New Employee File Checklist
Employees please fill out name and Last Four of SSN and continue on to the rest of the packet.
A Lingo representative will fill out the rest of this form.

Employee Name: Last Four of SSN:

General Forms Authorized Employee Initials
Lingo Staffing Application

I-9 Form

Copyof D.L or LD

Copy of Birth Certificate

Copy of 8.5 Card

Form W-4 Rev.

Form VA-4 or Applicable State

Direct Deposit Form

Background Consent and Release Form
Drug Screen Reslults

Employee Policy Manual Acknowledgment

Mise. Form:

Authorized Employee Signature: Date:

L5-006-3/17



Form W-4 (2017)

Purpose. Complete Form W-4 so that your
employer can withhold the comect federal income
tax from your pay. Conslder completing & new Form
w—4m?:nrandud1myw or finandciai
shuation ©

Exemption from withhalding. If you amwnpt
monly lines 1,2, 3, 4, and 7 and

form to validate i, ‘r’aurmmﬁmiurzn m:plms

Fa::iw 1;05%1& Sea Pub. 505, Tax Withholding

an

Maote: If another person can claim you as a dependent
on his or her tax retumn, you can't clalm exsmption
from withholding If your total Income exceeds $1,050
and inciudes mare than $350 of uneamed Income {lor
axample, interest and dividends),

Exceptions. An be abile to claim
axamplion frmnwﬂrﬁnidngmllﬂm employes i
a dependent, if the employes:

* Is age 65 or older,
* I blind, or

= Will clalm adjustments to income; tax credits; or
itemized deductions, on his or her tax retum.

The exceplions don't apply to supplemental wages
greater than $1,000,000.

Basic instructions. If you aren't exempt, ato
tha Personal Allowances Worksheet balow. The
worksheets on page 2 further adjust your
withholding allowances bassd on Remized
deductions, certain credits, adjustments to income,
or two-samersmultipie jobs

Complete all worksheats that apply. Hurw.ynu
may chalm fewer {or zero) allowances, For regular
wages, withholding must be based on sllewances
you claimed and may not ba a flat amount or
percentage of wages.
Head of household. Generally, you can claim hesd
of household status on your lax retum rl
ynumummn and pay more than 505 of

-.Em ahmhr%mﬂwmr

or athar qualifying i
q amDBdu:Hmmd

Fllnghfurnut:n,

Tax credits. You umiajnepmjmt-ad tax credits inta
account in figuring your allowabla number of
withholding allowances. Credits for child or dependent
cars expansas and tha child tax credit may be claimed
Allowances Worksheet betow.

tha
mmmmm“m your other
ﬂ'ﬂdl‘l’.ﬁ-i‘l‘bﬂ 'Mﬂ'lhnldlngmv.‘-:m

MNonwage income. If {Iou have a large amount of
nunwm Incoma, suc Iﬂtﬂ'aat or dividends,
meking ents using Fomm
SIS Bk Tl el Ol
you you pension or
n“{nnma see Pub, 505 to find out !f]rw should
ad]ull WMIW on Form W-4 or W-4F.

Mmarmuﬁphjobmlfwuma
warking ﬁuuwmmmmn the
total number of allowances you are entitied to claim
on ﬂa’me waorksheets from only one Form
our oiding usualty will be most accurate
when all allowances are claimed on the Form W-4
tor the higheat ng job and zero allowances are
claimed an the rs. Sea Pub. 505 for datalls,

Monrasident alien, If you are & nonresident afien, sos
Notica 1302, E\.pphnﬂﬂa.! Form W-4 Instructions for
Nensesidant Aliens, before complating this form,

Check your withholding. After vour Form W4 takes
effect, use Pub, Sﬁin:u.:mhmnmlﬂmlam
Im‘u'rq 85 urﬂm[autﬂdm tax
for 2017, See Pub, SE‘ Jia your eamings
mwaad 130,000 tslngh] or:hau 000 (Married).

about any future
Ing wurrrlhun W
nn anm:nd after we rolazse it) mll bea posted

Personal Allowances Worksheet {Keep for your ramrﬂs]

A Enter "1" for yoursedf if no one else can claim you as a dependent .
= You're single and have only one job; or

B Enter *1"if: { = You're married, have only one job, and your spouse doesn't work; or
= Your wages from a second job or your spouse's wages (or the total of both) are $1,500 or less.
G  Enter "1" for your spouse. But, you may choose to enter "-0-" if you are married and have either a wuriung spouse of more

than one Job. (Entering “-0-" may help you avoid having too little tax withheld.) .

mTmo

Enter number of dependents (other than your spouse or yourself) you will claim on your tax retum . .
Enter "1" if you will file as head of household on your tax retum (see conditions under Head of household ah:wajl
Enter 1" i you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

b

TMmOO

]

(Mote: Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Creadit, for more information.
= If your total income will be less than $70,000 ($100,000 if married), enter "2 for each eligible child; then less “1* if you
have two to four eligible children or less “2" if you have five or more eligible children,
® If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter “1” for sach eliglble child. G

H  Add fnes A through G and enter total hare. (Mote: This may be different from the number of exemptions you claim on your tax retum.) B H
* If you plan to emize or claim adjustments to Income and want to reduce your withholding, see the Daductions

For accuracy, and Adjustmants Wo
complete all

worksheets eamings from all jobs
that apply.

on page 2.

'lI'f]muamshghmdhﬂammﬂmnunu]uhurmmﬂldmdﬂﬂtﬂdkﬂmbohﬁﬂandihammﬂnad
jobs excesd $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
d having too litthe tax withheld,

® IlI naither of the above situations applies, stop here and enter the number from fine H on line 5 of Farm W-4 balow.

Dapartmant of ths Traasury
Intemal Aevenus Service

wemasensca-c--- Separate here and give Form W-4 to your employer. Keap the top part for your records. -

Employee’s Withholding Allowance Certificate

B Whether you are antitied to claim a certaln number of allowances or sxemption from withhelding Is
subject to review by the IRS. Your employer may be required to send & copy of this form to the IRS.

OME Mo, 1545-0074

2017

our first name and middie initial

2 Your soclal security numbar

Home address (number and street or rural route)

3 [] single [ mamied [] Married, but withhold at higher Single rate.
Mote: nmmmmwmmhmmﬁmmkﬂu'ﬂwm

Clty or town, state, and ZIP code

4 [ your last nama differs from that shown on your soclal security card,
check here. You must call 1-800-772-1213 for a replacement card. B [

§  Total number of allowances you are claiming (from line H above or from the applicable workshest on page 2) 5
Additional amount, If any, you want withheld from each paycheck . . . .
7 | claim exemption from withholding for 2017, and | certify that | meet bath of the fullmng c:\undltbnns fur mmptlvcn
= Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
= This year | expect a refund of all federal Income tax withheld because | expect to have no tax llability,

=]

If you meet both conditions, write "Exempt” here .

. >[7]

Under penalties of perjury, | declare that | have examined this cerlificate and tn thn b-ast nl my knnwiadga and belief, it is true, corest, and complete.

Employee's signature
(This form is not valid unless you sign it) »

Date »

8 Empioyer's name and address (Empioyer: Complete ines 8 and 10 only If sending 1o the IRS,)

8 Office code foptional] | 10 Employer identification numbser (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2,

Cat. No. 102200

Form W-4 (2017)



1511004011
STATE OF GEORGIA EMPLOYEE'S WITHHDt:DlNG ALLOWANCE CERTIFICATE
1a. YOUR FULL NAME 1b. YOUR SOCIAL SECURITY NUMBER
2a. HOME ADDRESS (Number, Street, or Rural Route) 2b. CITY, STATE AND ZIP CODE

PLEASE READ INSTRUCTIONS ON REVERSE SIDE BEFORE COMPLETING LINES 3— &
3. MARITAL STATUS
{If you do not wish to claim an allowance, enter “0" in the brackets beside your marital status_)
A Single: Enter 0 or T cssiccsieies 1 4. DEPENDENT ALLOWAMNCES [
B. Marriad Filing Joint, both spouses working:
EnfarCiord  olrahiacaliliinemand 3
C. Married Filing Joint, one spouse working: 5. ADDITIONAL ALLOWANCES [1
ENBrDor T o2 coecamaisaianmiosed ] (worksheet below must be completed)
0. Married Filing Separale:
Enter Dor 1 e ccrrecmcesnsvss s essrsmsensnsna]. |

E. Head of Household: 6. ADDITIONAL WITHHOLDING 5
Baardror s EEEGHE ]

WORKSHEET FOR CALCULATING ADDITIONAL ALLOWANCES
(Must be completed in order to enter an amount on step 5)
1. COMPLETE THIS LINE ONLY IF USING STANDARD DEDUCTION:

Yourself: O Age 65 or over [ Blind

Spouse: O Age 65orover O Blind Mumber of boxes checked  x1300............... %
2. ADDITIONAL ALLOWANCES FOR DEDUCTIONS:
A. Federal Estimated lemized Deductions. ... s et e soeseseees e s g
B. Georgia Standard Deduction (enter one);  Single/Head of Household $2,300

Each Spouse $1,500 5

C. Subtract Ling B from LN A ..ot s as et s anns s nnssenssane s e s sessree s e e e eeeeses g
D. Allowable Deductions ta Federal Adjusted Gross INGOMIE .....ccui e ieeies s seessessessseese s ssresseessssstasssan, 3
E. Add the Amounts on LINESs 1, 20, 8N 2D oottt oo s s st a e s e s 5
F. Estimate of Taxable Income not Subject to Withholding .........coeiieeecveiieeeeeee e N o e 3
G. Subtract Line F from Line E (if Zero or 18588, S0P HErE). ... s e eeeenn. 5

H. Divide the Amount on Line G by $3,000. Enter total here and on Ling 5 above ........ccoeeiieineiesienns
(This is the maximum number of additional allowances you can claim. If the remainder is over $1,500 round up)

7. LETTER USED (Marital Status A, B, C, D, or E) TOTAL ALLOWAMNCES (Total of Lines 3 - 5)
(Employer: The letter indicates the tax tables in Employer's Tax Guide)

8. EXEMPT: (Do not complete Lines 3 - 7 if claiming exempt) Read the Line 8 instructions on page 2 before completing this section.
a} | elaim exemption from withholding because | incurred no Georgia income tax liability last year and | do not expect to

have a Georgia income tax liability this year. Check here O

b} | certify that | am not subject to Georgia withholding because | mest the conditions set forth under the Servicemembers

Civil Relief Act as amended by the Milltary Spouses Residency Rellef Act as provided on page 2. My state of residence is

. My spouse’s (servicemember) state of residence is . The states of residence

must be tha same to be exempt. Check here O

| certify under penalty of perjury that | am entitled to the number of withholding sllowances or the exemption from withholding status
claimed on this Form G-4. Also, | authorize my employer to deduct per pay period the additional amount listed above.

Employes’s Signature Date
e ——————

Employer: Complete Line 9 and mail entire form only if the employee claims over 14 allowances or exempt from withholding.

If necessary, mail form to: Georgia Department of Revenue, Withholding Tax Unit, P.O. Box 45432, Atlanta, GA 30359,

9. EMPLOYER'S NAME AND ADDRESS: EMPLOYER'S FEIN:

EMPLOYER'S WH#:

Do not accept forms claiming additional allowances unless the worksheet has been completed. Do not accept forms
claiming exempt If numbers are written on Lines 3 - 7. .




Lingo Staffing, Inc.
DIRECT DEPOSIT OF PAYROLL
AUTHORIZATION AGREEMENT

Employee Name: Last 4 of S8#:

While working for Lingo Staffing you have two choices to get paid:

1) Haveynmdlwkbhedneposimdintﬂmnmmcﬁngmsmm
2) HmwwmmkD&mDepnﬁwdiMoaUngusmfﬁngimdehbﬂCuh&rdﬁm.

Dutuﬂmfwtﬂmtmm:plumwurkmavmictyafsightsweDDNDTISSUEGRMA]LLIVECHECKE. By
hmring}nrnrdwchmrmﬂmo.ﬁtadynuuﬁlinwm-hnwtuwonynbommdingin]jnetnmhwmchuckorhaw
to deal with lost or stolen checks or funds.

P]nuﬂhnounnenfthtfnllowingbyiniﬂaﬁngthelppmprhﬁﬂm:

Iw:ntmy:ha:kﬂh‘eﬂnepmitedhhmulgn Global Cash Card Account:
(You will be issued nnA’IMr:ardm:!:mnunt#onmﬁmdayofwmtmdmdveanubit\ﬁsnwitﬁutwnwn&x)

Account #: Routing ABA#: 073972181 Bank Name: META Bank
Bank Address: Broadband Lane Sioyx Falls. SD 8

Imtmy&uknmmmhtummwnrhvhp Account:
(A deposit slip cannot be used.)

Checking: (Must include voided check or letter from bank)
Savings: (Must include letter from bank)

ACCOUNT NUMBER TRANSIT/ROUTING NUMBER

SBIGNATURE DATE
*rluumﬂhrrmmyhhwhzmhmﬂmddqwhuhnkmmm

L5-005-1/12



Lingo Staffing, Inc.

BACKGROUND CHECK
CONSENT AND RELEASE FORM

In connection with my application for employment (including contract for services), I understand that
mmﬁgaﬁwh&gumquuﬁmmmhmﬂemnmﬂngmwdfmddmgmmmmmww
mmmmmmmmm.mmmmmmmﬁmmy
&m,adﬂwﬂhm,gmwmmwmmmnfmmwm,
performance, and experience along with reasons for terminati of past employment from previous employers. I
hnvea:ighttomqumdisdonn-cufthcmeaudsmpenfthnrqmrt,whichﬁlwhﬁpmnalintuvimmdth
sources such as neighbors, friends, or associates.

apphunhmfmmploymmt. lundm-mndthatmﬁwrmfmalmnhmﬂ!nﬂmbndgmmdmwkwﬂ]qumhfy

Imhlﬁﬁm%gﬂmhmﬂhdmb&c@amﬂﬁmkﬁﬁmwﬁw.
I have read this form in full and understand and agree with the above statements and conditions of employment.

I authorize, without reservation, any party or agency contacted by this employer or its agent to furnish the above
mentioned information:

First Name: Middle: Last:
DOB**: Social Security Number: / !

Current Street Address:

City: State: Zip:
Drivers License Number; State:
Applicant’s Signature:

Prospective Employer:

LS-002-1/12



Lingo Staffing, Inc.

EMPLOYMENT/POST ACCIDENT DRUG TESTING
CONSENT AND RELEASE FORM

Ilinthcpnlicynfl.ingnStafﬁngthﬂaunnplommmmittundmgmhefomﬂ:e}'
begin employment. It is our policy that we drug test 100 percent of our employees on an
annual basis. Also, we drug test 50 percent of our employees randomly throughout each
calendar year, Please read the statement below. By signing you are stating that you
agree and will adhere to this policy.

Iﬁwlrmdmlmuﬁlymmmhnﬂmaﬁngosuﬁngmqm.mwddmgtmﬂ
part of my application for employment. I understand that either refusal to submit to the
dmgmorupuﬁﬁv#tmtmuhwiﬂdiﬂqmﬁfymeﬁmﬁrﬂ}umidﬂlﬁm

Iﬁmhnmﬂmldﬂlunpnnmmmmmmtnfmph)mmtﬁththemmpmy,lmy
bemquindtnmbmitmdrugminginmrdmwi&nﬁngnsmﬁng’aDmgFme
Worlplace policy. Imdmﬂthatmﬁua]tumbmittuﬂmappmwdﬁngnﬂmﬂing’s
drugMMInHWemmeetthenﬂnhnummaudndsmforth:mmymuhintha
: i a——
Inﬂmevﬂuﬂntﬂ}ndmgtusﬁnghhwmﬂdd:mgeﬂwmuhsmpﬂﬁﬁw:ﬂqmy
mpiomommlmdmhmdﬁaﬂﬁﬂheinmediatdydiﬂm

Iwmldlingusuﬁngshunmemmlhofmydmgmwiﬂlmmpmif
needed.

Inchmdedinttﬁnfum,iumnmﬁ:upoﬂmddmdmgmming, Failure to comply with
amqmﬁuwmngfmﬁngoSﬁfﬁngitgmduhhmn&indydim By
dwlﬁﬁngmmkethcrmtAuﬁmtDmgTeﬂqukanmpmaﬁmhmnﬁmM
be denied.

]hnwmdthiafominﬁ:ﬂmﬂﬂmhndmdmwi&hahovnwmd
conditions of employment.

Applicant Printed Name Last Four of Social Security Number

Applicant Signature Date

REMEMBER, IF YOU ARE INJURED ON THE JOB AND DO NOT
REPORT IT IMMEDIATELY, YOUR STATE’S WORKERS’ COMPENSATION
MAY NOT COVER THE ACCIDENT.

LS5-003-1/12



ACKNOWLEDGEMENT OF EMPLOYEE HANDBOOK

Employee’s Name

(Type or print)

This is to acknowledge that I have been provided with an opportunity to fully review the Lingo
Staffing Employee Handbook, which outlines the policies, and practices of Lingo Staffing (the
Company), referred to herein as the “Company.” I further acknowledge that T understand that the
Employee Handbook is always available for me to review on the Lingo Staffing webpage, as
well as a hardcopy of the handbook that is available in each branch office. I agree that I will
promptly read and familiarize myself with the information contained in this Handbook. 1
understand I must comply with its contents.

T'understand that the policies and procedures in this Handbook are not intended to be contractual
commitments or to create a contract of employment, but are merely descriptions of
recommended procedures to be followed and policies necessary for the safe and efficient
operation of the business. I further understand that with the exception of its policy of at-will
employment and those policies compelled by law, the Company reserves the sole right to revoke,
change or supplement its policies and guidelines at any time without notice. No policy is
intended as a guarantee that benefits or rights will continue.

I understand and agree that my employment is at will, which means that either I or the Company
may end the relationship at any time, for any legal reason, with or without cause, with or without
notice. No one except the President of the Company can enter into an agreement for
employment for a specified period of time, or make any agreement contrary to this policy of at-
will employment. Any such agreement must be in writing, and must be signed by both the
President and by me.

My signature below further signifies that I have carefully read this Acknowledgement of Receipt.
I agree to observe the policies set forth in the Handbook.

Employee’s Printed Name

Employee’s Signature

Date

Note to the employee: The original of this form will go into your personnel file and you will
Teceive a copy upon request.




REPORTING ON-THE-JOB INJURIES AND HAZARDOUS
WORKING CONDITIONS

Employee’s Name

(Type or print)
I understand and agree as follows:
1. Employees who are involved in a work-related accident or who sustain a work-related
injury or illness must inform their supervisor immediately. No matter how minor the accident,
injmy,urﬂhmmayappm,laguthaﬂshaﬂmpunimnmadintﬂy (Initials)
2. Failure to report an on-the-job accident or injury, as soon as reasonably practical, will
result in disciplinary action up to, and including, termination of my employment. (Initials)
3. Employees who violate safety standards, who cause hazardous or dangerous situations, or
who fail to report or, where appropriate, rcmed}rsunhm'tulﬁons,ma}rbusuhjmttudimipljnm
action. (Initials)

4. Faﬂumhmpoﬂmypotmﬁa]lyhmrduusmmn&mndiﬁuqshnﬂbegmmdsfm
disciplinary action, up to and including termination of my employment. (Initials)

Mysignmebduwm'gniﬁesﬂmlhwnweﬁmyrﬁdﬂmfwgoingmdlagrumobmwﬁe
policies set forth.

Employee’s Signature Date



ACKNOWLEDGEMENT QF NON-DISCRIMINATION AND ANTI-
HARASSMENT POLICY

Employee’s Name
(Type or print)

I understand and agree as follows:

1. Lingo Staffing, Inc. does not discriminate in employment opportunities or practices on
the basis of sex, gender, race, color, religion, national origin, creed, citizenship status, ancestry,
age, sexual orientation, marital status, pregnancy, cancer-related medical condition, mental and
physical disability (actual or perceived), veteran status or any other characteristic protected by
applicable law or local ordinance. T will fully comply with this policy. (Initials)

2. Lingo Staffing, Inc. is committed to complying fully with the federal Americans with
Dﬂbﬁﬁmhﬂmﬂhmmingquﬂwﬁmﬂymmh}mcmfmquaﬁﬁndmﬁm
disabilities. I'will fully comply with this policy. (Initials)

3. Lingo Staffing, Inc. strictly prohibits illegal or inappropriate discrimination or harassment
of any kind, including discrimination or harassment on the basis of sex, gender, race, color,
religion, national origin, creed, citizenship status, ancestry, age, sexual orientation, marital status,
pregnancy, medical condition, mental and physical disability (actual or perceived), veteran status
or any other characteristic protected by applicable law or local ordinance, It is the responsibility
nfea&hemployee,whuﬂlumncﬂﬁmployedmammmdsmymmmuiﬂmpmﬁy,m
conscientiously follow this policy in all of his or her daily work activities. (Initials)

4. It is the responsibility of each employee, including myself, to ensure that discrimination
or harassment on any of these bases does not occur within the workplace. If I believe that any
kindufﬂlegﬂmmnppmpﬁmdis:ﬂnﬁmﬁmmhmmmtismcmﬁngbymunpluyw,
vendor, client, or visitor, I am required to immediately report my concerns to the attention of my
supervisor, the Office Manager, or any officer of the Company. (Initials)

5. I have the assurance of Lingo Staffing, Inc. that no reprisals and/or retaliation will be
taken against me as the result of any complaint alleging discrimination or workplace harassment,
solongasthemmplnﬁnwasnotﬁledtnhadfaithorfmanimpmpnrpmposc. (Initials)

6. Imﬂnmmﬁatuagnimtmynﬂmmhyunfﬁngusmg,m.uamuhnfmy
complaint alleging unlawful discrimination and/or harassment. (Initials)

My signature below signifies that I have carefully read this Acknowledgement of Non-
Discrimination and Anti-Harassment Policy and I agree to observe the policies set forth,

Employee’s Signature Date



VSl 260100-LIN OFFICE USE ONLY LOCATION Rehire Date ____/___ /

ENROLLMENT FORM < ESC/MEC SP1DM v181
PRINT USING BLACK or BLUE INK (Must Be Filled Qut) Do you or any of your dependents receive
Name Home Phone medicare benefits?

i Yes D Mo, i Yes:
Social Security # | Date of Birth Sex Medicare Health Insurance Claim Number (HICMN)
o _ AN |

Address Apt. # Medicare Effective Date

Cr'ry | . Zi-p N State - Name of Covered Person(s):
; 1. 2.

C. LIMITED BENEFIT PLAN SELECTION Payroll Deducted Weekly Rates

You MUST enrcll in the Fixed Indemnity Medical Insurance Plan before écidfng any sdditional benefits in Section C.
Your coverage level for the additional benefits in Section C will be identical to your fixed indemnity medical plan selection.
This plan is underwritten by BCS Insurance Company.

NN | o | vson | reure | syome

Employee Only [ ] $22.76 $540 | $2.42 $0.60 $420
Employee +1 | | $46.18 $10.80 $4.92 $0.90
Employee + Family [ ] $61.67 $17.82 $6.56 $1.80

L) Noto AL genetis | [ Jves [Ino | [Ives [Ino | Clves CIno | Clves (e

t”-l-:his- :;vé.rage is.not éuait_able to resi.&t.e.ma.n‘f MNH, HI, cr. PR = FFD|5 not a';a‘airabfe E{J per.sons ;.;.rho waork in CA, HI, N, N‘;{, or Rl

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

Name Relationship

D REQUIRED DEFENDENT INFORMATION

MName ' Social Security # ' Date of Birth : Sex Relationship
: rod : E [_ISpouse[ ] Child[_]Domestic Partner
Name Social Security # Date of Birth I Sex Relationship

ro I [ |Spouse | ChinE] Domestic Partner

AT Social Security # 'Date of Bith ' Sex _ Relationship
| Lo (MI[F] [spouse [ Jchild[ ] Domestic Partner

1

E. OPTIONAL MIEC WELLNESS/PREVENTIVE BENEFIT SELECTION 82601000-M-LIN Monthly Rates

Enrolling in the Optional MEC Wellness/Preventive Benefit may DISQUALIFY vou from receiving a subsidy from the health
insurance exchange. This plan satisfies the federal healthcare reform Individual Mandate. This is an offer of ACA compliant
coverage and by purchasing this plan, you will not be taxed for failing to purchase insurance required by the Affordable Care Act.
The MEC Wellness/Preventive Benefit is NOT underwritten by BCS Insurance Company. It is a benefit offered and provided by your
employer. Rates for the MEC Wellness/Preventive Benefit are billed monthly.

[]s62.00 Employee Only [ ]$92.87 Employee + 1 [ ]$112.29 Employee 4 Family | NO to MEC Wellness/Preventive

F REQUIRED 5IGNATURE YOU MUST SIGN AND DATE EVEN IF YOU DECLINE COVERAGE

| have read the Benefits Summary and the Limitations and Exclusions for the Fixed Indemnity Medical Plan. | understand that | have been
offered ACA compliant coverage. | understand that open enrollment is only available for a limited time, and | understand that making no
benefit selection is 2 declination of coverage.

DATE _ _/__ /[ _ _ _ B> SIGNATURE

Thie (e an Ferontial S1af™ARE Frrallmant Bares



