New Emplovee 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

Copy of Birth Certificate
Copy of S.S Card

Form W-4 Rev.

Form VA-4 or Applicable State

Direct sit Form

Background Consent and Release Form
Drug Screen Results

Employee Policy Manual Acknowledgment

Misc. Form:

Authorized Employee Signature: Date:

L5-006-3/17



Form W-4 (2017)

Purpose. Complate Form W-4 so that your

amployer can withhold the comrect federal incarme

tax from your pay, Consider completing a new Form

W-4 pach year and when your pumnjnrﬂnm
n

Exemption from withholding. If mmmpt
complete only Ines 1, 2, 3, 4“#3‘;‘” o

form to valdate . Your exe for 201 u:qﬂms
5, Tax Withholding

&bmgm 8. S5ea Pub.
amd Tax,

Note: i another person can claim you as a dependent
on his or her fax retum, you can't claim exemption
from withholding if yeur total Income excesds $1,050
and includes more than $350 of uneamed income (for
axample, interast and dividends).

The exceptions don't to supplements| wages
greater than £1,000, 4 e
anmmmw
the Personal Allowances Workshaet balow, ha

or two-samere'multiple jobs siuations,

Complete all worksheets that apply. Howaver, you
may ciaim fawar (or zero) allowances, For regular
wages, withholding must be based on allowances
you claimed and may not be a flat emouwnt or
parcentage of wages.

Head of housshold, Generally, you can claim head
thﬂmld'fh;:gmgnmrtnmhmm if
wu &re unmerTied and pay muramm 50% af
Uﬁ' rluﬁandg:ﬂm
or ol q.nifrlng individuals,
Pub. 501 mpiionz, Stendard Deduction, and

Nmmm{fﬁwhmnrgnmmnl
AW mu. such as interest or ﬁ:.-l:landa..
consider misted tax ents using Form
1040-ES, Esﬂmm Tax tor Ind IJlll. Charwise,
you may owe additional ta. if you have penslon or
annuity incomse, see Pulb. 504 to find out i you should
adjust your withhobding on Form W-4 or W-4P,

Two eamers or multiple jobs. if you have a
working spousa or more than one job, ra the
tmﬂmmurnraluwunmfmm to claim
:rrra]l' using worksheets from only one Farm
Wi-4, thdhg usually will be most accurate
Mmﬂdmﬂcldmudmﬂuﬁnn'ﬁu
Tmﬁuhluhatm]nhaﬂmﬂlmm
claimed on the See Pub, 506 for dotails
Monresident alien. If you are a nonresident alien, ses
Notice 1382, SunphmaﬂlalF W-4 Instructions for
Nonresident Allens, before complating this form.

Check your withholding. Aftar your Form W4 takes

'Wﬁbﬂ fﬂ:mﬁ:d‘lwmbng m mmmm Fliing Infarmation, for information affnc:t. use Pub, 505 to see hmnhu AMOURT You are
a dapendent, if the employes: Tax credits, ‘l‘nuﬂantnjmpmimludtﬁqadﬂslmu hz ?'gll'l:lpd?“ cted total tax
* |s age 65 or older, account in figuring yeur allowable rumber of exoaed $130, nl.'.llf.'! smaym:%mr eamhgu
I Blined, mmuﬂduxmmwmm Future developmeonts h‘l'::l‘matnn
. or Care expEnsas iy X nr‘rjr
-mclllmad.lua‘hrmtslu income; tax cradits; or gl:l “mﬁfnrm“mﬂmm ::twulingy&d;u:ﬂtw on enacted Hﬂurfva reﬁna.uu[ssgm Ilsbepoﬂod
2c daductioria, on hia o her tax retum. credits ino withholding allowances. al Wi Irs. gov/wd.
Personal Allowances Worksheet {Kaep for your records.)
A Enter “1" for yourself if no one else can claim you as a dependent . A
* You're single and have only one job; or
B

B  Enter*{"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.
C  Enter “1" for your spouse. But, youma:.rChmmmtar“uﬂ—'ﬂywmma‘mdandhsveelmﬂamrhngspnusaormcma

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

mmo

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

"

mmgoO

1]

{(Note: 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. 972, Child Tax Credit, for more information.
* If your total Income will be less than $70,000 ($100,000 if mamied), enter “2” for each eligible child; then less “1" if you
have twe to four ellgible children or less “2" if you have five or more eligible children.
= If your total income will be betwean $70,000 and $84,000 ($100,000 and $119,000 if married), enter “1” for each eligible child,. G
H  Add lines A through G and enter total here. (Note: This may be differant from the number of exemptions you claim on your tax retum.) = H

|

= |If plan to itemize or clalm adjustments to income and want to reduce your withholding, see the Deductions
For accuracy, mdy:.udjultmmtl on page 2. & e
complete all » If you sre single and have more than one job or are married and you and your spouse both work and the combined
worksheets eamings from all jobs exceed $50,000 ($20,000 if maried), see the Two-Eamers/Multiple Jobs Worksheet on page 2
that apply. to avoid having too little tax withhald.

® If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

e e eaneee SEpaArate here and give Form W-4 to your employer. Keep the top part for your records.
Employee’s Withholding Allowance Certificate

P Whather you are entithed to clalm a certaln number of allowances or sxemption from withhalding l=
subject to review by the IRS. Your employsr may be required to send a copy of this form to the IRS.

Form w-4

Dapartment of the Treasury
Intamal Revenue Service

OMB Mo. 1545-0074

2017

1 Your first name and middia nitial

Last name

2  Your soclal security number

Home address (number and street or rural routa)

3 [] singe [ Marted [ Marrled, but withhold at higher Single rate,
Note: ff maried, but legally saparated, or spouss |s & nonresident alkin, check the “Single” bax.

City or town, state, and ZIP code

4 H your last name differs from that shown on your soclal security card,
check hers. You must call 1-800-772-1213 for & replacement card. B [

5§ Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from sach paycheck
7 | claim exemption from withholding for 2017, and | certify that | meet both of tha Tu»llurmng ::undltmns fnr axarnption
= 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 liability.

If you meet both conditions, write “Exempt” here . ., . i

6|5

7]

Under penalties of perjury, | declare that | have examined this nurtl?l'icala and lo tha b-aat af my knowledge and belief, it is true, comrect, and complete,

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

Date -

B Employer's name and address [Employer: Complete lines 8 and 10 only If sending to the IRS.)

9 Office code (opticnal) | 10 Employer dentification number [EIN)

For Privacy Act and Paparwork Reduction Act Motice, see page 2.

Cat. Mo, 102200

Form W-4 o7



IT 4

Rev, 507

Motice to Employee

1. For state purposes, an individual may claim only natural de-

pendency exemptions. This includes the taxpayer, spouse
and each dependent. Dependents are the same as defined
in the Internal Revenue Code and as claimed in the taxpayer's
federal income tax retum for the taxable year for which the
taxpayer would have been permitted to claim had the tax-
payer filed such a return.

. You may file a new certificate at any time if the number of your
exemptions increases.

You must file a new certificate within 10 days if the number of

exemptions previously claimed by you decreases because:

(a) Your spouse for whom you have been claiming exemp-
tion is divorced or legally separated, or claims her (or his)
own exemption on a separate certificate.

(b) The support of a dependent for whom you claimed ex-
emption is taken over by someone else.

(€} You find that a dependent for whom you claimed exemp-
tion must be dropped for federal purposes.

The death of a spouse or a dependent does not affect your
withholding until the next year but requires the filing of a new
cerificate. If possible, file a new certificate by Dec. 15t of the
year in which the death occurs.

For further information, consult the Ohio Department of Taxa-
tion, Personal and School District Income Tax Division, or

your eamplayer.

3. If you expect to owe more Ohio income tax than will be

withheld, you may claim a smaller number of exemptions;
or under an agreement with your employer, you may have
an additional amount withheld each pay period.

4. A married couple with both spouses working and filing a

joint retum will, in many cases, be required to file an indi-
vidual estimated income tax form IT 1040ES even though
Ohio income tax is being withheld from their wages. This
result may occur because the tax on their combined in-
come will be greater than the sum of the taxes withheld
from the husband's wages and the wife's wages, This
requirement to file an individual estimated income tax form
IT 1040ES may also apply to an individual who has two
jobs, both of which are subject to withholding. In lieu of
filing the individual estimated income tax form IT 1040ES,
the individual may provide for additional withholding with
his employer by using line 5.

e please detach here

Department of

IT 4
Rev. 507

COhio

Print full name.

Taxation Employee's Withholding Exemption Certificate

Social Security number,

Home address and ZIP code.

Public school district of residence Schoal disirict no.
{Ser The Finder at tax,ohio.gov.)

1. Personal exemption for yourself, entar “1" i elaimed ........comremiismiee s

2. If married, personal exemption for your spouse if not separately claimed (enter “1" if claimed) ...
3 Eamp i ome T e i s e s il
4. Add the exemplions thal you have claimed above and anter 1018) ... s s i sis

5, Additional withholding per pay pericd under agreement With BMPIOYET L. i i e seses i B

Under the penalties of perury, | cerify that the number of exemptions elaimed on this cerlificate does not exceed the number to which | am entitied,

Signature Date



Lingo Staffing, Inc.
DIRECT DEPOSIT OF PAYROLL
AUTHORIZATION AGREEMENT

Employee Name: Last 4 of SS#:

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

1) mwmmmwmmpmom&ﬁngmmﬁmt
2) ancynmchuckDimqumdwdinluaﬁnguSmﬂinghsundfﬂobn!CashCndAmm

Dumﬂ:aﬁdﬂ:ﬂwuuplumwwkmavmimyofnighmweDﬂNDTISSUEDRMLWECHECK& By
hnvh:g}uurchechl)ﬁ-memimdynuwﬂlmhawmwmryabmnmdmginﬁnamuﬂ:wwchmkmhm
to deal with lost or stolen checks or funds.

Please Choose one of the following by initialing the appropriste line:

Imtmmmwmmwm&mm&mt
(You will be issued anA’IMn:mlandmxmt#onyumﬁmdnyufwwkmﬂmuiwaneﬁﬂﬁmwiﬂﬁntwnwwh)

Account #: Routing ABA#: 073972181 Bank Name: META Bank
Bank Address: i

Iwmmydmﬂtmrednepomintumymﬂsd:ingmsmAmnt:
(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
BANK NARMRE CITY STATE

SIGNATURE DATE

LS-005-1/12



Lingo Staffing, Inc.

BACKGROUND CHECK
CONSENT AND RELEASE FORM

In connection with my application for employment (including contract for services), ] understand that
investigative background inquiries are to be made concerning myself including consumer reports, investigative
consumer reports, criminal, driving and other reports, These reports may include information as to my
character, umitwm&inm,gmuﬂmﬁmpmonﬂchmmisﬁm,Mufﬁﬁngwmkhahiﬁ,
performance, and experience along with reasons for termination of past employment from previous employers. I
have a right to request disclosure of the nature and scope of the report, which involves personal interviews with
sources such as neighbors, friends, or associates,

Itisthcpulic}rofLinsoSuﬂingﬂmtaﬂmlnmsuhmitmabﬂgmmddw&bﬂfcnthﬂybegin
employment. Itisnwpnﬁqﬂntwcbackgmmdchwklﬂﬂp&wﬂufwmmloymonmmﬂbmis.
Please read the statement below. Bynigningyuumstaﬁngﬂxﬂ}wagmemdwﬂlmmmmispoﬁcy.
Iﬁudyandvulnnuril]ragmetnmhmitmnmsmﬁngm.wmmdchmkupmdmy
application for employment. Iunduxundﬂmdﬁmmﬁmalmmhmittnﬂmbukgmmduhmkwiﬂdiaquﬁfy
me from further consideration. Fmthammlmﬁnmndﬂmtyninﬁmlhismrymydisqmﬁﬁrmeﬁnm
employment.

Iawhlﬂﬁm%ngshucﬁurmﬂhufmyba&gmmdcbmkwiﬁ;mmqﬂuwifm
Ihnwmdﬁisﬁmhﬁﬂm&mdmﬂmdmwiﬁﬁemmmmmofmphm

Ianﬂ:uﬁz:e,wiﬂmmw:ﬁnn,mypmymwymmdhy&ismphmmim:gmmfmhhmnhow

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

It is the policy of Lingo Staffing that all employees submit to a drug test before they
begin employment. It is umpoﬁcythatwadmgmlmpumofnmmploymmm
annual basis. Also,wcdmgtcstﬂpaummfﬁmmplomrmdomlyﬂmugmmm
calendar year. Please read the staternent below. By signing you are stating that you
agree and will adhere to this policy.

I freely and voluntarily agree to submit to a Lingo Staffing Inc, Inc. approved drug test as
part of my application for employment. 1 understand that either refusal to submit to the
drug screen or a positive test result will disqualify me from further consideration.

Iﬁnﬁwmﬂmﬂmmwdmﬁmﬁﬂimm}.lmy
be required to submit to drug testi g in accordance with Lingo Staffing’s Drug Free
Workplace policy. Imduﬂmdmnmﬂulmnwmﬂmmmvdungu&uﬁug’s
drugtenmfnﬂmmmeatﬂmminhnummndmmﬁwﬂmmmyrmummﬁ
immediate suspension or discharge.

InﬂmwmtthatﬂmdmgmﬁnghhwuldchmgcﬂmmﬂumPuﬁﬁvuﬁumy
employmmmmmm,lmdmtmﬂﬂmlwiﬂbehnmdinﬁydw

Immlﬂlingnsuﬂingshueth:rmwmydmgmﬁmmmphyaif
needed,

Included in this form, is consent for post accident drug screening. Failure to comply with
:mhmmwwhmhwm. By
dmﬁﬁngmmmerAodderugTHthmkmCumpmnﬁmbmﬁhmy
be denied,

Immmmmﬁmmwmmmhmwm
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.

L5-003-1/12



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.” 1 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. I
understand | must comply with its contents.

I'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.
1 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 vou will
receive 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 orﬂincsxmxtinfnrmth:irﬁ@uwismimmeﬂim]y, No matter how minor the accident,
injury,orﬂlnessmayappear,lagruﬂmlshaﬂmpuniihnmudiamly. (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, remedy such situations, may be subject to disciplinary
action. (Initials)

4. Faﬂmmrepmauypotmﬁdlyham&uusmuufemdiﬁmshaﬂbegrmmdsfm
disciplinary action, up to and inchuding termination of my employment. (Initials)

Myﬁgnatmhclnwsigﬁﬁesﬁulhawcuefuﬂymdﬂ:cfmsohgmdlngmmm&m
policies set forth.

Employee’s Signature Date



ACKNOWLEDGEMENT OF 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. I will fully comply with this policy. (Initials)

2. Lingo Staffing, Inc. is committed to complying fully with the federal Americans with
Disabilities Ammdmmmopmnﬂtyincmploymentfmqmﬁﬁodmudth
disabilities. Iwill 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 migin,cmed,niﬁmshipsmms,mwsuy,agc,sexmloﬁemﬁm,mﬁmm,
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
nfmhcmylom,whdhﬂormtemp]oyedmampﬂvismymmagﬂiﬂmpmﬂy,tﬂ
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 1 believe that any
kindufﬂlagdmmxppupﬁamdisuhnjmﬁmarhmsmmtismmﬁngbymunplm
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 aaihumultufanynmnplaima]langdismimhmﬁmmworkp]mhmm
solongasthemnﬂadﬂmnmﬁledinbadfﬁthorformimpmpmm. (Initials)

6. IwiunntrmﬁateagxinstmynﬁermpluyunﬂinguStaiﬁng,lnc.asarwultnfmy
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



VS| 260100-LIN  OFFICEUSEONYY  LOCATION Rehire Date ___ /____ /

ENROLLMENT FORM ¢ ESC/MEC S PIDM v18.1
A.REQUIRED EMPLOYEE INFORMATION B.MEDICARE INFORMATION
PRINT USING BLACK or BLUE INK (Must Be Filled Out) Do you or any of your dependents receive
Name . Home Phone medicare benefits?
| Yes I:I No. If Yes:
Social Sacurity # | Date of Birth Sex Medicare Health Insurance Claim Nurmber (HICN)
i i & S oo M
Address Apt. # Medicare Effective Date
City . Zip State - Name of Covered Person(s):
; N 2.

C. LIMITED BENEFIT PLAN SELECTION Payroll Deducted Weekly Rates

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

F'“ﬁ;;gi’:f"w DENTAL  VISION TERM LIFE ﬂ‘:&g’ﬁ":
Employee Only [ ] $22.76 $5.40 1 $2.42 $0.60 $420
Employee + 1 r__l $46.18 $10.80 $4.92 $0.90 -
Employee + Family [ | $61.67 $17.82 $6.56 $1.80
LI Notoaw genefts | [Ives [Ino | [Tves o | Clves Lo | Clves Lo

‘I;f-:l'risl c;:;verage |:s.nct a_vaii.ablg}:o r.e:;i.dé.nts. of NH, Hi, ﬂr. PR ESLFD. 1.*"; not a;ur;Iabfe t{; perénns '-;:hc wnrk in CA, HI, M., N‘r’ or Fi.l.
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

Mame Relationship

D.REQUIRED DEPENDENT INFORMATION

Mame ' Social Security # Date of Birth Sex Relationship

| /1 MI[E] [Jspouse[]child[]Domestic Partner
Name Social Security # Date of Birth Sex Relationship

: o | [ ISpouse[ ] Child[ ] Domestic Partner
Mame . Social Security # i Date of Birth Sex Relationship

: fof : [ ]Spouse ] Child[_] Domestic Partner
E. OFTIONAL MEC WELLNESS.-"PREVENTWE BENEFIT SELECTION 82601000-M-LIN Monthly Ra‘l:is_

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. Itis a benefit offered and provided by your
employer. Rates for the MEC Wellness/Preventive Benefit are billed monthly.

[_]$62.00 Employee Only [ $92.67 Employee +1 [ ]$113.29 Employee + Family || NO to MEC Wellness/Preventive

FIREQUIRED 5|GNATURE ' YOU MUST SIGN AND DATE EVEN IF YOU DECLINE COVERAGE

I 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 enroliment is only available for a limited time, and | understand that ma king no
benefit selection is a declination of coverage.

DATE __/ /. _ > SIGNATURE

Thiz fc an Feenntial Siafi™4 BE Frrnlmact Fares



