Hosanna Christian Academy

New Hire Employee Packet
(July 2011)

Welcome to Hosanna Christian Academy. We are excited to welcome you to our family.
Successful completion of this packet will finalize your hiring process. Please follow these
instructions. This packet contains forms that you must complete PRIOR to being paid.

1. Pages1land2
a. Page 1 is the first of two background check & fingerprint forms.
i. Complete the BOTTOM portion of this form.
il. This form requires a $45.25 BUSINESS CHECK.
iii. Come to HCA and get this check from us.
b. Page 2 is the second of the background check & fingerprint forms.
i. Complete the MIDDLE portion of this form.
ii. This form requires a $10.00 BUSINESS CHECK.
iii. Come to HCA and get this check from us.
¢.  You will receive two BUSINESS CHECKS from us made out to the State Police as stated above.
d. You will take these two checks along with the completed forms (pages 1 & 2} to the State Police.
i. 7919 Independent Blvd., Baton Rouge, LA 70806 (3 minutes from school)
ii. Monday - Friday, 8am - 4pm
e. State Police will send us an e-mail confirming that you have a clean background check.

2. Pages 3 - 4 (Federal Tax Forms)
3. Page5 (State Tax Form)
4. Pages 6 - 10 (I-9 Federal Employment Form)
a. Please pay close attention to the “Lists of Acceptable Documents” on page 10.

b. We MUST have accurate forms of personal identification as indicated on page 10. No substitutions!

5. Pages 11 - 16 (Blue Cross/Shield of LA Plan Information & Enrollment Forms)

a. All fulltime employees MUST complete these forms.

b. Ifyou want health coverage, complete sections A, B, C, E (if adding spouse/family), G, H, & L.

c. Ifyou do NOT want health coverage, complete only section B, the “Waive of Coverage” in section C, and section I.

d. InSection A - Circle HMO Plan # 56 or #65.

e. 2011-2012 Insurance Premiums Chart

’11-'12 Health Insurance Premiums Employee Employee Employee Employee
EMPLOYEE PORTION after HCA Subsidy ONLY & & &
Children Spouse Family

Plan #56 - HCA Partially Subsidized Plan $77.77 $469.74 $537.17 $919.43
Plan #65 - HCA Fully Paid, NO Cost for YOU Plan FREE $341.45 $398.48 $721.80

6. Page 17 (FREE Life Insurance Form)

7. Please contact Madeleine Felps with any additional questions.




SUBMIT TO: Louisiana State Police

Bureau of Criminal Identification and Information
P.O. Box 66614 (Mail Slip A-6)
Baton Rouge, LA 70896

THE FEE FOR PROCESSING A STATE BACKGROUND CHECK IS $26. FOR FBI PROCESSING, WHERE AUTHORIZED

OR RE

UIRED, THERE IS AN ADDITIONAL $19.25 FEE.

Cashier Check, Business Check or Money Order

**FORMS MUST BE FILLED OUT IN INK AND BE REVIEWED BY SUBMITTING AGENCY/INDIVIDUAL FOR ACCURACY**
****FINGERPRINTS ARE NECESSARY FOR A POSITIVE IDENTIFICATION****

**+*PLEASE PRINT****

Hosanna Christian Academy

S. Josh LeSage, Administrator

AGENCY, FACILITY OR INDIVIDUAL

8850 Goodwood Blvd.

AGENCY4FACILITY OR INDIVIDUAL AUT) gRIZ REPRESENTATIVE

MAILING ADDRESS

Baton Rouge LA 70810

g!'GﬁATU AUTHORIZED REPRESENTMT IVE

(225 ) 926 - 4885

CITY STATE ZIP CODE

AGENCY, FACILITY OR INDIVIDUAL PHONE NUMBER

SJL@hcablazers.org
AGENCY, FACILITY OR INDIVIDUAL E-MAIL ADDRESS

Request For: (pick one only)

0 ALCOHOL AND BEVERAGE COMMISSION

0 ALCOHOL BEVERAGE OUTLET

0 AUTHORIZED AGENCY

o0 BOARD OF EXAMINERS OF PSYCHOLOGIST
o BOARD OF NURSING HOME ADMINISTRATORS
o CASA

0o COURT ORDER ADOPTION

o CRIMINAL JUSTICE EMPLOYEE

o DAYCARE

o DENTISTRY BOARD

o DEPARTMENT OF INSURANCE

o DCFS ABUSE/NEGLECT INVESTIGATION

o DCFS CARETAKER

o DCFS FOSTER/ADOPTIVE

o DCFS PERSONNEL

o EMPLOYERS

o FIREFIGHTERS

o FIRE MARSHAL

0o HEALTH CARE PROVIDER (Non Licensed)

o JUVENILE DETENTION CENTER

o LA PHYSICAL THERAPY BOARD

0 LA STATE BOARD SOCIAL WORK EXAMINERS
0 MANUFACTURED HOUSING

o0 MEDICAL EXAMINERS

o0 OFFICE OF FINANCIAL INSTITUTIONS
o OFFICE OF PUBLIC HEALTH

o PHARMACY BOARD

o0 POST SECONDARY EDUCATION

o PRACTICAL NURSING

o PRIVATE ADOPTION

o0 PRIVATE INVESTIGATORS

o0 PRIVATE SECURITY

o PUBLIC HOUSING

o PUBLIC TAG AGENT

o REGISTERED NURSING

o RELIGIOUS ACTIVISTS

o RIGHT TO REVIEW

o RIVERBOAT PILOTS

XSCHOOL

o TAXI DRIVERS

o TESS WINDOW TINT

o USED MOTOR VEHICLE COMMISSION
o VENDOR

0 VOLUNTEERS W/YOUTH SERVING ORG
o WHOLESALE DRUG DISTRIBUTORS

0 WORKING WITH CHILDREN

APPLICANTS FULL NAME:

***+*+PRINT — USE INK**** LAST

FIRST MIDDLE

{INCLUDE MAIDEN NAME & PREVIOUS MARRIED NAMES IF APPLICABLE}

APPLICANTS SIGNATURE:

APPLICANTS SOCIAL SECURITY #_ _ _-__-

ID or DRIVERS LICENSE #

DATEOFBIRTH: __/_ _/

RACE

& STATE

POSITION OR LICENSE APPLIED FOR

AUTHORIZATION TO DISCLOSE CRIMINAL HISTORY RECORDS INFORMATION

By my signature above, I hereby authorize the Louisiana State Police to release all pertinent criminal record information maintained
in their files, other states files, or the FBI files (if applicable ) which may confirm or deny my eligibility with the facility or agency

named above. DPSSP 6696
Revised 01/2011




ATN and SID# FOR OFFICIAL USE ONLY

ATN# SID#

APPLICANT PROCESSING — DISCLOSURE
BUREAU OF CRIMINAL IDENTIFICATION AND

INFORMATION
P.0. BOX 66614 (MAIL SLIP A-6)
BATON ROUGE, LA 70896
LSPAPP3/R09.10

Hosanna Christian Academy
AGENCY / BUSINESS NAME NOTICE:
PLEASE PRINT OR TYPE INFORMATION,
EXCLUDING ADMINISTRATORS OR

8850 Goodwood Blvd. AUTHORIZED PERSONS SIGNATURE
MAILING ADDRESS INCOMPLETE FORMS WILL NOT BE
PROCESSED
Baton Rouge, LA 70810
CITY STATE ZIP CODE
/ / /
NAME DATE OF BIRTH RACE/SEX
SOCIAL SECURITY NUMBER

ALL INFORMATION RELEASED MUST REMAIN STRICTLY CONFIDENTIAL AND ONLY THOSE
AUTHORIZED BY LAW TO RECEIVE THIS INFORMATION MAY SUBMIT AREQUEST.

DO NOT WRITE BELOW THIS LINE: {For Bureau of Criminal Identification and Information Use Only}

NOTICE: The response to your request for a criminal history check is based on a review of the State of
Louisiana’s criminal history records database as is available at the time of request. This does not preclude
the possible existence of conviction information not available in our database.

DATE ARRESTING AGENCY CONVICTION INFORMATION




Form W-4 (2011)

Purpose. Complete Form W-4 so that your
employer can withhold the correct federal
income tax from your pay. Consider completing a
new Form W-4 each year and when your
personal or financial situation changes.

Exemption from withholding. if you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign
the form to validate it. Your exemption for 2011
expires February 16, 2012. See Pub. 505, Tax
Withholding and Estimated Tax.

Note. If another person can claim you as a
dependent on his or her tax return, you cannot
claim exemption from withholding if your income
exceeds $950 and includes more than $300 of
unearned income (for example, interest and
dividends).

Basic instructions. if you are not exempt,
complete the Personal Allowances Worksheet
below. The worksheets on page 2 further adjust
your withholding allowances based on itemized
deductions, certain credits, adjustments to
income, or two-earners/multiple jobs situations.

Complete all worksheets that apply. However,
you may claim fewer (or zero) allowances. For
regular wages, withholding must be based on
allowances you claimed and may not be a flat
amount or percentage of wages.

Head of household. Generally, you may claim
head of household filing status on your tax return
only if you are unmarried and pay more than
50% of the costs of keeping up a home for
yourself and your dependent(s) or other
qualifying individuals. See Pub. 501, Exemptions,
Standard Deduction, and Filing Information, for
information.

Tax credits. You can take projected tax credits
into account in figuring your allowable number of
withholding allowances. Credits for child or
dependent care expenses and the child tax
credit may be claimed using the Personal
Allowances Worksheet below. See Pub. 919,
How Do | Adjust My Tax Withholding, for
information on converting your other credits into
withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using

Form 1040-ES, Estimated Tax for Individuais.
Otherwise, you may owe additional tax. If you
have pension or annuity income, see Pub. 919 to
find out if you should adjust your withholding on
Form W-4 or W-4P.

Two earners or mulitiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to
claim on all jobs using worksheets from only one
Form W-4. Your withholding usually will be most
accurate when all allowances are claimed on the
Form W-4 for the highest paying job and zero
allowances are claimed on the others. See Pub.
919 for details.

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

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2011. See Pub. 919,
especially if your eamings exceed $130,000
(Single) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .

B Enter “17 if: [

® You are single and have only one job; or
* You are married, have only one job, and your spouse does not work; or
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C  Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld.) .

D  Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .
Enter “1” if you will file as head of household on your tax returmn (see conditions under Head of household above)
Enter “1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit

mm

mMTMOO

|11

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

* If your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; then less “1” if you have three or more eligible children.
e If your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible
child plus “1” additional if you have six or more eligible children . . . . . Y

Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) » H

For accuracy, ¢ If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
complete all and Adjustments Worksheet on page 2.

worksheets ¢ If you have more than one job or are married and you and your spouse both work and the combined eamings from all jobs exceed
that apply. $40,000 ($10,000 if married), see the Two-Eamners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.

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

Cut here and give Form W-4 to your employer. Keep the top part for your records.

Form W'4

Department of the Treasury
Intemal Revenue Service

OMB No. 1545-0074

2011

Employee's Withholding Allowance Certificate

P Whether you are entitled to claim a certain number of aliowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1 Type or print your first name and middle initial. | Last name 2  Your social security number
Home address (number and street or rural route) 3 [] single [] Marmied [] Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single* box.
City or town, state, and ZIP code 4 K your last name differs from that shown on your social security card,
check here. You must cali 1-800-772-1213 for a replacement card. P |:|
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck . . . . 6 [$
7 Iclaim exemption from withholding for 2011, and | certify that | meet both of the followmg condmons for exemptlon :
¢ |ast year | had a right to a refund of all federal income tax withheld because | had no tax liability and
¢ This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here . . > [ 7 |

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and belief, it is true, correct, and complete.

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

Date »

9 Office code (optional) | 10  Employer identification number (EIN)

Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

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

Cat. No. 10220Q Form W-4 (2011)



Form W-4 (2011) Page 2
Deductions and Adjustments Worksheet

Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.

1 Enter an estimate of your 2011 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellaneous deductions . . . . 1 $

$11,600 if married filing jomtly or quahfylng wrdow(er)
2 Enter: [ $8,500 if head of household e e e e e e 2
$5,800 if single or married filing separately
3  Subtract line 2 from line 1. If zero or less, enter “-0-"
Enter an estimate of your 2011 adjustments to income and any addmonal standard deductlon (see Pub 91 9)
Add lines 3 and 4 and enter the total. (Include any amount for credits from the Convertlng Credits to
Withholding Allowances for 2011 Form W-4 Worksheet in Pub. 919.) Coe b -
6  Enter an estimate of your 2011 nonwage income (such as dividends or interest)
7  Subtract line 6 from line 5. If zero or less, enter “-0-" A
8 Divide the amount on line 7 by $3,700 and enter the result here. Drop any fractron
9  Enter the number from the Personal Allowances Worksheet, line H, page 1 .
10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Eamers/MuIttple Jobs Worksheet,
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10

LS
© o~NO O L]
4P| €9 |en ¥

Two-Earmers/Multiple Jobs Worksheet (See Two eamers or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2  Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more

than“3” . . . . 2
3 [fline 1 is more than or equal to I|ne 2, subtract Ime 2 from hne 1. Enter the result here ( if zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . . . Coe . 3

Note. If line 1 is less than line 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4 through 9 below to figure the additional
withholding amount necessary to avoid a year-end tax bill.

4  Enter the number from line 2 of thisworksheet . . . . . . . . . . 4
5  Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6 Subtractline 5 fromline4 . . . coe e 6
7  Find the amount in Table 2 below that apphes to the HIGHEST paying job and enter it here e 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . 8 $
9 Divide line 8 by the number of pay periods remaining in 2011. For example, divide by 26 if you are paid
every two weeks and you complete this form in December 2010. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld from eachpaycheck . . . . . . . . 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enter on if wages from LOWEST | Enter on if wages from HIGHEST | Enter on if wages from HIGHEST | Enter on
paying job are— line 2 above | paying job are— line 2 above | paying job are— line 7 above | paying job are— line 7 above
$0 - $5,000 - 0 $0 - $8,000 - 0 $0 - $65,000 $560 $0 - $35,000 $560
5,001 - 12,000 - 1 8,001 - 15,000 - 1 65,001 - 125,000 930 35,001 - 90,000 930
12,001 - 22,000 - 2 15,001 - 25,000 - 2 125,001 - 185,000 1,040 90,001 - 165,000 1,040
22,001 - 25,000 - 3 25,001 - 30,000 - 3 185,001 - 335,000 1,220 165,001 - 370,000 1,220
25,001 - 30,000 - 4 30,001 - 40,000 - 4 335,001 and over 1,300 370,001 and over 1,300
30,001 - 40,000 - 5 40,001 - 50,000 - 5
40,001 - 48,000 - 6 50,001 - 65,000 - 6
48,001 - 65,000 - 7 65,001 - 80,000 - 7
55,001 - 65,000 - 8 80,001 - 95,000 - 8
66,001 - 72,000 - 9 95,001 -120,000 - 9
72,001 - 85,000 - 10 120,001 and over 10
85,001 - 97,000 - 1
97,001 -110,000 - 12
110,001 -120,000 - 13
120,001 -135,000 - 14
135,001 and over 15
Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this form to You are not required to provide the information requested on a form that is
carry out the Intemal Revenue laws of the United States. Internal Revenue Code sections subject to the Paperwork Reduction Act unless the form displays a valid OMB
3402(f)(2) and 6109 and their regulations require you to provide this information; your employer control number. Books or records relating to a form or its instructions must be
uses it to determine your federal income tax withholding. Failure to provide a property retained as long as their contents may become material in the administration of
completed form will result in your being treated as a single person who claims no withholding any Internal Revenue law. Generally, tax returns and return information are
allowances; providing fraudulent information may subject you to penalties. Routine uses of this confidential, as required by Code section 6103.
information include giving it to the Department of Justice for civil and criminal fitigation, to The average time and expenses required to complete and file this form will vary
cities, .states, the .Dlstrict of Columbia, and U.S. commonwealths and possessions for use in depending on individual circumstances. For estimated averages, see the
administering their tax laws; and to the Department of Health and Human Services for use in instructions for your income tax retum.

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 faws, or to
federal law enforcement and intelfigence agencies to combat terrorism.

if you have suggestions for rnaking this form simpler, we would be happy to hear
from you. See the instructions for your incorne tax retum.



R-1300 (10/08)

Employee Withholding Exemption Certificate (L-4)

Comirtbusing 1o & beir quabiy of B | LOUISIANG Department of Revenue

Purpose: Complete form L-4 so that your employer can withhold the correct amount of state income tax from your salary.
Instructions: Employees who are subject to state withholding should complete the personal allowances worksheet indicating the number of withholding
personal exemptions in Block A and the number of dependency credits in Block B.

* Employees must file a new withholding exemption certificate within 10 days if the number of their exemptions decreases, except if the change is the result
of the death of a spouse or a dependent.

» Employees may file a new certificate any time the number of their exemptions increases.
¢ Line 8 should be used to increase or decrease the tax withheld for each pay period. Decreases should be indicated as a negative amount.

Penalties will be imposed for willfully supplying false information or willful failure to supply information that would reduce the withholding exemption.

This form must be filed with your employer. If an employee fails to complete this withholding exemption certificate, the employer must withhold Louisiana
income tax from the employee's wages without exemption.

Note to Employer: Keep this certificate with your records. If you believe that an employee has improperly claimed too many exemptions or dependency credits, please
forward a copy of the employee’s signed L4 form with an explanation as to why you believe that the employee improperly completed this form and any other supporting docu-
mentation. The information should be sent to the Louisiana Department of Revenue, Criminal Investigations Division, PO Box 2389, Baton Rouge, LA 70821-2389.

Block A

* Enter “0” to claim neither yourself nor your spouse. You may enter “0” if you are married, and have a working spouse or more
than one job to avoid having too little tax withheld. A.

* Enter “1” to claim yourself if you did not claim this exemption in connection with other employment, or if your spouse has not
claimed your exemption. Enter “1” to claim one personal exemption if you will file as head of househoid.

e Enter “2” to claim yourself and your spouse.

Block B
* Enter the number of dependents, not including yourself or your spouse, whom you will claim on your tax return. If no dependents

are claimed, enter “0.” B.
S

Cut here and give the bottom portion of certificate to your employer. Keep the top portion for your records.

Form L'4
Louisiana Employee’s Withholding Allowance Certificate
Department of
Revenue
1. Type or print first name and middle initial Last name
2. Social Security Number 3. [ No exemptions or dependents claimed [ Single [ Married

4. Home address (number and street or rural route)

5. City State ZIP
6. Total number of exemptions claimed in Block A 6.
7. Total number of dependents claimed in Block B 7

8. Increase or decrease in the amount to be withheld each pay period. Decreases should be indicated as a negative amount. | 8.

| declare under the penalties imposed for filing false reports that the number of exemptions and dependency credits claimed on this certificate do not exceed
the number to which | am entitied.

Employee’s signature ' Date

The following is to be completed by employer.
9. Employer’s name and address 10. Employer’s state withholding account number




Department of Homeland Security
U.S. Citizenship and Immigration Services

G OMB No. 1615-0047; Expires 08/31/12
Form 1-9, Employment

Eligibility Verification

Instructions
Read all instructions carefully before completing this form.

Anti-Discrimination Notice. It is illegal to discriminate against
any individual (other than an alien not authorized to work in the
United States) in hiring, discharging, or recruiting or referring for a
fee because of that individual's national origin or citizenship status.
It is illegal to discriminate against work-authorized individuals.
Employers CANNOT specify which document(s) they will accept
from an employee. The refusal to hire an individual because the
documents presented have a future expiration date may also
constitute illegal discrimination. For more information, call the
Office of Special Counsel for Immigration Related Unfair
Employment Practices at 1-800-255-8155.

The purpose of this form is to document that each new
employee (both citizen and noncitizen) hired after November
6, 1986, is authorized to work in the United States.

All employees (citizens and noncitizens) hired after November
6, 1986, and working in the United States must complete
Form I-9.

FlnmSOlltFormI_ 9 R

Section 1, Employee

This part of the form must be completed no later than the time
of hire, which is the actual beginning of employment.
Providing the Social Security Number is voluntary, except for
employees hired by employers participating in the USCIS
Electronic Employment Eligibility Verification Program (E-
Verify). The employer is responsible for ensuring that
Section 1 is timely and properly completed.

Noncitizen nationals of the United States are persons born in
American Samoa, certain former citizens of the former Trust
Territory of the Pacific Islands, and certain children of
noncitizen nationals born abroad.

Employers should note the work authorization expiration
date (if any) shown in Section 1. For employees who indicate
an employment authorization expiration date in Section 1,
employers are required to reverify employment authorization
for employment on or before the date shown. Note that some
employees may leave the expiration date blank if they are
aliens whose work authorization does not expire (e.g., asylees,
refugees, certain citizens of the Federated States of Micronesia
or the Republic of the Marshall Islands). For such employees,
reverification does not apply unless they choose to present

in Section 2 evidence of employment authorization that
contains an expiration date (e.g., Employment Authorization
Document (Form I-766)).

Preparer/Translator Certification

The Preparer/Translator Certification must be completed if
Section 1 is prepared by a person other than the employee. A
preparer/translator may be used only when the employee is
unable to complete Section 1 on his or her own. However, the
employee must still sign Section 1 personally.

Section 2, Employer

For the purpose of completing this form, the term "employer"
means all employers including those recruiters and referrers
for a fee who are agricultural associations, agricultural
employers, or farm labor contractors. Employers must
complete Section 2 by examining evidence of identity and
employment authorization within three business days of the
date employment begins. However, if an employer hires an
individual for less than three business days, Section 2 must be
completed at the time employment begins. Employers cannot
specify which document(s) listed on the last page of Form 1-9
employees present to establish identity and employment
authorization. Employees may present any List A document
OR a combination of a List B and a List C document.

If an employee is unable to present a required document (or
documents), the employee must present an acceptable receipt
in lieu of a document listed on the last page of this form.
Receipts showing that a person has applied for an initial grant
of employment authorization, or for renewal of employment
authorization, are not acceptable. Employees must present
receipts within three business days of the date employment
begins and must present valid replacement documents within
90 days or other specified time.

Employers must record in Section 2:

Document title;

Issuing authority;

Document number;
Expiration date, if any; and
5. The date employment begins.

Eall ol M

Employers must sign and date the certification in Section 2.
Employees must present original documents. Employers may,
but are not required to, photocopy the document(s) presented.
If photocopies are made, they must be made for all new hires.
Photocopies may only be used for the verification process and
must be retained with Form I-9. Employers are still
responsible for completing and retaining Form 1-9.

Form I-9 (Rev. 08/07/09) Y



1

For more detailed information, you may refer to the
USCIS Handbook for Employers (Form M-274). You may
obtain the handbook using the contact information found
under the header "USCIS Forms and Information."

Section 3, Updating and Reverification

Employers must complete Section 3 when updating and/or
reverifying Form [-9. Employers must reverify employment
authorization of their employees on or before the work
authorization expiration date recorded in Section 1 (if any).
Employers CANNOT specify which document(s) they will
accept from an employee.

A. If an employee's name has changed at the time this form
is being updated/reverified, complete Block A.

B. If an employee is rehired within three years of the date
this form was originally completed and the employee is
still authorized to be employed on the same basis as
previously indicated on this form (updating), complete
Block B and the signature block.

C. If an employee is rehired within three years of the date
this form was originally completed and the employee's
work authorization has expired or if a current
employee's work authorization is about to expire
(reverification), complete Block B; and:

1. Examine any document that reflects the employee
is authorized to work in the United States (see List
AorC);

2. Record the document title, document number, and
expiration date (if any) in Block C; and

3. Complete the signature block.
Note that for reverification purposes, employers have the

option of completing a new Form -9 instead of completing
Section 3.

What Is the Filing Fee?

There is no associated filing fee for completing Form I-9. This
form is not filed with USCIS or any government agency. Form
-9 must be retained by the employer and made available for
inspection by U.S. Government officials as specified in the
Privacy Act Notice below.

USCIS Forms and Information

To order USCIS forms, you can download them from our
website at www.uscis.gov/forms or call our toll-free number at
1-800-870-3676. You can obtain information about Form I-9
from our website at www.uscis.gov or by calling
1-888-464-4218.

Information about E-Verify, a free and voluntary program that
allows participating employers to electronically verify the
employment eligibility of their newly hired employees, can be
obtained from our website at www.uscis.gov/e-verify or by
calling 1-888-464-4218.

General information on immigration laws, regulations, and
procedures can be obtained by telephoning our National
Customer Service Center at 1-800-375-5283 or visiting our
Internet website at www.uscis.gov.

Phbtocop_yin’-g and Retaining Form I-9

A blank Form I-9 may be reproduced, provided both sides are
copied. The Instructions must be available to all employees
completing this form. Employers must retain completed Form
[-9s for three years after the date of hire or one year after the
date employment ends, whichever is later.

Form I-9 may be signed and retained electronically, as
authorized in Department of Homeland Security regulations
at 8 CFR 274a.2.

Privacy Act Notice

The authority for collecting this information is the
Immigration Reform and Control Act of 1986, Pub. L. 99-603
(8 USC 1324a).

This information is for employers to verify the eligibility of
individuals for employment to preclude the unlawful hiring, or
recruiting or referring for a fee, of aliens who are not
authorized to work in the United States.

This information will be used by employers as a record of
their basis for determining eligibility of an employee to work
in the United States. The form will be kept by the employer
and made available for inspection by authorized officials of
the Department of Homeland Security, Department of Labor,
and Office of Special Counsel for Immigration-Related Unfair
Employment Practices.

Submission of the information required in this form is
voluntary. However, an individual may not begin employment
unless this form is completed, since employers are subject to
civil or criminal penalties if they do not comply with the
Immigration Reform and Control Act of 1986.

EMPLOYERS MUST RETAIN COMPLETED FORM 1-9

Form [-9 (Rev. 08/07/09) Y Page 2

DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS
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An agency may not conduct or sponsor an information
collection and a person is not required to respond to a
collection of information unless it displays a currently valid
OMB control number. The public reporting burden for this
collection of information is estimated at 12 minutes per
response, including the time for reviewing instructions and
completing and submitting the form. Send comments
regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing
this burden, to: U.S. Citizenship and Immigration Services,
Regulatory Management Division, 111 Massachusetts
Avenue, N.W,, 3rd Floor, Suite 3008, Washington, DC
20529-2210. OMB No. 1615-0047. Do not mail your
completed Form 1-9 to this address.

Form I-9 (Rev. 08/07/09) Y Page 3



OMB No. 1615-0047; Expires 08/31/12

Department of Homeland Security q Form I-9, Employment

U.S. Citizenship and Immigration Services Ellgibility Verification
S

Read instructions carefully before completing this form. The instructions must be available during completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification (To be completed and signed by employee at the time employment begins.)

Print Name: Last First Middle Initial | Maiden Name
Address (Street Name and Number) Apt. # Date of Birth (month/day/year)
City State Zip Code Social Security #

I attest, under penalty of perjury, that | am (check one of the following):

[:] A citizen of the United States
D A nongitizen national of the United States (see instructions)

I am aware that federal law provides for
imprisonment and/or fines for false statements or
use of false documents in connection with the
completion of this form. [:I A lawful permanent resident (Alien #)
D An alien authorized to work (Alien # or Admission #)
until (expiration date, if applicable - month/day/year)

Employee's Signature Date (month/day/year)

—— R I
Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the employee.) | attest, under
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification (7o be comfleted and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number, and
expiration date, if any, of the document(s).)

List A OR List B AND List C
Document title: 5
Issuing authority:
Document #:
Expiration Date (if any):
Document #:
Expiration Date (if any):

CERTIFICATION: I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

(month/day/year) and that to the best of my knowledge the employee is authorized to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative Print Name Title

Business or Organization Name and Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 3. Updating and Reverification (To be completed and signed by employer.
A. New Name (if applicable) B. Date of Rehire (month/day/year) (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment authorization.

Document Title: Document #: Expiration Date (if any):

| 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
document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/day/year)

Form 1-9 (Rev. 08/07/09) Y Page 4
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LISTS OF ACCEPTABLE DOCUMENTS

All documents must be unexpired

LIST A LISTB LISTC
Documents that Establish Both Documents that Establish Documents that Establish
Identity and Employment Identity Employment Authorization
Authorization OR AND
. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by 1. Social Security Account Number
a State or outlying possession of the card other than one that specifies
United States provided it contains a on the face that the issuance of the
photograph or ipformation such as card does not authorize

. Permanent Resident Card or Alien name, date of birth, gender, height, employment in the United States
Registration Receipt Card (Form eye color, and address
[-551)

2. Certification of Birth Abroad
2. ID card issued by federal, state or issued by the Department of State

. Foreign passport that contains a local government agencies or (Form FS-545)
temporary 1-551 stamp or temporary entities, provided it contains a
I-551 printed notation on a machine- photograph or information such as
readable immigrant visa name, date of birth, gender, height, o )

eye color, and address 3. .Cernﬁcatlon of Report of Birth
issued by the Department of State
Employment Authorization Document | 3, School ID card with a photograph (Form DS-1350)
that contains a photograph (Form
1-766) 4. Voter's registration card 4. Original or certified copy of birth
certificate issued by a State,

. In the case of a nonimmigrant alien 5. U.S. Military card or draft record county, municipal authority, or
authorized to work for a specific territory of the United States
employer incident to status, a foreign | ¢ Military dependent's ID card bearing an official seal
passport with Form 1-94 or Form
I-94A bearing the same name as the .
passport and containing an 7. U.S. Coast Guard Merchant Mariner 5. Native American tribal document

o Card
endorsement of the alien's
;::ig];n;;‘g;:g:):st:&l;ﬁznfoﬁg:e 8. Native American tribal document
expired and the proposed . . 9. Driver's license issued by a Canadian 6. U.S. Citizen ID Card (Form I-197)
employment is not in conflict with .
any restrictions or limitations government authority
identified on the form
For persons under age 18 who 7. Identification Card for Use of
are unable to present a Resident Citizen in the United
document listed above: States (Form [-179)

. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with 10. School record or report card 8. Employment authorization
Form I-94 or Form [-94A indicating document issued by the
nonimmigrant admission under the 11. Clinic, doctor, or hospital record Department of Homeland Security
Compact of Free Association
Between the United States and the
FSM or RMI 12. Day-care or nursery school record

Hlustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)

Form I-9 (Rev. 08/07/09) Y Page 5
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Jj’ree Plan®

NETWORK

OUT-OF-NETWORK

DEPENDENT OUT-OF-AREA

Calendar Year Deductible - Aggregate

$1,000 Individual / $3,000 Family

$2,500 Individual / $7,500 Family

$250 Individual / $750 Family

Out-of-Pocket Calendar Year Maximum

$3,500 Individual / $7,000 Family Aggregate

$6,000 Individual / $12,000 Family

$1,000 Individual / $3,000 Family

Free-standing Imaging)

(Excludes Deductible) {Exdludes Deductible) {Excludes Deductible)

Lifetime Maximum $5 Million
OFFICE VISITS AND PREVENTIVE CARE
Office Visits $35 Co-pay Per Visit Deductible then 60/40 Coinsurance* Deductible then 80/20 Coinsurance®
Specialist Office Visits $50Co-pay Per Visit Deductible then 60/40 Coinsurance® Deductible then 80/20 Coinsurance*
Welliness Visits $35 Co-pay Per Visit rendered by PCP

$50Co-pay Per Visit rendered by Specialist Deductible then 60/40 Cainsurance™ 100% for Eligible Physical Exams
Vision Care $50 Co-pay (1 Every 24 Mos ) $50 Co-pay (1 Every 24 Mos.) $50 Co-pay (1 Every 24 Mos))
Lab & Low Tech Xray (Inc!. Independent lab or 100% Deductible then 60/40 Coinsurance* Deductible then 80/20 Coinsurance*

High Tech X-ray Services (Incl. Independent lab
or free-standing Imaging)

Deductible then 80/20 Coinsurance

Deductible then 60/40 Coinsurance*

Deductible then 80/20 Coinsurance™

OUTPATIENT SERVICES PERFORMED AT AN OUTPATIENT FACILITY

Facilty Charges Deductible then 80/20 Coinsurance” Deductible then 60/40 Coinsurance™ Deductble then 80/20 Coinsurance”
Professional Services Deductible then 80/20 Coinsurance” Deductible then 60/40 Coinsurance” Deductible then 80/20 Coinsurance*
Lab and X-ray Deductible then 80/20 Coinsurance” Deductible then 60/40 Coinsurance” Deductible then 80/20 Coinsurance*
INPATIENT SERVICES

Hospital Deductible then 80/20 Coinsurance” Deductible then 60/40 Coinsurance® Deductible then 80/20 Coinsurance”
Professional Services Deductible then 80/20 Coinsurance” Deductible then 60/40 Coinsurance” Deductible then 80/20 Coinsurance®
MENTAL HEALTH and SUBSTANCE ABUSE SERVICES

Mental Health

- Inpatient 100% Deductible then 60/40 Coinsurance” Deductible then 80/20 Coinsurance*
— Qutpatient | $50 Co-pay per visit

Substance Abuse

— Inpatient 100% Deductible then 60/40 Coinsurance® Deductible then 80720 Coinsurance*
— Quipatient [ $50 Co-pay per visit

BENEFITS THAT REQUIRE AUTHORIZATION (does not include list of outpatient services or drugs requiring authorization)

Organ and Tissue Transplants

Covered as any otherillness

Not Available

Deductible then 80720 Coins.; $50,000 Lifetime

Skilled Nursing Facility (30 day Maximum Per
Calendar Year)

Deductible then 80/20 Coinsurance*

Deductibie then 60/40 Coinsurance”

Deductible then 80/20 Coinsurance*

Home Health (60 Visit Max Per Calendar Year)

Deductible then 80/20 Coinsurance*

Deductible then 60/40 Coinsurance*

Deductible then 80/20 Coinsurance*

Hospice (180 Day Max)

Deductible then 80/20 Coinsurance*

Deductible then 60/40 Coinsurance™

Deductible then 80/20 Coinsurance*

OTHER COVERED SERVICES

Prescription Drug Co-payments
Refer to the coniract for applicable
supply limitations

Retail - up to 30 day supply $7/$30/%55/%$70/ %50
Mail Order — up to 90 day supply $21/%90/$165/ %210/ $150
[Prescription Drug Deductible] [$100 per Calendar Year]

Generic / Preferred Brand / Non-Preferred Brand / Multi-Source / Injectables (available options shown below)
-Contraceptives Included -

Prenatal Visits and Delivery $50 Co-pay Per Pregnancy in addition to any
(Opt. for Grps 14 emps. or less) related Inpatient Hospital Co-pay Deductible then 60/40 Coinsurance” Deductible then 80/20 Coinsurance”
Emergency Room $100 Co-pay/Visit Waived if Admitted Deductible then 60/40 Coinsurance* Deductible then 80/20 Coinsurance*
Rehabilttative Speech Therapy (up to $2,500
fper Cal Yr.) - Excludes Inpatient $35 Co-pay Per Visit Deductible then 60/40 Coinsurance™ Deductible then 80/20 Coinsurance™
Physical/Occupational Therapy (up to $4,500
combined per year)-Excludes Inpatient $35 Co-pay Per Visit Deductible then 60/40 Coinsurance® Deductible then 80/20 Coinsurance”
Urgent Care Center $50 Co-pay Per Visit Deductible then 60/40 Coinsurance” Deductible then 80/20 Coinsurance”
Ambulance $50 Co-pay Per Day Per Provider Deductible then 60/40 Coinsurance® Deductible then 80/20 Coinsurance®
Prosthetic Limbs-$50,000 cap per limb per year Deductible then 80/20 Coinsurance® Deductible then 60/40 Coinsurance” Deductible then 80/20 Cainsurance*
Durable Medical Equipment ($15,000 cal yr max Deductible then 80/20 Coinsurance® Deductible then 60/40 Coinsurance” Deductible then 80/20 Coinsurance*
All benefits based on allowable charges. *Accrues to the Out-of-Pocket Maximum

0110000101 110R  This is only an outline all benefits are subject to the terms and conditions of the contract. In the case of a discrepancy, the contract will prevail.
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Hosanna First Assembly- Current Plan
POS $25PCP CO-PAY PLAN #56 11/2010

NETWORK OUT-OF-NETWORK DEPENDENT OUT-OF-AREA
Calendar Year Deductible None $1,750 Individual / $5,250 Family Aggregate $250 Individual / $750 Family Aggregate
Out-of-Pocket Calendar Year Maximum $2,000 Individual / $4,000 Family Aggregate | $4,000 Individual / $8,000 Family Aggregate |  $1,000 Individual / $3,000 Family Aggregate
(Excludes Deductible) ( Excludes Deductible)
Lifetime Maximum $5 Million
OFFICE VISITS AND PREVENTIVE CARE
Office Visits $25 Co-pay Per Visit 70730 Coinsurance” 80/20 Coinsurance®
Specialist Office Visits $40 Co-pay Per Visit 70/30 Coinsurance* 80/20 Coinsurance™
Welhess Visits $25 Co-pay Per Visit rendered by PCP 70/30 Coinsurance* 100% for Eligible Physical Exams
$40 Co-pay Per Visit rendered by
Specialist
Vision Care $40 Co-pay (1 Every 24 Mos.) $40 Co-pay (1 Every 24 Mos.) $40 Co-pay (1 Every 24 Mos.)
OUTPATIENT SERVICES
Rehabilitative Speech Therapy (up to $2,500 $25 Co-pay 70/30 Coinsurance* 80720 Coinsurance*
per Cal Yr)
Physical and Occupational Therapy (up to $25 Co-pay Per Visit 70730 Coinsurance* 8020 Coinsurance™
$4,500 combined per year)
Xray &Lab No Co-pay, 100% 70/30 Coinsurance™ 80720 Coinsurance®
Surgery Facilty Charge $300 Co-pay Per Surgery* 70/30 Coinsurance™ 80/20 Cainsurance®
Surgery Professional Charge No Co-pay; 100%" 70/30 Coinsurance™ 80720 Coinsurance*
INPATIENT SERVICES
Hospital $300 Co-pay Per Day for 3 Days* 7030 Coinsurance” 80/20 Coinsurance*
Professional Services No Co-pay; 100% 70/30 Coinsurance” 80720 Coinsurance”
MENTAL HEALTH and SUBSTANCE ABUSE SERVICES
Mental Heatth
~ Inpatient $300 Co-pay Per Day for 3 Days* 70/30 Coinsurance™ 80/20 Cainsurance™
— Ouipatient $40 Co-pay Per Visit
Substance Abuse
— Inpatient $300 Co-pay Per Day for 3 Days* 70/30 Coinsurance* 80/20 Coinsurance*
— Quipatient $40 Co-pay Per Visit

BENEFITS THAT REQUIRE AUTHORIZATION (does not include list of outpatient servi

ices or drugs requiring authorization)

Organ and Tissue Transplants Covered as any otherillness Not Available 80/20 Coins*; $250,000 Lifetime
Skilled Nursing Facify (90 day Max Per No Co-pay, 100% 70/30 Coinsurance* 80120 Coinsurance*
Calendar Year)

Home Heatth Care (60 Visit Max Per Cal Year) No Co-pay, 100% 70/30 Coinsurance” 80/20 Cainsurance”
Hospice (180 Day Max) No Co-pay, 100% 70730 Coinsurance™ 80/20 Coinsurance*
OTHER COVERED SERVICES

[Prescription Drug Copayments
Refer to the contract for applicable
supply limitations

Generic / Preferred Brand / Non-Preferred Brand / Multi-Source / Injectables (available options shown below)
-Contraceptives Included -

All benefits based on allowable charges.
01100 00101 110R

*Accrues to the Out-of-Pocket Maximum

Retail - up to 30 day supply $71330/%55/%70/ $50
Mail Order - up to 90 day supply $21/$90/$165/$210/ $150

|[Prescription Drug Deductible] $100 per Calendar Year
Prenatal Visits and Delivery $40 Co-pay Per Pregnancy in addition to the 70/30 Coinsurance™ 80720 Coinsurance™
(Opt. for Grps 14 emps. or less) Inpatient Hospital Co-pay for any related

hospitalization

Emergency Room $100 Co-pay/Visit Waived if Admitted 70130 Cainsurance* 80/20 Coinsurance”
Urgent Care Center $50 Co-pay Per Visit 70/30 Coinsurance * 80/20 Coinsurance”
Ambulance $50 Co-pay Per Trip 70/30 Coinsurance” 80/20 Coinsurance®
Prosthefic Limbs up to $50,000 per fimb per year 80/20 Coinsurance* 70/30 Coinsurance* 80/20 Coinsurance*
Durable Medical Equipment {15,000 cal yr max 80/20 Coinsurance” 70/30 Coinsurance* 80/20 Coinsurance”

** Allin Network Physician Inpatient Medical Visits are Paid at 100%

This is only an outline all benefits are subject to the terms and conditions of the contract
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American General in
Life Companies

The United States Life Insurance Company in the City of New York
New York, New York

Administrative Office: Client Services 3-A, 3600 Route 66, PO. Box 1583, Neptune, NJ 07754-1583
Phone: 1-800-346-7692 Fax: 1-732-922-7604

Group Employee Enroliment Form

: Group Policy No.(s)
Completing Your GROUP ENROLLMENT FORM
1. Fully complete each section 0 NEW ENROLLMENT
2. Sign and date Refusal/Authorization Section, as needed. (0 CHANGE IN ENROLLMENT
1. PERSONAL DATA: (Must always’be completed) . ) § ES e T
Division No. Class |Social Security No. | Last Name First Name Initial
[ | | |
Sex ] Male Date of MM DD YY |Street Address City State Zip Code
] Female |Birth
Name of Employer Location Salary $
Per
Occupation Title Date of Full-Time ,MM DD, YY |No.Hours Worked | Union
Employment ! I I Per Week ] NonUnion
Marital Status L] Smgle D Marned E] Widowed [ DivorcedI Dependent Children Nol! Yesl! Iers, #

2. ENROLLMENT

If enrolling for Dental orVnsnon benefi ts, ||st name, relationship to you, and date of birth for each dependent to be msured
PLEASE LIST ADDITIONAL DEPENDENTS ON A SEPARATE SHEET.  Give policy number, name and address of current employer’s prior

Relationship Date of Birth group insurance carrier, if you and your dependents were insured.
Name Self Sp. Ch. MM/DD/YY Sex Indicate your effective and termination dates of coverage also.
SELF ] e ) - ——

3. Supplemental Llfeloneﬁt: If this benefit is a plan option and you wish to enroll for Suppleméntal Life édverage."ploase indicate

The amount for: Employeo $ Dependent $
Benoﬁcmry Desugnation* asie ; e ; i :
EX. MARY A. JONES, WIFE First Name Initial Last Name Relationship

NOT MRS. JOHN JONES
5. REFUSAL OF COVERAGE: (Note: Benefits provided on a non-contributory basis cannot be refused)

1 was given the opportunity to enroll in this plan for group insurance offered by my employer/association and insured by UNITED STATES
LIFE.

1 am refusing: [J LTD Dental: Vision:
J sTD {0 Employee & Dependents [ Employee & Dependents
{J Life’/AD&D (J Spouse [J Spouse
{J Dependent Life (0 Child(ren) [J Child(ren)
(J Supplemental Life/AD&D [ All Dependents [J All Dependents

{J All coverages offered

MUST ANSWER IF YOU ARE REFUSING EMPLOYEE, SPOUSE AND/OR CHILD COVERAGE:

Are you or your dependents now covered by any other group plan? O YES INO {Your dependentis) may be insured by this Plan even
if they are insured elsewhere)

If Yes: Policyholder's Name Carrier

| understand that if | am refusing insurance because | am insured under another applicable insurance plan, | may be added to this plan under the same terms and

conditions with respect to pre-existing conditions and their limitations as if | enrolled when initially eligible. | understand that | must request enrollment within 31 days

following the termination of the other applicable insurance plan.

If Dental coverage is refused, | understand that my benefits may be reduced if | later wish to enroll for this coverage.

| must furnish, at my expense, evidence of insurability satisfactory to United States Life if | later wish to enroll in any other coverage that is now being
refused.

DATE OF REFUSAL SIGNATURE IF REFUSING ANY COVERAGE
*IF REFUSING ALI. COVERAGES IT IS NOT NECESSARY TO COMPLETE THE REMAINDEH OFTHIS FORM.
6. AUTHORIZATION. iz ; > : 3
e | hereby certify that all information fumished is true to the best of my knowledge. * | designate the beneficiary named on this form to receive the proceeds, if any,

o | request group insurance for which | am or may become eligible. payable upon my death.

e |f | am required to contribute to the premium for any coverage elected on this form, e |f dental care or health care is provided by a participating provider, all benefits will
| hereby authorize my employer to deduct such contributions in advance from wages be paid directly to the provider by United States Life.
due me, for remittance to The United States Life Insurance Company in the City of. e | authorize any insurer or employer or any consumer reporting agency acting on its
New York. behalf to give to United States Life information about me. Such

information will pertain to my employment or other insurance coverage.

DATE SIGNED APPLICANT'S SIGNATURE

00302101-1113 R10/06



