Benefits

Darleen McNerney
T:914.761.6000 Ext. 3111

E: dmcnerney@greenburghcsd.org

Greenburgh Central ‘
School District {

Our Children. Our Focus. Our Future.

i St

e

Payroll

Victoria Lucas
T:914.761.6000 Ext. 3109

E: vlucas@greenburghcsd.org

NEW HIRE PACKET CHECKLIST - GCSO

FULL TIME INSTRUCTIONAL & NON-INSTRUCTIONAL

ACTION

Instructional : New York State Optional for coaches & substitutes. Required for Full-Time teachers,

Teacher’s Retirement System teachers assistants & administrators. Must complete a declination form or a completed

Optional for Part-Time application form and return to Payroll, notarized
Required for Full-Time

Non-Instructional : New York State

Q|al Q

Employees Retirement System Return completed form, notarized.
Information Sheet Return completed form to Payroll
Tax Forms

Instructional: (NYS, W-4) Return completed form to Payroll

Non-instructional:(W-4, IT-2104)

Payroll Schedule Keep for your records

Paid Leave Time Form Keep for future use

- I-S Employment Verification Return completed form to Payroll with Driver's License and O
] Social Security card
]
g Employee Statement Return completed form to Payroll D
= Technology Agreement Read, Sign and Return D
AESOP Form Return completed form. Keep Instructions. ]
K-12 Alert Form Return completed form. Keep FAQ page FYI G
Paychecks Per Year Form Return completed form to Payroll ]
(10 Month Full-Time Only)
rrmE————
Emergency Contact Form Return completed form. D
Direct Deposit Return completed form to Payroll with a copy of a voided check D
Tax Shelter: OMNI 403(b) Instructional: Complete Part| and Part 5 (Choose Option |, 2 or 3)
(Please Return Form) Non-Instructional: Complete Part| and Part 3 (Choose Option 1, 2 or 3) and Part 5 after D
account has been opened through OMNI
For more information: www.omnid03b.com or call 1.877.544.6664
s Hudson River Financial Federal Complete enrollment form and submit to HRFFCU with a $6.00 check
o o t t. Deductions will be made with account number Enrollment canbe [}
c Credit Union 0 open an account. Deductions will be made with account number Enrollment can be
(@) done at any time.
o] FSA Enrollment Form FLEX Spending account for Health Dependent Care pre-tax
Q. deductions. Return completed form to Payroll within Thirty days of hire. D
O www.fsastore.com
Health Insurance Return completed enrollment form or waiver required D
e
Dental & Optical Teacher (GTF) Dental & Optical offered through GTF Welfare Fund D
AFLAC Benefits Accident, Dental. Short Term Disability, Cancer. D
Contact Larry Blum to enroll. Ljblum 19@.gma il.com 914.645.1115
Educators' EAP Low Cost Benefit Solutions & Information(Darleen McNerney) | I
FMLA & COBRA Info. Keep for your records D
g

Return completed forms to: Instructional - Alyssa Larraguibel, alarraguibel@greenburghcsd.org, 914.761.6000 Ext. 3139
Return completed forms to : Non-Instructional - Laurie D'Amico, Idamico@greenburghcsd.org. 914.761.6000 Ext. 3106




Dlfice of the New York Stake Comptrolier

Thomas P OiNapol Recelved Date Employees' Retirement System
&N\/Sl R 8 Membership Registration
New York Staleand | ocat Retirament Sysfams ' ] RS 5420
TIDSHIa Sireet. Albany, Nvw Yort 12244 5001 {Rev 7118).
Fax Numbar (515)486-4382 .?lan Tier Raﬂl Date of Membarshlp {mmilddlyyyy)

F hon P oL cleary N

NYSLRS ID Soclal Security Number *

UO0000000 Oo0ntnon [ITTT

Pari 1: Employes ~ Read information provided on page 2. Complate Part 4 and sign at the battom of the form,

Employee's Name: (First, Middle Initial, Last}

Employee’s Address: (Inciuding Streed, Apt No andior PO Box, Clty, State and Zip Code)

Former Name: (i applicatle) Date of Birth (mmiddiyyyy) Gender
! | Ox O-
Are you recelving or about (o receive a pension from a New York State or New York City public retirement system? D Yes DNa
W yes, please indicate name of system:

Are you Inactive or withdrawn from a New York State or New York Clty public ratirement system? | Yes [:] N
If yes, please indicate name of system’

(NYS Teachars’, NYS Employees’, NYS Polics and Fire, NYC Pollce Panslon Fund, NYC Fire Pension Fund, NYC Board of Education, KYC
Teachers', NYC Employses’)

Part2: Employer — Seq page 2 for addltional information and instructions regarding the compietion of this form.

Employer's Nama: (Indicale State,or name of public entity by which smployed and Department, Diviglon or Institutlpng

Employer's Address: {incluging Siveet, City, State and Zip Code)

Employer's Telephone Empioyer's Fax Number Employes's Payroll Title (Job Code) [1}
N Date of Full-Time Permanent ‘
Hire Date Asnolntnent Employetflanlﬂcallon ﬁ
12 Month D 10 Month | 12 Month Provisional
£ ;
Month Day Year Month Day Year Seasonal [ Substtute - ] onéall [J  perDiem i
Regular 0ol ru Time {:! Location Code Report Code
Temporary[ ]| Part Time [
For a Substitute, Seasonal, On Call or Per Diem employae, i .
please chack If hefshe is working on the day the application Check if Either Applies For State Agency Use Only
Is being submitted, O Yes N
Etectad OMcial{L] Appointed Official (]| Agency Coda:

Freguancy of Paymant

weeki_] Biweeidy{] Semi- Monthiy[ ] Mortniy]_J Quarteriy{_] Semi- Annuaity{] Annvatiy[ ] Other- Piease Specify
Basis of Compensation and Rate

Antiiat $ Daily $ Hourly § Units of Wark Ferformed §. per (Example; $50 per meeting or per examination ete)
Projected Annualized Wage §4] Tier § requires employers io determine the Annual Wage for individuals who work Part-Time, Seasona! or on an
Hourly, Dally or Unil of Work Basis. See back of this page for examples.,

Important: f your employee is on a parttime, temporary or provisional basls, or less than 42 monthy a yaar, mambership I.: aptional, If your
membership is optional you must sign and date below to affirm Retirement System Membership,
| acknowledge that my membership in the Naw York state and Local Retirement Systam is governed by pravisions of Aricle 15 of the Relirement and

Soctal Security Law and that | am aplitied to all the benefits thersof, | understand that, as required by law, a deduction will be made from my salary or
compensation for retirement contributions,

Slgnature; Date:

l Employee’s Telephone Number: Employes’s Emall Address: I

For important information and instructions - See Back Pags




Part 1 - Employee instructions

Important: If your employment is on a paridime, temporary or provisional basis, or less than 12 months a year, membership is optional,
if your membership is aptional and vou do not wish o join the Refirement System, do not complels this application.

Warning: If you are receiving or are aboul 1o receive 3 pension from another New York State or New Yark City public retirement systam,
contact us directly before enrolling in NYSLRS. Enrollment may result in suspension of your pension benefit, NYSLRS retirees should
contact us direclly befre enrollment 1o discuss working after retirement and possible restoration of membership.

Membership Information:

If you are currently an aclive of vested member of any other public retirament systern in New York State, you should contact that
system concerning the advantages of transferring your rembership to this System. Failure to contact that system could cause loss of
the privilege of transferring membership and may affect contribution cessation dates.

* 1T you were previously a member of any public retirement system in New York State, and your membership was terminated
or withdrawn, you may be eligible for a reinstatement of that membership. It is highly recornmendad that if you have a prior

Tier f or 2 membership in any New Yark public retirement system that you complete the Tier Reinstaternent application,
RE5508 and attach it with your membership registration application.

* You may also be eligible 1o recelve credit for public service earned with a panticipating employer before your currenl date of
membership. This additional service may impact your fuiure benefits,

* You are covered by the Death Benefit allowed by law for your tier and plan stalus. If you have not already done s0, complete an '
RE5127 Designation of Beneficiary with Contingent Beneficiaries form o designate beneficiary(ies) to receive an Ordinary Death

Benefit. If there is no RS5127 Designation of Beneficiary wilh Contingent Beneficiaries on file wilh this System, your Ordinary Death
Benefit will bacome payable to your estate, .

Part 2 - Employer instructions

Field Explanation and information:

(1) Employee Payroll Title — If the title Is accountant, audilor, physician, atlorney, engineer or architect, please submit documentation as
indicated at www.osa.slate. ny.uslretire.emp]oyerslclassify_an_employee.php.

v

(2} Projecled Annual Wage- Examples of Tier 8 annual wage for individuals paid at an Hourly, Daily or Unit of Work basis of
compensation:

Hourly Employees ' Dally Employees

12 month Employee X _ X260=5§ 12 month Employee: § X X260=%§
Hourly Standard Days  Annval Daily Standard Days  Annuat
Rate Workday "Worked Wage Rate Workday Warked Wags

10 month Employee: § X Xi80=8__ 14 month Employee:; $ X X180=§ _
Hourly  Standard Days  Annuai Daily Standard Days  Annual
Rate Workday Worked Wage Rale Workday Worked Wage

Unit of Work Employees Unit of Work Employee Example: Paid $50 per Meeting

8 X . $_50 X 12 Mestings =

Unil Rate # of Events** Annual Wage Unit Rate  #of Events*** Annual Wage
*Estimated or Actual *“*An estimate of the number of events is acceptable

Note: Any questions regarding annual wage, please conlac! the Retirament System,

*Soctal Security Disclosure Requirament

In accordance with the Federal Privacy Acl of 1974, you are hereby advised that disclosure of your Sociat Security account number is

mandalory pursuant to Seclions 11, and 34 of the Retrement and Sodal Security Law. The number wii ba used in identifying
relirement records and in the administration of the Retirement System.

Personal Privacy Protection Law

The Relirement System is required by law to maintain records ta determine eligibiity for and calculale benefits. Fajure to provide
information may interfare with the tmely payment of benefits, The System may be required to provide certain information to
participaling employers. The official responsible for record maintenance is the Director of Member and Employer Services, NYS and
Local Relirement Sysiem, Albany, NY 12244; call tall-free at 1-856-805-0890 or 518-474-7738 iri the Albany Area.




Form W'4

Employee’s Withholding Certificate OMB No. 1545-0074

» Complete Form W-4 so that your employer can withhold the corract federal income tax from your pay.
P Give Form W-4 to your employer. 2 @ 20

Department of the Treasury . L " h

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

Ste p1: {a) First name and middle initial Last name (b) Social security number
Enter Address » Doeas your name match the
Personal name on your soclal security

card? If not, to ensure you get

Information

City or town, state, and ZIP cade credit for your eamings, contact

SSA at 800-772-1213 or go to
WWW.558.goV.

©

I___| Single or Married filing separately
(] Married filing Jolntly (or Qualifying widow(er))
[[] Head of household {Check only if you'ra unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual )

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, when to use the online estimator, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

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

Do only one of the following.
(@) Use the estimator at www.irs.gov/W4App for most accurate withhelding for this step (and Steps 3-4); or

{b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c} below for roughly accurate withholding; 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 accurate for jobs with similar pay; otherwise, more tax than necessary maybewithheld . . . . . » [

TIP: To be accurate, submit a 2020 Form W-4 for all other jobs. If you (or your spouse) have self-employment
income, including as an independent contractor, use the estimator.

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 income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim . o .
Dependents Multiply the number of qualifying children under age 17 by $2,000 > §
Multiply the number of other dependents by $500 . . ., . P §
Add the amounts above and enterthetotalhere . . . . . . . . . . . . . 3 1%
Step 4 (a} Other income (not from johs). If you want tax withheld for other income you expect
(optional): this year that won't have withholding, enter the amount of other income here. This may
Other include interest, dividends, and retirementincome . . . . . . . . . . . . |4a)|$
Adjustments
(b) Deductions. If you expect to claim deductions other than the standard deduction
and want 1o reduce your withholding, use the Deductions Worksheet on page 3 and
entertheresulthere . . . . . . . . . . . . . . . . ... .. l4p)i$
(c) Extra withholding. Enter any additional tax you want withheld each pay period . |4{c)|$
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 3. Cat. No. 10220Q Form W-4 (2020



Form W-4 (2020)

Page 4

Married Filing Jointly or Qualifying Widow(er)

Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 -|$20,000 - |$30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,990 | 19,999 | 20,999 | 39,999 | 49,900 | 59,999 | 69,990 | 79,999 | 89,909 | 92,999 | 109,998 | 120,000
$0- 9,999 $0 $220 $850 $900 | $1,020 { $1,020 | $1,020 | $1,020 | $1,020 | $1,210 | $1,870 | $1,870
$10,000 - 19,299 220 | 1,220 1,900 | 200 | 2220 | 2200 | 2220 | 2220 | 2410 | 3410 | 4070 | 4,070
$20,000 - 29,009 850 | 1900 | 2730 | 2930 | 3050 | 3050 | 3050 | 3240 | 4240 | 5240 | 5900 5900
$30,000 - 39,099 900 | 2100 | 2930 | 3,930 | 3,250 | 3,250 | 3,440 | 4,440 | 5440 | 6440 | 7100 | 7,100
$40,000- 49,999 1,020 | 2220 | 3050 | 3250 | 3370 | 3570 | 4570 | 5570 | 6570 | 7570 | 8220| 8220
$50,000- 59,999 1020 | 2220 | 30504 3250| a3570| 4570 | s570| 6570 | 7570 | 8570 | 9220 | 9220
$60,000- 69,999 1,020 | 2220 | 3050 | 3440 4570| s570 | es570| 7570 8570 9570 | 10220 | 10,220
$70,000- 79,099 1,020 ] 2220 | 3240 | 4440 | 5570 6570 | 7570 | 8570 | 9,570 | 10,570 | 11,220 | 11,240
$80,000- 99,088| 1,060 | 3260 | 5000 | 6200 | 7420 | B8420] 9420 | 10420 { 11,420 | 12,420 | 13,260 | 13,460
$100,000- 149,998 1,870 [ 4070 [ sgoo| 7100} 8220 | 9320 | 105820 | 11,720 | 12,920 | 14,120 | 14,980 | 15,180
$150,000-239,909| 2,040 | 4440 | 6470 | 7,870 | 9,190 | 10,390 | 11,590 | 12,700 | 13,980 | 15,190 | 16,050 | 16,250
$240,000-259,999| 2,040 | 4440 | 6470 | 7870 | 9,190 | 10,300 | 41,590 | 12,700 | 13,990 | 15,520 | 17,470 | 18,170
$260,000-279,999| 2,040 | 4440 | 6470 | 7870 | 9,190 | 103%0 | 11,590 | 13,120 | 15120 | 47,120 | 18,770 | 19,770
$280,000-299,999| 2,040 | 4440 | 6470 | 7,870 | 9,190 | 10,720 | 12,720 | 14,720 | 18,720 | 18,720 | 20,370 | 21,370
$300,000-319,999| 2,040 | 4440 | 6470 | 8200 | 10320 | 12320 | 14,320 | 16,320 | 18320 | 20320 | 21,970 | 22,970
$320,000 - 364,999| 2,720 | 5920 | 8,750 | 10,950 | 13,070 | 15070 | 17,070 | 19,070 | 21,200 | 23,590 | 25540 | 26,840
$365,000 - 524,999| 2,970 | 6470 | 9,600 | 12,700 | 14,530 | 16,830 | 19,930 | 21,430 | 23,730 | 26,080 | 27,980 | 29,280
$525,000 and over | 3,140 | 6,840 | 10,170 | 12,870 | 15,500 | 18,000 | 20,500 | 23,000 | 25500 | 28,000 | 30,150 | 31,650
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 -|$20,000 - | $30,000 - | $40,000 - | $50,000 - | $60,000 -| $70,000 - | $80,000 - | $90,000 -|$100,000 -|$110,000 -
Wage & Salary | 9999 | 19,999 | 29,998 | 39,998 | 49,999 | 59999 | 69,999 | 79,999 | 89,999 | 99,989 | 109,999 | 120,000
$0- - 9,900 %460 $940 | $1,020 | $1,020 | $1.470 | $1,870 | $1,870 | $1.870 | 1,870 | $2.040 | 82,040 | $2,040
$10,000 - 19,999 940 | 1,530 | 1,610 | 2,080 | 3,080 | 3460 | 3,460 | 3,460 | 3,640 | 3,830 | 3,830 | 3,830
$20,000- 29,999] 1,020 | 1610 | 2130 | 3130 | 4,130 | 4540 | 4540 | 4720 | 4920 | 5110 | 5110 | 5110
$30,000- 39,809] 1,020 | 2080 3,130 | 4130 | 5130 | 5540 | 5720 5920 | 6120 6310 | 6310 | 6310
$40,000- 59,999 1,870 | 3460 | 4540 | 5540 | 6690 | 7200 | 7490 | 7690 | 7800 | 8080 | 8080 | 8,080
$60,000- 79,999 1870 | 3460 | 4690 | 5890 | 7000 | 7890 | 7890 | 8090 | 8200 | 8480 | 9260 | 10,080
$80,000- 99,999 2020 | 3810 5000 | 6200 | 7490 | 8090 | 8200 | 8490 | o470 | 10460 | 11,260 [ 12,080
$100,000-124,999| 2,040 | 3830 5110 | 6310 | 7,510 | 8430 | 9430 | 10430 | 11430 | 12,420 | 13,520 | 14,620
$125,000-149,999| 2,040 | 3830 | 5110 | 7,030 | 9030 | 10430 | 11,430 | 12,580 | 13.880 | 15170 | 16,270 | 17,370
$150,000-174,999] 2,360 | 4950 | 7,030 | 9,030 | 11,080 | 12,730 | 14,030 | 15330 | 16630 | 17.920 | 19,020 | 20,120
$175,000-199,999| 2,720 | 5310 | 7,540 | 9,840 | 12,140 | 13,840 | 15,140 | 16,440 | 17,740 | 19,030 | 20,930 | 21,230
$200,000-249,998| 2,970 | 5860 | 8240 | 10,540 | 12,840 | 14,540 | 15,840 | 17,140 | 18,440 | 19,730 | 20,830 | 21,930
$250,000-399,998( 2,970 | 5860 | 8240 | 10,540 | 12,840 | 14,540 | 15840 | 17,440 | 18,440 | 19,730 | 20,830 | 21,930
$400,000 - 449,988 2,970 | 5860 | 8240 | 10,540 | 12,840 | 14,540 | 15840 | 17,440 | 18450 | 19,940 | 21,240 | 22,540
$450,000 andover [ 3,140 | 6,230 | 8810 | 11,310 | 13810 | 15710 | 17.210 | 18,710 | 20,210 | 21,700 | 23,000 | 24,300
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable [ go- |$10,000 -|$20,000 -|$30,000 - |$40,000 - |$50,000 - |$60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 - [$110,000 -
Wage & Salary | 9,939 | 19,989 | 20,909 | 39,999 | 49,999 | 59,999 | 69,998 | 79,999 | 89,999 | 99,999 | 109,899 | 120,000
$0- 9,099 $0 $830 $930 | $1,020 | $1,020 | $1,020 | $1,480 | $1.870 | $1,870 | $1,930 | $2.,040 | $2.040
$10,000- 19,999 830 | 1920 | 2130 | 2220 | 2220 | 2680 | 3,680 | 4070 | 4,130 | 4330 | 4440 | 4,440
$20,000 - 29,999 930 | 2130 | 2350 ) 2430 | 2900 | 3900 | 4900] 5340 | 5540 | 5740 | 5850 | 5850
$30,000- 39999 1,020 | 2220 | 2430 | 2980 | 2980 | 4980 | 6040| 6630 | 6830 7080 | 7140 | 7,140
$40,000- 59,999 1,020 | 2530 | 3,750 | 4630 | 5860 | 7060 | 8260 | 8850 | 9050 | 9250 9360 | 9,360
$60,000- 79,999{ 1,870 | 4,070 | 5310 | 6600} 7,800 | 9,000 | 10,200 | 10,780 | 10,080 | 11,180 | 11,580 | 12,380
$80,000- 99,998 1,900 | 4300 | 5710 7000 | 8200 9400 | 10,600 | 41,180 | 11,670 | 12,670 | 13,580 | 14,380
$100,000-124,998] 2,040 | 4440 | 5850 | 7,40 | 8340 | 9,540 | 11,360 | 12,750 | 13,750 | 14,750 | 15770 | 16,870
$125,000-149,998| 2040 | 4440 | 5850 | 7,360 | 9,360 | 11,360 | 13,360 | 14,750 | 16,010 | 17,310 | 18,520 | 19,620
$150,000-174,989] 2040 | 5080 | 7,280 | 9,360 | 11,360 | 13,480 | 15780 | 17,460 | 18,760 | 20,080 | 21,270 | 22,370
$175,000-199,999] 2720 | 5920 | 8,130 | 10480 | 12,780 | 15,080 | 17,380 | 19,070 | 20,370 | 21,670 | 22,880 | 23,980
$200,000-249,999] 2970 | 6470 | 8990 | 11,370 | 13,670 | 15,970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$250,000 -349,999] 2,970 | 6470 | 8990 | 11,370 | 13,670 | 15,970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$350,000 - 449,999| 2970 | 6470 | 8990 | 11,370 | 13670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,900 | 25200
$450,000andover | 3,140 | 6,840 | 9,560 | 12,140 | 14,640 | 17,140 | 19,640 | 21,530 | 23,030 | 24,530 | 25940 | 27,240




Department of Taxation and Finance

NEW - IT-2104
YORK , u u LN ]
starte Employee’s Withholding Allowance Certificate
2020 New York State « New York City » Yonkers
First name and middle initial Last name Your Social Security number
Permanent home address (aumber and street or rural routa) Apartment number Single or Head of househoid |___| Married D
— Married, but withhold at higher single rate
City, village, or post office State ZIF code Mote: If marriad but legally separated, mark an Xin
the Single or Head of household box.
Are you a resident of New York City? ........... Yes [] No (]
Are you a resident of Yonkers? ..........cccoee.n. Yes [] No []
Compilete the worksheet on page 4 before making any entries.
1 Total number of allowances you are claiming for New York State and Yonkers, if applicable (from line 20) .......... 1

2 Total number of allowances for New York Cily (from jing 35) ........

Use lines 3, 4, and 5 below to have additional withholding per pay period under special agreement with your employer.

3 New York State amount et e
4 New York City amount ..o
5 YONKEIS AMOUNE ..ot e s e e e eee e e e rseeraseraenrens

| certify that | am entitled to the number of withholding aliowances claimed on this certificate.

Emgloyee's signature

Date

Penalty — A penalty of $500 may be imposed for any false statement you make that decreases the amount of money you have withheld

from your wages. You may also be subject to criminal penalties.

Employee: detach this page and give it to your employer; keep a copy for your records.

Employer: Keep this certificate with your records.

Mark an X'in box A and/or box B to indicate why you are sending a copy of this form to New York State (see instructions):

A Employee claimed more than 14 exemption allowances for NYS
B Employee is a new hire or arehire... B D First date employee performed services for pay (mm-dd-yyyy) (see instr.). L

Are dependent health insurance benefits available for this employee? ............ Yes D

Al

NOI:'

If Yes, enter the date the employee qualifies (mm-dd-yyyy): |

Employer's name and address {Employer: complete this section anly if you are sending a copy of this form fo the NS Tax Depastment.) | Employer identification number

Instructions

Changes effective for 2020

Form IT-2104 has been revised for tax year 2020. The worksheet on
page 4 and the charts beginning on page 5, used to compute withholding
allowances or to enter an additional dollar amount on line(s) 3, 4, or 5,
have been revised. If you previously filed a Form IT-2104 and used the
worksheet or charis, you should complete a new 2020 Form 1T-2104 and
give it to your employer.

Who should file this form

This cerlificate, Form IT-2104, is completed by an employee and given

to the employer to instruct the employer how much New York State (and
New York City and Yonkers} tax to withhold fram the employee’s pay. The
maore allowances claimed, the lower the amount of tax withheld,

If the federal Form W-4 you most recently submitted to your employer
was for tax year 2019 or earlier, and you do not file Form IT-2104, your
employer may use the same number of allowances you claimed on your
federal Form W-4. Due to differences in tax law, thig may resultin the
wrong amount of tax withheld for New York State, New York City, and
Yonkers.

For tax years 2020 or later, withholding allowances are no longer reported
on federal Form W-4. Therefore, If you submit a federal Form W-4 to your

employer for tax year 2020 or later, and you do not file Form IT-2104, your
employer may use zero as your number of allowances. This may result in
the wrong amount of tax withheld for New York State, New York City, and
Yonkers.

Complete Form IT-2104 each year and file it with your employer if the
number of allowances you may claim is different from federal Form W-4 or
has changed. Common reasons for completing a new Form IT-2104 each
year include the following:

* You started a new job.

* You are no longer a dependent.

* Your individual circumstances may have changed (for example, you
were married or have an additional child),

* You moved into or out of NYC or Yonkers.

* You itemize your deductions on your personal income tax retuen.

* You claim allowances for New York State credits.

* You owed tax or received a large refund when you filed your personal
income tax return for the past year.

* Your wages have increased and you expect to earn $107,650 or more
during the tax year.



Page 4 of 8 IT-2104 (2020)

Worksheet
See the instructions before completing this worksheet.

Part 1 — Complete this part to compute your withholding allowances for New York State and Yonkers (line 1).

6 Enter the number of dependents that you will claim on your state return {do not include yourself or, if married, your spouse) ..... 6
For lines 7, 8, and 9, enter 7 for each credit you expect to claim on your state return.
7 College fuition credit . U OSSOSO
8 New York State household credlt B
9 Real properiy tax credit .. OO - |
For lines 10, 11, and 12, enter 3 for each credlt you expect to clalm on your state return
10 Child and dependent care credit . e e r e R e e AT ARt h LS AR A4S h bt S L b ranae e raerennaebeesbarasteeesnsanntenstessnsnsansassesresansssaeesees 1)
11 Earned income credit .. R et e bt st e e e e e ree e neeenn "
12 Empire State child credlt eE e e et b ettt s ren e e e 4R E R e S L Y SE e e TSR AR R AT RRE LSRR AR s RrAraE e a A b e e netben bt ene erbe 12
13 New York City school tax cred:t If you expect to be a res:dent of New York Clty for any part of the tax year enter 2 ..... 13
14 Other credits (see instructions) .. U OO PO PO PP NORPPR I
16 Head of household status and only one jOb (enterz thhe srtuanon appr'tes) v 15
16 Enter an estimate of your federal adjustments to income, such as deductlble IRA contrlbutlons you wrl] make for the
tax year. Totalestimate $_____ Divide this estimate by $1,000. Drop any fraction and enter the number ...... 16
17 -If you expect to be a covered employee of an employer who elected to pay the employer compensation expense tax in
2020, complete Part 3 below and enter the number from line 29 .. - TR ¥ §
18 If you made contributions in 2019 to a New York Charitable Gifis Trust Fund (the Hea]th Chantab]e Account or the
Elementary and Secondary Education Account), complete Part 4 below and enter the amount from line 32 . reveerreneee 18
18 If you expect to itemize deductions on your state tax return, complele Part 2 below and enter the number from I|ne 24
Alt others enter 0 . .18
20 Add lines 6 through 19 Enter the result here and on I|ne 1 If you have more than one Job or lf you and your spouse both
work, see instructions for Taxpayers with more than one job or Married couples with both spouses werking. .. vorssrnneans 20

Part 2 - Complete this part only if you expect to itemize deductions on your state return.

21 Enter your estimated NY itemized deductions for the tax year (see Form 17-186 and its Instructions; entsr the amount from line 49) 21

22 Based on your federal filing status, enter the applicable amount from the table BEIOW .........coeveivvvieeeie s rnnns. 22
Standard deduction table
Single (cannot be claimed as a dependent) .... $ 8,000 Qualifying widow{er) ..........coecmivvvrrsiicesninnn. $16,050
Single (can be claimed as a dependent) ....... $ 3,100 Married filing jointly ........ocoovceeviieceeee .. 316,050
Head of household .......cc.oveivrvrecc e $11,200 Married filing separate refurns ........ccceceevnee. $ 8,000
23 Sublract line 22 from line 21 (if ine 22 is larger than fine 21, enter 0 here and on ling 18 8BOVE) ........ccevvveereevess s esrss s ssransarns. 23
24 Divide line 23 by $1,000. Drop any fraction and enter the result here and on line 19 @boVe ......cc.ovcevceceveeeccceecee e, 24

Part 3 — Complete this part if you expect to be a covered employee of an employer that has elected to participate
in the Employer Compensation Expense Program (jine 17).

256 Expected annual wages and compensation from electing employer in 2020 .........ccc.oooveevieiiceiccse s serar s onen. 25
26 Line 25 minus $40,000 (If Zero or less, stop) .......................................................... 26
27 Line 26 multiplied by .03 . e 27
28 Line 27 multiplied by 935 ................................................................................................ e 28

29 Divide line 28 by 65. Drop any fraction and enter the result hare and on liNe 17 ABOVE ........cc et 200

Part 4 — Complete this part if you made contributions in 2019 to the Health Charitable Account or the Elementary
and Secondary Education Account (line 18).

30 Contributions 16 these funds IN 2079 ... et s s sttt s et et ea st snsanssmrns s sesssaseranes 30
31 Muttiply line 30 by 85% (.85) .. BN UU VPR TUPUUPPOPPRUIOTTTUR ¥ |
32 Divide line 31 by 60. Drop any fracllon and enter the resuit here and on Ilne 18 above et e sreseneens DR

Part 5 —- Complete this part to compute your withholding allowances for New York City (line 2).

33 Enter the amount from line 6 above .. PO OO PO PUUPORTPRPRUTOPUNPUE-
34 Add lines 15 through 19 above and entertota! here e 34
35 Add lines 33 and 34. Enter the result here and on Eme 2 .. 35




Employment Eligibility Verification USCIS

Department of Homeland Security Form 1.9
L . L _ TMB No. 16150047
U.S. Citizenship and [mmigration Services Exprres 08310019

P START HERE: Read instructions carefully befora campleting this form. The instructions must be available, either in paper or electronically,
during completion of this form. Emptoyaers are lable for arrors in the complefion of this form,

ANTI-DISCRIMINATION NOTICE: Itis fllegal to discriminate against work-authorized individuals, Employers CANNOT spacify which
document(s} an employee may present to establish employment authorizaticn and identity. The refusal o hire or continue to employ
anindividuai because the decumentation presented has a fulure expiration date may also constitute Wegat distrimination,

R Eijﬁbigyee;Enfﬁrmatiqn;éﬁd:Attg_g;atiqp  (Employeas’

RO e

st compléte and sign Sherio

e first day of empioyment, but ot before accepiing 8 job offer.
L.ast Name (Family Name) First Name {Givan Nams) Middle Initial Other Last Nanies Used (if any}

Address {Street Number and Name) Apl. Mumber | City or Town State ZiP Code

Date of Birth fmm/ddiyyyy) .8, Soclel Security Number Employeé‘s E-pnail Address

HERRERENREN

tam aware that federal law provides for imprisonment andfor fines for faise statements or use of falsa documents in
connection with the completion of this form.

} attest, under panalty of perjury, that ! am (check one of the fol!ovﬁng boxes):

Emplayee's Telephone Number

{7 1. A citizen of the United States

B 2. A noncilizen national of the Unlled States {See instructions) !

5 e

D 3. A tawful permanent resident  (Alien Registration Number/USCIS Numbes). o I

Some aliens may wrile "N/A” In the expiralion dale field. {See instructions)

Aligns authorized to work must provide only one of the following dacument numbers ko complete Form 1.9, A o voes Bpeoe.
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passpon Number, : )

1. Alien Regislration NumbentUSCIS Number:
OR

2. Form |-84 Admission Numbser;
OR

3, Foreign Passport Number:

Counttry of issuance:

Signature of Employee Today's Dale tmmdddivyyy}

T

Preparer and/or Translator Certification (check one):-- -« .- . e
{_jlcydﬁ a ansitor.. [ A prepan oifs) and/or transiator(s) assisted Ihe empioyee in comipleting Section 1. "o Fo il
(Flelds beléw fust be compieted and signsd when Preparers and/or ranslators assist an employee in completing Seclion 1) .
lattest, 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 ol Preparer o Transtator

Today's Date (mmiddiyyyy

Last Name (Farifly Narme)} First Name (Givan Name}

Address {Street Number and Name} City o Town State ZIP Code

@ Emplover Completes Next Puge @

Form 19 0%172417 N

Page 1ol 3

REBRALS: R




Employment Eligibility Verification USCIS

Department of Hemeland Sccurity Form I-9

o . R - QM No. 1615-0047
U.S. Citizenship and Immigration Services Etpises D&3122419

Employers or the
muyst physically e

of Acceptable Dociments.”)

Employee Info from Section 1 Last i;é;me {Family Name) l A First Name {Givan Name) M. | Ciizenship/Immigration Stalus -
Y oR T AND TisiC

Identity and Employment Aulhorization identity Employment Autharization
Document Tille ' +| Document Tile ' Document Title
Issuing Author‘rly Issulng Auihority ' lssuing Autharity
Doacument Number ; Dacumen! Number ' Dotument Number
Expiration Date {if any}imm/ddiryyy) q Expiration Date {f anyiimmsddiyyyyi éxpiratiors Daie (if any)(mm/ddfyyyy)
Document Title f
Issuing Autharity K Additional Information N 28
Document Number ' m
Expiration Dalg (# anymm/ddlyyyy}

Dogument Titie

Issuing Authrily

Uocument Number i e

Expiration Date (i any) (mm/ddryyyy)

Certification: | attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,

(2} the above-listed document(s) appear to be genuine and to relate to the employee namad, and (3) to the best of my knowledge the
employee is authorized to work in'the United States.

The employee's first day of employment {mm/ddiyyyy): {See instructions for exemptions)

Signature of Employer or Authorized Represeniative Today's Date {(mmiddfyyyy) | Title of Employer or Authorized Representative

Las! Name of Employer or Authorized Representative | Fiest Nama of Employer of Aulhorized Representative | Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) i Gity or Town Stale ZIP Cuode

Section 3. Reverification and Rehires (7o be compietsd and signed by employer or authorized repfesentative.).” . ..
A. New Name (if applicable) ] B, Dale of Rehire {if applicabla}
Last Nama (Family Name) First Name (Given Name) Micidle Initial Dale (mmvddiyyyy)

C. if the empioyee's previous grant of emplcyment authorization has expired, provide the imtarmation for 1he document or feceipl tha! establishes
continuing employment authorizalion in the space provided beigw.

Document Titie Qocumant Number Explration Date (if any) (mmvddyyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this empioyes is authorized o work in the Uniled States, and if
the employes presented document(s), the document(s) | have examined appear to ba genuine and to refate to the individual.

Signature of Employer or Authorized Representative | Today's Date {mm/ddiyyy) Name of Employer or Autholized Representative

Forgm 19 07747 N Page 2 ot'3




LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A
or a combination of ong selection from List B and one selection from List C.

LIST A

LISTB LIsTC
Documents that Establish Documents that Establish ' Documents that Establish
Both Identity and ldentity Employment Authorization
Employment Authorization AND '
1. U.8. Passpart or U.S. Passport Cal;d ' . Driver's license or 1D card issued by a 1. A Sociat Security Account Numbaer
- ; ' State or outlylng possession of the card, unless the card includes ong of
2 EZS;},?;?J?;;?;S: g:rrg ‘?;;:25?_551) United States provided it contains 2 the following restrictions
: ; photograph or information such as : (1) NOT VALID FOR EMPLOYMENT
i name, date of birth, gendet, height, eye
3. Forelgn passport that containg a color, and address {2} VALID FOR WORK ONLY WITH
temporary 1-581 stamp or temporary NS AUTHORIZATION

1-551 printed notation on a machine-

1D card issued by federal, state or local
readable immigrant visa

, : o {3} VALID FOR WORK ONLY WITH
gove‘mmt'an! agencies o entities, DHS AUTHORIZATION
provided it contains a photograph ar
information such as name, date of birth,} 2. Cerlification of repart of birth Issued
gender. height, eye color, and address | by the Department of State (Forms
D8-1360, F8-545, FS-240)

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

- - Schuol 1D card with a photagraph
5. For a nonimmigrant alien authorized

te work for a specific smployer
because of his or her status:

a. Foreign passport; and

) i 3. Original or certified copy of birth
- Voter's registration card cartificate issued by a State,

- . county, runicipal authority, or
terditory of the United States

. U.S. Military card or draft record

" . bearing an official seal
b, Form 1-84 or Form 1-94A that has - Military dependent’s 1D card : :
the following; U.8. Coast Guard Marchant Mariner 4. Native American tribal document
() The same name as the pessporty, | Card 5. U.S. Gitizen ID Card (Form (-197)
11

Native American tribal document

{2) An endorsement of the alien's 6. Identification Card for Use of

nonimmigrant status as long as |.2-{9. Driver's license issued by a Canadian Resident Citizen in the Unted
that period of endarsement has |72 government authority Stales {Form 1-179)
not yet axpired and the 5 e
preposed smploymentis notin |- | For persons under age 18 who are | 7- Employment authorization
confiict with any restrictions or |- unable to present a document document issued by the ‘
fimitations identified o the form.| listed ahove: Depariment of Homeland Security
6. Passport from the Federated States of |-

Microp;esia {FSM) or the Republic of |’ 10, Scheol record or report card

the Marshall islands (RMI) with Form | 144, Clinic. doctor, or hospital record

-84 or Form |-94A indicating -

hanimmigrant admission under the 112, Day-care.or nursery school record

Compact of Free Association Between |15
the Uniled States and the FSM or R

‘Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable recelpts.

form B9 0TIV N




> Greenburgh Central

;) A

-

School District
Our Children. Qur Focus. Qur Future,

EMPLOYEE STATEMENT

State of New York )

Couﬁty of Westchester ) ss.

L . — , do hereby pledge and declare that | will supporet the
Constitution of the United States and the Constitution of the State of New York, and that | will faithfully
discharge the duties of the position of '

for Greenburgh Central School District according to the best of my ability.

{Signed)

(Date)

RETURN TO: District Clerk
Greenburgh Central School Diswict
475 V. Hartsdale Avenue
Hartsdale, NY 10530

475 West Hartsdale k‘}enue;_'Hartsd;ie,-N‘{ 10530 | 9_%4.;_?61 £000§ 'w;a;gféenbuf‘fgh;:sﬁ.osﬁg




Greenburgh Central
School District

Our Children. Our Focus, Our Future.

NEW YORK STATE CIVIL SERVICE LAW
§62. Constitutional Oath upon Appointmient

Every person employed by the state or any of its civil divisions, except an employes in the labor class, before he shall be
entitled 10 enter upon the discharge of any of his duties, shall take and file an oath or affirmation . . . kn Hey of such oath
administered by an officer, an employee may tomply with the requirements of this section by subseribing and filing
the following statement: "1 do hereby pledge and declare that 1 will support the constitution of the United States, and
the constitution of the state of New York, and that 1 will faithfully discharge the duties of the position of .......... s
according to the best of my ability," Such oath or statement shall be required only upon original appointment or upon a
new appointment following an interruption of continuous service, and shall not be required upon promotion, demotion.
transfer. or other change of title during the continued service of the employee. or upon the reinstatement pursuant (o law or
rules of am employee whose services have been terminated and whose last executed oath or statement is on file. The oath of
office heretofore 1aken by any emplovee as previousty required by law. and the oath of office hereafier taken or statement
hereafter subscribed by any employee pursuant to this section, shall extend to and encompass any position or title in which
such person may serve as an employee during the period of his comtinuous service following the taking of such ovath or
subseribing of such statement. and his acceptance of such new title shall constitute a reaffirmance of such oath or statement.
The oath or statement of every . . . employee of a municipal corporation [shall be filed in the office of] the ¢lerk thereof, . , .
The refusal or willful failure of such employee to take and file such oath or subscribe and file such statement shall
terminate his employment unfil such oath shall be taken and filed or statement subscribed snd filed as herein
provided,
NEW YORK STATE EDUCATION t AW
. Title IY Teachers and Pupils
Avticle 61 Teachers, and Supervisory and Administrative Staff
§ 3002, Oath ro Support Federn! and Stxte Constitutions

[t shall be unlawful for any citizen of the United States to serve as teacher, instructor ar professor in any schoo! or institution
inthe public school system of the state or in any school. college, university or other educational institution in this state. whose
real property, in whole or in part. is exempt from taxation under section four of the tax law unless and until he or she shatl
have taken and subscribed the following oath or affirmation , . . In licu of the cath administered by an officer, person or
member, an employee may comply with the requirements of this section by subscribing and filing the following
statement: "'l do hereby pledge and declare that 1 wili support the constitution of the United States and the constitution
of the State of New York, and that ¥ witl Faithfully discharge the duties of the position of ---- according to the best of
my ability.” Such oath or statement shall be filed with the clerk of a school district or with such officer or employee of any
such college, university or other cducational institution thal shall be designated for such purpose. Such oaths or statements
shall be available for public inspection and for wansmittal to the commissioner of education upon his request. It shall be
uniawful for an officer. person or board having control of the employment, dismissal or suspension of teachers, instructors
or professors in such a school, college, university or institution, 10 permit a person to serve in any such capacity therein in
violation of the provisions of this section. This sectipn shall not be construed to require a person to take such oath o to
execule such statement more than once during the time he or she is employed in the same school, college, university or
institution, though there be a change in the title or duties of the position.

The provisions of section sisty-two of the civil service law shall not apply o 2 person who is required to take the cath or
exceute the statement prescribed by this section.
*)\kks‘t*ﬁ*ft:‘n*****************ﬁ**ﬁ'k*ﬁa‘fi#*k***s‘r**:‘cy'ﬂ'rﬁs‘t*s‘fr':*:‘;**ir9:i*i*s‘e:‘:'k****ﬁﬁ*ﬁv‘fﬁaﬁk*ﬁ*****k*& L2322 1202 2
CASE ANMOTATION

“embers and officers of school boards and library trustees are required 1o take a constitutional oath before assuming office
and this must be filed in the office of either the clerk of the board or the county as the case may be. Teachers are tequired to
take a similar oath which must be filed with the clerk of the school districy, and a record thereof must be kept by the school
district, 1967 Ops 3t Compt File #1016

475 West Haresdale Avenue, Hartsdale, NY 10530 | 9147616000 | wivw greenburghesd.org




Aesop

Employee/Substitute Placement & Absence Management System

New User Account Activation Form

Employee/Substitute
{Instructional & Non-Instructional Support Activation)

This Section May Be Completed By: HR Administralor or AESOF User

Please Print Clearly
First Name Middle Initial |~ LastName Date of Birth
- 'y Email Address .
Preferred Phone # (District Employees Must List Their District Email Address) Job Title

To Be Completed By HR Office: Business Office or Curriculum Instruction O

ffice

Please Print Clearly

Employee Type.  Must Check One {__t Admin |_| Certified TA | | Certified Teacher [ | Civil Service] :Sub
Employee #: ' " Gender: T F
Certified TA: [ Yes (T No Levet:

Certified Teacher: ] Yes { | No Is Substitute Active in ofher District = Yes 1 No
Proficient in Following Languages: wmuschecore ||_|English {_JSpanish | _jFrench | | Chinese [ |

Assigned Building Location: [ ECP {3 LFy [0 HV (1 RJB L7 WMS {7 WHS {1 Mansion
Must Check AN That Apply :

Please List Qualified for Preferred) Subject Areas:

Additional Notes;

G R T

HR Departfient Adirinist

Department of Educational Technology

¢




Quick Stan instructions

¥ you do not recail you§ current PIN or you afe getting an incorrect ID or PIN combination message,

please click on the PIN Reminder options atthe togin, Select Substilute or Empioyes at the Emplo yvee Type
drop down list. Enter the phone number you provided when your account was created, Enter your First
Name and Last Name. Select Email Pin, The PIN will be emailed to your Greenburgh CSD address, The
email will contain instructions on how to reset your PIN. Create a new PIN and return to the main AESOP

login page at fittps Swww.aesoponiine comvioging.asp,

AESGp e Walcome To Aescp

N3 R AL N medet ARG e BTG aeB AT
RN M ADSOM 1 31 R e Ren | W Fond
YERASE R 4RRIT I A0 FSNCE A A Yo SE00
oAby oF chid HEr BT S MNA W e A dbasd
LRI T FLALG T PAITLR FRKAGH

Leamitie

Subrtiute Macement
L Alsence Managemm

" Foday, (W Yalier 00, 20T

Relurn To Homepage
Pin
Not sure whal your ID Is? - Try your phone pumber,
Click *Email PIN' to have vour PIN smailed to you, Select Correct

Employee Tyon{haie )€~ mployee Type )5
phone h oy it

FErst Nama H

tast Name ! :

{ Email PIN |

If you are having difficulties resetting your PIN or da nat recall your 1D and PIN combination, ar have any
questions regarding using the ASOEP sdéftware application. please send an Email

to aesophelp@qreenburghcsd.org for assistance, Please Include in the Subject Field the tople for
assistance For example, If vou cannot retrieve your PIN, please enter “PIN Retrieval In the Subjec
Eleid of your emall. A member of the tech suppori staff will address your request promptly.

The ASEGP Support Help ling is 914-761-6000 ext, 30C0 or ext, 3000 i cailing internatly. Support Help
Line hours are 7:30 a.m. to 4:00 p.m. Please follow steps 1 and 2 (or assistance before contacting the

ASEOP Support Help Line.




A@gg&p Substitute QuickStart Guide | 1

Logging in on the Web

To log into Aesop, type http://www.aeso;mnIine,com in your web browser’s addrass bar.
Enter your ID number and PIN; then, click Login,

i g 1 « . -
AesOp iuimon Can't remember your login info?

If you're having trouble logging in, click the Login Problems
link next to the "Login” button for more information.

<Looin S LR
1 ogho Probbeoay

Finding Available Jobs

Aesop makes it easy to find available jobs right on the
homepage. Jobs available for you to accept show in green on
the calendar and in list form under the "Available Jobs" tab.

1% 38 S0 2% 23 9 o 23 2%
Jiws 2% 2 2 z® FEA-T I 1
2y
{3 Avaifable Jobs 5 Scheduied Jobs ¢ PastJdobs o
Date a Tirag Gutaven Lecatan
Fiaz Tim soh Snog 52 anzé
Tae FS0v4 f@an D e oo toron

To accept a job, simply click the Accept button next to the absence. If you do not want to accept
this job, click the Reject button, instead.

rences ) Help | Getting Help and Training
If you have questions, want to learn more about
a certain feature, or want more information
Decomber 2018 about a specific topic, click the Help tab to go to
T ST ey TR wED s the Aesop Learning Center to search Aesop’s
LI - L O B .| knowledge base of help and training materials.

FrONTLINE Copyright © 2015 Frontline Technclogies Group LLC
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&egép : Substitute QuickStart Guide | 2

Using Aesop on the Phone

Not only is Aesop available on the web, but you can also find and accépt available jobs, rmanage
personal information, change your PIN number, and more, all over the phone,

When You €all Aesop

To call Aesop, diel 1-800-942-3767. You'll be prompted to enter your ID number {followed by the #
sign), then your PIN number (followed by the # sign).

When calling Aesop, you can:
* Find availabie jobs - Press 1
* Review or cancel upcoming jobs - Press 2
« Review or cancel a specific job - Press 3
= Review or change your personal information - Press 4

- When Aesop Calls You _

It an available job has not been filled by another substitute two days before the absence is
scheduled to start, Aesop will automatically start calling substitutes, trying to fill the job. Keep in
mind, when Aesop calls you, it will be calling about one job at a time, even if you're eligible for

other jobs. You can always call into Aesop (see “When You Call Aesop” section above) to hear a list
of all available jobs.

Note: When Aesop calls you, be sure to say a loud and clear “Hello” after answering
the call. This will ensure that the system knows you picked up the call.

When yay receive a call from Aesop, you ¢an;
*+ Listen to available jobs - Press 1
» Prevent Aesop from calling again today - Press 2
* Tell Aesop the Sub it is trying to reach is not available - Press 3
*  Pravent Aesop from ever calling again - Press 9 ‘

If you are interested in the available job, Press 1. You will be asked t¢ enter your PIN humber
(followed by the # sign). At this point, Aesop will list the job details, and you wiil have the
opportunity to accept or reject the job.

FRONTLINE Copyright © 2015 Frontline Technologies Group LLC
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Carlos A. Ramirez, MS Ed

Birector of Texchnology & CIO

T:9) 47616000 exz. 3116
E: eramirez@greenburghesd.org

¥ Greenburgh Central
School District

Cur Children. Qur Focus. Our Future.

Or. Tahira A. DuPree Chase
Superintendent of Schosls

K12 ALERTS

EMERGENCY NOTIFICATION — PHONE BROADCAST SYSTEM

Greenburgh Cencral School District urilizes K12 Alerts®, an automated Telephorte, Email and Text message service, to inform you of
schoal weather related emergency clasings and other Impormnt notifications, The service Bas two {2} components: Telephone Calls

and EmailiText Messages. ‘While you may choose to enroll in elther ar both, we strongly encourage you to participate in both. Please
camplere the form below and return. Thank you. '

(RS NS BB LA IRV I S5 BRDES IS AN

Date:

* First Namae:
* Last Name:
Tide:

* Gender

O Male

(O Female

* | anguage:

" English

(O Spanish

* Building/School:

QO Ceneral Office O £cP OHES OLF O RB O Transportation () WHSL) WMS

* District Email;

Maobile Number:

* Home Number:

futir disteie Eomard 15 already on e Howedes, yoo tan alse supply you Persanal Fouad Addese,,

Greenbur gh Zenpal Schonl D serict requinr ey, at Jessr ane {0 lelephone Mumber an te ko bath Emergeney and Important Ditrce 1

PSIATE 1B RAEA T,

recewe B st anng Sevoige
@greenburghesd.org | Personal Emaik:
ERLLEE MO T o T =S,

Tu tererve 3 Towr Messaga, your Collidar Phone CoanpanyProv dns » Name s regunod

Service Provider:

PASEYERNT A0 BLE Prosc I b re sy o

e,

O Emergency Message (O Important District Notification

¥ Mobile Numbsr:

(O Emergency Message (O Important District Notification

Other Number:

() Emergency Message

(O Important District Notification

 IMPORTANT* »

)

Any changes regarding your contact information MUST be comeunicated to Vicroria Lucas. Senior Payrell Clerk of the Business Offica,

ar viu Ix

Adwnistration Buslding | 475 West Hartsdale Avenue, Haresdale, MY 10530 { www greenburghesd.ong




Greenburgh Central |
School District

Qur Children, Our Focus. Our Future.,

Carlos A. Ramirez, MS Ed

Director of Technology & CIO

T: 91 47614000 0. 3116
E cramirex (@greanburghesd.org

Dr, Tahira A, DuPres Chase
Superintendent of Schoals

' FREQUENTLY ASKED QUESTIONS

The power of 2 phone broadtast system is its ablhity
to share information with our studenes’ families in
urgent situatiohs:

Weathar-retuted closings
Power outages

Emergency safetry measures
Transportation changes
Reminders and annguncemants

® ## » @ »

What you and your family need to know

Saller JR. Caller ID will display the districe or
schoal's phone number.

Live gngwers, Answer your phane as you normally
would. Say “hello” only once and wait for the
message o begin. Please note: Multiple "heflo’s" will
delay the start of the message.

Answering machines, The system will detect that
your machine has answered and will play the message
to your machine. Please make sure your answering
machine answers after 4 rings for optimal delivery of
vaice alerts from the school,

Morning & dav calls, If the decision to cancel
schoof is made the night before, or early In the
morning, the broadeast message will be sent to all
phone numbers listed, If the decisien is made during
the school day, the broadcast message will be sent 1o
“home” and “cellufar” numbers. General
announcerments will also be sent ro numbers listed,

E-Malls, i you supply the school with your e-mail
address, you can be included in the a-mal

- broadcasting service,

K12 Alerts® uses the best technology In the
industry to detect the difference between a
human answer and machine answer,

How detection works;:

}. H within the flrst three seconds the system
decermines that it is a "live” answer, it will
start playing the message, if yau have a 1.2
secorid beginning pause in your recording
this will lengthen massage being played.

1. The system waits up to thres seconds then
if the system desermines thatit is 3
machine, it will wair ups 20 20 seconds
befors playing the message so the machine
greeting can play firse,

¢ Loud background naise: television, radio,
nelsy enviranment,

»  Cordless phone that has static or other
interferance.

s Nat saying hello, saying hello more than
one tme. or delaying saying hello,

Should you have any questions andior concerns regarding K12 Alerts® please cantact the Technology Department at
914.761.6000 Exc. 3000

** IMPORTANT NOTICE **
Any changes regarding your contact information MUST be communicated to Victoria Lucas, Senior Payroll Clerk of
the Business Office, at vl nburgh r

Administration Building | 475 West Hartsdale Avenue. Hartsdale, NY 10530 } www greenburghesd oig




51} Greenburgh Central

@ S5chool District
Qur Children. Qur Focus. Our Future,

EMERGENCY CONTACT INFORMATION -

In the event of an emergency, it is very important that we have on file the name(s) you would want to
be contacted. In the space provided below, please fill in the information requested and recturn the
completed form to the Office of Human Resources as soon as possible,

EMPLOYEE INFORMATION

Name

Home Address

Home Phone ‘ Cell Phone

Alternative Email Address

PRIMARY EMERGENCY CONTACT

Name '

Home Address S

Home Phone Cell Phone
Work Phone Email Address

SECONDARY FMIPRGENCY CONTACT

| Name
Home Address
Home Phone Celi Phone
VWork Phone . _ Email Address

Please note: This information is confidendial, !t will only be used for the reasons stated above. Thank
you for your cooperation.

475 West Hartsdate Aveﬁﬁg{ﬁa;a&sﬁiéi&"




School District

ﬁ%‘ Greenburgh Central
@ Cior Chiddren Sur Focus Our Futare

Payroll Schedule for 2019-2020

‘n'mesheets,'
Youchers and Timepiece Hourly ond Per
Payroll Approvals Diem 12 :
Date Needed By: Time Worked Month | GTF GC50 CSEA
07/15/19 | 07/08/19 | 10:30 AM 6/24-7/7 1 ‘
07/30/18 | 07/22/19 | 10:30 AM 7/8-7/21 2
08/15/19 | 08/05/39 | 10:30AM | 7/22-8/4 3
08/30/19 | 08/13/19 | 10:30 AM 8/5~§/18 4
09/13/19 | 09/03/12 | 10:30 AM 8/19 - 9/1 5 1 1 1
09/30/19 | 09/15/19 | 10:30 AM 9/2-9/15 6 2 2 2
[ 10/15/19 | 10/02/19 | 10:30AM |- 9/16 - 9/29 7 3 3 3
10/30/19 | 10/14/19 | 10:30 AM | 9/30-10/13 8 4 4 4
13/15/19 |  10/23/19. |-10:30 AM | 10/14-10/27 9 5 5 5
11/29/19 | 11/12/19 | 10:30 AM | 10/28-11/10 | 10 6 6 8
12/13/19 | 12/02/13 | 10:30 AM 11/11~12/1 11 7 7 7
12/30/19 | 12/16/19 | 1030AM | 12/2-12/15 | 12 8 8 8 |
03/15/20 | 01/06/20 | 10:30AM | 12/16-12/29 | 13 | g 9 9|
01/30/20 | 01/13/20 | 10:30AM | '12/30-1/12 14 10 10 10
02/14/20 | ©1/27/20 | 10:30 AM | 1/13-1/26 15 11 11 11
02/28/20 | 02/10/20 | 10:30 AM 1/27-2/9 16 12 12 12
03/13/20 | 03/02/20 | 10:30AM | 2/10-2/23 17 13 13 13 |
03/30/20 | 03/16/20 | 10:30AM | 2/24-3/15 18 14 14 14
1.04/15/20 | 03/30/20 | 10:30AM |  3/16-3/20 19 15 15 15
04/30/20 | 04/13/20 | 10:30AM | 3/30- 4/12 20 16 16 16
05/15/20 | 04/27/20 | 10:30AM | 4/13-4/26 | 21 | 17 | 19 17.
05/29/20 | 05/11/20 | 10:30AM | 4/27-5/10 22 {.18 18 18
06/15/20 | 06/01/20 | 10:30AM | 5/11-5/31 23 19 19 19
06/30/20 | 06/22/20 | 10:30 AM 8/1-6/21 24 20 20 20




?33 Greenburgh Central
~sp| School District

Qur Children, Qur Focus. Qur Future,

DIRECT DEPOSIT FORM

Employee Name

(“OMI’[ ETE TO ENROLL /ADD/(_U‘\N(.I" BANK A((_{JU\JT% Pl ! A‘wI'I’IxH\' "NEATLY

ncialinstitut

S

&z Checking % of Net Pay

© Savings o Specific Dollar Amount $__.___ .00
: £2 Remainder of Net Pay

3 Checking % of Net Pay -

o Savings . ' t) Specific Dollar Amount $
0 Rernainder of Net Pay

Please attach a voided check for each account listed above,

)MPI FTEIF C1I M\GHNG

o Checking o From % 0, % of Net Pay
o3 Savings . , OFrem$________00w$ 00
' o Remainder of Net Pay
© Checking @ From % to % of Net Pay
o Savings . 3O From § Mws 00
‘ 3 Remainder of Net Pay

EMPLOYEL CONFIRMAYION STATEMENT

I hereby authorize Greenburgh Central School District to initlace credit entries and to initiate, if necessary, debit entries and
adjustments for any credit entries in error to my checking or savings account. This authority is to remain in full effect until the
Greenburgh Central School District has received written notification from me of its termination.

Employee Signaturé Date

475 West Hartsdale Avenue, Hartsdale, Y 10530 | 914.761.6000 | wiww.greenburghcsd org



GREENBURGH CENTRAL SCHOOL DISTRICT

SUMMARY OF HEALTH PLANS

1. State-Wide Schools Cooperative Health Plan (SWSCHP)
Provider network with direct access to spacialists in the network andfor out of network plan.
Out of network plan (plan pays 70% and you pay 30% with deductible of $1,000 per person; $3, 000 per farnify)

Website: www.swschp org (Empire Blua Cross Blue Shield POS network: Choose “Find In-Network
Providers™, then “Empire POS Network”, then urider “Search as a Member" enter alpha prefix TUR)

Doctor's Visit Copayment: . $ 30.00
Emergency Room Visit Copayment: $ 75.00
Ambulance Copayment: $ 50.00
Hospital Inpatient Copayment: $200.00
Quest Lab or US Imaging Services Copayments ; $ 0.00 ‘
Outpatient Surgery, Labs, Radiology Copayments: $ 30.00, 50.00, or 75.00
Prescription Copayment:  Generic: $ 7.50

' Preferred Brand: $ 30.00°

Non-preferred Brand 3 50.00*

* Additional costs may apply if you choose this over a less expensive alternative.
Mail Qrder Prescriptions:  Get 3 months at the cost for 2 months with CVS Caremark

2. Health Insurance Plan (HIP)
HMO with provider network allowing direct access to specialists in the network

Website: www.emblamhealth.com (Under “Find a Doctor" choose "Visiter Search” and enter Zip code, then
“I know the specific plan I'm looking for", then under HMO choose HIPaccess {, and then Prime network)

Dostor's Visit Copayment: $ 15.00
Emergency Room Visit Copayment: § 50.00
Hospital Inpatient Copayment $100.00
Hospital Quipatient Copayment ' % 50.00
Prescription Copayment:  Generic: § 5.00
‘ Preferred Brand: - § 15.00
Non-pteferred Brand: $ 40.00

Mail Order Prescriptions:  Get 3 months at 50% off with Express Scripts

ENROLLMENT

Proof ot marriage andfor proof of birth, adoption, or legal custody of children arefis required when enrolling any

dependents in all health plans. Social Security Card copies are raquired for all persans being covered under a
plan.

Children are eligible for coverage as dependents on their parents’ plan up to age 26.

Domestic Partiner Coverage is provided for eligible same sex and opposite sex domestic partners, Packets
containing eligibility requirements and enroliment applications are available.

LNz




Greenburgh Central School District
2019-2020 Health Insurance Rates {Effective 7/1/19)

GCS0 GTF Teachers GTF Yeaching Assistants Administrators
luty 1, 2019 Annual Annual ) . Annyal Annusal
Plan ’ Employee 20 Pay 24 Pay Employee 20 fay 24 Pay Employee 20 Pay 24 Pay Employee 24 Pay
Annuai Rate
Share Share Shars Share

SWSCHP Single $12,268.08 $736.08  $35.80 53067 $92011  $4601 53334 §920.11  $4601 43834 492011 33834
SWSCHP Dual $25,884.84 $4,140.27  5207.01 %3725 $432430 $216.21 518038 8432430 $216.21 518018 5432430 518018
SWSCHP Farnily $27,730.80 3460176 523009 $191.74 $4,785.79 $239.29 519941 $4,785.79 5239.29 415941 54,785.70 $5193.41
Ouford Single 514,722.08 5147221 $73.61 $61.34 $1,104.16 §55.21 546.02
Oxford Bual $28,413.60 $4,895.05 524475 5203.96 54,527.04 $X26.3% 518B.63
Oxford Family 544 460.72 $8.906.87 $445.34 537132 $8,538.82 5426.94 335578
HiP Single muu..mmm.ma £760.18  $38.01 $31.67 $450,22 $47.51 439,59 $950.22 $47.51 $349.59 5950.22 $39.59
HiP Dual $23,134.32 £3,376.36 S168.82 $140.68 8356640 517832 514860 $3,56640 S17832 S$148.60 $3,566.40 5148.60
HiP Family $36,830.64 $6,800.44 $34002 $283.35 $6,90043 $34952 929127 $6,590.48 534952 $281.27 $6,990.48 5291.27

The Employee share is computed based upon the contractual language in the contract.
SWSCHP rates are in effect until 6/30/20
OXFORD & HIP rates are in effect until 12/31/19




mﬂm._m“sxmm:“:, ._._u.PZm}GA._OZ FORM FOR GROUP Pnﬂocz.ﬂm

§ SUBSCRIBER HIFORMATION
.ast Name

First Mama Social Security Number

et Address : Apt, City Sae 2IP Code
ffere you ever s member of Emblembealth? | Marital Status: Birth Date: Home Tel, #; , . .
. . Emaii Address:
IND DOIYES CiSingle  DIMaried |y gy . | Work Tel. ) . :
*YES, member D {_YOomestic Partner . Cell Tef, # [see back of torm ™} (160 PAPERLESS” and save lrees {see back of form)*
pplicant’s hours worked per week: T Y Indivi i - ) .
) ype of Individual (I Famity Note: it elecing Young Adult Coverage, please submit a
J atleas: 3¢hours O3 _mmm.am: 30 hours. £ COBRA Coverage: [ Employee & Spouse/0P [ Employee & Child compieted Young Adutt Elegtion Fom,
1 Retiree {see back of form”*} ’
rimary Gare Physician Name: twotequired lor E20/PP0 members) 1} Number:
1B/GYN Sefection Name: (opsasn) ) . 10 Number:
JTeyel 2._5_8@ by any other health insurance or Medicare? w Check One: Status: Transler;
Inp CIVES I YES, indicate: | CINew Envoliment | (3 Add Degendent | (I To Anotber Carries
wetance Co, Name: ) Cifteinstatement -~ | [ femove Dep. [JEmbiemHealth Eroug Change:
suranee Co. Telephone £ Type of Coverage: (I Termination [JAddress Change From:
_ . [JChange [INomeChange | o
iy #: . Effectve Date: )
R ORMATIO 0t AR RO QUR 5P0 3P AND:OR (REN. PLEA ACH ONE BELD ON DF COVERA il :
otes > birthymatriage cenificats or 1040 Form will be aﬁ:& for “.EE&%E:%EW with differant _2 fame. Birth Date sif Primary Care Physician BB/GYN Selection
, NamefiD Numb Numb
1ast Name {if ditferent) m_qﬂ _.._mam woo_uu Security Number Sex | Refationship | Mo. | Day | Yr. | Disabled' ?ihﬁiﬁd ..m.mi zg-?% rer
EPENDENT " [ O spowse Dow
: i Olenaa

soent Health aswanee Information; Catrigr Name: . Covarage Begin fhme’ ___ Covage tad 0atey e
EPENDENT _ .

LT ohitd
inent Health Insurance information: Catiier Name' ) Covesage Begin Date. ... Coverage End Dater ]
EPENDENT

Ot
sreeril Health #isuiance Information: . Carriei Name: Coverage Segin Date: e Lovorage End Sate: et

* deperident adult children incapable of sel-sustaining employmem, please see Secliod A oa the buck side of his for ta chieck the apropriate "Add Dependent™ hex, ond follow the instrutiion for requiced docwnentalion.

vur sigiature is requived to process this form, Your signature atiests that you have read the reverse side of this form.
1y persan wir kaowingly ard with intent 4o defraud any insurance campary ar other person fils an appiication far inserance or statenent of claim contatning any materially false intormation, ot conceals for the purpose of misleeding, informaion

incetning any materat Fact associzted with such application commits  fraudulent inswrance ach. Such Rl is a crime, and will be subject 1o 3 civil penalty ot 1n exceed five tousand duflars aed ihe stated valie of the claim fur each such viofation.

pplicant must sign hers: . . Date: ____

j. EMPLOYER INFORMATION — THIS SECTION TO BE ncngmﬁmc BY EMPLOYER/CONTRACTOR GROUP
ame of Graup: Group Number: § | Q‘N“ Y5 Sub Group D Class 10 Plan 10 Otmbremtean Do B
o ﬁ.mm_sg ﬂﬁb) @.W If you selécted a small group metal plan, please check which ype: {] Piatinum 3 Gold [ Sitver [JBruave Plan Name:

Hiua Date: Waiing Pedod: Datg Subnmitted: Approved By: {Sraup lan Adnsinistratort

wuested Effective Date: Metcal: Dental:
siirsions to Benefit Admanistraturs o7 Group Bepeesenalives: For groups with 100 of fewee full-Gme eouvatent eligbie employess, you MUST compiete mﬁ__SbE the vivense side 0f s forn, Reqoued documastation MUST b alfached 1o ihis Transachion Foan t be processed

EE DR O ] WOER TR TR




2 Metro Park Bd. Suite 208 SIATE-WIDE SUHOULE LUUFERATIVE FtALTF PFLAN

olonie, NY 12205-1139

iV bt § i WL 1Rl 1147 INE I LIk R ] AT Un

INSTRUCTIONS: NEW EMPLOYEE - Complele 2if unshaded ateas and sign the form, CHANGES - Enter new 0f Corrsstad infoemation,

4

SOCTAL SECURITV ND, TS FrONE 7 Fre) CHANGE SRE0F OTVTSiON
_ [FAHIE LAST, FIRET. W0) AGORESS (STREET, GITY, STATE, Zip COBE)
1
) BIATH DATE SEX | MARITAL STATUS MARRIAGE DATE D0 YOL HAVE IF YES, CHECK " BFFECTIVE DATES MEDICSRE 1D MO, EMPLOYMENT DATE
: {Maied, Sings, Diverend, Widkss, Logaty Sop.) MEDICARE COVERAGE: ‘ .
- \ \ MF MSDWL Y N Oreaa_ L ] Oewn__f | " \ \
TLAGGITION TG THIS NEW 1 7ES. NAME OF OTHER CARNIER ] GROUP 10, LT . i STRTUS EREECTIVE DATE
T | covERAGE WL YOU CONTINUE ) : m.ﬁxs mﬂ_u Sunivor Hal
* | TO HAVE OTHER GROUP HEALTH Fotired Farminated \ \
NSURARGE? Y N O cosau ] on Loave ] pecassed .
TYPEOF COVERAGE  [J mnompuar [ ramiy STATUS OF EMPLOYHENT [ active [ AETIRED EFFECTIVE DATE OF COVERAGE . 4 f
TRANEE (LA, FIFST, M1} BirTH OATE BEX TETSABLED] HEDCARE T VES, CHECK EFFECTIVE DATES SOTTAL SECURMY I,
) \ COVERAGE?
PAHT A ! PART B, H
SPOUSE \ / IMFLYN YNDO rs;xb%z_m L7
0 EMPLOYED: IF YES, NAME OF EMPLOYER {3E SPEGIFIC) GTHER GROUP HEALTH _ IF YES, TYPE GF COVERAGE EFFEGTIVE DATE DF COVERAGE | STATUS OF EMFLOYMENT
INSURANCE:
Wzmmﬁo ¥ N ¥ N |[Drovowe Drwny i Hacwe [ netmso
>wm._zmm HAYIE GF GARRIER ADORESS (STREET, GITY, STATE, ZiF CODE FHONE ND., CROUET,
ZASON FOR ADDITION OR DELETION; Bt U1 emthpars: ¢+ aporrion ] acoemionpats ____o 4 OTHER: ‘ DATE: : ;
tb.mﬁ.#bam D MARRIAGE DATE: ﬁa:....!......u. } S EHVORCE D DIVORCE DAFE: i Fomen Foeseirien BOMESTIC PARTNERSHIP D QUALIFING DATE: |, 4
| RELATIONSHIP TO EMPLOYEE LAST NAME FIRST NAME M.L SOCIAL SECURITY NO, SEX BIRTH DATE DISABLED| STUDENT DER
me| [/ Y N Y N
# Mri [/ Y N ¥ N
mel [ ¥ N Y N
me| ]/ Y N Y N
mMel [/ Y N Y N
IF MORE SPACE IS NEEDED TO LIST DEPENDENTS, ATTACH ANOTHER FORM. BE SURE TO ENTER YOUR SOCIAL SECURITY NUMBER.
TYPE OPTION wﬁhm__”m COGE mmWWﬂﬂ._m.Em W»zmumh\%mpdcz OFFICE USE ONLY
i
 VALLINFORMATION PROVIDED HEREQN (S TRUE |EMPLOYEE'S SIGNATURE GATE TEMPLOVER'S REPBESENTATIVE BATE
AND GOMPLEVE O THE BEST OF WY KHGWL.- :
¢ | EDGE. } HEREBY AUTHORIZE MY EMPLOYER TO
SEAKE ANY REGUNRED PAYROLE DEDUCTONS,




% Greenburgh Central

School District
Our Children. Qur Focus, Our Future,

DECLINATION OF HEALTH INSURANCE

| wish to decline the health insurance contractually provided by the school district. | understand that
by declining to enroll at this time;

. I may subject myself and/or my eligible dependents to certain applicable waiting periods if |

decide to enroll at a later date.
2. | may be forfeiting the right to such coverage after my retirement.

| understand that | may later enroll in one of the health plans offered by the district:

|. during one of the district’s open enroliment periods. Open Enroliment for all plans takes place
during the month of November each year. This coverage would be effective january 1%,

SWSCHP has an additional open enrollment period in May and HIP will usually hold an
additional open enroliment at that time as well. This coverage would be effective July 1*.

- or
2. upon losing the benefits | have under my present heaith plan, providing | complete a health

insurance enrollment application within 30 days of the event, This coverage would be effectwe
the date of the event.

Name:

Signature

Social Security Number; Date:

475 West Hartsdale Aveﬁue. Hartsdale, NY 10530 19 I_é.;f'ﬁ'i 6000 | www.greenburghcsd.org




Mellife

Metrapoliten Life Insurance Cormpany, New York, MY
ENROLLMENT « CHANGE FORM

Name of Group CustomerEmployer Group Cuslomer # | Division | Class { Dept Code
Greenburgh Central 8D 105358618 i . i

Date of Hire (MMDDIYYYY) : Coverage Effective Date (MMIDDAYYYY)

Criginal COBRA Effective Date if applicable (MM/DDYYYY) i COBRA Termination Date if applicabie (MM/DDYYY'Y)

Name {First, Middle, Lasi) Social Securily ¥ . % Male ‘ %gie
] ' - - ] Female [ Married
Address (Street. City, State, Zip Code) - Date of Sith (MMIDDIYYYY)

[:} Employee Job Title:
[J Retiree

[T New Enroliment ] Change in Enrcliment  {T] COBRA Continuation  If due to  Quaiifying Event, enter date {MMIDD{YYYY)

Hours Worked Per Waek:

I have read my enroliment materials and { request coverage for the benefits for which | am or may become eligible. 1 understand the amounts
of insurance | request must comply with and are limited by the plan design described in my enroliment materials.

Dental Insurance

Select your level of coverage
{5 Empioyee Only
] Employee + SpousalDomestic Partner®
(] Employee + Child{ren)
[J Employse + Spouse/Derestic Partner' + Child(ren)

Dependent Information _
1 you are applying for coverage for your Spouse/Domestic Pariner andfor Child{ren), please provide the information requested balow:
Name of your SpousefDomestic Pariner (First, Middle, Last) Date of Birth (MWDEIYYYY)
— ' Cltale [IFemale
Name(s) of your Child{ren) (First, Middle, Last) : Date of Birth {MM/DOYYYY)

{IMale [Jremate
[CMale [ Female
[Male [ Femate
Cmale [ Femate

{7 Check here if you need more fines, Provide ihe additional information on a separate piece of paper and return it with your enroliment farm,

Domestic Pariner includes your registered Domestic Partner if you and your Domestic Partner are registered as domestic partners, civil union partners o
resiprocal beneficiaries wilh & government agency or office where siich registration Is available, It also includes your nan-registered Comestic Partner in

whom you have an insurable interesl. By ervolling such Domestic Partner far coverage and signing this enroliment form, you are attesting io your insurable
interest. '

GEF02.1
ADM

SUBMISSION INSTRUCTIONS
After completion, make a copy for your records and return the original to
Metlife Administcation, P.O. Box 14593, Lexington. KY 40512.4593
Fax MetLife at 1-888-505-7446

Page 1 of 3 EF-8T201S-NY (08/18)



By signing below, | acknowledge: N

1. Ihave read this enroliment form and declare that all information | have given is tue and complele 1o he best of my knowledge and belief,
2. | decfare that | am aclively at work on the date [ am enmiling.

3. lunderstand that if | do not enroll for dental coverage during the initial énrollment period, a waiting period may be required before | can enroft for such
coverage after the initial enroliment period has expired,

4. I authorize my employer lo deduct the fequired contributions from my earnings for my coverage. This authorization applies o such coverage untit{ rescingd
it i writing.

5. | affirmatively decline coverage for any benefits for which 1 am eligible which 1 do nol request on this enrofiment form.

6. | have read the applicable Fraud Warning(s) provided in this enrolimant form.

New York {only applies to Accident and Heaith Benefits): Any person who knowingly and with intent to defraud any insurance company o other

person files an application for insurance or statement of ciaim containing any materially false information, or conceals for the purpose of

misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is 2 crime, and shall also be subject to a
civil penalty not to exceed five thousand dollars and the stated value of the ¢laim for each such viclation.

<

Signature of Employee _ Print Name - Date Signed (MM/DDN‘(Y‘_{)

GEF)9-1
DEC

Page 30f3 EF-ST2018.NY {081 &)




Enrolliment Form

Underwritten by: :

Employer Section (To b compicted oy Pe cagdraeriplan adoanmsteator Resuacod ods ane ko et

n tr-,ﬁt;;.g.k [N
Employer's Name: o i S \ \ ‘E\:h"‘f\"\ % ﬁ
Gmug 1D; = g Sub Group I Location Code: Class: .
*Full-Time Employment Date: Effective Date: Hours Worked Per Week:

*Salary: O Hourdy 0 Waeekly 0 Bi-Weekly [Ocoupation:

3 : £ Monthly 0O Semi-monthly O Annuait

Employee Section iFTeave pons clvaely Requotead bk gz marhed b o eboosdk 08
N rst Name:

TSockl Secunty NUmber "BiTR D&t (MWDo TIYY *&ender T Hals M Waried

0] Widowed

Marital Status: U Single
O Divorced

Basic Life and AD&D Coverage Election

Pramium Amount

Enroll Decline Banefit Amount m
) Pald by Employer

Basic Life and AD&D - Employes »n O $ ¢
Short-Term Dusability Coverage Election

Employes Only Coverage Enroll Decline Bsnefit Amount

Short -Tarm Disability n O S_Had uwk, wox.
Benrhcuiry for Death Benefits (b 1o eboangs i ooiey s ceovet) By Do e

if more than ane bansficiary is named, the beneficiaries shall share benefit equally uniess otherwise stated below, IFindlcating benefit percantages, the

percentages most tatal 100% for Primary Beneficiaries and 100% for Secondary Beneficiaries. Some states have laws regarding beneficlary designation.
Please consult your empfoyer/benefits administrator for additional information.

Primar_y Benu_ficiary Designation

e ]

Premium Amount
Paid by Employer

j A

iLast Name Firsl Name Relationship Date of Birih ddress of Beneficiary Benefit
1o Insured (MMIDDAYYT) {Addreys, City, Slate, o} Percantage (%)

100%

Secondary Beneficiary Designation
. B ;

Last Name First Name Relaticnship ate of Birth Address of Beneficiary Benefit

to lnsured BASEDNYYY) {Aduress, Ciy, Siate, £ip) Percentage (%)

Purcentaie Total: 100%

Enroliment must acour witkin 31 days from the date the employse becomes eligible (or as otherwise siated inthe policy). If you are required to pay premiums for
any coverags, the enraliment form must be signed and dated to suthorize payroll deductions. The pramium amounts Indicatad on this form are estimates, and arg
subject o change based on the final terms and conditions of the palicy as wall as your salary and ape on the effecliva date of the policy.

Agreement and Signature

I reprasent that the information | have provided in this enroliment farm Is complete, true and accurate to the best of my knowledge. { understand and agree that |
must satisfy all aciive work and/or active employment requiremertts that pertain 1o the policy to be sligible for coverage. Should | decline coverage(s), |
understand and accept the Waiver of Group nsurance provisens that follow,

By signing below, | acknowledge that { understand and agree 1o the above statements, and that | have read and uriderstand the benefit summaries provided lo
me for each line of coverage.

SIGNATURE OF EMPLOYEE DATE f /

Waiver of Group Insurance

Should | apply for waived coverage(s) in the future (either for myseif or my eligible dependent(s)), | understand that evidsnce of insurability may be required,
acceptable to the Insurance Company, al my own expense.

The above requirements will apply uniass otherwise stalad In the policy, or unless prohibited by any applicable state or federat law.




Greenburgh Central |
School District '

Our Chitdren. Qur Focus. Qur Fuwre.

Optical Form for GCSO Members

PLEASE SUBMIT THIS FORM WITH PROOF OF PAYMENT TO THE BENEFITS OFFICE BY MAY 30™ OF THElSCHOOL
YEAR IN WHICH YOU INCUR THE EXPENSE.

ORIGINAL ITEMIZED BILL AND EITHER CREDIT CARD RECEIPT OR RECIEPT MARKED "PAID CASH® MUST BE
SUBMITTED FOR PAYMENT OF CLAIM

TOBE COMPLETED BY EMPLOYERE

Employee Name
Street Address

Patient Name
Relationship to employee

TO BE COMPLETED BY PROVIDER OF QOPTICAL SERVICES

Patient's Name _
Prescription ' u Yes I__] No. -
Date of service »

Physician or opticai
| provider's name
Street address -

Have you,submitted this claim D Yes D No
to patient's medical insurance!? .

Signature ' Phone Number

IOOL DISTRICT

TO BE COMPLETED BY SCl

School Year

Employee Account Number

Total money in account

Amount of claim

Date form received Date payment approved

Payment approved
(Beneﬁts Office)

475 West Hartsdale Avenus, Hartsdale, NY 10530} 914,741.6000 i www.greenburghcsd‘érg '




RAYMOND OPTICIANS

VIP ViSION SAVINGS FOR MEMBERS, FAMILIES & FRIENDS
Greenburgh Civil Service Organization

How To SINGLE VISION PACKAGE
Take Amnﬁge WHAT'S INCLUDED;
COMPREHENSIVE EYE Exam
Ofyou’v‘f E ‘RE_:JIRBANAISOOINTMEW
VIP Savings:
’dINﬂﬁyOHrseIfﬂs 2 SINGLE VISION LENSES
g:zg:;ggggg of TRENDY EYEGLASS FRAME
g;'r:zggf:ag‘;ﬁﬁm | SCRATCH RESISTANT COATING
;:;;’;ﬁ;%gggg’;‘i TENTRUV Protecion uran arquest
Location to take
advantage ofthese E.'i'éfzm A
exclusive savings! (EvEGLASSES OR
Don't forgat to refer Sunctasses)
your Aunts, Uncles,
Parents & Grand:
arents too; .
Rapmond Opticlans PROGRESSIVE LENS PACKAGE
wilt honor these WHAT'S INCLUDED:
specioi prices for E COMPREHENSIVE EYE EXAM
your extended famlly! *REQUIRES A APSOINTMERT
@@ PROGRESSIVE LENSES
g?::af;’: O-@ TRENDY EYEGLASS FRAME
To 3"’:‘;"”’:” . 4 SCRATCH RESISTANT COATING
an Appoin:
m’qﬁ" Hon 3('1)'- TINT&UY ProTECTION wron arques-
an aming ¥
glﬂ SVMRE PAL
e v st o o
UNGLASSES

& Phone Numbers

BIFOCAL LENS PACKAGE

WHAT'S INGLUDED: .

E COMPREHEN SIVE Eve Exam
"REQUILES A% APpoINTmENT

BIFOCAL LENSES

TRENDY EYEGLASS FRAME

SCRATCH RESISTANT COATING

TINT&UV ProTECTION Uron REQUEST

FREE SPARE
SINGLE VISIONR
(Evesuassrs on
SUNSLASSES)

CONTACY LENS PACKAGE

COMPREHENSIVE EvE Exam
INCL CONTACT LeNs FitTing
TREQUINES AN ASSDINTMENT

$150 CONTACT LEns SuppLy

FREE SPARE PALR
SINGLE VISION

(EYEGIASSES On
SUNGLASSES)

* Fiasy Mg CL WEARERS HAVE

AN ADDITIONAL COPAY FGR

CONTACT LENS TRAINING. THis

COPAY STARES AT $75, MUITIFOCAL

WEARERS MAY HAVE ADDITIDRAL CORAY FOR FITTING
PROCESS, THIS COPAY STARTS AY §95.

Wz wouLo Lixe 1o THANK YOU ror coosing ReYmosn
OPTICIANS BY OFFERING YOU A FREE SECOND PAIR OF

FRE EVEGLASSES OR SUKGLASSES XVERY TIME YOU TAKE AWANTAGE
2“0 OF THESE SPECIAL SAVINGS, FREE SECOND PAIR EXCLUDES DEKIGNER
PA‘R! FRAMES AND IS LMITED TO SINGLE VISION OR BIFOCAL LENSES.

{SPARE PAIR CAN BE USED FOR OTHER FAMILY MEMBERS)

WwWwWw. RAYMOND OPTICIANS.COM
Info@raymondopticians.com

SEE REVERSE FOR LocA'rsons

Receve $150 OFF

ANY BESIGNER EYEGLASS FraME

WHEN TAKING ADVANTAGE
OF THESE EXCLUSIVE VISION

PACKAGES AT RAYMOND OPTICIANS
{OFrER MOTVALID ON FREE Swane PAiR,)

® THESE PRICES REFLECT UP TO 50% SAVINGS!

® TRANSITIONS, HY INDEX, ANTI REFLECTIVE AND
POLARIZED LENSES At AVAILABLE AT DiSCOUNTED PRICES

* MEMBERS ARE ELIGIBLE FOR HON-PRESCRIPTION SUNGLASS
RECEVE 15% OFF ON ALL NON PRESCRIPTION SUNGLASSES



RAYMONDOPTICIANS

( troV ST t'(“ NI RS
m Oown New York State
Bgﬁ' ;Alltl.\'z 59 D & OPERATED Optical Retaller of the Year
WESTCRESTER MAGAZINE 7 INCE 19

"NEW YORK STATL SOCIETY oF Opicians

NORTHERN WESTCHESTER COMNRTY:

JEFFERSON VALLEY 3656 LEE ROAD (914) 245-1222
Karonah 158 KATONAH Ave (914) 2:32-2400

SoMmErs 10 HERITAGE 202 Crr (914) 277-5656

BALDWIN PLACE S0 ROUTE 6 (914) 621-7700 -
QSSINING ARCADIAN SHOPPING CENTER (914) 762-2800
TARRYTOWN 35 NoRrYH BrOADWAY (914) 631-1313
Thorwwoob Town Center (914) 751-2121

My X15€0 359 EAST MAIN 5T (914) 666-4202

SOUTHERN WESTCHESTER COUNTY:
YOMKENS 652 TUCKANOE ROAD (914) 337.3322
NORTH YONKERS S84 N BROADWAY (914) 375-0608
Questions? Email us: LARCHMONT 1923 PALMER AVE (914) 834-557¢

- . MAMARONECK 307 MAMARORECK AVE (914) 6982022
info@raymondopticians.com Doans FEny 18 ASHFORD AVE (914) 693-4244 '

New ROCHELLE 521 MAIN ST (914) 738-4500
WhiTE PLAINS 195 MAMARONECK AVE (914) 3282020

PUTNAM COUNTY:

CARMEL 1880 ROUTE 6-PUTNAM PLAZA (845) 228-5800
BREWSTER ROUTE 22 (845) 279-2411

DUTCHESS COU!I‘!’Y:

HoPEWELL JUNCTION 827 ROUTE B2 (845) 223-20610
PAWLING 63 E MaIn ST (B45) 855-8200
Pousuxesrsie 252 HOOKER Ave (B4S) 471-3260 ‘




[

FEEES The Preferred Group - | RO

0 Hox 15136
m _ %‘ggnog»s{,\‘is’%lszz 12-5136 h _ Y rii
GROUP Greenburgh CSD

PG Blue - FSA Enrollment Form
- Please Read, Fill Out Carefully & Return to the Payroll Office by May 31, 2013

Your Account Information 15 Online
wwow. ThePreferredGroun com

DIRECTIONS: Employee — Complete Sections 1, 2, 3 and 4 then return to your smployer
Employer — Complete ‘Change Type' Box and complete Section §

Section 1 lEmponee Information

fErm:;lc:g,fer Group & [Employer Group Name Plan Year Social Security Number

10086 Greenburgh CSD 71112019 to B/30/12020 - .

Empiloyee Name {First Name) [Last Hama)

tmpioyae Address (Streat, Apt. 8 Date of Birth fmmiddfyyyy)
/! /

Employee Address (City, State_Z\p Code)

MHeme Fhens Cell Phone Emall Address (Please afow email from benstisinfog@ithepreferred group.com)

Section 2 | Flexible Spending Plan Benefit Elections

1 accept the oppartunity to have deductions’ withheld from my ga{ycheck for @ii%tble employer sponsored

__Medical and other healtll insurance related premiums on a pretaX (befare tax) basis for my entire share of my

_employer’s group health insurance premiums, unless 1 indicate below not to do so. I understand that this election
will be automatically renewed each year unless revoked by me in writing prior to the beginning of a new Plan Year.

I waive (do not want) the opportunity to have my ___ Medical insurance premium(s) withheld on a pretax
{betore tax) basis.
Account Type Func New Election
MEDICAL FSA {82,700 max) 1

DEPENDENT DAY CARE (‘5-°°°ﬁ,'{::;";";2,,;§f"§jfy’;“’”“' 2

Section 3 l Reimbursement Options '
If you wish to have your reimbursaments directly deposited {o your bank account, please fill in the line below.

Direct Deposit Setup: Bank Name Routing # ) Acct#

Initial to Request Debit Card

Pleage note: By entering the above infqrmatibn oy are enrolling into these specified programs and are validating yout.dependent inf i
For mora mfurnywauon oﬁq these oplions mcludingythe timing of re;gmbursement?. pleasepseg your Summary Plan Dgegcriptierﬁe ommation.

ISection 4 | Signature and Acceptance of Rules of Flexible Spending Plan Rules

Salarg' Rediroction Agreement (Please read and sign below): | haye read and understand the explanation 1 have received
regar ing my options under this Flexlble Benefits Program, | hereb ap'?!r for the opticns listed above and | authorize my employer o
redlirect My salary during the plan vear as indicated.”| understand that { am only. entitled to the amount of the above electiond and
cannof change any of m¥ electians dunr_ul; the plan year {unless | have an acceptable change in status), and that any money left in my
account(s) at the end of the plan year will be treated in accordance with my ermployer's - SA plan document,

Employee Signatue Cate

Section § | Employer's Section — Payroll Information for Salary Reduction Changes
Fund Firal Payroll Date Last Payroll Date YT Deductions Par Payroll Dedust [ Use  ‘First Payro!l Date’ -and'

FSA employer signature ONLY if the
T . employee is making a mid-year
election. Use the ‘Last Payroll Date’
and "YTD Deductions’ if changing an
old election or termination.

Employer Signatum ] Jcate
© Preferred Group Plans, Inc. 2011




DRETLRRLD Flexible Spending Plan Reimbursement Voucher

*Please read the baek of this form for instructions on how to complete this voucher®
GROUP.
fGrededinteros EMPLOYER / GROUP NAME

YOUR NAME . S.5.NUMBER (Last 4 Digits)

YOUR ADDRESS CITY STATE rAly
£3 Please check this box if this is 2 change of address. ‘
To ensiire you receive notification of tlaim{s} status. please vpdate you eMail address in the Benefits Portal at wase, ThePreferredGromp. con,

Unreimbursed Medical Expenses Pependent/Child Care Expen ses
Reeelpis must include description of service. dave of service. and Subnvit receipt inclisding date of service, amount, and $5% or Tax 10%
amotnt, OR Iurve provider fitl ous and sign bedow

Nature of Service Datels) Amount Namie of Day Care Provider Stznature of Provider 1 SSN/Tas1D
] ] '
2 5 Name of Dependent Age Disabled
s s Yes T No o
4 5 Yes i iNo T
! 3 Yes T No
¢ b Description of Service Date(s) Amount
7 5 ! '
3 3 2 t
¢ $ 3 H
1 5 4 5

TOTAL | S : TOTAL | $

Premiom Expenses
{Privately held Insurance policies)
Type of Ingurance Dates of Coverage Amount
1 £
Total | 8
oo v st P e e e e ot PR T ——— Tremnm——— ey

READ CAREFULLY AXND SIGN .

Ths is 10 eertify thal L have incurred the expenses lisied above for mysell my spoust or qualifylng dependents. that the expenses decailed ahove are <lipible far reimbursement in accordance with
applicable governmentnl rules and regulntions for cafeterin plans. and that, in the case of medical chims. they are required 10 trewt 2 medic! condition. 1 further uaderstond thar ¥ am solel
responaible for the sulidity of my claims. | heve retuined originals of copies of al) docurzents submitted meluding documentation of reimbursement 16 me provided by sther health covarage, 1
undecstand and ngres that since these expenses are 1o be celmbursed, they may not be chaimed on oy income tax. | al50 ceriify that none of these expemes have been previously sutmitred for
reimbuarsemest [understand that should these expenses be reimbursed to me by other health or hanefit coverage{ Le, dupifcate puyments). | shall return the monies paid 1o e by 1his plan, for re-

erediting to ooy aeceant, | heeeby rrguese that the plan reimburse me for ey identified in this voucher and astachments,
SIGNATLRE
Send completed vonchers to: Preferred Group Plans, ine.

P.0O. Box 15136
Albany, NY 12212-5136
{518) 591-4960 (B66) 989-8995 ‘
Minimum Request:$25.80 Fax: (518) 641-5325 ++SEE REVERSE FOR DETAILS
www. ThePreferredGroup.com




PREFERR The Preferred Group

PO Box 151386
Albany, NY 12212-5136
(800} 573.7474
www.thepreferredgroup.com

GROUP Request for the Prepaid Benefits Card

Employer Name;

Participant Name:;

SS8N: -

Participant Ermnail Address (Required):

" Date of Birth:

The benefit card(s) are to be used for eligible expenses aliowed through my employer's plan, |
further understand that | am solely responsible for the validity of the charges and | am to retain all
originals or copies of all documents of which charges appear on the debif card. | also certify
that none of these expenses have been previously submitted for reimbursement. | understand that
should these expenses be reimbursed to me by other heaith coverage or if the charges are deemed
to be unreimbursable, | shall return the monies paid to me by this plan, for re-crediting of my
acecount. '

! will have on-line access to my account information. General communications regarding my
account and any requests for the substantiation of charges wili be done via email. Requests for the
substantiation of charges that are not answeredivalidated may result in card suspension,

| will receive two (2) benefit cards that will expire after three years. | understand the information
below must contain my spouse and/or dependent information in order to obtain a second
benefit card. Funds will automatically be reloaded each plan year unless you submit a
Termination Request form. Cards will be received in 7-10 business days from date of enrollment.
| understand that a fee of $18.00 per year will be deducted from my. account at the beginning of the
plan year.

Dependent Name:

Dependent SSN:

Date of Birth:

Home Address:

Relationship to Paricipant:

Please see reverse side for dependent information
: = o =3




In addition, please issue a debit card to the following dependents. § am aware

that a $5 per card fee will be deducted from my Flexible Spending Account
Balance. _

Dependent Name:

Dependent SSN:

Date of Birth:

Home Address;

Relationship to Participant:

Dependent Name:

Dependent SSN:

Date of Birth:

Home Addrass:

Relationship to Participant:

1 would like to request the Prepaid Benefits Debit Card. | intend to use the debit card for items
and services that are reimbursable through my employer's flexible spending plan. 1 further
understand that | am solely responsible for the validity of the charges and | am to retain aif
originals or coples of all documents of which charges appear on the debit card. | also certify that
‘hone of these expenses have been previously submitted for reimbursement. | understand that
should these expenses be reimbursed to me by other heath or benefit coverage or if the charges
are deemed to be unreimbursable, { shall return the monies paid to me by this plan, for re-
crediting of my account. I understand that my employer does reserve the right to withhold these
amcunts from my pay. | understand that a pre-tax annual fee of $18.00 will be deducted from my
'Flexible Spending Account and an additionat $5.00 for each Spousal/Dependent card,

Employee Signature Date




PREFERRED
Direct Deposit Authorization for Reimbursement

Mail to: The Preferred Group, P.O. Box 15136, Albany, NY 12212-5136

For more information visit www.ThePreferredGroup.com

GROUD

Cloavrama [ REOTY hosilinwts

Use this form to initiate or cancel direct deposit. or to change bank accounts. The authorization agreement must be sent to The
Preferred Group two 10 three weeks before the direct depositichange is activated. All requests for Direct Deposit imust be submitied
on this form and include a voided check for the account. This direct deposit form will not be processed if & voided check is not
attached. Deposit slips are notacceptable as appropriate routing numbers may nol be available,

Reimbursement will only occur if you have submitted a claim to The Preferred Group with receipts for eligible expenses, The
Preferred Group does not guarantee payments on any date, The Preferred Group is not responsible for bank charges of any type that
you may incur for direct depaosit transactions. Do NOT assume that a payment has been made to your account at any time. You are
solely responsible for checking with your bank as 1o the deposit amount and date of direct deposits made to your account,

By signing this direct deposit form. you understand that a direct deposit for your reimbursement expenses will be credited 1o your
bank account within 2 business/banking days of the processing of your claim. (miss-posted funds will be corrected upon discovery)
You are also authorizing The Préferred Group to initiate credit entries to your checking account and to »atifi: you af your direct
deposit by e-mail only. You are certifying that the information that you are supplying below is both accurate and valid and you will
notify The Preferred Group as any changes occur. IF this is a joint account. or in someone else’s name, that individual must also sign
and therefore agree to the terms of this direct deposit form.

For Direct Deposit you MUST: ¥ Have an open checking account ¥ Have a valid e-ail address
 Provide a copy of a cancelled check (attach to this authorization)

Please check the appropriate box: .
Olnitiate Direct Deposit ~ Change Account  mCancel Direct Deposit
Participasl 10 Numbet (S5N)

Erptover Graup Naew

Erploy oe Name (First Nane} ‘ ilast Namwe}

Employes E-mad Address

Bank Name

Bank Routing Mumber Bank Account Numbser

Authorizing Signaiurels)

For assistance in finding routing numbers please see below. Please attach vour cancelled cheek over the sample image.

=0 L T T R RN S e e -, i,
Joscph £, Srltl 378
4 Main Sreet [T
Aytown. U5 €012 STy LI
.
R o LR v
- B
@“‘ﬁ Farlewsd S10ws
e ‘ "
araNANY 2D QUOX XXX HXXY n
13 £ 3]
heek
it prasCrn
Famidiey

Ditest Doposn {113

'



| . 0 Hudson ‘ 3563 Mohegan Avenue How did you hear about us?
; i River Mohegan Lake, N.Y, 10547

A . O Work
Financial (914) 526-3015 © Famdy Member

N taderal www.husisonriverfinancial.org O Advertisement
Ngie sty it Iy - " O Wabsit
22 T Credit Membership Application o one

A A Union

A minimurn of $5.00 is requird 10 open an accountwhich includes a $5.00 minimum deposit. A copy of o picture ID in the frm of either o

Valid Drivers License, Government ID or Passport is also required. If opening thraugh the muoll, o second form of 1D is required such a5 a
¢opy of o Saciel Security Card, Paystub or Employer Photo 10

Member Name Account#

{ Account Ownershigt Tl Indlvidual [l Joint with Right of Survivorship -
Account Types & Services:

O Savings [ Kids Club 0 TeenClub {0 Holiday Club 3 Vacation Club
[f Checking O Visa®*Debit Card [} Payroflt Deduction O custodiat Account

| Primary Owner Information o ' e g

Full Name, Birthdate _.SSN/Tax I1DH
Street Address :

City. . State Zip Email address

Home Phone : Work Phone Cell Phone

1D Type {privers License or other government 10) _ _ 1D#

Issued by: ‘ ~ Issue Date: __Expiration Date;
I am eligible for membership through my:

O tmployer/Schoot Bistrict Employer/Schoo! District Name
‘T Family Member Family Member Name:

| loint Owner Information

Fult Name ) . Birthdate SSN/Tax ID#
Street Address .

City State Zip Ernall address

Home Phone Work Phone Cell Phone

ID Type {Drivers License ¢r other government 10) ) DH

Issued by [ssue Date:__ Expiration Date:
| Beneficlarles ‘ , : |

Puyable on Death Beneliclaries 2z dealgoated for ali suffines established with thic form, 1f 8 benetiziary s not listed un this form, the now suffixes wil aot bave & paysble oo deathbeneficiery,

8eneficiary Name ) ‘ Relationship SSNE

Beneficiary Name Relationship SSN#H

Beneficiary Name, : Relationship SSN#

| Tax Certification

By signing belaw, | certify unde: panalty of perjury that: | am & U.5. person (induding a 5. sesident alien), the Sozist Szcurity Number shown above s myjthe Coreect number, shd | am NOT subject
backup witibolding 33 2 result of {allure 16 repor akdividends or imtecest, o batause the 1RS has notified me thet [ am no longer sulfect 10 backop withielding, ar fcheck s apalicsbie)
0 Certifleate of Foreign Satus.1am s loreign petson ot s WS, dtizen or resident) Complets form WBBEN. [ Bakup Withholding, |am subjset to beckup withholding,

| Authorization . ‘ - _ n

1/¥e sgeee 10 the lermas and conditlons of the Membrrihin and Accruml Agrevmunt, Rate and fee Ichedule, the Fands Avallibilty Pobcy Bisclosure, the Eleclionic Funds Tamber Diciosurt and 18 atey foRute srerdment
you rake from time %o time which ace incorporated Netei. 1/We arknivwitdae recefpl of a topy of the Ageeement and Disclosutes apblieable 10 the 22ccunts and services fequuited e dathosize BETREY to obtan
eaedit information sbonit me/fus frem a credit neporting agancy far the purpote of conildenng myfour apalation lor aoy sccount o seivice urovidad. (f Fecguctad, tide agzee to the terme nd onditians of 1he VISA®
Peblt ca:d agreemenl 2nd gy Fotvre amendmenl you make from Tt b me,

The Internal Revenue Scrvice dogy #pt require yout confent fo eay peaviaon of the Account Cord other thon the certificetipos required 19 aveid backup vrthhptfag of eatebith pour Slotus of o feceign person, ond §
applicable, obioin o reduced rate of withheiding.

]

to

Primary Owner Signature Bute Joint Owner Signature Date
| Gustodil Account: ' - ' ]
» as custodion for A {minar} under the Stote LI TTMA,
Custodian’s Signoture, ) Date_
For Credit Union Use Only

ternbership Officer; Experian Authentication




MEMBER NAME (Print)
ADDRESS
SIGNATURE OF MEMBER
EFFECTIVE DATE

i Hudson
! River
gitéam!:ial
e Fedeara
TR B2 credit
~— e Union

MEMBERSHIP #

PAYROLL DEDUCTION FORM-NEW

untii further notice $

Savings$_____ Lloan$_

I have this day authorized the Payroli Supervisor of the
to deduct from my pay each payroll

to be applied as follows:

Other $




Accoun! Execulive # :
: Ong O HELPLINE: 1-800-422-8443
New York State
D!:Ferr;d Compensatien Plan Infernal Use Only ‘ WWW.NYSDCP.COM

A Pian for Yeur Fuluwrs

| PERSONAL DATA

Male
£1 Female :
Name (Please Print} Social Security Number
Home Address Date of Birth
City ) State ' Zip " Home Tefephone Number
Employer . Work Telephone Number
Email Address {Required ~ Please see eDelivery section for additional detail) Locat Plan ID Number or
, - State Department 1D Code*
Nnjiea ‘
MNew York State Efnployec 1D Number* *If pou are snawgre of this number, please contscr your Payroll Center or the
HELPLINE as your enroliment cannat be campleted without it, Depariment ID can also
) ) b your Staie Paystub.
DEreRRAL INFORMATION

If ycmp]ycr is a local town, vi]lag, or schoo!, please check with youf payroll departmient or lthPlN .. deincwet h; -
request a deferral dollar amount or percentage. Also, if your employer is a school and utilizes OMNI as a third-party payroll administrator please
contact OMNI to complete the enroliment of your deferral request,

You may select both Pre-tax and Roth. Maximum combined deferral percentage is 100%. i you are paid through the State Comptroller,
please enter a deferral PERCENTAGE.

Pre-Tax Deferral: % or §: ; Y
Your deferral cannot be less than 1% of your grass salary or less than 510 per pay period,

BENEFICIARY DESIGNATION

Please compéie sll requested information for each of your primary and contingemt beneficiaries. A person may not be listed 25 both a primary and
contingent beneficiary. If you select “Equal Percentage™ for your beneficiaries, there may be some minor variance based upon the number of
beneficiarics you have listed. For example, if vou liss three beneficiaries, the oldest beneficiary will be designated 33,34% and the other two will be
33.33%. ‘

*  Primary Beneficiary(ies): A primary beneficiary is the person or persons who receive your Plan bencfits in the event of your death.

«  Contingent Beneficiary(ies): A contingen! beneficiary is the person or persons who would receive your Plan benefits if all of your
primary beneficiaries predecease you.

Primary Beneflciary {les) (musr be in whols percentages and total 100%)
A1  Equa) percentages for each primary beneficiary

%

Beneficiary Name Relationship Date of Birth Social Security Number Percent
: %

Beneficiary Name Relationship Date of Birth Social Security Number Percent
%

Beneficiary Name Relationship - Date of Birth Social Security Number Percemt

Total = 100%
Contingent Beneficiary(les) (musr be in whole percentages and foial 100%)

O Equal percentages for each contingent beneficiary

Yo

Beneficiary Name Relationship Date of Birth Social Security Number Percent
%

Benefigiary Name Relationship Date of Birth " Social Security Number Percent

- "Total = 100%



_ EDELIVERY OPT OUY

O By checking this box, I elect to receive my quarterly stalements and ather confirmations from the Plan by regular mail. ]
understand that by not checking this box, I elect eDelivery for quarterly statements, newsletters, mvestment performance reports and
confirmations, With eDelivery, 1 will be ematled this information at the address provided under the Personal Data section: when the
information is posted to the Plan’s Web site.

DEFERRAL ALLOC ATION

Write the percentage you wish to allocate io each investment option. You may allocate your salary deferrals among ' the investment
options listed below. The allocation of your contributions may be in any whole percentage and must total 100%,

. BO {I FOR ME

The following Investment options are professionally managed asset aliocation funds based on your expected
retirement date: ’ :

VRU# : - VRU# .
% (1776} TRP Retirement Date 2010 Trust (CIT) % (1781} TRP Retirement Date 2035 Trust (CIT)
% {1777) TRP Retirement Dage 2015 Trust (CIT) % (1782) TRP Retireinent Date 2040 Trust {CIT)
% (1778) TRP Retirement Date 2020 Trust (CIT) % (}783) TRP Retirement Date 2045 Trust «€Im
% {1779) TRF Retirement Date 2025 Trust (CIT) .. e {1784) TRP Retirement Date 2050 Trost {CIT)'
% (1780) TRP Retirement Date 2030 Trust (CIT) % (1785) TRP? Retirement Date 2055 Trust (CIT)

% (1786) TRP Retirement Date 2060 Trust {CIT)

The following core investment oplions permit porlicipants to create thelr own asset allocafion:

-ﬁ DO It YOURSELF

Stable Income Fund ‘ SMID Cap Funds
. Y(2756)  NYSDCP Stable Income Fund % (1790) NYSDCB Russell 2500 Index UZA (CIT)
Bond Funds — 2 (653) Venguard Stralegic Equity Fund (MF)
; Smull Cap Funds '
% Debt [nd H
:,:: 8323; 5:;%%?&%8“5 -‘;-mmn indU(é\r(r?T) — % (1652} Delaware Small-Cap Value Fund CL | {MF)
—_ ' % (1793} T, Rowe Price QM US Smali-Cap Growth Equity
Balanced Funds . Fund CL I (MF)
%% (8957)  Vanguard Wellingion Fund - Admiral International Funds
(MF) %{5025)  NYSDCP Internationat Equity Fund - Active
?l;]c:;'g; C(::ap Fum;hd VA (CIT .. %5 (3030)  NYSDCP Intemnational Equity Fund - Passive
Y (1789) B Equity Index ) E
T g ’ ‘ merging Markets
BT} ?ﬁ,ﬁ?{’cﬁ?"m Ferge-Cap Value Equity ____%{1458)  MSIF Emerging Markets Portfolio — Institutional
. . MF)
e’ (1791} T. Rowe Price Equity Income Trust {CIT) ( .
% (1792}  T.Rowe Price Blue Chip Growth Trust o Speclally Opilons
. {CIT) . %% {7298)  Pax World Balanced Fund - Institstione| (MF)
% (2765)  Vanguard PRIMECAP Fund ~ Admiral e {195) Fidelity OTC Fund (MF)
(MF) .

1900 % (MUST TOTAL 100%)
Some mutnal funds may impose a shor-term trade fec. Please read the
underlying prespectuses or factsheets carefully.

_A_umomzm!ow

I agree to the terms of the New York State Deferred Compensation Plan, T authorize my employer to deduct the amount or percentage sel
forth herein until [ provide further notice for the purposes of contributing it to my Plan account, [ further authorize my employer (o process
any deferral changes 1 request through the Plan in the future. Deferrals made by participants who are not New York Staie residents may be
subjcct te the state income tax in the year deferred in their state of residence. Plense read your state jncome tax instructions carefuily,

Participani Signature Date ' DC-4009-0417




New York State
Deferred Compensation Plan

A Plan for Your Fuinre

ENROLLMENT APPLICATION

Welcome to the New Yark tale Deferred Compensation Plan, The Plan is a voluntary, long-term retirement savings progra
designed for your retirement needs. The amount you contribute to the Plan is deducted from your pay and any investment
returns grow on a tax-deferred basis.

Cantributions to the Plan: The minimum contribution to the Plan is 1% of your gross pay (at least $10 per pay period), The
maximum contribution you may make in 2017 is $18,000, If Yyou are at least age 50 prior to the end of the current calendar
year, you are eligible to contribute a maximum of $24,000. If you are within four years of the date that you are able to retire
without a reduction in pension benefits, you may be eligible to make additional contributions. Contact an Account Executive
or HELPLINE Representative at 1-800-422-8463 for more information and the forms to use the higher limits,

Pre-Tax Deferrals: The amount you contribute to the Plan will be deducted from your pay on a pre-tax basis for federal anid
New York State income tax purposes, thereby reducing your taxable income for the calendar year. The investment retums
also grow on a tax-deferred basis and income taxes are paid only when money is withdrawn from the Plan. -

Roth Contributions: These deductions are made from your pay on an after-tax basis. Contributions grow tax deferred, but
when money is distributed from the Plan, qualifying distributions are not subject 1o federal or New York State income taxes,

Processing Time Frame: Enrollments are processed upon receipt; however, federal Jaw states that deferrals may not begin
before the start of the next calendar month, unless you make your election prior to your first day of service. You may change
or cancel your defemral amount at any time, but these changes may also be subject to these timing limits.

Next Steps: Please read the bullets below to understand the basics of the Plan and then complete your application.

I understand that;

*  Withdrawals from the Plan may be taken only upon separation from employment, absence due 10 qualified military
service, death, an unforesceable financial emergency, attainment of age 70%, from an account that has been in
inactive status for two years and has a balance of $5,000 or less (inclusive of any outstanding loan balance but
exclusive of assets in a rollover account) or as a loan,

*  Participation in the Plan is not intended to replace a regular savings pragram necessary to cover day-to-day
unanticipated financial expenses, Plan distributions for “Unforeseeabie Financial Emergencies” are strictly regulated
by federal laws. Should I need an unforesceable emergency distribution, the request must be made in writing and
detail the circumstances supporting the financial emergency. [f my request is denied, | may appeal 10 the Review

- Commitige. ) _

*  Imay enrcll in the Plan for the purpose of transferring assets from another 457(b) deferred compensation plan, a
403(b), 401 (k), 401(a), Keogh plan, a traditional or rollover IRA without becoming an active participant,

¢  Unless | have opted for a paper statément, 1 will receive an email notification when my quarterly statement,
Quarterly newsletter and investment performance report are nvailable on the Web site. Please call the HELPLINE
promptly with any changes.

* If my employer has opted to allow Roth contributions, contributions to the Roth account may not be reclassified
after made, The investment allogation for Roth contributions will be the same as for any pre-tax deferrals.
Distributions of Roth contributions must meet the same withdrawal requirements as pre-1ax withdrawals.

¢ There is an administrative fee deducted from my Plan account on a semi-annual basis as outlined in the Plan’s
Investment Options Guide. These fees arc subject (o change.

Information relating to the Plan or a copy of the Plan Document may be obtained by calling the HELPLINE at 1-800-422-
8463 or visiting the Plan’s Web site at www.nysdep.com.

DC-400%.0417




Tips for Completing the Application

State Employees _
If you are employed by a State Agency, please see the screen shot below to assist you with identifying the information
necessary to complete the application.

This application will require you 10 include your five-digit Department ID, which is located on the upper left comer of your
pay stub, and your NYS Employee ID that is listed next to the Department [D. If you do not have this information, your

application cannot be processed.
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Local Emplavees

If you are employed by a city, town, or library system that contains its awn payroll department, the application requires your
Local Plan ID. This six-digit number can be obtained by contacting your payroll department or our HELPLINE at [-800-422-
8463, L

Deferral Information

State Employees ‘

When cniering your deferral amount, you must provide a percentage of your gross pay. This percentage must be a whole
number. If you need assistance calculating a percentage for your deferczl, please contact our HELPLINE at 1-800-422-8463.

Local Emiployees
Before completing your application, please check with your employer or our HELPLINE 10 find out if your employer
requires defeirals {o be entered as a dollar amount or as a percentage,

100% Deferrals ,

Please note that if you elect a deferral rate of 100%, you are authorizing the Plan to deduct the remaining balance of your
paycheck after all other required pre-tax deductions have been'taken. If you are electing this deferral percentage for a lump
sum payment to the Plan, it is important to contact the HELPLINE with the exact date of the lump sum payment,

FORM RETURN

Returnio:  New York State Deferred Compensation Plan
Administrative Service Agency
P.0O. Box 182797 .
Columbus, OH 43218.2797

Overnight Address: New York State Deferred Compensation Plan
' Administrative Service Agency, DSPF-F2
3400 Southpark Place, Suite A
Grove City, OH 43123.4856

OR Fax to: 1-877-677-4329 :
When faxing paperwork, please allow two hours from receipi for it 1o be processed
Ifyour fax is sent affer 3 p.m. your paperwork will be processed on the next business day DLC-400%-0617




%
NYSDCP MAKES A DIFFERENCE!
WWWNYSDORCOM
HELPLINE: 1-E00-£22-B4 63

Top Reasons to Pérticipate in the Plan:

+ Essy and convenent way o save for s strement
+ oome {ax banehils

v Dwverse selechon of wvesimem opuens

+ Flexibie chsie DuisOn ODt:ions

= Low Bl risiratodg and nvestnant <osts

« Dedicaied perboipant services

Easy and convenient way to save for retirement
Who can participate?

All siate empinyees eng emniayees of lovahles &1 school distncts

hat oot mate » the Siate Plan are eligibile 1o perQupate
How do | contribute?

Coninubions are dedusiad directly from your pay. Meumom
gntnbuton s 1% of compensatan (but Aot 1ess than 310 per pay}

Haw much can | contnibote?
« Reguiar contrbisians - $18.500

* 1 age 50 or over - 24 500
« Special Retrement Oatch up - up 1o $37.000

if your deferals in pravious vears were 1288 then the amaunt
altowad Dy 1aw. vou may be elgixe o make Retremeni
Catch-ttp deferrals Repwrement Caten-un cannot he
usad ' the same yvear 35 Age 530 and Over Caich-up

Defarral changes may be masde at any wme but, under
legersl gy, will not De eifecuive vt the {cilowng monii
There sre no fees 1o change your geferral peccentage

Can | rollover money from previous plans and IRAs?

Yes, you can roil ovar money from s 4570, a0k, 20300
or {radieonal IRA nig your Plan aeoount, Asseis rotes aver
from a enaathed plan orncdwidual refiremant account may be
sueci 1o 3 T0% tax peralty f wihdrden pror 16 age 58%

Income Tax Benefits

Do regular pre-tax deferral contributions reduce my
taxable income?

¥Yes, e faderst and New York State income tax PUTHOSES
bt not For S1CA

Do i pay income taxes on any potential growth or income
in the Plan?

Contnbutions and any :nvastment garmngs sccumulaie on
atax-ceferred bass unti withgrawn,

Do distributions recelve any income tax benefits?

The {ust $20.000 m penache beneli payments vou receve

each year may be exempt from New York State ncome tex

£ you are a New York State resident and at least age 50%,
Trus incluges payments from otber rebirerment nlans but not

your S1ale pension.

There 13 20 orematece distrbubion Incoma tax penalty on the
Delercetd Compensation Plen benelil payments regardiess of soe.

IF{ am 2lse eligible 1o contribute to a 403(b), can | do both?
Yas. You gan contnibute the maximum amount 1o your Plan
account and the maximum armourit 1o your 403¢0)Y plan at
the sarne tirne

May | make Roth contributions to the Plan?

Yes, Roth contributions sre 2lso avaisbie. You may make
a0y comtnabon of regulsr and ROth contrbutions up 1o the
Loninbution krnuts merdoned above. Hoth contribunions are
madie after-tax and do not reduce your taxable ncome n the
year of the defersal, However, quatifying distetbutions and
Growih would not be subject 1O ncome ares when withdeawn

Can { convert existing Plan balances 10 Roth?
Yeg bul the Plan sirongly sugoests thal vou consult YOUr
ax sdvisor before dong so

New York Staic
Deferred Compensarion Plan

A Plan for Your Furure




Types of investment options
offered through the Plan

Mutuat Funds are diersified portfolios of stocks, bonds and
other mvestiments chosen by a fund manager (o echueve 3 stated
chjettive Each fund s assigned & five-istisr Licker symbol thal
hielps nvestors fingd ofarmaton via iinancat Web sites and
publdations. In addibon, each fund oubishes a prosoictus. a
format legal document filed vath the SEC that provdes detads
about itg investrent objechive fees, charges and expenses, and
selated nlormauon.

Codlective Investment Trusts (CiTs} are similar 10 metuat funds,
offering many of the same dverseaton and management
seTwCes 45 mutual funds but cenedalfy at @ iower cost, Many CiTs
are designed speciically for renrement pian 1nvestors, Therefore,
specific informahon about 2 01T may be evadabie soely through
thig Plan that offers . Parimpsnts may recuest 501 sheels abowt
CiTs offered through thie Plan by calling the RELPLINE. or they may
dowatoad them {rom www oysdon.com

Custom Funds aré diversified investments created ior the exclusive
use of Pian partispants. A custom fund may bave several separate
BECOINL NVESTMENT MANBYEMENT COMPBANes used waether

to «reate a fund for the Plan. Because of ther custom nature.
afgemnanon aboul these Tunds 5 only avadable through the Plan

a5 with CiTs, pertcspants may reauest fact sheets about each of
ihe Plan’s custom funds frarm the MELPLINE or downioad them
fegarn www 0y SEER QM.

Three approaches to investing through the Plan

The Plan recoanizes that your camion with mvestng
may not be the same 3s other part=aipants Therefore, we
have cresiad three approaches thel are generaliy aligned
veith how comloriabie or wilbng you are 10 mansgya bhow
¥OUr YRLIRIMENT 35513 are mvesied through the Plan

M Do It For Me' an approach ihet uses target date CiTs based
ﬁ On wWnen you pIan o retire or begin (aking withr swals

Do 1t Youtself An approach 1o gersonaily desan and
momtor your asset alocal.on snd invastrent ooliong

Speciaity Options Uplions that represent s0ec1a
@ mergst such a5 enveronmental socidl and Governance
faciors or olher speoelly nvestment siraiegies
Investing involves market rlsk, including posstble loss of principal, No
investment strategy-including asset allocation, diversification and doltfar-
cost averaging—can guarantee & profit ar aveld loss, Actudl resulss
will vary depending on your investment and market experlence,

Belare you decdide Lo direct investrments under the Plan, carefully congider
the fund’s Invesiment objectives, Investment methods, risks, charges and
expenses, This and other information s contained in the fond prospectus,
which you shoultt resd carefully before investing. To get any prospectus, ask
your Account Executive, call the HELPLINE at 1-B00-422-B453 or attess the
Web site at www.nysdep.com.

There Is no prospectus for CITs and Custom Funds because these options are
not mutual funds, You may obtain a fact sheast on each of these options from
the HELPLINE or our Web site.

Please visit w

ww.nysdep.com or call 1-800-422-8483 to Jearn more. Neither the Administrative Service Agency nor any of its

TRTERRE
Flexible Distribution Options

When can | take distributions?

Distributrons are avaltoble whin you (ermindle servce om your
State or incal sovernment ermpiover, if you are age 70 % or over

or of absert due to qualfwng mittary service, Bsinbulons aie not
requirgd untt you reach age 70% and may be dalayed i stil grmploved.,

Are thera other instances where | can take distributions
while employed?

Yes. d you queny lor 30 unforesessblie emergency welbdravisl,
have a smail isszctive account. of ff you have rofled over assels
from a 401k}, 403(), or aa IRA. Distribubion of assets rofled
nto the Plan continug to be subyedt 1o the chstrbuton rwles

of the former plan. which coutd inciutde a 10% sarky withdraves!
pensity if they e recaved before age 58%,

How are they paid?

Benefst payments may be made in the form of 8 1ol wihdrsveat,
parbial veihdravwals or petodic payments. Penotic payments
may be reckwed monthly, quarterty, serm-annually or snnually.
You may change your payment oplidn al any hime

Can | take a loan against my Plan account?

Yes The Plan permils ioans ta paricipsnts who sre currenily
emnpioyed Dy the Stale or 8 perucizing emplayer or who are
on an approved leave of shsence The loen cannot exceed the
iesser of 0% of vour Plan accoum balence or SEG,H00,

When must | take distributions? !

Baneid payments must Degin at age 70% or uoon lermination

of empioyment from the empioyer that paricipatas in the Plan,
whithgver s jater. under the Requred Miruenum Dhstasunion (RMD)
ries, Qtherwise, you a2 welcome 10 keen vour assels in the Plan

Low administrative and investment costs

ACormislyalive Servies are Supoaoried By an snnust per-pacicinant,
fge and an S5sei-Dased fae. The annushred 3ssel-hased foe 1s sat

Dy the Board sach Plan Yesr and levied 10 Two nsialiments -n Aped
and Ociober. The assei-based fee 1 determined based on estmated
BXEENEEs ANG 1§ fvizd ON 3CCOURTS wilh DaBnces exzeethng
320000 and & capped at account balances of $200.000

Dedicated Participant Services

Web site and VRS « You have access L yout aceount 74 hours

& gay, seven Jays & week via www.nysdep.com and the Vorce
Response System. On eithar system. you may: check your account
balgnce, change the investment of your fulurg delairals, exchange
funds between the Plan's investment SpL0ns. changs your deforrat
raie and 2xplorg many onbng educshion resources,

Personal Assistance — Personal ssmisiance 15 avatanie thraugh the
HELPLINEG from 8 3 m, 10 11 oo, Monday through Friday andg
Sam b om Saturtiay (ESTY at 1-800-472-£463. Local Accourt
Exacunves are 3lso oated throughaut the state for one-on-pne
meenngs and workshops )

representatives offer legal, investment or tax advice, For such guitdance, you should consult your own legal or tax advisor,
ceouat Exeoutives ate registered renreseniatives of Natorwide lnvesiment Services Corporaon, member FINRA

Thig mbterdl 13 NOL 3 18COMMEndation (O buy. sl holt or roll over 3ny assel. adop an mvestment Suategy, relan 2 spechic masiren MBNAET OF USY 5
nerbirulsd socqunl tyne. it does not take Nto dccount the soecific mvesiment oecieses, Jax and hrantal conclion ar periculan Naeds of 35y S08tHE Derson
Irweston $ gionrdd wark wath ther financial profesmena! 1o discuss hee specfc oiluehon,

NREM-ONENY - NY 10 (12717}



SRE VANABERENT TEAR
1099 Jay Street, Bldg F, 2nd FI _« Rochester, NY 14611
PH; 1.877.544.6664 - WEB: wwv.omni403b,com - FAX: 1.565.672.6104

» Read all agreements on this form before submitting. .
w Fields having an asterisk notation are required.
IMPORTANT NOTICE: Before You Sign, Read All Information on this form:

A Tax Sheftered Annuity ("TSA") i3 sn investment account Lhet is sed aside for your ralirement {only}. and is paid for with “pre-tax” dobiars. A Custodial Account (GA" s the group of
indpvituat custodial account or accounts, established for esch Enyploves, by the Empioyer, of by each Emptoyee inlividualiy. 1o hold assails of the Plan, Unkess ulilizing the catch-up
provisians, your Maxdmum Atiovrable Contdbution {'MAG’) cannot exceed $18.500 (324,500 1 age 50 ot over}. Bolh TSA & CA receive lax deferred kealment.

Part 1: Employee Information

[~ Please check hera if you have conlributed to another 403(b} or 401(k} plan wilh anather employer this calendar year. i $0, please provide the
amount of the year-lo-date contributions you have made te the other employer's ptan: § | and the name of the
other employer: | . ' - '

* Social Secwrity Number:  ~ First Name; : Ml Last Name:
i b |
*Address: :
* City: State ~Zip!
i I
* Date of Birth; * Phone: -Email address:

[ | l

Part 2: Employer Information . _
* Fult Organizaticn Name, City and Stale: - Date of Mirg: (mm/ddiyyyy)

! - !
Part 3: Contribution Information
QPTION 1: Recurring Contributions

WARNINGHI Any new recurring conttibutions will supercede all current recurring contributions to your employer's 403(b) ptan administered
by OMNL If you are currently contributing to multiple service providers under your employer's 403{b} plan, please be sure to list all
contributions you wish to continue, Any active 403{b} contributions found in our records, but not listed helow WILL BE DISCONTINUED.

Alsc, a contribution may be discontinued by listing & betow with an amount? of zere.

Flease withhold funds from my pay for the following 403(b) contributions until further notice:
Pian Typs Serace Proviter C o Beroun # Erertive Do Amennt Per Pay CR '

[T aoam) [ rOTHa0z) | ] ' i i
[ 43w {7 ROTHaO3M; |

i l
i i i . l
I aoawy [T ROTHa0p) | { ] | |
[ J 1 [
|

Parcent Pir
Pay Popsd

[™ qoe; [* soTH4B3m) I
[ atmn: [ RoTH4osm ] | ' ]

If you have requested a percentage amount for any of the contributions above, pleass supply:
Yeur Annuai Salary: ] Number of Pay Pefiods Per Year:

[ Please check here if you are NOT g fullk-time employee
QPTION 2: One-Time Contributions {Elective Contributians Only)

Pian Type Satvice Provder Arstust 8 Bffeutve Dato Az

{7 avsies {7 RoTH 030 | | | i {7 pistonminues [T ResUmED

[ 483it} [ ROTH caayp f f { [~ oscontien [T resumzo

[ soams [ ROTH 4031 | ] [ | [ biscontmasep [ resumen

[ aosior [ ROTH aanbi | | | [ oisconmuwep [ resumsn
| |

[ 403} [ ROTH T30} [ i
[ Please check hare if you are NOT a full-ime ermployee
OPTION 3: Participation Opt Out

™ 1 do not wish to participate at this time. | understand that | may parlicipale in Lhe fulure simply by filling out @ new Salary Reduction
Agreement form,

[ oisconTRLED [T RESUMED

%2018 Omni Financial Group. Inc. dibia U.S, OMNI | 403(b) Sslary Reduction Agreement, Effective 01/01/18, Page One of Two Conlinund ot nb page



Part 4: Agreements and Acknowlédgements

The above named Employee where applicabte, agrees as follows:
1. To eodify hisfher salary reduction as indicated above.
2, That hister Employer irensfers the above staled funds on Employse’s behall to OMMNI for remitiance to the selected Se rvice Provider(s).
3. This SRA Is legally binding and irrevacable with respect to amaunts paid.
4. This SRA may be changed with respect to amounts nol yet paid, .
5. This SRA may be terminated at any time for smounts nof yet paid or availabie, and that a termination reguest is parmanent and remains in
effect uniil a new SRA is submitied,
8. (a) That OMNI dees not choose the annuity contract or cusiedial account in which your contibutions are invested,
{b} OMNI does not endorse any authorized Service Provider, nor is it responsible for any investments,
(c} OMNI makes no representalion regarding the advisability, appropriateness, or tax consequences of the purchase of the TSA
andfor CA described herein, ’
{¢) (i) GMNI shall not have any liabitity whatsoever for any and all bosses suffered by Empioyee with regard to histher selection of the
TSA andlor CA, its terms, the seleclion of any service provider, the financial condlilion, operation of or benefils provided by said
service provider, or hisfher selection and purchase of shares by any service provider. Nothing herein shall affect the lerms of
employment between Emptoyer and Employee.
(i) Employee acknowledges thet Employer has matde no representation to Employee regarding ihe advisabllity, approprialeness, or
{ax consequences of lhe purchase of the annuky and/or cuslodlal account described herain, .
(iii} The Employer shall not have any liabiity for any and all Josses sufferad by an Employee with regard to the selection(s) of any
TSA andlor CA, any related lerms and conditions, the seleclion of &ny service provider, the financial condition, aperaticn of or
trenefits provided by any servica provider or the sefection and purchase of shares by any service provider.
7. To be: responsible for setting up and signing the legal documents nacessary lo establish a TSA or CA
8. To be responsible for naming & death beneficiary under their TSA or CA, This is normaily done at ihe time the contracl or account is
esiablished, Beneficiary designations should be reviewed perioticatiy. _
8. When provided all required information in a timely manner, OMNE is responsible for determining thal salary reductions do not exceed the
allowable contribution limits under applicable law, and wil comptete MAG calculations as required by law,
10. To contact OMNI and complete Ihe appropriate OMN! forms for any requesls for distributions, loans, hardship withdrawals, accoum exchanges
ptan-to-plan transfers or rollover conttibutions, Processing fees for the foregoing transactions may apply.
1. This SRA Is subject 1o the 1erms of the Services Agreament batween OMNI and Employer, and to the information Sharing Agreament
betwesn OMNI and the Service Providers. .
12. This agreement supercedes ail prior salary reduction agreements and shal aulomalicaily terminate if Employee’s employmant is ferminated,

Part 5: Empioyee Signature (Mandatory}
! certify thal | have read this complete agreement and that my requéstad salary reductions). if in extess of my base mQ, repres'ent{s} my wish to ulifize any caich-up

provisions for which | may be eligibie. | further certity that my salary ceduclions do not sxcaed contribution Bmits 2s determined by spplicadie law | understand my
sesponsibiiities as an Employee under this Program, and 1 request that Employer take the action specified in this agreement. | undarstand that all rights under the

TSA or CA established by me under the Plan are enloreeabie solely by my beneficlary, my authorized representative or me,

Empleyes Signature: ] ' : Daie:f

Part 6: Acknowledgement and Representation of Sales AgentiRepresentative {Not Required to Submit SRA)

| agres 1o comply with 21l pertinent wrilten direclives regarding the solicitation of Employse, In the event | provide OMNE with an Employee's date of birth 'DOA", 1 acknowledge
and agres that [ must provide accurate mlormation based on documentation provided to me by the Empioyre. Furthermore, ! understand that any DOB afeimalion | provide

10 OMNLs vitized by OMNI fo cafcutate the Employee’s Maximum Aliowable Contribution lirmit, whish must be accurale 1o keep the Employer's plan in comptiance with IRS
regulations, All indemnification or cthar respansibility for a laim or demand arising from an eror in employee DOB | provide wilt b govemed by the Informalion Shating
Agrecment betweaen my emplayar and OMNI

Sales AgenvReprasentative Name: - Phone |
Email: ] ’
Signature: | ‘ Oate: |

D {wish the above named agent o be copied on all e-mail communicalions sent to the plan participant, inchuding cenlificate(s) of approvat, which may
be associated wilh this fransactian, . g

Part 7: Employer Acknowledgement (If Applicable)

Satary: I # of TSA/CA Pay Periods: . Effective Payrol Date: |
Employer Narme & Tille: [ ’

Emptloyer Signature; I Date; l

Please return this agreement to Omni Financial Group, Inc., unless otherwise advised by your emplover:
Omni Financial Group, Inc.
Water Tower Park « 1089 Jay Street, Building F * Rochester, NY 14611
Toll Free: (877) 544-OMMNI &+ Fax: (585) 672-6194
Please visit our website at www.omnid03b.com
& 2018 Al rights reserved. No part of ihis SRA may be reproduced or transmilted in any fanm or by any means, electronic or mechanical, including

photocopy. recording. or any informalion storage and ratrieval system, without permission in wiiling from Oranl Financial Group, (ne, Requests for permission
to reproduce contenl should be direcled to serviceinfo@omnl403b.com.

OMNI @is a registerad servics mark ot Omni Financial Gtoup, Inc. dibfa U.5. OMNI

® 2018 Omni Financial Group. In¢. d/bfa U.S. OMNI | 403'(b) Salary Reduction Agreement, Effgctive 01/G1/18, Page Twa of Two




Greenbu.rgh Central School Distric:t' :;'

ARE YOU

AWARE

OF YOUR
403(b

BENEFIT

The opportunity

Your Employer offers a 403(b) retirement pian 2s 3 benefit to emplayees

The Plan allows employees to save and invest by making lax-delerred

cortributions directly from their paycheck

Why save with 403(b)?

% You do not pay income tax an donlributions until you begin makmg withdrawals

from the plan, usually after your relirement.
= hwestment gains in the plan are nol taxed unld disiributed.

» Benefit from sawng-and invasling.

Sampie Fulure retaerent savlngu vaiuu assuning 6% yield on investment

Mon!iﬁy(:amrlbulmm

%WSEDW“ = WSB 489W E"W

; Ts13.96 :
$500 $34,885 $145,409 $231,020

* DMN| does not offer mancial advice. Alvays consull your financial advisor before
nvestn For more inlarmaton sbout 403(bY Plans, vist the 1IRS webslie
How can | participate?

1. Complele 3 Salaty Reduchon Agraement (SRA). This can be done Onling
at wwwr omnid43h com.

2. Open an account with an investment provider. The list of your avaiiable
providers s on the right.

How much ¢an | contribute annualy?

Employees can contnbute up to $18,500 in 2018, Empleyees who are egs 50 or
oider cers contribute an additional $6.000.

Emplayees with 13 vears of service may contribute up fo an additional $3,000.

U.5 OMNI adminisiers the Plan and is avaitable to answer questions at (877) 544-6664,

or visil www.omnid03b.com.

Want to learn more about your investment ontions?

Click the link halow for an investment provider 1o contact you.
hitps:ifiwww.omnid03b, com!spsnfareq‘aspx

want to stari contributing or learn mote abou& your emp}cye: & - p‘an?

Click the link below lo visit your Plan-page. :
{Not available for all providers, Visit your Plan-page tor a complete listing. )
https:/feaw.omniad3b.comiPlanDetail. sspx 7tmi=156

New accounts may be apened with
following approved service providers

AMERIPRISE FINANCGIAM SERVICES Fieg
AXA EOUITABLE Lt it g RANCE CEINPANY
CONFIDENTIAL PLANNING MHTICHOICE
GWNIEMPEOYEE DEFOMIT AMCY

MALS MUTUAL va

METLIFE

BUTUAL IRC/PLANMENEER SERVECES
G#PFRHEIRER SHAREROQUDE R Wi S
REVERSOURLE LIFE BNSURAKNCE CO OF »4
THE LEGEND QEQUEADSERY

VOYR FINANCIAL {NATL 87}
HARYFORD LIFEING £ 457
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 Greenburgh Central
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A Continuation Cov igh
*¥ Continuation Coverage Rights Under COBRA*

Introduction

You're getting this notice because you recently gained coverage under a group health plan {the Plan}. This
notice has important information about your right to COBRA continuation caverage, which is a temporary
extension of coverage under the Plan. This notice explains COBRA continuation coverage, when it
may become available to you and your family, and what you need to do to protect your right to
get it. When you become eligible for COBRA, you may also become eligible for other coverage options that
may cost less than COBRA continuation coverage,

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can becorne available to you and other
members of your family when group health coverage would otherwise end. For more information about your
rights and obligations under the Plan and under federal law, you should review the Plan's Summary Plan
Description or contact the Plan Administrator. '

You may have other options available to you when you lose group health coverage. For example,
you may be eligible to buy an individual plan through the Health Insurance Marketplace, By enrolling in
coverage through the Marketplace, you may qualify for lower costs on your monthly premiums and lower out-
of-pocket costs. Additionally, you may qualify for a 30-day special enroilment pericd for another group health

plan for which you are eligible (such as a spouse’s plan), even if that plan generaily doesn’t accept late
enroliees,

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a
life event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a
qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified
beneficiary.” You, your spouse, and your dependent children coutd become qualified beneficiaries if coverage
under the Plan is lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA

continuation coverage [choose and enter appropriate information: must pay or aren't required to pay] for
COBRA continuation coverage,

if you're an employee, you'll become a qualified beneficiary if you lose your coverage under the Plan because of
the following qualifying events:

* Your hours of employment are reduced, or

*+ Your employment ends for any reason other than your gross misconduct,
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if you're the spouse of an employee, you'll become a qualified beneficiary if you lose your coverage under the
Plan because of the following qualifying events:

* Your spouse dies;

¢ Your spouse’s hours of employment are reduced;

» Your spouse's employment ends for any reason other than his or her gross misconduct;
* Your spouse becomes entitled to Medicare benefits {under Part A, Part B, or hoth); or
* You become divorced or legally separated from your spouse,

Your dependent children will become qualified beneficiaries if chey lose coverage under the Plan
because of the foliowing quaiifying events:

¢ The parent-employee dies;

» The parent-employee's hours of employment are reduced:

*» The parent-employee's employment ends for any reason other than his or her gross
misconduct; _

* The parent-employee becomes entitled 1o Medicare benefits (Part A, Part B, or both);
» The parents become divorced or legally separated; or

» The child stops being eligible for coverage under the Plan as a “dependent child”

When is COBRA continuation coverage available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator

has been notified that 2 qualifying event has occurred. The employer must notify the Plan Adminiscrator of the
following qualifying events:

* The end of employment or reduction of hours of employment;
s Death of the employee:

* The employee's becoming entitled to Medicare benefits (under Part A, Part B, or both),

For all other quaiifying events (djvorce or jegal separation of the employee and spouse or a

ild’s 1 igibility for coverage as a dependent child), you must notify the Plan
Administrator within 60 days after the qualifying event occurs. You must provide this notice to:
Greenburgh Central School District, 475 West Hartsdale Avenue, Hartsdale, NY 10530,
Attention: immacolata Loffredo,

How is COBRA continuation coverage proﬁided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation
coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an
independent right to efect COBRA continuation coverage. Coverad employees may elect COBRA

continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage an
behalf of their children.

475 West Hartsdale Avenue, Hartsdale, NY 16530 I 61..&006 | wwwgreenburghcsd.org
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COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due
to employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying
event during the initlal period of coverage, may permit a beneficiary to receive a maximum of 36 months of
coverage,

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage

If-you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you
notify the Plan Administrator in a timely fashion, you and your entire family may be encitled to get up to an
additional || months of COBRA continuation coverage, for a maximum of 29 months. The disabiity would
have to have started at some time before the 60th day of COBRA continuation coverage and must last at least
until the end of the. 18-month period of COBRA continuation coverage. You must provide this notice to
Employee Benefits Systems, 214 N. Main Street, PO Box 1053, Burlington, IA, 52601,

Second qualifying event extension of 18«month period of continugtion coverage

if your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the
spouse and dependent children in your family can get up to 18 additional months of COBRA continuation
coverage, for a maximum of 36 months, if the Plan is properly notified about the second gualifying event, This
extension may be available to the spouse and any dependent children getting COBRA continuation coverage if
the employee or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both):
gets divorced or legally separated: or i the dependent child stops being eligible under the Plan as a dependent
child. This extension is only available if the second qualifying event would have caused the spouse or dependent
child to lose coverage under the Plan had the first qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coveroge?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and
your family through the Health Insurance Marketplace, Medicaid, or other group health plan coverage oprions
{such as a spouse’s plan) through what is called a “special enrollment period.” Some of these options may cost
less than COBRA continuation coverage. You can learn more about many of these options at
www.healthcare.gov,

Iif you have guestions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed 1o the
contact or contacts identified below. For more information about your rights under the Employee Retirement
Income Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other
laws affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of
Labor's Employee Benefits Security Adminiscration (EBSA) in your area or visit www.dol.goviebsa. (Addresses
and phone numbers of Regional and District EBSA Offices are avaitable through EBSA's website.) For more
information about the Marketplace, visit www.HealthCare.gov. '

475 W.eﬂ Hartsdale Avanue:,.HZtrtsda.ie‘ NY 10530 | 9‘%4,?61,6009 i P
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Keep your Plan informed of address changes

To protect your family's rights, let the Plan Administrator know about any changes in the addresses of family
members. You should also keep a copy, for your records, of any notices you send to the Plan Administrator.

Plan contact information

Information about the and COBRA coverage can be obtained on request from:
Greenburgh Central School Districe

475 YVest Hartsdale Avenue

Hartsdale, NY 0530
Aten: [mmacolata Loffredo

475 West Hartsdale Avenue, Hartsdale, NY 10530 | 914.761.6000 | wwiw.greenburghesd org
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