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Employment Eligibility Verification USCIS

. Form I-9
Depgrtmeqt of Homel.and .Securlt}.f OMB No.1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal.

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first
day of employment, but not before accepting a job offer.

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) | Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number (if any) | City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number
| |

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment and/or
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. | attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or

. Acitizen of the United States

. A noncitizen national of the United States (See Instructions.)

. A lawful permanent resident (Enter USCIS or A-Number.) |

I

. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any)

If you check Item Number 4., enter one of these:

immigration status, is true and USCIS A-Number R Form 1-94 Admission Number R Foreign Passport Number and Country of Issuance
correct. o o
Signature of Employee Today's Date (mm/dd/yyyy)

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentation in the Additional Information box; see Instructions.

List A OR List B AND List C

Document Title 1

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 2 (if any) Additional Information

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 3 (if any)

Issuing Authority

Document Number (if any)

Expiration Date (if any) [C] check here if you used an alternative procedure authorized by DHS to examine documents.

Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named First Day of Employment

employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the (mm/ddlyyyy):
best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)

FORMAN, JENNIFER

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

ST. CLAIR COUNTY COMMISSION 165 5TH AVE, STE 100 ASHVILLE, AL 35953

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4.
Form I-9 Edition 08/01/23 Page 1 of 4
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LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

1. U.S. Passport or U.S. Passport Card

2. Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

3. Foreign passport that contains a
temporary |1-551 stamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

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

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

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

(1) The same name as the
passport; and

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

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form 1-94 or
Form I-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

. Driver's license or ID card issued by a State or

outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

. ID card issued by federal, state or local

government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

and address

3. School ID card with a photograph

4. Voter's registration card

2. Certification of report of birth issued by the
Department of State (Forms DS-1350,
FS-545, FS-240)

5. U.S. Military card or draft record

6. Military dependent's ID card

3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

5. U.S. Citizen ID Card (Form |-197)

9. Driver's license issued by a Canadian
government authority

6. Identification Card for Use of Resident
Citizen in the United States (Form 1-179)

unable to present a document
listed above:

For persons under age 18 who are

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, ltem
Number 4. document, not a List C
document.

Acceptable Receipts

For receipt validity dates, see the M-274.

May be presented in lieu of a document listed above for a temporary period.

e Receipt for a replacement of a lost,
stolen, or damaged List A document.

e Form I-94 issued to a lawful
permanent resident that contains an
1-5651 stamp and a photograph of the
individual.

e Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR

Receipt for a replacement of a lost, stolen, or
damaged List B document.

Receipt for a replacement of a lost, stolen, or
damaged List C document.

*Refer to the Employment Authorization Extensions page on 1-9 Central for more information.

Form I-9 Edition 08/01/23

Page 2 of 4



https://www.uscis.gov/i-9-central/handbook-for-employers-m-274/60-evidence-of-status-for-certain-categories
https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
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https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions

Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form 1-9.

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

Form I-9 Edition 08/01/23 Page 3 of 4



Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form 1-9
Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change. Enter
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before
completing this page. Keep this page as part of the employee’s Form I-9 record. Additional guidance can be found in the_

Handbook for Employers: Guidance for Completing Form I-9 (M-274)

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

[] atternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

D alternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

|:| alternative procedure authorized
by DHS to examine documents.

Form I-9 Edition 08/01/23 Page 4 of 4
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. W-4 Employee’s Withholding Certificate OMB No. 1545-0074

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

Department of the Treasury Give Form W-4 to your employer. 2 @ 2 6

Internal Revenue Service Your withholding is subject to review by the IRS.

Step 1: (@) First name and middle initial Last name (b) Social security number

Enter Address Does your name match the

Personal name on your social security

: card? If not, to ensure you get

Information City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

(c) |:| Single or Married filing separately
|:| Married filing jointly or Qualifying surviving spouse
|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Caution: To claim certain credits or deductions on your tax return, you (and/or your spouse if married filing jointly) are required to have a social security
number valid for employment. See page 2 for more information.

TIP: Consider using the estimator at www.irs.gov/W4App to determine the most accurate withholding for the rest of the year if you:
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your
marital status, number of jobs for you (and/or your spouse if married filing jointly), dependents, other income (not from jobs),
deductions, or credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, and when to use the estimator at www.irs.gov/W4App.

Step 2: Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse
Multiple Jobs also works. The correct amount of withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step (and Steps 3-4). If

you or your spouse have self-employment income, use this option; or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than Step 2(b) if pay at the lower paying job is more than half of the pay at
the higher paying job. Otherwise, Step 2(b) is more accurate .

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

Step 3: If your total income will be $200,000 or less ($400,000 or less if
Claim married filing jointly):
Dependent (a) Multiply the number of qualifying children under age 17 by
and Other $2200 . . . . . ... 3(a) |$
Credits (b) Multiply the number of other dependents by $500 . . . |3(b)|$

Add the amounts from Steps 3(a) and 3(b), plus the amount for other credits. Enter the

total here . 3 [$
Step 4: (a) Other income (not from jobs). If you want tax withheld for other income you
Other expect this year that won't have withholding, enter the amount of other income here.
Adjustments This may include interest, dividends, and retirementincome . . . . . . . . |4(a)|$

(b) Deductions. Use the Deductions Worksheet on page 4 to determine the amount of

deductions you may claim, which will reduce your withholding. (If you skip this line,
your withholding will be based on the standard deduction.) Enter the resulthere . . [4(b)|$

(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |[4(c)|$
Exempt from | claim exemption from withholding for 2026, and | certify that | meet both of the conditions for exemption for
withholding 2026. See Exemption from withholding on page 2. | understand | will need to submit a new Form W-4 for 2027 . []
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here - . . . —

Employee’s signature (This form is not valid unless you sign it.) Date

Employers | Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 (2026) Created 12/8/25



Form W-4 (2026)

Page 2

General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted.

Future Developments

For the latest information about developments related to Form
W-4, such as legislation enacted after it was published, go to
www.irs.gov/FormWA4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is withheld,
you will generally owe tax when you file your tax return and may
owe a penalty. If too much is withheld, you will generally be due
a refund. Complete a new Form W-4 when changes to your
personal or financial situation would change the entries on the
form. For more information on withholding and when you must
furnish a new Form W-4, see Pub. 505, Tax Withholding and
Estimated Tax.

Exemption from withholding. You may claim exemption from
withholding for 2026 if you meet both of the following
conditions: you had no federal income tax liability in 2025 and
you expect to have no federal income tax liability in 2026. You
had no federal income tax liability in 2025 if (1) your total tax on
line 24 on your 2025 Form 1040 or 1040-SR is zero (or less than
the sum of lines 27a, 28, 29, and 30), or (2) you were not
required to file a return because your income was below the
filing threshold for your correct filing status. If you claim
exemption, you will have no income tax withheld from your
paycheck and may owe taxes and penalties when you file your
2026 tax return. To claim exemption from withholding, certify
that you meet both of the conditions by checking the box in the
Exempt from withholding section. Then, complete Steps 1(a),
1(b), and 5. Do not complete any other steps. You will need to
submit a new Form W-4 by February 16, 2027.

Your privacy. Steps 2(c) and 4(a) ask for information regarding
income you received from sources other than the job associated
with this Form W-4. If you have concerns with providing the
information asked for in Step 2(c), you may choose Step 2(b) as
an alternative; if you have concerns with providing the
information asked for in Step 4(a), you may enter an additional
amount you want withheld per pay period in Step 4(c) as an
alternative.

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

1. Are submitting this form after the beginning of the year;
2. Expect to work only part of the year;

3. Have changes during the year in your marital status, number
of jobs for you (and/or your spouse if married filing jointly), or
number of dependents, or changes in your deductions or
credits;

4. Receive dividends, capital gains, social security, bonuses, or
business income, or are subject to the Additional Medicare Tax
or Net Investment Income Tax; or

5. Prefer the most accurate withholding for multiple job
situations.

TIP: Have your most recent pay stub(s) from this year available
when using the estimator to account for federal income tax that
has already been withheld this year. At the beginning of next
year, use the estimator again to recheck your withholding.

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

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

Specific Instructions

Step 1(c). Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work. Submit a separate Form W-4 for each job.

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

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

Multiple jobs. Complete Steps 3 through 4(b) on only
A one Form W-4. Withholding will be most accurate if you
do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other dependents
that you may be able to claim when you file your tax return. To
qualify for the child tax credit, the child must be under age 17 as
of December 31, must be your dependent who generally lives
with you for more than half the year, and must have the required
social security number. You (and/or your spouse if married filing
jointly) must have the required social security number to claim
certain credits. You may be able to claim a credit for other
dependents for whom a child tax credit can’t be claimed, such
as an older child or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are eligible in this step,
such as the foreign tax credit and the education tax credits. To
do so, add an estimate of the amount for the year to your credits
for dependents and enter the total amount in Step 3. Including
these credits will increase your paycheck and reduce the amount
of any refund you may receive when you file your tax return.

Step 4.

Step 4(a). Enter in this step the total of your other estimated
income for the year, if any. You shouldn’t include income from
any jobs or self-employment. If you complete Step 4(a), you
likely won’t have to make estimated tax payments for that
income. If you prefer to pay estimated tax rather than having tax
on other income withheld from your paycheck, see Form
1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the Deductions
Worksheet, line 15, if you expect to claim deductions other than
the basic standard deduction on your 2026 tax return and want
to reduce your withholding to account for these deductions.
This includes both itemized deductions and other deductions
such as for qualified tips, overtime compensation, and
passenger vehicle loan interest; student loan interest; IRAs; and
seniors. You (and/or your spouse if married filing jointly) must
have the required social security number to claim certain
deductions. For additional eligibility requirements, see Pub. 501.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any amounts
from the Multiple Jobs Worksheet, line 4. Entering an amount
here will reduce your paycheck and will either increase your
refund or reduce any amount of tax that you owe when you file
your tax return.

CAUTION



Form W-4 (2026) Page 3

Step 2(b)—Multiple Jobs Worksheet (Keep for your records.)

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1 Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 5. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skiptoline3 . . . . . . . . . . . . . . . . . . . . . 14

2 Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2c below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 5 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter that valueonline2a . . . . . . . . . . . . . . . . . . . ... 2a $

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 5 and enter this amount
onlne2b . . . . . . . . . . . . . . . ... .. 225

¢ Add the amounts from lines 2a and 2b and enter the result online2¢c . . . . . . . . . . 2c $

3 Enter the number of pay periods per year for the highest paying job. For example, if that JOb pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . 3

4  Divide the annual amount on line 1 or line 2¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (plus any other additional
amount you want withheld) . . . . . . . . . . . . o oL L L 0L oL 4 3




Form W-4 (2026)

Page 4

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

See the Instructions for Schedule 1-A (Form 1040) for more information about whether you qualify for the deductions on lines 1a, 1b,
1c, 3a, and 3b.

1

N

10

11

12

13
14

15

Deductions for qualified tips, overtime compensation, and passenger vehicle loan interest.
a Qualified tips. If your total income is less than $150,000 ($300 000 if married filing jomtly) enter
an estimate of your qualified tips up to $25,000

b Qualified overtime compensation. If your total income is less than $150 000 ($3OO 000 if married
filing jointly), enter an estimate of your qualified overtime compensation up to $12,500 ($25,000 if
married filing jointly) of the “and-a-half” portion of time-and-a-half compensation . .

¢ Qualified passenger vehicle loan interest. If your total income is less than $100,000 ($200 000 if
married filing jointly), enter an estimate of your qualified passenger vehicle loan interest up to $10,000

Add lines 1a, 1b, and 1c. Enter the result here . .

Seniors age 65 or older. If your total income is less than $75 000 ($1 50 000 |f marrled f|||ng jomtly)

a Enter $6,000 if you are age 65 or older before the end of the year

b Enter $6,000 if your spouse is age 65 or older before the end of the year and has a socnal securlty
number valid for employment

Add lines 3a and 3b. Enter the result here .o . .o e e e

Enter an estimate of your student loan interest, deductible IRA contributions, educator expenses,

alimony paid, and certain other adjustments from Schedule 1 (Form 1040), Part Il. See Pub. 505 for

more information e e e A e . .

Itemized deductions. Enter an estimate of your 2026 itemized deductions from Schedule A (Form

1040). Such deductions may include qualifying:

a Medical and dental expenses. Enter expenses in excess of 7.5% (0.075) of your total income

b State and local taxes. If your total income is less than $505,000 ($252,500 if married filing
separately), enter state and local taxes paid up to $40,400 ($20,200 if married filing separately)

¢ Home mortgage interest. If your home acquisition debt is less than $750,000 ($375,000 if
married filing separately), enter your home mortgage interest expense (including mortgage
insurance premiums) . . .

d Gifts to charities. Enter contributions in excess of 0. 5% (0 005) of your total income

e Other itemized deductions. Enter the amount for other itemized deductions

Add lines 6a, 6b, 6¢, 6d, and 6e. Enter the result here

Limitation on itemized deductions.

a Enter your total income

b Subtract line 4 from line 8a. If line 4 is greater than I|ne 8a enter -0- here and on I|ne 10 Sklp I|ne 9

 $768,700 if you’re married filing jointly or a qualifying surviving spouse

Enter: » $640,600 if you’re single or head of household

 $384,350 if you’re married filing separately

If line 9 is greater than line 8b, enter the amount from line 7. Otherwise, multiply line 7 by 94% (0.94)

and enter the result here .

Standard deduction.

» $32,200 if you’re married filing jointly or a qualifying surviving spouse

Enter: * $24,150 if you’re head of household

» $16,100 if you’re single or married filing separately

Cash gifts to charities. If you take the standard deduction, enter cash contributions up to $1,000

($2,000 if married filing jointly)

Add lines 11 and 12. Enter the result here

If line 10 is greater than line 13, subtract line 11 from I|ne 10 and enter the result here If I|ne 13 is

greater than line 10, enter the amount from line 12 e e

Add lines 2, 4, 5, and 14. Enter the result here and in Step 4(b) of Form W-4 .

1a

1b

3a

3b

6a

6b

6¢c

6d
6e

8a

8b

10

11

12

13

14
15

& A

&+ A

&R D |H

&+ A

&+ A

$

$

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on
this form to carry out the Internal Revenue laws of the United States. Internal Revenue
Code sections 3402(f)(2) and 6109 and their regulations require you to provide this
information; your employer uses it to determine your federal income tax withholding.
Failure to provide a properly completed form will result in your being treated as a

single person with no other entries on the form; providing fraudulent information may confidential, as required by Code section 6103.

subject you to penalties. Routine uses of this information include giving it to the
Department of Justice for civil and criminal litigation; to cities, states, the District of
Columbia, and U.S. commonwealths and territories for use in administering their tax
laws; and to the Department of Health and Human Services for use in the National
Directory of New Hires. We may also disclose this information to other countries
under a tax treaty, to federal and state agencies to enforce federal nontax criminal

instructions for your income tax return.

laws, or to federal law enforcement and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are

The average time and expenses required to complete and file this form will vary
depending on individual circumstances. For estimated averages, see the

If you have suggestions for making this form simpler, we would be happy to hear
from you. See the instructions for your income tax return.



Form W-4 (2026)

Page 5

Married Filing Jointly or Qualifying Surviving Spouse

Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable
wasessaany | S V05 [%S00 |00 osi e [smens- oo e[ mocas o e taces
$0- 9,999 $0 $0 $480 $850 $850 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020 $1,020
$10,000 - 19,999 0 480 1,480 1,850 2,050 2,220 2,220 2,220 2,220 2,220 2,220 2,620
$20,000 - 29,999 480 1,480 2,480 3,050 3,250 3,420 3,420 3,420 3,420 3,420 3,820 4,820
$30,000 - 39,999 850 1,850 3,050 3,620 3,820 3,990 3,990 3,990 3,990 4,390 5,390 6,390
$40,000 - 49,999 850 2,050 3,250 3,820 4,020 4,190 4,190 4,190 4,590 5,590 6,590 7,590
$50,000 - 59,999 1,020 2,220 3,420 3,990 4,190 4,360 4,360 4,760 5,760 6,760 7,760 8,760
$60,000 - 69,999 1,020 2,220 3,420 3,990 4,190 4,360 4,760 5,760 6,760 7,760 8,760 9,760
$70,000 - 79,999 1,020 2,220 3,420 3,990 4,190 4,760 5,760 6,760 7,760 8,760 9,760 10,760
$80,000 - 99,999 1,020 2,220 3,420 4,240 5,440 6,610 7,610 8,610 9,610 10,610 11,610 12,610
$100,000 - 149,999 1,870 4,070 6,270 7,840 9,040 10,210 11,210 12,210 13,210 14,210 15,360 16,560
$150,000 - 239,999 1,870 4,100 6,500 8,270 9,670 11,040 12,240 13,440 14,640 15,840 17,040 18,240
$240,000 - 319,999 2,040 4,440 6,840 8,610 10,010 11,380 12,580 13,780 14,980 16,180 17,380 18,580
$320,000 - 364,999 2,040 4,440 6,840 8,610 10,010 11,380 12,580 13,860 15,860 17,860 19,860 21,860
$365,000 - 524,999 2,720 5,920 9,390 12,260 14,760 17,230 19,530 21,830 24,130 26,430 28,730 31,030
$525,000 and over 3,140 6,840 10,540 13,610 16,310 18,980 21,480 23,980 26,480 28,980 31,480 33,990
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable
wasossaary | S Y108 %2000 00 ot e ot o Tsnont ot Tt ytoty
$0- 9,999 $90 $850 $1,020 $1,020 $1,020 $1,070 $1,870 $1,870 $1,870 $1,870 $1,870 $1,970
$10,000 - 19,999 850 1,780 1,980 1,980 2,030 3,030 3,830 3,830 3,830 3,830 3,930 4,130
$20,000 - 29,999 1,020 1,980 2,180 2,230 3,230 4,230 5,030 5,030 5,030 5,130 5,330 5,530
$30,000 - 39,999 1,020 1,980 2,230 3,230 4,230 5,230 6,030 6,030 6,130 6,330 6,530 6,730
$40,000 - 59,999 1,020 2,880 4,080 5,080 6,080 7,080 7,950 8,150 8,350 8,550 8,750 8,950
$60,000 - 79,999 1,870 3,830 5,030 6,030 7,100 8,300 9,300 9,500 9,700 9,900 10,100 10,300
$80,000 - 99,999 1,870 3,830 5,100 6,300 7,500 8,700 9,700 9,900 10,100 10,300 10,500 10,700
$100,000 - 124,999 2,030 4,190 5,590 6,790 7,990 9,190 10,190 10,390 10,590 10,940 11,940 12,940
$125,000 - 149,999 2,040 4,200 5,600 6,800 8,000 9,200 10,200 10,950 11,950 12,950 13,950 14,950
$150,000 - 174,999 2,040 4,200 5,600 6,800 8,150 10,150 11,950 12,950 13,950 14,950 16,170 17,470
$175,000 - 199,999 2,040 4,200 6,150 8,150 10,150 12,150 13,950 15,020 16,320 17,620 18,920 20,220
$200,000 - 249,999 2,720 5,680 7,880 10,140 12,440 14,740 16,840 18,140 19,440 20,740 22,040 23,340
$250,000 - 449,999 2,970 6,230 8,730 11,030 13,330 15,630 17,730 19,030 20,330 21,630 22,930 24,240
$450,000 and over 3,140 6,600 9,300 11,800 14,300 16,800 19,100 20,600 22,100 23,600 25,100 26,610
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable
wasessaany | S V0 ["R00 00 0t o ot [t Tnost oot Tt oty
$0- 9,999 $0 $280 $850 $950 $1,020 $1,020 $1,020 $1,020 $1,560 $1,870 $1,870 $1,870
$10,000 - 19,999 280 1,280 1,950 2,150 2,220 2,220 2,220 2,760 3,760 4,070 4,070 4,210
$20,000 - 29,999 850 1,950 2,720 2,920 2,980 2,980 3,520 4,520 5,520 5,830 5,980 6,180
$30,000 - 39,999 950 2,150 2,920 3,120 3,180 3,720 4,720 5,720 6,720 7,180 7,380 7,580
$40,000 - 59,999 1,020 2,220 2,980 3,570 4,640 5,640 6,640 7,750 8,950 9,460 9,660 9,860
$60,000 - 79,999 1,020 2,610 4,370 5,570 6,640 7,750 8,950 10,150 11,350 11,860 12,060 12,260
$80,000 - 99,999 1,870 4,070 5,830 7,150 8,410 9,610 10,810 12,010 13,210 13,720 13,920 14,120
$100,000 - 124,999 1,870 4,270 6,230 7,630 8,900 10,100 11,300 12,500 13,700 14,210 14,720 15,720
$125,000 - 149,999 2,040 4,440 6,400 7,800 9,070 10,270 11,470 12,670 14,580 15,890 16,890 17,890
$150,000 - 174,999 2,040 4,440 6,400 7,800 9,070 10,580 12,580 14,580 16,580 17,890 18,890 20,170
$175,000 - 199,999 2,040 4,440 6,400 8,510 10,580 12,580 14,580 16,580 18,710 20,320 21,620 22,920
$200,000 - 249,999 2,720 5,920 8,680 10,900 13,270 15,570 17,870 20,170 22,470 24,080 25,380 26,680
$250,000 - 449,999 2,970 6,470 9,540 12,040 14,410 16,710 19,010 21,310 23,610 25,220 26,520 27,820
$450,000 and over 3,140 6,840 10,110 12,810 15,380 17,880 20,380 22,880 25,380 27,190 28,690 30,190




- ALABAMA DEPARTMENT OF REVENUE
50 North Ripley Street * Montgomery, AL 36104 * InfoLine (334) 242-1300
A4 www.revenue.alabama.gov

(REV.5/2014)

Employee’s Withholding Tax Exemption Certificate

Every employee, on or before the date of commencement of emplayment, shall furnish his or her employer with a signed Alabama with-
holding exemption certificate relating to the number of withholding exemptions which he or she claims, which in no event shall exceed the
number to which the employee is entitled. In the event the employee Inflates the number of exemptions allowed by this Chapter on Form
A4, the employee shall pay a penalty of five hundred dollars ($500) for such action pursuant fo Section 40-29-75.

Part | - To be completed by the employee
EMPLOYEE NAME EMPLOYEE SOCIAL SECURITY NUMBER

STAEET ADDRESS city STATE ZIP CODE

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS

1. If you claim no personal exemption for yourself and wish to withhold at the highest rate, write the figure “0",

sign and date Form A4 and file it with Your empIoyer. . ... oottt i ittt e ia b e
2, If you are SINGLE or MARRIED FILING SEPARATELY, a $1,500 personal exemptlon is allowed.

Write the letter “S” if claiming the SINGLE exemption or "MS"” if claiming the MARRIED FILING SEPARATELY exemption . ......
3. If you are MARRIED or SINGLE CLAIMING HEAD OF FAMILY, a $3,000 personal exemption is allowed.

Write the ietter "M” if you are claiming an exemption for both yoursalf and your spouse or “H” if you are

single with qualifying dependents and are claiming the HEAD OF FAMILY exemption. , .. .. coovviiireiiiiiisniiceennaanens
4. Number of dependents (other than spouse) that you will provide more than one-half of the support for during

the year. See dependent QUalifiCatION DOIOW. . .. ... ... o uiuiee it i iaiir s saiea s asnssssssseinnassssosnssesns

5. Additlonal amount, if any, you want deducted each pay period. . .. ... ootuiiiariiriiieriranteasanrantsscrannsnras $
8. This line to be completed by your employer: Total exemptions {example: employes claims “M” on line 3 and
“2” on line 4, Employer should use column M-2 (married with 2 dependents) in the withholdingtables)...................00es

Under penalties of perjury, | certify \hat | have examined this certificate and to the best of my knowledge and belief, it Is true, correct, and
camplete.

Employee’s Signature Date

Part Il - To be completed by the employer

‘EMPLOYER NAME EMPLOYER IDENTIFICATION NUMBER (EIN)
St. Clair County Commission

ADDRESS cIry STATE ZIF CODE

165 5th Ave., Suite 100 Ashville AL 35953

Employers are required to keep this certificate on file. If the employee is believed to have claimed more exemption than legally entltied or
claims 8 or more dependent exemptlons, the employer should cantact the Department at the following address or phone number for ver-
ffication: Alabama Department of Revenue, Withholding Tax Section, P.O. Box 327480, Montgomery, AL 36132-7480, by phone at (334)
242-1300, or by fax at (334) 242-0112. If the employee does not qualify for the exemptions claimed upon verification, the employer is re-
quired to withhold at the highest rate until the employee submiits a corrected Form A4 reflecting the proper exemption they are entitled to
claim.

DEPENDENTS: To qualify as your dependent (Line 4 above), a person must receive more than one-half of his or her support from you
for the year and must be related to you as follows:

Your soh or daughter (including legally adopted children), grandchild, stepson, stepdaughter, son-in-law, or daughter-in-law;

Your father, mother, grandparent, stepfather, stepmother, father-in-law, or mother-in-law;

Your brother, sister, stepbrother, stepsister, half-brother, hali-sister, brother-in-law, or sister-in-law;

Your uncle, aunt, nephew, or niece (but only if related by bload).

THIS FORM MAY BE REPRODUCED



SiGN UP FOR DIRECT DEPOSIT TODAY!
RETURN THIS FORM WITH THE ORIGINAL SIGNATURE TO THE COUNTY COMMISSION OFFICE

53303

Direct deposit is fast, safe and reliable. To take advantage of this benefit, enroll below.

It’s fast-Your money will be deposited in your account on payday and available for you that
morning. You do not have to worry about vacations, sick time or being just too busy.
1t’s safe-Your paycheck cannot be stolen or lost.

It’s reliable-You’ll still get a pay stub to show your deposit that includes your deductions and
amount of pay.

Please return the form with the original signature to the County Commission Office.

Enrollment:

I authorize St. Clair County Commission to credit my account for direct deposit. I also authorize
St. Clair County Commission to debit my account for any correction that may need to be made in
an event there was an error. I also understand it is my responsibility to notify the St. Clair
County Commission immediately in writing about any changes I make with my bank account.

I am providing the following account information to allow processing of my payroll.

Print Name: Social Security Number:

Signature: Date:
Please complete the following:

Name of Bank:

Account #

Routing #

Checking or Savings:

Attach a Voided Check/ Bank Notification:




Employee Probationary Recognition

The probationary period is intended to give new employees the opportunity to demonstrate their
ability to achieve a satisfactory level of performance and to determine whether the new position
meets their expectations. The Appointing Authority uses this period to evaluate employee
capabilities, work habits, and overall performance. Either the employee or the Appointing
Authority may end the employment relationship at will at any time during the probationary
period, with or without cause or advance notice. Probationary employees are not entitled to use
the Employee Right of Appeal/”’Due Process” Procedure.

All new and rehired employees work on a probationary basis for the first one calendar year after
their date of hire. Any significant absence will automatically extend the probationary period by
the length of the absence. If the Appointing Authority determines that the designated
probationary period does not allow sufficient time to thoroughly evaluate the employee’s
performance, the probationary period may be extended for a specified period.

During the probationary period, all new employees are eligible for those benefits that are
required by law, such as workers’ compensation insurance and Social Security. Full-time
probationary employees are granted the same benefits as regular full-time employees with the
exception that accrued annual and sick leave may not be used until the employee has
successfully completed the probationary period. During the probationary period, a new employee
must be on the job for a full 80 hours each pay period to be eligible to accrue leave time.

Upon successful completion of the probationary period, the employee will enter the regular
employment classification, either full-time or part-time.

I , hereby understand and recognize that with the
promotion/employment with the St. Clair County I will be placed on
probation for an allotted amount of time. This time is to be determined based on my
employment status.

(Check one)
Full Time (one calendar year probation)
Part Time (one calendar year probation)

Occasional/Seasonal (continuous probation)

Employee Supervisor/Elected Official

Date of Hire:



Designation of Beneficiary Prior to Retirement
Retirement Systems of Alabama

PO Box 302150, Montgomery, Alabama 36130-2150
877.517.0020 « 334.517.7000 « www.rsa-al.gov

EEE

Your SSN

This form must be signed and notarized for changes to be activated. To name contingent beneficiaries, use the back of this
form. If you name contingent beneficiaries, you must sign both sides of the form. Do not use this form if you are retired or
participating in DROP. Please contact the RSA for the proper form.

Type of Account: TJTRS I ERS L1 JRF I SNU Supernumerary members only

Your
Information

Name
; First Middle/Maiden Last
Please note: Divorce or
annulment of a marriage  Address :
shall not revoke or void Street or P.O. Box City State ZIP Code
the designation ofa  Telephone Number Email Address
spouse as beneficiary for
any benefits payable by Date of Birth Sex [ Male OFemale
the RSA.
Designation
of Primary Name Relationship Date of Birth
Beneficiary
, . Address
,P”ma_ry benef’C’a”?s Street or P.O. Box City State ZIP Code
will receive any benefits ) .
payable upon the  Social Security Number Sex DOMale OFemale
member’s death.
Ifyou have more than Name Relationship Date of Birth
four primary beneficiaries, Add
ress
please contact the R3A. Streetor P.O. Box City State 7IP Code
Social Security Number Sex O Male DOFemale
Name Relationship Date of Birth
Address
Street or P.O. Box City State ZIP Code
Social Security Number Sex DOMale [OFemale
Name Relationship Date of Birth
Address
Street or P.O. Box City State ZIP Code
Social Security Number Sex [Male [Female
[J Check if contingent beneficiary information is continued on the back of this form.
Signature
R Your Signature Date
Certification ur signatu
Sign Here = State of , County of
Please have your signature
acknowledged beforea  On this day of .20 , personally appeared before me, the above named
Notary Public. individual and acknowledged under oath that the statements made are true.
Signature of Notary Public
Seal o )
My Commission Expires
RSA_DBPR page 1of 2 REV 7-19



Designation of Beneficiary Prior to Retirement (=] =]
[=:
If completing this side of the form, do not forget to sign at the bottom.
Name SSN
DeS|gnqt|on List any Contingent Beneficiaries below.
of Contingent
Beneficiary Name Relationship Date of Birth
Contingent beneficiaries
will receive benefits only ~ Address
if all primary beneficiaries Street or P.O. Box City State ZIP Code
are deceased at the time of  Social Security Number Sex [OMale [Female
the member's death.
Name Relationship Date of Birth
Address
Street or P.O. Box City State ZIP Code
Social Security Number Sex [Male [JFemale
Name Relationship Date of Birth
Address
Street or P.O. Box City State ZIP Code
Social Security Number Sex [IMale [Female
Name Relationship Date of Birth
Address
Street or P.O. Box City State ZIP Code
Social Security Number Sex DOMale [OFemale
Sign Here = Your Signature Date

*Page two must be signed if any contingent beneficiary information is submitted on this side of the form.

RSA_DBPR page 2 of 2 REV 7-19



SHERIFF DEPARTMENT EMPLOYEES

Employees of the St. Clair County Sheriff’s department, including deputies, jailers, etc., are
exclusively employees of the Sheriff’s department and are in no manner employees of St. Clair
County or the St. Clair County Commission. The regulations and policies set forth in this
handbook are not applicable whatsoever to said employees. The St. Clair County Sheriff shall
manage the personnel within the Sheriff’s department as he or she sees fit and without
interference from St. Clair County and/or the St. Clair County Commission.

Employee Acknowledgment Form

The employee handbook describes important information about St. Clair County, and I understand that I
should consult my supervisor or the Personnel Department regarding any questions not answered in the
handbook. Furthermore, I acknowledge that this handbook is not a contract of employment and that my
employment is at will and that either St. Clair County or I can terminate my employment at any time.

Since the information, policies, and benefits described here are necessarily subject to change, I
acknowledge that revisions to the handbook may occur. All such changes will be communicated
through official notices, and I understand that revised information may supersede, modify, or eliminate
existing policies.

I have received the handbook, and 1 understand that it is my responsibility to read and comply with the
policies contained in this handbook and any revisions made to it.

Employee’s Signature

Date

Employee’s Name (Printed)

- 46 -



County network has sufficient antivirus and antimalware software in place. Remote users are
solely and exclusively responsible for any damage caused by their use of the system.

Retention of Email

Employees should be aware that when they have deleted a message from their workstation
mailbox it might not have been deleted from the central mail system. The message may be
residing in either the sender or receiver's mailbox or forwarded to other recipients.
Furthermore, the message may be stored on any of the aforementioned backups for an
indefinite period. Emails have been classified as "public" documents, which should be kept in
mind when you create or store email. Users should delete email messages as soon as possible
after reading. An accumulation of files will degrade system performance and response times.

Enforcement and Violations

Violation of this policy may result in termination of Internet Access or email services, possible
disciplinary action, up to and including dismissal and criminal charges where appropriate.
Termination of services may be at the request or determination of the department head,
County Administrator or County Commission. Any disciplinary action will be in accordance with
the St. Clair County Personnel Policy.

Conflict Repealer

Any policy, practice or procedure of St. Clair County currently in effect which is in conflict with
the provisions of this policy is hereby repealed to the extent of such conflict and only to the
extent of such conflict.

Written Agreement Required

The county requires employees to read and signify acceptance of the terms of this policy by
printing this page and signing the following "Understanding of Policy" before making Internet
Access or email service available.

Signature Date




St. Clair County
Pre-Employment Substance Testing Consent and Release Form

I hereby certify that I have been given notice of the St. Clair County’s pre-employment substance
testing policy; that I have been provided with access to a copy of the St. Clair County’s Drug-Free
Workplace Policy Statement; and that I have read or waived my right to read it. I hereby freely and
voluntarily consent to submit to urinalysis and/or other screening or tests as shall be determined by St.
Clair County in the selection process of final applicants for employment, for the purpose of determining
the presence of, and content of, any or all of the following substances:

1. Amphetamines 6. Methadone

2 Cannabinoids 7. Methaqgualone

3. Cocaine 8. Barbiturates

4. Phencyclidine (PCP) 9. Benzodiazepines
5. Opiates 10. Propoxyphene

I agree that the employer representative, collection site, physician, or clinic or may collect these
specimens for screening or testing and may screen them or forward them to a testing laboratory
designated by the St. Clair County for analysis.

I further agree to and hereby authorize the release of the results of said tests to St. Clair County and to
St. Clair County’s Medical Review Officer and its agents as provided in the Policy Statement. I further
agree to release and hold harmless St. Clair County and its agents individually and collectively, including
each person or business entity involved in the sample request, collecting, screening, testing, evaluation,
and reporting; and for any decisions, adverse or otherwise, made concerning my application for
employment based on the screening or test results.

I understand that a negative screen or test is a pre-condition of employment with St. Clair County and
that the refusal to submit to screening or testing, or a positive screen or test result will result in the
rejection of my application, or the rescinding of a conditional offer of employment as described in St.
Clair County’s Drug-Free Workplace Policy Statement. I also understand that it is not the purpose of this
screen or test to identify any disability I may have and that pre-employment screening and testing
activities are conducted in compliance with ADA requirements.

I further agree that a reproduced copy of this pre-employment consent and release form shall have the
same force and effect as the original I have carefully read the foregoing and fully understand as contents.
I acknowledge that my signing of this consent and release form is a voluntary act on my part and that I
have not been coerced into signing this document by anyone.

Applicant Printed Name: SS#
Applicant Signature: Date
Witness Printed Name: Witness Signature:




St. Clair County Active Employee Certificate of Agreement and
Receipt of Employee Policy Statement Consent Form

I certify that I have received and read the St. Clair County Drug-Free Workplace Policy Statement. The terms and
conditions of the County’s drug-free workplace program have been explained to me and I freely and voluntarily
consent to submit to the drug and alcohol screening or testing as set forth in the County’s program. I understand and
acknowledge that under the Alabama Code, no workers’ compensation benefits will be paid to me if I test positive
for drugs or alcohol in a confirmed laboratory test at the time of a work-related injury or death, or if I refuse to
submit to either a drug or alcohol test or screening at the time of a work accident.

I also understand that a positive confirmed laboratory result from a post-accident drug or alcohol test is evidence of
willful misconduct so as to disqualify me from Workers’ Compensation benefits. I also understand and
acknowledge that under the Alabama Code, no unemployment benefits will be paid to me under certain
circumstances related to a drug and alcohol test, including if I am dismissed as the result of a positive confirmed
Jaboratory test for drugs or alcohol; if I refuse to submit to an initial screening or a laboratory test for drugs or
alcohol; if I refuse to cooperate with the County’s representative in an initial screening; or if I knowingly alter or
adulterate any screening or test sample.

I understand that if I refuse to submiit to screening or testing or if there is a positive confirmed laboratory test result,
that it will affect my continued employment and result in disciplinary action as described in the County’s Drug-Free
Workplace Policy Statement, up to and including termination. I also understand that the purpose of screening and/or
testing is not to identify any disability I may have and that all testing activities will be conducted in accordance with
regulations under the Americans with Disabilities Act (ADA).

I give my consent to the County and/or its designated representative to collect specimens, as set out in the policy, for
the purpose of determining the presence of drugs and alcohol. I further agree to and hereby authorize the release of
the results of said tests to St. Clair County, to the County Medical Review Officer, and as set forth in the Policy
Statement.

I further agree that a reproduced copy of this consent form shall have the same force and effect as the original. I
have carefully read the foregoing and fully understand its contents. I acknowledge that my signing of this consent
form is a voluntary act on my part and that I have not been coerced into signing this document by anyone. I
expressly authorize the County, its agents, and its Medical Review Officer to release any screening or testing-related
information, including positive confirmed laboratory test results, to the Alabama Department of Industrial Relations,
Unemployment Compensation Agency, St. Clair County’s workers’ compensation administrator or carrier, officials
of the government agency investigating my employment or the termination thereof, or in any related administrative
or court proceeding, and as set forth in the Policy Statement. I understand that this agreement in no way limits my
right to terminate my employment or be terminated and the Policy Statement is not in any manner contractual in

nature.

Employee Printed Name:
Employee Signature:
Date:
Witness Printed Name:
Witness Signature:

(This form is to be signed by employee and retained in personnel file.)



Application

For Enroliment with
Binding Arbitration

450 Riverchase Parkway East ® P. O. Box 995
Birmingham, Alabama 35298-0001

P BlueCross BlueShield
N of Alabama

An Independent Licensee of the Blue Cross and Blue Shield Association.
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DEPENDENT

DEPENDENT

PR, BlueCross BlueShield
VAV of Alabama

EMPLOYEE INFORMATION

Application For Enroliment

Fields marked with an * are required fields. Any required information
not completed may delay the processing of your application.

* HEALTH GROUP * HEALTH DIVISION * DENTAL GROUP * DENTAL DIVISION *VISION GROUP *VISION DIVISION
NUMBER NUMBER NUMBER NUMBER NUMBER NUMBER
82722 82722 NA NA
*NATURE OF APPLICATION (Check all that apply)
NEW CONTRACT CANCEL CONTRACT CHANGE CONTRACT

HEALTH DENTAL  VISION

HEALTH DENTAL  VISION NAME CHANGE ADDRESS CHANGE TYPE COVERAGE CHANGE

ENROLLMENT PERIOD (for new contracts)
REGULAR ENROLLMENT © ANNUAL OPEN ENROLLMENT

© SPECIAL OPEN ENROLLMENT

*LAST NAME

*FIRST NAME

MAIDEN/MIDDLE NAME

SUFFIX (JUNIOR, SENIOR) *SOCIAL SECURITY NUMBER

*HOME MAILING ADDRESS

*CITY

*STATE *ZIP

*PHONE NUMBER HOME ¢ WORK ¢ CELL | E-MAIL ADDRESS (Optional)

*GENDER MALE ¢ FEMALE | *DATE OF BIRTH (MM/DD/YYYY)

*EMPLOYEE NUMBER

LIST ALL DEPENDENTS ELIGIBLE UNDER THIS CONTRACT AND PROVIDE SOCIAL SECURITY NUMBER.

NOTE: The Social Security Number for the employee and all dependents must be provided in order for this application to be processed.
By signing this application, you certify that all dependents are eligible for coverage under the terms of the Group Plan for which you are applying.

*LAST NAME

*FIRST NAME

MAIDEN/MIDDLE NAME SUFFIX (JUNIOR, SENIOR) *SOCIAL SECURITY NUMBER

AL L ENSHIP GHILD @ SPOUSE | .GENDER ~ MALE © FEMALE | "DATE OF BIRTH (MM/DD/YYYY)
ADD QUALIFYING EVENT TYPE:  Marriage © Birth/Adoption * DATE EVENT

DEPENDENT © Loss of Coverage © Other

OCCURRED

REMOVE REMOVE DEPENDENT DUE TO:

* DATE EVENT

DEPENDENT Divorce © Death © Entered Military Service © Request OCCURRED

ADD HEALTH © ADD DENTAL © ADDVISION © ADD ALL

REMOVE HEALTH © REMOVE DENTAL © REMOVE VISION © REMOVE ALL

*LAST NAME *FIRST NAME
MAIDEN/MIDDLE NAME SUFFIX (JUNIOR, SENIOR) *SOCIAL SECURITY NUMBER
RELATIONSHIP — CHILD @ SPOUSE | .GENDER ~ MALE © FEMALE | *DATE OF BIRTH (MM/DD/YYYY)

ADD QUALIFYING EVENT TYPE: Marriage © Birth/Adoption * DATE EVENT

DEPENDENT © Loss of Coverage © Other OCCURRED

REMOVE REMOVE DEPENDENT DUE TO: * DATE EVENT

DEPENDENT Divorce © Death © Entered Military Service © Request OCCURRED

ADD HEALTH © ADD DENTAL © ADD VISION © ADD ALL

REMOVE HEALTH © REMOVE DENTAL © REMOVE VISION © REMOVE ALL

ENR431-2110 BLUE CROSS AND BLUE SHIELD - COPY EMPLOYER - COPY EMPLOYEE - COPY



DEPENDENT

DEPENDENT

LIST ALL DEPENDENTS ELIGIBLE UNDER THIS CONTRACT AND PROVIDE SOCIAL SECURITY NUMBER.

NOTE: The Social Security Number for the employee and all dependents must be provided in order for this application to be processed.
By signing this application, you certify that all dependents are eligible for coverage under the terms of the Group Plan for which you are applying.

*LAST NAME *FIRST NAME

MAIDEN/MIDDLE NAME SUFFIX (JUNIOR, SENIOR) *SOCIAL SECURITY NUMBER

"RELATIONSHIP  CHILD © SPOUSE | .GENDER  MALE © FEMALE | *DATE OF BIRTH (MM/DD/YYYY)

© OTHER
ADD QUALIFYING EVENT TYPE: Marriage © Birth/Adoption * DATE EVENT
DEPENDENT © Loss of Coverage © Other OCCURRED
REMOVE REMOVE DEPENDENT DUE TO: * DATE EVENT
DEPENDENT Divorce © Death © Entered Military Service © Request OCCURRED

ADD HEALTH © ADD DENTAL © ADDVISION © ADD ALL REMOVE HEALTH © REMOVE DENTAL © REMOVE VISION © REMOVE ALL

*LAST NAME *FIRST NAME

MAIDEN/MIDDLE NAME SUFFIX (JUNIOR, SENIOR) *SOCIAL SECURITY NUMBER

"RELATIONSHIP - CHILD  © SPOUSE | .GeNDER ~ MALE © FEMALE | *DATE OF BIRTH (MM/DDAYYYY)

© OTHER
ADD QUALIFYING EVENT TYPE: Marriage © Birth/Adoption * DATE EVENT
DEPENDENT © Loss of Coverage © Other OCCURRED
REMOVE REMOVE DEPENDENT DUE TO: * DATE EVENT
DEPENDENT © Divorce © Death Entered Military Service © Request OCCURRED

ADD HEALTH © ADD DENTAL © ADD VISION © ADD ALL REMOVE HEALTH © REMOVE DENTAL © REMOVE VISION ©C REMOVE ALL

If any dependent child above is over the applicable maximum age under your Group Plan and is incapacitated, please contact your Group Administrator to
determine if coverage is available and/or obtain additional documents for completion.

STUDENT EXTENSION CERTIFICATION: If the Group Plan under which you are applying requires student certification after age 26, please list any dependent
child applying for student extension.

NAME OF CHILD NAME OF SCHOOL

NAME OF CHILD NAME OF SCHOOL

ELIGIBILITY: COORDINATION OF BENEFITS

For coordination of benefits purposes, will any person to be insured be covered under another health, dental and/or vision plan or policy at the time this policy
becomes effective? If yes, please provide the information below. Use additional paper if necessary.

NAME OF CONTRACT HOLDER/DEPENDENT EFFECTIVE DATE OF OTHER COVERAGE (MM/DD/YYYY)

NAME OF INSURANCE COMPANY EMPLOYER'S NAME

POLICY, ID, CONTRACT OR CERTIFICATE NUMBER GROUP NUMBER TYPE COVERAGE
SINGLE © FAMILY

TRANSFER COVERAGE

A transfer of coverage occurs when you want to cancel one Blue Cross and Blue Shield of Alabama contract and enroll in another without a break in coverage.
Please note that the transfer cannot occur prior to the date of employment. If you or your spouse are currently covered by a Blue Cross and Blue Shield of
Alabama contract and wish to transfer to this group, please complete the information below.

If you have Individual coverage, please call Customer Service at 1-855-350-7441 to cancel your contract. If your Individual coverage is through the Federal
Marketplace, please call the Marketplace at 1-800-318-2596 to cancel your contract.

CURRENT BLUE CROSS AND BLUE SHIELD OF ALABAMA CONTRACT NUMBER
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MEDICARE BENEFITS INFORMATION
*LAST NAME

*FIRST NAME

MAIDEN/MIDDLE NAME

SUFFIX (JUNIOR, SENIOR) MEDICARE NUMBER

PART A EFFECTIVE DATE (MM/DD/YYYY)

PART B EFFECTIVE DATE (MM/DD/YYYY)

PART C EFFECTIVE DATE (MM/DD/YYYY)

PART D EFFECTIVE DATE (MM/DD/YYYY)

TO BE COMPLETED BY EMPLOYEE

I waive my right to benefits and do not wish to enroll. Employer should maintain this record in employee’s file.

| am requesting cancellation of my existing benefits as checked above.

| apply for the Group Benefits Certificate or Group Agreement for which | am eligible. My application is subject to the terms and conditions of the agreement
between my Group (my employer or other organization through which | am applying for coverage) and you (Blue Cross and Blue Shield of Alabama). If you
accept this application, you will send me an ID card. My Group’s contract with you is made up of 1) my Group’s application to you; 2) the Group Benefits
Certificate or Group Agreement, and 3) any written amendments to the Certificate or Group Agreement. My contract with you is made up of these three
items and this and any later application by me to you. My coverage will be through this contract. | name my Group as my Group agent or Remitting Agent.

| ask my Group to pay you directly and | give my Group the right to deduct my part of your fees from my pay (if applicable). Everything | say in this application
is true. | give up all rights to service if | have not told the complete truth everywhere in this application.

You may take back any monies paid for me or my family and pay no more if you find | did not tell the complete truth. | understand that any misrepresentation
is fraud and will be pursued to the fullest extent allowed by law including all compensatory and punitive damages as well as costs and attorney’s fees.
Coverage will not begin until you accept this application in writing. Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit or who knowingly presents false information in an application for insurance is guilty of a crime and may be subject to restitution, fines, or confinement

in prison, or any combination thereof.

If you do not accept my application, the only thing you have to do is return any fees | paid. You may pay providers directly for services to me. | ask that my
doctor, hospital or anyone else gives my or my family’s medical records to you. You may release those records to anyone necessary in order to administer
the contract. This applies to anyone | have listed or added. This begins now and continues as long as you need to decide about this application and process

any of our claims.

| will cooperate with you. If you need information about other health, dental and/or vision policies | have, including payments by them, | will give it to you.
If you need information to help you subrogate (substitute for me or a family member) or be reimbursed, | will give it to you.

| acknowledge by my signature that | have read and understand the important information printed on the back of this application.

THE GROUP PLAN UNDER WHICH YOU ARE APPLYING FOR COVERAGE INCLUDES BINDING ARBITRATION. THIS MEANS
ANY DISAGREEMENT OTHER THAN A CLAIM FOR BENEFITS UNDER SECTION 502(a) OF ERISA WILL BE SETTLED

BY ARBITRATION — NOT A COURT. THE ARBITRATOR’S DECISION IS FINAL AND BINDING. AN ARBITRATOR IS AN
INDEPENDENT, NEUTRAL PARTY WHO MAKES A DECISION AFTER LISTENING TO BOTH PARTIES. THIS DECISION CAN’T
BE REVIEWED BY A COURT. THE ARBITRATOR ACTS AS JUDGE AND JURY. BY SIGNING BELOW YOU AGREE TO SETTLE
ANY DISAGREEMENT BY ARBITRATION INSTEAD OF A COURT TRIAL.

AGREEMENT TO ARBITRATE — AFTER READING THIS, | AGREE TO THE ARBITRATION PROVISIONS IN THE GROUP PLAN.

*SIGNATURE OF EMPLOYEE

DATE SIGNED
(MM/DD/YYYY)

FULL-TIME EMPLOYMENT DATE
(MM/DD/YYYY)

TO BE COMPLETED BY EMPLOYER

*EMPLOYER’S NAME
St. Clair County

*GROUP NUMBER
82722

EMPLOYER ADDRESS

165 5th Avenue, Suite 100 Ashville, AL 35953

EMPLOYER PHONE NUMBER
205-594-2100

PRINTED GROUP ADMINISTRATOR NAME
Jennifer Forman

GROUP ADMINISTRATOR EXTENSION

*GROUP ADMINISTRATOR’S SIGNATURE

DATE SIGNED (MM/DD/YYYY)

ENR431-2110
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IMPORTANT DISCLOSURE NOTICE

NOTICE OF GROUP HEALTH, DENTAL AND VISION PLAN SPECIAL ENROLLMENT RIGHTS

If you are declining enroliment for health, dental and/or vision plan benefits for yourself or your dependents (including your spouse)
because of other health, dental and/or vision insurance or group health, dental and/or vision plan coverage, you may in the future
be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the
employer stops contributing towards other coverage for you or your dependents). However, you must request enrollment within 30
days after your or your dependents’ other coverage ends (or after the employer stops contributing towards the other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoption, placement for adoption, or placement as an eligible
foster child, you may be able to enroll yourself and your dependents. However, you must request enrollment within 30 days after the
marriage, birth, adoption, placement for adoption, or placement as an eligible foster child.

If you or your dependent lose coverage under Medicaid or a State Children’s Health Insurance Plan (SCHIP) because of loss of eligibility
for coverage, you may be able to enroll yourself and your dependent in this plan. You may also be able to enroll in this plan if you or
your dependent become eligible for premium assistance under Medicaid or SCHIP for coverage under this plan. However, you must
request enrollment within 60 days of any such event.

To request special enrollment or obtain more information, contact your employer at the telephone number or address listed for your
employer in this enroliment application.

NOTICE OF GROUP DENTAL PLAN BENEFIT WAITING PERIODS

This dental plan includes benefit waiting periods that you may have to serve before certain benefits begin to be covered under this
dental plan. Please refer to the section in your benefit booklet called “Benefit Waiting Periods.”

WOMEN’S HEALTH AND CANCER RIGHTS ACT NOTICE FOR GROUP HEALTH PLANS

The Women'’s Health and Cancer Rights Act of 1998 requires group health plans that provide coverage for mastectomies to also
provide coverage for reconstructive surgery and prostheses following mastectomies. A participant or dependent who is receiving
benefits in connection with a mastectomy will also receive coverage for:

all stages of reconstruction of the breast on which the mastectomy was performed;
e surgery and reconstruction of the other breast to produce a symmetrical appearance; and
e prostheses and treatment of physical complications of the mastectomy, including lymphedema.

Benefits for this will be subject to the same calendar year deductible and coinsurance provisions that apply to other medical and
surgical benefits.

BLUE CROSS AND BLUE SHIELD ASSOCIATION

Applicant on behalf of itself and its members hereby expressly acknowledges its understanding that this agreement constitutes a contract
solely between Applicant and Blue Cross and Blue Shield of Alabama, which is an independent corporation operating under a license
from the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans, (the “Association”)
permitting Blue Cross and Blue Shield of Alabama to use the Blue Cross and Blue Shield Service Marks in the State of Alabama, and that
Blue Cross and Blue Shield of Alabama is not contracting as the agent of the Association. Applicant on behalf of itself and its members
further acknowledges and agrees that it has not entered into this agreement based upon representations by any person other than
Blue Cross and Blue Shield of Alabama and that no person, entity, or organization other than Blue Cross and Blue Shield of Alabama
shall be held accountable or liable to Applicant for any of Blue Cross and Blue Shield of Alabama’s obligations to Applicant created
under this agreement. This paragraph shall not create any additional obligations whatsoever on the part of Blue Cross and Blue Shield
of Alabama other than those obligations created under other provisions of this agreement.

ENR431-2110
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Brought to you by:

Enroliment Form

Underwritten by: United of Omaha Life Insurance Company

Employer Section (To be completed by the employer/plan administrator, Required fields are marked with an asterisk (7)

*Employer's Name: *Effective Date: Group ID: GO00AQB4

St. Clair County Commission

Sub Group ID: Location Code: Class: *Occupation:

*Salary: |:|Hour|y DWeekIy |:|Bi-WeekIy *Date of Hire: Hours Worked Per Week:

$ ClMonth ClAnnuall
Employee Section (Please print clearly. Required fields are marked with an asterisk(").)

Enrollment ID: 11924

*Last Name: Ml:

*Social Security Number: *Birth Date (MM/DD/YYYY): *Gender: [J Male *Marital Status: [1 Single [ Married
] Female O Dpivorced 1 widowed

*Street Address: E-Mail Address:

*City: *State: *Zip Code: Telephone:

Voluntary Life Coverage Election

If you (the employee) are age 70 or older: The guaranteed amount available to you and your spouse without answering health questions (Guarantee Issue
Amount) and the life insurance benefit amount elected are subject to benefit reductions due to your age. At age 70, the guaranteed amount and the benefit elected
decrease to 65% of the original amount. At age 75, amounts decrease to 45%. At age 80, amounts decrease to 30%. At age 85, amounts decrease to 20%. At age
90, atl;nou}r.l'lts dal;:nlease to 15%. As your life insurance benefit amount decreases, your premium amount will aiso decrease. If applicable, reduced benefit amounts
may be shown below.

Employee and Dependent Coverage g:ﬂift“o‘}\'g%ménm Monthly E?IrYnll:r')‘ Amount

$20,000
$50,000
$70,000
$100,000
Decline

Voluntary Life - Employee

€ & H &

$10,000
$15,000
$20,000
$25,000
Decline

Voluntary Life - Spouse*

€ &1 P

Voluntary Life - Child(ren)** $10,000 (per child) $1.30 (all children)

Decline

OO0 00000 oooaod

If you are enrolling for Voluntary Term Life coverage in excess of the Guarantee Issue Amount of 5 times rnur annual salary or $100,000 (whichever is less), or if
your spouse is enrolling for coverage in excess of $25,000, you must complete and submit an Evidence of Insurability form. The form is available from your
employer, or complete online at www.mutualofomaha.com/eoi.

The following eligibility guidelines apply for dependent coverage:

*You must be age 69 or less for your dependent spouse to be eligible for coverage. Spouse coverage terminates when you (the employee) attain the age of 70. If
any premium is paid for spouse coverage after you attain age 70, the premium will be refunded in accordance with the terms of the policy.

**Your dependent child(ren) must be under age 21 (under age 25 if a full-time student). If any premium is paid for child(ren) coverage after your child(ren) attain the
limiting age, the premium will be refunded in accordance with the terms of the policy.

***Dependents cannot enroll for coverage in excess of 50% of amount elected by you (the employee).
Short-Term Disability Coverage Election

Monthly Premium Amount

Employee Coverage Only Enroll Decline | Benefit Amount (12/Year)
Short-Term Disability O $ Paid by Employer

Basic Life and AD&D Coverage Elections

Employee and Dependent Coverage Decline | Benefit Amount Monthly F:;'{"i:':; Amount
Basic Life - Employee | O $ Paid by Employer
Basic Life - Spouse* O O $
Paid by Empl
Basic Life - Child{ren)™* O O s aid by Employer

*The Child(ren) Benefit Amount listed applies to children age six months to the limiting age of the plan only. A different benefit amount may apply to arg ct;ild(ren)
while they are under the age of six months. Please contact your employer/benefits administrator for additional information.

PAGE 1 0F 2 ID: B-33036, FORM CONTINUES ON PAGE 2



Beneficiary for Death Benefits (Right to change beneficiary is reserved (o the insured.)

If more than one beneficiary is named, the beneficiaries shall share benefits equally unless otherwise stated below. if indicating benefit percentages, the percentages
must total 100% for Primary Beneficiaries and 100% for Secondary Beneficiaries. Some states have laws regarding beneficiary designation. Please consult your
employer/benefits administrator for additional information. If you need to designate more beneficiaries than space will allow, please include this information on a
separate piece of paper and submit it with this form, clearly stating your name. Information is not required but will help ensure your beneficiary receives payment.

Primary Beneficiary Designation

# Last Name First Name Relationship to Date of Birth SSN Benefit
Insured (MM/DD/YYYY) Percentage
(%)
1 Telephone: Address of Beneficiary
(Address, City, State, Zip): l
2 Telephone: Address of Beneficiary
{Address, City, State, ZIp).
3 Telephone: Address of Beneficiary
(Address, City, State, Zip):
Percentage Total: 100%
Secondary Beneficiary Designation
# Last Name First Name Relationship to Date of Birth SSN Benefit
Insured (MM/DD/YYYY) Perc'z?ntage
i)

1 Telephone: Address of Beneficiary
(Address, City, State, Zip):

2 Telephone: Address of Beneficiary
(Address, City, State, Zip):

3 Telephone: Address of Beneficiary
(Address, City, State, Zip):

Percentage Total: 100%
Enrollment Iinformation

Enrollment must occur within 31 days from the date the employee becomes eligible (or as otherwise stated in the policy). If you are required to pay premiums for any
coverage, the enroliment form MUST be signed and dated to authorize payroll deductions. The premium amounts indicated on this form are estimates, and are
subject to change based on the final terms and conditions of the policy as well as your salary and age on the effective date of the policy.

Agreement and Signature

| represent that the information | have provided in this enrollment form is complete, true and accurate to the best of my knowledge. | understand that payment of
premium does not ensure my eligibility for coverage. | understand and agree that | must satisfy all active work, active employment and/or active eligibility
requirements that pertain to the policy to be eligible for coverage. | understand and agree that life insurance coverage for my eligible dependent(s) may be delayed if
they are confined (at home, in a hospital, or in any other institution or facility) or disabled on the date insurance would otherwise begin, in accardance with the terms
of the palicy. Should | apply for waived coverage in the future, | understand that evidence of insurability may be required, acceptable to the insurance company, at
my own expense. | understand that if coverage is applied for in the future, it must be during an enrollment period or due to a life change event as defined by the
policy, and that a waiting period may apply.

By signing below, | acknowledge that | understand and agree to the above statements, and that | have read and understand the benefit summaries provided to me
for each Iine of coverage. The above requirements will apply unless otherwise stated in the policy, or unless prohibited by any applicable state or federal law.

SIGNATURE OF EMPLOYEE DATE

Additional Information

Fraud Warning: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an
application for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.

United of Omaha Insurance Company - Mutual of Omaha Plaza * Omaha, NE 68175

PAGE 2 OF 2 NAME:
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