any] (rw/odyeyy) l:
i
2

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

{2) the above-listed document(s) appear to be genuine and to relate to the employee named, and {3) to the best of my knowledge the
employee is authorized fo work in the United States,

The employee's first day of employment {mm/ddlyyyy): L 3 ‘ & 2. ( 2072 (See instructions for exemptions}

Signalyte of Employer or Authorized Representative Today's Date {mm/iddlyyyy)  §Tille of Employer or Authotized Representative
¢ O [2Le[2022 | Qeniar Perviey
Last Name of Employer or Authorized Represenlalive | First Name of Employer ar Authorized Represenlalive Employer's Business or Organlzation Name
Ne 55 Tzabtoun Copae ManaonsEh) 17
Employer's Business or Organization Address (Sfreet Number and Name) | City or Town State ZIF Code '
| o Nsestiinger”

eIy

Middle mnitial

Posument Number Expiration Date (if any) {mm/ddfyyyy)

! aftest, under Penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United Sfates, and if
the employee presented decument(s), the document(s} | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Today's Date {mm/dofyyyy) Name of Employer or Authorlzed Representative

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



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present ong selection from List A
or a combination of one selection from List B and one selection from List C.

LISTA

Documents that Establish
Both ldenfity and
Employment Authorization

Fgr

LISTEB

Documents that Establish
identity

AND

LISTC

Documents that Establish
Employment Authorization

1.

U.S. Passpori or U.S. Passport Card

2

Perrnanent Resident Card or Alien
Registration Receipt Card {(Form |-551)

Foreign passpart that contains a
temporary 1-551 starnp or temporary
I-551 printed notation on a machine-
readable immigrant visa

Driver's license or ID card issued by a
Siate or outlying possession of the
United States provided it contains a
photograph ar information such as
name, date of birth, gender, height, eve
coler, and addrass

Employment Authorization Document
that contains a photograph (Farm
1-765)

1D card issued by faderal, state or locat
government agencies or entities,
provided it contains a photograph or

1. A Social Security Account Mumber
card, unless the card includes one of
the following restrictions:

(1) NOT VALID FOR EMPLOYMENT

{2) VALID FOR WORK CHNLY WiTH
INS AUTHORIZATION

(3} VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

information such as name, date of birth,
g=nder, height, eye color, 2nd address

5.

For a nonimmigrant alien authorized
to work far & specific employer
bevause of his or her status:

a, Forelgn passport; and

b, Form 1-84 or Form |-24A that has
the foliowing:

(1) Tha same name as the passpor;
and

(2) An endorsement of the alien's
nonimmigrant status as long as
that period of endorsement has
not yet expired and the
prapesad employment is not in
conflict with any restrictions or
limitations identified on the form.

. Behool 1D card with a phoetograph

2. Coeriification of report of birth issu=d
by the Department of State {Forms
D8-1350, FS-548, F8-240)

Voter's registration card

U.S. Mifitary card or draft record

Wiilitary dependent's ID card

3. Original or certified cepy of birth
cartificate issued by a State,
county, municipal authority, or
tetritory of the United Stales
bearing an officlal seal

. U.8. Coast Guard Merchant Mariner

4, Native American fribal document

Card

5. U.8. Citizen 1D Card (Form 1-197)

Native Amarican fribal document

. Driver's license issued by a Canadian

government authority

For persons under age 18 who are

Pagsport from the Federatad States of
Micronesia (FSM) ar the Republic of
the Marshall Islznds (RMI) with Form
1-84 or Form 1-84A indicating
nonimmigrant admission under the
Compact of Frae Association Between

the United States and the FSM or RMI |

6. ldentificalion Card for Use of
Resident Citizen in the United
States (Form |-179}

unable to present a document
listed above:

2. Scheol record or report card

1. Clinfc, doctor, or hospital record

412, Day-care or nursery school record

7. Employment authorization
document issued by the
Dapariment of Homeland Security

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about accepiable receipts.,

Form I-9 07/17717 N

Page 3 of 3
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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 a Payroll Debit Card will be provided.

Employce Name:, Michael ringus

Payroll Election:

¥ Direct Deposit (Please see Section A)
O Payroll Debit Card (Please see Section B)

Section A: Direct Deposit
Bank Name: First national bank of Omaha

Routing Number: 107000262
Account Number; 730890344

Account Type: Check v Savings: _ Other:

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

7/20/2023

Initial: Date:

Section B: Payroll Debit Card
Routing Number:
Account Number:

2

Date:

Lhitial:

I have received my Payroll Debit Card, welcome brochure,
program fees, conditions and disclosures, By activating my
Payroll Debit Card on my first pay day I am agreeing to the
program terms, conditions and disclosures that are included
or made available to me from Gime to time from the financial
institution, I authorize CMG to debit my Payroll Debit Card
acconut for the fees described to me in the provided material.

Section C: Additional Accounts
Bank Name:

Routing Nurpber:

Account Nurrber:

Account Type: Check Savings:  Other:

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

D % of my orginal deposit
o g from my original deposit
Imitial: \n [2

Date:

Employee Signature: , 2+

—
T authorize CMG to directly depasit my wages and other payments ag necessary into my account(s) as designated
above and to initiate, debit entries and adjustments for any credit entries made in error to my account(s).

Ihave been informed how to gain access to my electronic pay stubs if needed.

Date: 7/20/2023




CTBPENIE £

To: All Employees
Quien: Todos Empleados

From; Corporate Management Group & Employer Solutions Group
Der Corporate Management Group y Employer Solutions Group

Re: Stop Paymeant Chack Fee
Rer Tarifa da cheque parado

Effective immediately, to replace a Jost or stolen check, $50.00 will be deducted from the replacement check for
a stop payment foe and for a reprocessing fee. Efectivo inmediatamente, para reemplazar un cheque de sueldo
perdido o robado, 850.00 de tarifa sera deducido de el cheque reemplazado para parar el cheque original y
para procesarlo denuevo.

If you lose your check, we will first have to verify that it has not been processed through the bak. If it has not,
anew check will be issned, minns the $50.00 fee. 87 usted pierde su cheque, tendremos que verificar que no ha
sido procesado en el banco. Sino, un chegue nuevo sera processado, menos las tarifa de $50.00.

If your check is stolen, we will first need a copy of the polics report before a new check can be reissned. After
we receive a copy of the police report, a new check will be issued following the same procedures as Hsted.
above. Si su cheque es robado, necesitaremos una copia de el reporte de polivia antes de que un cheque nuevo
sera procesado. Despues de obiener una copia del reporie de policia, un cheque nuevo sera procesado usando
los mismos procedimientos mencionados arriba,

If you have ary questions regarding this new policy, please contact your On-Site Representative or the
Corporate Office (303-920-1423). 57 usted tiene preguntas sobre esta poliza, por favor contacte a su
representante de CMG o la oficing corporal al (303-920-] 423)

Thank you for your continued dedication and hard work!

Gracias por st dedicacion continual

By signing below you are confirming that you understand the shove policy.
Con su firma abajo usted esta confirmando que enilende la poliza descrita,

Sigmture/Firma:Vﬂ/’/
Date/Fecha:  7/20/2023

February 2011




£ ay

it is Corporate Management Group's (CMG) policy that afl employees should be able to
enjoy a work environment frea from all forms of discrimination, including harassment, Ag
such, CMG is committed o vigorously enforcing thejr Anti-harassrhant Policy, This
policy applies fo aff employees of the organization (without regard to position) and
individuals not directly connected io CMG (a.g., an outside vendor, consultant, custorner
OF guest). Title VI of the Civil Rights Act of 1964 prohibits employmant discrimination
based on race, color, creed, religion, national origin, sex, marital status, status with
regard fo public assistance, membership or activity in a local commission, disability,
sexual orientation or veteran statys, Harassment Jg considered a form of discrimination
and is Specifically included among the prohibitions under Title VIl of the Civil Rights Act
of 1984, In addition, retaliation or reprisal taken against anyona who has expressed
soncern about harassment or diserimination against the individua] raising the concem is
iftegal.

The Equaj Employment Opporiunity Commission (EEOC) dafines Sexual harassment ag
“unwelcome sexual advances, requests for sexual favors, sexus| comments, or other
verbal or physicaj acts of & sexual or sex-based nature ihcluding, but not limited fo
drawings, pictures, jokes, and/or teasing where (1) submission to such conduct is made
efther explicitly or implicitly a term or a condition of an individual's employment; (2) an
employment decision is based on an individual's acceptance or rajection of such conduct;
or (3) such conduct interferes with an individual's work performance or creates an

intimidating, hostile or offensive working environment.”

The Anti-harassment Policy prohibits harassment and/or retaliation by any individuai
employed by, doing business with or for, or visiting CMG. Employess wha believe they
have been the subject of harassment and/or refaliation or an employee who may have
been withess io harassment and/or rataliation must report the incident immediatefy.
Information and/or allegations must be ieported fo a manager of CMG (by telephoning
866.920.1425 or 303.820.1 425). Only those who have an immediate need o know,
including the alleged target of harassment or refaliation, the alleged harassers or
retaliators, and any witnesses may find out the identity of the complainant. All individuals
tontacted in the course of an Investigation will be advised that gj] Persons involved in a
charge are enfitled fo respect and that any retaliatlon or reprisal against an individual wia
is an alleged target of harassment or retaliation, who has made a complaint, or who has
provided information in connection with g complaint, is q Separate violation of CMG's
policy. All information will be disclosed onlyon a need-to-know basis to allow CMG 1o




investigate and resolve the incident. CMG recognizes the serious nafure of harassment
&nd therefore will endeavor fo protect the employee who may have been subjected to
harassment, any withesses and the party against whom allegations have been filed 1o
every possible extent,

With respect 1o sexual harassment, the following is prohibited:

1. Unwelcome sexua advances, request for sexual favors, and all other verba) or
physical conduct of g sexual or otherwise offensive nature, espacially where:

O Submission to such conduct is made ejther explicitly or implicitly a tamm or
condition of ermployment; . .

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

0 Such conduct has ihe purpose or effsct of creating an intimidating, hostile or
offensive working environment.

2. Offensive commenis, jokes, innuendoes and other sexually-oriented statermeanis,

If Harassment Oceurs: .

1. Whan p'ossibfe, coniront the harasser and el him/her to sfop. Somstimes g
simple confrontation will end the situation,
2, If confrontation ig. UNSUGCessfil, immediately contact your CMG supervisor o

- report the harassment,
3. AN investigation will bs conducted and &ppropriate action taken, including
disciplinary measures. We wil] investigate, in confidencs; all reported incidents of
harassment and retafiation. .

Employee Signature: 2"
7/20/2023

Date:
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Netification of Colorado Law Reguirement
. Unemplovment Acknowledsement

2
R

EMPLOYEE COPY

According to Colorgdo Statutes section 8-73-105.3, A temporary employae who is given a notice
that the employee Is required to contact or notify the employer upon completion ofan
assignment and to be avaiiable to work, as agreed upon at the time of hire, during a specifiad
period of time, on specified dates, or upon call by the empioyer on an as-needed basis and who
does not contact or OtTY the employer Lpon completion of an assignment in compliance wit
the notice and is not avallable to work at the agreed-upon times is deamed to have voluntarily
terminated employment for the purpose of determining benafits pursuani 1o section 2-72-108
(5) (e). Also, a temporary employee who agrees 1o work on an as-needed basis and refuses all
work within three séparate pay periods when contacted by the employer is deemed to have

voluntarily terminated employment for reasons th st may or may not allow zn award of benefiis
pursuant to section 8-73-108.

Itis you responsibility to contact or notity CMG once your assignment ends. If you fail to do so,
it may affect your Unemployment benafits,

[ understand by Signing this form that | am responsible to contact or notify CMG once an
assignment ends. | also acknowledge that | have received a separate co py of this form,

W 2 (nitial)

et

o 7/20/2023

Employee Signature: Date:

M

Employee (please print your name here)







CORPORATE MANAGEMENT GROUP

Limited Benefits 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 PAYMENT 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 Medlical, Prescription Drug, Accidental Loss of Life, Limb & Sight, Dental and Vision Plans are underwritten by BCS
Insurance Company, Oakbrook Terrace, lllinois 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 Palicy Series Number 62.200.

For questions or assistance, please call Essential StaffCARE Customer Service at 1-866-798-0803.

&l StafiCARE

CMG ESC ES*CO P2D v23.1



. . !
E ‘E B1 221900-CMG  OFFICE USEONLY LOCATION New Hirel:l Rehirel:l Date _ .../ /

o

L1 ENROLLMENT FORM ESC ES*CO P2D v23.0
N e A e N Lte Tl (PN [o]NIE Bl PRINT USING BLACK or BLUE INK (Must Be Filled Out)

Wichao! ngus RN WBowss oo ]

A9 butte rd ot42 Aot #
City State Zip ' Date of Birth
Loveland Co 89537 06101965

BDO .:‘_I_OU ORANYOFYOURDEPENDENT e DYes N.o. If.Yes, please continue.
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

Name of Covered Person (s):
1. 2. 3

C. LIMITED'BENEFITS PLAN SELECTION Payroll 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 benefits 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.

FIXED INDEMNITY SHORT.TERM
AEDICAL ! DENTAL VISION TERM LIFE DISABILITY 2
: - FE ‘
Employee Only $23.69 e $5.40 1} $2.42 [0 $0.60 af-) $4.20
Employee +1 [ | $48.08 $10.80 $4.92 $0.90
Employee + Family [ | $64.20 $17.82 $6.56 $1.80

D NO to ALL Benefits _Yes DNO _ mYes DND 1 _DYes DNO _ D_Yes I:]No

' This coverage is not avéilable to residents of NH, HI, or PR. 257D is not a\fai_lable to persons wHo work in CA, HI, N“J,_ 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 Benjamin ringus Relationship Son

D. REQUIRED DEPENDENT INFORMATIOI

Name + Social Security # _Date of Birth - Gender  Relationship
A - [spouse []Child[_] Domestic Partner

Name ' Social Security # ' Date of Birth  Gender  Relationship
_ : !/ i . [ ]Spouse [ lchild [ ] Domestic Partner

Name | Social Security # ' Date of Birth  Gender ~ Relationship
s : [] spouse ] child [] Domestic Partner

Name Social Security # Date of Birth - Gender * Relationship

/7 [ISpouse [ Child [ Domestic Partner

E.REQUIRED SIGNATURE YOU MUST SIGN AND DATE, EVEN IF YOU DECLINE COVERAGE

By signing below, | confirm | have read the Benefits Summary and the Limitations and Exclusions for the recommended benefit plans. |
understand that open enrollment 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 18.

DATE _ _ /_7/20/2023 _ B-SIGNATURE o




Policy Number 221900-CMG
LIMITED BENEFITS SUMMARY

FIXED INDEMNITY MEDICAL BENEFIT For more detalls, please so6 your Summary. Plan Description:

The Fixed Indemnity Medical Plan pays a flat amount for a covered event caused by an accident or illness. If the covered event costs
more, you pay the difference. But if the covered event costs less, you keep the difference.

Outpatient Benefits' - Inpatient Benefits

) (I:\,;;)rftsl,::lagriif;;::r;gﬂ; $100 per day Standard Care $500 per day
Diagnostic (lL.ab) _ - $75 per day Intensive Care Unit Maximum* $600 per day
Diagnostic (X-Ray) ~ $200 per day Inpatient Surgery - $3,000 per day
Ambulance Services _ $300 per day _Anesthesia _ - $600 per day
Physical, Speech, or Occupational Therapy  $50 per day Skilled Nursing$ $100 per day
Ermergency Room Benefit—Sickness $200 per day ~ First Hospital Admission (1 per year) ~ $250
Emergency Room Benefit—Accident? N $500perday  Annual Inpatient Maximum?® No Limit
Outpatient Surgery - $500 per day Accidental Loss of Life, Limb & Sight _

Anesthesia $200 per day Employee/Spouse $20,000
Annual Outpatient Maximum o $2,000 _ Dependent (6 months ta 26 years) - $5,000
Prescription Drugs? _ Dependent (15 days to 6 months) $2,500
Annual Maximum . o $600 Wellness Care -

Generic Copay / Brand Copay _ $10/$50 Wellness Care (one per year) $100

'all outpatient benefits are subject to the 6utpat|'ent maximum Zcovers treatment for off the job accidents only *not subject to outpatient maximum “pays in addition
to standard care benefit Sfor stays in a skilled nursing facility after 2 hospital stay *Subject to internal fimits of plan

[l Waiting Period/Coinsurance AnnualMaxamumBaneﬁt$750Deducttb!e 8500

Coverag A None / 80% Exams, Cleanings, Intraoral Films, and Bitewings

Coverage B 3Months/60% _ Fillings, Oral Surgery, and Repairs for Crowns, Bridges and Dentures _
Coverage C 12 Months / 50% Periodontics, Crowns, Endodontics, Bridges and Dentures
VISION:BENEFIT i In-Network 'Out-of-Network
: You Pay Plan Pays _ ~YouPay®  Plan Pays
wr  Eye Exam (including dilation) $10 Copay 100% ) 100% $35
Standard Contact Lens Fit Exam (includes fallow up) ~ Up to $55 R - 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 $110allowance  100% 488
Contact Lenses (Disposable) (materials only)* - 100%, after$110 allowance  $110 allowance . 100% %88
Contact Lenses(Medically Necessary) (materials only)" $0 Copay _ 100% . 100% %200

'Once every 12 months 2§15 higher in AK, CA, Hi, OR, W4 3Aftar plan payment

‘GROUP TERM LIFE BENEFIT = .
| Employee Amount $10,000 (reduces to $7,500 at 65; $5,000at 70) Child Amount (6 mos to 26 yrsold)  $5,000
? Spouse Amount $5,000 (terminates at age 70) Infant Amount (15 days to 6 mos) $1,000

RT-TERM DISABILITY BENEFIT
Benefit Amount 60% of base pay up to $150 per week
! Waiting Period/Maximum Benefit Period 7 days for injury or sickness/up to 26 weeks

'SHO

WEEKLYLIMITEDBENEFITSPREMWM | Medical Dental  Vision  Term Life ~ STD
Employee Only $23.69 $5.40 $2.42 $0.60 $4.20
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

These are the standard limitations and exclusions. As they may
vary by state, please see your summary plan description (SPD) for
a more detailed listing.

FIXED INDEMNITY MEDICAL AND ACCIDENTAL LOSS OF
LIFE, LIMB OR SIGHT BENEFIT
No benefits will be paid for loss caused by or resulting from:

* |ntentionally self-inflicted injuries, suicide or any attempt while
sane or insane

Declared or undeclared war

Serving on fuil-time active duty in the armed forces

The covered persen's commission of a felony

Work-related injury or sickness, whether or not benefits are
payable under workers’ compensation or similar law or

¢ With regard to the accidental loss of life, limb or sight benefit
- sickness, disease, bodily or mental infirmity or medical
or surgical treatment thereof, or bacterial or viral infection
regardless of how contracted. This does not include bacterial
infection that is the natural and foreseeable result of an
accidental external bodily injury or accidental food poisoning.

No benefits will be paid for:

* Fye examinations for glasses, any kind of eye glasses, or vision
prescriptions

* Hearing examinations or hearing aids

® Dental care or treatment other than care of sound, natural
teeth and gums required on account of injury to the covered
person resulting from an accident that happens while such
person is covered under the policy, and rendered within é
months of the accident

¢ Services rendered in connection with cosmetic surgery, except
cosmetic surgery that the covered person needs for breast
reconstruction following a mastectomy or as a result of an
accident that happens while such person is covered under
the policy. Cosmetic surgery for an accidental injury must be
performed within 90 days of the accident causing the injury
and while such person's coverage is in force

* Services provided by a member of the covered person’s
immediate family.

The fixed indemnity medical plan is not available to residents of

Hawaii, New Hampshire or Puerto Rico.

PRESCRIPTION DRUGS

No benefits will be paid for overthe-counter products or

medications or for drugs and medications dispensed while you
are in a hospital.

DENTAL

The plan will pay only for procedures specified on the Schedule
of Covered Procedures in the group policy. Many procedures
covered under the plan have waiting periods and limitations

on how often the plan will pay for them within a certain time
frame. For more J:etailed information on covered procedures or
fimitations, please see your summary plan description.

VISION

No benefits will be paid for any materials, procedures or
services provided under worker’s compensation or similar law;
non-prescription lenses, frames to hold such lenses, or non-
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
made for such benefits.

SHORT-TERM DISABILITY

No benefits are payable under this coverage in the following
instances:

® Attempted suicide or intentionally self-inflicted injury

e Voluntary taking of poison; voluntary inhalation of gas;
voluntary taking of a drug or chemical. This does not apply to
the extent administered by a licensed physician. The physician
must not be you or your spouse, you or your spouse’s child,
sibling or parent, or a person who resides in your home

® Declared or undeclared war or act of war

Your cornmission of or attempt to commit a felony, or any loss
sustained while incarcerated for the felony

Your participation in a riot
If you engage in an illegal occupation

Release of nuclear energy

Operating, riding in, or descending from any aircraft (including
a hang glider). This does not apply while you are a passenger
on a licensed, commercial, nonmilitary aircraft; or

e Work-related injury or sickness.

Short-Term Disability benefits are not available to persons who
work in California, Hawaii, New Jersey, New York, or Rhode
sland.

GROUP TERM LIFE

No Life Insurance benefits will be payable under the policy for
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.

For frequently asked questions and network information for the Fixed Indemnity Medical Plan, please go to
htips://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-B66-798-0803

» Once enrolled, 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 dlick on “Members” and enter your group number.




w_4 Employee’s Withholding Certificate OMB No. 1545-0074
VoA Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.
Department of the Treasury Glve F_orm. W-4 to your employer. 2 @23
Internal Revenue Service Your withholding is subject to review by the IRS.
St ep 1: (a) First name and middle initial Last name (b) Social security number
) Michael S Ringus 521-35-4231
Enter I Address Does your name match the
ersona hame on your social security
Information 1212 butte rd lot 42 card? If not, to ensure you get
i H ZIP credit for your earnings,
SIS B3RS, AEDIctca0g contact SSA at 800-772-1213
Loveland co 80537 or go to www.ssa.gov.
{c) Single or Married filing separately
|_—_| Married filing jointly or Qualifying surviving spouse
l:l Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, other details, and privacy.

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

or Spouse Do only one of the following.

Works (a) Reserved for future use.

(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
option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate . . . . . s P .

O

TIP: If you have self-employment income, see page 2.

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 Muitiply the number of qualifying children under age 17 by $2,000 $
Dependent
ang Other Multiply the number of other dependentsby $500 . ., . . . $
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter the total here Gt SR B o 3 |$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other 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
theresuithere........,..............4(b)$
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here g 7/21/2023
Employee's signature (This form is not valid unless you sign it.) Date
Employers Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2023)



Form W-4 {2023)

Page 2

General Instructions
Section references are to the Internal Revenue Code.

Future Developments

For the latest information about developments related to
Farm W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too litlle is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. if too much is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your perscnal 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 2023 if you meet both of the following
conditions: you had no federal income tax liability in 2022
and you expect to have no federal income tax liability in
2023. You had no federal income tax liability in 2022 if (1)
your total tax on line 24 on your 2022 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 2023 tax return. To claim exemption from
withholding, certify that you meet both of the conditions
above by writing “Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1{a), 1{b), and 5. Do not
complete any other steps. You will need to submit a new
Form W-4 by February 15, 2024,

Your privacy. If you have concerns with Step 2(c), you may
choose Step 2(b); if you have concems with Step 4(g), you
may enter an additional amount you want withheld per pay
period in Step 4{c).

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay income and self-employment
taxes throtugh withholding from your wages, you should
enter the self-employment income on Step 4(a). Then
compute your self-employment tax, divide that tax by the
number of pay periods remaining in the year, and include
that resulting amount per pay period on Step 4(c). You can
also add half of the annual amount of self~employment tax to
Step 4(b) as a deduction. To calculate self-employment tax,
you generally multiply the self-employment income by
14.13% (this rate is a quick way to figure your self-
employment tax and equals the sum of the 12.4% social
secutity tax and the 2,9% Medicare tax multiplied by
0.9235). See Pub. 505 for more information, especially if the
sum of self-employment income multiplied by 0.9235 and
wages exceeds $160,200 for a given individual.

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.

If you (and your spouse) have a total of only two jobs, you
may check the box in option {¢). The box must also be
checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be
cut in half for each job to calculate withholding. This option
is roughly accurate for jobs with similar pay; otherwise, mare
tax than necessary may be withheld, and this extra amount
will be larger the greater the difference in pay is between the
two jobs.

| Multiple jobs. Complete Steps 3 through 4(b} on only
§ one Form W-4. Withholding will be most accurate if
you do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return. To qualify for the child tax credit, the child must
be under age 17 as of December 31, must be your
dependent who generally lives with you for more than half
the year, and must have the required social security number,
You may be able to claim a credit for other dependents for
whom a child tax credit can’t be claimed, such as an older
child or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 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 retum.

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 fram any jobs or self-employment. If you complete
Step 4(a), you likely won’t have to make estimated tax
paymerits for that income. I 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
2023 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs.

Step 4{c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering
an amount here will reduce your paycheck and will either
increase your refund or reduce any amount of tax that you
owe.




Form W-4 (2023} Page 3

Step 2(b)—Multiple Jobs Worksheet (Kesep for your records.) M

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total exira tax for all jobs) on oniy
ONE Form W-4. Withholding will be most accurate i you complete the worksheet and enter the result on the Form W-4 for the highest
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019,

Note: [f 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.

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 af the intersection of the two household salaries and enter
that value on line 1. Then, skipto line3 . . . . . . e e e e e e e e, 1

2  Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2¢ below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annhual 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 valueonline2a . . . . . . . . . e e e e 2a

b Add the annual wages of the two highest paying jobs from line 2z 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
onlinezb.............................2b

$
s
s
$

€ Add the amounts from lines 2a and 2b and enter theresultonfline2ec . . . . . . . . . 2c

3  Enter the number of pay periods per year for the highest paying job. For example, if that job pays

weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. 3
4  Divide the annual amount on line 1 or line 2¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4{c) of Form W-4 for the highest paying job {along with any other additional
amount you want withheld} . 4 3%
Step 4(b)—Deductions Worksheet {Keep for your records.) m
1 Enter an estimate of your 2023 itemnized deductions {from Schedule A (Form 1 040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes {up to
$10,000), and medical expenses in excess of 7.5% of your income . . . . . . . e i 8%
= $27,700 If you're married filing jointly or a qualifying surviving spouse
2 Enter: * $20,800 if you're head of household . 2 3
» $13,850 if you're single or married filing separately
3 if line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater
than iine 1, enter “-0-" ., , . . . 3 %
4  Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments {from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . .. 4 9
5 Addlines 3 and 4. Enter the result here and in Step 4(b) of Formw-4 , , . . . . . . . . . 5 §
Privacy Act and Paperwork Reduction Act Notice. We ask for the information You are not required to provide the information requested on a form that is
on this form to carry out the Intarnal Revenue laws of the United States. Internal subject to the Paparwork Reduction Act unless tha form displays a valid OMB
Revenue Code sections 3402()(2) and 6109 and their regulations require you to control number. Books or records relating to a form or its instructions must be
provide this Information; your employer uses it to determine your federal income retained as long as their contents may became materlal In the administration of
tax withhofding. Failure to provide a properly completed form will resuit in your any Internal Revenue law. Generally, tax returns and return information are

being treated as a single person with no other entries on the form; providing confidentlal, as required by Code section 6103.

fraudulerrt information may subject you to penalties. Routine uses of this The average time and expenses required to complete and file this form will vary
information include glving it to the Departmant of Justice for civil and criminal depending on Individual circumstances, For estimated averages, see the
litigatlon; to cltles, states, the District of Columbia, and U.S. commonwealths and instructions for your income tax return,

territorles for use in administering thelr tax laws; and 1o the Department of Health
and Human Services for use in the National Directory of New Hires, We may also if you have suggestions for making this form simpler, we would be happy to hear
disclose this information to other countries under a tax freaty, to federal and state from you. Ses the instructions for your income tax return.

agencies to enforca federal nontax criminal laws, or to federal law enforcement

and Intefligence agencies to combat terrorism.



Form W-4 (2023) Page 4
Married FTiing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | g$p- |$10,000 -|$20,000 -|$30,000 - | $40,000 - | $50,000 - |$60,000 - {$70,000 -| $80,000 -{$90,000 -|$100,000 -1$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 100,999 ] 120,000
$0- 5,909 30 $0 $850 $850 | $1,000 | $1,020 | $,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,870
$10,000 - 19,999 0 930 | 1,850 | 2,000 i 2200 | 2220 | 2220 2220 | 2220 2,220 3,200| 4,070
$20,000 - 29,999 850 | 1,850 | 2920 | 3120 | 3320 | 3340 35840 | 3340 | 3340 | 4,320 | 5320 | 6,190
$30,000 - 39,999 850 | 2,000 { 3120 | 3320 | 8520 | 3540 | 3540 | 3540 | 4,520 | 5520 | 6,520 | 7,390
$40,000- 49,999 1,000 | 2200 | 3320 | 3520| 8720 | 3740 3740 | 4720| 5720| 6720 | 7,720 | 8590
$50,000 - 59,909 1,020 ! 2200 | 3340 | 3540 | 3740 | 3760 | 4750 | 5750 | 6750 | 7,750 ; 8,750 | 9,610
$60,000- 69,999| 1,020 | 2220 | 3340 | 3540 [ 3740 | 4750 | 5750 | 6750 | 7,750 | 8750 | 9750 | 10,610
$70,000- 79,999] 1,020 | 2220 | 3340 | 3540 | 4720 | 5750 | 6750 | 7,750 [ 6750 | 9,750 | 10,750 | 11,610
$80,000- 99999 1000 | 2220{ 4170 | 5370 | 6570 | 7,600 | 8600 | 9600 | 10,600 | 11,600 | 12,600 | 13,460
$100,000 - 140,999| 1870 | 4,070 | 6190 | 7390 | 8590 | 9610 | 10610 | 11,660 | 12,860 | 14,060 | 15260 | 16,330
$150,000-239,999] 2040 | 4440 | 6760 | 8160 | 9560 | 10,780 | 11,980 | 13,180 | 14,880 | 15580 ; 16,780 | 17,850
$240,000 - 250,998| 2,040 | 4,440 | 6760 | 8160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15580 | 16,780 | 17,850
$260,000 - 279,999] 2,040 | 4,440 | 6,760 | 87160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,580 | 16,780 | 18,140
$280,000-200.098| 2040 | 4440 | 6780 | 8160 | 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,870 | 17,870 | 19,740
$300,000 - 319,909| 2040 | 4440 | 6760 | 8160 | 9560 | 10,780 | 11,980 | 13,470 | 15470 | 17470 | 19,470 | 21,340
$320,000 - 364,999] 2,040 | 4440 | 6760 | 8550 | 10,750 | 12,770 | 14,770 | 16,770 | 18,770 | 20,770 | 22,770 | 24,640
$365,000 - 524,999 2,970 | 6,470 | 9,890 | 12,390 | 14,890 | 17,220 | 19,520 | 21,820 | 24,120 | 26,420 | 28,720 | 30,880
$525,000 and over | 3,140 | 6,840 | 10,460 | 13,160 | 15860 | 18,390 | 20,890 | 23,390 | 25,890 | 28,380 | 30,890 | 33,250
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0. |$10,000 -|$20,000 -|$30,000 - |$40,000 - | $50,000 -|$60,000 - |$70,000 -|$80,000 - |$90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9999 | 19,999 | 29,999 | 39,909 | 49,999 | 59,999 | 69,999 | 79,89¢ | 89,999 | 86,809 ) 108,999 | 120,000
$0- 9,099 $310 $890 | $1,020 | $1,020 | $1,020 | $1,860 | $1,870 | $1,870 | $1,870 | $1,870 | $2,080 | $2,040
$10,000- 19,999 goo | 1830 | 1750 | 1,750 | 2,600 | 3600 | 3600 3,600 | 3,600| 3760 | 83,960 | 3870
$20,000- 29008| 1,000 | 1750 | 1,880 | 2720 | 3720 | 4720| 4730 | 4730, 4890 ] 5080 | 5290, 5300
$30,000- 39,999| 1,020 | 1,750 | 2,720 | 3,720 | 4720 5720 | 5730 | 5890 | 6090 | 6290 | 6490 | 6500
$40,000- 59.898| 4710 | 3450 | 4570 | 5870 | 6570 | 7700 | 7910 | 8110 | B310) 8510 | 8710 ) 8720
$60,000- 79.999| 1870 | 3600 | 4730 | 5880 | 7060 | 8260 | 8460 8660 ] 8860 | 9,080 6260 | 9,280
$80,000- 99,999| 1,870 | 3,730 | 5060 | 6260 | 7460 | 8660 | 8860 | 9080 | 8,260 | 9,480 10,430 | 11,240
$100,000 - 124,990| 2,040 | 3,670 | 5300 | 6500 | 7700 | 8900 | 9,110 | 9610 | 10,610 | 11610 | 12,610 | 13430
$125,000 - 148,009| 2040 | 3970 | 5800 | 6500 | 7700 | 9610 | 10610 | 11,610 | 12,610 | 13,610 | 14,900 | 16,020
$150,000 - 174,999] 2,040 | 3,970 | 5610 [ 7610 | 9610 [ 11610 | 12610 | 13,750 | 15,050 | 16,350 | 17,650 | 18,770
$175,000 - 199,099| 2720 | 5450 { 7,580 | 9,580 | 11,580 | 13,870 | 15180 | 16/480 | 17,780 | 19,080 | 20,380 | 21,490
$200,000 - 240,908| 2900 | 5930 | 8360 | 10,660 | 12960 | 15260 | 16,570 | 17,870 | 19,170 | 20470 | 21,770 | 22,880
$250,000 - 399,990| 2,970 | 6010 | 8440 | 10,740 | 13,040 | 15340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,960
$400,000 - 449,909| 2,970 | 6010 | 8440 | 10,740 | 13,040 | 15340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,860
$450,000andover | 3,740 | 6,380 | 9,010 | 11,510 | 14,010 | 16,510 | 18,010 | 19,510 | 21,010 | 22,510 | 24,010 | 25,350
Head of Household
Higher Paying Job f ower Paying Job Annual Taxable Wage & Salary
Annual Taxable | go0- 810,000 -{$20,000 -|$30,000 - |$40,000 - ;$50,000 -|$860,000 - | $70,000 - | $80,000 - | $30,000 -$100,000 -|$110,000 -
Wage & Salary | 9999 | 19,999 | 20999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 108,999 | 120,000
$0- 9,999 $0 $620 3860 | $1.020 | $1,020 | $1,020 | $1,020 | $1,650 | $1,870 | $1,870 | $1,890 | $2,040
$10,000- 19,999 g0 | 1630 | 2080 | 2220 | 2290 | 2220 | 2850 3,850 | 4,070 | 4,090 | 4200 | 4440
$20,000 - 29,999 aso | 2060 | 2400 | 2650 | 2650 | 3280 | 4280 | 5280 | 5,520 | 5720 | 5820 | 6,070
$30,000- 39,909] 1,020 | 2,220 | 2,660 | 2,810 | 3440 | 4,440 | 5440 | 6,460 | 6,880 | 7,080 | 7280 7,430
$40,000- 59,999| 1,020 | 2220 | 3130 | 4200 | 52001 6200 | 748 | 8680 | 9,100 | 9300 | 9500 | 9,650
$60,000- 79,.999] 15500 | 3700 | 5130 | 6200 | 7480 | 8680 | 9,880 | 11,080 ; 11,500 | 11,700 | 11,900 | 12,050
$80,000- 99,999 1,870 | 4070 | 569 | 7,050 | 8250 | 9450 | 10,650 | 11,850 | 12,260 | 12,460 | 12,870 | 13,820
$100,000 - 124,999| 2,040 | 4440 | 6070 | 7430 | 8630 | 9830 | 11,030 | 12,230 | 13,180 | 14,190 } 15190 | 16,150
$125,000 - 140,099| 2,040 | 4440 | 6070 | 7430 | 8630 | 9980 | 11,980 | 13,980 | 15190 | 16,190 | 17,270 | 18,530
$150,000- 174,099| 2,040 | 4,440 | 6,070 | 7,980 | 9,980 | 11,980 | 13,980 | 15980 | 17,420 | 18720 | 20,020 | 21,280
$175,000 - 199,999| 2,990 | 5390 | 7,820 | 9980 | 11,980 | 14,060 | 16,360 | 18,660 | 20,170 | 21,470 | 22,770 | 24,030
$200,000- 246909 2720 | 6190 | 8,920 | 11,380 | 13,680 | 15980 | 18,280 | 20,580 | 22,090 | 23,390 | 24,690 | 25,950
$250,000 - 449,999| 2,070 | 6470 | 9,200 | 11,660 | 13,960 | 16,260 | 18,660 | 20,860 | 22,380 | 23,680 | 24,980 | 26,230
$450,000 andover | 3.140 | 6840 | 9,770 | 12,430 | 14,930 | 17,430 | 19,930 | 22430 | 24,150 | 25,650 | 27,150 | 28,600




