Form W-4 (2014)

Company Name

Departments

Workers Comp

Deductions

Salary/Hourly

Date of Hire

Date of Birth

Phone Number

Personal Allowances Worksheet (Keep for your records.)

Enter “1” for yourself if no one else can claim you as a dependent .
® You are single and have only one job; or

Enter “1” if: * You are married, have only one job, and your spouse does not work; or
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more

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

Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .

Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above)
Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit

Mmoo

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.

e |f your total income will be less than $65,000 ($95,000 if married), enter “2” for each eligible child; then less “1” if you have three or more eligible children.
e |f your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for each eligible

child plus “1” additional if you have six or more eligible children .

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

G

For accuracy, e If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
complete all and Adjustments Worksheet on page 2.
worksheets * |f you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed

that apply.

$50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.
e If neither of the above situations applies, stop here and enter 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.

v . . . gn
w_4 Employee's Withholding Allowance Certificate OMB No. 1545-0074

Form

Department of the Treasury > Wt_1ether you are entitled to claim a certain number of aI_Iowances or exemption from withholding is 2 @ 1 4

Internal Revenue Service subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

1

Your first name and middle initial Last name

2 Your social security number

Home 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 is a nonresident alien, check the “Single” box.

City or town, state, and ZIP code

4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » |:|

[}

Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5

Additional amount, if any, you want withheld from each paycheck

| claim exemption from withholding for 2013, and | certify that | meet both of the foIIowmg condltlons for exemptlon
e Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
e This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here .

6%

> 7]

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

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

Date »

8

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

9 Office code (optional)

10 Employer identification number (EIN)

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

Cat. No. 10220Q
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Employment Eligibility Verification USCIS

. Form I-9
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

»START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

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

Last Name (Family Name) First Name (Given Name) Middle Initial | Other Names Used (if any)
Address (Street Number and Name) Apt. Number City or Town State Zip Code
Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address Telephone Number

| am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am (check one of the following):
[] A citizen of the United States

|:| A noncitizen national of the United States (See instructions)

|:| A lawful permanent resident (Alien Registration Number/USCIS Number):

|:| An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy)
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:

1. Alien Registration Number/USCIS Number:
3-D Barcode
OR Do Not Write in This Space

2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: Date (mm/dd/yyyy):

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

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

Signature of Preparer or Translator: Date (mm/dd/yyyy):
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @

Form I-9 03/08/13 N



Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the following information: document title,

issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A

Identity and Employment Authorization

OR List B

Identity

AND

Employment Authorization

List C

Document Title:

Document Title:

Document Title:

Issuing Authority:

Issuing Authority:

Issuing Authority:

Document Number:

Document Number:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Expiration Date (if any)(mm/dd/yyyy):

Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions.)

Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Signature of Employer or Authorized Representative

Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial | B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative: Date (mm/dd/yyyy): Print Name of Employer or Authorized Representative:

Form I-9 03/08/13 N




POST-JOB OFFER MEDICAL QUESTIONNAIRE

Name:

NOTICE TO OFFEREES: In compliance with the Americans with Disabilities Act of 1990 (ADA), you have received a conditional offer of
employment. This medical history statement is required of all offerees. The answers to the medical history statement and any medical examination
will be kept confidential and in separate files in compliance with ADA requirements. The job offer, which you have received, is conditioned upon
satisfactory completion and review of this medical history statement, any required medical examination or follow up, and job assignment
availability.

EMPLOYEE AFFIRMATION: I herewith affirm that the employer has made me an offer of employment, conditioned on the satisfactory
completion of this questionnaire. The purpose of this inquiry is: to determine whether I currently have the physical qualifications necessary to
perform the job that has been offered; to determine whether and what accommodations may be necessary, and to determine whether I can perform
the job without posing a significant direct threat to the health and safety of myself or others. This information will be kept confidential in a separate
medical file, apart from my personnel file. T hereby affirm that the questions in the medical questionnaire have not been asked of me by anyone with
the employer until after I have signed this statement and been offered a conditional job.

1. Have you ever had or been treated for any of the following conditions or diseases?
YES NO YES NO
Herniated Disc 1 O Knee injury O O
Surgical removal of disc or spinal fusion O O Back injury 0 O
Diseased process of the spine 1 O Neck injury ] O
Chest pain |:] [:] Shoulder injury D D
Arthritis or rheumatism D |:| Arm/hand injury D D
2. Ifyou answered “yes” to any of the above, please explain.
3. Please list any conditions or diseases (including ones not listed above) for which you have been treated in the past three years. If no treatment
has been provided, state “none. |:] NONE
4. Have you ever been hospitalized? If so, for what condition? If you have not been hospitalized, state “none.” D NONE
5. Have you had a major illness in the past five years? If none, state “none.” D NONE
6. How many days were you absent from work in the past year? If none, state “none.” |:] NONE
7. Do you have any physical or mental disabilities that could interfere with the performance of your duties? ] YES []No
If yes, what accommodations to your disabilities do you suggest?
8. Do you have AIDS/HIV or any communicable diseases? (Do not identify AIDS/HIV unless your position involves the provision of medical
care or other risk of blood transmission.) [:I YES |:| NO If yes, please explain.
9. Has a doctor given you an impairment rating? If so, please provide the reason and the percentage of impairment.
If not, state “none.” D NONE
10. Have you ever had any injury, operation or any disability not covered by the above questions? If yes, please explain.
If not, state “none.” D NONE
11. Are you taking any prescribed drugs that would interfere with your job performance? If yes, please list the medications.
If not, state” none”. || NONE
12. HOW MUCH WEIGHT CAN YOU LIFT COMFORTABLY?

Less than 15 pounds |:] 15-25 pounds D 25-50 pounds D over 50 pounds D over 100 poundsD

13 Have you ever received workers' compensation for on-the-job injury? _Yes _No. If yes

write why, when and where.

14 Have you ever received a disability rating or had one assigned to you by an insurance

insurance company a federal or state agency: %

Signature Date

RMP-10 (REV 02/10) Client Name Title of Job Offered



EMPLOYEE ACKNOWLEDGEMENT OF PROBATION

To

Company

SUBJECT: ACKNOWLEDGEMENT OF PROBATION PERIOD

Date:

I understand that I am on probation as an employee of the first ninety days of my

employment which started on for the purpose of the Florida
“Unemployment Compensation Law”. Tunderstand if my employer discharges me for
unsatisfactory work performance under the “Florida Unemployment Compensation Law”
my employer will not have his account charged for any unemployment benefits I might
be determined eligible for in the future.

I acknowledge that I signed this form within (7) days of my employment

Company witness Employee Signature

(Social Security No.)

Date



New Health Insurance Marketplace Coverage o Aoproved
Options and Your Health Coverage OMB No. 1210-0149

(expires 11-30-2013)

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.

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 eligible
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 your
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 you 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?

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 60 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)

5. Employer address

6. Employer phone number

7. City

8. State

9. ZIP code

10. Who can we contact at this job?

11. Phone number (if different from above)

12. Email address

You are not eligible for health insurance coverage through this employer. You and your family may be able to obtain
health coverage through the Marketplace, with a new kind of tax credit that lowers your monthly premiums and with

assistance for out—of—pocket costs.



