Employee Documentation Checklist

Name: Hire Date:

START:

___Application for Employment

__ Consent form to do background check
Picture of License & Social Security Card

___ Driver’s Abstract Inquiry Authorization

VETTING:

Google search employees and city name (don’t have to include results in file)
___ Talk to former employers if manager

Background Check PUT IN FILE!
__ Driver’s Abstract PUT IN FILE!

AFTER OFFER;
__ Early Employment Drug Test Results PUT IN FILE
__ Physical (Human Performance) PUT IN FILE

LEGAL:
__ 30 Day Trial Employment Agreement
___ SPT Handbook Acknowledgement (one copy to employee and one copy in the file)
___ SPT Confidentiality Agreement (one copy to employee and one copy in the file)
Road Test Certification (if applicable)
___ DOT Med Card copy
__Long form
_ Form 1-9 Employment Eligibility Verification
_ FormwW-4
_ NYSIT-2104 or employed state’s equivalent (if applicable)
Emergency Contact Form
_Safety and Sexual Harassment Document
Wage theft document signed (one copy to employee and one copy in the file)
____ St Pauly sign lunch policy (one copy to employee and one copy in the file)

BENEFITS:

___ Give employee benefits page (one copy to employee and one copy in the file)
___***Log 60 day medical coverage offering on calendar

__Filled out Health Insurance Form or waiver.

___Filled out Retirement Plan

__ Offered Dental / eye.

___Explain: Your raise will be based on how well you do.

__Life insurance offered

DIF — Document in File



DOCS: (COPIES TO EMPLOYEE AND In FILE!)

_ Attendance policy signed
__ No Shopping document signed (one copy to employee and one copy in the file)
Drug free document signed (one copy to employee and one copy in the file)
_ Cyber security document signed
Direct deposit info, if needed

AFTER:
Add birthday to calendar
____Add benefit offering time to calendar
___ Setup employee LENS / DMV monitoring in respective state
___ Set proper permissions on payroll system (Geofencing, etc.)
___ Add retroactive vacation time to payroll system
____Add to random drug testing
__ Properly program Fleetmatics fob, give it to employee, and explain how it works.
_ Payroll to Joey
__ Safety certification completed (East) Date:
___ Given uniform
___ Employee company email account

Email

Password

Training: (If not applicable, mark N/A)
___Review Duties, Responsibilities and Driving Safely document
___ Review Driver or Manager Manual
__ Watch training videos
____Introduced to the team
Drive with a Trainer
_Explain how the company works — how funding works to the non-profit organizations
Explain the importance of clean sheds
__ Explain what “sorted clothes” means
Explain the importance of cleaning up all garbage around and inside the shed
_ Explain how future raises work — criteria for raises

Hiring Manager Name and Signature Date

DIF — Document in File



(Applicant Name) (Date)

7N

St. Pauly Textile, Inc.

N

Application for Employment

Accessibility: If you need haip complating this form please contasi our maln number: 565-924-7941.
$8t. Pauly Textils, Inc. is commilted to equal opponunilly tor akl, without ragard lo race, religian, colos, naflonat origin,
cilizenship, sex, sexual orfentaflon, gender identity, age, velaran stalus, disabiity, genetic Information, or any other
profected characterislic.

SL Pauly Textile, Inc, will make reasonable accommodations for known physical or menial limitations of othorwise

quilified employees and appilicants with disabilities untess the accommodation would impose an undue hardship on the
operalion of our business.

APPLICANT INFORMATION

Full Name:

(Last) (First) (M.L)

Address:

{Sirect Address)

(Apartment/Unit Number)

{Criy} (Stare) (Zip Code)

Phone: Email:

Position applied for:

Part-Time

Type of employment desired: Full-Time

Have you ever applied or worked for this company before Yes No

If yes, when?

Are you at-least 18 years of age? Yes No
Please do nol W5t your age or birth date anywhere on (his application.

Are you legally authorized to work in the United States Yes No

Do you have a reliable means of travel to work Yes No

HR Rarms
Application for Employment
Revited 3,22.2018




{Applicant Name) {Date)

o\

St. Pauly Textile, Inc.

NE

EDUCATION, CERTIFICATIONS AND SKILLS

EDUCATION Name and No. of Degree Subjects
location of yrs. Recelved studied/Major

school Attended
High Schoot
College or University

Trade, Business or
Correspondence
School

Please list any additional professional certifications, memberships to professiona)
associations and/or other skills you believe are worthwhile to this position:

HR Forms
Application fuor Employment
Revised 3.22.2018




(Applicant Name) (Date)

St. Pauly Textile, Inc.

N

WORK HISTORY
Please list your previous three employers here in descending order {most current Orsi),
1f you have sddliional employment history please include on an additlonal form.

Employer Name
Address: Phone:
Position Held: From: To:

Supervisor's Name:

Reason for Leaving:

Employer Name

Address: Phone:

Position Held: From: To:

Supervisor’s Name:

Reason for Leaving;

Employer Name

Address: Phone:

Position Held: From: To:

Supervisor's Name;

Reason for Leaving:

HR Forms
Applicatioe fur Employment
Revised 3.22.2018




(Applicant Name) (Date)

SN

St. Pauly Textile, Inc.

N

PROFESSIONAL REFERENCES
Plcase provide up lo three professional references. A professional reference is o person that can attest ta your professional
development, qualifications, successes, and speak to your ability (o perform the duties of this position satisfactorily. They may
be o pravious cmployer, supervisot, co-worker, leaches, professor, afliliate of 2 professional asseciztion, or other.

Please do aof list personal fomily members, fricnds or acquatnionces.

(Name) (Title) (Phone/Email)

Years Known

Please describe your relationship with this person — current or former — and why you
chose them as a reference.

(Name) (Title) (Phone/Email)

Years Known

Please describe your relationship with this person = current or former - and why you
chose them as a reference.

{Name) (Title) (Phone/Email)

Years Known

Please describe your relationship with this person — current or former -- and why you
chose them as a reference.

HR Forms
Applbication far Employment
Revised 3.22.2018




(Applicant Name) o - - e e

TN

St. Pauly Textile, Inc.

ks 4
APPLICATION DISCLAIMER AND ACKNOWLEDGMENT

I, iptease print rae; CEMTIY that the information
contained in this application is correct to the best of my knowledge. I understand that to
falsify information is grounds for refusing to hire me, or for discharge should I be hired.

I hereby authorize any of the persons or organizations listed in my application to give all
information concering my previous employment, education, or any other information
they might have, personal or otherwase, with regard to any of the subjects covered by this
application, and release all such parties from all liability that may result from furnishing
such information to you.

I understand that if I am selected to continue in the hiring process I will be asked to
participate in a formal background check including review of driver’s abstract during a
later part of the interview process. Tunderstand that the driver’s abstract will be supplied
at my expense, of which will be reimbursed if T am hired.

I authorize St. Pauly Textile, Inc. and/or St. Pauly Textile East, Inc. (“Company’) to
request and receive such information. In consideration for my employment and my being
considered for employment by your company, I agree to adhere to the rules and
regulations of the company and hereby acknowledge that these rules and regulations may
be changed by your company at any time, at the company’s sole option and without any
prior notice.

In addition, I acknowledge that my employment may be terminated, and any offer of
cmployment, if such is made, may be withdrawn, with or without prior notice, at any
time, at the option of either the company or me. I understand that no representative of the
company has any authority to enter into any agreement for employment for any specified
period of time, or to assure or make some other personnel move, either prior to
commencement of employment or after I have become employed, or to assure any
benefits or terms and conditions of employment, or to make any agreement, that is
contrary to the foregoing.

I hereby acknowledge that that this application will remain active for no more than 90
days and retained for no longer than one year from the date it was signed.

(Applicant Signatuxe) (Date)

HR Formos
Application for Employment
Revised 3.27 2018




Authorization for Background Check

Pursuant to the federal Fair Credit Reporting Act, | hereby authorize St. Pauly
Textite, Inc. and its designated agents and representafives to conduct a
comprehensive review of my background through a consumer report andfor an
investigative consumer report to be generated for employment, promotion,
reassignment or retention as an employee. | understand that the scope of the
consumer report/investigative consumer report may include, but is not limited to,
the following areas: verification of Social Security number; current and previous
residences, employment history, including all personne) files; education;
references; credit history and reports; criminal history, including records from any
criminal justice agency in any or ail federal, state or county jurisdictions; birth
records; motor vehicle records, including traffic citations and registration; and any
other public records.

1, (Please Print Name), authorize the
complete release of these records or data pertaining to me that an individual,
company, firm, corporation or public agency may have. | hereby authotize and
request any present or former employer, school, police department, financial
institution or other persons having personal knowledge of me to furnish
[Company Name] or its designated agents with any and all information in their
possession regarding me in connection with an application of employment. | am
authorizing that a photocopy of this authorization be accepted with the same
authority as the original.

| understand that, pursuant to the federal Fair Credit Reporting Act, if any
adverse action is to be taken based upon the consumer report, a copy of the
report and a summary of the consumer's rights will be provided to me.

Signature Date



U.S. DEPARTMENT OF TRANSPORTATION
MOTOR CARRIER SAFETY PROGRAM
INQUIRY TO STATE AGENCY FOR
DRIVER'S RECORD
391.23

(Driver's Name)

(Driver's Operator’s Lic. No.)

(Driver's Soclal Sec. No.)

Dear

The above listed Indlvidual has made application with us for employment as a driver. Applicant has
ingicated that the above numbered operator's license or permit has been issued by your State to
applicant and itis in good standing.

In accordance with Section 391.23(a){1) and (b) of the Federal Motor Carrier Safety Regulations, we
are required to make inquiry into the driving record during the preceding 3 years of every State in which
an applicant-driver has held a motor vehicle operator’s license or permit during those 3 years.

Therefore, please cerlify to us what the Indlvidual's driving record Is for the preceding 3 years, or certify
that no record exists If that be the case.

In the event that this inquiry does not satisfy your requirements for making such Inquiries, please send
us such forms of yours as are necessary for us to complete our inquiry Into the driving record of this
individual.

Respectfully yours,

’,'74.2\-""/’

Signature of individual making inquiry

Joseph R. Howlett

(printed) Name of person making Inqulry
Vice President

Title of person making inquiry
St. Pauly Textie, Inc.

Motor Carrler Name
1067 Gateway Drive Farmington NY 14425

Street Address City State Zip




7N\

St. Pauly Textile, Inc.

N’

Trial Employment Perlod Agreement

This letter is to certify that is starting at St. Pauly Textile,
Inc. on and will be on a 30 day trial period which ends on . Atthe
completion of this trial period will be a performance review to determine eligibility for full time

employment. St. Pauly Textile, Inc. or tay voluntarily end

employment at any time during the trial period or post trial period performance review process.

Name

Operations Manager

1067 Gateway Drive - Farmington, NY 14425 - 585-924-7941 - www.StPaulyTextile.com
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St. Pauly Employee Handbook Acknowledgment of Receipt

I, , acknowledge that I have been

provided the opportunity to review the contents of the St. Pauly Employee

Handbook (Version 7).

Signature: Date:




CONFIDENTIALITY AGREEMENT

rA EMPLOYEE'S ACKNOWLEDGEMENTS AND COVENANTS

()  Confidential Marerial and Information. In performing dures for
Employer, Employee regularly will be axposed to and work with Employer’s Canfidential
Material and Information concerning the Businsss to which Employee devotes Employee’s
business time, atlontion and energies for Employer. Employee acknowledges that such
Confidential Materal and Informatdon are critical to Employer's success and thar Employer
has invested substantial time and mouey in developing Pmployer's Confidential Material and
Information. While Employee is employed by Employer, and after sach employment ends
for any resson, Employee will not reproduce, publish, disclese, use, reveal, show, or
otherwise communicate to any person or entity any Confidential Material and Information of
Employer unless specifically assigned or directed by Employez to do so. The covenant in this
Subparagraph (a) applies for as long as the Confidential Material and Informarion iz not
generally known to the public or others who are not restricted from using or disclosing it.

(®)  Non-Solicitation of Employses. 'While Employee is employed by
Employer, and for twenty-four {24) months after such employment ends, for any reason,
Employee, acting eicher directly or indirectly, or chrough any other person, Arm or
corporation, will oot induce or attempt to induce or influence any employee of Employer to
terminate employmenc with Employer.

(€} Restrictiva Covepant.  Employes recognizes that unsuthorized use or
disclosure of Confidential Material and Information by Employes would harm Employer.
Employee further recognizes that Employer has a legitimate interest in preventing its
employees from exploiting the customer relationships developed at Eraployer’s expense and
in ju name. Thus, while Employee is employed by Employer, and for twenty-four (24)
months after such employment ends, for any resson, Employes agrees and promises not to
perform directly or indirectly any managerial or professional function for any person,
company or business entity in competidon with Enployer’s Business in which Employee
either worked for Employer at any time during Employee's last twenty-four (24) months of
employment with Employer or regnlarly received Confidential Material and Information at
any time during Employes's last twelve (12) months of employment with Employer,

In addition, while Employee is employed by Employer and for
twenty-four (24) months after such employment ends, for any resson, Employee will not,
ditecdy or indirectly: (i) bave an ownership interest greater than two percent (29) of the
outstanding stock in any company or entity in competition with Employer in Industries; or
(i1} call on, solicit or cormunicate with any of Employer's customers or prospects for the
purpose of obtaining eny Industries business, other than for the benefit of Employer. As uged
in this Agreement, “customer” means a business entity (including representatives of such
business entity) t which Employer provided Industries goods or services at any time in the



prior twenty-four (24) monchs, and “prospect” means a business entity (including
representatives of such business entlty) to which, ar any time in the previous twenty-four (24)
months, Employer made 2 propesal, or was actively considezing making a propossl, for
providing Industries pood or services,

(d)  Retum of Confidential Material and Information, Employes agrees
that whenever Employee’s employment with Emplayer ends for any reason, all documents
and other items containing or refexring to Employer’s Confidential Material and Information
in Employee’s possession or under Employee's control will be delivared by Empioyee to
Employer immediately, with no request being required.

(®  ITrreporable Harm. Employee acknowledges and agrees that a breach
of any covenant in this Section will cauge Employer irrepacable injury and damage for which
Employer may have no adequate remedy.

(9] Employer may apply to any court of competent jurisdicton for a

injunctive relief under any applicable law arising from the sama facts or circomstances as zny
threatened or actual violation of Employee's abligations, acknowledgements and covenants in
this Section 1.

()  Coses. Employer shall recover from Employee, and Emplayee shall
pay, the reasonable costs and awomeys fees Employer incurs in enforcing compliance with
Employee's obligations, acknowledgements and covenants in this Section 1 or in remedying
Employee’s violatlon of thase obligations, acknowledgemencs and covenants,

(hY  _Additional Acknowledgements. Employee, having carefully
congidered the nature und extent of the tescrictions upon Employee and the rights and
remedies conferred upon Employer by this Section 1, hereby acknowledges and agrees that
the terms of this Section ere a material inducement for Employer to enter into this
Agreement, are reasonable in time ond scope to only prevent unfsir competition and to
protect Employer's Confidential Material and Informarion, do not prevent Employes's fair use
of Emplayee's general skill and experience, and are appropriste and teasonably necessary to
protect Employer’s legitimate business interests,

2 RETURN OF EMPLOYER PROPERTY.

Employee further agrees that whenever Employee’s employment with
Emplayer ends for any reason, Empioyee shall deliver to Employer immediataly without
request, ali property belonging to Employer, including, but not Imited to, computer
equipment, software, credit cards, keys and access cards,



32 APPLICABLELA WY,

THIS AGREEMENT WILL BE INTERFRETED, GOVERNED AND
ENFORCED ACCORDING TO THE LAWS OF THE STATE OF NEW YORK.

4 MQDMMNMSEPARABEM

If any portion of this Agreement i3 held to be invalid or unenforceable in any
fespect, Employes and Employer agree that such invalid or unenforceable PSTT may be
severed or modified o petmit the Agreement to be enforced to the maximum extent
permitted under law, with the remalning portions unsffected by the invalidicy or
unenforceability of any part of this Agreement.

5. COMPLETE AGREEMENT.

ASIDE FROM THE AMOUNTS OF EMPLOYEE'S COMPENSATION AND
EMPLOYEE'S ENTITLEMENT TO BENEFITS, THIS AGREEMENT CONTAINS THE
ENTIRE AGREEMENT BETWEEN EMPLOYER AND EMPLOYEE REGARDING SUBJECTS
ADDRESSED HERBDI,ANDTI'IEPARTIESCANMIFNDORMODIFYT!‘HS
AGREEMENT ONLY BY A SUBSEQUENTLY-EXECUTED WRITTEN AGREEMENT
SIGNED BY BOTH PARTIES.

Employee:
{Print Nama )
Employer:
ST. PAULY TEXTILE CORP.
By:
(PrintNeme )

Title:




CERTIFICATE OF DRIVER’S ROAD TEST

Instructions: If the road test is successfully completed, the person whe gave it shall complete a certifi-

cate of the driver’s road test. The original or copy of the certificate shall be retained in the employing

motor carrier’s driver qualification file of the person examined and a copy given to the person who
was examined. (49 CFR 391.31(e)(f}{(g))

CERTIFICATION OF ROAD TEST

Driver's Name

Social Security Number

Operator’s or Chauffeur’s License Number

State

Type of Power Unit Box Truck (24)

Type of Trailer(s) /@

If passenger carrier, type of bus /2

This is to certify that the above-named driver
was given a road test under my supervision on
, 20, consisting of

approximately miles of driving.

It is my considered opionion that this driver
possesses sufficient driving shill to operate safely the
type of commercial motor vehicle listed above.

(Signature of Examiner)

Manager
(Title)

St. Pauly Textile, Inc. 1067 Gateway Drive Farminglon, NY 14425
{Organization and Address of Examiner)




the Marshall Istands (RMI) with Form
I-94 or Form [-84A indicating
nonimmigrant edmission under the
Compact of Free Assoclation Betwaen
he United States and the FSM or RMt

11. Clinie, doctor, or hospital record

12. Day-care or nursery school record

it = Lo oo < 3 o Ly 1_"&-~- K —-—-_ﬁu:—-m
LISTS OF ACCEPTABLE DOCUMENTS
All documants must be UNEXPIRED
Employees may present one salaction from List A
ar a combination of one selection from List B and one selection from List C.
LISTA LISTB LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Empiloyment Authorization AND
1. U.S. Passport or U.S. Passport Card 1. Driver's licanse or ID card issued bya | 1. A Social Security Account Number
2.3 Parmanen! Residanl Card orAller Untes Sates provided it el o feloatng recicionme T2 one ot
Registration Racaipt Card (Form I-551) ) oy ol "9
pholograph or information such as {1) NOT VALID FOR EMPLOYMENT
nama, date of birth, gender, height, eye
3. Foreign passport that contains a color, and address {2) VALID FOR WORK ONLY WITH
tempoeary 1-551 stamp or temporary INS AUTHORIZATION
{-561 printad nofatlon on a machine- 2. 1D card Issued by federal, state or local
readable immigrant visa government agencias o entitias, &) ;:lelimo\g% S:LY WITH
- provided it contains a photograph or
4. Employment Authorization Document Information such as napr:e.og;te of bith,| 2. Cerlification of report of birth lssued
that contalns a photograph {Form gender, height, aye color, and address by the Department of Stale (Foms
(-766) D8-1350, FS-545, FS-240)
3. School ID card with a phot h
5. For & nonfmmigrant alien authorized | - @ photograp 3. Original or cerfifisd copy of birth
to work for a specific employer 4. Volar's registration card certificate issued by a State,
fh talus: county, municipal authority,
:a;:::: p fo or ::‘d 5. U.S. Military caed or draft record ,,m‘l""{,ﬂ’{,',,“ﬁ‘gm ;&W”M
: e bearing an official seal
b. Form 184 or Form -84A thethas | |6 Miltary dependents ID card i
the following: 7. U.8. Coast Guard Merchant Mariner 4. Native American Uribal document
n Ihn; same name as the passport Card 8. U.S. Cificen IO Card (Form H197)
8. Native American ir bal document b
{2} An endorsemsnt of the allen's 6. Identification Card for Use of
nonimmigrant status as long a3 9. Driver's license issued by a Canadian Resident Citizen in the United
that period of endorssment has govemment authority States (Form -179)
not yet axp red and the
praposed employment is not In For persons under age 18 who are | 7- Employment authorization
conflict with any resfrictions or unable to present a document document issued by tha )
Hmitations identified on the form. listed above: Depariment of Homeland Security
6. Passport from the Federated States of
Micronesia {F5M) or the Republic of | | 19: Schod! record or report card

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 acceptable receipts.

Form 1-9 071917 N

Page 3 of 3



Employment Eligibility Verification USCIS

Department of Homeland Security Form -9
s : . d OMB No, 16150047
U.S. Citizenship and Immigration Services Epires 08/31/2019

e T

) START HERE: Read instructions carefully before completing this form. The instructions must be avzilable, elther in paper or electronically,
during completion of this form, Employers are table for srrors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is Hlegal fo discriminate against work-authorized Individuals, Empioyers CANNOT specify which
document(a) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an Individual because the documentation presentad has [ ] futum sxpiration date may also constitute Mllegal dimimlnmlon.

Lost Narn- Fomﬂy Mmoj Fbs!NamfGMn ch) Mlddo lnlﬂal Othef Las! Nurm Used {l’angd

Address (Sirast Number and Name) Apt. Number | City or Tovn Stete ZIP Code

Date of Birth mmisdlyyy)  |U.S. Soclal Securlty Number Employes's E-mall Address
(TTT1-(TTT]

| am aware that federa) 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 tha following boxes);
[ 1. A citizen of the Unliad States

{7] 2. A noncitizen national of the United States (Sae instructions)
(C] 2 Atawha permanent resident  (Afien Registration Number/USCIS Number);

[:] 4, An allen autherized to work  unlll (explration date, if applicable, mmviddlyyyy):
Some aflens may write "N/A” in the expiration date fleld. (See Mnstructions)

Alfans suthorized 1o work must provide only one of the following document numbers to compiate Form 1-9; mm:ﬁ’:"ﬂ;ﬂ
An Alilen Roglsiration Number/USCIS Number OR For I-94 Admission Number OR Forelgn Passport Numbaer.

1. Allen Registration Numbes/USCIS Numbar:
OR

2. Form 154 Admission Number:
OR

3. Foreign Passport Number:
Country of lssuance:

Emp oyae's Telephone Number

Signature of Employea Today's Date {mm/iddiyyy)
ity e e e :
£ _ e lon,’l}ualm the aniployes o com Seciion 1
i i skiped when'n mnan%?hrsf lors o yee I compleling Seclion 1,)
] amst. undcr pemlly of perjury. lhal I hm asslsted in the completion of Section 1 of thi thls form and that to the best of my
knowledge the Information Is true and correct.
Signature of Preparer or Transtator Today's Data {mm/ddyyyy}
Last Name {Family Name) Firat Name (Given Nama)
Address (Sireet Number end Name) City or Town State ZIP Code

@ T EmployerC “Conpletes Next Page 27 @

Form -6 071717 N Page 1 of3



Employment Eligibility Verification USCIS

Al Department of Homeland Security Form -9
. e e . A . A OMB No. 16150047
; U.S. Citizenship and Immigration Services Enpites 083112019
m
O I A e RanTesontativo Reviewuand Notlcal o7 A
e n ori6 Aot TLBIAIOR atio o <:::, oAk I, 1
ame {Given Nama, M.l | Citzenshipiimmigration Status
ListA OR ListB AND ListC
identity and Employment Authorlaation Identity Employmant Authorization
Documnant Tile Document Title Document Tite
Tasuing Aulhority | Tosuing Autmoriy Ts0ing Avcthority
Daocumant Number ; Dacument Number Cocument Numbar
Explration Date {if any)(mmsdcyyyy) —Explulion Date {# anyXmmvddiryyy) Explration Date (if any){mm/ddAyvy)
Documant Tiie
Tasuing Authorty Addillonal Information e R o
DPotument Number
[Expiration Oate (¥ any){mm/ddlyyyy)
Document Tila
Issuing Authority
Documenl Number
[Sxpiration Oate (¥ eny)(mmiddiyyyy)

Certification: | aitest, under penalty of perjury, that (1} | have examined the document(s) presanted by the above-named employee,
{2) the above-listed document(s) appear to be genuine and to relate to the employea named, and (3} to the best of my knowledge the
employee Is authorized to work in the United States.

The employes’s first day of employment (mmvddyyyy): (Sea instructions for exemptions)
Signature of Employer or Authorized Repressenistive Today's Date (mm#ddiyyyy) | Ville of Employer or Authorized Representative

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

Employer's Business or Organization Addrass (Street Numbaer and Name) | City or Town Stale |21 Code

Section 3. Reverification and Rehires (o bs complefad and signed 5Y employer,or guthorized represéntsiive.)
A. Now Name {if applicablo) |B.Dtholellh{ﬂOppﬂcath
Last Name {Family Narne) First Name (Given Name) Middle nital Data (mm/ddiyyy)

C. i the employee’s previous grant of employmant authorization has expired, provide the Information for the document or recelpt hat estabfishes
continuing employment suthorization in the spaca provided below.

Documant Tille Document Number Expiration Date {if any} (mmiddiyyy}

| altest, under penally of perjury, that to the best of my knowledge, this employee is avthorized to work in the United States, and if
the employee presented dotument(s), the document(s) | have examined appear to be genuine and {o relata to the individual,

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

Form -9 0117 N Pege 2001



Form W-4 (2019)

Future developments. For the latest
Iinformation about any fulure developments
relatod to Form W-4, such as legisiation
enzcted after it was published, go to
www.lrs.goviFormW4,

Purpoess, Complate Form W-4 50 that your
employer can withhold the correct faderal
inceme tax from your pay. Consider
completing a new Form W-4 gach year and
when your personal or financial situation
changes.

Exempilon from withheolding. You may
claim exemption from withholding for 2019
if both of the following apply.

+ For 2018 you had = right to a refund of all
federal Income tax withheld because you
had no tax Hability, snd

« For 2019 you expect a refund of all
{ederal income tax withheld because you
expsct to have no tax (iability.

If you're exernpt, complete enly ines 1, 2,
3, 4.and7andslgnihelonntovaﬂdatelt
Your e: for 2019 expires February
17, 2020, Ses Pub, 505, Tax Withholding
ang Estimatad Tax, to laam more about
whather you qualify for exemption from
withhalding.

General Instructions

i you aren't exempt, follow the rest of
these Instructions to determine the numbsr
of withholding allowances you should claim
for withholding for 2019 and any additional
amount of tax to have withhald. For regular
wages, withholding must be based on
allowances you claimed and may notbe a
flat amount or percentage of wages.

You can also use the caloulator at
www./rs.gov/W4App to determine your
tax wilhholding more accurately. Consider

Form W'4

Depatmant of the Treasury
Intema) Revenve §ervice

using this caiculator if you have a more
complicated tax situation, such as il you
have a working spouse, more than ona job,
or a largs armount of nonwage income not
subject to withholding outside of your job.
Aftar your Form W-4 takas effect, you can
also use this calculator to ses how tha
amount of tax you're having withheid
compares to your projected total tax for
2019, f you use the calculator, you don't
need to complate any of the worksheets for
Form W-4.

Note that if you hava too much tax
withhald, you will receive a refund when you
file your tax return. If you have teo Rttle tax
withhetd, you will owe tax when you file your
tax retum, and you might owe a penalty.
Fllers with muitiple Jobs or working
spouses, If you have more than one jobs at
a time, or if you're married filing jointly and
your spouse is also working, read afl of the
instructiona including the instructions for
tha Two-Eamers/Muttiple Jobs Workshest
before beginning.

Nonwage income. If you have a large
amount of nonwage income net subject to
withholding, such as interest or dividends,
consider making estimated tax paymenis
using Form 1040-ES, Estimated Tax for
Individuals. Otherwise, you might owe
additional tax, Or, you ¢an use the
Deductions, Adjustmants, and Additiona!
Income Worksheet on page 3 or the
cakulator at www.lrs.gov/W4App to make
sure you have encugh tax withheld from
your paycheck. If you have pension or
annwlity income, ses Pub. 505 or uge the
calculator at www.irs. gov/W. to find
out if you should adjust your iding
on Form W-4 or W-4P,

Nonresident allen. i you're a norvresident
allen, ses Notice 1382, Supplemental Form
W-4 Instructions for Nonrasident Alens,
befora completing this form.

Specific Instructions
Personal Allowances Worksheet

Complate this workgheet on page 3 first to
detemrnine the &uﬂm of withholding
lo clalm,

Line C, Head of housahoid piaase note:
Generally, you may claim head of household
filing status on your tax retum only if you're
unmarried and pay more than 50% of the
costs of kesping up a home for yourself and
a qualifying individual. See Pub, 501 for
mores information about filing status,

Line E. Child fax credit. Whan you fila your

tax retum, you may be eligible to clalm a
child tax credit for aach r eligible
children. To quality, the child must be under

age 17 as of December 31, must be your
dependent who lives with you for more than
half the year, end must have a valid soclal
sacurity number. To learn more about this
credit, sae Pub. 972, Child Tax Credit. To
reduca the tax withheid from your pay by
taking this credit into account, follow the
instructions on line E of the worksheet, On
the worksheet you will be asked about your
total incoma, For this purpose, total income
includas all of your wages and other
incame, including income eamed by a
spouse if you are filing a Joint retumn.

Line F. Credit for other dependents.
When you file your tax retum, you may be
afigible to claim a credit for other
dapenderts for whorn a child tax credit
can't be claimed, such as a Gualllying chid
who doesn't meet the age or soclal

umber requirement tor the child

ng relative. To learn
it, ses Pub. §72. To

reduce tha tax withheld from your pay by
taking this credit into account, follow the
instructions on line F of the worksheet. On
the worksheet, you will be asked about
your total income. For this purposa, total

Separate here and give Form W-4 ta your employer, Keep the workshest(s) for your records.

Employee’s Withholding Allowance Certificate

» Whather you'ra entitled to cizim a certaln aumber of sllowanoes ar exemption from withhoiding Is
subject 1o review by the IRE. Your employsr may be reguirad to send » copy of this form to the IRS.

OMB8 No. 15450074

2019

1 Your first name

2 Your S00ia) eectrity number

Home addnss (numbaer and street or axrsl routs)

s [Csingle [ Jsamiad [ Married, but withhold at higher Single rate,
MNote: ¥ vuried fiing separately, check “Marrind, but wittihold a1 higher Single rate.”

Chy of Wown, stale, &nd 2F cooe

4 if your last neme differs from {hat shawn on your soclsl sscurity sard,
chack here. You must call 800-7T2+1213 for & replacentent sand.

>

Total number of allowances you'ra clalming (from the applicable worksheet on the following pages) .
Additional amount, if any, you weant withheld from each paycheck . . . .

-

7 lclam exemplion from withholding for 2019, and | certify that | meet both oflhe!ol!owtng eondlﬂons {m nxempuon
* Last year | had a dght to & refund of ail federal incoms tax withheld because | had no tax ability, and

« Thia year | expect a refund of all federal Income tax withheld because | axpect to have no tax Kabiiity.

i you meet both conditions, write “Exempt®here . . . . . . .

>

7

Und«pommesofpuhty.Idechuﬂ\atlhaummmw:wﬁmmnmbmofmykm:ndbdm itis true, comrect, and complete,

Employee’s algnature
mhformlsnclvaldmmM_gnR.Ib Date »
& Employer's nume cmmnmamwimmbmmdm 9 Firsi date of 10 Employer ideotification
boxsa 8, 8, mmh-ungmm'g:a mwn:u number {EIN)
For Privacy Act and Paperwork Reduction Ast Notice, sse pags 4. Gat. No, 102200 meﬁld 019}
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income includes all of your wages and
ather income, Including Income eamed by
a gpouse [f you are filing a Joint retum,

Line G. Other credits. You may ba abls fo
reduca the tax withheld from your
paychack if you expect to claim other tax
credits, such as tax credils for education
{see Pub. 870). If you do so, your

will be larger, but the amount of any refund
that you receive when you flle your tax
retum will be smaller, Fokow the
Instructions for Worksheat 1-6 in Pub. 505
if you want o reduce your withholding to
take these credits into account, Enter *-0-"
on linas E and F if you use Worksheet 1-5.

Daductions, Adjustments, and
Additional Income Worksheet

Compilete this worksheat to determine if
you're able to reduce the tax withheld from
your paycheck to account for your itemized
deductions and other adjustments to
income, such as IRA contributions. If you
do 50, your refund at the end of the year
will be smaller, but your paycheck will ba
larger. You'ra not required to compiste this
worksheet or reduce your withholding if
you don't wish to do so.

You can also use this workshaet 1o figure
out how much to increase the tax withheld
from your paycheck if you hava a largs
amount of nonwage income not subject to
withholding, such as interest or dividends.

Another option is to take these items into
sccount and make your withholding more
accurate by the caleutator at
www.irs.gov/iW4App. If you use the
caicuiator, you don't need to complete any
of the worksheets for Form W-4.

Two-Eamers/Multiple Jobs
Worksheet

Complete this worksheet if you have more
than one job at a time or are married filing
jointly and have a working spouse. If you

don't gomplete this worksheet, you might
hava too [Ittie tax withheld. If 8o, you wilt
owe tax whan you file your tax return and
might ba subject to a penalty.

Flgure 1he total number of allowances
you're entitled to claim and any additional
amount of tax to withhold on all jobs using
worksheets frem only one Form W-4, Claim
all aflowances on the W-4 that you or your
spousa file for the highest paying job in
your family and claim zero allowances ¢n
Forms W-4 filed for all other jobs. For
axample, if you eam $60,000 per year and
your spousa earns $20,000, you should
complete the worksheats to determine
what to enter on lines 5 and 6 of your Form
W-4, and your spousas shoutd onter zero
("-0-") on lines 5 and & of his or her Form
W-4. See Pub. 505 for details.

Another option [ to use the calculator at
wWwWw.irs.goviW4App to make your
withholding more accurate.

Tip: If you have a working spouse and your
Incomes are simitar, you can chack the
“Marriad, but withhold at higher Single
rate” box instead of using this workshest. If
you choose this option, then each spouse
should fill out the Personal Allowances
Worksheet and check the "Married, but
withhold at higher Single rate” box on Form
W-4, but only one spouss should claim any
allowances for credits or fill out the
Deductions, Adjustments, and Additiona)
Income Worksheat,

Instructions for Employer

Employees, do not completa box 8, 9, or
10. Your employsr will complete these
boxes if nacessary,

New l::rdeby nph;nhg. Employers are

requir to report new employees to
& designated State Dirsctory of New Hirea,
Employers may use Form W-4, boxes 8, 8,

and 10 1o comply with the new hire
raporting requiremeant for a newly hired
employee. A newly hired employaa Is an
amployee who hasn't previously been
employed by the , of who was
previously employed by the employer but
has besn saparated from such prior
employment for at least 60 consecutive
days, Emy rs should ccrgfme

proprigte State Directory Hires to
gﬁd out how to submit a copy of the
completed Form W-4. For information and
links 1o each designated State Directory of
Naw Hires (Inchuding for UU.8. teritories), go
to www.act.hhs.gov/cas/amplioyers.

If an employer is sending a copy of Form
W-4 10 a designated State Directory of
New Hires to comply with the new hire
reporting requirement for a newly hired
::lployoa. complete boxes &, 9, and 10 as

Box 8. Enter the employer's names and
address. If the amployer Is sending a copy
of {his fosrm to a State Direclory of New
Hires, enier the address where child
supporl agencies should send income
withholding orders.

Box 9. Ii the employer ls sending a copy of
this form to a State Dlrectory of New Hires,
enter the employen's first date of
employment, which s the date services for

employee after the employee had besn
separated from the employer's service for
at least 60 days, enter the rehirs date.

Box 10. Enter the employer's employar
identification number (EIN).



Depariment of Taxatlon and Finance "
g??%‘a Employee’s Withholding Allowance Certificate IT-2104

019 New York State » New York City « Yonkers

Fist name and middle inital Last name Your social secunty number

Permanent home addrass (rwmber and siresl or nirsl rouvie) Aparitent aumber Singie o Hosd of housthokd D Marriad |___|
Married, but withhold a1 ngher singte rate

Ciy. viage. or past ofiice State 21P code Hote: (f sanied but gy sepansted mark an X'in
tha Swngie or Head of household bow

Ara you a resident of New York City? ........... Yes ] No ()

Are you a resident of Yonkers? .................... ves[] No ()

Complete the worksheet on page 3 before making any entries.

4 Total number of allowances you are cialming for New York State and Yonkers, if appl:r:able {from ine 20} ... 1
2 Total number of allowances for New York City (from Gine 35) .. R % _3
Usa lines 3, 4, and 5 below to have additional withholding per pay pericd under special agreement with your employer.
3 New York State amount ... e —— -
4 New York City amount ... 4
S YONKEIS BIMOUNT ...ovvireveiieniniiiaiinsniisrsssneniois et vasersscn s e bt bbb sor b an AeabEs0eLELesbesEstoreatnsrbsnsas sbsbornsnens sotsbsbsarasern oo 5

1 certify that | am entitied to the number of withholding allowances claimed cn this cerificate.
Employes’s signalure Date

Penalty — A penalty of $300 may be imposed for any false slalement you make that decreases the amount of money you have withheld
from your wages. You may also be subjsct to criminal penalties.

Employee: detach this page and give it to your employer; keep a copy for your racords.

Empioyer: Keep this certificate with your records.
Mark an X in box A andfor box B to indlicate why you are sending a copy of this form to New York State (see insiructions):

A Employee claimed more than 14 exemption allowances for NYS . ... AD
B Employee is a new hire or a rehire... B | First date empioyee performed services for pay (mm-dd-yyyy) (see insl.); (
Are dependent health insurance beneflts avallable for this employea? ..... ....... Yes _ No D

If Yes, enter the date the employee qualifies (mm-od-yyyy): L |
Employer & name and adtress iEmployer coroiete Hos SIchon only f you 8 sendckg & copy of t 8 JonT 10 e WY'S Tax Deparunend ) | Employer wWentification number

Instructions
Changes effective for 2019 is different from faderal Farm W-4 or has changad. Common reasons for
Form IT-2104 has been revised for tax year 2019, Adddicna’ aliowances complaling a new Form IT-2104 szch year Include the following:
are aliowed for coverad employees of employers who elecled topay > You starled a new job.

the amployer compensation expansa tax and for employees who made + You are no longer a dependent

condributions 10 @ New York Charitable Gifts Trust Fund during 2018 « Your individual circurnst may | changed (foc sxample, you
The worksheet on page 3 and lhe charls begnhing on page 4 used to wers married or have an additional child)

compuie withholding aowances or to enler an additiona: dol'ar amount on

ine{g) 3, 4, ar §, have been revised. If you previousiy filed a Form 7.2104  * You movad into o ot of NYC or Yonkers.

and used the worksheel or charis, you should compiete a new 219 You itemlze your deductions on your peraonal incoma tax retum,
Form [T-2104 and give &t to your employer. You claim allowancas for New York State credits.

+ You owed lax or receivad a large refund when you flled your personal

Who should file this form

ncome tax retum for the past year.
This ceriificate, Form IT 2104, is compieiad by an employee and given .
10 the employer o instcuct the employer how much New York State (and :m;&’;:m:‘m and you expact to eam $107,650 or more
New York City and Yonkers) tax to withhoid from the e's pay. The . ' )
more ;:bwa?us claimed, 1}19 lower the amount oftax'r:gmd. P : m' mlﬂéarl pFoine y:fa yau and your epouse has increased to $107.650 or

1f you do not file Form 17-2104, your emp:oyss may use the same numbear eome

of allowances you claimed on federal Form V:f—d Oueto dgl?renwa \r‘\ ::u"hhm" o:ignlllum!y LD from cthar sources or from
tax law, this may rasult in the wrong amouni of fax withhald for New Yo« -

Stale, New Yoik Cily, and Yonkars. Complata Form 17-2104 sach ysar You no 'onger qualily for exemplion from withholding.
and Gile it with your employer if the number of allowances you may cam



Department of R Servi
s‘.vl: e gnmwe;:nue vicas Form CT-W4 Effective January 1, 2019

(Rev. 12118) Employee’s Withholding Certificate
Complets this form in blue or black ink only
Employee lnstructions
* Read instructions on Page 2 bafora complating this form, + Choose the stalement that best descrbes your gross incoma.
« Select the filing status you expaect to report on your Connaclicut  + Entar the Withholding Code on Line 1 below.

income lax return. See instructions.
Married Filing Separately ot
Manded Fiting Jolntly ton | | My expecied snnual gross income is fess than or equal to
Ouwr expected combined annual gross Income is loss thar or 512.000 or 1 sm clalming exemplion under he MSRRA" and E
equal (0 $24,000 of | am claiming exemplion under the Miltary | no wilhholding Is nacassary.
gpmes Resldancy Reliel Act (MSRRA}" and no withholding My sxpectad annual gross Incoma is groater than $12,000. A
NACEESArY. : g :
Iha ifica nd wish | id h.
My spouse is employed and our expected combined annual oo ;::?.nx wa:::;’_‘“g’ mcome, ard wish to svoid havig D
gross incoma i3 greater than $24,000 and less than or equal A
to $100.500, See Cerstam Memiod individuals, Pagea 2, | am & nonresident of Connecticut with substantial other income.| D
My spause I8 not employed and our expected combined c Single Vabasieny
annual gross Income s greater than $24,000.
;" My axpected annual gross income is less than or equal o
My spouse Is employed and our expaciad combined hhold E
annuai gross Income is greater than $100.500. D 313,050 '": 1o wil I ingmls neee.ssam‘“ a1
| have gignificant nonwage incoma and wish lo aveld having o} My ox; kel L S groatar than §15.000. £
too little tax withheld. | have significant norwage income and wish to avold having D
toao fithle tax withheld,
[ am a nonresident of Connecticut with substantial other incoma| D
Qualifying Widow(er) With D e | am 8 nonresident of Connecticut with substantial other income.| D
ua g ow{er ependen
— Head of Household Ao
My expected annual gross income s less than or equal to
$24,000 or | am claiming examplion under the MSRRA" and E My expedied annual grass income i less than or equal to E
na withholding Is ngcessary. 519,000 and no withholding is nacessary.
My expacied annual gross income is greater han $24,000. (o] My expacted annual grass income is greater than $19,000. B
1 have signiicant nonwage income and wish loavddlghg too D | have significanl nonwage income and wish Lo awoid having D
12tle tax withheld, loo liitle tax withheld.
1 am 3 noswasidant of Connedlicut with substantial other income. D | am a nonwesident of Conneclicut with substantial other income.| D

* If you are claiming the Miiitsry Spouses Residency Re lef Act (MSRRA) axemplion, sea Instructions on Page 2.

Employees: See Employee General Insiructions on Page 2. Sign and relurn Farm CT-W4 to your employer. Keep a copy for your records.

1. Withhokiing Code. Enter Wilhhoiding Code lstier chosen from above .. .. ... ... .. 1. D Check U you are clalming
Ihe MSRRA examption

2. Addidons) withholding amount per pay pedod: H any, seeinstructions. ... ... .. .2 8§ and enter state of legal
residenceidomicl e,

3. Reducad withholding amount per pay period: If any. see instruclions. ........cvcceemernres 3%

First name ] Last name Social Security Number

— T e e —

Homa addrass (number and sirest, apartment aummbar, suile number, PO Box)

Cityitown Siate 2ZIF code

Declaration; | declare under penalty of law that 1 have examined thus certificate and, lo the best of my knowledge and beliel, it s bus, complate, and
correct. | understand the penalty for reporting false information s a fine of not more than $5,000, imprisonment for not more than five years, or both

Employee's signature Dats

Employers: See Empioyer Insiruciions ot Page 2.
(s th's a new or rehired employee? O No O Yes  Enter date hired

mm/ddlyyyy
Employar’s business name Federal Employer [dantficalion Number
"Employer's business acddress
Citylown Stale ZIP code
' Contact parson i Ta;aphone number




Employee General Instructions

Form CT-W4, Employee's Withholding Ceriificala, provides your
employer with the necassary information to withhokl the correct
amount of Conneclicut income tax from your wages to ensura that
you will not be underwithheld or averwithhe d

You ara required to pay Connecticut income tax as ncome 1S eamed
or racelved during the year. You shouid complete a new Form CT-W4
at least once a year or if your tex situation changes.

if your circumestances change, such as you receiva a bonus or your
filing atatua changes, you must fumish your employer wih a new
Form CT-W4a within ten days of the changa.

Gross Income

For Form CT-W4 purposes, gross income means all income from
all sources, whether received in the form of money, goods, property,
or services, not exempt from federal ncome tax, and includes any
additions to income from Schedule 1 of Form CT-1040 Connecticut
Resident Income Tax Return ot Form CT-1040NR/PY, Connecticul
Nonresident and Part-Yaar Residant Ralum.

Filing Status

Generally, the filing status you axpect to report an your Connecticut
income tax ratum is the samae as the fikng stalus you expect to report
on your {ederal income tax return. However, apedial ruies apply to
married individuale who fte a joint federal return but have a differant
rasidency status. Nonrasidents and part-year residents should see
the instniclions to Form CT-1040NR/PY,

Check Your Withholding

You may ba undsswithheld if any of the following apply:
*  You have more than one job;

*  You qualify under Cerlain Maried individuais; or

+ You have substantial nonwage income

if you are underwithheld, you stou'd consider adjusting your
withholding or making estimated payments using Farm CT-1040ES
Estimated Connecticut Income Tax Payment Coupon for Individuais.
You may also select Withholding Code "D" 1o elect the highest leve!
of withholding.

if you owe $1,000 or more, after sublracting from your Connecticut
income tax the amount withheld from your income for the prior taxable
year, and any PE Tax Crexit, you may be subject to interest on the
underpayment at the rate of 1% per month or fraction of a monih.
To help determine if your withholding is correct, see Informational
Publication 2018(7), Is My Cannecticut Withholding Corracl?

Certain Marrled Individuals

If you ara 8 marriad individual flling jointly and you and your spouse
both salect Withholding Code “A," you may have too much or too
little Connecticut income tax withheld from your pay, This is because
the phase-out of the personal exemption and credit is based on your
combined incomes. The withholding 1ables cannot refisct your exact
withhiolding requirement without considering tha income of your spouse.
To minimize this problem. and determine if you need to adjust your

withholding using Line 2 or Line 3, see P 2019(7).

Nonresident Employees Working Partly Within and Partly
Outside of Connecticut

If you work partly within and partly outside of Connecticut for the same
employer, you shauld also complete Form CT-WANA, Emgloyee’s
Withholding or Exemption Cerlificate - Nonresident Apportionment,
and provide it to your employer. The information on Form CT-WANA
and Form CT-W4 will help your employar detenmine how much to
withhold from your wages for services parformad within Connecticut.
To obtain Form CT-W4NA, visil the Department of Revenue Services
(DRS) website at portal.ct.gov/DRS or request the form from your
amployer. Any nonresident who expacts to have noe Connecticut
income tax Lability should choose Withholding Code “E."

Foon CT-W4 (Rev. 12/18)

Armed Forces Personnel and Veterans

If you are a Connecticut resident, your atmed forces pay 1s subject
to Connecticut income tax withholding unless you qualify as a
nonresident for Connecticut Income lax purpeses. If you qualify as
a nonresident, you may request that no Connecticut income tax be
wilhhald from your armed forces pay by entering Withholding Code E
on Line 1.

Military Spouses Residency Relief Act (MSRRA)

If you are claiming an exemplion from Connecticut income tax under
the MSRRA, you must provide your employer with a copy of your
military spouse’s Leave and Earnings Statement (LES) and a copy
of your military dependent 1D card.

See Informational Publication 2018(15), Connecticut income Tax
Informetion for Armed Forces Psrsonnsel end Veterans.

Employer Insfructions
For any employes who does not complete Form CT-W4, you are required
o withhold at the h ghest marginal rate of 8.99% without allowance
for exemplion. You are required to keep Form CT-W4 in your filas for
each employee Ses Informational Publication 2018(1), Connecticut
Employer’s Tax Guide, Circular CT, for complels Instructions.

Report Certain Employass Claiming Exemption From Withhelding
to ORS
Employers are required to file copies of Form CT-W4 with DRS for
centain amployses claming “E” (no withholding s necessary). Ses
1P 2018{1). Mal copies of Forms CT-Wd meeting the conditions listed
in IP 2019{1) under Reporfing Certain Employess {o:

Depariment of Revenue Services

PO Box 2931

Hartford CT 06104-2931

Report New and Rehirad Employees to the Department of Labor
New employees are workers not previously employed by your
business, or workers rehired after having been separated frem your
business for more than sixty consecutive days
Employers with offices in Connecticut or transacting business in
Connecticut are required to report new hires to the Depariment of
Labor (DOL} within 20 days of the dale of hre
New hires can be reported by:
+ Using the Connectlcut New Hire Reporting website at
www.ctnewhires.com;

+ Faxing coples of completed Forms CT-W4 lo 800-816-1108, or
* Muailing copies of completed Forms CT-W4 to:

Conneclicut Depariment of Labor

Office of Rasearch, CT-W4

200 Folly Brook Bivd

Wetherstield CT 06109
For mora information on DOL reguraments or for allernative reporting
options, visit the DOL website at www.ctdol.state.ct.us or call DOL
al 860-263-6310,
For More Information
Call DRS during business hours, Monday through Friday
+ 800-382.9463 (Connecticut calls outside the Greater Hariford

caliing srea only); or

*  B80-297-5962 (from anywhere).
TTY, TOD, and Text Telephone users only may transm| inquines
snytime by calling §80-297-4911.
Forms and Publications
Visit the ORS website at portal.ct.goviDRS to download and print
Connecficut tax forms and publications.

Page 2 of 2
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Rev. $/07
Notice to Employee
1. For state purposes, an individual may claim only natural de- For furtherinformation, consult the Ohic Department of Taxa-
pendency exemptions. This includes the taxpayer, spousa tion, Personal and Schoal District Income Tax Division, or
and each dependenl, Depaendents are the same as defined your emgloyer.

in the Intemal Revenue Code and as claimed in the laxpayer's
federal income tax return for the taxable year for which the 3 If you expect to owe more Ohio income tax than will be
taxpayer would have been permitted to claim had the tax- withheidd, you may claim a smaller number of exemptions,
payer fited such a raturn. or under an agresment with your employer, you may have
an additional amount withheld each pay pericd.

2. You may file a new certificate at any time If the number of your

axemptions increases. 4 A marvied couple wilh both spouses working and filing a
] joint return will, in many cases, be required to file an ind-

You must fila a new cedificate within 10 days if the number of vidual estimated income tax form (T 1040ES even though
exemptions previously claimed by you dacreases because; Ohit ‘ncome tax is being withheld from their wages. This
{a) Your spouse for whom you have been claiming exemp- result may occur because the tax on their combined in-
tion s divorced o legally separated, or claims her (or his) come will ba greater than the sum of the taxes withheld
own exemplion on a separate certificate. from the husband’s wages and the wife's wages. This

() The support of a dependent for whom you claimed ex- requirement to file an individual estimated income tax form
emption is taken over by someona elsa. | IT 1040ES may also apply 1o an individual who has two

() You find that a dependent for whom you claimed exemp- jobs, both of which are subject to withholding. In lieu of
tion must be dropped for federal purposes. filing the individual estimated income tax form {T 1040ES

the individual may provide for additional withholding with

The death of a spouse or a dependent does not affect your his empioyes by us ng line .

withholding until the next year but requires the fillng of a new
certificata. if possible, file a new certificate by Dec. 1st of the
year in which the death occurs,

v please detach here

n T4
Ohio | Serartmentol  grmpioyee's Withholding Exemption Certificate Rov. 8607
Prind fulf name Social Securily nuntber.

Home address and ZIP code.
Public school district of residence Schaot district no.

(See IA: Fuslr 8 (BX.000.gOV}

1. Pergonat exemption for yourself, enter 1" f Calmed ..............ooov oo e A R

2. If marsied, personal exemplion for your spause if not separately claimed (enter “1° i claimed) ......... .

3. Exemplons for dEPENGBNLS ...........e..cciveriremssrasssmesseressresrsrasmsssmassressrssionsanssis . O crocTETE e T
4. Add the examptions that you have claimed above and enter total .....c...oewrrnevns Ve e B b on rrane TaZaessens aiieansseasn b garn
§. Addilional withhokding per pay perlod under 29reement Willh BMPIOYET ..........uereemerrsismisoisisssmsnsis sos ar meeeres = semvesvaraes. ne $
Under the penaiiles of pedury, ( ceriify that the number of exemptions claimed on this certificate does nol exceed the number Lo which | am entitied,

Signature Date




EMERGENCY CONTACT FORM

In case of an emergency piease list anyone you would like us to contact, and with whom you will
allow us to share information about your location, situation, and logistical requiremants.

Employee Name:

Address:

Phone:

First Contact:

Relationship to Employee:
Address:

Phone Number:

Second Contact:

Cell Phone:

Relationship to Employee:
Address:

Phone Number:

Cell Phone:




V7N

St. Pauly Textile, Inc.

vw
St. Pauly Textile, Inc. Annual Safety & Sexual Harassment Training

1, have completed my annual safety &
sexual harassment training provided by St. Pauly Textile, Inc. By signing this, |
certify that | understand the training, will abide by the guidelines set forth, will act
in an appropriate and respectful manner, and will report any sexual harassment
that | experience or witness to the appropriate manager.

Employee Name

Employee Signature

Date

Trainer Name

Trainer Signature

1067 Gateway Drive - Farmington, NY 14425 - 585-924-7941 - www.StPaulyTextile.com
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St, Pauly Textile, Inc.

N’

St. Pauly Textile Lunch Policy

Section 162 of the NYS Labor Law

1. Every person employed in or in connection with a factory shall be allowed at least sixty minutes for the
noonday meal.

2. Every person employed in or in connection with a mercantile or other establishment or occupation coming
under the provisions of this chapter shall be allowed at least thirty minutes for the noonday meal, except as in
this chapter otherwise provided. The noonday meal period is recognized as extending from eleven o’¢lock in
the morning to two o'clock in the aftemoon. An employee who works a shift of more than six hours, which
extends over the noonday mes! period, is entitled to at least thirty minutes off within that petiod for the meal
period.

3. Every person employed for a period or shift starting before eleven o’clock in the moming nd continuing
later than seven o’clock in the evening shall be allowed an additional meal period of at least twenty minutes
between five and seven o’clock in the evening.

4. Every person employed for a period or shift of more than six hours starting between the hours of one o’clock
in the afternoon and six o’clock in the momning, shall be allowed at least sixty minutes for a meal period when
employed in or in connection with a factory, and forty-five minutes for a meal period when employed in or in
connection with a mercantile or other establishment or occupation coming under the pravision of this chapter,
at a time midway between the beginning and end of such employment.

5. The commissioner may permit a shorter time to be fixed for meal periods than hereinbefore provided. The
permit therefore shall be in writing and shall be kept conspicuously posted in the main entrance of the

establishment. Such pennit may be revoked at any time.
All St. Pauly Textile, Inc employegs are supposed to take a 30 ptinute tunch break daily. All team members

are to record that time, Timne token for the lunch is not paid.

Employee Signature

Printed Name

Date

1067 Gateway Drive - Farmington, NY 14425 - 585-924.7941 - www. StPaulyTextle.com
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St. Pauly Textile, Inc.

N’

St. Pauly Textile East, Inc. Full Time Employee Benefits Package

Raises: Raise reviews shall occur yearly. Also, raises may occur when taking on more
responsibility.

Raises will be based upon the following factors
-Commitment to safety
-Attendance
-Positive attitude
-Look of sheds
~Team Work

Vacation policy: After one year you will have earned one week of paid vacation per year. After
three years, you will have earned two weeks of pald vacation per year.

Sick Days: All employees are allowed two sick days per year beginning after one year of
employment.

Medical Benefits: Employees are eligible for partially subsidized medical benefits at 60 days.
Our company covers half of the cost of a single plan and part of the family plan. We reimburse
50% of the deductible

Retirement Plan: We provide a SIMPLE IRA retirement plan, with a 3% match eligible at 60 days

Employee Name

Employee Signature

Date

1067 Gateway Drive - Farmington, NY 14425 - 585-924-7941 - www.StPaulyTextile.com
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FOR INTERNAL USE ONLY

HIOS 10# T8124NY1000169-00
EC SNHS5

Commercial Group Health Insurance Application/Change Form

Please print clearty and complete all sections that apply to you. Additional instructions are included,
+ This application cannot be processed without this information and signatures

Section 1: Employer Group & Benefit Information - To be completed by the Group Adminsstrator

Employer Name Assoaation/Chamber Name (If appicable)
Group Administrator’s Signature (required) Date Employee Number Department Number
Medical Information Dental Information
If enrolling in a Medical If enrolling in a Dental
plan, who do you need plan, who do you need
Medical Group Number (8 digits) coverage for? Dental Group Number coverage for?
OSelf Only CiSelf Only
Medlal Subgroup Number (4 da)  gaie g Child(ren) Oental Subgtaup Humber OSelf & Child(ren)
OSelf & Spouse, or (1Self & Spouse, or
Medical Class Number (4 digits) Self & mmc Partner Dental Ciass or Package Number Self & Dz?n estic Partner
/ / CJFamily / /. O Family
Medical Effective Date Dental Effective Date
Subscriber Status: (New Hire  #MRehire  ®Open Enrollment CORetired  OCOBRA
Medical Plan Selection Dental Plan Selection
M Dental Blue Classic (DI) ODental Blue Options (DJ)
SimplyBlue Ptus Bronze 4 ®Dental Other (DE)
Section 2: Subscriber's Information Birthdate /] FOR INTERNAL USE ONLY
Gender; OOMale [IFemale
Last Name
Social Secur'ty # **
e Date of Hire/Rehire: f 1
Retire Date: / /
' - Marital Status: ESingle WMarried OLegally Separated
ModeInisal  Tide (eg., . S, I atc ) ObDivorced  Marital Status Event Date: __ /__ /
Steet Address Subscriber's Medicare Number (if app’.cable)
/ : / /
Part A Effective Date Part B Effective Date
(ity State
. EAge 65+ N Disability
WEnd Stage Renal *
2ip Code Phone

APP-350 (0417) E

A nonprofit independent censee of the B Cross Blue Shield Adsociation




Section 3: Please indicate the reason for this enroliment or change - To be completed by the Group Administrator

Special Enrollment Opportunity: i
OcChange in employment status OA move in or out of the service area DateofEvent _ /___ /___
Olnvoluntary loss of coverage OFormer dependent regains eligibility

DMedicare Eligible ONewly Eligible Dependent: __Newborn OMarriage _ Other

Termination of Coverage: See Section 4
DCanceled - Effective Date: / /

OChange to new employer that does not offer insurance Remove Dependent
OLoss of eligibility through employer Discontinuation of employer coverage
OBependent reaches maximum age of coverage Death

OCOBRA Election- Effective Date: !/ /
Please indicate reason for COBRA if applicable:

DLeft Employment/Retired ODivorcefLegal Separation OlLoss of Student Status Death of Spouse
ODisability ODependent Reached Max Age O Other:

Demographic Change:

DAddress Change OSubscriber Name Change CIMarital Status Change: * ‘Married | |Divorced
DBirthdate Change ODependent Name Change OPhone Number Change

Section 4: If canceling coverage, who are you canceling coverage for?

DSubscriber - OMedical Cancellation Date / / O Dental Cancellation Date / /
DDependent(s) - CMedical Cancellation Date / / DDental Cancellation Date I !

(List each dependent)

Spouse/DP____ =~ Dependent2 ______ Dependentl Dependent 4
Why are you canceling coverage?

H Subscriber's request H Divorce R Deceased R Coverage through spouse/domestic partner
HLeft Employment HWLoss of eligibility through employer  WCther
W Medicare/Medicaid or other coverage H Discontinuation of employer coverage

Section 5: Information about who you would like coverage for
OSpouse ODomestic Partner ODependent Child DDisabled Dependent Child Separate application form required:
OOther,

Last Name (if different) First Name MI Soclal Security # **

Gender: OMale (OFemale Birthdate ___/___/

Is dependent a full time student over age 19?2 OYes ONo Expected

If yes, please provide name of college/university Graduation Date: ___ /_ /

Medicare Eligible OYes ONo If yes, indicate reason [JAge 65+ R Disability OEnd Stage Renal *
Part A Effective Date: __ /_ / Part B Effective Date: ___ /|

Medicare Number (if applicable)

ODependent Child ODisabled Dependent Child (Separate appiication form requred) W Other,

Last Name (f different) First Name Ml Social Security # **

Gender: OMale DFemale Bithdate __ / /=

Is dependent a full time student over age 19?7 DYes CONo Expected

If yes, please provide name of college/university Graduation Date: Ty

Medicare Eligible E1Yes ONo If yes, indicate reason (OJAge 65+ R Disability REnd Stage Renal *
Part A Effective Date: __ /___/ Part B Effective Date: __f__ /

Medicare Number {if applicable)

APP-350 (D417) £



ODependent Child | 'Disabled Dependent Child (Separate application form required) Cther

Last Name (If different) First Name MI Socia Security # **

Gender: | \Male ' Female Bithdate ___ /__ /

Is dependent a full time student over age 197 OYes CONo Expected

If yes, please provide name of college/university Graduation Date: __/___ /
Medicare Etigible 1Yes No If yes, indicate reason [JAge 65+ Disability End Stage Renal *

Part A Effective Date; Part B Effective Date; __ /___/

S A S—

Medicare Number (f applicable)

Note: Use an additional application if more than four people need coverage.

Section 6: Other coverage information (Required) You may be contacted for additional information
Have you or any member of your famity been enrolled in other medical or dental coverage? OYes ONo

If yes, what type of coverage? __Medical [DODental

What is the effective date of the other coverage? UMedical: !/ / O0ental: ¢/

What is the name of the other carrier?
Are you keeping the coverage? UYes ONo

1If no, when will the coverage end? / I

Policyholder’s name 10#

Who did the Insurance cover? [Self Only OSelf & Spouse/Domestic Partner Self & Child(ren) | Family

Section 7: Release — You must sign and date this form to be eligible for health insurance.

T acknowledge and agree that by signing this enroliment form and subsequently accepting services, I and everyone else
who is covered under the contract you issue is bound by the terms and conditions of the contract applicable to my
coverage. This includes, without limitation, the terms and conditions regarding the receipt and release of medical records
and information. I make this acknowledgement and agreement on behalf of myself and each other person who accepts
coverage under the terms of the contract applicable to my coverage (who may include, for example my spouse and my
eligible family dependents).

I hereby accept responsibility for payment of any portion of the premium.

I hereby represent that all information furnished by me hereon is true and complete to the best of my knowledge.
Pediatric dental is an essential health benefit mandated by the ACA. If your employer group does not provide pediatric
dental coverage through this Excellus BCBS plan, you agree to enroll in the dental plan offered to you by your employer.
EXCLUSIVE PROVIDER ORGANIZATION (EPO)

I understand that if I elect Exclusive Provider Organization (EPO) coverage, except in an emergency, all care must be
provided by medical providers who participate with the EPO and I will not receive benefits for care that I receive from
providers who do not participate with the EPO,

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals for
the purpose of misleading, information concerning any fact material thereto, commits a fraudulent
insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed $5,000 and the
stated value of the claim for each such violation.

Subscriber Signature Date

Please return to P.C. Box 21146 Eagan, MN 55121
If you have questions, please contact your Group Administrator,
Or, visit us at: ExcellusBCBS.com

APP-350(0417) E



Instructions for completing the Group Health Insurance Application

Section 1: Employer Group & Banefit Information

This section should be completed by a Group Administrator. Medical and/or dental group information must be populated.
Select who you want to cover on your medical and/or dental plan{s) and indicate the subscriber’s status. Select the dental
plan your employer offers. All products may not be applicable to your employer group. Please check with your Group
Administrator.

Section 2: Subscriber's Information

This section should be completed by the Subscriber.

**We are required to ask for your soclal security number in order to meet our reporting obligations under the Affordable
Care Act.

* There is additional information needed if eligible for Medicare due to ESRD. Please contact your Group Administrator for
the appropriate form,

Section 3: Please indicate the reason for this enroliment or change

Select the box(es) that describe(s) the reason for this enrollment or change regarding health insurance coverage and
include the date of the event, An event Is a specific occurrence, due to change in status, marriage, divorce, birth or
adoption, group's anniversary date, or rate change. Your request must be received within 30 days of the event date.
Please see your Group Administrator for events that fall outside the 30-day period. If New Hire, Open Enroliment,
Add/Remove Dependent or Loss of Coverage, you must also check coverage type and persons to be covered, and
complete the Dependent Information section.

You may be required to provide documentation of certain events,

Section 4: If canceling coverage, who are you canceling coverage for?
If you are canceling coverage, select who you are canceling coverage for and enter the date the coverage is to be
canceled, List each applicable dependent to be canceled. Then select your reason for canceling.

Section 5: Information about who you would like coverage for
Please include information about all the people who you would like coverage for,
Use an additional application if more than four people need coverage.
If your dependents are Medicare eligible, complete the questions regarding Medicare coverage.
Qualified guidelines for coverage include:
» A legal spouse/domestic partner (An ex-spouse no longer qualifies as of the date court documents are stamped
and filed with the court)
* Must be under the eligible child age for your employer group including natural, adopted or stepchild(ren)
« Child(ren) Only coverage Is avallable for children up to age 26 or 29 depending on the employer group coverage.
» There are additional eligibility requirements for dependents pending adoption, for which you are the legal
guardian, and/or a handicapped or disabled dependent who is over the dependent age. Please contact your Group
Administrator for the appropriate form.
**We are required to ask for your social security number in order to meet our reporting obligations under the Affordable
Care Act.
* There is additional information needed if eligible for Medicare due to ESRD. Please contact your Group Administrator for
the appropriate form.

Section 6: Other coverage information (Required)
Please indude accurate information in this section. This could affect the processing of your application and/or claims.

Section 7: Release
Subscriber signature and date are required in this section. The subscriber must sign the application prior to or within 30
days of the effective date or qualifying event date.

APP-350 (0417) €



'

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Excellus BCBS: SimplyBlue Plus Bronze 4 Coverage Period: 01/01/2019 - 12/31/2019

A nonprofil independent licensee of the BlueCross BlueShield Association Coverage for: Family | Plan Type: PPO
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you __qiwe:!..:__nuhul:to_._:gz_ag.?-sg _

health care services. NOTE: Information about the cost of this plan {cafled the premium) will be provided separately.
This is only a summary. For more information about your coverage, o to et a copy of the complete terms of coverage, call 1-800-499-1275 or visit Our website at www.excellusbcbs.com. For

general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at

WWW.C 16.:m5.9 ¥ OF www.healtheare.gov/sbe-glossary or call 1-800-499-1275 to request a copy.

Important Questions’ %

What is the overall deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles for

What is the out-of-podket limit
for this plan?

What is not induded in the out-
of-pocket limit?

Will you pay less if you use a
network provider?

3«....qu8§~
specialist?

In-Network: 6,550 Individual/ $13,100
Family; Out-of-Network: $7,500 Individual/
415,000 Family

Yes, Preventive Care

No

In-Network: $6,550 Individual/$13,100
Family; Out-of-Network: §7,500 Individual/
$15,000 Family

Costs for premiums, balance hilling charges,
and health care this plan doesn't cover.

Yes. See www.exceliushcbs.com or call
1-800-499-1275 for a list of network
providers,

No

78124NY1000169-00 1336578-1 1ofS



Allco IE and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

TR — 11]141...._.1: .J..111.1.|1!l.i...1 J_.Il.{lﬂ I-..f
b g iy .W e il [ wr?.r.{:!.i

) e i e ek - i

Primary care visit to treat an 5_5 or

illness
Spedalist visit No Charge
If you visit a health care Adult _v_is._“ z.._ Charge
providey’s office or dinic ) ) Adult Immunizations: No
immunization Charge
Well Child Visit: No Charge
Deductible does not apply
X-Ray: No Charge
Diagnostic test (x-ray, blood work) Blood Work: No Charge
Ifyou havea test lmaging (CT/PET scans, MRIS) No Charge
fyou need drugs totreat  Tier 1 (Generic drugs) No Charge
yourifiness or condition 1.\ ipreferred brand drugs NoCha
More information about A %) "¢
iption d
is available at Tier 3 (Non-preferred brand drugs) ~ No Charge
www.excellusbebs.com
Facility fee (.., ambulatory surgery
=§ —-ﬁg égn nﬁ—__noﬁ._ zo ﬁ—_man
surgery Physician/surgeon fees Ne Charge
Emergency room care No Charge
Hf you need immediate . X No Charge
medical attention
Urgent care No Charge
Fadility fee (e.g., hospital room} Ne Charge
If you have a hospital stay Physidian/surgeon fees No Charge
if you need mental health, Outpatient services No Charge
behavioral health, or . )
substance abuse services Inpatient services No Charge

No Charge

Adult Physical: No Chasge
Adult Immunizations: No Charge
Well Child Visit; No Charge

X-Ray: No Charge
Blood Work: No Charge

o Charge
Not Covered
Naot Covered

Not Covered

No Charge
No Charge
No Charge
No Charge
No Charge
No Charge
o Charge
No Charge
No Charge

* For more information about limitatiens and exceptions, see plan or policy document at www.excellusbcbs.com

You may have to pay for services that aren't preventive. Ask
your provider if the services needed are preventive, Then
chedk what your plan will pay for.

1 Exam per contract year

None

Covers up to a 30-day supply {retail prescription); 90-day
supply {mail order prescription)

Preauthorization required. If you don't get a
preauthorization, you must pay the entire cost and submit a
claim to us for reimbursement.

None

None

None

None

None

None

20f5



Cost m_s:__m n_aa not %n_« _"2 m fve Es&
Maternity care may include tests and services described
elsewhere in the SBC (i.e. ultrasound.). Depending on the

ze Qsam

Childbirth/delivery professional No Charge No Charge

if you are pregnant services type of services, a copayment, coinsurance, or deductibe
may apply.
Childbirth/delivery facility services Mo Charge No Charge None
Home health care No Charge No Charge 40 Visits per contract year limit
Rehabilitation services No (harge No Charge 60 Visits per condition per plan year limit
Hyou need belp recovering Habilitation services No Charge No Charge 60 Visits per condition per plan year limit
ot have other spedal Skilled nursing care No Charge No Charge 200 Days per contract year limit
bealth mewds Durable medical equipment No Charge No Charge
Hospice services No Charge No Charge M““”“ﬁ”“.“”ﬂ“:amg limited to 5 Visits per year
Children's eye exam No Charge No Charge 1 Exam per plan year
Wyour child needs dental Children’s glasses No Charge No Charge 1 Pair per plan year
e Children’s dental check-up No Charge No Charge Nane

Excduded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan doasment for more information and a list of any other excluded services.)}

¢ Acupuncture ®  Cosmetic surgery ¢ Dental care (Adult)

®  Long-term care ®  Non-emergency care when traveling outside the U.S. ®  Private-duty nursing

®  Routine foot care *  Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)

e Abortion o Bariatric surgery o  (Chiropractic care

o Hearing aids o Infertility treatment o Routine eye care (Adult)

* For more information ahout limitations and exceptions, see plan or policy document at www.excellushcbs.com 30fS



Your Rights to Continue Coverage: These are agenies that can help if you want to continue your coverage afier it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too, indluding buying individual insurance coverage through
the Health insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agendies that can help if you have a complaint against your plan for a denial of a claim. This complaint i called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical daim. Your plan documents also provide complete information to submit a daim, appeal, or a grievance for any reason
to your plan. For more information about your rights, this notice, or assistance, contact: the phone number on Your D card or www.excellushebs.com; Department of Labor’s Emplayee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; New York State Department of Finandial Services Consumer Assistance Unit at 1-800-342-3736 or www,dfs.ny.qov.
Additionafly, a consumer assistance program can help you file your appeal. Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or www.communityheaithadvocates.org.
Alist of states with Consumer Assistance Programs is available at: www.dol.gov/ebsa/healthreform and www.cms.gov/CCHO/Resources/Consumer-Assistance-Grants.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, youll have to make a payment when you file your tax return unless you qualify for an exemption from the requirement that you have health
coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see exarnples of how this plan might cover costs for o sample medical situation, see the next section.

* For more information about limitations and exceptions, see plan or policy document at www.excellusbebs.com 4of§



About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care, Your actual costs will be different depending on the
actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and

excluded services under the plan. Use this information to compare the portion of costs you might pay under different heaith plans. Please note these coverage examples

are based on self-only coverage.

Peg is Having a Baby

{@montns of in-netvwork pre-natal care and a hospital delivery)

B The plan's overall deductible $6,550
B (Coinsurance 0%
B Hospital {facility) coinsurance 0%
®  Other colnsurance 0%
This EXAMPLE event indudes services like:
Spedialist office visits {prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivesy Facility Services
Diagnostic tests (uftrasounds and blood work)
Spedalist visit {anesthesia)
Total Example Cost $12,820
In this example, Peg would pay:
Cost Sharing

Deductibles $6,550
Copayments $0
Coinsurance 50

What isn't covered
Limits or excusions $60
The total Peg would pay is $6,610

The plan would be responsible for the other costs of these EXAMPLE covered services.

Managing Joe's type 2 Diabetes

@ The plan's overall deductible $6,550
8 Coinsurance 0%
B Hospital (facility) coinsurance 0%
8 other colnsurance %
This EXAMPLE event indudes services fike:

Primary care physician office visits {induding disease education)
Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (ghicose meter)

Total Example Cost $7,460
In this example, Joe would pay:
(ost Sharing
Deductibles $6,550
Copayments 30
Coinsurance 50
What isn't covered
Limits or exdusions $60
The total Joe would pay is $6,610

Mia‘s Simple Fracture

{n-natwork emergency room visii and fallow un care)

@ The plan's overall deductible
B Coinsurance

@  Hospital (facility) coinsurance

®  Other coinsurance

This EXAMPLE event indudes services like:
Emergency room care (induding medical supplies)
Diagnostic test {x-ray)

Durable medical equipment {crutches)
Rehabilitation services (physicol therapy)

Total Example Cost

In this example, Mia would pay:
Cost Sharing

Deductibles

Copayments

Coinsurance

What isn’t covered
Limits or exclusions
The total Mia would pay is

Sof5

$6,550

2 2 ¥

$1,970

$1,930
50
50

50
$1,930



165 Court Street
Excellus @ @ Rochester, NY 14647 ExcellusBCBS.com

Waiver of Group Coverage

Company Name:

Employee Name: Date of Birth:

Health Plan (Product) Effective Date: Average number of hours working weekly

I understand that I am eligible to participate in my employer’s group heaith insurance
coverage and that my employer is contributing the following amount to the health plan(s)
premium:

Product Name:

Monthly Contribution Dollar Amount:
Single $ Family $. Other (amount & tier) $ $

Product Name:

Monthly Contribution Dollar Amount:

Single$_____ Family $ Other (amount & tler) § $

Please Check All That Apply:

[ ] I waive my employer’s group health insurance coverage for myself and my dependents (if any).
[ ] 1 waive my employer's group dental insurance coverage for myself and my dependents (if any).
Reason for Walving Coverage - Please Check One:

{ ] Covered through spouse’s employer [ ] Covered through a parent’s employer

[ 1 Under 65 Retiree covered by previous employer’s insurance program

[ ] Cther Please spedfy:

Please Read and Sign Below:

In walving coverage, I understand that I and/or my dependents may enroll under this plan in the
future only as the result of certain qualifying conditions. For example,

- Within 30 days of involuntarily loss of other group coverage
- At the time of my employer's open enrollment,

Signature: The undersigned certifies that, to the best of my knowledge and beflef and under penality of
petjury, the information listed above Is true and complete.

Employee Signature: Date:

A nonprofit independent licensee of the Blue Cross Blue Sh eld Association Revised 1.2018



Simple IRA Instructions

Simple IRA Application:

1} Fill out Section 1 {Information about you)

2) Fill out Section 4 (Beneficiary Information)

3} Fill out Section 6 {Spousal Consent Signature) if applicable
4) Fill out Section 7 (Signature and Date)

Direct Account Form:

1} Fill out Sectlon 2 (Primary Account Holder)
2} Flll out Sectlon 4 {Sultability)
3) Fill out Section 5 (Additional Account Holders) if applicable
4) Fill out Section 7 (Account Agreement and Signature)
a. [Initial in 2 Spots
b. Print, Sign and Date

A copy of your drivers license is required with all applications
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- RO S RIERLT S Al (i des
& No. of Account Holdars; I {Oweners, Trustees cmourm. Agthorized Inciividuals, etc )
Non-QualiRed Accounts Qualified Accounts Entity Accounts
inawicusi Custodiak Traditonat 1a Trust:
Transter on Death: Duama Roth IRA Dunder Agreement
[Crao - indwidual Qurma [ratiover 1ma Under Wil
Clroo - joine Tenaots win rignes ~ [J529 tan Osee Corporation:
of Survivership [FlsmeLe Ell: Carporation
[ro0 - joink tenaars in Entirery [lira Benseiay Dsinuuon Account Corporavon
Joint: Estate: [ Joth 1o Benefcary Distioution ace, LI Pammerhip
Dlvenaits with Righes of Survivorship [Jadmsinisteator B::xm Plan [Juniacorporated Associasion
DTenamsm Common D&mar b)457 Plan ﬂnltul Llabilcy Campany
D) Tenants in Enticary Persanal Reprasentanve [Jpension pian € Corporation
uCcmmunky Property ign [Js corporarion
Other: American Funds Simple IRA

N

J

i .n,b'- ER Tyt e

ity f e B

Persaonal Information For Tenants n Common, indkate this holder's shere: —_—
Fad o e

FULL (RGAL NAME irst, Weddhe, Lasi] BATEOF OiTHmenddyy——  COUNTRY OF CREREHp—————
¥ BATPRORE T EVENING FHONE e SOUAL SECURITV RO, 7 AABAVOR 10 NO.
# v r

ThAlL T¥P% OF GOVERNMENT-RSUED D ID NUMBER

L) SNGLE/DIVDACEDAVIDOWED  NO OF DEFENDENTS: (v d &

[ MARRIzD STAVERGUNTAY OF D BSUANCE {0 EXPRUAHON BATE———————

LEGAL ADDRESS (Mo P.0. Boves); MAILING ADDRESS: [ Jscme o5 tegal Address

LWL 1 AGDRESE UNE |

ADDRESY LTNE 2 £S5 UNEZ

v STATE  ZiP/POSTAL CODE any STATE /POSTAL CODE

COONTHY COUNTRY

PWC - Naw Account Applicoton W ; ‘]HN‘N““ I {tofg

Rav 02018



PRIMARY ACCOUNT HOLDER (crnanuea)

i |Iam & control parsan or atfiflate or an:mmadiate famiy/mouseho d member

. et [ of a control parson or affliate of the a publicly ta Company under SEC
Eomplayment status: [empioyes Emptoyea Cnedred Rule 144 ths woukd nchude, but s ot imuted 13,2 divectar, 10% shareholder,

policy.maker officer, and members of the board of directors)h.
FRETRED SR NDT EMFLOYED PROVIDE SOURCE OF INCOME

OCTUFATION CQOMPANY NAME COMPANY SYMBOL/CUSIP

St. PQauly's Tectile
NAM

DI am sifigmed wich or employed by,  stock exchange, or a membet firm of an

Farmington NY 14425 exchange or Fnanciat Industry Regu'atory Authondy (FINRAL of amunicinal
v — STATE ZIF7POSTAL CODE securives dealer (Fyes, previde name of Mamber Fien.
MEBER FINM FAME
[ am asenter foreign politicat figure-or a famdy member of clese relative of 3
senfar forelgn politicat figura.
(] P T TR U Y PP
UMM, Sl B ER e e, L e B

COUNTRY OF ORGANIZATION DATE OF INCEPTION (Reavwved for Truatst

TAXPAYOR 1O NG, ENTITY 1D DOCUMENT linusr Document, Carporole Retonnan, ¢ic )

LEGAL ADDRESS (0 A0 doren) MAILING AODRESS:  [TJscme o5 tegotagress

ADDRESS LING 1 ADDRESSUNE T

JDOREELUNE S ADDAESS UNEZ

T STATE ZIPPOSTALCODE  QTY STATE ~FFPOSTAL CO08
COUNTRY COUNTRY

AR L S B Fadaibironen . i ety
Financial Position

Do not include primary residence, personal possessions, housshold goods, primary vehides, or non-appralsed collectibles 1n
Estimated Not Worth. All values should he Joint for married couples. Spedial expenses indude p!amd, onetime capital
expenditures such s a new car, homa improvements, education expenses, etc.

Estimated Net Worth: L Federal Tax Brackat

Annval Household Income:  $om Clrox - 15 [Ja3s. 35w
Investable 7 Liquid Assecs: T Oass- 20w Cover 35w
Annual Household Expenses: T
Account runum.s«mumumuum
Special Bxpenses (assecaporeciaton [Chegatnosurance seriemen:
D none known st chis time [Jsusiness revenve leate of assats
Oo-2years N [Jinher tance Jsaving trom sarmings
{13 syears — e {rranster d
[J6- 10years S
Descripion,
W - New Attoirnt Appication :Eﬁrﬂ}k;FlNEC_t.\: — s

Rev 072010



invastment Proflia

Please rank your Investment Pu se{s) 2nd Investmenc Objectiveis) for this account in order of impartance (#1 being the highest),
Please ifmic ghqe number of chal:re': for ¢ach tothree {i.e, dubj:ot number each and every avallable purpase or ohiectiva).

lovpstment Purpase: Bisk Yolerance pekct oner loxestment Ohjecrivey: Inyestment Yime Hoeizop refec ons.

Sowe for education Consarvativa —— Presenvation of capital (Under 5 years)
E Save for reuremant Moderately Gangervative — income Intermediate (S- 10 years)
~— Save for shoctaurm goalts) Modarate — g;:z:wmmm Long (Over 10 years)
—— Generate income — on Combination -
e sty Modarately Aggressive "~ Trading profis Q (slease spocin
T Wanerspeciuion Comtion s S s
e Othr
Investment Product Knowledge
Check either Nonw, Limited, Good, or Extansive, based on your knowledga of the
following:

None Limiced Good Extensive

o3 ] O 0 0
Bands O n O 0
Stods 0 ] ) 3]
Options 0 | ] ]
ars | 0 0 |
Matusl Funds (1 ] 0 N
Fixed Antwitles u| N n n
Indexed Annuities |:| D D D
Variable Anniattics n ] | 1
Pixed Uifa insuranca i1 n I3 0
Variablz Life Insurance ] 0 O IJ
Aliernotive bvestments (REIT's, BOCS, O 12 Gas, Royalties, Limited Porinerships) il n 1 |

Investments/Assets Held Away

Provide tatal value of livestments/agsets held away from ).W. Cole Financlal and approximate dollar amounts for each category.
Please inciude IRA/ROTH IRA funds under the investment types they are heid In, v

Checidng/Savings $ Fixed Annuitlas L T
Certificates of Deposit 5 Induxed Annuites —
Mongy Markets e Varisble Anoukles e
Stocks/ETFs S CashVaiveofllfaiswance S
Mutaf Funds T &0Y{k) or other pension —

Othar (spacify) $
Yotal doffar amount of Investment/Assets Held Avway S

Zagt :.‘_',F;_.’."’Ei._q:. - -
\%whlia KINANCIAL 75

JWC Rew Account Appication
Rev 082080




Use thiz sectlon to provide personal information on ary additionat individuals
authorized individuat, custodlan, administrator, addivlonal trustee, additional partner, participant, or 529 Plan Beneficiary).

Personal Information

e i - 8

assaciated with this account {such as a Joint owner,

For Tenants in Common indwcate this holder's shar® e %

FULL LEGAL NAME writ, Middm. Last)
DAY PHONE EVENING PHONE
EMAL

NG E/DIVORCEQYWIDOWED  NO. OF DEPENDENTS:
MARRIED

LEGAL ADDRESS (Na P.O. Boxesy:

ADDRESS LINE 1

BORESUNE 2

o STATE  ZIP/POSTAL CODE
TOUNTRY

Employer Information and Affiliations

BATEOF BIRTH tmniddiyyyy) OOty OF CTZERsH

SOCIAL TY NO. / TALPA! ND,
TVPE OF GOVERNMENT-RSUED TG IO RUMBER
STATEICOUNTRY OF IDCBUANCE  IDEWPHAYEONOATE

MAILING ADDRESS:  [Some as tegol Aduress

ADGRESS UNE 1
ADORESS LINE 7
112 STATE

ZP/POSTAL CODE

COUNTRY

employment Statu [ Jemployed [ INot Employed  [JReticed

IF RETIRED OR NOT EMPLOYED, PROVIDE INCOME SOURCE

DCCUPATION

EMPLOYER NAME

amv ~ SIATE . 2W/PD5TALCODE
IWE - Mew Agcount Apobcation

EJcheck this bon if you are a contint parson or atfilate of an Immadate
family/mousehold member of a control person or afiiste of a pubikly
traded Company under SEC Made 144 (this would include, butis not bruted
10, 3 directar, 10% shareholder, paficy-maker officer, and members ofiha
voird of divectors). If yes, provide rame of company.

COMPANY NAME TOMPANY SYMBOLICUSTP

[checkvnisbaxifyou are atfifiated with, or emp ayed by, astock axchange,
or a member frm of an exchange or Fnancial Industry Regulatory
Authoriry (FINRA), or 2 inunitipal sacurk o< dealer, If yes, provide name
af Membar firm

WENBERTIRM NAME

[[71am & sentor foreign paltical figure, or a family member or cdlose retalive
of a senlor foraign politteal figure,

L
| Jdofo

R, 0522018
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s apTedmunt LT
agreement, the parties agree as follows:
(almumulomsmmmnemenmwm&thh
¢ml-dumm¢ﬁ¢uwamlbnuq.mepluprmdwbymewomu
arbitration forum Inwhich a daim s fited,

18} Arb ravon awards sra generally fral ang binding: a party's ablity 10 have 3
€Ot everse of moddy an arbitration award is very kmited,

{€) Tha sbudiy of the parties (o obtain documens, watnels statemants snd other
Slscovery s fanerally mare Emwed in o:bitraton than i cour proceedings,

(D) The arbitracons 4o not have to exploin the (easonis) lor et awarg dnlzst, m
an digib'a eate, o ol requent far an axplained decision Mg been Submined by
i parnas ta the pane) ag faast 20 days prior 18 Lha fir szhaduled heacing date.

(€} The panel of arbivators will rpicatly incude mingdty of srbitrators wha were
or e allikated with the seoumiies industey,

UF) The tules of some a-biiration fanums may Impase time Amits for beinglag 2
dalmin nmmumuusucu&nmnumwmuwwmqu
Brought i court.

{03 The rules of the prbitration facum iy which the cliim i Med, and sny
armendmant tharets, skatl be incarpermied lato this greermenl

P s e

e SN L

Controveryies that may aeise betwaen us fieckidiag, but not Emited Lo X
LOCETINg dny acCount order of transaction, o the contiaualion, performance,
{maIprewauen of beeach of this or any othar agreement bistwews us, whether entered
mwmm.onorlfurwdalrlﬂummllapuﬁlﬂnlhﬁ(mm
by arbiiration n actordance with tha rules dhen prevaling of the Ragnas! Ind.suy
Regulstory Authorky (FINRA} 33 1 may Setignate. i [ do nor nooly yaw tn writng &1 my
dusignation withia five (5) days aher t rcsive from you avntten dumand for aebliirat on,
then ! authos TR y2u (D make such designation o0 my behall, | understand Nt pdgretnl
UPOR oy aebatration sward may be enterad In any coury of ompeten) furtsdicdon,

Heptrson shalliing 3 putative or eertifiad class action (o arbuerahion, ior saek 1o enforee
ny Pre-Dizpule Arhitration Agrecment Jpa NS dy peron who hus inikizted in court a
Pltiuve 0353 2chon, or who i3 2 member of & pulatees dats action who has et opted
wcolmdmmmmwwdmmmmd by the pulative class action
UnbE: 0 the Dass carditeation is denled; or 0A.the class is deceruBed; o 0] the cusiomar
I3 excluded from the class by the courL Such forbearance 10 enfoiee an Spreemant 1o
orbwrata shall not consyitute & waiver of sty rights under this agreament except 1o the
cxient sated herain,

- 5 - B AT )
i aln g
ST GRS

¢ e e, | hBVE ceteived 3 copy of LW, Cole Financlals $rivacy Palicy and the Business Continulty Plan. | understand tha cantent of each
document and have had my questions answersd by my | W. Cole Fnanclal Representabve

’b_............ 1 harvo received ol related prospectusis) for each individual Investmant that | have chosen, which describes nsk facuors, fees ond
surrender charges that may apply. In agdiion, | understand that llInvestmens bound by this agreement ara subject to market Auctuation, Investment risk

and possible loss of principal,

ACCOUNT AGREEMENT

I have recaived LW, Cole's Cuttomaer (dentification Program nofice end undarstand that Lo fielp the governmant fight the funding of tecrorism ang mmonay
lsundering activitles, federal law requires LW. Cote 1o obtaln, verify, and record ‘niormation that identifies pach persan whg opans an account,

| have verified the sccount infermadan within and Tequest ) W, Colo Financisl 1o open the Account In the namels) sec forgh below ) understand that the
requestad account containg # Pre-Dispute Arbitrat on Agreament stated above, I have read and underszond the fecrms 3nd conditions that will govern my
account and agree to be bound by them as cusrenty in effect ond as smended from thme to time.,

ACCOUNT HGLDER NAME (PRINT)

ACCOUNT HOLDER SICNATURE DATE
Roben Barley, Ir.

FANANGIAL AD&EOR NAME (PRINT)

ANANCIAL ADVISOR SIGNATURE DATE

CO-ACCOUNT HOLDER NAME {PAINT)

o HOLDER SIGNA OATZ

REGISTEREO PRNC PAL NAME (PRINT)

REGISTERED PRINCIFAL SIGNATURE OATE
BINANG 141 ] —

] | 5of9



AMERICAN
FUNDS*

From Caplod Gronsy

1‘._'0 e afele] i ilede

St, Pauly's Textile Joseph Howlett

SIMPLE IRA
Application

s -

) en.

Nams of company Emgloyer conlach

Company addrass Cliy
Chack A or 8,

A, D Kew plan {nust be eccompanisd by a copy of the empioyer’s complaled and signed SIMPLE IRA Aduation Agreement)

8. [X] Existing plan (provide Plan ID for reforancs)

information about you

Impartant; Thiz seation must e compleied, and the applcatioh muat be signed in Seclion T bafore sn account can be sstabllshed

Paase lype or prind closrly.

- = = = ( ) Exl

SEN of SIMPLE IRA ownar Date of birth fmmvedtyyyy) Caytima shone
Fotname ) Lon Counlry of cliaerahip of SIMPLE IRA owner
Residents ackirass (physcal addrean reqedred — 0t P.0, borao) Cly S8 p
Emsl oddress’
Mating soress (1 Gifferent from residence podrems) oty Siste 2P

* Your privacy is imporiant to us, For information on our privacy policies. valt www.amoricafunds.com,

aﬁmﬂﬁ“—ﬁr incliznd Sz oree Contor
EMEN . Amaricon Funds Servica Company
e Lt PO. Bax 8164
Eteerile tndisnopoks, I 46206 4144
i %}Wﬁ 2 ] Oveenight mal acdrass
*I'.-;,#. '[l-"'ll-ﬁf:“’ 4 12711 N Maridian 5t
c_'.j:ﬁ_.‘. oL e Carmal, IN 46032 7181
Rl | Fax(886)421-431

Virginla Servico Canter

Amarlcan Funds Sarvice Company
P.O. Box 2560
Norfolk, VA 23501-2560

Cvemight mail address
5300 Robin Hood Rd.
Norfolk, VA 23513.2430

Fax (886} 421-43N

1f you have questions or require mora information, contact your financial advisor or call American Funds Servico Company at{800) 421-4228,

3ol16



AMERICAN

FUNDS" SIMPLE i_RA

i oo Application
Financial advisor

This section must bo fitiad out complotaly by a finsncial odwizor,

Wa suthorize Amasican Funds Service Company (AFS) 1o act as our agent for this account and agree to nollfy AFS of pucchases made under
a8 Sigtamant of intenlion or Rights of Accumulailon.

Robert Bartey, Jr. RBJ (585)427-0850 ,,
Namels) of advisor(s} Advisooem IO Aunaer  Birmch number Dyl phooe
3445 Winton Place Suite 117 Rochesler NY 14623
Bronch agdress Ciy Sum  ZIP
JW Cole Financal X
Namg of broker-dsaler Am (sa R appoars on tha Soling Group Agreamant) Signature of psraon autherizod fo sign for tho broker-desler
Investment instructions

For 8 quick gukis io fund games, numbers, minimums and shere class rasinciions, go fo www.americaniunds.com/ifundguide. H you do nol seiect a
shorn cinas, this invastreant will ba placed in Class A theras.

A. Seloctashoroclass: [ ]ClassA OR  [X]Ctass C (Certaln Class C share funds hava restriclions.)
B, Provids Invostment Instructlons:

D Invast my coninbution{s} i the American Funds Target Dale Reliramant Series® For a bst of large! date funds,
go io www.omerleanfunds.comifundgulds.

American Funds Tasget Date Relirement Fund
OR
[X] tnvest my contribution as Insucted betow,
Fund name o¢ number Percentags”
{whols pareuniagn only)
American Balanted 100,;
%
A
e
‘o
100
Total e %

*Tha parceniagn you alact must squal the minamum of $25 par imd tor payroll deduction plians,
Hotas: * To makn changes to your jund sefections andior percentage sfiocations T the fulure, plaase notify your emplayer.
+ To rebslance funds or sei up an automalle exchange plan, visd our webslis al www.amaricanfunds.com.
+ To add bank niormallon for fulure redempl:on requaes!s, includa a compieled Add/Updala Bank Information form,
* The $10 selup fae wil be deducted from your account,

foul 1y



AMERICAN
e Gl e Application
Beneficiary designation

Al glafnd parcentagos must bo whols parceniapas (o . 33%. N1 33 3%). it the porcontagos do nol add up to 100%, each benaliclery’s sharo wii

be basad proportfonisly on iha stated percantagas When & paicentage is nol indicated, the henaficlaries’ sharas wil be divided equally.
Selecl A {or tha Custod al Agrasmant defanll, For ather benefictary dasignalion aptions, select B. if ne option fs solacled, the Custodial
Agreemeni dafaull will apply.

A D { olact the Custodial Agreemant defauft: According lo the ferms of the Custedial Agreemaent, yaur default beneficlary wil be
your spouse. [n the event you have no spouse, your beneficiary{ias) wii be your children equally. (€ any child does not survive you,
ths deconsed chi'd’s share will go to hig or har chidren {your grendchildeen) or, il none, the surviving children equally, if no chiidren
or grandchildren surviva you, your beneficlary whl be your eslata

= Procaed fo Sectlon 3.
oR

8. E‘] I designate the following benefictary(ies): Your spouse may naed to sign in Section 6. if you wish to custemiza your designation
or need mors space, atiach a saperals page.

Primary Beneflclary{los): If any designatad Primary Benoficiary{les) dlss batara | do, thal beneflciary’s share wil be divided
proporionaialy among Ihe surviving Primary Baneficiarias,

1 D D E_.. D *a
Naroe {prin) Spoute  Monspouse  Trust  Othor  Dato of blrth (meniddiyyyy)
Address City Stale b1 SN

2 g 0O O d %
Nama (priot) Spouss MNanspousa Trust  Other  Oats ol bicth fmrviedyyyy)
Adoress Chy Stts 7P F7 )

Contingent Beneficlary{les): (To dasignats a Contingent Benafictary, 8 Primary Beneficlary must bs namad) If o Primary Baneficlary
survives me, pay my benaliis to Lhs following Contingent Benaficlary(les). If any designated Contingent Geneficlary(lss) dies balore | do,
that benaficiary’s share will be divided proportionalaly among the surviving Contingent Benafictanies.

1. O O 0O O %
Name (pr.af) Spouse  Nonspouss Tnst  Other  Dale of birth imnyddlyyyy)
Adorges Ciy Slate P SSN
O 0O 0 0O %
Hame (prnt) Spouse  Memapouse  Tmst  Other  Onta of binsh meviddfyyyy)

Tddiess iy Swle . TP 530

Lt
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e SIMPLE IRA
FanCpulGus Application

5 Decline telephone and wabsite exchange and/or redemption privileges {optional)

Tolaphons and waebsita exchange and redemption privilages will sutematically ba enablad on your account unlass you decline balow,
Yo decline these priviloges, read the Individunl statements and cheok ths opplicable box{es).

Nota: if ekthar option Is daclined, ne one assaciated with this account, inciuding your financial adviser, will be abla to request sxchangss
of rademplions by talephone or via (he website Requesis would need lo be submilied in wriling,

Exchanges: | 00O NOT wani the option of using lhe telephona and websils exchange privilege. D
Redemptions: § DO NOT want the option of using the lelephone and wabsile redemption priviiage. D

Spousal cansent to beneficiary designation — if required

if you sre marriad 10 g IRA owner and he or she designuted o Primary Benaticiarylles) other than you, pleose consuit your financial sdvisor shoud the
sivia-law and thx-faw implications of this banaliziery designation, including the need lor your cansent.

1 am the spouse of ihe IRA owner named in Saclion 1, and | expressly consent to the banaficlary{las) In Seciion 4 or altached.

X 1 i
tarva of spovso of IRA owner (prinl) Signanwe of spouse of LRA cwner Dale  (mmiodyyyy)

7 Your signature

1 haraby establish an American Funds SIMPLE IRA, appoint Capilal Bank and Trust Company™ {CBAT) as Custodlan and acknowiedge
that | havae recelvad, read and agme to the SIMPLE IRA Cusiodial Agresmant.

| have toad and agres 1o Lha terms of the curment prospaclus(es) of tha funds salacted in the investmaent instructions sacticn and consend
to the $10 setup faa and iha annual custodial fee (cumantly $10). 1 undarstand that any dividencs and capital galns will be rekwested fos
a'dmy fund seleciions.

| agres o tha conditlons of the telephone and websits exchangakedemption suthorization unless ) chaciced tha box{es) in Ssctian 5 and
agree lo indemnify and hold harmiess CBAT. eny of its affitates or mutuad funds managed by such sffiflaies; and each of their cespectiva
duaclors; officers; employees; and agents for any loss, expense or casl arising from such ingtruclions once the telephone and websile
exchange and rademplion privileges have been esfablished.

| cerlify, under penalty of perjury, thal my Soclal Secur ty number in this appilcatian Is correct. | authorize the regisierad representative
assigned [0 my actount fo have access 1o my sccount and 1o acl an my Yehalf w.th respect o my account. { designata tha beneficary{fes)
specifiad in ihic appEcation snd certify that. il | am mamied and have nol nemed my spouse as Primary Beneficiary, | have consulled my
atvisor about tha need for spousal consen.

lunderstand that 10 comply wilth fedesal regulations, information psavidad on ihis applcation will be used to varify my identily. For exampta,
my idenlily may he varifiad through the use of a databass mainlainad by a third party. I CBAT Is unabla to varlfy my Kentily, | understand
i may naed {o iake acilon, possibly inctuding clesing my account and redeaming (he shares st the current markat price, and that such action
may havae lax conssquences, including a tax panaity.

Should this eppication be signed elacironically, | acknow/edge and agran thal GBAT has prov-ded prior appraval for the efectronic signatura and
that such sleclronic s gnalure is valid evidence of my consent Lo be tegally bound by tvs application and such subsaquent terms as may govern
this appication. The elactronically stared copy of this application 8 consideted 10 be tha bua, complate, valid, authenllc and enforceable record of
the apptication, admiscbie in judicial or adrunstative proceetlings o Lhe same exiont as if the documents and records were criginglly generatad
and maintained n printed lorm. | agree not fo contesl the admissibdily or enforceatriily of the elactronically stored copy of this appiication,

X ! /
Signsture of SIMPLE IRA owner Dalo  (mmiddiyyyy}

For fax and maillng !nsﬁuctions. see- Ithe maps on page 3.

e ———— At e,

bef'é



Solstice Enrollment/Change Form o

Solstice
0. ]|
Effective Date (MM/DD/YYYY) e g
] / Office 1.877.760.2247

fax  954.370.1701

PLEASE MARK APPROPRIATE 80X Goup, sk o &« Erppores Kame

O3 Newenroliment [ Change of plan O Change of name O Waive Group Number

O Changeof address [ Change of dependents (O Reinstate Terminated employment

NOTE : PLEASE COMPLETE ALL INFORMATION

SOCIAL SECURITY # NAME (Last, First, Middle Initial) DATE OF BIRTH
- . (MM/DD/YYYY)
/ /
ADDRESS / CITY / STATE / Zip
DATE EMPLOYED TELEPHONE NUMBER GENDER EMAIL ADDRESS
/ / ( ) - O Female
SELECT YOUR PLAN (Refer to your Schedule of Benefits for plan details)
O Dental [ Vision [ Other (¥ multiple plan options have been offered, please write In plan selection below)
FAMILY INFORMATION
RELATIONSHIP | NAME SOCIAL SECURITY # SEX DATE OF BIRTH {CHECK ONE)
{Include fast name If diffarent} (MM/DD/YYYY)

SPOUSE .. =L . Owi_
CHILD - - B 4 . B b
CHILD - . 0 4 o B Conel
CHILD o B ; Y 8 o
CHILD = 2l ;o G hep

Please submit proof of handicapped status for over age dependents. | hereby apply for benefits for which | am eligible as either an employee
or association member. If contributions or fees are required, | authorize my employer to deduct such fees from my salary.

Any person who knowingly and with Intent to defraud any insurance company or other person files an application for
insurance or statement of dlaim containing any materially false information, or conceals for the purpose of misleading,
information concerning any fact material thereto, commits a fraudulent insurance act, which is a rime, and shall also be
subject to a divil penalty not to exceed five thousand dollars and the stated value of the daim for each such violation.

isnmadandacegtine | SIGNATURE DATE
provisions printed above / /

Solstice Health Insurance Company s a licensed Accident and Health Insurance Company under New York Insurance Law Section 1113(a)(3)
SHI-ENR-01-01-NY0914
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Solstice Vision Plan IC 4

In-Network Benefits Plan Design Options

Frequency - Once Every:

Eye Examination inclusive of Dilation {when professionally indicated)
Spectacie Lanses
Frame
Contact Lens Evaluation, Fitting & FollowsLp Care
Contact Lenses (in lleu of eyeglasses)
Copayments
Eye Examination
Spactache Lenses
Contact Lens Evaluation, Fitting & Follow-Up Care

Eyeglass Benefit - Frame Aversge Reuall Value
Non-Collection Frama Allowance (Retail): Up to $150
Davis Vision Frame Collection? {In lleu of Aliowance):

Fashlon fevel Up to 5125

Designer leve! Uptc 5175

Premier level Up to $225

Eyeglass Benafit - Spectacie Lensas Aversge Reta | Vi

Clear plastic singla-visien, Hned bifocal, trifocal or lenticular
lenses {any slze or Rx} e
Tinting of Plastlc Lenses $20
Scratch-Resistant Coating $25.640
Polycarbonate Lenses (Children ?/ Adults) $60-575
Utiravichet Coating $25 $30
Anti-Reflactive {AR) Coating {Standard/Premium/Ultra) $50-3125
Progressive Lenses {Standard / Premium / Ultra® ) $150-5300
Intermediate Vision Lenses $150-$175
High-Index Lenses $90-$150
Polarized Lenses $95-5110
Plastic Photosensitiva Lenses $95-$150

Scratch Protection Plan: Single Vision | Multifocal Lenses
Contact Lens Benefit (- lie of eyeglasses)

Non-Collaction Contact Lenses: Materlals Allowance
- Evaluation, Fitting & Follow-Up Care = Standard Lens Types

- Evaluation, Fitting & Follow-Up Care — Specialty Lens Types

Collection Contact Lenses * {in liew of Allowance): Materials

- Disposable

- Planned Replacamant: up to

- Evaluation, Fitting & Fallow-up Care

tedically Nacessary Contact Lenses {with prlor approval)
Materlals, Evaluation, Fitting & Follow-Up Care

4
Designer
12 Months
12 Manths
24 months
12 Months
12 Months

$10
$25
$25

Up to $130
Plus a 20% discount on any average '’

Included
Included
$25 capayment
Member Charges

Inc uded

Included
Incuded
$0or$30
$12
$35/%48/ $60
$50/590 /5140
$30
$55
575
$65
$20]$40

Up to $130
Plus a 15% discount on any overage'

Included

Up 10 $60 w th an additional 15% discount off any overage

4 boxes / multi-packs
2 boxes / multi-packs
Included

Included

Out-of-Network Reimbursement Schedule: up to

Eye Examination: $40

Single Vision Lenses: 540

Tiifota Lenses: $80

Elective Contact Lenses $1-

Frame: $50 BifociProgressive Lenses: $60 Lenticulas Larses: $100 Mecaly Mecessary €L $2.
Rates for New York Groups
Voluntary _Emplnver Paid
Employee Only $6.92 $5.88
Employes + Spouse $12.10 $10.29
Employee + Child{ren) $15.01 $13.76
Employe + Fomily $19.02 $16.17
' Addtional discounts not applicable st Walmart or Sam's Club locations
® Collection is availabie at most particl ¢ independent provider offices. Collection is subject to change. Collection i .+ i hoe of sebect tories and multed +: 31
} Polycarbonste lenses are d in full for dependent chiidren, monoculas patients and p with p o +f ©n diopters or greater.

* Category includes digital free-form progressive lensas.

One-year eyeglass breakage war

ranty included




Pre-Enrollment Summary for: St. Pauly Textile,
Inc.

Thank you for considering Allstate Benefits for your Supplemental Benefit needs. St. Pauly
Textile, Inc. has made this opportunity possible to enable you to add important benefits that
can protect you and your family from the financial hardships that often arise from the
unexpected events that happen in our lives.

These benefits:

¢ Are avai'able through the convenience of payroll deduction
¢ Are paid in addition to any other benefits you may have and are paid directly to you
Can be designed for Individuals, Spouses and Chi'dren
Are portable..meaning you can keep them even if you change jobs
Qualify for pre-tax deductions where allowed, thereby reducing your taxable income
Are available with Contingent Guaranteed issue (CGI) and asks only three questions for life and
health coverage’s.
© Are you actively at work 20+ hours a week?
© Have you been diagnosed with aids or any aids related iliness?
© In the last 6 months, have you been hospitalized, disabled or had outpatient surgery?

Voluntary Benefit Plan Summaries

v Term Life options up to $150,000

v Coverage for Spouse and Children available

v" Policles customized for your needs

v" Optional riders to enhance coverage include LTC {UL) Children’s Term and more

v Sample Rate for 20 yr Term Policy- Age 40 - non-smoker - $6.00/week prem.= $60,826 Death Benefit
Accident Insurance

v’ Cash benefits for ON or OFF Job Injuries...24/7

v Benefits paid for Hospitalization, ER, Medical Expenses, Specific Injury Benefits, Accidental Death
and Dismemberment Benefits, CT Scan and MRI, Surgery, Blood, Surgery, Prosthesis, Physical
Therapy, Burns, Skin Grafts and more

v" Sample Rate for “Basic Plan"...Individual- $2.40/week...Family- $6.30/week
Please to the uct brochures for o com description fimitations and exciusions

®* @ »

Life insurance

All Products underwritten by: Alistate Life Insurance Company of New York. This flyer is incomplete with:ut brochure AWD7091NY-2, AWD12580NY-1, AWD7795NY-1,
AWDESBSNY-3, AWD12662NY-1, AWDGBSINY-32 and ABI17443-WCNY which provide complete :'escriptions of the benefits, imitations ond exclusions



Employee Interest Form

Please complete the following so that we may provide you with information regarding some of
the most talked about voluntary insurance programs in the industry today! Whether you have
a high deductible or a traditional heaith insurance plan, these benefits may help with the
copays and your deductible!

O Allstate Accident Insurance - Emergency treatment, follow-up treatment, initial
hospitalization, hospital confinement, accidental death, physical therapy plus...much more

[ Allstate Life Insurance - Enables you to tailor coverage for your individual needs and
help provide financial security for your family members. Coverage is also extended to your
spouse and dependent children,

All plans are available to you with the convenience of payrol! deductions

Employee Name Phone

[0 Please contact me to set up a time to meet
[J Iam not interested
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St. Pauly Textile, Inc.
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Attendance Policy

1) Overview

All Employees at St. Pauly Textile Inc. are expected to be present for work, on time, every
day. Regular attendance and punctuality are important to keep your team and St. Pauly
Textile Inc. operating efficiently. Arriving late, being tardy, or absent causes disruptions and
negatively impacts the company. St. Pauly Textile Inc. utilizes a point system that is detailed
below.

2} Attendance Infractions

a) Absent with calls: 1 Point

b) Absent, no call: 2 Points

¢} Tardy: % Point

d) Early departure: 4 Point

e} Failure to clock-in or clock-out consistently over a week: % Point.

Employees are given a 5 minute grace period to clock-in on the scheduled start time.
Employees cannot clock-in more than 15 minutes before their scheduled start time.

If there is a problem clocking-in or clocking-out employees should inform management
immediately for a resolution,

All attendance infractions expire 6 months after the date the infraction took place.

A sick or vacation day will be used in place of an absent with a call. A sick or vacation
day will not be used for an absence without a call.

You will be considered absent with no call if you have not called in at least 30 minutes
before your shift begins. Calling in ahead of time gives the team time to adapt if you are
going to be absent,

3) Disciplinary Action for Attendance Infractions

a) 3 Points: Verbal warning



V7 =\

St. Pauly Textile, Inc.

N

b} 4 Points: Written warning
c) 5 Points: Meeting with manager and 1-3 day suspension
d} 6 Points: Employee is subject to termination

If an employee is absent from work for three or more days, evidence for excusing the
absence, such as a doctor’s note, must be provided.

If an employee is a no call or no show for three or more consecutive days it will be
considered job abandonment, or termination without notice.

Employees may request exceptions for work absences from management. These must
be approved on a case by case basis.

4) Excused Absences

a) Funerals

b) Jury Duty

c) Military Duty

d) Bereavement

e) Childbirth

f) FMLA absences

g) ADA absences

h) Medical Appointment

i} Unavoidable Emergencies

Documentation must be provided for all of the above to provide reason for absence
within 48 hours.

5) Good Attendance Benefits

An extra vacation day will be rewarded for every 6 consecutive months an employee
works without an attendance infraction.

Signature
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St. Pauly Textile, Inc.
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No Shopping Policy
St. Pauly Employee,

It is against company policy for team members to take donated items unless the
items were going to be thrown away. |F a team member does want to take a item,
they need to ask a manager before taking it. Stealing from the company may lead
to disciplinary action or termination.

Es contra la politica de la empresa para los miembros del equipo para tomar
articulos donados a menos que los articulos iban a ser desechados. $i un miembro
del equipo no quieren tomar un tema, tienen que pedir a un administrador antes
de tomarlo. Robar a la empresa puede dar lugar a una accién disciplinaria o
terminacién.

Employee Signature

Printed Name

Date

1067 Gateway Drive * Farmington, NY 14425 - 585.924-7941 - www. StPaulyTextile.com
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Drug Free Workplace

l, understand that St. Pauly Textile, Inc.
has a drug free workplace. | also understand that St. Pauly periodically has
random drug testing. If | test positive for drug use, | may lose my job immediately.

Employee Name

Employee Signature

Date

1067 Gateway Drive - Farmington, NY 14425 - 585-924-7941 - www.StPaulyTextile.com
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St. Pauly Textile Cyber Security Policy

Our company cyber security policy outlines our guidelines and provisions for preserving the security of
our data and technology infrastructure.

This policy applies to all our empioyees, contractors and anyone who has permanent or temporary
access to our systems and hardware. Remote employees must follow all data encryption, protection
standards and settings, and ensure their private network is secure.

Confidential Data

Confidential data is secret and valuable. All employees are obliged to protect this data. Confidential data
includes, but is not limited to:

s Financial information
¢ Data of employees, customers, partners, and vendors
*  Customer lists (existing and prospective)

Protect Personal and Company Devices

When employees use their digital devices to access company emails or accounts, they introduce 3
potential security risk to company data. Employees should keep both their personal and com pany-issued
computer, tablet and/or cell phone secure. Ways to secure devices include, but are not limited to:

Keeping all devices password protected

Installing antivirus seftware

Ensuring devices are not exposed or left unattended

Installing security updates of browsers and systems as they become available
Log into company accounts and systems using secure and private networks

Keep Emails Safe

Emails often host scams and malicious software. To avoid virus infection or data theft, we instruct
employees to:

Avoid opening attachments and clicking on links when the content is not adequately explained
Be suspicious of clickbait titles (ie. Offering prizes, advice, etc.)

Check email and names of people you receive messages from to ensure they are legitimate
Laok for inconsistencies or give-aways (ie. Grammar mistakes, capital ietter, excessive number
of exclamation marks, etc.}

If an employee isn’t sure that an email is safe, they should delete it without opening.
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St. Pauly Textile Cyber Security Policy

Manage Passwords Properiy

Password leaks are dangerous since they can compromise the entire company infrastructure, Not only
should passwords be secure so they won't be easily hacked, they should also remain sacret. For this
reason, we advise our employeaes to:

Choose passwords that are strong and avoid information that can be easily guessed

Remember passwords instead of writing them down. If employees need to write their
passwords down, they are obliged to keep the paper or digital document confidential and
destroy it when their work is done

Exchange credentials only when absolutely necessary. Do not send passwords to people you do
not know or trust

Change passwords regularly

Additional Measures

To reduce the likelihcod of security breaches, we also instruct our employees to:

Turn off their screens and lock their devices when ‘eaving their desks

Report stolen or damaged equipment as soon as possible

Change all account passwords at once when a device 's stolen

Report a perceived threat or possible security weakness in company systems

Refrain from downloading suspicious, unauthorized or il'egal software on company equipment
Avoid accessing suspicious websites

( have read and understand the guidelines above. ! will follow all guidelines and implement any changes
that are necessary to be compliant with these guidelines.

Name

Date



