BMCC

Human Resources Borough of Manhattan Community College 199 Chambers Street
The City University of New York New York, NY 10007-1097
www.bmce.cuny.edu tel. 212-220-8300
fax 212-220-2364
Dear New Employee:

Welcome to BMCC. Attached are a variety of documents concerning your appointment
to the college that you need to be aware of or must complete. Please read these materials
carefully and provide all of the requested information as quickly as possible.

We hope you will enjoy your experience at the college. Best wishes for a productive and
successful career at BMCC.

Sincerely,

Za,f//g/

Robert E. Diaz
Vice President of Legal Affairs and
Faculty & Staff Relations



BMCC

Human Resources Borough of Manhattan Community College 199 Chambers Street
The City University of New York New York, NY 10007-1097
www.bmce.cuny.edu tel. 212-220-8300
fax 212-220-2364

Full Time Instructional Staff/Faculty/ECP Packet Checklist

When you accept an offer of employment with the Borough of Manhattan Community College, you must present
ORIGINAL documents as outlined below.

O Proof of Identity and Employment Eligibility
Under federal law you must complete an Employment Verification (I-9) form in the presence of an HR
officer. Be sure to bring appropriate proof of identity/eligibility to HR before your first day of work.

O Social Security Card O Agency Shop Agreement

0 Curriculum Vitae O Health Benefits Application

O Three letters of reference 0 PSC-CUNY Welfare Fund Datasheet

O Original Transcript (highest degree) O Retirement Program Election Form

O Employment Packet —- CUNY O Death Benefit Beneficiary Designation Card

O Personnel Information Form O Emergency Contact

0 Amended Constitutional Oath Upon 0 Employee’s Withholding Allowance
Appointment Certificate (W-4 and 1T-2104)

If applicable, complete and return:

0 Direct Deposit of Net Pay Enrollment 0 Transit Benefit Enrollment/Wage Works)
o Tax Certification for Foreign Nationals

Please take time to familiarize yourself with the following:

* Health Plan costs and optional riders, etc. * TIAA-CREF enrollment instructions
* A comparison of pension plans » Listing of various policies/procedures on
* Departmental Mailboxes and E-mail Accounts BMCC Web.

The timing of your initial pay check will be based on the process and our receipt of the above documents.
If you have any questions about your appointment or payroll process, please call us at 212-220-8300.

Print Name Date

Signature

G:\GC\Forms\Full Time Instructional Staff — Faculty — ECP Packet Checklist



BOROUGH OF MANHATTAN COMMUNITY COLLEGE

The City University of New York
IMMIGRATION REFORM AND
CONTROL ACT OF 1986

EMPLOYMENT ELIGIBILITY VERIFICATION INFORMATION

Among other changes, the Immigration Reform and Control Act of 1986 creates a
national employment verification system which places responsibility for verification of
the identity and employment eligibility of all employees on the employer. Effective June
1, 1987 this new law requires employers to request and examine original
documentation pertaining to the identity and employment eligibility of all new hires and
rehires, including U.S. citizens, permanent residents, and non-immigrant visa holders.

Should you accept an offer of employment with the Borough of Manhattan Community
College, you must present ORIGINAL documentation, outlines on the next page of the
document, on or before your first day of work.

After these documents are reviewed, you will then be required to complete and sign an
Employment Eligibility Verification Form (Form 9) in the presence of the designated
representative of the College.

Should you accept an offer of employment with the College, this process should be
completed on or before your first day of work. Otherwise, your employment at the
College will be jeopardized.

If you have any questions concerning the employment process at Borough of Manhattan
Community College, please call Human Resources Office, 212-220-8300
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LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Emplioyees may present one selection from List A
or a combination of one 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 1 Identity Employment Authorization
Employment Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a 1. A Social Security Account Number
2. Permanent Resident Card or Alien 3;5::: d‘”sfa”tii'”?O‘jj?;jjsiff:"o”ngi:;ea tcrf‘;f’ I;‘”'?SS ”‘et ’?jt.rd Inciudogontef
Registration Receipt Card (Form [-551) RraviRes SHOWAIG TSRS,
| photograph or information such as (1) NOT VALID FOR EMPLOYMENT
- ] name, date of birth, gender, height, eye
3. Foreign passport that contains a color and address (2) VALID FOR WORK ONLY WITH
temporary |-551 stamp or temporary ; INS AUTHORIZATION
e rgrnonen oo | fB D e eder, s or el | ) VAL FORWORK ONLY W
; A ; DHS AUTHORIZATION
S provided it contains a photograph or
4, Empbyment Authorization Document information such as name, date of birth, 2. Certification of Birth Abroad issued
that contains a photograph (Form gender, height, eye color, and address by the Department of State (Form
I-768) FS-545)
3. School ID card with a photograph 7 : ;
5. For a nonimmigrant alien authorized 3. Certification of Report of Birth
to work for a specific employer 4. Voter's registration card issued by the Department of State
because of his or her status: - (Form DS-1350)
) 5. U.S. Military card or draft record 5 3 >
a. Foreign passport; and 4. Original or certified copy of birth
b. Form 1-94 or Form [-94A that has 6. Military dependent's ID card gsm;aﬁJi?élizzlbayu?hgtﬁ;e,m

the following: 7. U.S. Coast Guard Merchant Mariner territori/ ofthie Ufited States

(1) The same name as the passport; Card bearing an official seal
and

8. Native American tribal document ; : :

(2) An endorsement of the alien's : : ‘ 5. Native American tribal document
nonimmigrant status as long as 9. Driver's license issged by a Canadian 6. U.S. Citizen ID Card (Form 1-197)
that period of endorsement has government authority
not yet expired and the 7. ldentification Card for Use of
proposed employment is not in For persons under age 18 who are Resident Citizen in the United
conflict with any restrictions or unable to present a document States (Form I-179)
limitations identified on the form. listed above:

6. P o the Federated Stat " 8. Employment authorization
. Passport from the Federate es o d ti d by th
i : . 10. School record or report card ocument issued by the
Micronesia (FSM) or the Rep_ubllc of P Department of Homeland Security
the Marshall Islands (RMI) with Form 11. Clinic, doctor, or hospital record
I-94 or Form 1-94A indicating
nonimmigrant admission under the 12, Day-care or nursery school record
Compact of Free Association Between
the United States and the FSM or RMI

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

Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review
and Verification," for more information about acceptable receipts.

Form I-9 03/08/13 N Page 9 of 9



BIMCC

Human Resources Borough of Manhattan Community College 199 Chambers Street
The City University of New York New York, NY 10007-1097
www.bmce.cuny.edu tel. 212-220-8300
fax 212-220-2364

Policies and Procedures are available on BMCC HR Website:
e Acceptable use of computer resources
e ADA/504
e Children on Campus

e Domestic Violence and the Workplace Violence Prevention
Policy and Procedures

e Non-Discrimination and Sexual Harassment

e Sexual Assault, Stalking, and Domestic and Intimate Partner Violence against
Students

e Time Allowed Employees to Vote
e Time Off for Donating Blood

e Time Off for Religious Observance



Borough of Manhattan Community College

New Employee On-Boarding & Existing Employee Orientation for IT Security

Why is IT Security important at CUNY?

We must ensure our academic and administrative systems continue to be available to run the business of
the University and to serve our faculty, students, and staff

We must maintain accurate University data and prevent unauthorized changes (g.g., grades, financial aid
information).

We must be reputable custodians and are required by law to protect the privacy of personal data
belonging to our faculty, students, and staff.

What are the IT security risks to CUNY?

Don’t be phished. Phishing is a scam in which an e-mail message directs you to click on a link that takes
you to a web site where you are prompted for personal information, such as passwords, social security
number, bank account number or credit card number. Both the link and the web site may closely
resemble an authentic web site, but they are not legitimate.

Don’t disclose personal information to someone you don’t know. Social engineering is an approach to
gain access to information through misrepresentation. It is the conscious manipulation of people to
obtain information without their realizing that a security breach is occurring. It may take the form of
impersonation via telephone or in person, and through e-mail.

Don’t disclose personal information within CUNY unless it is absolutely necessary. The need for disclosing
your social security number ouside of the Human Resources (HR) department would be unusual. When in
doubt, contact the HR department directly to verify the legitimacy of the request.

Protect your user ID and password and never share them. Your user ID is your identification, and it is
what links you to your actions on CUNY’s computer systems. Your password authenticates your user ID.
Use passwords that are difficult to guess the change them regularly.

You are responsible for actions taken with your ID and password. Log off or lock your computer when you
are away from your workstation. In most cases, hitting the “Control-Alt-Delete” keys and then selecting
“Lock Computer” will keep other out. You will need your password to sign back in, but doing this several
times a day will help you to remember your password.

E-mail and portable devices are not secure. Do not ship personal information belonging to you or CUNY
faculty, students and staff to portable devices (e.g., portable hard drives, memory) or send or request to
be sent such personal information in an e-mail text or as an email attachment without encryption.

Be careful when using Internet. Malicious code can take forms such as a virus, worm, or Trojan and can
be hidden behind an infected web page or a downloaded program. Keep an anti-virus and anti-malware
programs and the software on your workstation up-to-date at all times. Only install software authorized
by your department, and never disable or change security programs and their configuration.

Where are the CUNY IT Security information resources?

Security.cuny.edu is available 24 hours a day from any Internet accessible location without a user ID and
password. All relevant policies, procedures, and advisories, the IT Security awareness program and
materials, and links to external IT security information resources are located here.

Find the Policy on Acceptable Use of Computer Resources under Info Security Policies.

Find the IT Security Procedures-General under Info Security Policies.

To take the IT Security Awareness tutorial, approximately 30 minutes, click on the padlock on the home
page of security.cuny.edu.



Who to contact for help with IT Security at CUNY?

—  Your Supervisor

—  Your College Web-site

— security.cuny.edu

— The College IT Security Manager (click on Campus Security Managers Contact Information at
security.cuny.edu under Contact Us).

— The College Chief Information Officer or equivalent in the Central Office department.

— The CUNY Central IT Security Office at security@mail.cuny.edu or the Contact us page at
security.cuny.edu or the Who to Contact for Help page at security.cuny.edu

Where are some external resources for help with IT Security located?

— New York State Office of Cyber Security and Critical Infrastructure Coordination (CSCIC)

at www.csic.state.ny.us

Federal trade Commission at www.ftc.gov

Privacy Rights Clearinghouse-Nonprofit Consumer Information and Advocacy Organization

at www.privacyrights.org

Anit-Phishing working Group-Committed to wiping out Internet scams and fraud at www.antiphishing.org
Microsoft Malware protection Center, Threat Research and Response

at www.microsoft.com/security/portal

What is required of me as an employee of CUNY?

Acknowledge, by signature below, receipt of the Policy on Acceptable Use of Computer Resources.
Acknowledge, by signature below, receipt of the IT Security Procedures-General.

Complete the IT Security Awareness tutorial within the first 30 days of employment.

— Maintain compliance with the Policy on Acceptable Use of Computer resources and the IT Security
Procedures at all times.

If you discover or suspect a security breach, you should report the incident to your supervisor, the college IT
Security Manager (click on Contact Us at security.cuny.edu) and the CUNY Central IT Security Office
(security @mail.cuny.edu) immediately.

| hearby ackonoledge receipt of the Policy on Acceptable Use of Computer Resources and the IT Security
Procedures-General.

(Printed Name) (Signed)

Borough Of Manhattan Community College
(College/business area) (Date)

One copy for personnel file
One copy to employee
V02, July 2010



Borough of Manhattan Community college
Office of Human resources
Personnel Information form

Name (print) Social Security Number
Title Department Date of Appointment

] Female L] Male Date of Birth

Ethnicity:
1 American Indian [ Alaskan Native L] Asian
[ Black L1 Hispanic L1 Italian American
L] Pacific Islander L] Puerto Rican L] White

U.S. Citizen: [l Yes 1 No If you are not a U.S. Citizen,

Of what country are you a citizen:

What type of VISA are you holding: Expiration Date:

Are you a Veteran? ] Yes ] No If you are a veteran, please specify:
[ Active Reserve [] Disabled [] Disabled Vietnam Era
[ Inactive Reserve [ Retired [ Vietnam Era

Home Address:

(print)

Telephone Number:

Emergency Contact: Relationship:

Address:

Telephone Number: Business Number:
Education: Degree Major Date Earned Institution

To be completed by the Office of Human Resources

I-9 Date: Work Authorization Expiration Date: Staff Initial Date:

HR-2000



BMCC

Human Resources Borough of Manhattan Community College 199 Chambers Street
The City University of New York New York, NY 10007-1097
www.bmcc.cuny.edu tel. 212-220-8300
fax 212-220-2364

AMENDED CONSTITIUTIONAL OATH UPON APPOINTMENT

(In compliance with Section 62 of the New York State Civil Service Law)

“1 hereby pledge and declare that | will support 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 according to the best

of my ability”

Name:

Signature:

Address:

Date:




The City
l University Name
of Position
\ New York

THE CITY UNIVERSITY OF NEW YORK

EMPLOYMENT APPLICATION

Important Notice to Applicants

Non Discrimination

It is the policy of the University to recruit, employ, retain, promote, and provide benefits to employees and to admit and provide
services for students without regard to race, color, creed, national origin, ethnicity, ancestry, religion, age, sex, sexual orientation,
gender, gender identity, marital status, partnership status, disability, genetic information, alienage, citizenship, military or veteran
status, pregnancy, or status as a victim of domestic violence/stalking/sex offenses, or any other legally prohibited basis in accordance
with federal, state and city laws.

All questions or concerns regarding the University's non-discrimination policy or procedure should be addressed to the College's Chief
Diversity Officer. Inquiries or complaints concerning sex discrimination and harassment may be referred to the College's Title IX
Coordinator or to the Office of Civil Rights of the United States Department of Education.

Disability Accommodation Available for Applicants
If you require an accommodation for a disability in order to participate in the selection process, please contact the College's Human
Resources Officer.

Offer of Employment
Any offer of employment is contingent upon successful completion of CUNY's total employment screening process, including receipt

of references that the University and/or College considers satisfactory.
Official representations are solely those made in writing prior to appointment by the University/College executive or manager
authorized to make the appointments for his/her respective division and area of responsibility.

Post Offer Pre-Employment Medical Examination, Drug Screen, and Physical Fitness Assessment

For some positions, the hiring department may require a medical examination, drug test, and/or physical fitness assessment as a
condition of employment, only if it is relevant to the job. If such is required, it will be stated in the Position Vacancy Notice or Job
Specification.

Employment Eligibility and Identity Documents Verification
Under the Immigration and Reform Control Act of 1986, CUNY is required to verify your employment eligibility and identity within

three (3) days of your reporting to work.

If you are claiming preference for military service, you will be required to submit an original DD2/4 along with verification of your
disciplinary record.

Reference and Background Checking

Current and former employers may be contacted for verification of any and all information stated in this application and/or during any
phase of the selection process. In order for CUNY to obtain this information, you will be asked to sign an Authorization to Release
Reference Information form agreeing to hold any and all of your reference sources harmless and free of any liability for releasing
information CUNY deems relevant to determining whether to employ you. For some positions, a criminal background check may be
required as part of the employment process. Applicants for these positions will be required to complete a personal disclosure and
release form before this information is obtained.

CUNY Employment Application - Page 1



' The City

University THE CITY UNIVERSITY OF NEW YORK
\ ﬁfew York APPLICATION FOR EMPLOYMENT
College [Borough of Manhattan Community College Job ID# [JFull-time [Jpart-time
Position | ‘ If part-time, hours available A . I ‘ P.M. | ‘
Contract Title | ‘
Last First Middle

If known by another name, please provide

Address Apt. #

City State Zip Code Daytime Phone #

email

Evening Phone #

Are you able to perform the essential functions of the position as described in the Position Vacancy Notice and/or Job Specification with
or without reasonable accommodation? DYeS I:INO

If no and you would require an accommodation to perform the essential
functions of this job and you wish to make known at this time what that
would be, please indicate:

Please identify if you have any relatives employed in the department for which you are applying. I:INO relatives DYes, I have (a) relative (s)

If yes, please explain

Are you legally eligible for employment in the United States? I:IYeS DNO

Applicant Attestation:

By my signature below, | declare and affirm that | have read and fully understand that:

Any misrepresentation or material omission of facts in this application or in any other materials | submit in support of my candidacy (including but not limited to
the letter of application and resume/CV), or in any oral statements | may make during the selection process shall be sufficient cause for disciplinary action up to
and including termination, in the event | am hired, or shall be sufficient cause to end further consideration of my application prior to being hired;

Present and past employers may be contacted for verification of data and reference check, unless | specifically request otherwise and provide reasons acceptable
to the hiring official. This verification may, but need not, begin prior to my receiving an offer;

An offer of employment is contingent on successful completion of the entire employment selection process, including the receipt and review of references,
satisfactory to the University;

No manager or representative of CUNY has the authority to make an offer of employment or to represent a condition of employment which is in violation of the
bylaws, rules, regulations, or collective bargaining agreements governing the City University of New York;

Any representations that are contrary to these policies, even when made in writing, are unenforceable;

Under federal law, CUNY is required to verify my employment eligibility and identity within three (3) days of my reporting to work. At that time, | must produce
legitimate supporting documents.

Signature Date

CUNY Employment Application - Page 2



D Doctorate D Masters I:I Baccalaureate I:I High School/GED

|List schools attended, beginning with most recent (college, business school, high school, vocational or trade school, etc.):

School Name School Name School Name

Location Location Location

Major Study Major Study Major Study

Credits Degree Credits Degree Credits Degree
completed received completed received completed received

Employer Name Job Title
Address
Briefly describe
Telephone duties
Name/Title of
Immed}ate Date employed Date employed
Supervisor from to
Telephone Reason for leaving I ‘

e o T e T e B

Employer Name Job Title
Address
Briefly describe
Telephone duties
Name/Title of
Immed]ate Date employed Date employed
Supervisor from to
Telephone Reason for leaving I ‘

[lteme [lparame S8y dteond s st [ rosesty ] Gossiout| |

Employer Name Job Title
Address
Briefly describe
Telephone duties
Name/Title of
Immed]ate Date employed Date employed
Supervisor from to
Telephone Reason for leaving I ‘

Clrobame Dlparame Stomtndicreonss G, st [ rosesty ] Gossioun| |

CUNY Employment Application - Page 3



Please explain any gaps in employment in excess
of two (2) months during the past 15 years

1. Have you previously been employed by CUNY in a position not reported in Section B? If yes, please give name of college, name and title of I:I Yes
supervisor, dates of employment, job title (s), and reason for leaving. I:I
No

2. Have you ever been discharged or asked to resign from any employment? If yes, explain briefly

I:l Yes I:I No

3. Have you ever been convicted of an offense anywhere, including felonies, misdemeanors or violations (not including traffic violations I:I Yes I:I No
or convictions sealed, expunged, or set aside under federal law or state law?

4. Are there any criminal charges or violations (except for traffic violations) currently pending against you? I:I Yes D No
Note: A conviction record will not necessarily disqualify you from the position for which you are applying. Each record will be reviewed in accordance with
guidelines established by the University and in accordance with New York State Law. Failure to tell the truth will, when discovered, automatically result in
your elimination from consideration or your termination if you have been selected.

5. Please explain below all past convictions or currently pending charges against you (as specified in Questions 3 and 4 above):

Date of Name and location Disposition including
Offense - . .
conviction of Court incarceration
Date of Name and location Disposition including
Offense - . .
conviction of Court incarceration
Date of Name and location Disposition including
Offense - . .
conviction of Court incarceration
6. Are you a retiree of either a New York City or State agency or currently collecting a State/City pension? I:I Yes D No
If yes, are you willing to suspend pension payment if offered the position with CUNY? I:I Yes I:I No

7. The City University of New York may conduct a background investigation including, but not limited to, contacting references which you supply. Please list a
minimum of three (3) persons residing in the United States who are not related to you and who have definite knowledge of your qualifications and fitness for
the position for which you are applying.

Professional References:

Name, Title Name, Title Name, Title

Company Affiliation Company Affiliation Company Affiliation

Address Address Address

Daytime Phone # Daytime Phone # Daytime Phone #

email email email

CUNY Employment Application - Page 4



|:| Campus Posting I:l New York Times I:l CUNY Web Site
I:I Electronic Mail D Chronicle of Higher Education I:I College Web Site
D Personal Contact D Hispanic Outlook I:I Monster.com

|:| Other D Black Issues I:l Higheredjobs.com

Name I:I Discipline-specific journal I:I Hotjobs.com
|:| Other I:I America's Job Bank
I:I Careerbuilder.com
Name

I:l Diversity.com

I:I Other

Name

CUNY Employment Application - Page 5
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l The City
University
of
\ New York

College

Name of Candidate

Position sought

| have applied for a position with the City University of New York (CUNY) and would like CUNY to be fully informed of my
qualifications for the position. | hereby authorize any current or former employer, professional reference, and education/
training provider, to disclose in good faith any information they may have regarding and pertaining to my qualifications and

fitness for employment.

| agree to hold such employers, references, educational/training institutions and any other persons giving references

harmless from liability or damages for providing the requested information.

A photocopy or fax of this authorization shall be as valid as the original.

Signature

Date

The City University of New York is an Affirmative Action /Equal Employment Opportunity/Americans with Disabilities Act/IRCA Employer

CUNY Employment Application - Page 7



| The City
University
of
\ New York  Report of External Employment for Classified Staff

Employee/Candidate: Please complete sections A-D regarding your CUNY employment and external
employment, both full-time and part-time. Carefully read the attestation in section E and sign the bottom.
Once it has been completed and signed, please submit this to the Human Resources Department of the CUNY
College at which you are primarily employed or to which you have applied.

All Information on this form is subject to verification. Please be advised that you are required to resubmit this
form with updates if there are any changes to your external employment.

A. Employee Information

Employee Date
Name: Completed

B. CUNY Primary Position

Title:
College: Department:
Regular Work Schedule Number of Hours per Date of Appointment
Week
CUNY Secondary Position
Title:
College: Department:

Number of Hours per

Regular Work Schedule Week

Date of Appointment




C. External Employment
Employer:

Address:

Telephone & Fax Numbers:
Job Title:

Department:

Supervisor Name & Title:

Number of Hours per

Week Date of Appointment

Regular Work Schedule

D. No External Employment

| have no external employment. | understand that if | plan to obtain external employment, | must
contact the HR Department of my school and submit an updated “Report of External Employment of
Classified Staff” form BEFORE | begin the external employment.

E. Employee Attestation

By my signature below, | declare and affirm that the information submitted above is true and
complete. | acknowledge that my full-time position at CUNY is my primary employment. | understand
that may misrepresentation or material omission of facts in this form shall be a sufficient basis for
ending further consideration of my application, or, in the event | have already been hired, shall
constitute sufficient cause for disciplinary action, which may result in a penalty up to and including
termination of employment.

Signature Date




Sections E & F & G are for Office Use Only

F. Supervisor/Department Head Approval

Approve: | have reviewed this employee’s CUNY employment and his/her competed External
Employment form and have determined that there is no conflict of interest between the two positions
and that the situation is in compliance with CUNY’s policy regarding external employment.

Do Not Approve: | have reviewed this employee’s CUNY employment and his/her competed External
Employment form and have determined that this situation is NOT in compliance with CUNY’s policy
regarding external employment for the following reason(s):

D there is a conflict of interest between the two positions

Dthere is an overlap in scheduled work hours

there is not adequate time allocated for travel between the positions.

Comments:
Signature Date
Print Name Title

G. Human Resources Director Approval:

Approve: | have reviewed this employee’s CUNY employment and his/her competed External
Employment form and have determined that there is no conflict of interest between the two positions
and that the situation is in compliance with CUNY’s policy regarding external employment.

Do Not Approve: | have reviewed this employee’s CUNY employment and his/her competed External
Employment form and have determined that this situation is NOT in compliance with CUNY’s policy
regarding external employment for the following reason(s):

D there is a conflict of interest between the two positions
Dthere is an overlap in scheduled work hours
I:lthere is not adequate time allocated for travel between the positions.

Comments:

Signature Date

Print Name Title



H. Presidential Approval for External Full-Time Positions:

Approve: | have reviewed this employee’s CUNY employment and his/her competed External
Employment form and have determined that there is no conflict of interest between the two
positions and that the situation is in compliance with CUNY’s policy regarding external
employment.

Do Not Approve: | have reviewed this employee’s CUNY employment and his/her competed
External Employment form and have determined that this situation is NOT in compliance with
CUNY’s policy regarding external employment for the following reason(s):

I:l there is a conflict of interest between the two positions

there is an overlap in scheduled work hours

there is not adequate time allocated for travel between the positions.

Comments:

Signature Date

Print Name

Please return to the HR Director

Retain original document in employee file



BOROUGH OF MANHATTAN COMMUNITY COLLEGE
The City of New York
Department of Personnel

AGENCY SHOP FEE AGREEMENT

This form must be completed by all employees except those in the
managerial Pay Plan, Original Jurisdiction titles, and those
employees specifically excluded from collective bargaining by
decisions of the Office of Collective Bargaining.

Notice to Employee:

Under an act passes by the New York State Legislature and by agreement between the City and the municipal
employee unions, employees in titles which are represented in collective bargaining but who are not union members
are subject to a deduction from their salary in an amount equal to the amount payable by a union member.

Employee Affirmation:

I have been informed that | have the right to join or refrain from joining the union certified for my title. | understand
that if | refrain from joining | will be subject to an Agency Shop fee deduction, which shall be an amount equivalent to
the amount of dues payable by a union member.

Employee Signature Date

TO BE FILLED OUT BY AGENCY

NOTICE TO UNION:
Please be advised of the appointment or change in status of the employee as indicated below:

Employee Name:

Title: Social Security Number Check Digit

Job Sequence Number (JSN): Check one: Assigned [ 1 Automatically
[ ] Manually
(List plan assigned)

Payroll No.: Title Code No.:

Agency Address: Agency Clerk:

Phone No.:

Name of Union:

To the Union: If the deduction plan was assigned incorrectly, submit correction to the Organizational dues Unit Office of payroll Administration.

*FORWARD TO THE APPROPRIATE UNION

**MAINTAIN A COY IN EMPLOYEE’S PERSONNEL FILE
DP-2328b (R.4/07)




Form W4 (2014)

Purpose. Comglete Form W-d so that your employer
can withhold the correct federal income tax from your
pav. Gonsider completing a new Form W-4 sach year

and when yvour personal of financial situation changes.

Exemption from withholding._ It you are exempt,
complete only lines 1, 2. 3. 4, and 7 and sign the form
to validate it. Your exemption for 2014 expires
Fabruary 17, 2015, See Pub. 5085, Tax Withhaolding
and Estimated Tax.

Note. if another person can claim you as a dependent
on his or her fax retum, you cannot claim exemption
from withhelding if your incom e exceeds $1,000 and
inciudes more than $350 of unearned income for
example, interest and dividends).

Exceptions. An 2mployse may be able to claim
exemption from withholding sven i the employes is a
depandert. if the smployse

¢ |5 age 65 or older.
e ls biind, or

M Will claim adjustm ents to income; fax credits; or
#emized deductions, on his or her tax retum.

The exceptions do not apply to supplemental wages
greater than §1,000,000.

Basic instructions. I you are not exempt, complete
the Personal Allowances Worksheet below. The
workshesets on page 2 further adjust your
withhalding allowances based on ifemized
deductions, certain credits, adjustments to kicomse,
or two-eamers/multiple jobs situations.

Corrplete all worksheets that apply. However, you
may claim fewer {or zerej alowances. For regular
wages, withholding must be based on allowances
you claimed and rmay not be a flat amount or
percentage of wages.

Head of household. Ganerally, you can claim head
of household filing status on your tax return only if
you are unmaried and pay more than 509 of the
costs of keeping up a home for yourself and your
dependentis] or other qualifying individuals, See
Pub. 501, Exernptions, Standard Deduction, and
Fifing Information. for information.

Tax credits. You can take projectsd tax cradits into axcount
in figuring your allowablke numbser of withholding allowances.
Credits for child o dependent care sxpenses and the child
tax credit may be claimed using the Personal Aflowances
Worksheet below. See Pub. 303 for infarmaticn on
converting your other aradits into withhclding allewances.

Nonwaga income. [f you have a large amount of
nonwage income, such as interast or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for lhdividuals. Otherwise, you
may owe additienal tax. If you have pension or annuify
fincome, see Pub. 505 to find out if you should adjust
vour withholding on Ferm W-4 or W-4P.

Two aarners or multiple jobs. If you have a
working speuse or more than one job, figure the
total number of allowances you are antitled to claim
on all jobs using workshests fromonly one Ferm
W-4. Your withholding usually will be most accurate
when all allowances are claimed an the Farm'W-4
for the highast paying job and zere allowances are
claimed on ths others. See Pub. 585 for details.

Nonre sident alien. If you are a nonresident alien,
see Notica 1392, Supplemental Fonm W-4
nstructions for Nonresidert Aliens, before
campleting this form.

Che ck your withhalding. After your Form W-4 takes
effect, use Pub. 505 to see how the amourt you are
having withheld compareas to your projectad total tax
for 2014, See Pub. 505, aspecially if your eamings
exceed $130,000 Single) or $180,000 (Married}.

Future developments. Information about any future
devalopments affecting Form W-4 (such as legisation
enacted after we releass ity will be posted at wiw . i3 goviwd.

Personal Allowances Worksheet (Keep for your records.}

A Enter “1” for yourself if no one else can claim you as a dependeant . A
« You are single and have only ons job: or
B Enter “1” if: * You are married, have onty one job, and your spouse does not work; or B
* Your wages from a second job or your spouse's wages {or the total of bothj are $1,500 or less.
(] Entar “1” for your spouse. But, you may choose to enter “-0-" if you are married and havs either a working spouse or mare
than cne job. (Entering “-0-" may help you avoid having too little tax withheld.) C
D Enter number of dependents {other than your spouse or yourseH) you will claim on your tax retum . 3 D
E Entar “1" if you will file as head of household on your tax retum {sse conditions undsr Head of household abeue) E
F Enter “1" if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
{Note. Do notinclude child support paymants. See Pub. 503, Child and Dependent Care Expenses, for details)
G Child Tax Credit {including additional child tax credit). See Pub. 872, Child Tax Credit, for more information.
o [f your total income will be lass than $65,000 (895,000 if married}, enter "2" for each eligibis child; then less "1” if you
have three to six eligible childran or less “2" if you have seven or more eligible children.
o if your total income will be between $85 000 and 384,000 {595,000 and $116,000 H married), enter “17 for each eligiblechild . . . G

H  Add lines A through G

and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.} » H

* [f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

Foraccuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on pags 2.
¢ [f you ars single and have more than one job or ars married and you and your spouse both work and the combined
sarnings from all jobs excesd $50,000 {$20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.

s |f neither of the above situations applies, stop here and anter the number from line H on line 5 of Form W-4 below.

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

Form W'4

Employee's Withholding Allowance Certlficate

P Whether you arse entithd to claim a certain number of allowances or exemption from withholding is

OME No. 1545-0074

2014

Departmment of the Treasury g z .
Intsmal Asvanus Servies subject to review by the IRS. Your employer may be required to send a copy of this formto the IRS.
1 Your first name and middle initiaf Last rarme 2 Your social security number

Heome address number and street or rural route}

3 D Single D Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse |s a nonrasident alien. check the “Single” box.

City or town, state, and ZIF code

4 [f your last name differs frormn that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. b D

5  Total number of all owances you are claiming {from fine H above or from the applicabie workshest on page 2} 5
Additional amount, if any, you want withheid from each paycheck :
7 I claim exemption from withholding for 2014, and | certify that | meat both of rhe foilowmg condltzons for exempnon

[+2)

6|

¢ Lastyeari had a right to a refund of alf fedaral income tax withheld bacause | had no tax liability, and
* This year | expect a refund of all federal income tax withhsid because | expect to have no tax liability.
If you meet both conditions, write “Exempt” hare .

7]

tnder penalties of perury, | declars that| have sxamined this C“ﬁi‘ﬁﬁ‘ﬁf“ and to the b-=st ef my knowisdge and belief, it is true, correct, and complste

Employee’s signature
{This form is not valid unless vou sign it) »

Date »

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

9 Office code foptional | 10 Employer identification number {EIN}

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

Cat. Mo, 102200

Form W-4 2014



Form W-4 2014 Page 2
Deductions and Adjustm ents Worksheet
Note. Use this warksheet only i you plan to itemize dedustions or claim certain credits or adjustments to income.

1 Enter an estimate of your 2014 femized deductions. These include qualifving home mortgage interest, charitable contrbutions, state
and local taxes, madical sxpenses in excess of 10% 7.5% i either you or your spouse was bom befare January 2, 1650} of vour
income, and miscellaneous deductions. For 2014, vou may have to reduce yoor ftemized deductions i vour income is over 5305050
and vou are maied filing jointly or are a qualifying widow(er); 5272 650 if you are head of household; $254,200 if you are single and not
head of household or a qualifying widow(er); or $152 525 f you are marded filing separately. SeePub. 505 fordetalls . . . . 1 3

$12.400 if married filing jointly or qualifying widow{er)
2  Enter $8,100 if head of household s % % % B % # % .8 8 2
$6,200 if singte or married filing separately
3  Subtractline 2 from line 1.If zerc or less, enter “-0-" . . . 3
Enter an estimate of your 2014 adjustments to income and any addiﬁonal standard deductlon (ssﬁ Pub 505)
Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits fo
Withholding Allowances for 2014 Form W4 worksheatin Pub. 505},
Enter an estimate of your 2014 nonwage incoms (such as dividends or intarest)
Subtract line & from lins 5. If zero or less, enter *-0-" e %
Divide ths amount on fine 7 by $3,950 and enter the result here. Drcp any fra::non
Enter the numbear from the Personat Allowances Worksheet, ling H, page 1
Add lines 8 and 9 and enter the total here. If you plan to use the Two- EarnersiMuEt:p!e dobs wOrksheet
also enter this total on ling 1 balow. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10
Two-Earners/Multiple Jobs Worksheet (See Two eamers or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the numbear from lins H, pags 1 {or from fine 10 above ¥ you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 balow thatf applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wagss from the highest paying job are $65,000 or less, do not enter more

7]

-
F-S
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® e w|e

BNANTEGY L e et 0 Yl e e G er e B B 4 i 4@ « W oBEEZE L g 3 2
3 [fline 1is more than or equal to ling 2, subtract line 2 from fine 1 Enter the result here (if zaro, enter
“-§-"} and on Form W-4, line 5, page 1. Do notuse the restof thisworkshest. . . . . . . . . 3

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

4  Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . _ . . 5
6§ Subtractline 5 fromiined . . . . = oz a 6
7  Find ths amount in Table 2 below that apphes to the HIGHEST paying pb and erﬂer it hera : 7 3
8  Multiply ling 7 by line 6 and enter ths result here. This is the additional annual withholding nesded . . 8 3
9 Divide line 8 by the number of pay periods remaining in 2014. For example, divids by 25 if you are paid avery two
weslks and you complete this form on a dats in January when there are 25 pay periods remaining in 2014. Enter
the result hers and on Form W-4, lins 6. page 1. This is the additional amount to be withheld from sach paycheck g &
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enteron If wages from LOWEST | Enteron It wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are — ling 2 above | paying job are — line 2 above § paving job are— line 7 above § paying job are— line 7 above
50 - $8.060 ] 59 - $s8000 0 $0 - $74,000 §500 $0 - $37,000 £500
8001 - 13.000 1 5001 - 16000 1 74001 - 130,000 940 37.001 - 80,000 990
13001 - 230060 2 16,001 - 25800 2 130,001 - 200,000 1,119 820041 - 175,000 1.110
24,001 - 28,000 3 25001 - 344800 3 200,001 - 355,080 1,308 175,001 - 385,000 1,300
28001 - 33.000 4 34,801 - 43000 4 555,001 - 400,000 1,380 385,001 and over 1,580
33,001 - 43.000 5 43,001 - 70,800 5 400,001 and over 1,560
43,001 - 49,000 & 70,001 - B5000 8
49001 - §0.000 7 85,801 - 110,000 7
60.001 - 75,000 8 119,001 - 125,000 8
75601 - 80.0G60 g 125,001 - 140,000 g
80,001 - 100,060 10 146,001 and over 18
100.001 - 115,000 1"
115,001 - 130,000 12
130,001 - 140,000 13
140,601 - 150,000 14
150.001 and over 15
Privacy Act and Paperwork Reduction Act Notice. We ask for the infrmeation on this You are not required to provide the information requasted on a form that is subject to the
form to carry cut the Intemal Revenus lawa of the United States. Internal Revenue Code Paperwork Feduction Act unless the form displays a valid OMB sontral number. Books or
sections 3402)42) and §109 and their regulations require you to provide this information; your records relating to a form or its instructions must be retained as long as their contents may
amployer uses it to determine your federal inzome tax withholding. Failurs o provide a become material in the administration of any Intemal Revenue law. Ganeral Iy, tax returns and
praperty completed form will result in your being treated as a single parson whe claims no return information ars confidential, as required by Code section 103

withhalding allowances; providing fraudulent information may subjsct you to penalties. Routing
uses of this infarmation includs giving it tothe Department of Justics forcivil and criminal
litigation; to cities, states, the District of Columbia, and U.8. scommonwealths and posszssions

Tha averags time and expenses required to complate and file this form will vary depending
on indidual circumstancas. Forestimated avarages, sea the instructions for your incoms tax

; SR : 3 return.
for use in administsring their tax laws: and to the Department of Health and Human Setvices ) ) ) )
for use in the National Directory of New Hires. We may alsc disclose this information to ather If you have auggastions for making this form simpler. we would be happy to hear from you.
countriss under a tax traaty, to faderal and state agencies to enfores federal nontax criminal See the instructions for your income tax return.

lawes, or ta federal law enforcement and intslligance agencies to combat terorism.



Mew York State Department of Taxation and Finance
22014 Employee’s Withholding Allowance Certificate IT-2104

New York State » New York City « Yonkers

First name and middle initial Last name Your social security number

Permanent home address (numosr and sirest o rual route} Apartment number B —— |:| Masied
IMamied, but withhiold at higher single @&te

City. village, or post office State ZiP code Rotes I married but legally separatad, 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? ... Yes |:| No |:|

Complete the worksheet on page 3 before making any entries. I i

1 Total number of allowances you are claiming for New York State and Yonkers, if applicable {from fine 17) ......... | 1 |

2 Total number of allowances for New York City {fromline 28) ..o ecrccrcrccrcr e e L 2

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

3 New Yeork State amount . .
4 New YOrk Gty @mOuUNT ..ottt et et st n st s a e s e s e e ensen e ean st e e saane OB
5 YONKEIS BITMOUITL .oovuireisiesisuessairasrarrasrssns e ssessassaore s e emtse e s 2asrmsea s e s am s aa s 2 e S ha s e e e £ a e sr e b # e ae et s 2 s rat s £t atmaan e nnssamrmsan

| certify that | am entitled to the number of withholding aliowances claimed on this certificate.
Employee's signature Date

Penalty - A penalty of $500 may be imposed for any false statement you make that decreases the amount of meney 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.

Employers only: Mark an Xin box A and/or box B to indicate why you are sending a copy of this form to New York State (ses st ).

A Employes claimed more than 14 exemption allowances for NYS ... A D

B Employee is a new hire or arehire... B D First dafe employee performed services for pay (mm-dd-yyyy) (see insir): ﬁ \

Are dependent health insurance benefits available for this employee? ............. Yes D No D

If Yes, enter the date the employee qualifies (mm-dd-yyyy): I I
Employer's name and address (Empleyer complete this section oniy if you are sending a copy of this form to the NIYS Tax Department } | Employer idertification number

Instructions
Changes effective for 2014 » You are no longer a dependent.
Form [T-2104 has been revised for tax year 2014. The worksheset on » Your individual circumstances may have changed (for example, you
page 3 used to compute your withholding allowances and the charts were marred or have an additional child).
beginning on page 4 used to enter an additional doilar amount of » You moved info or out of NY C or Yonkers.

withholding have been revised. if you previously filed a Form iT-2104

and used the worksheet or charts, you should complete a naw 2014 * Youitemize your deductions on your personal income tax return.

Form IT-2104 and give it to your employer * You claim allowances for New York State credits.

* You oweditax or received a large refund when you filed vour personal
Who should file this form income tax return for the past year.
This certificate, Form IT-2104, is completed by an employee and given + Your wages have increased and you expect to earn $104,600 or more
to the employer to instruct the employer how much New York State (and during the tax year.
New York City and Yonkers} tax to withhold from the employee’s pay. The  « The total income of you and your spouse has increased to $104,600 or
more allowances claimed, the lower the amount of tax withheld. more for the tax year.
if you do not file Form 1T-2104, your employer may use the same number = You have significantly more or lass income from ofther sources or from
of allowances you claimed on federal Form W-4. Due to differences in another job.
tax law, this may result in the wrong amount of tax withheld for New York * You no longer qualify for exemption from withhoiding.
State, New York Gity, and Yonkers. Complefe Form IT-2104 each year * You have been advised by the Internal Revenue Service that you
and file it with your employer if the number of allowances you may claim are entifled to Fewer allowances than claimed on your original federat
Is different from federal Form W-4 or has changed. Common reasons for Form W-4, and the disallowed allowances were claimed on your original
completing a new Form iT-2104 each year include the following: Eom IT.2104.

= You started a new job.



Page2of 7 IT-2104 (2014)

Exemption from withholding

You cannot use Form 1T-2104 to claim exemption from withholding.

To claim exemption from income tax withholding, you must file

Form IT-2104-E, Cerlificate of Exemption from Withholding, with your
employer. You must file a new certificate each year that you qualify for
exemption. This exemption from withholding is allowable only if you had
no New York income tax liability in the prior year, you expect none in the
current year, and you are over B85 years of age, under 18, or a full-time
student under 25. You may aiso claim exemption from withholding if
you are a military spouse and meet the conditions set forth under the
Servicemembers Civil Relief Act as amended by the Military Spouses
Residency Relief Act. If you are a dependent who is under 18 or a
full-time student, you may owe fax if your income is more than $3,100.

Withholding aliowances

You may not claim a withholding allowance for yourself or, if married,
your spouse. Claim the number of withholding allowances you compute
in Part 1 and Part 3 on page 3 of this form. If you want more tax
withheld, you may claim fewer allowances. If you claim more than

14 allowances, vour employer must send a copy of your Form 1T-2104
o the New York State Tax Department. You may then be asked fo

verify your allowances. If you arrive at negative allowances (less than
zero} on lines 1 or 2 and your employer cannot accommodate negative
aftowances, enter 8 and see Additional dolfar amount(s) below.

Income from sources other than wages - If you have more than
$1,000 of income from sources other than wages {such as interest,
dividends, or alimony received), reduce the number of allowances
claimed on fine 1 and line 2 (if applicable) of the 1T-2104 certificate by cne
for each $1,000 of nonwage income. if you arrive af negative allowances
(less than zero), see Withholding allow ances above. You may also
consider filing estimated tax, especially if you have significant amounts of
nonwage income. Estimated tax requires that payments be made by the
emptoyee directly to the Tax Department on a guarterly basis. For more
information, see the instructions for Form 1T-2105, Estimated Income Tax
Payment Voucher for individuals, or see Need help? on page 6.

Other credits (Worksheet line 13) = If you will be eligible to claim
any credits other than the credits listed in the workshest, such as an
investment tax credit, you may claim additional aflowances.

Find vour filing status and your New York adjusted gross income (NYAGH)
in the chart below, and divide the amount of the expected credit by the
number indicated. Enter the result (rounded to the nearest whele number)
on line 13.

Single and | Head of household | Married Divide amount of
NYAGIis: | and NYAGI is: and NYAGI is: | expected credit by:
Less than i essthan Less than 88
$208,250 $2681,550 $313 850

Between Between Belween

3209250 and| 5261550 and $313,850 and 68
$1.046,350 $1,569.550 $2.092 800

Qver Over Over a8

$1,046 350 31,569 556G $2.092 800

Example: You are married and expect vour New York adjusted gross
income io be less than $313,850. in addition, you expect to receive a
flow-through of an investment fax credit from the S corporation of w hich
you are a sharehoider. The investment tax credit will be 3160 Divide
the expected credif by 66. 160/66 = 2.4242. The additional withholding
alfowance(s) wouid be 2. Enter 2 on line 13.

Married couples with both spouses working —if you and your spouse
both work, you should each file a separate 17-2104 certificate with your
respective employers. Your withholding will better match your total tax if
the higher wage-eaming spouse claims all of the couple’s allowances and
the lower wage-earning spouse claims zero aliowances. Do not claim
more total allowances than you are entitied to. If your combined wages
are:

« less than $104,600, you should each mark an X in the box Mamied,
but withhold at higher single rate on the ceriificate front, and divide the
total number of allowances that you compute on Iine 17 and line 28 (if
applicabie) between you and your working spouse.

* $104,600 or more, use the chart(s) in Part 4 and enter the additional
withholding dollar amount on line 3.

Taxpayers with more than one job - If vou have more than one job,
file a separate 17-2104 certificate with each of your employers, Be
sure to claim only the total number of allowances that you are entitied
fo. Your withholding will befter match your total tax if you claim all of
your allowances at your higher-paying job and zero allowances at

the lower-paying job. In addition, fo make sure that you have enough
tax withheld, if you are a single taxpayer or head of household with
two or more jobs, and your combined wages from all jobs are under
$104,600, reduce the number of allowances by seven on line 1 and
fine 2 (if applicable) on the certificate you file with your higher-paying
job employer. if you amrive at negative allowances (less than zero), see
Withholding allowances above.

if you are a single or a head of household faxpayer, and your combined
wages from all of your jobs are between $104 600 and $2,197,503, use
the chart{s) in Par 5 and enter the additional withholding dollar amount
from the chart on line 3.

If you are a married taxpayer, and your combined wages from all of

your jobs are $104 600 or more, use the chari{s} in Part4 and enter the
additional withholding dollar amount from the chart on line 3 {Substitute
the words Higher-paying job for Higher earner’s wages within the chart).

Dependents - 1f you are a dependent of ancther taxpayer and expect
your income to exceed $3,100, you should reduce your withholding
allowances by one for each $1,000 of income over $2,500. This will
ensure that your emplover withholds enough tax.

Foftowing the above instructions will help to ensure that you wili nat owe
additional tax when you file your return.

Heads of households with only one job - if you will use the
head-of-household filing status on your state income tax return, mark
the Single or Head of household box on the front of the cerdificate. If you
have only one job, you may also wish to claim two additional withholding
allowances on line 14.

Additional dollar amount(s}

You may ask your employer to withhotd an additional dollar amount each
pay period by completing lines 3, 4, and 5 on Form 17-2104. In most
instances, if you compute a negative number of allowances and your
employer cannot accommodale a negative number, for each negative
allowance claimed you should have an additional $1.85 of tax withheld per
week for New York State withholding on kne 3, and an additionai $0.80

of tax withheld per week for New York City withholding on line 4. Yonkers
residents should use 15% (.15} of the New York State amount for additional
withholding for Yonkers on line 5.

Note: If you are requesting your empioyer to withhold an additional dollar
amount on lines 3, 4, or 5 of this allowance certificate, the addtional
dollar amount, as determined by these instructions or by using the
chart(s} in Part 4 or Part 5, is accurate for a weekly payroll. Therefore,

if you are not paid on a weekly basis, you will need to adjust the dollar
amouni(s) that vou compute. For exampie, f you are paid bweekly, vou
must double the dollar amount({s} computed.

Avoid underwithholding

Form IT-2104, together with your employer’s withholding tables, is
designed to ensure that the correct amount of tax is withheld from your pay.
if you fail to have enough tax withheld during the entire year, you may owe
a large tax liability when you file your return. The Tax Department must
assess interest and may impose penalties in certain situations in addition
to the tax liability. Even if vou do not file a refurn, we may determine

that you owe personal iIncome {ax, and we may assess interest and
penatities on the amount of tax that you should have paid during the vear.

feontinued)



Death Benefit Beneficiary Designation Card

Name of Employee

(Last) (First) (Middle Initial)
Social Security Number Male Date of Birth:
Mo. Day YR.
N T T O O R .

Name of College:

Date Employed:

Primary Beneficiary Name: Telephone Number
relation to me:

Primary Beneficiary Address:

Contingent Beneficiary Name: Telephone Number:

relation to me:

Contingent Beneficiary Address:

Date Signed Signature of Employee
Mo. Day YR.

Order of Payment and Division of Benefits. Unless otherwise provided:

(a) Payment at my death is to be made to a primary beneficiary if he/she is then living
(b) Payment at my death is to be made to a contingent beneficiary if he/she is then living and there
is no primary beneficiary then living.

(c) If all beneficiaries predecease me, the benefits will be payable to my estate.




THE CITY OF NEW YORK PAYROLL

SUBMIT COMPLETED FORM TO:

MANAGEMENT SYSTEM YOUR AGENCY DIRECT DEPOSIT COORDINATOR OR YOUR
DIRECT DEPOSIT OF NET PAY PAYROLL OFFICE
Enrollment/Cancellation www.NYC.gov/payroll
Attach a voided check or most recent savings statement. Check all that apply.
TYPE OF
ACTION I:I New I:I I:I Change of Name I:I Change of Change of I:I Change of
Enrollment Cancelation on Account Account Number Account Type ABA Number
EMPLOYEE SECTION
FIRST M.I. LAST
EMPLOYEE j
IDENTIFICATION ["gocjaL SECURITY NUMBER WORK TELEPHONE
PERSON(S) NAMED ON ACCOUNT (PRINT EXACTLY-INCLUDE TRUSTEE OR HOINT OWNER):
PERSON 1
PERSON 2
Enroliment
ABA NUMBER¥* ACCOUNT NUMBER** ACCOUNT TYPE
(CHECK ONLY ONE)
|:| SAVINGS I:ICHECKING
*ABA BANK NUMBER: CHECKING ACCOUNTS—The ABA number is the first nine(9) numbers prior to the account
number at the bottom left corner of the check
SAVINGS ACCOUNTS---Contact your bank for ABA number, if not known.

EMPLOYEE AUTHORIZATION

| hereby authorize The City of New York to deposit my net pay directly into my checking or savings account as requested. | also grant
authorization for the reversal of a credit to my account in the event the credit was made in error. | understand that, under the
“National Automated Clearing House Association” operating guidelines and rules. The City of New York can only reverse the amount

of the incorrect direct deposit. | agree that this authorization will remain in effect until | provide to my agency a written cancelation to
terminate the service.

Employee Signature Date | | | / | | | / | | |
| hereby authorize The City of New York to cancel my direct deposit agreement.
Cancelation
Employee Signature Date
HEEEER
AGENCY PAYROLL SECTION
DOCUMENT # CHECK DIGIT ISN PAYROLL
ENROLLMENT REJECTION REASONS: |:| INACTIVE LEAVE STATUS |:| PAYCYCLE IS “A” |:|OTHER
AGENCYREP | NAME SIGNATURE DATE
(PLEASE PRINT)

DATA ENTRY
OPERATOR NAME SIGNATURE DATE

(PLEASE PRINT)




Basic Plan and Optional Rider Costs

These rates are in effect as of the first full payroll period in July 2013
(All rates are subject to change)

Weekly Bi-Weekly Semi-Monthly
Individual| Family |Individual| Family |Individual| Family

Aetna HMO Basic Plan $21.67| $139.97 $43.34] $279.96 $47.08| $304.12
Optional Rider Prescription Drugs 29.78 72.01 59.56 144.02 64.70 156.45
TOTAL $51.45| $211.98] $102.90| $423.98] $111.78] $460.57

CIGNA HealthCare Basic Plan $96.47| $267.59] $192.94| $535.20; $209.60| $581.39
Optional Rider Prescription Drugs 42.83 128.22 85.66 256.44 93.05|. 278.58

: TOTAL $139.30| $395.81] $278.60] $791.64] $302.65| $859.97
DC37 Med-Team (DC 37 members only) Basic Plan $0.00 $0.00} $0.00 $0.00 $0.00 $0.00
(No Rider Available) TOTAL $0.00 $0.00 $0.00 $0.00 $0.00 $0.00
Empire EPO Basic Plan $95.88| $246.45] $191.76] $492.90] $208.32| $535.44
Optional Rider Prescription Drugs 27.41 67.20 54.83 134.40 59.56 146.01

' TOTAL $123.29] $313.65] $246.59| $627.30] $267.88 ' $681.45

Empire HMO Basic Plan $32.59] $104.73 $65.18| $209.46 $70.81 $227.54
QOptional Rider Prescription Drugs 27 .41 67.20 54.83 134.40 59.56 146.01

) TOTAL $60.00) $171.93] $120.01] $343.86] $130.37] $373.55

GHI-CBP/Empire BlueCross BlueShield '

' Basic Plan $0.00 $0.00 $0.00 $0.00 $0.00 $0.00

Optional Rider Prescription Drugs 25.32 46.03 50.63 92.05 55.00 100.00
Enhanced Reimbursement Schedule 1.50 3.79 2.99 7.58 3.25 8.24

TOTAL $26.82 $49.82 $53.62 $99.63 $58.25| $108.24

GHi HMO Basic Plan $23.50 $73.21 $46.99] $146.43 $51.05] $159.07
Optional Rider Prescription Drugs 37.96 96.78 75.91 193.56 82.47 210.27
TOTAL $61.46] $169.99] $122.90[ $339.99] $133.52| $369.34
HIP Prime HMO Basic Plan $0.00 $0.00 $0.00 $0.00 $0.00 $0.00§
Optional Rider Prescription Drugs 3147 76.36 62.33 152.71 67.72 165.90
Appliances and Private Duty Nursing 1.25 3.06 2.50 6.12 2.72 6.65

TOTAL $32.42 $79.42 $64.83| . $158.83 $70.44| $172.55

HIP Prime POS Basic Plan $112.65| $276.03] $225.30] $552.07] $244.75| $599.72
Optional Rider Prescription Drugs 117.33 287.44 234.66 574.88 254.92 624.50
TOTAL $229.98] $563.47] $459.96| $1,126.95] $499.67| $1,224.22

Metroplus (HHC Employees Only) Basic Plan $0.00 $0.00 $0.00 $0.00 $0.00 $0.00
Optional Rider Prescription Drugs 29.13 66.30 58.26 132.60 63.29 144.05
TOTAL $29.13 $66.30 $58.26] $132.60 $63.29| $144.05

Vytra Basic Plan $13.23 $59.39LL $26.46| $118.79 $28.75| $129.05
Optional Rider Prescription Drugs | 35.09]  91.26]  70.18]  182.52 76.24|  198.28
TOTAL $48.32] $150.65 $96.64| $301.31] $104.99| $327.33




The New York City Office of Labor Relations

Health Benefits Program
www.nyc.gov/olr

Annual Transfer Period - Fall 2013

The Fall 2013 Health Benefits Program Transfer Period begins November 1, 2013 and ends November 30, 2013. Health plan
changes requested during the Transfer Period will be effective the first day of the first full payroll period in January 2014.

During the Annual Transfer Period employees may transfer into any health plan listed below for which they are eligible, add or
drop the Optional Rider or add or drop dependent(s). To make changes complete a Health Benefits Application. Health Benefits
Applications are available through NYCAPS Central (212-487-0500) for employees of agencies with centralized health benefits
(employees of the Department of Education should contact HR Connect 718-935-4000). All other employees can obtain a Health
Benefits Application by contacting their agency personnel office or health benefits representative. A Health Benefits Application is
also available for download at www.nyc.gov/olr by selecting Health Benefits Program and then the Application PDF. Employees
with access to Employee Self Service may participate in some Transfer Period activities on-line. Forms, or Self Service election,

must be submitted no later than, November 30, 2013.

The Annual Transfer Period is your only opportunity to make changes. Use this time to review your healith care and prescription
drug needs. Visit www.nyc.gov/olr to review the Summary Program Description (SPD) where you will find plan summaries. Call
the health plans directly for information or visit their websites listed below. Contact your union welfare fund about other benefits
available to you. If your union welfare fund provides benefits similar to some of those listed in the Optional Rider for your plan,
those specific benefits will be provided only by your welfare fund and will not be available through the health plan Optional Rider
in certain plans; payroll deductions will be reduced accordingly. If your health plan's Optional Rider consists only of a prescription
drug plan and your welfare fund provides this benefit, deductions will not be adjusted.

To elect the Medical Spending Conversion Enroliment (MSC) Buy-Out Waiver Program or change health premium contribution
tax status, you must fill out both a Health Benefits Application and a MSC Buy-Out Enroliment/Change Form or MSC Premium
Conversion Ferm. For information about how to obtain forms contact NYCAPS Central, HR Connect, or your agency personnel

office or health benefits representative.

Be sure to visit the Health Benefits Program website often, at www.nyc.gov/olr, for important information about your health ben-
efits. On the website you will find forms, notices and updates; including links to the various health plans’ Summary of Benefits
and Coverage (SBC), the federal notice about the Health Insurance Marketplace and the City’s SPD as well as other important
items. If you do not have access to a computer, you can request a printed copy of any of the information on the website from

your agency health benefits representative or personnel office.

Health Maintenance Organizations

Aetna HMO (800) 445-8742 www.aetna.com

CIGNA HealthCare (800) 244-6224 www.cigna.com

Empire HMO (800) 767-8672 www.empireblue.com/nyc
GHI HMO (877) 244-4466 www.emblemhealth.com
HIP PRIME HMO (800) 447-6929 www.emblemhealth.com
MetroPlus (HHC employees only) (800) 303-9626 www.metroplus.org

Vytra Health Plans (800) 448-2527 www.vytra.com

Point of Service, Exclusive Provider Organization, and Participating Provider Organizations/Indemnity Plans

DC37 Med-Team (DC37 members only) (800) 445-8742 www.emblemhealth.com
Empire EPO (800) 244-4466 www.empireblue.com/nyc
GHI-CBP/Empire Blue Cross Blue Shield
Group Heaith Incorporated (800) 447-6929 www.emblemhealth.com
Empire Blue Cross Blue Shield (800) 303-9626 www.empireblue.com/nyc

HIP Prime POS (800) 448-2527 www.emblemhealth.com




Applicant M ST chegk D‘DE'
O EmPLOYEE Health Benefits Application

O RETIREE
REASON(S) FOR SUBMISSION (Check one or more boxes: enter change date if appropriate)

City of New York
Health Benefits Program

A, [0 Add Optional Benefits B. Transfer of Heallh Plan and/or C. Change Of:

O New Enroliment O Cancel Benefits (Chetk one} Qptional Benefits Based on: O Spouse/Domestic Partner

O Reinstatement O Waive Benefils O Transfer Period mo dy

EII Retirement a E!Euy-Out Waiver Program |0 Permanent Move Into/Out of Health O aAdd QOrep 7/
Disability Retirement (Employees only) Plan Area /

O Accident Disability (Complete Sections mo dy yr Dependent Child(ren) mo dy
Retirement D.E, F&lonly) Eff. Date: b O Ade OOrop 1/

[0 Drop Optional Benefits O Other E Retiree Once-in-A-Lifetime O Change of Name - Former Name:

Other

D EMPLOYEE/RETIREE INFORMATION

Social Security Number TelNo: Home: ( )

Last Name
4 = Cell  ( )
Home Address - Number and Street Am-. No. Date of Birth Sex
I O Male O Female
Cily late Zip Code Country (Toutside the U.5)
Marital Status: L] Single LJMaried []Divorced  Date of Event Agency in which employed o retired from Union or Welfare Fund
O widowed [ Domestic Partnership A
Name of Current City Health Plan [Medicare Claim No. L1 I Medicare Pan A - Elfective Dale [ ! Attach copy of card
[ i Medicare Part B - Effective Date .

City Star Date Pension Number (Retirees Only)

rs. Credited Service Retirement Date

/ /

Retirement Syslem (Retirees Only )
/

E. SPOUSE/DOMESTIC PARTNER INFORMATION
Date of Birth

Last Name First Name Social Security Number
: = I
Is your spouse/domestic partner. [Jemployed  [lretired . LInot employed |Is spouse/pariner to be covered by employee/retiree’s health plan?
O city Agency Name: CONon-City related {Double City coverage is po} permitted) O vee O Ne
O ' Medicare Part A - Effective Date o Attach copy of card

“Does spouse/partner have Non-City group heafth plan? | Medicare Ciaim No.”
Oves [Ne

O i Medicare Part B - Effective Date ! !

Check if Applicable

(List all eligible dependents to be covered your health plan) .
Birth Date Social Security Sex [CFulFTme | Pemmanenty |Drop
MO DY YR Number M/F | Student Disabled | Coverage
SpouselDomestc Pariner Lasi Mame Tt
f !
Depondent Lasl Name First
/ i
Dependent Lasl Name Firs!
/ /
Dependent Last Name First
) /

i P REQ D

HEALTH PLAN NAME IN FULL (Please Print Clearly):

Optional Benefits? (Check "Yes" or *No® for optional benefits rider. 1 no box is checked, il will be presumed that you do not want optional benefits) [IYES Ono

H. TO PARTIGIPATE IN THE HEALTH BENEFITS PROGRAM - PLEASE SIGN & DATE BELOW (Participant must sign either Section H or I)

| cerlify that the above information is correct and | authorize the City o deduct from my salary/pension the amount required, if any, through the City Health Benefils Program
| understand that the City Program's benefils will be coordinaled with those available through Medicare or any other source.

Furthermore, | agree that my petiodic heaith plan deductions, if any, will be made on a pre-lax basis pursuant lo the Internal Revenue Code 125. | undersland that | have an
option to decline this benefit, by obtaining a Medical Spending Conversion Form, both of which are obtainable al my payroli office. (Section 125 does no! apply fo retirees.)
If | have checked the Waive Benefits Box in Section A, | am choosing not lo participate in the City Health Benefits Program at this time, '

Date

Employee/Retiree Signature

i e ithes Section H ul )

. TO PARTICIPATE IN THE HEALTH BENEFITS BUY-OUT WAIVER PROGRAM - SIGN & DATE BELOW (panwipant nwst

| wish to partipcate in the Health Benefits Buy-Ou!ZWaiver Program. | have read the Medical Spending Conversion Héalth Benefits Buy-Oul Waiver Program brochure and
compleled a Medical Spending Conversion Form and | attest that t meet the qualifications for this program. (Retirees not Eligible )
Date

Employee Signature

J. FOR COMPLETION BY PAYROLL OR PERSONNEL OFFICE ONLY
I certify that the above employeelreliree is efigible for the New York City Health Benefits Program (HBP) and that dependent documentation has been verified in accordance

with HBP procedures. )
| certify that the above employee is efigible for the Heatth Benefits Buy-Out Waiver Program and | have reviewed and processed the Medical Spending Conversion Form and

| atlest that the emplayee meets the qualifications for this Program.

&< Cerifying Signature Date Telephone Number
Agency Code | Tille Code No Status Appointment Date/Ret Dale Pay Period Efteciive Date of Coverage
a FT 0O Civil Bervice MO DY YR O Weekly D Monthly MO DY YR
o PT O Provisionai O Bi-Weekly O Semi-Monthly I J
cla L : I l [

hbpapplheation2012.indd



Health Plans Available to Employees, Non-Medicare Retirees
and their Dependents

Aetna HMO

| Cigna HealthCare

DC 37 Med-Team (DC 37 members only)

Empire EPO

Empire HMO

GHI-CBP/Empire BlueCross BlueShield

GHI HMO )

HIP Prime HMO

HIP Prime POS

MetroPlus Health Plan (HHC Employees and Non-Medicare Retirees only)

Viytra Health Plans

RESTRICTIONS: Some health plans are only available in certain states and counties. Please
check the Summary Program Description booklet at www.nyc.gov/olr or call the health pians directly.

Health Plans Available to Medicare-Eligible Retirees
and their Dependents

Aetna Golden Medicare 10

Avmed Medicare Plan

BlueCross BlueShield of Florida Health Options, Inc.*
Cigna HealthCare for Seniors* (Arizona only)

DC 37 Med-Team Senior Plan (DC 37 Members Only)
Elderplan®

Empire Medicare Related Coverage

Empire MediBlue HMO
GHI/Empire BlueCross BlueShield Senior Care

GHI HMO Medicare Senior Supplement

HIP VIP Premier Medicare Plan*

Humana Gold Plus (certain counties in Florida)*
SecureHorizons by UnitedHealthCare *

RESTRICTIONS: Some health plans are only available in certain states and counties. Please
check the Summary Program Description booklet at www.nyc.gov/olr or call the health plans directly.

*Medicare eligible retirees who wish to enroll in these plans must enroll DIRECTLY with the health
plan. Please verify with the health plan of your choice whether or not you reside in its service area.
Do not use this form for enroliment in these plans.




[PSC-CUNY WF Office Use Only]
Enroliment Form -
PSC-CUNY Welfare Fund ASO
61 Broadway, 15" Floor Dental
New York, NY 10006 [l Stipend DWaived/Buy-out
Phone (212) 354-5230

Fax (212) 354-5363

A copy of your NYC Health Beneftis Application and Welfare Fund Domestic Partner Form (if applicable) must be attached.

Dependent information will be obtained from your NYC Health Benefits Application, unless you indicate otherwise.

NY State ID# N

Last Name First Name

Social Security Number - - Job Title

Home Address

City State Zip Code

Primary Contact # ( ) Primary Email

Date of Birth / / Sex L Marital Status ~ Domestic Partner |:|
|[CUNY Campus | |Health Insurance | Basic Rider
|Welfare Fund Dental Option | |Effective Date of Hire | |
Guardian Earliest CUNY Hire Date I
DeltaCare USA (Attach DeltaCare Form) Previous College (if applicable)

I hereby certify that all information | have provided on this Enrollment Form is true and accurate.

Member Signature Date / /

|[Co||ege HR Office Use Only] | l:l Check here if this enrollee is classified managerial

The individual named herein is eligible for coverage effective / /
/ /

Signature Position Date

[ PSC-CUNY Welfare Fund Use Only]

Status Authorization

ENR FORM Eff. 7/2011



Dental Benefits

This Benefit was changed Effective 01/01/2007

.- Coverage is provided to plan participants and eligible dependents through either

the Guardian Life Insurance Company or Delta Dental. Plan participants
are required to select one of the options for themselves and their families. Those
who do not make an election are automatically enrolled in the Guardian Program.
Both the Guardian program and the Delta program are available to eligible

members without premlum payment. Neither has a “rider” option.

Guardran Dental Guard Preferred

Thisis a "preferred provider” (PPO) program with two components:
1) access to a panel of dental providers who charge reduced fees, and

2) partial reimbursement for services rendered (by a Reimbursement

Schedule)

Benefits include most standard dental prooedures There are no annual or
lifetime maximum payment limitations. Plan participants may use any licensed
dentist to provide services, although non-participating dentists are not required to
charge the reduced fees, thereby eliminating the value of component 1)., above. .

The provider panel maintained by Guardian Life is Dental Guard
Preferred. _lnformation on participating dentists is available from Guardian:

Phone: =~ (800) 848-4567
Website: Guardian Providers
Schedule: PSC—CUNY Guardian Relmbursement Schedule

Frequency Limits: Standard prophylactlc care (cleaning and necessary x-rays rs
covered once every srx months). - ] ,
Benefit Limits: Coverage is not provided for certaln types of care. Please refer to

. Guardian Benefit. Limits and Guardian Contract Limitations. Limitations often
rmvolve techmcal matters Pre-Treatment Review i rs recommended = _

Pre-Treatment Revrew* Each plan partrcrpant is entitled to be informed by Guardlan
of the total cost, plan reimbursement and out—of-pocket costs associated with a
course of dental treatment. Fonns are available at pamcrpatmg dentrst ofﬁoes or

- . from Guardian.

Fifing a Claim: Claim for’ms‘ are available here or from participating orovrders by mail
from Guardian and through the Guardian Website. Guardian Forms have the mailing

address on them. Claim forms should be submltted to:



Guardian Group Dental Claims .

P.O. Box 2459
_Spokane WA 99210-2459

DeltaCare USA

Thls is a dental Health Mamtenance Orgamzatlon Members who enroll
will select a primary care dentist for each eligible family member. That dentist will
be responsible for all dental care mcludmg referral to specialists as necessary.
Members will pay for dental services in accordance with the agreements that

Delta has with the dentists. The patient fee is set for each service.

Unlike traditional insurance, there are no claims to complete or reimbursement
to await. There is no Annual or Lifetime limit on services. '

Enroliment in the Delta program is available each year and coincides with
the Clty-mde open enroliment period.

The HMO program is sponsored by Delta Dental and called

DeltaCare USA.

PMI Dental Health Plan
12898 Towne Center Drive
Cerritos, CA 90703-8579

It is administered by

Information on dentists participating with the HMO is available from Delta at their
Phone: (800) 422-4234 NJ Residents Only (800) 722-3524
Website: Delta Main Page and DeitaCare Providers .

Schedule' DeltaCare P Provider-AIlowed Charges . .

Benefit letts Coverage is not prowded for certain types of ¢ care Please referto
Delta Exc!usrons and Limitations. .

“Optional” Fee Payments: Certam procedures are deemed “optional” in the Delta
Fee list which typically indicates that it is a procedure that may exceed an accepted
norm of service. For example,.color-matched fillings are above .the norm on molars,
whereas they are standard practice on front teeth. Members who decide to have
color-matched fillings on molars would pay a higher fee and that fee is in accordance
with the profile of each dentist mamtamed by Delta dental. PM! Dental Health can

provide this mfon‘natron

Emergency Care. Whereas members are generally requ'ired‘to use the primary
dentist or an HMO specialist referred by that dentist, there is a provision for
emergency treatment up to $100 per year. Claim forms and regulatlons are
avallable from PMI Dental Health at the address listed above. : _




The City University of New York

Information regarding Pension System Membership

L. Full Time Instructional Staff (Including Exec. Comp, REM and Substitute titles):

All Full-time instructional staff is eligible for membership in either the Optional Retirement Program (ORP),
which refers to membership in TIAA/CR$EF and the Alternate Funding Vehicles, or the new York City
Teachers’ Retirement System (ERS) and who is appointed to a full-time instructional staff position may
retain membership in ERS as a “transferred contributor”, thereby revoking his/her rights to join any other
public pension plan in the future. Regardless of Choice, pension membership, with the exception of
Substitutes, is a mandatory for all full-time instructional staff. Substitutes can join the ORP only (unless
they are Transferred Contributors of another public pension).

New instructional staffs who are ERS members on a leave of absence from a civil service position must
remain in ERS until they have relinquished their leave, generally upon attainment of 13.3b status in the
instructional staff position. Once this status is attained, the employee has sixty (60) days to 1) elect to
remain in ERS, 2) transfer to TRS, or 3) elect membership in the ORP.

Any member of TRS or ERS who is eligible to elect membership in the ORP may be able to retain rights to a
TRS or ERS retirement benefit even if normal vesting time frames have not been met, provided
contributions to the system are not withdrawn. Please consult with your college Human Resources for
details.

IL. Full-time Civil Service Managers:

All full-time classified service personnel are required to join the New York City employees’ Retirement
System after six months from gaining permanent status (those in provisional status may elect to join
earlier). Civil Service Managers are also given the opportunity to join the Optional Retirement Program
upon appointment to their position, pursuant to the rules cited in “1.” above.

My signature below indicates that | have read the information above and have consulted with my college
Human Resources regarding any questions I may have had concerning my pension program options and
rights.

Name Signature

HR Verification

The information within this document is based upon currently available information and should not be considered the sole source
of information regarding pension membership. In all cases, the provisions of governing laws, rules and regulations prevail.



The City University of New York
RETIREMENT PROGRAM ELECTION FORM

For Full-Time Instructional Staff/Civil Service Managers

This Form is to be used for Eligible employees of CUNY who are appointed, promoted, transferred of reclassified to
an eligible Instructions Staff/Civil Service Managerial position and must be filed within 30 days of written
notification of eligibility (for new employees, filing must occur within 30 days of appointment). For those electing
the Optional Retirement Program (ORP), must enroll on line. Those failing to complete the election process within
the statutory time frame noted above are forced into membership with the NYTRS by law (Civil Service Managers
into the NYCERS).

Section 1: Personal Information

Name: Social Security Number:

Address:

College: Borough of Manhattan Community College Job Title: Pension No. (if any)

Section 2: Election of Retirement Program

Having received written notification of my retirement program options and having satisfied myself as to the
desired retirement program available to me by or pursuant to law in connection with my employment by the City
University of New York, [ hereby make the following election in regard to my participation in the retirement
program as specified below (Check only one)

1. O The Optional Retirement Program (ORP). I understand that I have to complete the application for
TIAA/CREF process on line;

2. [ The New York Teachers’ Retirement System* (Instructional Staff members only, unless already a

member of the NYCTRS through a former position on public service);

3. [ The New York City Employees’ Retirement System* (Classified Managers only, unless already a

member of NYCERS through a former position on public service);

4. [ The Board of Education Retirement System* (for current members only)

5. [ Ihave been appointed to a Substitute position, and opt not to join the ORP; therefore, I choose not to be

a member of a pension system at this time

Employee Signature/Date Verification by HR/Date

*Those participating as Transferred Contributors please check here.




The City University of New York

Information regarding Pension System Membership

L. Full Time Instructional Staff (Including Exec. Comp, REM and Substitute titles):

All Full-time instructional staff is eligible for membership in either the Optional Retirement Program (ORP),
which refers to membership in TIAA/CR$EF and the Alternate Funding Vehicles, or the new York City
Teachers’ Retirement System (ERS) and who is appointed to a full-time instructional staff position may
retain membership in ERS as a “transferred contributor”, thereby revoking his/her rights to join any other
public pension plan in the future. Regardless of Choice, pension membership, with the exception of
Substitutes, is a mandatory for all full-time instructional staff. Substitutes can join the ORP only (unless
they are Transferred Contributors of another public pension).

New instructional staffs who are ERS members on a leave of absence from a civil service position must
remain in ERS until they have relinquished their leave, generally upon attainment of 13.3b status in the
instructional staff position. Once this status is attained, the employee has sixty (60) days to 1) elect to
remain in ERS, 2) transfer to TRS, or 3) elect membership in the ORP.

Any member of TRS or ERS who is eligible to elect membership in the ORP may be able to retain rights to a
TRS or ERS retirement benefit even if normal vesting time frames have not been met, provided
contributions to the system are not withdrawn. Please consult with your college Human Resources for
details.

IL. Full-time Civil Service Managers:

All full-time classified service personnel are required to join the New York City employees’ Retirement
System after six months from gaining permanent status (those in provisional status may elect to join
earlier). Civil Service Managers are also given the opportunity to join the Optional Retirement Program
upon appointment to their position, pursuant to the rules cited in “I.” above.

My signature below indicates that I have read the information above and have consulted with my college
Human Resources regarding any questions I may have had concerning my pension program options and
rights.

Name Signature

HR Verification

The information within this document is based upon currently available information and should not be considered the sole source
of information regarding pension membership. In all cases, the provisions of governing laws, rules and regulations prevail.



HOW TO ENROLL ONLINE

TIAA-CREF has made it easy for you to enroll online in the CUNY retirement program.

TO ENROLL ONLINE:
LOG IN TO www.tiaa-cref-org /cuny AND CLICK
“ENROLL NOW"

8 Click on the link for the plan(s) you want to enroll in.

® Follow the on-screen directions to complete your

BE READY WITH YOUR:

® Investment choices and allocations

Go to www.tiaa-cref.org/cuny to review your
investment choices including:

— One-Decision Strategy - Allocate 100% of your

investment to the TIAA-CREF Lifecycle Fund enrollment application.
i ti t.
closest to your estimated year of retiremen NOTE: At the allocations screen, you can click on any
— Build Your Own Portfolio Strategy - Indicate the investment choice to view its fact sheet.
ibuti t all .
percentepeol paprconhion s Egloonted Once you complete your enrollment, you can retrieve and
to each fund/account you choose. ; ; u 5
print a confirmation page from the “Congratulations” screen.

® Social Security Number
= Beneficiary’s Social Security Number (optional),
birth date and address

IMPORTANT
If you partxc;pate in the Voluntary Savings. Program (Tax-Deferred Annmty), you must complete and submlt a Salary

Reduction Agreement form for your enrollment apphcatlon to be processed.

COMPLETE YOUR SALARY REDUCTION AGREEMENT
- You may be able to access your agreement at tiaa-cref.org/cuny. If so, download and print it, fill it out, and return it to

your Benefits Office. If it is not avaﬂab]e get an agreement from your Benef' ts Office Comp]ete it and return it to your

Benef ts Office. -

HELP IS READY FOR YOU
If you need assistance with enrolling online, call TIAA-CREF at 800 842-2776, Monday through Friday, from 8 a.m. to

10 p.m., and Saturday from 9 a.m. to 6 p.m. (ET). We will guide you through the online enrollment process.

Any withdrawals you make from your account may be subject to ordinary income tax and an additional 10% federal

tax may apply if you make a withdrawal prior to age 59%. There are risks when investing in securities, including
Lifecycle Funds. Read the prospectus before making any investment choices.

You should consider the Investment objectives, risks, charges and expenses carefully before investing. Please call
877 518-9161 or go to tiaa-cref.org for a prospectus that contains this and other information. Please read the
prospectus carefully b_efore Investing. TIAACREF Individual & Institutional Services, LLC, and Teachers Personal Investors Services, Inc.,
members FINRA, provide advisory services and distribute securities products. TIAA (Teachers Insurance and Annuity Association), New York, NY issues
annuities. FINANCIAL SERVICES FOR THE GREATER GOOD is a registered trademark of Teachers Insurance and Annuity Association.

©2008 Teachers Insurance and Annuity Association-College Retirement Equities Fund (TIAA-CREF), New York, NY 10017

TIAA
CREF

42337 FlNANGIAL SERVICES 94817-21078-2144
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CHOOSING A PENSION PLAN: A GUIDE FOR NEW MEMBERS

New York State law mandates participation in a retirement system for full time members of the instructional staff. New staff

members have 30 days from the effective date of their appointment to choose a retirement program, and the choice is

irrevocable. If no choice is filed within 30 days, the law mandates that the member be assigned to the New York City

Teacher’s Retirement System (TRS).

Full-time instructional staff members must choose between the New York City Teachers’ Retirement System (TRS) and the

Optional Retirement Program (ORP). Those who elect the Optional Retirement Program must choose investment options

through either Teachers Insurance and Annuity Association-College Retirement Equities Fund (TIAA-CREF) or through the

alternate funding vehicles offered by Guardian or MetLife. More information may be obtained from your college HR Office.

Adjuncts employed by CUNY are only eligible for membership in TRS and may join at their option. Additional information on

choosing a pension plan is available from Jared Herst, PSC Coordinator of Pension and Welfare Benefits at (212) 354-1252

or jherst@pscmail.org.

CUNY’s Pension Options

System

New York City Teachers’ Retirement System (TRS)

Optional Retirement Program

Type of Basic
Retirement Plan

Defined benefit plan: Benefits are based on age, Final
Average Salary* (FAS) and years of employment.

*Final Average Salary (FAS): Average of your highest five
consecutive annual salaries with certain limitations.

Defined contribution plan: Benefits are based on the amounts
contributed by the employer and employee and earnings of the
employee’s choice of investments.

Vesting

After ten years of total credited service

After 366 days of continuous full-time employment. (Immediate
if employee has a pre-existing, vested TIAA-CREF Retirement
Annuity (RA) or Group Retirement Annuity (GRA) Contract.)

Retirement Age

Age 63: Immediate, unreduced benefits.
Age 55 to 62: Immediate, reduced benefits at 6.5% per
year between those ages.

No age limitation: A member may choose to retire and begin
annuity income after vesting without a reduction in benefits.

NYC Retirement
Health Benefits

Full-time CUNY employees with 10 years of credited
service, age 55 old and receiving a pension. Health
insurance premiums are deducted from employees’ basic
pension payouts in retirement.

A member with at least 15 years of pensionable, continuous, full-
time CUNY service and who is at least age 62. Note: As of
9/1/05, if you are a health-benefits-eligible retiree, you are
required to maintain $50,000 in reserve, with TIAA-CREF, in
order to pay for retiree health insurance premiums. Additional
reserve amounts may be required depending on the health plan
you select or to cover future insurance rate increases.

Retirement
Allowances

For Members who join TRS after 3/31/2012: Less than 20
years of service: 1.67% x FAS x years of service.

20 years of service: 1.75% x FAS x Years of service (for first
20 years) + 2% FAS for each year of total service credit
above 20.

Retirement benefits are based on total accumulations, age at
retirement, and the income options selected.

Contribution
Rates

Employee pays 3% of regular compensation on a federally
tax-deferred basis through 3/31/2013. Thereafter, the
contribution rate varies for the remainder of service,
dependent upon an employee’s salary:

--$45,000 or less 3.00%
--More than $45,000 to $55,000: 3.50%
--More than $55,000 to $75,000 4.50%
--More than $75,000 to $100,000 5.75%
--More than $100,000 6.00%

Employer contributes a lump-sum annually to TRS

Employee pays 3% of regular compensation on a federally tax-
deferred basis through 3/31/2013. Thereafter, the contribution
rate varies for the remainder of service, dependent upon an
employee’s salary:

--$45,000 or less 3.00%
--More than $45,000 to $55,000: 3.50%
--More than $55,000 to $75,000 4.50%
--More than $75,000 to $100,000 5.75%
--More than $100,000 6.00%

Employer pays 8% of salary for the first seven years of
employment and 10% thereafter until the remainder of the
employee’s service.
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CHOOSING A PENSION PLAN: A GUIDE FOR NEW MEMBERS (continued)

System

New York City Teachers’ Retirement System (TRS)

Optional Retirement Program

Tax-Deferred
Annuity (TDA)

Voluntary TRS TDA 403(b) is available for members of
TRS basic retirement plan.

Voluntary TIAA-CREF TDA 403 (b) is available

Note that other tax-deferred retirement investment options are also available. For more information, contact

your campus HR benefits officer or

reach out to Jared Herst at PSC-CUNY.

Retirement
Disability
Benefits

Ordinary Disability benefits: 10 or more years of
service credit required.

Accident Disability Benefits: No minimum service
requirement.

A member who has been certified disabled and retires
may receive annuity payments and city-provided health
benefits after 10 years of full service.

Death Benefit:

Beneficiar(ies)
of Active
Employees in
Basic Pension

Member contribution accumulation (member
contributions +interest) + death benefit equal to one
year’s salary for one year of service, two years’ salary
for two years of service and three years’ salary for
three or more. Reductions may be applicable
depending on age.

Total accumulations in a member’s basic retirement plan.

Loans

Yes, to the maximum allowable by law from a
member‘s contributions to basic retirement plan,
TDA, 457 (b) and 401 (k) plans.

Yes, to the maximum allowable by law from a member’s
basic retirement plan, TDA, 457 (b) and 401 (k) plans.

*The preceding is for information al purposes only. It is a preliminary interpretation of 2012 Tier VI legislation & subject to change.

American Federation of Teachers Local 2334
New York state United Teachers ® New York State AFL CIO
American Association of university Professors ¢ New York City Central Labor Council




BMCC

Human Resources Borough of Manhattan Community College 199 Chambers Street
The City University of New York New York, NY 10007-1097
www.bmce.cuny.edu tel. 212-220-8300
fax 212-220-2364

Tax Certification for Foreign Nationals
(Excluding Applicants with Permanent Resident Status)

The City University of New York has currently implemented the GLACIER online tax
compliance system and all Foreign Nationals will be required to register through it, in order to
ensure that the appropriate taxation is deducted from you wages. To complete your individual
tax record, you will need to obtain instructions and a password from the Office of Human
Resources. Please contact the individuals listed below at your earliest convenience, but no
later than 10 days after your employment begins.

Annetta Diih Gloria Chao
Phone Number: (212) 220-8300 Phone Number: (212) 220-8300
E-Mail Address: adith@bmcc.cuny.edu E-Mail Address: gchao@bmcc.cuny.edu

Please note that unless your record is completed in GLACIER, and copies of the supported
documents are submitted, the Payroll Office had been instructed to withhold taxes at the
maximum rate of withholding until your record in GLACIER has been completed.
Furthermore, any taxes withheld will not be refunded by the Payroll office under circumstance.

I have been notified of my requirements to complete certain information in GLACIER. 1
understand that I must go to the Office of Human Resources to obtain access and instructions for
GLACIER.

Employee Name (Print)

Employee Signature Date

E-mail Address (CUNY e-mail preferred) Employee Phone Number

Form I-9 Certifier Signature Date




THE CITY UNIVERSITY OF NEW YORK COMMUTER BENEFITS PROGRAM
WageWorks:

TRANSITBENEFIT PLANS

Submit completed form to: Your College TransitBenefit Coordinator www.cuny.edu/transitbenefit www.getwageworks.com/nyc
EMPLOYEE ACTION
NEW CHANGE PERSONAL INFORMATION CHANGE DEDUCTION SUSPEND DEDUCTION CANCELLATION
(Enroll) (Change Mailing address, Email or Telephone) (Change Transit Plan and/or Amount (Temporarily Stop Transit Plan (Terminate Your Transit
Deducted from Pay each Month) Deduction from Pay) Plan Payroll Deduction)

EMPLOYEE IDENTIFICATION (Al fields in this section are required and must be filled out completely. Please Print.)

Social Security / ERN DOB MM__ /DAY

Name (First/Middle/Last)

Address Line 1

Address Line 2**

City/State/Zip

Email Address Telephone

* Located on your pay statement or check stub. ** Apt.#, FL# or Box# if applicable.

(Please select One of the following plans by writing your initials in the column next to the Transit Plan of your choice.
TRANSIT PLAN AUTHORIZATION Please enter the total amount, including dollars and cents, you want deducted from your pay each month.)

ACCESS-A-RIDE COMMUTER CARD - Unrestricted TRANSIT PASS
($3.05 Monthly Admin Fee ($1.77 Monthly Admin Fee ($3.05 Monthly Admin Fee
through Payroll Deductions) through Payroll Deductions) through Payroll Deductions)
Employee Monthly Employee Monthly Employee Monthly
Initials Deduction Amount* Initials Deduction Amount* Initials Deduction Amount*
$ $ $

*For the Commuter Card — Unrestricted, Transit Pass and Access-A-Ride plans you may elect any amount up to $800

SUSPEND TRANSIT PLAN DEDUCTION

Submit at least 2 weeks before you want to suspend your deduction. Remember, administrative deductions will continue when applicable. If you are also enrolled in the Commuter Benefits Parking Plan,
the parking plan will be suspended for the same period. Please note this will only suspend your payroll deduction. To also suspend your transit pass orders you must do so directly with Wageworks at

www.wageworks.com or 1-877-924-3967. MONTH DAY YEAR MONTH DAY YEAR
PAY DATE TO SUSPEND DEDUCTION PAY DATE TO RESUME DEDUCTION

EMPLOYEE CERTIFICATION

| hereby authorizeTthe City University of New York to deposit my payroll deduction as indicated above into my Wageworks Commuter Benefits Transit Account.

| also grant authorization for the reversal of a credit to my account in the event the credit was made in error. | understand that, under the “National Automated Clearing House Association” operating
guidelines and rules, The City University of New York can only reverse the amount of the incorrect direct deposit.

| understand, according to the Internal Revenue Code, that the average monthly amount of my transportation deductions should not exceed my average monthly cost of public transportation to and from
work. If my average monthly cost of public transportation to and from work should change, | will change my deduction plan to accommodate my new circumstance. Furthermore, no reimbursement will be
provided for pre-tax transportation fringe deductions. Upon cancellation, voluntary or otherwise, any funds remaining in my Transit Account will be available for use for a period of 90 days from the effective
date of cancellation. Residual funds remaining in the account beyond the 90 day period will be forfeited.

| understand there is a monthly fee to cover administrative costs of the program. Said fee will deducted from my post-tax pay each month. The administrative charge is non-refundable. The administrative
fees and charges are as follows:

TRANSIT PLAN FEE CHARGE METHOD

Access-A-Ride $3.05 Deducted from post-tax pay
Commuter Card-Unrestricted $1.77 Deducted from post-tax pay.
Transit Pass $3.05 Deducted from post-tax pay.

| grant authorization for The City University of New York to provide my enroliment information, including mailing address, phone number and e-mail address to Wageworks for uses exclusively related to the
administration of the program.

| understand that this authorization will remain in effect until | submit a new request for a change or cancellation.

| understand that my Commuter Benefits transit account balance and information will be maintained by Wageworks and are accessible online at www.wageworks.com or by calling Wageworks Customer
Service at 1-877-WageWorks (1-877-924-3967). MONTH DAY YEAR

Employee Signature DATE |

AGENCY PAYROLL SECTION
Payroll # Personal information updated in PayServ / PMS (check all that apply): MONTH DAY  YEAR
|:| Mailing |:| Email |:| Phone PAYSERV / |
Address Address Number pMS ENTRY DATE

| certify that the above data was entered in PMS via EForms:

Prepared By (Please Print) Signature Date

WW-TRANSITBENEFIT-FORM (Dec 2013)



THE CITY UNIVERSITY OF NEW YORK COMMUTER BENEFITS PROGRAM
WageWorks’

PARK-N-RIDE PLAN

Submit completed form to: Your College TransitBenefit Coordinator www.cuny.edu/transitbanefit www.getwageworks.com/nyc

IMPORTANT INFORMATION FOR EMPLOYEE

To enroll in the Commuter Benefits Program Park-n-Ride Plan, you must be jointly enrolied in one of the following Commuter Benefits Program TransitBenefit Pians: Commuter Card Plan or the
Transit Pass Plan,
Only Parking expenses at or near a public transportation stop or stafion that you use to commute to work are eligible under this plan. With the Park-n-Ride pian, you pay an administrative fee of
$3.05 per manth through payroil deductions.
In this pian, you fund a parking account with WageWoris with your pre-tax and post-tax payroli deductions and you select your Park-n-Ride payment option on the WageWorks system. WageWorks
offers three parking payment options: « Pay My Parking = Parking Card + Pay Me Back,

Two business days after you enroli in the Pari-n-Ride Pian, go to www.wageworks.com or call WageWorks at 1-877-WageWorks [1-877-924-3967) Monday through Friday, from 8a.m.to & p.m.

Eastern Time, to select your preferred WageWorks parking payment option,

Pl identif C. ¢ i i i i d b it it i
TRANSITBEN EFIT PLAN |DENT|F|CAT|ON n:;ats; rthinpllaynt'he ommuter Benefits TransitBenefit Plan in which you are enrolled by writing your initials in the cotumn

COMMUTER CARD Employee Initials TRANSIT PASS Employee Initials
Unrestricted ,

EMPLOYEE ACTION-

NEW CHANGE PERSONAL CHANGE DEDUCTION SUSPEND DEDUCTION RESUME DEDUCTION CANCELLATION
{Enroll) INFORMATION {Change Amoun! Deducted (Temporarily Stop Deduction (End Suspension, Resume {Terminate Payrol!

(Change Mailing Address, from Pay each Month) from Pay) Deduction from Pay; Beducton)
Email or Telephone)

EMPLOYEE IDENTIFICATION (Al fields in this section are required and must be filled out completely. Please Print.)

Employee Reference #*

Name (FirstMiddie/Last)

Address Line 1 Address Line 2

City/State/Zip

Email Address Telephone

" Located on your pay statement or check stub " ApLE, FI# or Box# if applicable
PARK-N-RIDE DEDUCTION AUTHORIZATION

Piease enter the total amount, in doliars and cents, you wani deducted irom your pay each month, Monthly Deduction Amount I 53
!

SUSPEND or RESUME PARK-N-RIDE DEDUCTION

Submit at ieasl 2 weeks before you want to suspend your deduciion from pay or when you want to resume the oeduction from being withneld from pay. A separate form will pe required o resume fhe deduction.

Please place your initiats next to the action you are suthorizing. Remember, adminisirative deductions will continue when applicable  Please note this will oniy suspend or rasume your payroll deduction. To also

suspend or resume your Park-n-Ride payment options vou must do so direcliy with Wageworks at www.wageworks.com or 1-877-524-3967.
MONTH DAY

YEAR
PAY DATE TO SUSPEND DEDUCTION { ! p b i I l —l PAY DATE TO RESUME DEDUCTION '

Empioyee Iniiials Employee initials

MONTH DAY YEAR

EMPLOYEE CERTIFICATION

I hereby authorize The City University of New York io deposit my payroll deduction as indicated above inta my WageWorks Commuter Benefts Parking Account.

| also grant authorization for the reversal of a credit to My account in the event the credit was made in error | understand that. under the "Nalional Automated Clearing House Association” operating guidelines
and rules, The City University of New York can only reverse the amount of tne incorrect direct deposit "

| understand, according (o the Internal Revenue Code, that the average monthly amount of my trensportation deductions should not excesd my average menthly cost of public transoortation to and from WOk,
i my average monthiy cost of pubiic transportation to and from work shouild change. | will change my deduction plan to accommodaie my new circumstance. Furthermore, no reimbursement will be provided
for pre-tax transportation fringe deductions. Upon cancellation, woluriary or otherwise, any funds remaining in my Parking account will be forfeited cn the effective date of canceliation,

| understand that $3.05 per month, to cover administrative costs of the program, will be deducted from My post-tax pay each month my account is debited for purchases andior charges. The aoministrative
cnarge is non-eiundable, in addition to the administrative fee { pay for Park-N-Ride, | must enroll in anather Commuter Pian and pay the administrative fee asscciated with that pian.

I grant authorization for The City University of New York to provide my enroliment information, Inciuding mailing address, phone number and e-mail address to WageWorks for use exciusively refated to the
administration of the program.
| understand that this authorization will remain in effect until | submit a new request for a change or canceliation,

I understand thal my Commuter Benefits Parking Account balance and information will be maintained by WageWorks. Parking Account orders must be placed directly through WageWorks. Parking Account
oraer processing and balance information is accessible online at www.wageworks.com or by calfing WageWorks Custormer Service at 1-877-WageWorks (1-877-824-3367). MONTH DAY YEAR

Empioyee Signature DATE

AGENCY PAYROLL SECTION

Payroil # Personal information updated in PMS (check all that apply) MONTH DAY YEAR
Mailing Email ‘' Phone
Address Address Number PMS ENTRY DATE
! ; ; ; Commuter Card T ;
i i P
I confirm that this employee is jointly enrolled in the fo lowing TransitBenefit Plan Ufrasisasd Transit Pass

| certify that the above data was enterad in PMS vis EForms

Prepared By (Piease Print) Signature Date

VANMLPARK-N-RINF-ENRM (Dac 20404



New Health Insurance Marketplace Coverage Form Approved

Optionsand Your Health Coverage OMS No. 12100149

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic
information about the new Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one—stop shopping" to find and compare private health insurance options. You may also be eligible
for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance
coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet certain standards. The savings on your premium that you're eligible for depends on
your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards. you will not be ehlagible
for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be
eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost—sharing if your employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from vour
employer that would cover you (and not any other members of your family) is more than 9.5% of your household

income for the year, or if the coverage your employer provides does not meet the "minimum value" standard set by the
Affordable Care Act, you may be eligible for a tax credit.’

Note: If vou purchase a health plan through the Marketplace instead of accepting health coverage offered by your
employer, then you may lose the employer contribution (if any) to the employer—offered coverage. Also, this employer
contribution —as well as your employee contribution to employer—offered coverage— is often excluded from income for
Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after—
tax basis.

How Can | Get More Information?

For more information about your coverage offered by your employer, please check your summary plan description or
contact vour College Health Benefits or Human Resources Office. Get the SPD at www.psccunywf.org

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.

1 An employer—sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered
by the planis no less than 680 percent of such costs.



PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered
to correspond to the Marketplace application.

3. Employer Name: 4. Employer Identification Number (EIN)
City University of New York 13-6400434

5. Employer Address 6. Employer phone Number
205 E 42 Street N/A

7. City 8. State 9. Zip Code
New York NY 10017

10. Who can we contact about employee health coverage at this job?
Employee’s College Health Benefits or Human Resources Office

11. Phone number (if different from above) 12. Email Address
212-354-5230 N/A

Here is some basic information about health coverage offered by this employer:
« As your employer, we offer a health plan to:
[ All employees.

Some employees. Eligible employees are:

Certain part-time employees classified as adjuncts and who meet credit hour and longevity criteria may receive basic
health insurance through their union's Welfare Fund. Refer to that SPD at www.psccunywf.org

- With respect to dependents:
We do offer coverage. Eligible dependents are:

legal spouse, certified domestic partner, children under age 26 as follows: natural children, adopted children, children
under a medical support court order, children for whom employee is the legal guardian, children who are the employee's
tax dependent, health plan certified disabled children. See the SPD for more info at www_psccunywf.org

[0 We do not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to
be affordable, based on employee wages.

we e

Even if your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household income, along with other factors,
to determine whether you may be eligible for a premium discount. If, for example, your wages vary from
week to week (perhaps you are an hourly employee or you work on a commission basis), if you are newly
employed mid—year, or if you have other income losses, you may still gualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your
monthly premiums.



BMCC

Human Resources Borough of Manhattan Community College 199 Chambers Street
; The City University of New York New York, NY 10007.1097
www.bmce.cuny.edu tel. 212-220-8300

fax 212-220-2364

Primary: Name of Emergency Contact:

Relationship:

Address:

Home Phone Number:

Business Number:

Cell Phone Number:

Secondary: Name of Emergency Contact:

Relationship:

Address:

Home Phone Number:

Business Number:

Cell Phone Number:;

Name (Print) Department

Signature ) Date

HR 5-2011



