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:

General Forms

Lingo Staffing Application
1-9 Form

CopyofD.Lor LD

Copy of Birth Certificate
Copy of § d

Form W-4 Rev.,

Form VA-4 or Applicable State
Direct Deposit Form
Background Consent and Release Form

Drug Screen Results
Employee Policy Manual Acknowledgment

Misc. Form:

Authorized Employee Signature:

Last Four of SSN:

Authorized Employee Initials

Date:

LS-006-3/17



Form W-4 (2017)

Purposa. Complete Form W-4 so that your

smployer can withhold the comact federal Income

tax frem your pay, Conalder completing a new Form
and whan ynurp-m:m%

W-£ sach

or financial

situation pes.

mmmwnanzaam&wand ﬂ

fmnmwﬂ:lmlt MWMMEG
Fﬂb’uﬂ?{ 2018, See 505, Tax Withhaolding
and Est

mated Tax.

Mote: If another person can claim you as a dependant

on his or her tax returm,
from withholding rf:mur

can't claim exem
otal ncome ﬂnaad:p:rﬂﬁu

and Includes more than munlmmuuur
axample, hwmand dh'ndands}.

axampl mfrnrn wlthm{

may be able to claim
g even if the employea is

o dapendent, if the umluyoa,
= |5 age &5 or older,
= |z blind, or

= Wil clalm adjustmaents ta income; tax credits; or
femized deductions, on his or har tax refum.

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

Basic Instructiona. If you aren’t exempt, complete
the Pun:ntsll Allcwlgm Worksheet balow, The
workshests on page 2 further adjust

withhoiding allowances based on hr?ur::d
deductions, certain credits, adjustments to income,
or Wm—ounumfmutﬂph joibe situations.

Complate all worksheats that apply. However, you
may claim fawer {or zero) aliowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
poroantage of wages.

Head of household, Generally, you can clalm head
of household filing status on your tax retum anly if
wumurmwn and pay more than 50% af the

hame for yourself and your
g o

gualifying individuals,
smptons, Standard Deduction, and

Filing lm-urmaﬁm for infarmatiar,
Tax credits, You can take projecied tax credits into
account in flguring your allowable nuember of
withhakding alowances. Credits for child or depandant
mammaanmd the child tax credt may ba clalmed

Personal Allowances balow,

i’ub 505 for information on converting your ather
mn:lrlu into withholding allowances.

Nonwage income. If ﬁau have a large amaount of

nmm m!;ﬂluc a8 nterest or dividends,

considar making estimated tax paymants using Fom

1040-E5, Estimated Tax for Indbviduals. Dthamha

yau umaddrtlnmltmt_lfymhmml
annuity sea Pul, 506 to find out if you ahnuld

ad|ust your withholding on Form W-4 or W-4P,

memlﬁph!lnh.ﬂwuhmq
waorking spouse ar mare than one job,
total number of allowances you are entitled to claim
on all jobs using workshests from ondy one Form
W-d, Your withhodding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highsst pnﬁ:mjuhmd:w allowances are
clamad on the See Pub, 505 for details.

Monresident alien. if you are a nonresidant allen, ses
Motice 1382, SupphmorruIFonn -4I1Mmd1u‘l5'f
Maonresident Alins, bafare completing this form.

Check your withholding. After your Form W-d lakes
aﬂﬂﬁ,m%ﬁﬂﬁmmhwmumumm are
having withheld ¢ to your projected

for 2017, See Pub, 505, especially Hmh‘nﬂi
axceed $130,000 (Single) or $180,000 (Married].
Future developments. | urmqhmd:uman future
dwmr Wed (such a8
Iagl nmtad marmrehauthIbcmm

Personal Allowances Worksheet {Kaep for your mnnrds}

A

Enter "1" for yourself if no one else can claim you as a dependent |

Enter “1" if; l

* You're single and have only one job; or

* 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.
Enter “1" for your spouse. But, you may choosa to anter “-0-" if you are married and have artharawmm spouse or more

than one job. (Entering “-0-" may help you aveid having too litie tax withheld.) .

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 abava}
Enter "1™ If you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

]ﬁﬁf:

[ " ®

mmoo

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

Child Tax Credit (including additional child tax credit). Sea Pub, 972, Child Tax Credit, 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* i you
have two to four aligible 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 maried),

anter “1° for sach aligble child. G

Add ines A through G and enter total here. (Mote: This may be differant from the number of exemptions you claim on your tax retum.) = H
. I1' u plan to flemize or claim adjustments to income and want to reduce your withholding, see the Deductions

* If you are single and have more than one job or are married and you and your spouse
eamings from all jobs exceed $50,000 ($20,000 If married), see the Two-Earners/Multiple Jobs Workshest on page 2

For accuracy, and Adjustments Workeheet on page 2.
complete all

worksheets

that apply. to avoid having too little tax withheld,

both work and the combined

= If neither of the above siuations applies, stop here and enter the number from fine H an line 5 of Form W-4 below.

Form W'4

Departrnent of tha Treasury
Intormial Ravenus Service

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

B Whether you are entited to claim a certain number of allowances or axemption from withholding is
subject to review by the IRS. Your employer may be required to send & copy of this form to the IRS.

OMBE Mo, 1545-0074

2017

1

Your first name and middbe inftal

Last name

2  Your soclal security number

Heome address (numbear and strest ar rural route)

3 L] single [ Marted [ Married, but withhold at higher Single rate,
Mote: f marmied, bt legally separated, or spouse |5 & nonresident alien, check the “Singls™ box,

City or town, state, and ZIP code

4 M your last name differs from that shown on your sockal seourity card,
check here. You must call 1-800-772-1213 for a replacement card. & [ |

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

| claim exemption from withholding for 2017, and | certify that | meet both of the fu!rmmng curndmnns far uxampﬂnn
= 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 mest both conditions, write “Exempt"” here . .

6 |$

Rakl

Under penalties of perjury, | declare that | have examined this mﬁuate aru:l iu ﬂ'la b&sl nf l'l‘t}.nI knwdadga and bellef, it is true, comect, and complete,
Employee's signature

(This form is not valid unless you sign it) & Date >
B Empleyet's name and address (Employer: Complate lines & and 10 anly if sending to the IAS.) | § Office code (optional) | 10 Employer dentfication number (EIN)
For Privacy Act and Paperwork Reduction Act Motice, see page 2. Cat. Ne. 102200 Form W-4 2017)



CLGS-32-5 (844}

RESIDENCY CERTIFICATION FORM
Local Earned Income Tax Withholding

TO EMPLOYERS/TAXPAYERS:

This form is to be used by employers andfor taxpayers to report essential information for the collection and distdbution of Local Eamed Income Taxes,
This form must be utilized by employers when a new emplayee is hired or when a cument employee naotifies employer of & name andfor address change.

EMPLOYEE INFORMATION - RESIDENCE LOCATION

MAME (Last Name, First Mame, Middle Iniiaf) | . .
| || | |

STREET ADDRESS (No PO Box, RD or RR)

SECOND LINE OF ADDRESS

ciTy ETATE ZIP CODE DAYTIME PHONE NUMBER

MUNICIPALITY (City, Borough or Township)
COUNTY RE5|DTNT P%ﬁ %ﬁ TOTAL RESIDENT EIT RATE

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

LT

| |

STREET ADDRESS WHERE ABOVE EMPLOYEE REPORTS TO WORK (Mo PO Box, RD or RR)

SECOND LINE OF ADDRESS

CITy STATE ZIF CODE PHOME NUMBER

MUNICIPALITY (City, Borough or Township)

COUNTY WORK LOCATION PSD CODE WORK LOCATION NON-RESIDENT EIT RATE

i o |

Under penalies of perfury, | (we) deciare that | {we) have examined this Infarmation, including all acoompanying
schedules and stalements and to the best of my (our) belief, they are true, comect and complate,

SIGNATURE OF EMPLOYEE DATE (MMDDNYYYY)

PHONE NUMBER EMAIL ADDRESS

For infermation on obtaining the appropriate MUNICIPALITY {City, Boreugh, Township), PSD CODES and EIT (Earned Income Tax) RATES,
please refer to the Pennsylvania Department of Community & Economic Development website:

www.newPA.com




Lingo Staffing, Inc.
DIRECT DEPOSIT OF PAYROLL
AUTHORIZATION AGREEMENT

Employee Name: Last 4 of SS#:

Whihworktugforlhgnsufﬂngyw have two choices to get paid:

1) Hawwmchc&ﬂhmnq:odMMwmownMngmingth.
2) HavcwmdrmkﬂhchposiwdiniuaHngoShﬁngimwdﬁlohﬂﬁuhCndﬁm

Do mﬁaﬁdmuommplo}'mwmkma'mietynfsighmwenﬂNﬂTIBSUE OR MAIL LIVE CHECKS. By
haﬁng}mn'chncksDhmDepositedynuﬁHmhavemwmynhmnmndiuthnemmahwmnhmkurhaw
to deal with lost or stolen checks or funds.

Plunﬂhﬂmemufthafoﬂnwingb}'iniﬁlﬁngﬂmlppmpﬁnﬂhm

Iwmmmnmnapummmmum Global Cash Card Account:
(You will be issued anATMmdmdaummt#mmﬁmtdayufwmtmdmmiwnb&iﬁﬁaﬁﬂﬂutwvwmh)

Account #: Routing ABA#: 073972181 Bank Name: META Bank
b, Bros PRI S :n' X Falls ST ;

Imtmymnmnmmmmyouumusmm
(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 NAME CITY STATE

Thkautlm-llrilhrMhMlmmmmummmmmnﬂﬁuﬁnﬁEmdhmmuh
nﬂﬂmuﬂhncﬁmnm-ﬂuﬁlﬁnm-mmwtjhmmu

SICGNATURE DATE
*rluuuuthhl’hcmmyhhupmlmhndwﬂlutdﬂlyurlﬂﬂhl&mp-m

LS-005-1/12



Lingo Staffing, Inc.

BACKGROUND CHECK
CONSENT AND RELEASE FORM

Inmnnmﬁmmdthmyapp]icnﬁonfmemphymmt(mcludingmnmfmwﬁm}, T 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, credit worthiness, general reputation, personal characteristics, mode of living, work habits,
pﬁformmm,amiuxpuimalmguiﬂ:mmmfortminﬂimufpastmhymmtﬁmpmﬁousm:plnm.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,

It is the policy of Lingo Sﬁngﬂ:ﬂaﬂm]mmbmﬁtnnba&mmddmckbmmeyh@n
employment. Ithmmﬁqﬁﬂwbﬂkmmmﬂlmmﬂwm@mmmmﬂm.
Please read the statement below. Bysignjngyuummﬁngmuwungmemdwiﬂﬂmmﬂﬁspoucy.

Ifreelynndval:mtmilyagrmtnm:hmitmﬂingoStaﬁng,Inc.wadhwme&upmofmy
application for emplo Imdﬂmmﬂdﬂlwmfummmmthuhmkmnduhﬂwﬂ]duquaﬁfy

Ihavemdﬂﬁafmmhﬁﬂmdmdu:ﬂdmdmﬁﬁﬁemmmmmufw

Immmmmmwmbyﬁsmphmmmwwmmm
mentioned information:

First Name: Middile: 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

Itislhepuﬁqnfljngbsmfﬁngthutnﬂmﬂomsuhn:uittnadm,gtutbd‘nmthey
begin employment. Itisumpnﬁcythatwedmgtmlﬂﬂpﬂnmtnfnwmaplnymonm
annual basis. Alsn*wedrugtmtsnpumafaurqnploymrmdomlyﬂ:muglwdm
calendar year. Please read the statement below. By signing you are stating that you
agree and will adhere to this policy.

Iﬁulymdmlmmﬁlyngrumwbnﬁtwnlingnsmfﬁnghqlmmppmwddmgm;s
part of my application for employment. I'understand that either refusal to submit to the
drugmmmnpoﬁﬁwhﬁmﬂtuiﬂdisquaﬁfym&mfmﬁumﬁduaﬁm

Iﬁmhnmdn'ﬁm&ﬂntupmmmmmmmtnfmploymmwiﬂttham,lmy
bemquiredtosuhmittodmgmﬁnginlmﬂmauwiﬂﬂiugosmng'smngm
Workplace policy. Imdmmﬂ:nnﬂinﬂmguhmitmﬂlewungoﬂuﬁng's
dmgtestmfui}mmmeuthcnﬁnimmndndsmfmﬂmmmymultinﬂm

Inﬂmwmﬂutﬂmdmgtwﬁnglahwnulﬂchm#themummpmiﬁwnﬂﬂmy
mhymmmlmdmwluﬁﬂbewydiw

I agree to let Lingo Staffing share the results of my drug screen with an employer if
needed,

Inctudndinﬂﬁsﬁmn,ismnmfmpmtm&mtmm Feilure to comply with
amfmmgﬁrmgosuﬁnghmhmmmm By
dec&ninghhkethertAmidemgTuthwkmConmmﬁmbmﬁumy
be denied.

Ihawmdﬁhforminﬁ:ﬂmdmﬂuﬂmdmﬂmu&thﬂmmmm
conditions of employment.

Applicant Printed Name Last Four of Social Security Number

Applicant Signature Date

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

LS-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 I 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.

[ 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
receive a copy upon request.




REPORTING ON-THE-JOB INJURIES AND HAZARDQUS

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
injmyorﬂ]nessmuslinfnﬂnthsirmqmrvimhmnsdimljn No matter how minor the accident,
injury,nrﬂ]ncssnmyappmr,lagmcﬂnﬂshnﬂrcpmtithnmudiatcly. (Initials)

2. Failure to report an on-the-job accident or injury, as soon as reasonably practical, will
resuhindiscipﬁumyacﬁmupm,mdimhdjng,tmmimﬁmufmyempluymmt (Initials)

3. Emphymmﬁommm,whnmmmdmgmﬂmﬁm,m
whoﬁﬂmmmm,whmwapim,remﬁymmhsimﬁmmaybemhjmmdimpﬁm
action. (Initials)

4. Fﬂmmrqmanypmﬁauyhnmdnmmunm&mndiﬁmmﬂbnmfm
disciplinary action, up to and including termination of my employment. (Initials)

Mysignmbelowaiguiﬁmﬂ:atlhawmﬁ:ﬂymdihcfurgnin,gandlngmctnnhauvﬂhe
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 Act and to ensuring equal opportunity in employment for qualified persons with
disabilities. I will fully comply with this policy. (Initials)

3. Lingo Staffing, Inc. strictly prohibits illegal or inappropriate discrimination or harassment
nfmykind,inch;dingdismiuﬁnaﬁmmhmssmmtonthehuisofm 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
of each m:ploym,whnﬁamnﬂemployedinammmmgﬂialmcim to
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
kind of illegal or inappropriate discrimination or harassment is occurring by an employee,
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
takmagainstmnuthcmuhnfmycmphﬁnnﬂegingdhminﬁmﬁmmwmk;huhmum
sulongnsihcmmplaiﬂwasnutﬁ]ndinbadfniﬂmrfnrmimpmpﬁpmpmn. (Initials)

6. I will not retaliate against an oﬂlﬂmplmquingoSuﬂiug,lnc,uamultufany
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



| 260100-LIM OFFICE USEONLY LOCATION Rehire Date _ _ /¢

ENROLLMENT FORM ¢ ESC/MEC S PIDM v18.1
A REQUIRED EMELOYEE INFORMATION E-MEDICARE INFORMATION
PRINT USING BLACK or BLUE INK (Must Be Filled Qut) Do you or any of your dependents receive
Name Home Phane medicare benefits?
5 D Yes E] Mo if Yes:
Social Security # . Cate of Birth Sex Medicare Health Insurance Claim Number (HICN)
) /o |
Address Apt. # Medicare Effective Date
City. " . Zip . State Name of Covered F;eraan[s}:
i 1. 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 additional benefits in Section C will be identical to your fixed indemnity medical plan selection.
This plan is underwritten by BCS Insurance Company.

F'“Elgﬁ'ggiﬂ"w DENTAL  VISION TERM LIFE | SHORTTERM

Employee Only [ ] $22.76 $5.40 | $2.42 - 5060 $4.20
Employee +1 [ | $46.18 $10.80 $4.92 $0.90
Employee + Family [ | $61.67 $17.82 $6.56 $1.80

L) Noto AL senefis | [Ives LNo | [ves CINo | [lves CIno | Cves [l

"!:Eisl ::Lu.rverag.;-e i-s.m_::t a.vaiiabl-;-m residents of NH, HI, or PR. 2.5:[-Ii1r is not ava-iiaﬁfe to persons ;.;u'hc: w::;rk. in CA, HI N, N‘:’, n.r RI
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 DEFPENDENT INFORMATION

Name ' Social Security # Date of Birth Sex Relationship

; r . @ [ ]Spouse [ ] Child[_]Domestic Partner
Name- Social Security # Date of Birth Sex Relationship

_ b | [ Ispeuse[ | Child[ ] Domestic Partner
Name . Social Security #  Date of Birth ' Sex Relationship

/1 - MI[E] [spouse[chid[JDomestic Partner

E. OPTIONAL MEC 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
mueratge 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.

D $62.00 Employee Only D $92.87 Employee + 1 D $113.29 Employee + Family D NO to MEC Wellness/Preventive

FIREQUIREDSIGNATURE | YOU MUST SIGN AND DATE EVEN IF YOU DECLINE COVERAGE

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

DATE __/__ [ ____ _ B> SIGNATURE

Thie ic an Fecantinl Ctafi™ARE Frrmllmant Face



