3

V.

For the best experience, open this PDF portfolio in
Acrobat 9 or Adobe Reader 9, or later.

Get Adobe Reader Now!



http://www.adobe.com/go/reader


Potomac CoNFERENCE CORPORATION
Human Resources

A A

Potomac Conference Corporation of Seventh-Day Adventists (PCCSDA) is a religiously-qualified Equal Opportunity Employer, with the right to prefer Seventh-day Adventists in
hiring. It is the policy of PCCSDA to recruit and promote all job classifications on the basis of merit, qualification, competence, attitude and spiritual commitment. No aspect of
employment shall be influenced by race, color, national origin, sex, age or handicap. Your application will be kept on file for 60 days. If you want to be considered for
employment after 60 days from the date of this application you must complete and submit a new application. PLEASE PRINT CLEARLY- Complete all sections.

Position Applied For Location Date
Last Name First Middle
Address Home Phone
City State Zip Cell Phone
Email address Are you a member of the Seventh-day Adventist Church? Yes No
Church Membership Pastor’s Name
EDUCATION
) Course of | No. of Years Did you Degree/ Major(s)/
hool N L f School
Schoo ame and Location of Schoo Study Completed Graduate? Diploma Minor(s)
. O Yes
High School
& O No
Business/ O Yes
Technical O No
College/ O Yes
University d No
Graduate/ O Yes
Professional O No

SPECIALIZED SKILLS

List any additional qualifications

Please list all languages (including English) that you speak, read, and write professionally

Speak Read Write Comments
English | | O
O O O
O O O

Equipment/computer skills

Other business/job related training and experience

CERTIFICATES/LICENSES

List certificates or licenses held

Has any certification or license ever been denied, curtailed, suspended, revoked, or subject to an investigation?

UPDATED 01/2017 1





EMPLOYMENT HISTORY (or attach resume)
If resume is attached, please complete * Sections
DATES EMPLOYER, ADDRESS & PHONE* JoB & MAJOR DUTIES REASON FOR LEAVING*
From: Title:
Duties:
To: IMMEDIATE SUPERVISOR*
DATES EMPLOYER, ADDRESS & PHONE* JoB & MAJOR DUTIES REASON FOR LEAVING*
From: Title:
Duties:
To: IMMEDIATE SUPERVISOR*
DATES EMPLOYER, ADDRESS & PHONE* JoB & MAJOR DUTIES REASON FOR LEAVING*
From: Title:
Duties:
To: IMMEDIATE SUPERVISOR*
EMPLOYMENT REFERENCES
Name Phone Number Company/Address/Email Relationship to You
1.
2.
3.
ADDITIONAL INFORMATION
May we contact your current employer? O YES [ NO
If hired, can you provide satisfactory proof of identity and legal right to work in the U.S. as required by law? 0 YES [ NO
Have you ever been convicted of or pled guilty to a criminal charge? 0 YES [ NO

(If yes, attach a detailed explanation. The existence of a criminal record does not constitute an automatic bar to employment)

Are you able to perform the essential functions of the position for which you are applying with or without reasonable accommodation?
O YES O NO
| agree to authorize the Potomac Conference Corporation of SDA to perform a background check 0 YES [ NO

CERTIFICATION OF APPLICATION INFORMATION
| certify that all of the information on this employment application and any resume or exhibit is true, correct and complete. | have not withheld any information requested on
this application. | understand that false, misleading, incomplete or omitted information on this application or my resume will result in disqualification for employment or, if | am
hired, dismissal from employment. | authorize the employing organization and its agents to confirm information supplied on this application and my resume and to investigate
my suitability for employment. | agree to furnish additional information if requested. | release all parties and persons from any claims, liabilities and damages that may result
from requesting or furnishing information about me to employing organizations, as well as from using such information in considering my employment application. | understand
that if employed | must complete an I-9 form and provide satisfactory proof of my identity and legal authority to work in the U.S. If employed, | agree to conform to the policies
and standards of the employing organization. | understand that no one other than the conference administrator or designee is authorized to enter into any employment
agreement for any specific time period, or make any agreement contrary to the foregoing.

SIGNATURE OF APPLICANT DATE
. _____________________________________________________________________________________________________________|
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CONFLICT OF INTEREST AND/OR COMMITMENT POLICY
Potomac Conference Corporation of Seventh-day Adventists

DEFINITION - Conflict of interest shall mean any circumstance under which an employee or volunteer by virtue of financial or
other personal interest, present or potential, directly or indirectly, may be influenced or appear to be influenced by any motive
or desire for personal advantage, tangible or intangible, other than the success and well-being of the denomination.

Because of the common objectives embraced by the various organizational units and institutions of the Seventh-day Adventist
Church, membership held concurrently on more than one denominational committee or board does not of itself constitute a
conflict of interest, provided, that all the other requirements of the policy are met.

A conflict of commitment shall mean any situation which interferes with an employee’s ability to carry out his/her duties
effectively. Elected, appointed, or salaried employees on full time assignment are compensated for full time employment;
therefore, outside or dual employment or other activity, whether compensated or not, that in any way interferes with the
performance of an employee’s duties and responsibilities is a conflict of commitment. A conflict of commitment also exists in
situations where an employee functions contrary to the values and ethical conduct outlined in the organization’s statement of
ethical foundations and conduct or when an employee functions contrary to established codes of ethical conduct for employees
in particular professions (e.g. legal, investments).

INDIVIDUALS INCLUDED UNDER THIS POLICY — All trustees, officers, executive committee/board members, employees and
volunteers of denominational organizations shall be subject to this policy.

CONDITIONS CONSTITUTING CONFLICT — A trustee, officer, executive committee/board member, employee, or volunteer has a
duty to be free from the influence of any conflicting interest or commitment when serving the organization or representing it in
negotiations or dealings with third parties. Both while on and off the job an employee is expected to protect the best interests
of the employing organization. The following list, though not exhaustive, describes circumstances and conditions that illustrate
conflict of interest or commitment.

1. Engaging in outside business or employment that encroaches on the denominational organization’s call for the full
services of its employees even though there may be no other conflict.

2. Engaging in business or employment that is in any way competitive or in conflict with any transaction, activity, policy, or
objective of the organization.

3. Engaging in any business with or employment by an employer who is a supplier of goods or services to any
denominational organization.

4. Making use of the fact of employment by the denominational organization to further outside business or employment,
associating the denominational organization or its prestige with an outside business or employment, or using one’s
connection to the denomination to further personal or partisan political interests.

5. Owning or leasing any property with knowledge that the denominational organization has an active or potential interest
therein.

. _____________________________________________________________________________________________________________|
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6. Lending money to or borrowing money from any third party, excluding financial institutions, who is a supplier of goods
or services or lending/borrowing from a trustor or anyone who is in fiduciary relationship to the denominational
organization or is otherwise regularly involved in business transactions with the denominational organization.

7. Accepting or offering any gratuity, favor, benefit, or gift of greater than nominal value or of any commission or payment
of any sort in connection with work for the denominational organization other than the compensation agreed upon
between the denominational organization and/or the employer and the employee.

8. Making use of disseminating, including by electronic means, any confidential information acquired through employment
by the denominational organization for personal profit or advantage, directly or indirectly.

9. Using denominational personnel, property, equipment, supplies, or goodwill for other than approved activities,
programs, and purposes.

10. Expending unreasonable time, during normal business hours, for personal affairs or for other organizations, to the
detriment of work performance for the denomination.

11. Using one’s connections within the organization to secure favors for one’s family or
relatives.

STATEMENT OF ACCEPTANCE:

1) By employees — at the time of initial employment an employee shall sign a statement indicating acceptance of the
conditions of employment as outlined in this policy. This acceptance shall constitute the employee’s declaration of
compliance and resolve to remain in compliance with the conflict of interest and/or commitment policy. The employer,
at their discretion, shall provide employees with a copy of the Conflict of Interest and/or Commitment Policy and shall
inform employees regarding the duty to disclose potential conflicts of interest and/or commitment.

2) By administrators, department directors and trustees — The chief administrator, or designee, of the organization
concerned shall receive annually a statement of acceptance and compliance with the policy on conflict of interest and/or
commitment from each administrator, department director, member of the board/executive committee, and any
other person authorized to handle resources of the organization. Submission of the statement by persons identified
above shall constitute a declaration of compliance with the policy and shall place the individual under obligation to
disclose potential conflicts of interest and/or commitment that may arise during the ensuing year.

SANCTIONS FOR NONCOMPLIANCE — Noncompliance includes failure to:
1) Comply with this policy.
2) Report accurately on the disclosure form.

3) Comply with decisions made by the employing authority or review committee as a result of reported potential
or actual conflicts of interest and/or commitment.

Noncompliance may result in disciplinary action, up to and including termination from
employment. Termination from employment shall be processed in harmony with
existing policies.

. _____________________________________________________________________________________________________________|
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Potomac CoNFERENCE CORPORATION
Human Resources

Vo

STATEMENT OF ACCEPTANCE - Following is the Conflict of Interest and/or Commitment Statement for Potomac Conference
Corporation.

This declaration applies, to the best of my knowledge, to all members of my immediate family (spouse, children, and parents)
and its provisions shall protect any organization affiliated with or subsidiary to the Potomac Conference Corporation. In the
event facts change in the future that may create a potential conflict of interest, | agree to notify the Potomac Conference
Corporation in writing.

1. | have read the policy on Conflict of Interest and/or Commitment.
2. I am in compliance with my employer’s policy on Conflict of Interest and/or Commitment.
3. Except as disclosed below:
a. Neither | nor my family has a financial interest or business relationship which competes with or conflicts with

the interests of Potomac Conference Corporation.

b. Neither | nor my family have a financial interest in nor am or have been an employee, officer, director, or trustee
of, nor receive/have received financial benefits either directly or indirectly from any enterprise (excluding less
than five percent ownership in any entity with publicly traded securities) which is or has been doing business
with or is a competitor of Potomac Conference Corporation.

C. Neither | nor my family receive/have received any payments or gifts (other than of token value) from other
denominational entities, suppliers, or agencies doing business with Potomac Conference Corporation.

d. Neither | nor my family serve/have served as an officer, director, trustee, or agency of any organization affiliated
with or subsidiary to Potomac Conference Corporation in any decision making process involving financial or legal
interests, adverse to Potomac Conference Corporation.

DISCLOSURES:

1)

2)

3)
Name (Print) Signature
Position/Title Date

. _____________________________________________________________________________________________________________|
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PotomAac CoNFERENCE CORPORATION
Human Resources

Vo

As your employer, we are subject to certain governmental recordkeeping and reporting requirements for the administration of
civil rights laws and regulations. In order to comply with these laws, the employer invites employees to voluntarily self-identify
their race and ethnicity. Submission of this information is voluntary and refusal to provide it will not subject you to any adverse
treatment. The information will be kept confidential and will only be used in accordance with the provisions of applicable laws,
executive orders, and regulations, including those that require the information to be summarized and reported to the federal
government for civil rights enforcement. When reported, data will not identify any specific individual.

(PLEASE PRINT)

Name
Last First Middle

O 1 WISH to be identified — [complete and sign below]
O 1 DO NOT WISH to be identified — [sign below]

Check one: UMale  OFemale

Ethnicity:
Are you Hispanic or Latino?
U No, | am not Hispanic or Latino.
U Yes, | am Hispanic or Latino: A person of Cuban, Mexican, Puerto Rican, Central or South
American, or other Spanish culture or origin, regardless of race.

Race:
Important - Only complete this section if you checked “No, | am not Hispanic or Latino” in the Ethnicity section above
What is your race? Select ONE of the following categorie(s):
U  White — A person having origins in any of the original peoples of Europe, North Africa, or the
Middle East.
U Black or African American — A person having origins in any of the Black racial groups of Africa.
U American Indian/Alaskan Native — A person having origins in any of the original peoples of North
or South America (including Central America), and who maintains tribal affiliation or community attachment.

O Asian — A person having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian
subcontinent including Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand,
and Vietnam.

Native Hawaiian or Other Pacific Islander — A person having origins in any of the original peoples of Hawaii, Guam,
Samoa, or other Pacific Islands.
U Two or More Races — All persons who identify with more than one of the above five races.

(M

EMPLOYEE SIGNATURE DATE
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Harassment Free Workplace Policy
Potomac Conference Corporation of Seventh-day Adventists

Personal Conduct — Employees of the Potomac Conference Corporation are to exemplify a Christ-like life and shall avoid all
appearance of wrong doing. They should not engage in behavior that is harmful to themselves or others or that casts a shadow
on their dedication to the Christian way of life. Employees should respect and uplift one another. Employees should never be
placed in a position of embarrassment, disrespect or harassed because of their gender, race, color, national origin, age or
disability. To do so would be a violation of God’s law and civil laws protecting human rights and governing work place conduct.

Sexual Harassment — Sexual harassment is a form of harassment that involves unwelcome sexual advances, requests for sexual
favors or other verbal, written or physical conduct of a sexual nature when:

1. Submission to such conduct is made either explicitly or implicitly a
term or condition of an individual’s employment; or

2. Submission to or rejection of such conduct by an individual is used
as the basis of employment decisions affecting such an individual; or

3. Such conduct has the purpose or effect of unreasonably interfering

with an individual’s work performance or creating an intimidating,
hostile, or offensive working environment.

Improper Conduct — Improper conduct by the employer, co-workers and, in some instances, non-employees includes, but is not
limited to:
1. Any subtle or other pressure for sexual favors, including any suggestion
that an applicant’s or employee’s giving in to or rejecting sexual advances
will have an effect on that person’s employment or terms of employment.

2. Unwelcome sexual flirtation or propositions.

3. Unnecessary or inappropriate touching of a sexual or abusive nature (e.g.
patting, pinching, hugging, repeated brushing against another person’s
body, etc).

4, Displays of sexually suggestive pictures, drawings, cartoons or objects.

5. Threats or demands for sexual favors.

6. Unwelcome or derogatory statements related to gender, race, color, national

origin, age or disability (for example, kidding, teasing, and degrading jokes,
offensive comments or tricks).

7. Demeaning or degrading comments about an individual’s appearance.

8. Denying an employee the opportunity to participate in training or education
on account of gender, race, color, national origin, age or disability.

9. Limiting opportunities for promotion, transfer or advancement on account
of gender, race, color, national origin, age or disability.

10. Requiring a protected employee to perform more difficult tasks or less

desirable work assignments in order to force them to retire or resign from
employment.

Reporting Incidents — Employees who believe that they have been harassed should immediately take the following steps:

1. Make it clear that such behavior is offensive and must be stopped immediately;
and
2. Report the incident to the immediate department director or the designated

officer of the organization to whom complaints can be made. The initial
report should be followed by a written statement describing the incident and
identifying potential witnesses.
|
UPDATED 01/2017 1





Third-party Reports — Employees who are aware of incidents of potential workplace harassment toward others are to report
such incidents to their department director or the designated officer to whom complaints can be made.

Investigation — Complaints of harassment shall be promptly handled and maintained in confidence to the extent possible.
Discipline — A violation of this policy may result in discipline, up to and including dismissal from employment.

Prohibition of Retaliation — Potomac Conference Corporation prohibits retaliation against employees complaining of
harassment.

Maintaining a Harassment-Free Environment — Potomac Conference Corporation recognizes its responsibility to all employees
in maintaining an environment free from harassment and endeavors to prevent harassment by publishing this policy, by
development of appropriate sanctions for misconduct, and by informing all employees of their right to complain of harassment.

To maintain a work environment free of harassment and to assist in preventing inappropriate workplace conduct, the Potomac
Conference Corporation shall endeavor to take the following actions:

1. Each employee shall receive a copy of the harassment policy and
complaint procedure.

2. Each employee shall acknowledge receipt of this policy and complaint
procedure which will be maintained in the employee’s personnel file.

3. In addition to an employee’s departmental director/supervisor, the

Potomac Conference Corporation has designated the Vice President for
Administration as well as the Director of Human Resources as individuals
to whom complaints can be made.

4, Employees who make harassment complaints will not be subjected to
retaliation by supervisors or co-workers.
5. Although Potomac Conference Corporation urges individuals to report alleged

harassment, malicious allegations can irreparably harm an employee’s
reputation and limit his/her ability to fulfill responsibilities. Employees
who bring malicious, spiteful, false allegations of harassment will be
subject to appropriate disciplinary action.

This form should be kept by the employee.

. _____________________________________________________________________________________________________________|
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Potomac CoNFERENCE CORPORATION
Human Resources

Vo

| acknowledge receipt of the Potomac Conference Corporation Harassment Policy. | understand that it is my responsibility to
read this policy, and | agree to comply with its terms.

If I have questions about this policy, | will ask my supervisor or a human resources representative. | may also contact the Vice
President for Administration for the Potomac Conference Corporation.

| understand that the Potomac Conference Corporation is an equal opportunity employer and prohibits discrimination,
harassment or intimidation of any employee. If | believe | have been subjected to discrimination, harassment or intimidation, |
agree to promptly notify my supervisor, or the Potomac Conference Corporation vice president for administration.

The Potomac Conference Corporation will investigate complaints of harassment, discrimination or intimidation and, where
appropriate, take corrective action sufficient to terminate the conduct.

| understand that if | engage in discrimination, harassment or intimidation while employed by the Potomac Conference
Corporation, | will be subject to disciplinary action, up to and including termination of employment.

Employee Name (Please Print)

Signature Date

. _____________________________________________________________________________________________________________|
UPDATED 01/2017 3






Potomac CoNFERENCE CORPORATION
Human Resources

Vo

Principals and Teachers, please complete the applicable section: 1 or 2. Return completed form to Human Resources.

| understand that due to my occupational exposure to blood or other potentially infectious materials, | may be at risk of
acquiring hepatitis B virus (HBV) infection. | have been given the opportunity to be vaccinated with the hepatitis B vaccine at no
charge to me*. However, | understand | can decline the hepatitis B vaccination at this time. By declining this vaccine, | am
aware that | continue to be at risk of acquiring hepatitis B, a serious disease. If, in the future, | continue to have occupational
exposure to blood or other potentially infectious materials and | want to become vaccinated with the hepatitis B vaccine, | can
receive the vaccination series (three shots) at no charge to me**.

The OSHA Occupational Exposure to Blood-borne Pathogens Rule requires that one of the following statements be signed:

1)

| accept the Hepatitis B Vaccine from the Potomac Conference Corporation.

Signature Date

Witness Date

| decline offer of the Hepatitis B Vaccine from the Potomac Conference Corporation.

Signature Date

Witness Date

Expense for those employees on courtesy payroll is to be paid by the local hiring entity.
Because vaccines obtained through a private medical office are quite expensive PCOE will only reimburse vaccines
obtained through your local health department.

. ____________________________________________________________________________________________________________|
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/ Potomac CoNFERENCE CORPORATION
/é Human Resources

MANDATORY CHILD SUPPORT
WITHHOLDING

Employers in Virginia are required by law to ask new employees if they are subject to income withholding under a child-
support order. In order to comply with this law please sign the following:

O No - | am not subject to income withholding under a child support order.

O Yes - | am subject to income withholding under a child support order.

Employee Name (please print)

Signature

Date

. _____________________________________________________________________________________________________________|
UPDATED 01/2017 1






Potomac CoNFERENCE CORPORATION
Human Resources

A A,

STATEMENT ON MEMBERSHIP:

Each employee of the Potomac Conference Corporation of Seventh-day Adventists (PCCSDA) and its various institutions
or organizations is to be a member of the Seventh-day Adventist Church in regular standing.

Each employee should give evidence of a spirit of sacrifice by the dedication of time, talents, and energy to the cause of
God and humanity.

It is expected that employees will have their membership in a PCCSDA church and pay their tithes and offerings to that
church. (Church Membership and Employee Status, PCCSDA Working Policies, May 2015)

Please complete the information below to verify or begin the membership transfer process into a church within PCCSDA.

Church Where Date of
Name Membership is Located City, State Birth

/]
Employee Name

/]
Spouse Name (if applicable)

/]
Child Name (if applicable)

/]
Child Name (if applicable)

/]

Child Name (if applicable)

Please write on back of form to add additional names.

If my membership is not within the Potomac Conference, | give authorization to the Conference Clerk to begin the
transfer of my membership into the following church:

Name of church transferring to City, State

Signature Date

1 ———
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SP-24 Rev. 11-01-2010

National Criminal Background Check for Employees or Volunteers
Providing Care to Children, the Elderly and Disabled

Instructions to the Applicant/Volunteer and Business/Organization: Applicant must provide hame, address and date
of birth and must declare his or her criminal record information and sign in Section I. ONE Applicant fingerprint cards (FD-
258) must be completed and attached to this form. Business/Organization must complete all information in Section II.
Record payment information in Section Ill. Once completed, mail this form, and one Applicant fingerprint card and
payment to: Virginia State Police, Central Criminal Records Exchange, P.O. Box 27472, Richmond, VA 23261-7472.

I. To Be Completed By Applicant/Volunteer

APPLICANT OR VOLUNTEER - PLEASE READ THOROUGHLY

The entity named as recorded below is entitled by Section 19.2-392.02 of the Code of Virginia to: 1) obtain a copy of any criminal history record | may
have, 2) obtain a prompt determination as to the validity of criminal record(s) | may have before a final employment determination is made and 3) prior to

the completion of the criminal record search(es) the qualified entity may choose to deny me unsupervised access to children, the elderly or disabled for
which the entity provides care.

Applicant/Volunteer Last Name First Name Middle Name Date of Birth (mm/dd/yyyy)

Address City State Zip Code

APPLICANT/VOLUNTEER CRIMINAL RECORD INFORMATION
(check one; print clearly)

I:l | HAVE BEEN convicted of, or under pending charge(s) or indictment(s) for the following crimes either within or outside the Commonwealth of
Virginia. List all charges; use an additional form if necessary.

1
Iﬁarge Date Jurisdiction (county & state) Disposition
Felony or[_]Misdemeanor

2)

Charge Date Jurisdiction (county & state) Disposition
Felony 0r|:| Misdemeanor

|:| I HAVE NOT BEEN convicted of, or under pending charge(s) or indictment(s) for any crimes either within or outside the Commonwealth of Virginia.

APPLICANT/VOLUNTEER DISCLOSURE

By virtue of my signature | certify the name, address, personal descriptive information and criminal record disclosure is accurate as recorded on this
document and the fingerprint impressions belong to me. | am apprised of the right to obtain and/or challenge the accuracy/completeness of the
information contained in a criminal history record and may initiate a challenge by following the directions recorded on the reverse side of this form.

Signature of Applicant/Volunteer Date

Il. To Be Completed By Qualified Business or Organization

REQUEST FOR FINGERPRINT SERVICES

I hereby submit this written request for the fingerprints attached to be searched through the CCRE and the Federal Bureau of Investigation to assist in
determining suitability for employment/volunteering services in the care of children, the elderly or disabled. As recorded in the section below. | represent
a qualified entity entitled to receive fingerprint-based searches pursuant to Section 19.2-392.02 of the Code of Virginia.

Potomac Conference of Seventh-Day Adventists

This request is for (check one):

Entity Name
606 Greenville Avenue [O] Employment [ ] volunteer

Street Address

Staunton VA 24401 This form should be duplicated for your records.
City State Zip Code

Date of Request Signature of Authorized Agent Printed Name

lll. Payment Options

(Check one payment choice — personal checks not accepted.) Search Fees: Employment - $37.00 Volunteer - $26.00
[ MasterCard [ visa [] state Police Charge Account
If using a credit card, provide the following: Account Name

Account Number Expiration Date

[ Certified Check/Money Order/Business Check payable to Virginia State Police

Authorized Agent Signature Date

Effective November 1, 2010, the public is hereby placed upon notice that returned checks or dishonored money orders and/or credit card
payment denials will incur a handling fee of $50 in addition to the amount of the original payment. Requesting goods or services will be
deemed to be acceptance of these terms. Code of Virginia §2.2-4805.






Notice to Applicant/Volunteer

Directions for Challenging a Criminal History Record

In the event you are determined not qualified to work or volunteer in a position that involves access to
children, the elderly or disabled you may initiate a personal review of a criminal record. Please
remember: you were fingerprinted for the position and the Central Criminal Records Exchange
(CCRE) of the Department of State Police has determined the fingerprints are identical to criminal
fingerprints on file at CCRE and/or the Federal Bureau of Investigation (FBI) and a conviction exists
which is a barrier to employment or volunteering services. To initiate a review of a criminal record,
follow these instructions:

CCRE - Criminal Record within the Commonwealth of Virginia

Report to State Police Administrative Headquarters between the hours of 8:00 am and 5:00 pm at
7700 Midlothian Turnpike, Richmond, Virginia and inform the receptionist you desire to challenge a
criminal record. You must provide two forms of identification, one of which must contain a
photograph. Your fingerprints will be obtained and searched against the criminal record fingerprint
database and the criminal history record for the State of Virginia only will be reviewed with you.
Should you have a discrepancy either at the charge or final disposition level you must address it with
the contributor of the record or the court or arresting agency that submitted the record to CCRE.
CCRE staff will provide the necessary guidance and information to establish contact with a
contributing agency.

FBI — Criminal Record outside the Commonwealth of Virginia

Telephone the FBI, Special Correspondence Unit at (304) 625-3878 for instructions.
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Potomac CoNFERENCE CORPORATION
Human Resources

ST
First Name Middle Last
Previous/Maiden Name Home Phone ( )
Address

(Street Address) (City) (State) (Zip)

Social Security # Citizenship
Birthplace Date of Birth Date of Marriage
Military Service Country Begin Date End Date
Spouse’s First Name Middle Last
Previous/Maiden Name Social Security # Date of Birth

Please check one in each group as applies to you:

CIMale 1Single IRetired
CFemale CIMarried CINot Retired
CDivorced
COWidowed
If you came to the NAD from an overseas division was it by:  Interdivision Status Independent Transfer
Educational Record:
Level of Educ. Degree/Diploma Held Institution Granting Degree Date Received
Secondary
College
Master's
Doctoral
Other

If you have previous denominational employment, please provide the following information:

My last place of employment with the Seventh-day Adventist Church was

(Conference/Church/School/Hospital)

where | served as from to
(Position) (Date) (Date)
|
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Potomac CoNFERENCE CORPORATION
Human Resources

A A,

Because of its importance as a principle and the spiritual experience it represents, tithing, like other basic beliefs and
practices of the Church, becomes a condition of employment for all credentialed/licensed employees. Normally, tithing
practices of individuals are subject to annual review by the conference auditor. This pre-supposes that the employee's
membership is held in a Potomac Conference church. Although it may seem obvious, it is important for other reasons
such as constituency meetings, etc. that membership be held in a Potomac Conference church. For these reasons, we
would ask employees to sign the following commitment:

| understand the Biblical principles related to tithing and have read the policy statement concerning tithing as it relates
to employment in the Seventh-day Adventist Church. It is my intention to have my membership in a Potomac
Conference church and to tithe my income through the church.

If, because of spouse's employment or other such circumstances | cannot have my membership in a Potomac
Conference church, | do agree to pay my tithe through the Conference Church.

Employee Name

Signature Date

1 ———
UPDATED 01/2017 1






Potomac CoNFERENCE CORPORATION
Human Resources

A A,

Dear Medical Professional:
Potomac Conference Corporation employees who work in educational institutions are required to have a tuberculosis test
showing that they are free from communicable tuberculosis. According to policy, this must be done at the hire date and
every four years thereafter as long as the individual remains in employment.
Please provide us with the following information for the bearer of this note:

» The name of the test that was completed.

» The date the test was completed.

» The results of the test.

Thank you for your cooperation.

Sincerely,
(4 C Ho_

Keith C. Hallam
VP for Education

This section to be completed by employee.
TB Test - Employee Release

| authorize the medical personnel at this facility to provide the results of my TB test as required by the Potomac Conference
Corporation of Seventh-day Adventists. | understand that the resulting information will be kept on file with the HR and
Education departments only and will be treated with appropriate confidentiality.

| further state that | HAVE CAREFULLY READ THE FOREGOING RELEASE AND KNOW THE CONTENTS THEREOF AND | SIGN
THIS RELEASE AS MY OWN FREE ACT.

Employee Name Employee Signature Date

This section to be completed by authorized medical professional.

Name of TB test TB Test Date

TB Test Results:

Name of Medical Professional Signature Date
|

UPDATED 01/2017 1
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FO RM VA_4 COMMONWEALTH OF VIRGINIA

DEPARTMENT OF TAXATION
PERSONAL EXEMPTION WORKSHEET

(See back for instructions)
If you wish to claim yourself, write “1” ...........oooiiiiiiiie e,
If you are married and your spouse is not claimed
on his or her own certificate, write “1” ...,
3. Write the number of dependents you will be allowed to claim
on your income tax return (do not include your SPOUSE).........ccceeeeeveviiicuirvnnnnnn.

N -

4. Subtotal Personal Exemptions (add lines 1 through 3)............ccoocciiiiiviennnennn.
5. Exemptions for age

(a) If you will be 65 or older on January 1, write “1” ........cccooeieiieiiiiiin,
(b) If you claimed an exemption on line 2 and your spouse
will be 65 or older on January 1, write “1” ...........ooiiiiiieee e,
6. Exemptions for blindness
(a) If you are legally blind, write “1” ...,
(b) If you claimed an exemption on line 2 and your
spouse is legally blind, write “1” ..........oooiiiiiiiiiiee e

7. Subtotal exemptions for age and blindness (add lines 5 through 6)

8. Total of Exemptions - add iN€@ 4 and lINE 7 .........uueeiiiiiiiiii e

Detach here and give the certificate to your employer. Keep the top portion for your records

FORM VA-4 EMPLOYEE’S VIRGINIA INCOME TAX WITHHOLDING EXEMPTION CERTIFICATE
Your Social Security Number Name

Street Address

City State Zip Code

COMPLETE THE APPLICABLE LINES BELOW
1. If subject to withholding, enter the number of exemptions claimed on:
(@)  Subtotal of Personal Exemptions - line 4 of the
Personal Exemption WOrkSheet..........ccoooo i,

(b)  Subtotal of Exemptions for Age and Blindness
line 7 of the Personal Exemption Worksheet ...,

(c)  Total Exemptions - line 8 of the Personal Exemption Worksheet...........cccccccooiiiiiiiiienn.

Enter the amount of additional withholding requested (see instructions)...............cccccviiiieiieeeeeennn. .

| certify that | am not subject to Virginia withholding. | meet the conditions
set forth in the INStruCtioNS .......ooiiii e (check here)

4. | certify that | am not subject to Virginia withholding. | meet the conditions set forth
Under the Service member Civil Relief Act, as amended by the Military Spouses

Residency Relief ACE ......ooo i (check here)

Signature Date

EMPLOYER: Keep exemption certificates with your records. If you believe the employee has claimed too many exemptions, notify the Department of
Taxation, P.O. Box 1115, Richmond, Virginia 23218-1115, telephone (804) 367-8037. Note: Employers may establish a system to electronically receive
Forms VA-4 from employees, provided the system meets Internal Revenue Service requirements as specified in § 31.3402(f)(5)-1(c) of the Treasury
Regulations (26 CFR).





FORM VA-4 INSTRUCTIONS

Use this form to notify your employer whether you are subject to Virginia income tax withholding and how many
exemptions you are allowed to claim. You must file this form with your employer when your employment begins. If you
do not file this form, your employer must withhold Virginia income tax as if you had no exemptions.

PERSONAL EXEMPTION WORKSHEET

You may not claim more personal exemptions on form VA-4 than you are allowed to claim on your income
tax return unless you have received written permission to do so from the Department of Taxation.

Line 1. You may claim an exemption for yourself.
Line 2. You may claim an exemption for your spouse if he or she is not already claimed on his or her own

certificate.
Line 3. Enter the number of dependents you are allowed to claim on your income tax return.
NOTE: A spouse is not a dependent.
Line 5. If you will be age 65 or over by January 1, you may claim one exemption on Line 5(a). If you claim an

exemption for your spouse on Line 2, and your spouse will also be age 65 or over by January 1, you may
claim an additional exemption on Line 5(b).

Line 6. If you are legally blind, you may claim an exemption on Line 6(a). If you claimed an exemption for your

spouse on Line 2, and your spouse is legally blind, you may claim an exemption on Line 6(b).

FORM VA-4
Be sure to enter your social security number, name and address in the spaces provided.
Line 1. If you are subject to withholding, enter the number of exemptions from:
(a) Subtotal of Personal Exemptions - line 4 of the Personal Exemption Worksheet
(b) Subtotal of Exemptions for Age and Blindness - line 7 of the Personal Exemption Worksheet
(c) Total Exemptions - line 8 of the Personal Exemption Worksheet

If you wish to have additional tax withheld, and your employer has agreed to do so, enter the amount of
additional tax on this line.

If you are not subject to Virginia withholding, check the box on this line. You are not subject to withholding if
you meet any one of the conditions listed below. Form VA-4 must be filed with your employer
for each calendar year for which you claim exemption from Virginia withholding.

(a) You had no liability for Virginia income tax last year and you do not expect to have any liability for

Line 2.

Line 3.

this year.
(b) You expect your Virginia adjusted gross income to be less than the amount shown below for your filing
status:
Taxable Years | Taxable Years | Taxable Years | Taxable Years
2005, 2006 2008 and 2010 and 2012 and
and 2007 2009 2011 Beyond

Single $7,000 $11,250 $11,650 $11,950

Married $14,000 $22,500 $23,300 $23,900

Married, filing a separate $7,000 $11,250 $11,650 $11,950

return

(c) You live in Kentucky or the District of Columbia and commute on a daily basis to your place of
employment in Virginia.

(d) You are a domiciliary or legal resident of Maryland, Pennsylvania or West Virginia whose only
Virginia source income is from salaries and wages and such salaries and wages are subject
to income taxation by your state of domicile.

Under the Servicemember Civil Relief Act, as amended by the Military Spouses Residency Relief Act, you may
be exempt from Virginia income tax on your wages if (i) your spouse is a member of the armed forces present
in Virginia in compliance with military orders; (ii) you are present in Virginia solely to be with your spouse; and
(iii) you maintain your domicile in another state. If you claim exemption under the SCRA check the box on Line
4 and attach a copy of your spousal military identification card to Form VA-4.

Line 4.
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Potomac CoNFERENCE CORPORATION
Human Resources

A A,

Due to our strong commitment to the safety of the children in our schools and churches, the Potomac Conference
Corporation requests a full background check be performed.

To get started, please follow the steps outlined below:
e Visit www.ncsrisk.org/adventist

e Select “First-Time Registrant” and follow the steps for registration
e Avideo for you to use has been created explaining the registration process at: https://vimeo.com/198363760

Consequently, the finalization of your employment is contingent upon the successful completion of these steps through
the Verified Volunteers (Child Protection Training and Background Check Program). Please feel free to contact us if you
have any questions or concerns in regards to this requirement.

Please attached a copy of your Certificate of Completion

Employee Name Date

Signature

. __________________________________________________________________________________________________________________|
UPDATED 01/2017 1
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Potomac CoNFERENCE CORPORATION
Human Resources

A A,

Workers’ Compensation provides benefits to employees who sustain a work-related injury/illness. The Potomac
Conference Corporation carries Workers’ Compensation Insurance coverage through Church Mutual Insurance Company.

If  am injured at work | understand that the following procedure is to be observed:

e For life threatening emergencies, someone should call 911 immediately. Otherwise, if you are injured on the
job, you must report it to your supervisor immediately — even if you do not feel that medical attention is
necessary. The supervisor is to report the injury to Potomac Conference Human Resources within 24 hours so a
claim can be filed with the worker’s compensation carrier.

e You will be given a form to complete that will provide details of your injury to Human Resources.

e Seek urgent/emergent medical treatment as needed. Follow-up treatment may need to be coordinated with
the workers’ compensation adjuster assigned to your claim.

e Human Resources will file a claim with the insurance carrier once all required information is received from the
employee and supervisor. As soon as a claim number is assigned, Human Resources will provide the
employee/supervisor with billing information. It is your responsibility to provide this billing information to any
medical providers that treated you for your work-related injury.

Please keep in mind that filing a claim does not ensure automatic acceptance by our insurance carrier. They must
investigate each claim individually and make a determination based on the information available. If your claim is not
compensable, you may be responsible for any bills that are incurred.

Under certain circumstances a work-related injury may be considered a serious health condition under the Family and
Medical Leave Act (FMLA) and that you may be entitled to medical leave. For more information about FMLA, please refer
to the Potomac Conference Working Policies or contact Human Resources.

By signing below | acknowledge that | have read the above statement regarding worker’s compensation and that |
understand it.

Employee Name Date

Signature

. _______________________________________________________________________________________________________|
UPDATED 01/2017 1






EMPLOYEE WORKING POLICIES
POTOMAC CONFERENCE CORPORATION OF SEVENTH-DAY ADVENTISTS

Current working policies are available on the Potomac Conference Corporation website. To view or print out the policies
as needed, follow the instructions below:

Log on to www.pcsda.org
Click the EMPLOYEES Tab

Click on FORMS & POLICIES

Enter the password: employee@pcsda.org (all one word — no spaces)

Click on WORKING POLICIES Tab at the bottom — Note: As it says, if you are having difficulties previewing
the Working Policies Portfolio in your browser, right click on the button and click “save link as...” and save
it to your desktop. You may then access the policies from there.

At the top right, click on DOWNLOAD and then DIRECT DOWNLOAD

When the prompt opens, you can either OPEN WITH or SAVE FILE.

ok wnN e

No

This form should be kept by the employee.

. _____________________________________________________________________________________________________________|
UPDATED 01/2017 1



http://www.pcsda.org/

mailto:employee@pcsda.org



Potomac CoNFERENCE CORPORATION
Human Resources

Vo

| certify that | have been given information on how to access the Potomac Conference Corporation Working Policies, as listed
below, on the Website. | understand that as an employee of Potomac Conference Corporation of Seventh-day Adventists, it is
my responsibility to read the working policies. | understand that the working policies, as maintained on the website, supersedes
any and all previous policies, handbooks, and promises (expressed or implied) made to me:

Accident Insurance

Adoption Expense Assistance

Automobile Insurance

Automobile Loans

Borrowing of Funds from Church Members
Building/Renovating Appropriations

Camp Blue Ridge

Camp Meeting Allowances

Child Abuse Reporting

Church Membership and Employee Status
Church Name Change

Church Property - Ownership, Selling & Renting
Church Property - Purchasing and/or Building
Church Records Storage & Preservation
Conciliation & Dispute Resolution Procedures
Conference Church

Conflict of Interest and/or Commitment
Continuing Education

Counseling Service for Employees

Courtesy Payroll - See Local Church & School Employee
Credentials and Licenses

Day Care and Child Care

Denominational Employees

Employee Classifications and Benefit Eligibility
Employee Survivor Benefit Plan

Employment at Will

Employment Law for Local Churches & Schools
Employment of Relatives

English Language Requirement

Equal Opportunity for Service

Evangelism Budgets

Family and Medical Leave

Funeral Leave

Harassment

Health Care Assistance

Holidays

Home Loans - Second Mortgage/Deed of Trust
Home Owner's or Tenant's Insurance

Housing Policies

Immigration Policy

Independent Contractor/Employee Status
Ingathering: Hope for Humanity

Insurance- Voluntary Labor Accident
Interviewing (Out of Conference)

Jury Duty

Licensed Minister - Role and Status
Commissioned Ministers in Pastoral Positions
Commissioned Minister in Leadership Position

Local Church & School Employees - Courtesy Payroll

Long Term Disability Income Insurance
Moving Allowance
Offering Schedule

Parsonage Exclusion

Payroll Advances

Post Retirement Service

Potomac Partners

Purchase of a Home

Remuneration Plan

Retirement Allowance Provided By Employer
Retirement Plan

Sabbaticals

Seminary Student Allowances

Service Records

Sexual Misconduct Involving Employees/Volunteers
Sick Leave - Exempt

Sick Leave - Non Exempt

Sidelines

Solicitation of Funds

Termination - See Employment at Will
Termination Settlements

Tithing

Travel Expense Allowance

Tuition Assistance for Dependent Children
Use of Denominational Property
Vacations

Worker's Personal Finance

Worker's Compensation Insurance
Worthy Student Assistance

*  Please note that it is the employee’s responsibility to read and abide by new policies as they are made available.

FOR EDUCATION EMPLOYEES: EDUCATION EMPLOYEES ARE RESPONSIBLE FOR POLICIES AS STATED IN THE COLUMBIA UNION
CONFERENCE EDUCATION CODE. These policies can be accessed as follows: www.columbiaunion.org (Education, Publications
and Forms, Columbia Union Education Code).

| understand that the Conference Working Policies and Education Code are subject to change at any time by the organization

without notice.

Employee’s Name (Please print)

Employee’s Signature

Date

UPDATED 01/2017
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Potomac CoNFERENCE CORPORATION
Human Resources

A A

AUTOMATIC DIRECT DEPOSIT AUTHORIZATION AGREEMENT

Primary Account — Your entire paycheck or the balance is deposited after the % or $ amount is deducted from the second and third accounts.
Please ATTACH VOIDED CHECK or BANK AUTHORIZATION ENROLLMENT FORM

Select One: Account Type Routing Number
[ 1] New [ 1] Checking Net Pay
[ 1 Change [ 1 Savings Account Number
Bank Name
Bank Office/Branch
Second Account — Optional - % or $ Amount Please ATTACH VOIDED CHECK or BANK AUTHORIZATION ENROLLMENT FORM
Select One: Account Type . Select One:
Routing Number
[ 1 New [ 1 Checking g %
[ 1 Change [ 1 Savings Account Number $
FT Onl
Bank Name (FT Only)
Bank Office/Branch
Third Account — Optional - % or $ Amount Please ATTACH VOIDED CHECK or BANK AUTHORIZATION ENROLLMENT FORM
Select One: Account Type Routing Number Select One:
[ 1 New [ 1 Checking %
[ 1 Change [ 1 Savings Account Number $
FT Onl
Bank Name (Frony)
Bank Office/Branch

| (we) hereby authorize Potomac Conference Corporation of Seventh-day Adventists hereinafter called COMPANY, to initiate
credit entries to my (our) account(s) indicated above, and the depository financial institution(s) named above, hereinafter called
DEPOSITORY, to credit the same to such account. | (we) acknowledge that the origination of ACH transactions to my (our)
account must comply with the provisions of U.S. law.

This authority is to remain in full force and effect until COMPANY has received written notification from me (or either of us) of
its termination in such time and in such manner as to afford COMPANY and DEPOSITORY reasonable opportunity to act on it. If
monies to which | am not entitled are deposited to my account, | authorize COMPANY to return those funds. By signing below,
you are also agreeing to have your paystub emailed to you.

Name(s) (Print):

Signature(s): Date:

Email:

.= @B
UPDATED 01/2017 1






Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

" . N 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

» START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: ltis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
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 Last 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 Employee's E-mail Address Employee's 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 boxes):

[ ] 1. Acitizen of the United States

|:| 2. A noncitizen national of the United States (See instructions)

|:| 3. A lawful permanent resident  (Alien Registration Number/USCIS Number):

|:| 4. An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

Aliens authorized to work must provide only one of the following document numbers to complete Form [-9: Doﬁg%ﬁ;]ﬁﬁfggace
An Alien Registration Number/USCIS Number OR Form [-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:

OR
3. Foreign Passport Number:

Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):
|:| | did not use a preparer or translator. |:| A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

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

Signature of Preparer or Translator Today's 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 1-9 07/17/17 N Page 1 of 3





Employment Eligibility Verification USCIS

Department of Homeland Security Form 1-9
" . N 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

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 a combination of one document from List B and one document from List C as listed on the "Lists
of Acceptable Documents.")

) Last Name (Family Name) First Name (Given Name) M.1. Citizenship/Immigration Status
Employee Info from Section 1
List A OR List B AND List C
Identity and Employment Authorization Identity Employment Authorization
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 Additional Information QR Code - Sections 2 & 3

Do Not Write In This Space

Document Number

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

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)

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

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative | 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) B. Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing 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 | Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form 1-9 07/17/17 N Page 2 of 3





LISTS OF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

Employees may present one selection from List A

or a combination of one selection from List B and one selection from List C.

LIST A

Documents that Establish
Both Identity and
Employment Authorization

OR

LISTB

Documents that Establish
Identity
AND

LISTC

Documents that Establish
Employment Authorization

=

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

Permanent Resident Card or Alien
Registration Receipt Card (Form [-551)

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

1. Driver's license or ID card issued by a
State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

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

2. ID card issued by federal, state or local
government agencies or entities,
provided it contains a photograph or

1. A Social Security Account Number

card, unless the card includes one of
the following restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

information such as name, date of birth, | 2.

gender, height, eye color, and address

For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

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

(1) The same name as the passport;

and

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

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

School ID card with a photograph

Voter's registration card

U.S. Military card or draft record

Military dependent's ID card

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

Nlo|og| M ®

U.S. Coast Guard Merchant Mariner 4.

Native American tribal document

Card

U.S. Citizen ID Card (Form 1-197)

©

Native American tribal document

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

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

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

For persons under age 18 who are | /-

unable to present a document
listed above:

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Employment authorization
document issued by the
Department of Homeland Security

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

Refer to the instructions for more information about acceptable receipts.

Form 1-9 07/17/17 N

Page 3 of 3






Potomac CoNFERENCE CORPORATION
Human Resources

A A

(This Form to Be Completed By Site Supervisor)
Type of Employee (circle): Teacher Sub Pastor CBR ABC SVA TA Admin Local Hire Hire Date:

Full Legal Name SS. # Gender (circle) M F  Marital StatusS M
Address
(Street) (City) (State) (Zip) (County)
Home Phone ( ) Cell ( ) Work Phone ( )
Birth Date: E-Mail
Job Title/Description: Special Instructions:
Is this a new position? Yes No Are you replacing an employee? Yes No
Name of employee you are replacing:
Have you sent termination status to HR? Yes No

We need the following information completed for all employees to determine eligibility for various benefits (retirement,
medical, insurances, etc.)

Is your new employee: OFull time [CPart Time How many hours per week will they work

Hourly Status: Pay Rate:

O Hourly, regular S ($ per hour)
O Temporary (will work less than 5 months) (S per hour)
O Occasional S ($ per hour)

Salary Status: (Salary does not mean the employee is exempt from overtime. If the monthly wages are less than $1,972 per month
please contact HR to determine what your reporting requirement would be for calculating the hours your employee works.)

O Salaried, regular % (rate of remuneration) S per month
Method of Payment: O Payroll Check [0 Direct Deposit (Please include Authorization Form & Copy of Voided Check)
Locally Funded Employment Please Check (v')
1) Vacation/Sick Accrual per Potomac Conference Policy yes no
Benefits Eligibility Please Check (V)
1) Is this a summer camp employee? (If yes, skip items 3-5) yes no
2) s this a Day Care Center employee? (If yes, skip items 3-5) yes no
3) Is employee age 20 or older? yes no
4) |s employee working for another Potomac Conference employer concurrently,

and will employee’s combined hours > 30 hours? yes no
5) If contract teacher employee, is employment for 10 months or 12 months? 10 12

Approved by:

Signature Print Name Date
Site Name Telephone ( )

In order to prevent delay in processing your employee’s first paycheck please ensure all portions of this form are completed and all new hire forms
are included with the checklist. Please feel free to contact Human Resources if you or the new employee have any questions.

________________________________________________________________________________________________________|
UPDATED 01/2017 1






adsCerl d 2018 - Health Exchange Notice

W H O L E N E s S

NS AL T deca ns P L ANS

NEW HEALTH INSURANCE MARKETPLACE COVERAGEOPTIONS
AND YOUR HEALTHCOVERAGE

Part A - General Information

There is now 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 the
health coverage offered by your employer.

NOTE:The Ascend to Wholeness Healthcare Plans (the Plan) offered by your employerto many employees meets the affordability and
minimum value standards set by the federal government. Thus, if you are eligible for the Plan, you will not be eligible for federal tax
credits at the Marketplace to help you purchase health insurance foryourself oryour spouse and children who are eligible forthe Plan
(“Eligible Dependents”).** Thus,youwillnotsave by purchasing coverage foryouoryourEligible Dependents atthe Marketplace.

WHAT IS THE HEALTH INSURANCE MARKETPLACE?

The Marketplace is designed to help individuals find health insurance that meets their needs and fits their budget. The Marketplace offers “one-stop
shopping” to find and compare private health insurance options. Some persons buying health insurance at the Marketplace will be eligible for a new
kind of tax credit that lowers their monthly premium right away, but if you are eligible for the Plan, you and your Eligible Dependents will not be
eligible for this tax credit. Open enrollment for 2018 health insurance coverage through the Marketplace begins on November 1, 2017 and ends on
December 15, 2017.

CAN | SAVE MONEY ON MY HEALTH INSURANCE PREMIUMS IN THE MARKETPLACE?

If you are eligible for the Plan, you will not save money by purchasing insurance in the Marketplace. However, if you are not eligible for the Plan, you
may qualify to save money and lower your monthly premium when you purchase insurance through the Marketplace. The savings on your premium that
you’re eligible for depends on your household income. Please also note that individuals who are eligible for Medicaid or Medicare are noteligible for
lower monthly premiums on any insurance purchased through the Marketplace.

DOES EMPLOYER HEALTH COVERAGE AFFECT ELIGIBILITY FOR PREMIUM SAVINGS THROUGH THE MARKETPLACE?

Yes. If you are eligible for the Plan, you will not be eligible for a tax credit through the Marketplace and you and your Eligible Dependents should enroll
or remain enrolled in the Plan. If you are not eligible for the Plan or for coverage from another employer that meets the government’s affordability
and minimum value standards, you might be eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing provisions
(like deductibles) of the insurance you purchase. If the cost of a plan from an employer that would cover an employee (and not any other members
of the employee's family) is more than 9.56% of the employee’s household income for the year, or if the coverage the employer provides does not
meet the “minimum value” standard set by the Affordable Care Act, the individual may be eligible for a tax credit." However, you are not eligible for
this tax credit to purchase health insurance for yourself or your Eligible Dependents in the Marketplace if you are eligible for the Plan, since
Plan coverage provides minimum value and is affordable under the federal rules.**

NOTE: If you are eligible for the Plan, and you purchase a health plan through the Marketplace instead of the Plan coverage offered by
your employer, then you will lose the employer contribution made by your employer to the Plan. 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 the Plan document available at
www.AscendToWholeness.org or contact Customer Service at 1-888-276-4732 or healthcare@adventistrisk.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.

"An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit costs covered by the plan is no less than 60 percent of such costs.
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2018 - Health Exchange Notice

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. EMPLOYER TO ENTER

1. EMPLOYER NAME: 2. EMPLOYER IDENTIFICATION NUMBER (EIN):

POTOMAC CONFERENCE CORPORATON OF SEVENTH-DAY ADVENTISTS |23-7229478

3. EMPLOYER ADDRESS: 4. EMPLOYER PHONE NUMBER:

606 GREENVILLE AVENUE (540) 886-0771

5. CITY: 6. STATE: 7.ZIP CODE:
STAUNTON VA 24401

8. WHO CAN WE CONTACT ABOUT EMPLOYEE HELATH COVERAGE AT THIS JOB?
KIMBERLY ALLEN, BENEFITS ASSISTANT

9. PHONE NUMBER (IF DIFFERENT FROM ABOVE): 10. EMAIL ADDRESS:
KIMBERLYA@PCSDA.ORG

HERE IS SOME BASIC INFORMATION ABOUT HEALTH COVERAGE OFFERED BY THIS EMPLOYER

+ ASYOUREMPLOYER,WEOFFERAHEALTHPLANTO:
|:| All employees.
Some employees. Generally, eligible employees are:
Employees classified as full-time or part-time regular employees who are regularly scheduled to work 30 or more hours a week.

+  WITH RESPECT TO DEPENDENTS:
We do offer coverage. Generally, eligible dependents are:

+  THE FOLLOWING OPPOSITE-SEX SPOUSE OF AN ELIGIBLE EMPLOYEE IS ELIGIBLE BEGINNING JANUARY 1,2018:
Spouses who live with the employee and are (1) unemployed ;OR (2) employed but not eligible for coverage through their employer

+  THE FOLLOWING CHILDREN OF AN ELIGIBLE EMPLOYEE ARE ELIGIBLE BEGINNING JANUARY 1, 2018:
Children who are (1) the biological and adopted children of the employee and/or the employee's spouse (including children placed for
adoption); (2) children for whom the employee and/or employee’s spouse are appointed by court order as legal guardian; and (3) an
employee's stepchildren. All such children are eligible until they reach age 26. Children age 26 or older are only eligible if they are unmarried
and have a total and permanent disability as defined by the plan, and that total and permanent disability commenced before the they

reached age 26.

|:| We do not offer dependent 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.

**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 qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Above is the employer information you’(l
enter when you visit HealthCare.gov

Administered by:
Adventist Risk Management, Inc. 12501 Old
Columbia Pike, Silver Spring, MD 20904
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ADVENTIST RETIREMENT PLAN

Automatic Enrollment/Automatic Escalation Notice

The Adventist Retirement Plan (“Plan”) makes saving for retirement even easier by offering an automatic enrollment feature for all
newly-hired employees. As a new hire, you are automatically enrolled in the Plan starting with your first paycheck, at which time
Empower Retirement, the Plan’s record keeper, will create an account for you. This means that 3% will be taken from your eligible
compensation each pay period and contributed to the Plan as a salary reduction contribution. You can choose to contribute more,
less, or even nothing at any time by signing into your Plan account on the Empower Retirement website and electing a different
contribution percentage (including a 0% contribution). Generally, your employer will make dollar-for-dollar matching contributions
on amounts you contribute, up to 3% of your eligible compensation.

Beginning in 2018, the Plan will also implement an automatic escalation feature. All Plan participants who are not making salary
reduction contributions of at least 7% on July 1, 2018 will automatically have their salary reduction contribution increased by 1%
at that time. Thereafter, each July 1 your salary reduction percentage will increase by an additional 1% until your contribution
percentage reaches 7%. This automatic escalation feature will not change your salary reduction contribution level if you already
participate at a 7% (or greater percentage) level. You can change your contribution level at any time on Empower Retirement’s
website. Any employer matching contributions will be based on your new contribution level.

1. Does the Plan’s automatic enrollment feature apply to me?

The Plan’s automatic enrollment feature applies to all newly hired employees. This means 3% of your eligible compensation for each
pay period will be contributed to the Plan as a salary reduction contribution, starting with your first paycheck and continuing
through the end of June. Every July 1, your contribution level will increase by 1% (see question 2 below for more information on the
automatic escalation feature), until your salary reduction contribution reaches 7% of your eligible compensation. To learn more
about the Plan’s definition of eligible compensation, you can review the Plan’s summary plan description. Your salary reduction
contributions to the Plan are taken out of your compensation on a pre-tax basis and are not subject to federal income tax at that
time. Instead, they are contributed to your Plan account and will change over time based on any market gains or losses. Your
account will be subject to federal income tax only when withdrawn. This helpful tax rule is a reason to save for retirement through
Plan contributions. You are in charge of the amount that you contribute. You may decide to do nothing and contribute 3%, or you
may choose to contribute an amount that better meets your needs. You must notify Empower Retirement if you want to opt out of
the Plan’s automatic enrollment feature and receive a refund of any salary reduction contributions made within the first 90 days of
your employment (see question 6 for more information on opting out and receiving a refund). You can change your contribution
level at any time on the Empower Retirement website. Be aware that there are limits on the maximum amount you may contribute
to your account. You may want to contact Empower Retirement or your tax advisor to find out how these limits affect you. The
limits are described in the Plan’s summary plan description.

2. Does the Plan’s automatic escalation feature apply to me?

If you are not contributing at a 7% level on July 1, 2018, your salary reduction contributions will automatically increase by 1% at that
time. Every July 1 thereafter, your contribution level will increase another 1% (unless you choose a different level or notify Empower
Retirement each year that you want to opt out of the Plan’s automatic escalation feature), until your salary reduction contributions
reach 7% of your eligible compensation. You can elect to make a different percentage contribution to the Plan or to not contribute
on Empower Retirement’s website. Each year, Empower Retirement will send a communication reminding you of the upcoming
automatic escalation. If you do not want your salary reduction contributions increased for the year, you must follow the instructions
from Empower Retirement on how to opt out of the automatic escalation feature.

3. In addition to the contributions taken out of my compensation, what amounts will my employer
contribute to my Plan account?

Your employer may make contributions to your Plan account. Your employer generally will match, on a dollar-for-dollar basis, the
first 3% of eligible compensation you contribute each pay period. Your employer generally will also make an additional basic
contribution of 5% of your compensation. Your employer determines which employees are eligible for matching or basic
contributions — if you have questions about whether you are eligible for employer contributions, please contact your employer.
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4. How will my Plan account be invested?

The Plan lets you invest your account in a number of different investment funds. Unless you choose a different investment fund or
funds, your Plan account will be invested in the target date default fund based on your assumed retirement age. You can change
how your Plan account is invested among the Plan’s offered investment funds on the Empower Retirement website.

Information about the Plan’s investment funds and procedures for changing how your Plan account is invested can be found on the
Empower Retirement website.

5. When will my Plan account be vested and available to me?

You are always fully vested in all contributions to the Plan (both employer and employee contributions). Even though you are vested
in your entire Plan account, there are limits on when you may withdraw your funds. These limits may be important to you in
deciding how much, if any, to contribute to the Plan. Generally, you may only withdraw money after you leave your job, reach age
59%, or become disabled. Also, there is generally an extra 10% tax on distributions before age 59%. Any amount remaining in your
Plan account upon your death will be paid to your designated beneficiary. You also can borrow certain amounts from your Plan
account, and may be able to withdraw your salary reduction contributions if you have a hardship. Hardship distributions are limited
to the dollar amount of your salary reduction contributions and may not be taken from earnings, matching or basic contributions.
Hardship distributions must be for a specified reason — for qualifying medical expenses, costs of purchasing your principal residence
(or preventing eviction from or foreclosure on your principal residence, or repairing qualifying damages to your principal residence),
qualifying post-secondary education expenses, or qualifying burial or funeral expenses. Before you can take a hardship distribution,
you must have taken other permitted withdrawals and loans from qualifying employer plans, unless doing so would be counter-
productive. If you take a hardship distribution, you may not contribute to the Plan or other qualifying employer plans for 6 months.
You can learn more about the Plan’s hardship withdrawal and loan rules in the Plan’s summary plan description. You can also learn
more about the extra 10% early distribution tax in IRS Publication 575, Pension and Annuity Income.

6. Can | change the amount of my contributions?

Yes. You can always change the amount you contribute to the Plan at any time on the Empower Retirement website. If you know
that you do not want to contribute to the Plan, you must notify Empower Retirement that you wish to opt out of the Plan’s
automatic enrollment and escalation features. You must notify Empower Retirement each year that you want to opt out of the
Plan’s automatic escalation feature.

If you are a new hire and do not wish to have automatic enrollment contributions taken from your compensation, you must
decrease your contributions to zero on the Empower Retirement website. During the 90 days after automatic contributions are first
taken from your pay, you can also withdraw the prior automatic contributions by contacting Empower Retirement. (Note: this
withdrawal right is not available for the annual 1% automatic escalation amounts.) If you withdraw your automatic contributions,
you lose any employer matching contributions associated with the automatic contributions. Also, your withdrawal will be subject to
federal income tax (but not the extra 10% tax that normally applies to early distributions) and reported on a Form 1099-R at the end
of the year. If you decrease salary reduction contributions to zero, no further contributions will be taken from your compensation
until the next annual automatic escalation period occurs. You can always choose to continue or restart your contributions on the
Empower Retirement website.

If you would like a copy of the Plan’s summary plan description or other Plan documents, please visit the Adventist Retirement
website at www.adventistretirement.org.

If you wish to start, stop or change your contributions to the Plan, or want information on the Plan’s investment fund options, please
sign into your Plan account on Empower Retirement’s website: www.empower-retirement.com.

If you have questions about how the Plan works or your rights and obligations under the Plan, please contact Adventist Retirement:

Adventist Retirement
North American Division
9705 Patuxent Woods Drive
Columbia, MD 21046

Email: NADRetirement@nadadventist.org
Telephone: 443-391-7301
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ONLINE ACCOUNT REGISTRATION

Your Plan website makes it easy to manage your account and
learn about saving and investing. To access your account

online for the first time, follow these steps.

STEP 1: Visit www.empower-retirement.com/participant
and select REGISTER from the Login box.’

STEP 2:
If you know your PIN?
» Choose | have a PIN.

» Enter your Social Security number and PIN and click
CONTINUE.

» Provide your contact information and create a username
and password. Click REGISTER.

If you don't know your PIN
» Choose | do not have a PIN.

» Complete the requested personal information and
click CONTINUE.

» Provide your contact information and create a username

and password. Click REGISTER.

Future logins

For future visits to the website, enter your username and
password and select SIGN IN. You will be asked to confirm
your identity by requesting that a verification code be sent
to you via email, text or phone call. Choose your preferred

delivery method and click CONTINUE.

Once you receive the verification code, enter it on the website.
You may skip the verification code process in the future by
checking the Remember this device box. Otherwise, you will go
through the verification code process anytime you log in from a

device or browser that is not recognized. Click SIGN IN.

If you experience any problems while registering your
account, please select the Contact Us link at the bottom of

the page.

CREATE,GROW | &DISCOVER | ALL YOUR TOMORROWS

1 Access to the website may be limited or unavailable during periods of peak demand, market volatility, systems upgrades/maintenance or other reasons.

2 The account owner is responsible for keeping their PIN/Password confidential. Please contact Client Services immediately if you suspect any unauthorized use.

Core securities, when offered, are offered through GWFS Equities, Inc. and/or other broker dealers.

GWFS Equities, Inc., Member FINRA/SIPC, is a wholly owned subsidiary of Great-West Life & Annuity Insurance Company.

Empower Retirement refers to the products and services offered in the retirement markets by Great-West Life & Annuity Insurance Company (GWL8A), Corporate Headquarters: Greenwood Village, CO;
Great-West Life & Annuity Insurance Company of New York, Home Office: White Plains, NY; and their subsidiaries and affiliates. The trademarks, logos, service marks, and design elements used are owned
by their respective owners and are used by permission. ©2015 Great-West Life & Annuity Insurance Company. All rights reserved. Form# F3034 (07/2015) PT237974

Unless otherwise noted: Not a Deposit | Not FDIC Insured | Not Bank Guaranteed | Funds May Lose Value | Not Insured by Any Federal Government Agency
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Potomac CoNFERENCE CORPORATION
Human Resources

y 7. %
(This Form to Be Completed By Site Supervisor)
Name Position: Before/After School Teacher’s Aid Custodial Secretary

PLEASE BE SURE TO COMPLETE ALL FORMS THAT APPLY
Standard Forms (ALL):
Completed and Signed Payroll Enrollment Form
Completed and Signed Employment Application
Completed and Signed I-9 Form — pages 1 and 2
Copy of required documents for I-9 - please refer to page 4 for List of Acceptable Documents
Copy of Social Security Card
Completed and Signed Form W-4
Completed and Signed Direct Deposit form
Completed and Signed Membership Verification Form
Completed and Signed EEO-1 Self Identification
Completed and Signed Verified Volunteer (Child Protection Training/Background Check) and policy
Completed Service Record Information Sheet
Signed Acknowledgment of Receipt of Harassment Policy
Signed Conflict of Interest Statement
Signed Working Policies Acknowledgement
Signed Work Injury Acknowledgment
Signed Statement on Tithing
Signed Hepatitis B Vaccine form
TB Screening Test form (completed and signed by physician)
Add employee to uAttend, provide Site Manager’s name: and
Email: to send notification

goooooooooooooooooan

Virginia Residents (ONLY):

O Completed and Signed Form VA-4

O Signed Mandatory Child Withholding Statement

O Completed and Signed National Criminal Background Check
O Fingerprints card

Maryland Residents (ONLY):
O Completed and Signed Form MW 507
O Fingerprint Form — American Identity Solutions

SEND COMPLETED FORMS TO THE HUMAN RESOURCES DEPARTMENT WITHIN THE FIRST THREE DAYS OF THE EMPLOYEE’S HIRE DATE. USE THE DATE OF
HIRE FOR ALL DATES. USE THIS CHECKLIST TO ENSURE THAT ALL FORMS ARE INCLUDED. ANY INFORMATION AND/OR FORMS NOT RECEIVED BY THE 15"
OF EACH MONTH WILL CAUSE A DELAY IN PAYROLL PROCESSING. IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT HUMAN RESOURCES

. _____________________________________________________________________________________________________________|
UPDATED 01/2017 1
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Form W-4 (2018)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, go to
www.irs.gov/FormW4.

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

Exemption from withholding. You may
claim exemption from withholding for 2018
if both of the following apply.

e For 2017 you had a right to a refund of all
federal income tax withheld because you
had no tax liability, and

® For 2018 you expect a refund of all
federal income tax withheld because you
expect to have no tax liability.

If you’re exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2018 expires February
15, 2019. See Pub. 505, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2018 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/W4App to determine your
tax withholding more accurately. Consider

o W=4

Department of the Treasury
Internal Revenue Service

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income
outside of your job. After your Form W-4
takes effect, you can also use this
calculator to see how the amount of tax
you’re having withheld compares to your
projected total tax for 2018. If you use the
calculator, you don’t need to complete any
of the worksheets for Form W-4.

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. If you have too little tax
withheld, you will owe tax when you file your
tax return, and you might owe a penalty.

Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you’re married and your
spouse is also working, read all of the
instructions including the instructions for
the Two-Earners/Multiple Jobs Worksheet
before beginning.

Nonwage income. If you have a large
amount of nonwage income, such as
interest or dividends, consider making
estimated tax payments using Form 1040-
ES, Estimated Tax for Individuals.
Otherwise, you might owe additional tax.
Or, you can use the Deductions,
Adjustments, and Other Income Worksheet
on page 3 or the calculator at www.irs.gov/
W4App to make sure you have enough tax
withheld from your paycheck. If you have
pension or annuity income, see Pub. 505 or
use the calculator at www.irs.gov/W4App
to find out if you should adjust your
withholding on Form W-4 or W-4P.
Nonresident alien. If you’re a nonresident
alien, see Notice 1392, Supplemental Form
W-4 Instructions for Nonresident Aliens,
before completing this form.

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your records.

Employee’s Withholding Allowance Certificate

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

Specific Instructions

Personal Allowances Worksheet

Complete this worksheet on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you can claim head of
household filing status on your tax return
only if you’re unmarried and pay more than
50% of the costs of keeping up a home for
yourself and a qualifying individual. See
Pub. 501 for more information about filing
status.

Line E. Child tax credit. When you file
your tax return, you might be eligible to
claim a credit for each of your qualifying
children. To qualify, the child must be
under age 17 as of December 31 and must
be your dependent who lives with you for
more than half the year. To learn more
about this credit, see Pub. 972, Child Tax
Credit. To reduce the tax withheld from
your pay by taking this credit into account,
follow the instructions on line E of the
worksheet. On the worksheet you will be
asked about your total income. For this
purpose, total income includes all of your
wages and other income, including income
earned by a spouse, during the year.

Line F. Credit for other dependents.
When you file your tax return, you might be
eligible to claim a credit for each of your
dependents that don’t qualify for the child
tax credit, such as any dependent children
age 17 and older. To learn more about this
credit, see Pub. 505. To reduce the tax
withheld from your pay by taking this credit
into account, follow the instructions on line
F of the worksheet. On the worksheet, you
will be asked about your total income. For
this purpose, total income includes all of

OMB No. 1545-0074

2018

1 Your first name and middle initial Last name 2 Your social security number
Home address (number and street or rural route) 3 |:| Single |:| Married |:| Married, but withhold at higher Single rate.
Note: If married filing separately, check “Married, but withhold at higher Single rate.”
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 800-772-1213 for a replacement card. P |:|
5  Total number of allowances you’re claiming (from the applicable worksheet on the following pages) . . . 5
6  Additional amount, if any, you want withheld from each paycheck . 6 |$
7 | claim exemption from withholding for 2018, 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 .

> 7]

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

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

Date »

8 Employer’s name and address (Employer: Complete boxes 8 and 10 if sending to IRS and complete
boxes 8, 9, and 10 if sending to State Directory of New Hires.)

9 First date of
employment

10 Employer identification
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

Cat. No. 10220Q

Form W-4 (2018)
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Page 2

your wages and other income, including
income earned by a spouse, during the year.
Line G. Other credits. You might be able
to reduce the tax withheld from your
paycheck if you expect to claim other tax
credits, such as the earned income tax
credit and tax credits for education and
child care expenses. If you do so, your
paycheck will be larger but the amount of
any refund that you receive when you file
your tax return will be smaller. Follow the
instructions for Worksheet 1-6 in Pub. 505
if you want to reduce your withholding to
take these credits into account.

Deductions, Adjustments, and
Additional Income Worksheet
Complete this worksheet to determine if
you’re able to reduce the tax withheld from
your paycheck to account for your itemized
deductions and other adjustments to
income such as IRA contributions. If you
do so, your refund at the end of the year
will be smaller, but your paycheck will be
larger. You’re not required to complete this
worksheet or reduce your withholding if
you don’t wish to do so.

You can also use this worksheet to figure
out how much to increase the tax withheld
from your paycheck if you have a large
amount of nonwage income, such as
interest or dividends.

Another option is to take these items into
account and make your withholding more
accurate by using the calculator at
www.irs.gov/W4App. If you use the
calculator, you don’t need to complete any
of the worksheets for Form W-4.

Two-Earners/Multiple Jobs
Worksheet

Complete this worksheet if you have more

than one job at a time or are married filing
jointly and have a working spouse. If you
don’t complete this worksheet, you might
have too little tax withheld. If so, you will
owe tax when you file your tax return and
might be subject to a penalty.

Figure the total number of allowances
you’re entitled to claim and any additional
amount of tax to withhold on all jobs using
worksheets from only one Form W-4. Claim
all allowances on the W-4 that you or your
spouse file for the highest paying job in
your family and claim zero allowances on
Forms W-4 filed for all other jobs. For
example, if you earn $60,000 per year and
your spouse earns $20,000, you should
complete the worksheets to determine
what to enter on lines 5 and 6 of your Form
W-4, and your spouse should enter zero
(“-0-") on lines 5 and 6 of his or her Form
W-4. See Pub. 505 for details.

Another option is to use the calculator at
www.irs.gov/W4App to make your
withholding more accurate.

Tip: If you have a working spouse and your
incomes are similar, you can check the
“Married, but withhold at higher Single
rate” box instead of using this worksheet. If
you choose this option, then each spouse
should fill out the Personal Allowances
Worksheet and check the “Married, but
withhold at higher Single rate” box on Form
W-4, but only one spouse should claim any
allowances for credits or fill out the
Deductions, Adjustments, and Additional
Income Worksheet.

Instructions for Employer

Employees, do not complete box 8, 9, or
10. Your employer will complete these
boxes if necessary.

New hire reporting. Employers are

required by law to report new employees to
a designated State Directory of New Hires.
Employers may use Form W-4, boxes 8, 9,
and 10 to comply with the new hire
reporting requirement for a newly hired
employee. A newly hired employee is an
employee who hasn’t previously been
employed by the employer, or who was
previously employed by the employer but
has been separated from such prior
employment for at least 60 consecutive
days. Employers should contact the
appropriate State Directory of New Hires to
find out how to submit a copy of the
completed Form W-4. For information and
links to each designated State Directory of
New Hires (including for U.S. territories), go
to www.acf.hhs.gov/programs/css/
employers.

If an employer is sending a copy of Form
W-4 to a designated State Directory of
New Hires to comply with the new hire
reporting requirement for a newly hired
employee, complete boxes 8, 9, and 10 as
follows.

Box 8. Enter the employer’s name and
address. If the employer is sending a copy
of this form to a State Directory of New
Hires, enter the address where child
support agencies should send income
withholding orders.

Box 9. If the employer is sending a copy of
this form to a State Directory of New Hires,
enter the employee’s first date of
employment, which is the date services for
payment were first performed by the
employee. If the employer rehired the
employee after the employee had been
separated from the employer’s service for
at least 60 days, enter the rehire date.

Box 10. Enter the employer’s employer
identification number (EIN).
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Personal Allowances Worksheet (Keep for your records.)

Enter “1” for yourself .
Enter “1” if you will file as married f|||ng jomtly
Enter “1” if you will file as head of household . -
e You’re single, or married filing separately, and have onIy one jOb or
Enter “1” if: ¢ You’re married filing jointly, have only one job, and your spouse doesn’t work; or
 Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
Child tax credit. See Pub. 972, Child Tax Credit, for more information.
e If your total income will be less than $69,801 ($101,401 if married filing jointly), enter “4” for each eligible child.
e |f your total income will be from $69,801 to $175,550 ($101,401 to $339,000 if married filing jointly), enter “2” for each
eligible child.
e If your total income will be from $175,551 to $200,000 ($339,001 to $400,000 if married filing jointly), enter “1” for
each eligible child.
o If your total income will be higher than $200,000 ($400,000 if married filing jointly), enter “-0-”
Credit for other dependents.
e If your total income will be less than $69,801 ($101,401 if married filing jointly), enter “1” for each eligible dependent.
e If your total income will be from $69,801 to $175,550 ($101,401 to $339,000 if married filing jointly), enter “1” for every
two dependents (for example, “-0-" for one dependent, “1” if you have two or three dependents, and “2” if you have
four dependents).
e |f your total income will be higher than $175,550 ($339,000 if married filing jointly), enter “-0-" .
Other credits. If you have other credits, see Worksheet 1-6 of Pub. 505 and enter the amount from that worksheet here
Add lines A through G and enter the totalhere . . . . . . . . . . . . . . . . . . . . . .»

e |f you plan to itemize or claim adjustments to income and want to reduce your withholding, or if you
have a large amount of nonwage income and want to increase your withholding, see the Deductions,
For accuracy, Adjustments, and Additional Income Worksheet below.

complete all * If you have more than one job at a time or are married filing jointly and you and your spouse both
worksheets work, and the combined earnings from all jobs exceed $52,000 ($24,000 if married filing jointly), see the
that apply. Two-Earners/Multiple Jobs Worksheet on page 4 to avoid having too little tax withheld.

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

(ol

Deductions, Adjustments, and Additional Income Worksheet

H

0o ~N O O

10

Note:

Use this worksheet only if you plan to itemize deductions, claim certain adjustments to income, or have a large amount of nonwage

income.

Enter an estimate of your 2018 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes (up to $10, 000) and medical expenses in excess of 7.5% of
your income. See Pub. 505 for details . . . e e 19

$24,000 if you’re married filing jointly or quallfylng W|dow(er)
Enter: $18,000 if you're head of household e e 2 $
$12,000 if you’re single or married filing separately
Subtract line 2 from line 1. If zero or less, enter “-0-” . . . . 34
Enter an estimate of your 2018 adjustments to income and any addltlonal standard deductlon for age or
blindness (see Pub. 505 for information about these items) .
Add lines 3 and 4 and enter the total
Enter an estimate of your 2018 nonwage income (such as d|V|dends or |nterest)
Subtract line 6 from line 5. If zero, enter “-0-". If less than zero, enter the amount in parentheses
Divide the amount on line 7 by $4,150 and enter the result here. If a negative amount, enter in parentheses
Drop any fraction

N o o b
P |h PP

© 0

Enter the number from the Personal Allowances Worksheet, line H above e e

Add lines 8 and 9 and enter the total here. If zero or less, enter “-0-". If you plan to use the Two-Earners/
Multiple Jobs Worksheet, also enter this total on line 1, page 4. Otherwise, stop here and enter this total
on FormW-4,line5,page1 . . . . . . . . . . . . L Lo 10






Form W-4 (2018)

Page 4

Two-Earners/Multiple Jobs Worksheet

Note: Use this worksheet only if the instructions under line H from the Personal Allowances Worksheet direct you here.

1 Enter the number from the Personal Allowances Worksheet, line H, page 3 (or, if you used the
Deductions, Adjustments, and Additional Income Worksheet on page 3, the number from line 10 of that
worksheet) . . . . . . . . L. . . . L.
2  Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if you're
married filing jointly and wages from the highest paying job are $75,000 or less and the combined wages for
you and your spouse are $107,000 or less, don’t enter more than “3” . e e 2
3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter “-0-")
and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . 3
Note: If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary to avoid a year-end tax bill.
4  Enter the number from line 2 of this worksheet . . . . . . . . . . . 4
5  Enter the number from line 1 of this worksheet . . . . . . . . . . . 5
6  Subtract line 5 from line 4 . s e e e 6
7  Find the amount in Table 2 below that applies to the HIGHEST paying job and enter it here 79
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed 8 $
9 Divide line 8 by the number of pay periods remaining in 2018. For example, divide by 18 if you’re paid every
2 weeks and you complete this form on a date in late April when there are 18 pay periods remaining in
2018. Enter the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld
from each paycheck . . 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST Enter on If wages from LOWEST Enter on If wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above paying job are— line 2 above paying job are— line 7 above paying job are— line 7 above
$0 - $5,000 0 $0 - $7,000 0 $0 - $24,375 $420 $0 - $7,000 $420
5,001 - 9,500 1 7,001 - 12,500 1 24,376 - 82,725 500 7,001 - 36,175 500
9,501 - 19,000 2 12,501 - 24,500 2 82,726 - 170,325 910 36,176 - 79,975 910
19,001 - 26,500 3 24,501 - 31,500 3 170,326 - 320,325 1,000 79,976 - 154,975 1,000
26,501 - 37,000 4 31,501 - 39,000 4 320,326 - 405,325 1,330 154,976 - 197,475 1,330
37,001 - 43,500 5 39,001 - 55,000 5 405,326 - 605,325 1,450 197,476 - 497,475 1,450
43,501 - 55,000 6 55,001 - 70,000 6 605,326 and over 1,540 497,476 and over 1,540
55,001 - 60,000 7 70,001 - 85,000 7
60,001 - 70,000 8 85,001 - 90,000 8
70,001 - 75,000 9 90,001 - 100,000 9
75,001 - 85,000 10 100,001 - 105,000 10
85,001 - 95,000 11 105,001 - 115,000 11
95,001 - 130,000 12 115,001 - 120,000 12
130,001 - 150,000 13 120,001 - 130,000 13
150,001 - 160,000 14 130,001 - 145,000 14
160,001 - 170,000 15 145,001 - 155,000 15
170,001 - 180,000 16 155,001 - 185,000 16
180,001 - 190,000 17 185,001 and over 17
190,001 - 200,000 18
200,001 and over 19

Privacy Act and Paperwork Reduction
Act Notice. We ask for the information on
this form to carry out the Internal Revenue
laws of the United States. Internal Revenue
Code sections 3402(f)(2) and 6109 and
their regulations require you to provide this
information; your employer uses it to
determine your federal income tax
withholding. Failure to provide a properly
completed form will result in your being
treated as a single person who claims no
withholding allowances; providing
fraudulent information may subject you to
penalties. Routine uses of this information
include giving it to the Department of
Justice for civil and criminal litigation; to
cities, states, the District of Columbia, and

U.S. commonwealths and possessions for
use in administering their tax laws; and to
the Department of Health and Human
Services for use in the National Directory of
New Hires. We may also disclose this
information to other countries under a tax
treaty, to federal and state agencies to
enforce federal nontax criminal laws, or to
federal law enforcement and intelligence
agencies to combat terrorism.

You aren’t required to provide the
information requested on a form that’s
subject to the Paperwork Reduction Act
unless the form displays a valid OMB
control number. Books or records relating
to a form or its instructions must be

retained as long as their contents may
become material in the administration of
any Internal Revenue law. Generally, tax
returns and return information are
confidential, as required by Code section
6103.

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

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






