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Depariment of the Treasury
Internal Revenus Service

Employee’s Withholding Certificate OMB No. 1545-0074

» Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay, -~
» Glve Form W-4 to your employer, 2@20
» Your withholding is subject to review by the IRS.

. {a) Flrst nams and middle Initial Last name (b) Social security number
Step 1
Enter
Address » Does your nume match the
Personal name on your seclal security
Information card? if nat, to ensure you get

City or town, stale, and ZIP code credit for your earnings, conltact

S8A at 800-772-1213 or go to
WWW.S50.90V.

{c)

D Singlo or Married filing separately
D Marrled filing jointly {or Qualitying widow(ar)}
{T] 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 exemptlon from withholding, when to use the online estimator, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

Complete this step If you (1) hold more than one job at a time, or (2) are marrled filing jointly and your spouse
also works, The correct amount of withholding depends on Income earned from all of these jobs,

Do only one of the following,

{a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step {and Steps 3-4); or

{b} Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4{c) below for roughly accurate withholding; or

{c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option
is accurate for jobs with simllar pay; otherwise, more tax than necessary may be withheld . . . . . » []

TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you (or your spouse} have self-employment
income, Including as an independent contractor, use the estimator,

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
he most aceurate if you complete Steps 3—4(b) on the Form W-4 for the highest paying job.)

Step 3: if your income will he $200,000 or less ($400,000 or less If married filing jointly):
Claim
Dependents Multiply the number of qualifying children under age 17 by $2,000» §
Multiply the number of other dependents by $600 . . ., . > §
Add the amounts above and entet thetotalhere . . . . . . . . . . . . . 3 1%
Step 4 (a) Other income {not from jobs). If you want tax withheld for other income you expect
(optional): this year that won't have withholding, enter the amount of ather income here. This may
include Interest, dividends, and retirementlncome , . . . . . . . . . . . |4a}|$
Other
Adjustments
(b) Deductions. If you expect fo claim deductions other than the standard deduction
and want to reduce your withholding, use the Daductions Worksheet on page 3 and
eptertheresulthere . . . . . . . . v v v o e e e JAD)S
{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 bellel, Is true, correct, and complete,
Sign
Here ) }
Employee’s signature (This form is not valid unless you sign it.} Date
Employers Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. : Cat. No, 10220Q Form W=4 (2020)
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General Instructions

Future Developments

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

Purpose of Form

Complete Form W-4 so that your employer can withhold the
cortect federal Income tax from your pay. If too little Is
withheld, you will generally owe tax when you file your tax
return and rmay owe a penaity. If too much Is withheld, you will
generally be due a refund, Complete a new Form W-4 when
changes to your personal or financial situation would change
the entrles on the form. For more information on withholding
and when you must furnish a new Form W-4, see Pub, 505,

Exemption from withholding. You may clalm exsmption from
withholding for 2020 if you meet both of the following
conditions; you had no federal income tax llabllity in 2019 and
you expect to have no federal income tax liabllity in 2020. You
had no federal income tax liability in 2019 if (1) your total tax on
line 16 on your 2019 Form 1040 or 1040-SR Is zero (of less
than the sum of lines 18a, 18h, and 18c}, or {2) you were not
required to flle a return because your income was below the
filing threshold for your correct flling 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
2020 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, complets
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 16, 2021,

Your privacy. If you prefer to limit information provided in
Steps 2 through 4, use the online estimator, which wiil also
increase accuracy,

As an alternative to the estimator: if you have concerns
with Step 2{(c}), you may choose Step 2(b); If you have
concerns with Step 4(a), you may enter an additional amount
you want withheld per pay period in Step 4(c). if this is the
only job in your household, you may instead check the box
in Step 2(c), which will increase your withholding and
significantly reduce your paycheck (often by thousands of
doliars over the year),

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

1, Expect to work only part of the year,;

2. Have dividend or capital gain income, or are subject to
additional taxes, such as the additional Medicare tax;

3. Have self-employment Income (see below); or

4, Prefer the most accurate withholding for muitiple job
situations.

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay these taxes through
withholding from your wages, use the estimator at
www.frs.gov/W4App to figure the amount to have withheld.

Nonresident alien. if you're a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Allens, before completing this form,

Specific Instructions

Step 1{c). Check your anticlpated filing status. This will
determine the standard deduction and tax rates uged to
compuite your withholding.

Step 2. Uss this step If you (1) have more than one job at the
same time, or (2) are married flling Jointly and you and your
spouse both work,

Option {a} most accurately calculates the additional tax
you need to have withheld, while option {b) does so with a
ittle less accuracy.

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

Muitiple jobs. Complste 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. Step 3 of Form W-4 provides Instructions for
datermining the amount of the child tax credit and the credit
for other dependents that you may be able {o claim when
you flie 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
eliglbllity requirements for these credits, see Pub, 972, Ghild
Tax Credit and Credit for Other Dependents. You can also
include other tax credits In this step, such as education tax
credits and the foreign tax credit. To do so, add an estimate
of the amount for the year to your credits for dependents
and enter the total amount in Step 3. Including these credits
will increase your paycheck and reduce the amount of any
refund you may recsive whan you file your tax return,

Step 4 {optional},

Step 4(a). Enter in this step the total of your other
estimated Income for the year, if any. You shouldn't include
income from any jobs or self-employment. If you complete
Step 4(a), you likely won't have to make estimated tax
payments for that income, [f 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
Workshest, line 5, if you expect to claim deductions other than
the basic standard deduction on your 2020 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 Muitiple Jobs Workshset, iine 4. Entering an
amount here will reduce your paycheck and will either increase
your refund or reduce any amount of tax that you owe.
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Step 2(b)—Multiple Jobs Worksheet (Keep for your records.)

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all Jobs) on only ONE
Form W-4, Withholding will be most accurate If you complete the worksheet and enter the result on the Form W-4 for the highest paying job.

Note: If more than one job has annuat wages of more than $120,000 or there are more than three jobs, see Pub, 605 for additional
tables; or, you can use the online withholding estimator at www.irs.gow/W4App.,

1

Two Jobs, If you have two jobs or yau'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 tha value at the inlersection of the two household salaries and enter

thatvalue on line 1, Then, skiptofine3 . . . . . . . . . . « . « . «

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 anhual wages for your next highest paying job
in the “Lower Paying Job® column. Find the vaiue at the intersection of the two household salaries

andenter thatvalueonfine2a . . . . . . . « . . . o . v e v

h Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages In the "Higher Paying Job” row and use the annual wages for your third job In the “Lower
Paying Job" column to find the amount from the appropriate table on page 4 and enter this amount
online b . . L . . o e e e e e e e e e e e e e e

¢ Add the amounts from lines 23 and 2b and enter the resultonline2¢c . . .

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

Divide the annual amount on line 1 or line 2¢ by the number of pay perlods 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 wantwithheld) . . . . . . ., . . . . e Ce e

0 . v ‘ ‘ ’ .

13

2a %

2b §

2c $

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

5

Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-SR)). Such
deductions may include quallfying home morigage interest, charitable contributions, state and local
taxes {up to $10,000), and medical expenses In excess of 7.5% of your income . . . .

« $24,800 if you're married filing jointly or qualifying widow(ar)
* $18,650 if you're head of household e e e
 $12,400 if you're single or married flling separately

Enter;

If tine 1 is greater than line 2, subtract fine 2 from line 1. If line 2 is greater than fine 1, enter a0,

Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part Il of Scheduls 1 (Form 1040 or 1040-SR)). See Pub. 505 for more information

Add lines 3 and 4. Enter the result here and in Step 4(b} of FormW-4 . . , . .

4 §
$

o

Privacy Act and Paperwork Reduction Aot Notlce, We ask for the Infermation
on this form to carry out the Internal Revenue laws of the United States, Internal
Revenue Code sections 3402(1)(2) and 6109 and thelr regulations raquire you to
provide this Information; your employer uses it to determine your federal income
tax withholding. Fallure to provide a properly corpleted form will result In your
belng treated as a single persan with no other entrles on the form; providing
fraudulant Information may subject you to ponaities, Routlne uses of this
information Include giving it to the Dapartment of Justice for civil and criminal
fitigation; to cilies, states, \he Diatrict of Columbla, and U.S, commonwealths and
possessions for use in administering thelr tax laws; and to the Dapariment of
Health and Human Services for tse in the National Directory of New Hires. We
may also disclose this information lo other countries under a tax treaty, to federal
and state agencles to enforce foderal nonlox criminal laws, or to federal law
enforgement and inteliigence agencles to combat terrorism.

You are not required 1o provide the information requested on a form that is
subject to the Paperwork Reduotion Act unless the form displays a valid OMB
control number. Books or records relating to a form or {is Instructions must be
rolained os long as their contents may become material in the administration of
any Internal Revenua faw. Generally, lax retumns and return information are
confidential, as required by Code section 6103,

The averags time and expenses required to complate and file this form will vary
depending on individuat circumstances. For estimated averages, see the
Instructions for your income tax return,

If you have suggestions for making this form simpler, we would be happy lo hear
from yau. See the Instructions for your incoma tax raturn,




Form W-4 (2020)

Page 4

Married Filing Jointly or Qualifying Widow(er}

Higher Paying Job

Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable | $0- |$10,000 -|$20,000 - | $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -/$110,000 -
Wage & Salary | 9,099 | 19,009 | 29,006 | 39,999 | 49,999 | 59,989 | 68,999 | 79,999 | 89,999 | 99,800 | 109,995 | 120,000
$0- 9,909 $0 $220 $850 $900 | $1,020 | $1,020 | $1,020 { $1,020 | $1,020 | $1,210 | $1,870 { $1,870
$10,000 - 19,999 o0 | 12261 1,000] 2100 2220 2220] 2220 2220 2410 3410 4,070 | 4,070
$20,000 - 29,999 gs0 | 1900 2730 2930 | 3050{ 8060 | 3050! 3,240 4240 | 5240 | 5900 | 6,000
$30,000- 39,999 900 | 2,100 | 2930 | 9,130 | 3,250 | 3,250 | 3,440 | 4,440 | 5440 | 8440 | 7,400 | 7,100
$40,000- 49,008] 1,020 | 2220 3060 | 3250 3370 ] 3570 | 45670 56701 6670 | 7570 | 8220 8220
$50,000- 59,808] 1,020 | 2200 3050| 3250 | 35701 4670 | 65670 | 6,670 | 7,670 | 8570 | 9,220 | 9,220
$60,000- 69,990] 1,020 | 2220 30s0] 3440 4570 | 5570 | 6570 7570 | 8670 | 9,670 | 10220 | 10,220
$70,000 - 79,999 1,020 | 2220 | 3,240 | 4440 5670 | 6570 | 7570 | 8570 | 9,670 | 10,670 | 11,220 | 11,240
280,000 - 99,999 1,060 | 3260 | 5000 6290 7420 | 8420 | 9,420 | 10420 | 11,420 | 12,420 | 13,260 | 13,460
$100,000 - 149,988] 1,870 | 4070 | 5900 | 7,400 | 8220 6,820 10,620 | 11,720 | 12,820 | 14,120 | 14,880 | 16,180
$160,000 - 249,908] 2,040 | 4440 | 8470 | 7,870 | 91490 | 10,390 | 11,500 | 12,790 | 13,990 | 16,190 | 16,050 | 18,260
$240,000 - 260,008] 2,040 | 4440 | 6470 | 7,870 | 9,490 | 10,390 | 11,690 | 12,790 | 13,890 | 16,520 | 17,170 | 18,170
$260,000 - 279,009] 2040 | 4440 | 6470 | 7,870 | 9,190 | 10,380 | 11,690 | 13,120 | 15,120 | 17,420 | 18,770 | 19,770
$280,000 - 295,099| 2,040 | 4440 | 6470 | 78701 9,990 | 10,720 | 12,720 | 14,720 | 16,720 | 18,720 | 20,870 | 21,370
$300,000-819,008] 2,040 | 4440 | 6470 | 8200 | 10,320 | 12,320 | 14,320 | 16,320 | 18,320 | 20,320 | 21,970 | 22,870
$320,000 -364,999] 2720 | 5920 | 8750 | 10,960 | 18,070 | 15070 | 17,070 | 19,070 | 21,200 | 23,600 | 25,540 | 26,840
$365,000 - 524,098] 2,970 | 6470 | 9,600 | 12,100 | 14,530 | 16,830 | 19,130 | 21,430 | 23,730 | 26,030 | 27,980 | 29,280
$525000and over | 3,140 | 6,840 | 10,170 | 12,870 | 15,500 | 18,000 | 20,500 | 23,000 | 26,500 | 28,000 | 30,160 | 31,650

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 | 5,999 | 19999 | 29,099 | 39,989 | 49,999 | 59,999 | 60,009 | 79,999 | 89,999 | 99,999 | 109,998 | 120,000
$0- 9,908| $480 $940 | $1,020 | 81,020 | $1,470 | $1.870 | $1,870 | $1.870 | $1,870 | $2,040 | $2,040 | $2,040
$10,000 - 19,999 940 | 1530 | 1,610] 2080 | 3,080 | 3460 | 34601 3480 | 3640 | 8830 | 3,836 | 3,830
$20,000- 29,999] 1,020 | 1,610 | 2130 | 3,180 | 4,130 | 4540 | 4540 | 4720 | 4920 | 5110 6110 | 5110
$30,000 - 39,998| 1020 | 2060 | 3130 | 4130, 5130 | 6540 5720 6920, 6120 6310 6310 6310
$40,000 - 59,980| 1,870 | 8460 | 4540 | 5540 | 6,690 | 7290 | 7480 ; 7690 | 7,890 8080 808 | 8080
$60,000- 79,998 1870 | 3460 | 4690 | 5890 | 7090 7690 | 7890 | 8090 | 8290 | 8480 | 9,260 | 10,060
$80,000- 99,999] 2,020 | 3,810 | 5090 | 6,290 | 7490 | 8090 | 8200 | 8490 | 9470 | 10460 | 11,260 | 12,080
$100,000- 124,999| 2,040 | 3,830 | 5410 | 6310 | 7,510 | 8430 | 9,430 | 10,430 | 11,430 | 12420 | 13,620 | 14,620
$125,000 - 149,09| 2,040 | 3830 | 5110 | 7,030 | 0,030 | 10430 | 11,430 | 12,680 | 13,880 | 16,170 | 16,270 | 17,370
$150,000 - 174,098 2,360 | 4,950 | 7,030 | 9,080 | 11,080 | 12,780 | 14,030 | 15,330 | 16,830 | 17920 | 19,020 | 20,120
$175,000 - 199,999| 2720 | 5310 | 7,540 | 0,840 | 12,140 | 13,840 | 15140 | 16,440 | 17,740 | 18,080 | 20,130 | 21,230
$200,000 - 249,990] 2,070 | 5860 | 8,240 | 10,540 | 12,840 | 14,540 | 15840 | 17,140 | 18,440 | 19,730 | 20,830 | 21,930
$260,000 - 399,999, 2,70 | 5880 | 8,240 | 10,540 | 12,840 | 14,640 | 15840 | 17,140 | 18440 | 19,730 | 20,830 | 21,030
$400,000 - 449,999] 2,970 | 5860 | 8240 | 10,540 | 12,840 | 14,540 | 16,840 | 17,140 | 18,450 | 19,040 | 21,240 | 22,540
$450,000andover | 3,140 | 6230 | 8,810 | 11,310 | 13,810 | 15710 | 17,210 | 18,710 | 20,210 | 21,700 | 23,000 | 24,300

Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary

Annual Taxable | $0- |$10,000 -|$20,000 - | $30,000 -|$40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $80,000 -|$100,000 -/$110,000 -
Wage & Salary | 9,099 | 19,999 | 20,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,996 | 120,000
$0- 9,999 $0 $830 $930 | $1,020 | $1,020 | $1,020 | $1,480 | $1,870 | $1,870 | $1,930 | $2,040 | $2,040
$10,000 - 19,999 830 | 1820 2130 | 2220 22201 2880 | 3,680 | 4,070 | 4,130 | 4330 | 4,440 | 4,440
$20,000 - 29,999 930 | 2130 2350 2430 | 2900 | 3900 | 4900| 50340 | 6540 | 5740 | 5850 | 5850
$30,000- 99,099 1,020 | 2200 | 2430 | 2980 3980 | 4980 | 6040 | 6,630 | 6830 7,030} 7140 7,140
$40,000 - 59,999 1020 | 2,530 | 3,750 | 4,830 | 5860 | 7060 | 8260 | 8850 | 9,050 | 9250 9,360 | 9,360
$60,000 - 70,999| 1,870 | 4,070 | 5310 | 6,600 | 7,800 | 9,000 | 10,200 | 10,780 | 10,880 | 11,180 | 11,580 | 12,380
$80,000 - $9,999] 1,800 | 4,800 | s710| 7,000 | 8200 | 9400 10600 | 11,180 | 11,670 | 12,670 | 13,580 | 14,380
$100,000 - 124,099| 2,040 | 4,440 | 5860 | 7,140 | 8,340 | 9,540 | 11,380 | 12,760 | 13,750 | 14,750 | 15,770 | 18,870
$125,000 - 149,099] 2,040 | 4440 | 5850 | 7960 | 9,360 | 11,860 | 13,360 | 14,760 | 16,010 | 17,310 | 18,620 | 19,620
$160,000 - 174,988] 2040 | 6060 | 7,280 | 9,360 | 11,360 | 13480 | 15,780 | 17,460 | 18,760 | 20,060 | 21,270.] 22,870
$176,000 - 199,999 2,720 | 5920 | 8,130 | 10480 | 12,780 | 15,080 | 17,380 | 19,070 | 20,370 | 21,670 | 22,880 | 23,980
$200,000 - 249,899| 2,970 | 6470 | 8990 | 11,870 | 13,670 | 15970 | 18270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$250,000 - 349,999] 2,970 | 6470 | 80090 [ 11,370 | 13,670 | 15870 | 18270 | 19,960 | 21,260 | 22,6680 | 23,770 [ 24,870
$350,000 - 449,000] 2,970 | 8470 | 8990 | 11,370 | 13,670 | 15970 | 18,270 | 19,080 | 21,260 | 22,660 | 23,900 | 25,200
$450,000 and over | 3,140 | 6,840 | 9,560 | 12,140 | 14,840 | 17,140 | 19,840 | 21,530 | 23,030 | 24,580 | 25,940 | 27,240




CLAB-12-6 {8.11)

RESIDENCY CERTIFICATION FORM
Local Earned Income Tax Withholding

o

TO EMPLOYERS/TAXPAYERS:
This form Is lo be used by employers and/or laxpayers {o report essential Information for the collection and distrlbution of Loca) Eamed In come Taxes.
This form must be ulllized by employers when a new employse Is hired or when a current employee notifies employer of a name andfor addvess changs,

EMPLOYEE INFORMATION - RESIDENCE LOCATION

NAME (Last Name, First Name, Middle Initial)

T

STREET ADDRESS (No PO Box, RD or RR)

SECOND LINE OF ADDRESS

orTY STATE Zip CODE DAYTIME PHONE NUMBER

MUNICIPALITY (City, Borotgh or Township)

COUNTY

EMPLOYER INFORMATION - EMPLOYMENT LOCATION
EMPLOYER BUSINESS NAME (Use Federal ID Nama)

STREET ADDRESS WHERE ABOVE EMPLOYEE REPORTS TO WORK (No PO Box, RD or RR)

SECOND LINE OF ADDRESS

CITY STATE ZiP CODE PHONE NUMBER

MUNICIPALITY (Clty, Barough or Township)

COUNTY

CERTIFICATION
Under penallles of perjuty, | (we) declare that | {we) have examined thls Information, Including all accompanying

schedules and slalemants and {o the best of my {our) bellef, they are true, correcl and complete,

SIGNATURE OF EMPLOYEE DATE (MM/DRIYYYY)

PHONE NUMBER EMAIL ADDRESS

For Infarmation on obtaining the appropriate MUNICIPALITY (City, Borough, Township), PSD CODES and EIT (Earned income Tax) RATES,
' please refer to the Pennsylvania Dopartment of Community & Economic Deveolopment website;

www.newPA.com




Employment Eligibility Verification USCIS

epartment o d Sceurity Form 1-9
> purt F Homeland : il} OMB No, 16150047

U.8. Citizenship and Immigration Scrvices Pxplres 0873172019

» START HERE: Read insfructlons carefully before completing this form, The Instructions must be avallable, elther In paper or slectronioaily,
during completion of this forin, Employers are llable for errors In the completion of this form,

ANTI-DISCRIMINATION NOTICE: it Is llegal to discriminate agalnst work-authorized individuals, Employers CANNOT specify which
dacument{s) an employee may present to establish employment authorization and identity, The refusal to hire or continue lo employ
an indlvidual becauss the dosumentation presented has a future expiralion date may also constitute lilegal discriminaltion,

Middie Initlal

Last Name (Farnily Name) Flrst Name (Given Name) Other Last Namas Used (f any)

Address (Straet Number and Naine) Apt. Number | Clty or Town State ZIP Codo

Date of Blrth (mm/ddfyyyy) U.S. Soclal Security Number Employee's E-mall Address Employea's Talophone Number

L]

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

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

D 1. Acitizan of the United States

D 2, Anoncltizen natlonat of the United Stales (See /nsiructions)

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

D 4, An allen authorized to work  unlit (explration date, If applicable, mm/ddiyyyy):
Sorne aliens may write "N/A" in the explration date field. (Ses instructions)

QR Codn - Sectlon 1

Aliens aulhorizad o work must pravide only ane of the following document numbers to complele Form 1-9: Do Not Wrlls In This Spare

An Alien Reglstration Number/USCIS Number OR Form [-94 Admission Number OR Forsign Passport Number.
1. Allen Reglstration Number/USCIS Number:
OR

2, Form 1-84 Admission Number:
OR

. 3. Forelgn Passport Number:

Counlry of Issuance:

Signattire of Employae Today's Dale (mm/ddtyyyy)

310 D10

i 5 s 5 e ¢ SRR s 5 il et
| attest, under panalty 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/ddfyyyy}
Last Name (Family Nante) First Name (Given Name)
Address (Slreef Number and Name) Clty or Town State ZIP Code

Form I-9 07/17/17 N Page | of 3



Employment Eligibility Verification USCIS

. -9
Department of Homeland Security ()Mgg';";( }50047
0. 101D-U0-

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

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

ANTI-DISCRIMINATION NOTICE: 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 fulure expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and s:gn Sect/on 1of Form. - 9 1o later
than the first day of employment but not before acceptmg ajob offer.)

Last Name (Family Name) First Name (Given Name) Middte Initial Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

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

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

D 1. A citizen of the Umted States }

D 2.A noncmzen natlonal of the United States (See lnshuct/ons) i

‘:] 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)

QR Code - Section 1

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: Do Not Wite In This Space

An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:

OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one): - -
D I d:d not use a preparer or translalor [:] A preparer(s) andlor translator(s) assisted he emp!oyee in complelmg Sectlun 1 .
(Fields be/ow must be completed and S/gned when preparers and/or hanslalms Ssist an employee. in complet/ng Sectlon 1)

| attest, under penalty of perjury, that | have assisted in the completlon 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

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




Employment Eligibility Verification USCIS
Form 1-9
OMB No. 1615-0047
Expires 10/31/2022

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

Section 2. Employer or Authorized Representative Review and Verification . =
(Emplo or their authorized representanve must oomplete and.sf ;Sectlon 2 withm 3 business days of the employee s first day of employment You
must, physzcally examine one document from LlstA OR: ,combmar/on of one document fmm Llst B and one document from List Cas Ilsred on the "Llsts
of Acceptable Documents.) ‘

Last Name (Famlly Name) Flrst Name (Given kName) M.L Cutlzenshup/lmm|grat|on Status

Employee Info from Section 1

List A OR List B AND List C
Identity and Employment Authorization Identity Employment Authorization

Document Title

Document Title

Document Title

Issuing Authority

Issuing Authority

Issuing AutHority

Document Number

? Document Number

Document Number

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

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

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

Document Title

OR Code - Sections 2 & 3
Do Not Write In This Space

Issuing Authority Additional Information

Document Number

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

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (mm/ddlyyyy)

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 to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

Sectlon 3. Revenf' cation and Rehires (To be completed and s:gned by emp/oyer or authonized representative.)

A. New.Name (if applicable): B. Date of Rehire (if applicable)
Last Name (Family Name) Middle Initial Date (mm/dd/yyyy)

First Name (Given Name)

C. Ifthe employee's previous grant of employment authorization has expired, provide the Informaﬂon for the document or receipt that establishes
continuing employment authorization in the space provided below,

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative | Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

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




LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

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

LIST A . LIST B LIST C
Documents that Establish Documents that Establish Documents that Establish
Both Identity and E Identity Employment Authorization
Employment Authorization OR AND

1. U.S. Passport or U.S. Passport Card | (1. Driver's license or ID card issued by a 1. A Social Security Account Number

2. PermanentResiontCardorAlen | || S/ Loulingpossesson rie | ard s e st s ore o
Registration Receipt Card (Form |-561)} P . g :
photograph or information such as (1) NOT VALID FOR EMPLOYMENT

name, date of birth, gender, height, eye

color, and address {2) VALID FOR WORK ONLY WITH

3. Foreign passport that contains a

temporary I-551 stamp or temporary INS AUTHORIZATION
I-651 printed notation on a machine- | |2, ID card issued by federal, state or local
L . , ! L
readable immigrant visa = government agencies or entities, ©) gﬁ;%j?gg’égﬁélgﬁw WITH

provided it contains a photograph or
information such as name, date of birth,| 2. Certification of report of birth issued

gender, height, eye color, and address by the Department of State (Forms
DS-1350, FS-545, FS-240)

4. Employment Authorization Document
that contains a photograph (Form
1-766)

School ID card with a photograph — — A
5. For a nonimmigrant alien authorized 3. Original or certified copy of birth
to work for a specific employer Voter's registration card certificate issued by a State,
because of his or her status: — county, municipal authority, or
U.S. Military card or draft record territory of the United States

a. Foreign passport; and

b. Form 1-94 or Form |-94A that has
the following:

Military dependent's ID card bearing an official seal

U.S. Coast Guard Merchant Mariner 4. Native American tribal document
Card 5. U.S. Citizen ID Card (Form 1-197)
Native American tribal document

N k|«

(1) The same name as the passport,
and '

o

. 8. Identification Card for Use of
19. Driver's license issued by a Canadian Resident Citizen in the United
‘ government authority States (Form 1-179)

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

For persons under age 18 who are | 7 Employment authorization

document issued by the
unable to present a document .
listed above: Department of Homeland Security

6. Passport from the Federated States
of Micronesia (FSM) or the Republic
of the Marshall Islands (RMI}) with
Form |-94 or Form |-94A indicating ,
nonimmigrant admission under the {12, Day-care or nursery school record
Compact of Free Association Between |
the United States and the FSMor RMI |

10. School record or report card

1. Clinic, doctor, or hospital record

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

Refer to the instructions for more information about acceptable receipts.

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




Notification to Employees of Their Rights and Duties

¥iY pennsylvania Under the PA Workers’ Compensation Act
Section 306 (f.1)(1)(i)

The Pennsylvania Workers’ Compensation Act requires that employees be glven written notice of
their rights and dutles under Sec, 306 (f.1){1)(i) of the Act If a list of designhated health care
providers Is established by the employer. The text of this sectlon Is provided on the next page.

If you are viewing this electronlcally, your electronic signature will be your acknowledgement that

you have been provided with your rights and dutles; otherwlse, you must acknowledge this with
your signature and return it to your employer, You may keep a copy for your records,

Rights and Duties

As an employee of the commonwealth working at a location where a list of designated health care
providers has been established and posted, you have the right to seek emergency medical treatment
from any provider; for post-emergency and other injuries, you must obtain treatment for work-
related Injuries and liinesses from a deslighated health care provider for 90 days. The penalty for not
using a designated health care provider is that the commonweaith is not llable for the medical bills

incurred. Specific rights and dutles are:

+ The duty to obtain treatment for work-related injuries and llinesses from one or more of the
designated health care providers for 90 days from the date of the first visit to a designated

provider. .

+ The right to seek emergency medical treatment from any provider, but subsequent non-
emergency treatment shall be by a designated provider for the remainder of the 90-day period.

« The right to have all reasonable medical supplies and treatment related to the Injury pald for by
your employer as long as treatment is obtalned from a designated provider during the 90-day
perlod.

» The right, during this 90-day perlod, to switch from one designated health care provider to
another designated provider,

e The right to seek treatment from a provider if you are referred to that provider by a designated
provider. : ' '

» The right to an additional opinion from a provider of your cholce when Invasive surgery is
prescribed by the deslgnated provider,

¢ The right to seek treatment or medical consultation from a non designated provider during the
90-day period, but the services shall be at your expense for the applicable 90 days.

* The right to seek treatment from any health care provider after the 90-day period has ended,

¢ The duty to notify your employer of treatment by a non designated provider (after the
90 day period) within 5 days of the first visit to that provider. The employer may not be
required to pay for treatment rendered by a hon designated provider prior to recelving this

notification,
I acknowledge that I have been informed of my rights and dutles under Sec. 306 (f,1)(1)(i) and that
I understand them to the extent they are explained above,

Employee’s Printed Name Employee’s Sighature Date

If you have any questions, ask your human resources office or

call the Bureau of Workers’ Compensation at 800.482.2383
Revision 5,16.12




Text of Section 306 (f.1)(1)(i): The employer shall provide payment In accordance with this
section for reasonable surgical and medical services, services rendered by physiclans ot other health
care providers, Including an additional opinion when Invasive surgery may be necessary, medicines
and supplies, as and when needed. Provided an employer establishes a list of at least six deslgnated
health care providers, no more than four of whom may be a coordinated care organization and no
fewer than three of whom shall be physiclans, the employee shall be required to visit one of the
physiclans or other health care providers so designated and shall continue to visit the same or
another designated physiclan or health care provider for a perlod of ninety (90) days from the date
of the first visit: provided, however, that the employer shall not Include on the list a physician or
other health care provider who Is employed, owned or controlled by the employer or the employer's
insurer unless employment, ownership or control is disclosed on the list, Should Invasive surgery for
an employee be prescribed by a physiclan or other health care provider so designated by the
employer, the employee shall be permitted to recelve an additlonal opinion from any health care
provider of the employee's own choice, If the additional opinion differs from the opinion provided by
the physiclan or health care provider so designated by the employer, the employee shall determine
which course of treatment to follow: provided, that the second opinfon provides a specific and
detalled course of treatment. If the employee chooses to follow the procedures designated In the
second oplinion, such procedures shall be performed by one of the physiclans or other health care
providers so designated by the employer for a period of ninety (90) days from the date of the visit to
the physlclan or other health care provider of the employee’s own cholce. Should the employee not
comply with the foregoing, the employer will be relieved from liability for the payment for the
services rendered during such applicable period. It shall be the duty of the employer to provide a
clearly written notification of the employee’s rights and duties under this section to the employee.
The employer shall further ensure that the employee has been Informed and that he understands
these rights and dutles, This duty shall be evidenced only by the employee’s written
acknowledgment of having been informed and having understood his rights and dutles, Any fallure of
the employer to provide and evidence such notification shall relieve the employee from any
notification duty owed, notwithstanding any provision of this act to the contrary, and the employer
shall remain liable for all rendered treatment. Subsequent treatment may be provided by any health
care provider of the employee’s own cholce. Any employee who, next following termination of the
applicable period, Is provided treatment from a nondesignated health care provider shall notify the
employer within five (5) days of the first visit to sald health care provider. Failure to so notify the
employer wiil relleve the employer from liability for the payment for the services rendered prior to
appropriate notice If such services are determined pursuant to paragraph (6) to have been
unreasonable or unnecessary.



Pennsylvania Workers’ Compensation Information

To all employees:

The workers’ compensation law in Pennsylvania provides wage loss and medical
benefits to employees who cannot work, or who need medical care, because of a work-

related injury.

Benefits are required to be paid by your employer when self-insured, or through
insurance provided by your employet. Your employer is required to post the name of the
company responsible for paying workers compensation benefits at its primary place of
business and at its sites of employment in a prominent and easlly accessible place,
including, without limitation, areas used for treatment of injured employees or for the

administration of first aid.

You should report immediately any injury or work-related iliness to your employer.

Your benefits could be delayed or denied if you do not notify your employer
immediately.

If your claim is denied by your employer, you have the right to request a hearing before
a workers' compensation judge.

The Bureau of Workers’ Compensation cannot provide legal advice. However, you may
contact the Bureau of Workers' Compensation for additional general information at;

Bureau of Workers’ Compensation
1171 South Cameron Street, Room 103
Harrisburg, PA 17104-2501

Telephone number within Pennsylvania: 800-482-2383
Telephone number outside of this Commonwealth; 717-772-4447

TTY- 800-362-4228 (for hearing and speech impaired only)
www state.pa.us, PA Keyword: workers comp.

R ,
(employer),

- employee of .
certify that | received, read, and understood the information provided above on my date

of hire (date).

If applicable:

l, '
employee of (employer),
certify that | received, read, and understood the above information on (the

date of work-related injury or disease).

New 8/07




Kings College
133-137 North River St
Wilkes-Barre PA 18702

July 2016

PENNSYLVANIA WORK-RELATED INJURIES

If you suffer a work-related injury, yout employer or its insurance company must pay for reasonable surgical and
medioal services and supplies, orthopedic appliances and prostheses, including training in their use.

In order to ensure that your medical treatment will be paid for by your employer or the insurance company, you must
select from one of the designated health care providers listed below:

Occupational Medicine
Concentra Medical Center

268 Highland Park Blvd

Wilkes Barre Township, PA 18702
570-822-8831

Occupational Medicine

MedExpress Urgent Care - Wilkes Barra
677 Kidder St Ste D

Wilkes-Barre, PA 18702

570-825-2046

Ophthalmology
Northeastern Eye Institute
190 Welles St Ste 206
Forty Fort, PA 18704
570-718-0590

Orthopedic

The Knee Center

744 Kidder St Ste 2
Wilkes-Barre, PA 18702
570-825-5633

Orthopedic

George Ritz MD PC

150 Mundy St Mac 1
Wilkes- Barre, PA 18702
570-824-2225

Chivepractor

Active Performance Chiropractic
3 N. River St Ste 104

Plains, PA 18705

866-793-9788

Durable Medlcal Equipment
Homelink
1-866-834-5630

General Surgery

Surgleal Speciatists Of Wyoming Valley
200 8. River St,

Wilkes-Barre, PA 18705

570-821-1100

Physical Therapy
Align Networks
Call for Scheduling
866-389-0211

Diagnostic Testing

One Call Care Management
Call for seheduling
800-872-2875

Pharmacy

All major chain pharmacles
Healthesystems BIN#012874
877-528-9497 if you need assistance

**(NOTE: If any of the health care providers listed above are employer, owned ot controlied by the employer or the
employer’s carrier, it will be so designated by an asterisk next to the health care provider’s name.)

You must continue to visit one of these health care providers listed above, if you need treatment, for ninety (90) days from the
date of your first visit,

After this ninety (90) day period, if you still need treatment and your employer has provided a list as set forth above, you may
choose to go to another health care provider. You MUST notify your employer of this action within five (5) days of your visit
to the health care providers of your choice.

Your bills will be considered IF: your health care provider files written reports on a form prescribed by the Departiment (these
reports must be filed within ten (10) days of commencing treatment and at least once a month thereafier, as long as treatment

continues),

If one of the health care providers listed above refers you to another health care provider, your employer or its insured will pay
the bill for these services provided they are reasonable and necessary.

If you ate faced with a medical emergency, you may secure assistance from a hospital or health care provider of your choice,

If you have any questions, contact:




Information Confidentiality Policy

Through the normal execution of their work, in their work/learning environment, and
through written and verbal conversations as well as computer records, employees may
have access directly or indirectly to employee, student, and alumni information and
relationships. Any and all Information obtained officially or unofficially concerning a
student, employee, or alumni shall be treated and considered confidential information.
Acts of disclosure of confidential information about a student, employee, or alumni to
any unauthorized personnel or for any purpose that is not work related shall be
regarded as grounds for disciplinary action up to and including immediate termination of

employment.

Code of Conduct
As stated in the College’s Professional Code of Conduct Policy, King's College sets

high expectations for conduct of its administration, professional and support staff. As
individuals and as employees of the College, we adhere to the values of the College
which promote acting with integrity, respect for others, and responsibility setting high
standards of professionalism for our services and ourselves and assuming
accountability for our conduct,

The College does understand that on occasion it is necessary to share information
regarding a student, employee, or alumnus of the College in order to facilitate the
efficient operations of the department. In all cases, this information must be business
related. If you are unsure if the information is related to this limited purpose, it is the
emplovee’s responsibility to request clarification from their supervisor, respective senior
administrator, or the Human Resources Department prior to releasing any information.

Potential Violations
Please note that this list is not exhaustive, but is illustrative of potential violations of the

Confidentiality Policy of the College which can occur in either verbal or written
communication.

1, Discussing any situation, information or event that has been identified by a
supervisor or senior administrator of the College as confidential with any
individual outside of your direct reporting line or human resources representative.

2. Spreading or repeating gossip or rumors regarding a co-worker, supervisor,
student, or alumnus whether you have first hand knowledge or not. Please note
information that is business related and required for the efficient operations of the
College and your department is permitted with your direct supervisor and/or the
appropriate member of the senior administration as well as the Human
Resources Department.

3. Discussing a grievance or disciplinary situation with anyone other than your
supervisor, respective member of Senior Staff, or the Human Resources
Department unless otherwise instructed to do so in writing.

Compliance with the confidentiality standards require all employees exercise care in
assuring the secrecy of their respective computer system passwords; the physical
security of their work area; personal relationships; individuals personal information; and




the proper storage, transmittal, and disposal of College based information stored on any
media.

Family Educational Rights and Privacy

The College adheres to the Family Educational Rights and Privacy Act of 1974, as
amended, with respect to the disclosure of student education records to the student, the
student's parents, other College officials, and any other individual, agency or
organizations, including officials of other schools or school systems, representatives of
the United States Government, state and local government officials, and all other public
and private organizations.

Every employee must obtain the authorization of his/her immediate supervisor or
appropriate College official before releasing any information with respect to any student,
employee, or alumni to any individual, agency organization, or College employee, so
that compliance with the law may be assured. It is the employee’s responsibility to gain
the necessary clarification before releasing information when any questions related to
business necessity are present.

Violation of Policy

Employees who violate this policy will be subject to disciplinary action under the
Progressive Discipline Policy. The College reserves the right to terminate employment
for willful misconduct when a breach of confidentially is deemed severe enough to
disrupt the normal operations of the College, department, or employee.

Note: This policy does not prohibit the discussion of wages and other terms and
conditions of employment.

I have read and understand the College's Policy on Confidential Information and Confidentiality, | affirm
that | will exercise difigence in the performance of my duties in accordance with institutional policy and will
demonstrate resbeot for others by acting wltﬁ integrity. Furthermore, | understand that violation of
College policy will result in disciplinary action up to and including termination of employment.

Signature Date
Name (please print) iD
Withess Date

Effective Date: 7/1/2018




Direct Deposit B
Authorization/Change Form . $r'“““/*1

Employee Name:
sy [EETEENER IOF IR \ /
Employee/Student ID: ;?om% ﬁ%“,ﬁ‘;’.?{ ;ﬁm‘;r
Number  {1-17 digits) {do ned Include)

EMPLOYEE AUTHORIZATION STATEMENT

I hereby authorize King’s College to deposit any amounts owed me by initiating credit entries to
my account at the financial institution (hereinafter “Bank”) indicated on this form, Further, I
authorize Bank to accept and to credit any credit entries indicated by the College to my account,
In the event that the College deposits funds erroncously into my account, [ authorize the College
to debit/credit my account for an amount not to exceed the original amount of the erroneous

credit,

Employee Signature: Date:

ACCOUNT INFORMATION
ACCOUNT 1
Bank Name Type of Account
Routing Number (ABA). - 1 Checking
Account Number {1 Savings
I wish to deposit: § of Net Pay OR (1 All of Net Pay
ACCOUNT 2
Bank Name Type of Account
Routing Number(ABA) 0 Checking
Account Number O Savings
I wish to deposit; $ of Net Pay OR (O Remainder of Net Pay

Optional: You may atfach a voided check or deposit slip with this application, If you choose (o
do so, you are not required to sign the check.






