Benefits

Darleen McNerney
T:914.761.6000 Ext. 3111

E: dmcnerney@greenburghcsd.org

o Greenburgh Central
1 School District

" Our Children. Our Focus. Our Future. J

Payroll

Victoria Lucas
T:914.761.6000 Ext. 3109

E: vlucas@greenburghcsd.org

NEW HIRE PACKET CHECKLIST - GTF

FULL TIME INSTRUCTIONAL & NON-INSTRUCTIONAL

ACTION

'"“"‘Cti"“a' : New York State Optional for coaches & substitutes. Required for Full-Time teachers,
Teacher's Retirement System teachers assistants & administrators. Must complete a declination form or a completed
i X complete
Optional for Part-Time application form and return to Payroll, notarized
Required for Full-Time
Non-Instructional : New York State . D
Employees Retirement System Return completed form, notarized.
Information Sheet Return completed form to Payroll O
Tax Forms e 7 "
Instructional: (NYS, W-4) Return completed form to Payro D
Non-instructional:(W-4, IT-2104)
- I-9 Employment Verification Return completed form to Payroll with Driver's License and D
v Social Security card
- | S—
8" Employee Statement Return completed form to Payroll ]
o Technology Agreement Read, Sign and Return D
i T
AESOP Form Return completed form. Keep Instructions. D
K-12 Alert Form Return completed form. Keep FAQ page FYI D
Paychecks Per Year Form Return completed form to Payroll ]
{10 Month Full-Time Only)
Ry T
Emergency Contact Form Return completed form. D
Direct Deposit Return completed form to Payroll with a copy of a voided check D
Tax Shelter: OMNI 403(b) Instructional: Complete Part | and Part 5 (Choose Option |, 2 or 3)
(Please Return Form) Non-Instructional: Complete Part | and Part 3 {Choose Option 1, 2 or 3) and Part 5 after D
account has been opened through OMNI
For more information: www.omni403b.com or call 1.877.544 6664
T Hudson River Financial Federal Complete enrollment form and submit to HRFFCU with a $6.00 check
22 : ; to open an account. Deductions will be made with account number Enrollment can be D
c Credit Union ( :
@) done at any time.
P FSA Enrollment Form FLEX Spending account for Health Dependent Care pre-tax
o deductions. Return completed form to Payroll within Thirty days of hire. D
@) www.fsastore.com
Health Insurance Return completed enrollment form or waiver required D
Dental & Optical Teacher (GTF) Dental & Optical offered through GTF Welfare Fund D
AFLAC Benefits Accident, Dental. Short Term Disability, Cancer. D
Contact Larry Blum to enroll. Ljblum 19@.gma il.com 914.645.1115
Educators' EAP Low Cost Benefit Solutions & Information({Darleen McNerney) t I
FMLA & COBRA Info. Keep for your records D
Payroll Schedule Keep for your records D
Paid Leave Time Form Keep for future use D

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




Form w-4

Employee’s Withholding Certificate OMB No. 1545-0074

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

Department of the Treasury . L . A

Internal Revenue Service P Your withhalding is subject to review by the IRS.

Ste pi: (a) First name and middle initial Last name {b) Sacial security number
Enter Address > Does your name match the
Personal name on your social security

card? if not, to ensure you get

Information

Clty or town, state, and ZIP code credit for your eamings, contact

S5A at 800-772-1213 or go 10
Www.ssa.gov.

{c)

[ single or Married filing separatsly
] Married filing Jointly (or Qualifying widow(er))
] Head of housshold (Check only If you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual}

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the online estimator, and privacy.

Step 2:

Multiple Jobs
or Spouse
Works

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

Do only one of the following.

{(a) Use the estimator at www.irs.gow/W4App for most accurate withholding for this step {and Steps 3-4); or

(b} Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate withholding; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This option
is accurate for jobs with similar pay; otherwise, more tax than necessary may bewithheld . . . . . » []

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

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. {Your withholding wil
be most accurate if you complete Steps 3-4{b} on the Form W-4 for the highest paying job.)

Step 3: If your income will be $200,000 or [ess {$400,000 or less if married filing jointly):
Claim . o . ;
Dependents Multiply the number of qualifying children under age 17 by $2,000» $
Multiply the number of other dependents by $500 . . . . » §
Add the amounts above and enter the tatalhere . . . . . . . . . . . . . 3%
Step 4 (a} Other income {not from jobs). If you want tax withheld for other income you expect
{optional): this year that won't have withholding, enter the amount of other income here. This may
Other include interest, dividends, and retirementincome . . . . . . . . . . . . |44}
Adjustments
(b) Deductions. If you expect to claim deductions other than the standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
entertheresulthere . . . . . . . . . . . . . . . . .. .. . 4D}
{c) Extra withholding. Enter any additional tax you want withheld each pay period . |[4{c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complate.
Sign
Here } >
Employee’s signature (This form is not valid unless you sign it.) Date
Employers Employer's name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 102200 Form W-4 (2020)



Form W-4 (2020) Page 4
Married Filing Jointly or Qualifying Widow{er)
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 - [$20,000 - | $30,000 - | $40,000 - |$50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 - [$110,000 -
Wage & Salary | 9,909 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,989 | 120,000
$0- 9,999 %0 $220 $850 $900 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,210 | $1,870 | $1,870
$10,000 - 19,908 220 | 1220 1,90 2100 | 2220 | 2220| 2220 | 2220 | 2410| 3410| 4070 | 4,070
$20,000 - 29,999 850 ] 1900| 2730| 2830 | 30s0| 3050 | 3080 | 3240 | 4240 | 5240 | 5800 5800
$30,000 - 39,999 900 f 2100 | 2930 | 3130 | 3250 | 3250 | 3440 | 4440 | 5440 | 6440 [ 700 | 7100
$40,000 - 48,999 1,020 | 2220 | 3050 | 3250 | 3370 | a570| 4570 | 5570 | 6570 | 7570 | 8220 | 8220
$50,000- 59,999| 1,020 | 2220 | 3050| 3250 | 3570 | 4570 5570 | 6570 | 7570 | 8570 | @220 | 9220
$60,000- 69,999 1,020 | 2220 | 3,050 | 3440 | 4570 | 5570 | 6,570 | 7570 | 8570 | 9570 | 10,220 | 10,220
$70,000- 79,999| 1,020 | 2220 | 3,240 | 4440 | 5570 | 6570 7,570 | 8570 | 9,570 | 10,570 | 11,220 | 11,240
$80,000- 99,999| 1,060 | 3,260 | 5080 | 6290 | 7420 | 8420 | 9,420 | 10,420 | 11,420 | 12,420 | 13.260 | 13,460
$100,000 - 149,999 1,870 | 4,070 | 5900 | 7,900 | 8220 | 9320 | 10520 | 11,720 | 42,920 | 14,120 | 14,980 | 15,180
$150,000 - 239,999 2,040 | 4440 | 6470 | 7,870 | 9,190 [ 10,390 | 11,590 | 12,780 | 3,990 | 15190 | 16,050 | 16,250
$240,000-259,999 2,040 | 4440 | 6470 | 7,870 | 9,490 | 10300 | 11,500 | 12,700 | 3,990 | 15520 | 17,170 | 18,170
$260,000 - 279,998 2,040 | 4440 | 6470 | 7.870 | 9,190 | 10,300 | 11,590 | 13,120 | 15120 | 17,120 | 18,770 | 19,770
$280,000 - 299,998 2,040 | 4440 | 6470 | 7,870 | 9,190 | 10,720 | 12,720 | 14,720 | 16,720 | 18,720 | 20370 | 21,370
$300,000-319,998| 2040 | 4440 | 6470 | 8,200 | 10,320 | 12,320 | 14,320 | 16,320 | 18,320 | 20,320 | 21,970 | 22,970
$320,000 - 364,009 2,720 | 5920 | 8,750 | 10,950 | 13,070 | 15070 | 17,070 | 19,070 | 21,200 | 23,500 | 25540 | 26,840
$365,000- 524,999 2,870 | 6,470 | 9,600 | 12,900 | 14,530 | 16,830 | 19,130 | 21,430 | 23,730 | 26,080 | 27,080 | 29,280
$625,000and over | 3,140 | 6,840 | 10,170 | 12,870 | 15,500 | 18,000 | 20,500 | 23,000 | 25500 | 28,000 | 30,150 | 31,650
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $o0- |$10,000 -($20,000 -|$30,000 - |$40,000 - | $50,000 - | $60,000 -| $70,000 - | $80,000 - |$90,000 -|$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 20,999 | 39,999 | 49,969 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,899 | 120,000
$0- 9,999]  $460 $940 | $1,020 | $1,020 | $1,470 | $1,870 | $1,870 | $1,870 | $1,870 | $2,040 | $2,040 | $2,040
$10,000- 19,999 940 | 1,530 | 1,610 | 2060 | 3060 | 3,460 | 3460 | 3460 | 3640 | 3830 3830 | 3830
$20,000- 20999 1,020 | 1610 [ 2130 | 3130 | 4130 | 4540 | 4510| 4720| 4920 5110 s5110| 5110
$30,000- 39999 1,020 | 2080 | 3130 | 4,130 | 5130 | 5540 | 5720 5920| 6120 s&at0| €310 6310
$40,000- 59999 1,870 | 3480 | 4540 | 5540 | 6690 | 7200 | 7490 | 7690 | 7800 | so080| s080| 2080
$60,000- 79993| 1,870 | 3460 | 4690 | 5800 | 7090 | 7690 | 7800 | s8000| 8200| 8480 | 9,280 | 10,080
$80,000 - 99,998 2020 | 3810 5000 | 8200 | 749 | 8090 | 8290 | 8400 9470 | 10460 | 11,280 | 12,060
$100,000 - 124,999 2040 | 3830 | 5110 | 6310 | 7,510 | 8430 | 9430 | 10,430 | 11,430 | 12,420 | 13,520 | 14,620
$125,000 - 149,999 2040 | 3830 | 5110 | 7,030 | 9030 | 10430 | 11,430 | 12,580 | 13,880 | 15170 | 16,270 | 17,370
$150,000 - 174,999 2,360 | 4950 | 7,030 | 9,030 | 11,030 | 12,730 | 14,030 | 15330 | 16630 | 17,920 | 19,020 | 20,120
$175,000-199,999 2,720 | 5310 | 7,540 | 9,840 | 12,140 | 13,840 | 15,140 | 16,440 | 17,740 | 19,080 | 20,130 | 21,230
$200,000 - 249,999 2,970 | 5860 | 8,240 | 10,540 | 12,840 | 14,540 | 15,840 | 17,140 | 18,440 | 19,730 | 20,830 | 21,930
$250,000 - 399,999| 2,970 | 5860 | 8240 | 10,540 | 12,840 | 14,540 | 15,840 | 17,140 | 18,440 | 19,730 | 20,830 | 21,830
$400,000 - 449,999 2,970 | 5860 | 8240 | 10,540 | 12,840 | 14,540 | 15,840 | 17,140 | 18,450 | 19,940 | 21,240 | 22,540
$450,000 and over | 3140 | 6230 | 8810 | 11,310 | 18,810 | 15710 | 17,210 | 18,710 | 20210 | 21,700 | 23,000 | 24,300
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | g0-  |$10,000 - [$20,000 - | $30,000 - |$40,000 - |$50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9999 | 19,999 | 29,999 | 39,009 | 49,999 | 59,999 | 69,999 | 79,000 | 89,000 | 99,999 | 108,999 | 120,000
$0- 9,999 $0 $830 $930 | $1,020 | $1,020 | $1,020 | $1,480 | $1,870 | $1,870 | $1,930 | $2,040 | $2,040
$10,000- 19,999 830 | 1920 | 2130 | 2220 | 2220 2680 | 3,680 | 4070 | 4130 | 4,330 | 4,440 | 4,440
$20,000 - 29,999 930 | 2130 | 2350 | 2430 | 2900| 3900| 4900| 5340 | 5540 | 5740 | 5850 | 5850
$30,000- 39,998 1,020 | 2,220 | 2430 | 2980 | 3980 | 4980 | 6040 6630 | 6830 7,080 | 7140 7,140
$40,000 - 59,998 1,020 | 2530 | 3750 4820 | 5860 7,080 | 8260 | 880 | 9050 | 925 | 9360 | 9360
$60,000- 79,999| 1,870 | 4070 | 5310 | 6600 | 7,800 | 9,000 | 10,200 | 10,780 | 10,980 | 11,180 | 11,580 | 12,380
$80,000- 99,999] 1,900 | 4300 | 5710 | 7,000 | 8200 | 9400 | 10600 | 11,180 | 11,670 | 12,670 | 13,580 | 14,380
$100,000- 124,999 2,040 | 4,440 | 5850 | 7,140 | 8340 | 9,540 | 11,360 | 12,750 | 43,750 | 14,750 | 15,770 | 18,870
$125,000- 149,999 2,040 | 4440 | 5850 | 7,360 | 9,360 | 11,360 | 13,360 | 14,750 | 16,010 | 17.310 | 18,520 | 19,620
$150,000- 174,999 2,040 | 5060 | 7,280 | 9,360 | 11,360 | 13,480 | 15,780 | 17.460 | 18,760 | 20,060 | 21,270 | 22,370
$175,000- 199,999 2,720 | 5920 | 8,130 | 10,480 | 12,780 | 15,080 | 17,380 | 19,070 | 20,370 | 21,670 | 22,880 | 23,980
$200,000-249,999] 2970 | 6470 | 8990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$250,000 - 349,999| 2,970 | 6470 | 8,990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$350,000 - 449,999 2970 | 6470 | 8990 | 11,370 | 13670 | 15970 { 18,270 | 19,960 | 21,260 | 22,560 | 23,900 | 25,200
$450,000andover | 3,140 | 6,840 | 9,580 | 12,140 | 14,640 | 17,140 | 19,640 | 21,530 | 23,030 | 24,530 | 25940 | 27,240




Department of Taxation and Finance

NEW IT-2104
YORK 3 ] ] = gam
siare  Employee’s Withholding Allowance Certificate
2020 New York State » New York City * Yonkers
First name and middle initial Last name Yous Sccial Security number
Permanent home address (number and street or rural route) Apartment number Single or Head of household |:| Maried [:]
S Married, but withhaid at higher single rate
City, village, or post office State ZIP cade Note: If married but legally separated, mark an Xin
the Single or Head of household box,
Are you a resident of New York City? ........... Yes [] No [_]
Are you a resident of Yonkers? .................... Yes [ ] No []
Complete the worksheet on page 4 before making any entries.
1 Total number of allowances you are claiming for New York State and Yonkers, if appiicable (from fine 20) ........... 1

3 New York State amount

2 Total number of allowances for New York City (from fine 35) ..........

................................................................

4 New York City amount ...
5 YONKEIS GIMOUNT 1iiiiiineeiceee e ceere s vversssteeesesstssneeeessatesassesssarnres

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

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

Employee's signature

Date

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

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

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

Employer: Keep this certificate with your records.

Mark an Xin box A and/or box B to indicate why you are sending a copy of this form to New York State {see instructions;:

A Employee claimed more than 14 exemption allowances for NYS

B Employee is a new hire orarehire... B D First date employee performed services for pay (mm-dd-yyvy) (see insir.): |

Are dependent health insurance benefits available for this employee? ............. Yes [:I

Al

NOD

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

Emgloyer's name and address (Employer: complete this seclion anly if you are sending a copy of this form {o the NS Tax Depariment }

Employer identification number

Instructions

Changes effective for 2020

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

Who should file this form

This certificate, Farm 1T-2104, is completed by an employee and given

to the employer te instruct the employer how much New York State {and
New York City and Yonkers) tax o withheld from the employee’s pay. The
more allowances claimed, the lower the amount of tax withheld.

If the federal Form W-4 you most recently submitted to your employer
was for tax year 2018 or earlier, and you do not file Form IT-2104, your
empioyer may use the same number of allowances you claimed on your
federal Form W-4. Due to differences in tax law, this may resuit in the
wrong ameunt of tax withheld for New York State, New York City, and
Yonkers.

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

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

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

* You started a new job.

+ You are no longer a dependent,

+ Your individual circumstances may have changed {for example, you
were married or have an additional child).

* You moved into of aut of NYC or Yonkers.

+ You itemize your deductions on your persaonal income tax return,

* You claim allowances for New York State credits.

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

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




Page 4 of 8 IT-2104 (2020)

Worksheet
See the instructions before completing this worksheet.

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

6 Enter the number of dependents that you will claim on your state return (do not include yourself or, if married, your spouse) ..... 6
For lines 7, 8, and 9, enter 7 for each credit you expect to claim on your state return.
7 College tuition credit . O U T O PV PE OO TUUPTUPPRSTUUUUTOVPOROTIO 4
8 New York State household credlt SO O P S U T OO ST UT TP STOTTETOUTUOROTRPVOVPUOVO :
9 Real property tax credit .. PO S PP PO PYRTIRRPUPRVURR |
For lines 10, 11, and 12, enter 3 for each credrt you expect to clarm on your state return
10 Child and dependent care credif .
41 Earned income credit ..
12 Empire State child credrt

13 New York City school tax credrt If you expect to be a resrdent of New Ym'k Clty fer any part of the tax year enter 2 e 13
14 Other credits {see instructions) .. - . . SUSTR 14
15 Head of household status and oniy ane job (enter 2 n'rhe srrua!ron appfres) reee e 15
16 Enter an estimate of your federal adjustments to income, such as deductrble IRA contnbutrons you erI make for the

tax year. Totalestmate $ . Divide this estimate by $1,000. Drop any fraction and enter the number ...... 16
17 - If you expect to be a covered employee of an employer who elected to pay the employer compensation expense tax in

2020, complete Part 3 below and enter the number from line 29 ., . rereereenns 17
18 If you made contributions in 2019 to a New York Charitable Gifts Trust Fund (the Health Charltable Account or the

Elementary and Secondary Education Account), complete Part 4 below and enter the amount from line 32 . wrerenereenee 18
19 If you expect to itemize deductions on your state tax return, complete Part 2 below and enter the number from I|ne 24

All others enter @ . .19
20 Add lines 6 through 19 Enter the result here and on Ilne 1 If you have more than one jOb or :f you and your spouse hoth

work, see instructions for Taxpayers with more than one job or Married couples with both spouses working. ...........c........ 20

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

21 Enter your estimated NY itemized deductions for the tax year (see Form T-196 and its Instructions; enter the amount from line 43) 21

22 Based on your federal filing status, enter the applicable amount from the table BEIOW .......coevenvicviirssiesrse s innees 22
Standard deduction table
Single (cannot be claimed as a dependent) .... $ 8,000 Qualifying Widow{er) .c...occrccniniivecrcrnrirne.. $16,050
Single (can be claimed as a dependent} ....... $ 3,100 Married filing jointly ......... ... $16,050
Head of household ... ecinirninn. 311,200 Married filing separate returns rrevrreee s 3 8,000

23 Subtract line 22 from line 21 (if ine 22 is larger than fine 21, enter 0 hera and on line 19 8HOVE} .....iiieesiiiiccsiiieses s ssss i
24 Divide line 23 by $1,000. Drop any fraction and enter the result here and on line 19 above

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

25 Expected annual wages and compensation from electing employerin 2020 .......cccivmeiniivviireeisrermrrssesesseressessiesseresssssenens 25
26 Line 25 minus $40,000 (if zera or less, stop) e 26
27 Line 26 multiplied by .03 . e R LA e b r ettt e e e easeree st ereatens 27
28 Line 27 multiplied by 935 - ... 28
29 Divide line 28 by 65. Drop any fractron and enter the result here and on lme 17 above OSSO .

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

30 Contributions to these funds N 201G ... s reee et sasa oot snsesaneresnasoseesemnassreaserenasarernenres 300
31 Multiply line 30 DY BE% (185) ..eereeeeieeercee ettt st sres e rasas e s et bbb s e I &

32 Divide line 31 by 60. Drop any fraction and enter the result here and on line 18 above .........oeoooee e seeerseeen. 32
Part § - Complete this part to compute your withholding allowances for New York City (line 2).

33 Enter the amount frem line 6 above .. . OO PPV OOV RO PUPPROUSPRPRRR ¥

34 Add lines 15 through 19 above and entertotal here O OO SO UTOPOUVPRPUUOURUUR. '

35 Add lines 33 and 34, Enter the result here and on Irne 2 e eeeeteeeteresateistesearasetesstsesasissseestassertersnterrtsinteseentesseratarasteirresrrassrernres G




Employment Eligibility Verification USCTS

Department of Homeland Security Form 1.9
o . . i CMB No. 16130047
LS. Citizenship and Immigration Services

Experes 08/3 129

» START HERE: Read Instructions caretully bafore complating this form. The instructions must be avaitable, either In paper or slectronically,
durlng compiation of this form. Employers are tiable for errors in the completion of this form,

ANTI-DISCRIMINATION NOTICE: it is iflegal lo discriminate against work-authorzed indivicuals, Employers CANNOT specify which

document({s} an employee may present to establish employmeni authorization and identity, The refusal to hire or continue to employ
an'individual because the documentation presented has a future expiration date

Section 1. Employee Information and Attestation:Empioyaes must

thaii the Tirst daly of employment; bul not before accepting  job ofer.): 1. i :
Last Neme (Family Namej First Name (Given Name) Middle initiat Other Lasl Names Used (if any)
Address (Street Number and Name) Apt, Number | Cily ¢r Town State ZiF Code

Date of Birth (mmAfdhyyyy)  [U.8. Social Security Number Employee's E-mall Address:

| am aware that federal law provides for imprisonment antior fines for false statements or use of false dosuments in
connection with the completion of this form,

Emplayes's Telephone Number

| attest, under penalty of perjury, thatl am (check one of the toﬂoﬁrlng boxes):

"[] 1. A citizen of the United States '

7] 2. A noncitizen nalional of the United States (See mstrustions) :
[:] 3. Afawiat permanéni resident  {Alien Registration NumberfUSCIS Number). o

Some afiens may wrile "N/A” in the expiration date field. (See insiruelions)

Aligns authorized 1o work must provide only one of the following document numbers & compiete Form 19, : mﬂiﬁf@;‘; ;nsf.,‘,]fg;a:e
An Alien Regjistration Number/USCIS Number OR Form 184 Admission Nimber QR Foreign Passporl Number. ‘

1. Alien Registration NumbenlUSCIS Number;
OR

Z. Form |-84 Admi;sloﬂ Number:
OR

3, Foreign Passport Number:

Counlry of issuance:

Signature of Employee Today's Dale (rmm/ddivyyy

Preparer andfor Translator Certification (check onef:- . =7 T+
{13 did not use'a pr *[_1 A preparer(s) and/or iransiator(s) assisted the employee

did not use'a prepae or fransilor. _ s iy competng Sedton 1, .
{Flelds below fiust be compisted and signed when preparers and/or lranslalors assist an émployaé in camplating Seclion 1. -
1 attest, under penaity of perjury, that I have assisted in the completion of Section 1 of this form and that to the bestof my
knowledge the information is true and gorrect,

Signature of Preparer or Translator Today's Dale (mmiddivyvy;
Last Name (Famiily Name) First Name (Given Nams)
Aadgress (Streat Number and Name) City or Town State ZIP Code

@1 Employer Completes Next Page @

Form Y OFITH7 N

Fage 1 o3




Employment Eligibility Verification
Department of Homekand Security
U.S. Citizenship and Immigration Services

USCi8

Form -9
OMHE No. 1613-0047
Expires 08312419

i o o

! it comp,

ion 2. Employer, or Authorized Representative Review and Verification
e FUN R B '.<~~;v-4§s 55 mo (Rt

o

.

Jjoyers of the 3.
St physicall exariing orie
of Accaptable Dbciinerits.’]

Last Name {Fami Name, F“rs'tLName ”Na.me M. Cl!‘uensh fimmigration St
Employee Info from Section 1 ! f y Neme) . l {Given ! |2. B |granun‘ s
List A OR ListB AND ListC
dentity and Employment Autherization fdentity Employment Authorization
Document Tille ‘ 1 Documenl Title Dacument Title
Issuing Authority tssuing Authority Issuing Authority
Dacument Number p Docurnent Number Dagument Number

Expiration Date (if anylimm/iddivyyy)

Expiration Date (If any)fmrm/ddfyyyy)

Expiration Date {if anylmm/iddrvyyy}

Document Title b

issuing Authority Additional Information R Code - Secioni 26 3

Do Net'Afite In Yhis Space
Document Number o

Expiration Date (if anyl{mm/dddyyyy)

Document Tille

Issuing Authorily

Dacument Number # "

Expiration Date (if any)mm/ddiyyyy)

Cettification: | attest, under penaity of perjury, that {1} | have examined the document(s} presente by the above-named employes,

(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 fmm/dd/yyyy): {See instructions for exemptions)

Signatyre of Employer or Aulhorized Representative

Today's Date fmm/ddfyyyy) 1 Tille of Employer or Aulharized Representative

Lasl Mame of Empioyer or Authorized Representative

Firs! Name of Employer or Authotized Representative | Emplayers Business or Qrganization Name

City or Town Stale

Employer's Businass or Organization Address (Sireel Number and Narne) ZiP Code

Section 3. Reverification and Rehires (7o bo compiefed and signed by employer or autharized representative.},. . .. ..

A, Mew Name (if applicable) B. Date of Rehite (i applicablej
Last Name {Famify Name) Date {mavddyyyy)

First Name (Given Name) Middle Initlai

C. if the employee's previous grant of emplcyment authorization hias expired, provide the information for the document of receip: thal eslablishes
corlinuing employment autharization in the space provided beigw.

Document Title

Document Number Expiration Date (if any) (mavddfyyy:

| sttest, under penzlty of parjury, that to the best of my knowledge, this employee is authorized to werk 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.

Signaturg of Employer or Aulhorized Representative | Yoday's Date (mmiddfnyy)

Name of Emplover or Authorized Representative

Form $8 071747 N Page 2 0f'3




LISTS OF ACCEPTABLE DOGCUMENTS
All documents must be UNEXPIRED

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

LISTA LsTe LISTC
Documents that Establish Documents that Establish Documents that Estahblish
Both Identity and |dentity Employment Autharization
Employment Authorization AND '

1. U.S. Passport or U.S. Passport Card t1. Oriver's license or 10 card issued by a | 1. A Social Security Account Number

2, Permanent Resident Gard or Alien Stqte or outiying pf;sses§siun of'the card, unlgss the ca rd m.cludes onig of
Régistratien Receipt Card (Form 1-551) United States provided it contains a 1he following restrictions:
: : photograph or infarmation such as (1} NOT VALID FOR EMPLOYMENT
" name, date of binh, gender, height, eye
3. Foreign passport that containg a color, and agdress {2} VALID FOR WORK ONLY WITH
temporary 1-551 starnp or {ernporary INS AUTHORIZATION

1-551 printed notation on a machine-

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

Pl o {3} VALID FOR WORK ONLY WITH
gove_rnme_:ni agencies or enlities, DHS AUTHORIZATION
provided it contains a photograph or —
irformation such as name, date of bith,| 2. Certification of repori of birh issued
gender, height, eye color, and address by the Bepartment of State (Forms
D§-1380, F8-545, FS-240)

4. Employment Authorization Document
that contains 2 photograph (Form
|-766)

- . . School 1D card with a photograph
& For & nonimmigrant alien authorized

to work for a specific employer
because of his or her status:

a. Foreign passpost; and

) 1 3. Original or certified copy of birth
. Yoter's registration card certificate issued by a Siate,

- - county, municipal autharity, or
territory of the United States

. U8, Military card or draft recard

b. Form 1-94 or Fonm 1-94A that has Military dependent's 1D card bearing an official seal

the following; . U.S. Coast Guard Merchant Mariner 4. Native American tribal document

(1) The same name as the passporty .|  Card 5. U.S. Citzen ID Card (Form 1-197)
and {718, Native Amarican tribal dosurnent

{2) An endorsement of the afien's  |-»}— 8, Ide_qtlﬂcatio.n' Cargi for Use of
nonimmigrant status as Jong as |18, Driver's license issued by a Canadian Resident Citizen in the Umnited
that pericd of endorsement has 177 govemmant authonty Stales (Form 1-179)
not yet expired and the & S
propused employmentis notin | | For persons under age 18 who are | 7- Employment authorization
conflict with any restrictieris or  £'|  unable 1o present a document documnent issued by the )
limitations identified on the form.| listed above: Dapartment of Homeland Security

8. Passport from the Federated States of |
Micronesia (FSM) or the Repubiic of 19, Schaol record or report card
the Marshall Islands (RMI) with Form 1144, Glinile. dactor, or hospital record
-84 or Form 1-84A indicating : .
ronimrmigrant admission under the 12. Day-care or nursery schoo! record
Compact of Free Assaciation Between {5
the United States and the FSM or Rl |

‘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 L9 ORI (7 N

Poge 3ol'3
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Greenburgh Central | ¢ 5
School District D

Our Children. Our Forus. Qur Future.

EMPLOYEE STATEMENT

State of New York )

County of Westchester ) ss.

I, ) » do hereby pledge and declare that | will support the
Constitution of the United States and the Constitution of the State of New York, and that | will faithfully
discharge the duties of the position of '

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

(Signed)

(Date)

RETURM TO: District Clerk
Greenburgh Central School Distriet
475 WV, Hartsdale Avenue
Hartsdale, NY 10530

475 West -Hartsda.ieﬁvanue. :Rattsdale, NY 10530 ] 914.761.6000 { www.ﬁreenﬁui‘g wseorg |




m Greenburgh Central

School District =
Qur Children, Qur Focus, Our Future,

NEW YORK STATE CIVIL SERVICE LAW
§62. Constitutional Qath upon Appointment

Every person employed by the state or any of its civil divisions, except an employee in the labor class, before he shall be
entitied 1o enter upon the discharge of any of his duties, shall take and file an cath or affinmation . . . In lieu of such oath
administered by an officer, an employee may comply with the requirements of this section by subscribing and filing
the following scatement: "I do hereby pledge and deciare that I will support the constitution of the United States, and
the constitution of the state of New York, and that I will faithfully discharge the duties of the position of ........... s
according to the best of my ability." Such cath or statement shall be required only upon original appointment or upon a
new appointment following an imerruption of continuous scrvice, and shafl not be required upon promotion. demotion.
transfer. or other change of title during the continued service of the employee. or upon the reinstatement pursuant to law or
rules of an employee whose services have been termihated and whese last executed oath or statement is on file. The osth of
office heretofore taken by any employee as previously required by law. and the oath of office hereafier taken or statement
hereafter subscribed by any employee pursuant to this section, shall extend to and encompass any position or title in which
such person may serve as an employee during the period of his continuous service following the taking of such oath or
subscribing of such statement. and his acceptance of such nesw iitfe shall constitute a reaffirmance of such oath or statement.
The oath or statement of every . . . employee of a municipal corporation [shall be filed in the office of} the clerk thereof. . . .
The refusal or willful failure of such employee to take and file such oath or subscribe and file such statement shall
terminate his employment urtil such oath shall be taken and filed or statement subseribed and filed as hersin
provided,
NEW YORK STATE EDUCATION LAW
. Title IV Teachars and Pupils
Article 61 Teachers, and Supervisory and Administrative Staff
§ 3002. Oath to Support Federal and State Constitutions

1t shall be unlawful for any citizen of the United States to serve as teacher, instructor or professor in any school or institution
in the public school system of the state or in any school. college. university or other educational institution in this state, whose
real property, in whole or in part. is exempt from taxation under section four of the tax law unless and until ke or she shall
have taken and subscribed the following cath or affimation . , . In lieu of the oath administered by an officer, person or
member, an ¢mployee may comply with the requirements of this section by subscribing and filing the following
statement: "1do hereby pledge and declare that [ will support the constitufion of the United States and the constitution
of the State of New York, and that 1 will faithfully discharge the duties of the position of --- according te the best of
my ability."” Such oath or statement shail be filed with the cierk of a school district or with such officer or employee of any
such college, university or other cducational institution that shali be designated for such purpose. Such oaths or statements
shall be available for public inspection and for transmital to the commissioner of education upon his request. It shall be
uniawful for an officer. person or board having contrel of the employment, dismissal or suspension of teachers. instruciors
or professors in such a school, college, university or instituiion, 1o permit a person to serve in any such capacity therein in
violation of the provisions of this section. This section shali not be construed to require a person to take such oath or to
execule such statement more than once during the time he or she is employed in the same school, college, university or
institution, though there be a change in the title or duties of the positicn.

The provisions of section sixty-two of the civil service law shall not apply o a person who is required 1o take the oath or
execute the statement prescribed by this seetion.
*)‘v****ﬁ**ﬁ*tki*‘i:i*********ik*ﬂﬂ**k*ﬁi*k:‘n‘n‘cb‘rﬁ****fﬂ'ﬂ’c***ﬁ**ﬁ:‘t********ﬁ*ﬁﬁ*v‘n’n‘f*k**********k**ﬁ****ﬁ***
CASE ANNOTATION

Members and officers of school boards and fibrary trustees are required to take a constitutional oath before assuming office
and this must be filed in the office of either the clerk of the board or the county as the case may be. Teachers are required 1o
take a similar oath which must be filed with the clerk of the schoo! district, and a record thereofl must be kept by the school
district, 1967 Ops St Compt File #1016

475 West Hartsdale Avenue, Hartsdale, NY 05301 9147816000 | www.greenburghesd.org




Aesop

Employee/Substitute Placement & Absence Management System

New User Account Activation Form

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

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

Please Print Clearly

First Name Middieinifid | - LastName Date of Birth

B ¥ ' Emaill Address : .
Preferred Phone # (District Employees Must List Their Distric Email Address) Job Title

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

iease Print Clearly

Employee TYpe:  thst Check one (i Admin ] Certfied TA [_] Certiied Teacher || Civil Service]  Sab
Employee #: ' © Genden: [ ITM{]F
Certified TA: 1 Yes { ] No Levet:

Certified Teacher: ] Yes Imt No Is Substitute Active in other District: {"iYes{ | No
Proficient in Following Languages: whstChekone |1 English |_|Spanish {_|French [ | Chinese | |

Assigned Building Location: 7 ECP L1 LFJ ] HVY (] RIB {3 WMS {0 WHS [J Mansion
Must Chack All Thal Apply

Please List Qualified {or Preferred} Subject Areas:

Additional Notes:

BOE Approved / Appointed On;

1R Department Administrator: - Please infial/ Sgn-

Department of Educational Technolagy

r




Quick Start instructions

1. fyou do not recall you} current PIN or you are getting an incorrect ID or PIN combination message,
please click on the PIN Reminder options at the login. Select Substitute or Employee at the Employee Type
drop down list. Enter the phone number you provided whert your account was treated, Enter your Fist
Name and Last Name. Select Email Pin. The PIN will b2 emailed to your Greenburgh CSD address, The
ematl will contain instructions on how to resef your PIN. Create a new PIN and return to the main AESOP
login page at hitps:/f/www,.aesoponline.comfioqing asp.

AESap rinanes Weicome Ta Aesop

N8 A 301D kit RrRl Che ety pinue s
Hrmer ey dud aLSER ¥ MOREJOmEn] Wt

FERASE RAMIE R 2% BT X0 2 10K RESD
B2isert OF O Bl kb DM I Iae daiy VRS
AEIXY PG TDE 4R ARRANS

deambtice

hooied
Sumsita Matempnt
& Abryenit Maragument

Not sure what your ID (87 ' Try your phone number,
Click "Envail PIN® to have your PIN emailed to you.

First Name
Last Name

2. If you are having difficulties reseting your PIN or do not recall your ID and PIN combination, or have any
tuestions regarding using the ASOEP software application. please send an Email
to aesophelp@areenburghesd.org for assistance. Please Include in the Subject Fleld the topie for

assistance. For example. If you cannot retrieye your BIN, please enter “PIN Betrieval” In the Sublect
Eleld of your emall. A member of the tech support staff will address your request promptly.

- 3. The ASEOP Support Help line is 914-761-6000 ext. 3000 or ext, 3000 if calling internally. Support Help

Line hours are 7:30 a.m. to 4:00 p.m. Please Inllow steps 1 and 2 for assistance before contacting the
ASEQP Support Help Line,




A@g@p‘ Substitute QuickStart Guide | 1

Logging in on the Web
To log into Aesop, type httpy//www.aesoponline.com in your web browser's address bar.
Enter your ID number and PIN; then, click Login.

' ERUCATION

LoGiN Can't remember your login info?

If you're having trouble logging in, click the Login Problems

link next to the "Login” button for more information.
Lo seminger '

o protiers | Finding Available Jobs |

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

v 1 |2Mm % W18 a7

1T 18 18 m ;22 7 22 23 14
2% o otow o2 e
23
1 Seheduled Jobs ¢ PastJobs & X Reject
Date a Titng Garaton Locatan
Fos T fopn Sendn 50 arle
Ton Frido0td g;’gg‘};‘l £ fle oo Senoy

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

ronces | rep | Getting Help and Training
If you have questions, want to learn more about
oer 2015 a certain feature, or want more information
De
cember about a specific topic, click the Help tab to goto
B S T the Aesop Learning Center to search Aesop's
887 PIEII A5 D Knowledge base of help and training materials,
FRONTLINEG Copyright © 2015 Frontiine Technologies Group LLC

SRR INQLITG RS .




A@g@p - Substitute QuickStart Guide | 2

Using Aesop on the Phone

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

When You €all Aesop

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

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

When Aesop Calls You _

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

other jobs. You can always call into Aesop (see "When You Call Aesap” section above) to hear a list
of z2ll available jobs,

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

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

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

Wﬁf\lmiw Copyright © 2015 Frontline Technclogies Group LLC
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Carlos A. Ramirez, MS Ed

Direcror of Technology & CIO

T: 91 47616000 ext. 2116
E: cramirez@greenburghesd.org

2 Greenbﬁrgh Central
School District

Cur Children, Cur Focus, Qur Future, {

Dr. Tahiras A. DuPree Chase
Superintendent of Schools

K12 ALERTS

EMERGENCY NOTIFICATION — PHONE BROADCAST SYSTEM

Greenburgh Ceneral School District ueilizes K12 Alerts®, an automated Telephone, Email and Text message service, 1o inform you of
school weather related smergency closings and other Imporaant notifications. The service has two {3} components: Telephone Calis
and EmallfText Messages. While you may choose to enroli in elther or both, we strongly encourage you: te participate in both. Please
complete the form below and return. Thank you, '

ENIPEOOE L 0L L ENT IR s,

Date:

* First Name:

* Last Name;

Tide: )

* Gender O Male (O Female
* Language: " () English (O Spanish

* Building/School: | O Cencrat Office O ECP OHES O LA QO RIB O Transportation ) WHS ) wis

FLIAT B AT T B0

cone distoe Eamael 15 abrpady o0 fle Howewr . you tan alie supply you Prrsonal Fenrd Aclaess, . vetpive 8 s asting Sevace

* District Email: @greenburghcsdorg | Personal Emall:

LU B R Y O K18 SO S RN B 1 AECE Y

Tu rerewe o Tove Movsage, your Collulse Phoav Convpany!Proy ger v Name s togun od

PANMIYITOE AN BEE PP loas T b b vesd v oo

Greenbur gh Jengat Schonl B serict roquir ey at foasr ore {11 Telephone Number aa tl: fos bath Emergency asd Important Bistraet Hatdicap,,

* Home Number: () Emergency Messige (O Imporuant District Notification

% Mablle Number: O Emergency Message (O Important District Notfication

Other Number: : () Emergency Message () Important District Notification
R IMPORTANT* *

Any changes regarding your contact information MUST be communicated to Victorla Lucas, Senlor Payrolf Clerk of the Business Offica,
ac viucas@greenburghesd.org ‘

Adrministration Building | 475 West Harwsdale Avenue, Hartsdale, MY 10530 [www greenburghosd.org




Carlos A. Ramirez, MS Ed

Director of Teechnology & CIO

T: 91 4.761.6000 ext. 3416
E; cramirex@greenburghesd.org

§ Greenburgh Central
' School District

Qur Children, Qur Focus, Our Future, i

Dr. Tahira A, DuPres Chase
Super-intendent of Schools

' FREQUENTLY ASKED QUESTIONS

The power of 2 phone braadcass system is its abllicy
to share information with our students’ families in

urgent situations: E:=Mails, If you supply the school with your e-mall
. . address, you can be included in tha a-mall
»  Weather-related closings - breadeasting service, :
‘ P
: E;\::r Qumf:; —— K12 Alerts® uses the best technology in the
. T nm‘m cion t:ha o . industry to detect the difference between a
P ne human answer and machine answer,
¢ Reminders and annauncements
- How decection works:
What you and your family need to knaw
Caller ID o ok ' : ). f within the first three seconds the system
hoo! Caller ’[i will display the district or determines that it is a "liva” answer, it will
school's phane pumber. start playing the message. If you have a 1.2
. second beginning pause m your recording
wers, Answer your phang as you normally A L
wauld. Say “hello™ only once and walz for the this will lengthen message being played.
me!ssage o begu;. Please nots: Muttiple “hefle’s" will 2., The system walts up to thres secands then
delay the starr of the message. if the system determines that it is a
. Th I h machine, It will wait up to 20 seconds
Answering machines, The sysem will decect thae before playing the message so the machine
your machine has anawered and will play the message greeting can play first.
to your machine. Please make sure your answering
machine answers after 4 rings for optimal delivery of Passible reasons for false detection:
voice alerss from the school, g -

If the decision to cancel ‘ +  Loud background noise: celevision, radio,
school is made the night bafore, or early in the . gxl::::ﬁ:mgfn has $@tic or other
marning, the broadcast message will be sent to alt : interference ne
phone numbers listed. If the decision is made during !:m i h " hell "
the school day, the broadeast message will be sent o *  Not saying hewo, saying hello more than
“home" and cellular” aumbers. Gengral one time, or delaying saying hello,

annauncements will also be sent to numbers lsted,

Should you have any questions andlor concerns regarding 12 Alere® please contact the Technology Department at
914.761.6000 Ext. 3600

** [MPORTANT NOTIGE * *

Any changes regarding your contact information MUST be communicated to Victoria Lucas, Senior Payroli Clerk of

the Business Office, at viycus@graenbyrghesd ory

Admmustrazion Building | 475 West Hartsdale Avenue. Haresdale, NY 10530 { www greenburghosd.ong




% Greenburgh Central

School District
Our Children, Qur Focus, Qur Future,

EMERGENCY CONTACT INFORMATION -

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

EMPLOYEE INFORMATHON

Name

Home Address

Home Phone . Cell Phone

Alternative Email Address

PRIMARY EMERGENCY CONTACY

Name

Home Address T

Home Phone Cell Phone

Work Phone Emall Address
SECONDARY FMERGENCY CONTACT

Name

Home Address

Home Phone Celf Phone

Work Phone . | Email Address

Please note: This information is confidential. It will only be used for the reasons stated above. Thank
you for your cooperation.




ﬁg‘ Greenburgh Central
cso School District

Quor Chidren Gur Facus Oyr Future

Payroll Schedule for 2019-2620

Timesheets,
_ Vouchers and Timepiece Hourly and Per
Payroll Approvals Diem 12
Date _ Needed By: Time Worked Month | GTF GCS0 CSEA
07/15/19 | 07/08/19 | 10:30AM | 6/24-7/7 1 '
07/30/19 07/22/13 | 10:30 AM 7/8=7/21 2
08/15/19 08/05%/19 10:30 AM 7/22-8/4 3
08/30/19 08/19/19 | ]_.0:30 AM 8/5—-8/18 4
09/13/19 09/03/18 10:30 AM 8/19-9/1 5 1 1 1
| 09/30/19 09/16/19 10:30 AM 9/2-9/15 & 2 2 2
10/15/19 10/02/19 10:30 AM | - 9/16-9/29 7 3 3 3
10/30/19 | 10/14/19 10:30 AM | 9/30-10/13 3 4 4 4
11/15/19 1  10/23/19. | 10:30 AM | 10/14 - 10/27 : 5 5 5
11/29/19 11/12/19 10:30 AM | 10/28~11/10 10 6 6 B
12/_13/1.9 12/02/19 19:30 AM 11/11 ~12/1 11 7 7 ?
12/30/18 12/16/19 1030 AM | 12/2-12/15 | 12 8 8 8 |
01/15/20 01/06/20 10:30 AM | 12/16-12/29 13 | 9 9 9
21/30/20 . (01/13/20 10:30 AM | 12/30-1/12 14 10 10 _ 10
02/14/20 C1/27/20 10:30 AM 1/13-1/26 15 11 il 11
02/28/20 | 02/10/20 | 10:30 AM 1/27 -2/9 16 12 12 12
03/13/20 | 03/02/20 | 10:30 AM 2/10-2/23 17 13 13 13
03/30/20 03/16/20 10:30 AM 2/24-3/15 18 14 14 14
04/15/20 03/30/20 | 10:30 AM 3/16 -3/29 19 15 15 15
04/30/20 | 04/13/20 10:30AM 1 3/30-4/12 20 18 16 16
05/15/20 | 04/27/20 10:30 AM 4/13 - 4/26 21 17 17 17
05/28/20 05/11/20 10:30 AM 4/27-5/10 22 - 18 i8 i8
06/15/20 | 06/01/20 | 10:30 AM 5/11-5/31 23 19 13 19
06/30/20 06/22/20 | 10:30 AM 6/1-6/21 24 20 20 20




Greenburgh Central
‘School District

Qur Childrer, Our Focus. Our Future,.

DIRECT DEPOSIT FORM

Employee Name

COMI’LEI ETOENROLL IADDI(,U‘\\J( T BANK A((_OU\YIB PLi AS{ f’IxM’ N! ATLY

11 Checking 0 % of Net Pay

{2 Savings i3 Specific Dollar Amount $_: 00
01 Remainder of Nert Pay

1 Checking 0.% of Net Pay

 Savings " |o Specific Dollar Amount $, 00
3 Remainder of Net Pay

Please attach a voided check for each account fisted above.

i Checking s From % 1o % of Net Pay
5 Savings GOFrem$__ 00§ 00
1 Remainder of Net Pay
i Checking Q From % 10, % of Net Pay
o Savings GFrom$____ 00§ 00
: 13 Remainder of Net Pay

EMPLOYEE CONFIRMATION STATEMENT

I hereby authorize Greenburgh Central School District to initiate credic entries and to initfate, if necessary, debit entries and
adjustments for any credit engies in error to my checking or savings account, This authority is to remain in full efece until the
Greenburgh Central Schoo! District has received written notification from me of its rermination,

Employee Signaturé

Date

475 Waest Hartsdaie Avenue, detsdale, WY 10530 | 914, ?61 6600 i www, greenbufghcsd org




GREENBURGH CENTRAL SCHOOI DISTRICT

SUMMARY OF HEALTH PLANS

1. State-Wide Schocls Cooperative Health Plan (SWSCHP)
Provider network with direct access to specialists in the network and/or out of network plan.
Out of network plan (pian pays 70% and you pay 30% with dedustible of $1,000 per persan; $3, 000 per famify)

Website: www.swschp.org (Empire Blue Cross Blue Shisld POS network: Choose “Find in-Network
Providers”™, then “Empire POS Network”, then under “Search as a Member” enter alpha prefix TUR)

Doctor's Visit Copayment: $ 30.00
Emergency Room Visit Copayment: $§ 75.00
Ambulance Copayment: $ 50.00
Haspital Inpatient Copayment: $200.00
Quest Lab or US Imaging Services Copayments : $ 0.00
. Ouipatient Surgery, Labs, Radiology Copayments: $ 30.00, 50.00, or 75.00

Prescription Copayment:  Genetic: $ 7.50

’ Preferred Brand: $ 30.00*

Non-preferred Brand $ 50.00*

" Additional costs may apply if you choose this over a less expensive alternative.
iMail Order Prescriptions:  Get 3 months at the ¢ost for 2 months with CVS Caremark

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

Website: www.emblerhealih.com (Under "Find a Dactor” chooss "Visitor Search” and enter Zip code, then
“t know the specific plan I'm looking for", then undar HMO choose HiPaccess !, and then Prime network)

Doctor's Visit Copayment; $ 15.00
Emergency Room Visit Copayment: § 50.00
Hospital Inpatient Copayment $100.00
Hospital Quipatient Copayment ' $ 50.00
Prescription Copayment:  Generic: $ 500
‘ Preferred Brand: % 15.00
Non-preferred Brand: $ 40.00

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

ENROLLMENT

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

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

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

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

iLranz




Greenburgh Central Schoo! District
2019-2020 Health Insurance Rates (Effective 7/1/19)

Fciss) GTF Teachnrs 5TF Teaching Assistants Adrninistratons
July 1, 2019 Annual Annual . . Annual Annual
Pian ’ Employee 20 Pay 24 Pay Employee 20 Pay 24 Pay Employee 20 Pay 24 Pay Employee 24 Pay
Annuat Rate
Share Share Share Share

SWSCHP Single $12,268.08 - 5736.08 $36.80 $30.67 592011 $46.01 $38.34 $920.11 546,01 $38.34 $520.11 538.34
SWSCHP Duat ‘ §25.884.84 $4,140.27  5207.01 517251 $4,324.30 S21621 518018 $4,32430 521621 5180.18 $4,324.30 518018
SWSCHP Family $27,730.80 $4,601.76  $230.09 519174 $4,785.79 523929 319941 $4,785.7¢  $239.29 519541 $4,785.79 513541
Oxford Single 514,722.08 ; §1,472.21  $73.61  $61.34 51,008.16 55521 34601
Oxford Dual $28,413.60 5489509 $244.75  $203.96 S4527.04 522635 518853
Oxford Family $44,460.72 $8,906,87 544534 537112 $8,538.832 542694 535578
HIP Single m.um..mmm.ma 5760.18  $38.01  $31.67 $950.22  $47.51  $39.59 $950.22  $4751  $39.59 $050.22  $30.59
HIP Dual $23,134.32 $3,376.36 516882 $140.68 $3,566.40 $178.32 $148.60 $3,566.40 $178.32 5148.60 $3,566.40 S14B8.60
HIP Family $36,830.64 5620044 334002 528335 $6,590.48 534952 329177 $6,90048 $3489.52  $291.27 $6,990.48  $291.27

The Employee share is computed based vpon the contractugl language in the cantract.
SWSCHP rates are in effect untit 6/30/20
OXFORD & HiP rates are in effect untif 12/31/19




mgmeBImm_?‘ TRANSACTION FORM FOR GROUP ACCOUNTS

8 SUBSCRIBER INFORMATION

.ast Name | First Name Sociat Security Number
siret Address - Apt, City TSt 2P Code
Nere you ever & member of EmblemHealth? | Marital Status: Birth Date: Hame Tel, & Email Address:
IND [DYES OlSingle  CIMaied [ yp0  pay vy | Work Tel. % . ) ) i
*YES, member I ) [JDomestic Pariner _ Celt Tel. # fsee back of form™): {60 PAPERLESS” and save trees {see back of form}
spplicant’s hours worked per week: T . o | , , .
ypeof [l Individual O Famity Note: It electing Young Aduit Coverage, please submut a
w mummmmmm% MMM” amnw”w .w_,m__ 3 tours [T COBRA Coverage: [ Employee & Spouse/DF  [JEmployee & Chitd completed Yousg Adult Election Form,
twimary Care Physician Name: ot equired lor EPOPPO members) . 10 Number:
IB/GYN Selection Name: jopionalt . i : ‘ _ 1D Number:
fe you covered by any ather heaith insurance or Medivare? | Check One: Status: Transfer:

[TFio Another Sarrier

{7l emblemHeaith Group Change:
From:
To:

| C3New Envoliment | (3 Add Dependent
CiReinstatement 3 Alemove Oap.

3 Termination [ Address Change
CIChange [ ¥ame Change

ING CIYES I YES, indicate:
surance Co. Name:
1surance Go, Telephong 2 Type of Coverage;
Sficy £ Effectve Date:

X mamm_,rgmzﬂ INFORMATION — IF YOU ARE ENRDLLING YOUR wvammm__nv AND:OR CHILOBREN, ﬁwmumm LISY EACH ONE BELOW — SEE ELECTION DF COVERAGE FOR ELIGIBJLITY
ote: A birth/marriage eenlificata of 1040 Forn will be sequired for spouse/dependents with difforent last name. Birth Date sif Primary Care Physician BB/GYN Selection
) ) . . . N DN h
Last Name (if different} First Name Social Sscurity Number Sex ; Refationship | Mo. | Day | Yr | Disabled’ iaﬁﬂﬁﬁ% w.mwi 2uanﬁ% mher
EPENDENT [1Spouse P
: {ehi
srent Health Insutance Infarmation; Carrigr Name: : . Coverage Begin Bnte .. Coverage Fad Date
EPENDENT .
_ _ Llthild
rrent Health insurance informotion; Casier Nome' . Eoverage Begin Dole. .. Coverage End Daten .
EPENDENT _
Clenitg
sreeril Health insuraike Infennation: Carrigr Name; : . Coverage Hegin Date: Coveroge End Date: e omaon

" deperilent aduit children incepable of seif-sustaining employme, please see Section A on the beck side of Whis fonn to check tha sapropriate ~Add Depeadent” § pid loljow 1he instruciion for coquized documentalion.

our signature is required to procaess this form. Your signature attests that you have read the reverse side of this form.
v person wha knowingly aed with intent 40 defrast any insurance company or other person files an application Tor insurance or statement of ciaim conlaiaing any maserially false information, of conceals {or the purpose of misleading, infpmation
wcening any matecat foct associated with such application coenmits a fraudulent insuranee set, Such act is 8 eme, smd will be subject 10 a civil penalty rot o exceed five theusand doilars aud the stated valoe of the claim for each such viofation.

’ Date:

pplicant must sign hers:
. EMPLOYER INFORMATION — THIS SECTION TO BE ncgv_.mﬂmm BY EMPLOYER/CONYRACTOR GROUP

ame of Group: Group Number: } | DN“ Inﬁnﬁ Sub Group B Class (0 Plon Dhtwnemieain [lon Pr
o ﬁ.m@.?g 3«) ﬁ.hW If you sclected a small group metal plan, please check which type: L) Platimen ]Gk [ Siver (J Bronze Plan Nz

Hire Date: Wailing Periud Date Submitted: Approved By [Group Plan Aiminisiraton
wquested Effestive Date: Megical: Dentat: - " ¥ e ¥

Hustions to Benelit Administraiors o Group Represetatives: For groups with 100 of fewer full-Gme exuivatent eligibla employees, you MUST complete Section A o o rpverse side of his fomn, Bequiied documenkation BAUST be altached 1o this Transaction Form to Le processed.

il e TRLUEATY ACEER AN FAT




SHAILE-WIDE SUHDOLE VWUFPEHAIVE MEALITH LN bV bt 3 b WP Bl 10 00 bl WE SO bt VIRL AN T | AFY LD

2 Metro Park Rd. Suite 208

olonie, NY 12205-1139 "" INSTRUCTIONS: NEW EMPLOYEE - Complate i unshaded areas and sign ha farm. CHANGES - Entar now o camrected informalion,
SOCIAL SECURITY N, FIOME PRONE T ; ’ pros CHRNGE [ Fe TVISIoNR
 [WAME GRS FIRET. 1) ADDRESS (STREET, GITY, STATE, 7IF CODE]
1
’ BIRTH DATE SEX I MARITAL STATUS MAHRAGE DATE O YOU HAVE IFYES, CHECK EFFECTIVE DATES MEDICARE ID MO EMPLOYMENT [3ATE
: (Mamrisd, Single, Divercod. Viidew, Logasy Son. MEDICARE COVERAGE- ‘ . ;
‘ \ \s MF MSDWL YN Oraa_ t £ [Deane f 1 \\
T ABOITON 10 THIS NEW % 7ES, RAME OF OTHEA CARRIER 1 GROUR TG, TS = STATUS EFFECTVE DME
* | COVERAGE WILL YOU CONTINUE - m Acive m Sunver -
* | TO HAVE OTHER GROUP HEALTH Ralkrad “Tarminated \ \
INBURANCE? YN Clcosas Jonteave L] eownsad
TYPEOF COVERAGE U moviouat O3 ramity sTATUS OF EmpLOvaENT Dlactve [T reminen EFFEGTIVE DATE OF COVERAGE : Lt .
WAWE [LAST, FIRGT, NJ BIFTHBATE SEX | DISABLED| MEDCARE F VES, CHECK EFFECTIVE DATES SOTIAL SECURTIY MO,
' COVERAGE?
- ‘ .
3POUSE \ \ MF YN ¥ N0 ranra ! easrs [ 1 .
D EMPLOYED: 1F YES. NAME OF EMPLOYER (8E Mﬂmﬂwﬂ-ﬂv OTHER GROUP HEALTH IF YES, TYPE OF COVERAGE EFFECTIVE DATE OF COVERAGE | STATUS CF EMPLOYMENT
INSURANCE:
.o!mm.:o ¥ N ¥ N (Oeovouve 1 rauny _ i i Clactve U aeminen
hm—.mz ER |'NAIEGF CARRER . ) ADDAESS [STREET, GITY, STATE, ZIP GO0 FHONE NG, SRAGE 7O,
SASON FOR ADOITION OR DELETION: BiATH L] BIRTH DATE: oo ADGPTION {1 ADOPTION DATE: P OTHER: . R Y
paRAIAGE (] MARRIAGE DATE: t_+.__. owomrce[] nivorcepaTe: b DOMESTIS PARTNERSHS L] CUALIPYING DATE: 4 ¢ ___
1 RELATIONSHIP TO EMPLOYEE LAST NAME . - FIRST NAME . ML | SOCIAL SECURITY NC. SEX BiRTH DATE DISABLED| STUDENT DEP.
Ml /] Y N Y N
v Mr| /[ ]/ Y N Y N
mel [/ ¥ N Y N
“ me| /[ / Y N Y N
I3
Me| [/ Y N Y N

IF MORE SPACE IS NEEDED TO LIST DEPENDENTS, ATTACH ANOTHER F ORM. BE SURE TO ENTER YOUR SOCIAL SECURITY NUMBER,

TYPE OPTION SNGLE | cape EFTEGTIVE CANCELLATION OFFICE USE DNLY

"HEALTH SWS HEALTH PLAN

ALL INFORMATION PROVIDED HEREON IS TRUE | EMPLOYEE'S SIGNATURE DATE [EMPLOYER'S REPRESENTAIIVE DATE
AKD COMPLETE TO THE BEST OF MY KNOWL~ .

EDGE. | HEREBY AUTHORIZE NY EMPLOYER 10
MAKE ANY AEQUIRED PAYROLE DEDUCTIONS,




] GreenBurgh Central |
1 School District

Qur Children. Our Focus. Our Future,

DECLINATION OF HEALTH INSURANCE

[ wish to decline the health insurance contractually provided by the school district. | understand that
by declining to enroli at this time:

l. 1 may subject myself and/or my eligible dependents to certain applicable waiting periods if |

decide to enroli at a later date,
2. 1 may be forfeiting the right to such coverage after my retirement.

I understand that | may later enroll in one of the health plans offered by the districc

I, during one of the district’s open enrollment periods. Open Enrollment for all plans takes place
during the month of November each year. This coverage would be effective January 1%,

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

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

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

Name:

Signature

Social Security Number: Date:

475 Wast Hartsdale Avenue,_Ha-:*tﬁdaie; N"( 19530 1. 9?4?61 ,5‘00’0 i www,greenﬁurghcﬁd.crg




RAYMOND OPTICIANS

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

How To SINGLE ViSION PACKAGE Birocat LENS PACKAGE
Take m nfa ge WHAT'S INCLUDED: WHAY'S INCLUDED: . ;
COMPREHENSIVE EYe Exam COMPREHEN
;{g‘;“; E *REQUINES AX APPOINTIMENT E "REQUIRES AW Afgfns'zimmu
avings: :
Identlfy yourselfas e SINGLE VISION LENSES BirOCAL LENSES
amil
ﬁ::f:’;ﬁﬁ{mf of TRENDY EYEGLASS FramE TRENDY EYEGLASS FRAME
gx;f%’g’ag’g tion _ SCRATCH RESISTANT COATING SCRAYCH RESISTANT COATING
;;;;’; i‘:{gﬁggg’;g TINT&UV ProTECTION upom REquest TiNTAUY ProTECTION YpoN mequesT
Location to take
advantage of these %f;m by %ﬁ?ﬁf
exclusive savingsi (EviGiasses on (Evisiasnys on
Don't forget to refer SunslAssEs) SunsLASSES)
your Aunts, Uncles,
Parents & Grand:
parents ta0; ' - CoNTACT L
Raymond Opticians PROGRESSIVE LENS PACKAGE ACT LENS PACKAGE
will honor these WHAT'S IHCLUBED: COMPREHENSIVE EYE Exam
speciol prices for E  Comerenenswe eve exam INC. CONTACT LEws FiiTinG
your extended family! PREQUINES AN ASROINTHENT REQUIRES AX APPOINTMERT
) Procressive Lenses $150 CONTACT LENS SuppLy
Please Call
TRENDY EYEGLASS FRAME
e | OO TN,
0 Schi EvEsiassESs on ¥
an Appolntment fll SCRATCH RESISTANT COATING ek Sw 2!:«00:8 o
Ifyou require “\(._):‘ TINT&UY BrovecTion uron aeques- : Vaitix
an Eye Examination 5 * FIRST TIME CLWEARERS HAVE
AR ADDITIDNAL COPAY EOR
x5 i aﬁm PAL CONTACT LENS TRAINING. THIS
ca reverse side for (EYEGLASSES OR COPAY STARTS &7 $75. MULTIFOEAL

Store Locations SUNGLASSES) WEARERS MAY KAVE ADDITIONAL COPAY F00 HTTING
& Phone Numbers PROLCESS. THIS COPAY STARTS A $95.

Receive $150 Orr

° é@ WewouLp Line o THARK YOU ror cHoosing RAYMOND

OPTICANE BY OFFERING YOU A FREE SECOND PAIR OF ANY DESIGNER EVEGLASS FRAME
ng EYEGLASSES OR SUNGLASSES EVERY TIME YOU TAKE ABVANTAGE ‘
ND OF THESE SPECIAL SAVINGS., FREE SECOND PAIR EXCLUDES BES(GNER WHEN TAKING ADVANTAGE

OF THESE EXCLUSIVE VISION

PACKAGES AT RAYMOND OPTICIANS
{OFrER MOTVALID OK Frez Smne PAr,)

P’\“d FRAMES AND IS LMITED TO SINGLE VISION OR BIFOCALLENSES,
{SPARE PAIR CAN BE USED FORK OTHER FAMILY MEMBERS)

www. RAYMOND QPTICIANS.COM

| A * THESE PRICES REFLECT UP T0 50% SAViNGs!
info@raymondopticians.com

® TRANSITIONS, Hi INDEX, ANTi REFLECTIVE AND
POLARIZED LENSES ALt AVANABLE AT PISCOUNTED PRICES
® MEMBERS ARE ELIGIBLE FOR HON-PRESCRIPTION SUNGLASS

SEE REVERSE FOR LOCATIONS
: RECEIVE 15% QFF OH ALL NON PRESCRIPTION SUNGLASSES



RAYMONDOPTICIANS

{ CINY L SN 1.‘” TN
a&g , Own New York State
Bgﬁ' o 9 £D & OPERATED Optical Retatler of the Year
WESTCHESTER MAGAZINE | SINCE 195

‘NEW YORX STATE SOCIETY OF Opricians

NORTHERN WESTCHESTER Counry:

JEFPERSON VALLEY 3656 LEE ROAD (914) 245-1222
KATONAH 198 KATONAM AVE (914) 232-2400

Somers 10 HErimaGE 202 CTr ($14) 277-5656

BALOWIN PLACE 80 ROUTE 6 (914) 621-7700 S
OSSINING ARCADIAN SHOPPING CENTER (914) 7622800
TARRYTOWN 35 NORTH BROADWAY (914) 631-1313
THORWWOOD Town CENTER (914) 751-2121

M7 K15co 359 EAST MAIN 5T (914) 666-4202

SOUTHERN WESTCHESTER COuntY:
YONKERS 652 TUCKAHOE RoAD (914) 337.3322
Nowr: YoNKERS 984 N BROADWAY (914) 3750608
Questions? Email us: EARCHMONY 1923 PALMER Ave (914) 834-5576

. A MAMARONECK 307 MAMAROMECK AVE (914) 6982022
info@raymondopticians.com Dosas FXRRY 18 ASKFORD AVE (914) 693-5244

NEw ROCHELLE 521 MAIN ST (914) 738-4500
WHITE PLAINS 195 MAMARONECK AVE (914) 328-2020
PuriAm CounTty:

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

DUTCHESS COUNTY:

HoPEwELL JUNCTION 827 ROuTE B2 (845) 223-2010
PAWLING 63 E MAIN ST (845) 855-8200
POUGHKEEPSIE 252 HOOKER AVE (BAS) 471-3260 ,
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The Preferred Group - | ||iﬂ||ﬂﬂﬂ|||ﬁl

!
b

y : 136
IG R 382 125136 | WLT10086
CROTTD (566)989-8995 Greenburgh CSD
e PG Blue - FSA Enrollment Form

Your Account Information 1§ Online
www. ThePreferedGroun vom

— Please Read, Fitl Out Carefully & Return to the Payrall Office by May 31, 2019

DIRECTIONS: Employee - Complete Sections 1, 2, 3 and 4 then refurn to your employer
Employer — Complete '‘Change Type' Box and complete Section 5

Section 1 | Employee Information

Employer Greup ¥ {Employer Group Name Plan Year [Secial Seaurity Numnbar

10086 Greenburgh csD 71112019 to 8/30/2020 - -

{Employes Name {First Name) (Cast Namay .

Employes Address (Straet, Apt. 43 Date of Birth {mmvddiyyyy)
/ /

Employes Addmzs (City, State, Zip Code)

Home Fhone Cell Fhone Email Address (Please afow smai from benefsinfo@ihepreterreci graup.comy

Section 2 | Flexible Spending Plan Benefit Elections

I accept the oppartunity to have deductions withheld from my ga}gcheck for f_:_!i%ible employer sponsored
—_Medical and other healtll insurance related premiums on a pretax (before tax) basis for my entire share of my
_ em?!oyer’s group health insurance premiums, unless | indicate below not to do so. [ understand that this election
will be automatically renewed each year unless revoked by me in writing prior 1o the beginning of a new Plan Year.

! waive (do not want) the opportunity 10 have my __ Medical Insurance premium(s) withheld on a pretax
{betore tax) basis.

Account Type Furcl New Election i
MEDICAL FSA {$2.700 max) 4 .

5,000 maxsS2 504 if married,
DEPENDENT DAY CARE & i sesarateiyy 2

i

Section 3 | Reimbursement Options
If you wish ta have your reimbursements directly deposited te your bank account, please fill if the line below,

Direct Deposit Setup: Bank Name Routing # ' Acct#

Initial to Request Debit Card

Please note: By enlering the above information you are enroflin Into these specified programs and are validating your.depe ndent inf i
For more inforr%auon ong these oplions includingyth& timing of :e?mbursemem:g p!easepseg your Summary Flan De cfiptionp.e miormation.

I Section 4 |Signature and Acceptance of Rules of Flexible Spendihg Plan Rules ]

s:larg’_ Redirection Agresmeni {(Please read and slgn below): | have read and understand the explanation | have received
regar ing my opions under this Flexible Benefits Program, [ hereb ap?{F for the options listad above and | authorize my employer to
redirect my salary during the Plan year as indicated.”| understand that [ am only. entitled 1o the amount of the above elections and
cannot change any of my elactions durm? the plan g'ear {unless | have an acceptable change in status), and that any money left in my

account(s) al the énd of the plan year will be treated in accordance with my employer's FSA plan document,
Fmployee Signature Date
Section § | Employer's Section — Payroll information for Salary Reduction Changes
Fund First Payroll Date Last Payroll Date YTD Deductions Par Payroli Deduct Use 'First ?ayrolt Date’ and
FSA ]

] employer signature ONLY if the
ALY : employee is making a mid-year
slection. Use the 'Last Payroll Date'
and 'YTD Deduclions’ if changing an
ofd election or termination.

Employer Signature Date

© Preferred Group Plans, Ine. 2011




WL Flexible Spending Plan Reimbursement Voucher
*Please read the back of this Yorm for instructions on how to-comphete fhis voucher®

GROUP
Gomdemntens EMPLOYER / GROUP NAME

YOUR NAME ' . 5.5. NUMBER {Last 4 Digits)

YOUR ADDRESS CITY STATE ZIp
{3 Please check this box if this is a change of address. . . ] _
To ensitre you receive notification of claim{s} status, please update you ellail address in the Benefits Portal or wyow, ThePreferiedGroup com,

Unreimbrrsed Medical Expenses Bependent/Child Care Expenses
Receipts must inchide description of service, dme of service, and Subntit receipt including date of service. amount, anel $5= or Fox 10%
' amount. OR have provider fitl out and sign below

Nature of Serviee Date(s) Amount Name of Day Care Provider Signature of Provider 85N FTax 1D
] H '
2 1 Name of Dependent Age Disabled
: : Yes = No =
4 3 Yes N0 I
J s ' Yes INo ™
6 5 Description of Service Date(s) Amonm
] € ' ‘
s : H 2 5
< s 3 b
L s ] N

TOTAL | S . TOTAL | §

Premium Expenscs
{Privately held insurance policies)
Tyvpe of Insurance Dates of Coverage Amount.
1 s
3 5
Fotal § 3

H

READ CAREFULLY AND SIGX )
This is to certify that | have incurved he expenses listed sbove for myvsell, sy spovss ex qualifving depemd That the exp detailed above are elipible for reimbursement in accariemee with
applicable governmental rules and regulutions for cafeterin plans, and that, in the case af medical cluims, they arz reguired 1o treat a medical conditfon. 1 furiher understand thar 1 am solely
responsible for the vulidity of my clalms, | have retained griginals of copies of alt documents submitted inchuding documentation of reimbursemsont 10 me provided by oiher health coverage. 1
vnderstand uad agree that since these exp are 1o be relmbursed, they may st be clsirmed on my incame tax. 1 abso ceriify that none of these expenses have been previously submitred For
reinbursement. {understand that should thest expenses be reimbursed to me by other health or henefit coverage (e, duplicate puyments), § shali return the monles paid 1o me by this pisn, for re-
crediting fo my account. 1 hereby request that the plan reimburse me for exy identilied in this voucher xnd attschments.

[S[GX.-\T URE

e Dare L
Send completed vouchers to! Preferred Group Plans, Ine,
P.G. Box 158136

Albany, NY 12212-5136
{518) 5914960 (846) 982-8995 . ‘
Mtinimunt Request:$25.00 Fay: (818) 641-0325 #SEE REVERSE FOR DETAILS
www. ThePreferredGroup.com



PREFERRED The Preferred Group

PO Box 15136
Albany, NY 12212-5136
{BOD) 573-7474
www.thepreferredgroup.com

GROUP Request for the Prepaid Benefits Card

Employer Name:

Participant Name:

SSN: -

Participant Email Address (Required):

' Date of Birth:

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

| will have on-line access to my account information. General communications regarding my
account and any requests for the substantiation of charges wil! be done via email. Reguests for the
substantiation of charges that are not answered/validated may result in card suspension.

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

Dependent Name:

Dependent SSN:

Date of Birth:

Home Address:

Relationship io Participant:

Piease see reverse side for dependent information
= => =




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

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

Dependent Name:

Dependent SSN:

Date of Birth:

Home Address;

Relationship to Participant:

Dependent Name:

Dependent SSN:

Date of Birth:

Home Address:

Relationship to Participant:

1 would like to request the Prepaid Benefits Debit Card. | intend to use the debit card for items
and services that are reimbursable through my employer's flexible spending plan. | further
understand that | am solely responsible for the validity of the charges and | am to retain all
originals or copies of all documents of which charges appear on the dabit card. | also certify that
none of these expenses have been previously submitted for reimbursement. | understand that
should these expenses be reimbursed to me by other heath or benefit coverage or if the charges
are deemed to be unreimbursable, | shall return the monles paid to me by this pian, for re.
crediting of my account. | understand that my employer does reserve the right to withhold these
amounts from my pay. | understand that a pre-tax annual fee of $18.00 will be deducted from my
'Flexible Spending Account and an additional $5.00 for each SpousaliDependent card,

Employee Signature Date




PREFTRRED
Direct Deposit Authorization for Reimbursement

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

Formorz information visit www. ThePreferredGroup.com

GROUD

Coavmase fhwg e Soifinoamn

Use this form to initiate or cancel direct deposit. or to change bank accounts. The authorization agreement must be sent to The -
Preferred Group two 1o three weeks before the direct depositichange is activated. All requests for Direct Deposit rmust be submitted
an this form and include a voided check for the account. This direct deposit form wiil not be processed if a veided check is not
attached. Deposit slips are not-acceptable as appropriate routing numbers may not be available.

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

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

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

Please check the appropriate box:
: Olnitiate Direct Deposit ~ ©Change Account  zCancel Direct Deposit
[Employer Graug Name FParircipan 11D Mumbet (35 M)

Cmphayee Name (First Nane) iharst Nome}

Enmployee E-mal Address

FBank Mame

Bunk Reuling Mumber Bank Account Number

Autlorizing Signatsrs)

For assistance in finding routing numbers please sce below. Please attach your eancelled check over the sample image.
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Hudson 3563 Mohegan Avenue [ How did you hear about us?
River Mohegan Lake, N.Y, 10547 | o wok
Financiail (914) 526-8015 O Famiy Member

e Faderal www hudsonriverfinancial.org 1 O Advettisoment

MNP gy .,

N iy Tt T . " © Wabsiie

% o5 Credit Membership Application S o

e vy LINKON 4 et

A minimum 05.0 i rerdto open an accountwhich includes a 85,00 minimum deposit. A copy of a picture ID in am of either a

Valid Drivers License, Government ID or Passport is also required. If opening through the moll, u second form of ID is raquired such os o
" copy of v Soclal Security Cord, Paystub or Employer hato 1D

Member Name Accountit
{ Accoiint Ownership: .~ [lindMviduof 01 Joint with Right of Survivorship -
Account Types & Services:
O savings 3 Kids Club O TeencCiub 0 Holiday Club [} Vacation Club
O checking [ Visa®Debit Card 1 Payroll Deduction O Custodial Account
1 Primary Owner information R : ’ ‘ L i
Full Name Birthdate _..55N{Tax D#
Street Address : .
City. . State Zip Email address:
Home Phone : Work Phone Cell Phone
ID Type (Drivers License or other government ID) 1O#
Issued by: - - issue Date: ' __ Expiration Date:
t am eligible for membership through my: _
1 Employer/School District Employer/School District Name
‘00 Family Member Farnily Member Name:

| Jolnt Owner information

Fuil Name Birthdate SSN/Tax IDH
Street Address -
City ' State 7ip Emait address
Horne Phone Work Phone Cell Phone
1D Type {Brivers License or viher govesniment 1D} D&
Issued by: Issue Date: Expiration Date:
Beneficlaries ' ' o
Payable on Death Beneliclaries arex eslgnated Jor all suffixes established with this Torm. if 5 benefiziary 13 net Bated wn Ihs fore, 1he new Suffixes will not have s payable o death beneficiary,
Beneficiary Name ) : Retationship SSN#
Beneficiary Name, Relationship SSN#
Beneficiary Name . Relationship 7 SSN#
| Tax Certification . ' 1

By signing below, | centify under penalty of pusjury that: 1 am # 1.5, person Gncluding o U5, resident alien), the Spiiat Seeurity Humbar shown above H myjihe COMECt pumber, 384 | am NOT subject 10
backup withholding ¥3 a result of Eaitore {5 report ali dividends of Interest, or batause the [RS has natified me that! smno longer subject to backup withbelding, er:{check & appficable}
3 Certiflcate of Fareign Status. tam a foreign person (nota US. ditizen of resident) Complete fortn WBBEN. [ Backup Withholding, tam subject 1o backup withhalding,

| Authorization . - ]
ifwe agree to the Lerms and conditions of the Membership snd Ascount Agreement, Rete and Fee Schadule, the Funds Avallzclity Poboy Disciosute, the Elettienic Fuads Transfer Distiorsre and @ any (GUre Jrmendmitnt

vou make from time 10 time which aee incorborated hetein, ¥We atkndwiadze recel of 2 copy of the Agreemeat atd Disclasures aoplicably 10 the accoume aod 1eries Jpqutsted. 1/ We duthgtice HRTRCY to ablam:

ereditinformation sbout mafus Hom » tredit spporting agency (9r the purpose of tonjideing Mryfour apalisation for any sccount of service srovided, I regquatted, 1AYe dgter 0 the tarme and Conditinns of Lhe VISA®
Debl caid agreersent eng eoy fulure ymendment yoir make from tme Lo bms.

The totemid Revenie Senvice deet nol require yout ceasent to ony provima of the Actouat Card othes than the certficotinos requved 13 svaid backup withhobfag of eatoblith pour Storus of o Jaseign peaon, o i
eppllcinbly, clrain & reduced eqte of withkeldig.

Primary Owner Signature Date Joint Dwner Signature Date
| custodil Account: . _ ; |
. as custoedion for, ‘ {rninar} under the state UTTMA.
Custodien’s Signeture _ _ ) Date_
For Credit {nion Use Only

tviembership Officer; Experian Authentication
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o Union

MEMBERSHIP #

MEMBER NAME (Print)

PAYROLL DEDUCTION FORM-NEW

ADDRESS

SIGNATURE OF MEMBER

EFFECTIVE DATE

I have this day authorized the Payrol! Supervisor of the

until further notice $

Savings % Loan$

to deduct from my pay each payroll

to be applied as foliows:

Qther $




Account Execulive # .
: OL.I 02!,* D HELPLINE: 1-800-422-8443
New York State
Deferred Compensation Plan Internal Use Only ‘ WWW.NYSDCE.COM

A Plax for Yany Fulure

ENROLLMENT APPLICATION

PersONAL DATA
' ' Male
Q Femnale :
Name (Please Print) Social Security Number
Home Address Date of Binth
City , State ) ' Zip " Home Telephone Number
Employer Work Telephone Nurnber
Email Address (Requircd Plesse see eDelivery sectlon for ndditionni detall) Local Plan ID Number or
l State Department 1D Code*
N ‘
New York Suate E‘npleyee 1D Number* *If pou are wnowore of this number, please contaer your Payroll Center or the

HELPLINE as pour enroliment cannat be completed without it. Depariment ID can also
Jowund on your State Papstib.

DEFERRAL INFORMATION

H your employer is a local town, village, or school, piease check with your payroll department or the HELPLINE o determine whether 1o
request a deferral dollar amount or percentage. Also, if your employer is a school and wtilizes OMNI as a third-party payroll administrator please
contact. OMNI ta complets the enroliment of your deferral request,

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

Pre-Tax Deferrai: % or %: ’ 3

Your deferral cannot be less than 1% of your g1 oss salary or less than §10 per pay period.

BENEFICIARY DESIGNATION

Please complete all requested information for each of your primary and contmgem beneficiaries. A personmay not be listed as both a primary and
contingent beneficiary. If you select “Equal Percentage” for your heneﬁcxancs, there may be some minor varance based upon the nuinber of
beneficiaries you have listed. For example, if you list three beneficiaries, the cldest bcncﬁcmry will be designated 33.34% and the other two will be
33.33%.

«  Primary Beneficiary(ies): A primary bencficiary is the person or persons who receive your Plan benefits in the event of your death,

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

Primary Beneficiary (les) (nusr be in whale percentages and rotal 100%)
8 Equal percentages for each primary benefictary

: %

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

Beneficiary Name Relationship Date of Birth Social Security Number Percent
%

Beneficiary Name Relationship - Date of Birth Saocial Security Number Pereent

‘ Total = 100%
Contingent Beneficlary(ies) (musr be in whole percentages and toral 100%)

O Equal percentages for each contingent beneficiary

%o

Beneficiary Name Relationship Date of Birth Social Security Number Percent
%
Beneficiary Name Relationship , Date of Birth " Social Security Number Percent

. “Total = 100%



EDELIVERY OPT QUT

Q By checking this box, I elect to receive my quartetly statements and ather confirmations from the Plan by regulsr mail, 1
understand that by mot checking this box, I elect eDelivery for quarterly statements, newsletters, investment performance teports and

confinnations. With eDelivery, 1 will be émailed this information at the address provided under the Personal Data sectiori when the
information is posted to the Plans Web site.

DerFERRAL ALLOCATION

Write the percentage you wish to allocate o each investment opicn. You may allocate your salary defetrals amog n of the investment
options listed below, The allocation of your contributions may be in any whole percentage and must total 100%.

- DO T FOR ME

The following Investment opfians are professionally managed asset aliocation funds based on your expecied
refirement date: ' ‘

VRU# : - VRU# :
% (1776) TRP Retirement Date 2010 Trust (CIT) % (1781) TRP Retirement Date 2035 Trust (CIT)
% {1777) TRP Retirement Date 2015 Trust (CIT) % (1782) TRP Retirement Date 2040 Trust (CIT)
Y6 {1778) TRP Retirement Date 2020 Trust {CIT) % (1733) TRP Rcl?remcm Date 2045 Trust (CIT)
% {1779) TRP Retirement Date 2025 Frust (CIT) %% (1784) TRP Retirement Date 2050 Trust (CIT)’
% {1780) TRP Retirement Date 2030 Trust (CIT) % (1785) TRP Retirernent Date 2055 Trust (CIT)

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

The folowing core investment oplions permit participants to create thelr own asset allocafion:

DG IT YOURSELF

Stable Income Fund _ ' SMID Cap Funds
e Y(2756) NYSDCP Stable income Fund % {1720) NYSDCB Russell 2500 Index UsA (CIT)
Bond Funds . 9%{653) :ggﬂagoitr;:fszfquily Fund {MF) _
o ;
TTTH79 Vo Core Pl Tro Fand 1) ___%0692)  Delaware Small-Cap Value Fund CL1 (MF)
——— % (1793)  T.Rowe Price QM US Small-Cap Growth Equity
Balanced Funds . Fund CL 1 {MF)
e (8857} Vanguard Wellinglon Fund - Admiral
(MF) . Internationa! FL[nds , )
_7(5025)  NYSDCP International Equity Fund - Active
. ;‘;{ge Cap FU"'-;-lsd U - % (5030}  NYSDCP Imernational Equity Furd - Passive
%% (1789) DCB Equity Index U/A (CIT, —
p—— ; Emerging Markets .
o, ) o V.
e P (V787 ?3;;"?&;‘}’;““ Large-Cap Value Equity _____%(1458)  MSIF Emerging Markets Portfolio ~ Instirutional
. %Q791) T Rowe Price Equity Income Trust (CIT) (MF) .
% {1792}  T.Rowe Peice Blue Chip Growth Trust . Specialty Opilons
(CIT) . % {7268)  Pax World Balanced Fund ~ Institslional {MF)
2% {2765}  Vanguard PRIMECAP Fuid ~ Admiral % {195) Fidelity OTC Fund (MF)
(MF) .
180 % (MUST TOTAL 100%)
Some muial funds may impose a shon-terrn trade fee. Please read the
underlying prospectuses or factsheets carefully.
AUTHORIZATION :

I agree to the terms of the New York State Deferred Compensation Plan. T authorize my employer to deduct the amount or percentage set
farth hereir untit 1 provide further notice for the purposes of contributing it to my Plan account. I further authorize my employer 1o process
any deferral changes I request through the Plan in the future. Deferrals made by participants who are not New York State residents may be
subjeet to the state income 1ax in the year deferred in their state of residence. Please read your state income tax instructions carefuily,

Participant Signature Date RC-4009-0817




New York State
Deferred Compensation Plan

A Plan for Your Putnre

ENROLLMENT APPLICATION

Weilcome fo the New York State Deferred Copensation Plan. The Plan is a voluntary, Iong-tml retirement savings proa
designed for your retirement needs. The amount you contribute to the Plan is deducted from your pay and any investment
returns grow on a tax-deferred basis.

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

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

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

Processing Time Frame: Enrollments are processed upon receipt; however, federal law states that deferrals may not begin
before the start of the next calendar month, uniess you make your election prior to your first day of service. You may change
or cancel your deferral amount at any time, but these changes may also be subject 1o these timing limits,

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

1 understand that;

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

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

- Committee. : .

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

+  Unless I have opted for a paper statement, 1 will receive an email notification when my quarterly statement,
Quarterly newsletter and investment performance report arc available on the Web site. Please call the HELPLINE
promptly with any changes.

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

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

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

DC-4D09-0417




Tips for Completing the Application

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

This application will require you to include your five-digit Department ID, which is located on the upper left comer of your
pay stub, and your NYS Employee 1D that is listed next to the Department ID. If you do not have this informnation, your

application cannot be processed,
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Local Employees

If you are employed by a city, town, or library system that contains its own payroll department, the application requires your
Local Plan 1D, This six-digit number can be oblained by contacting your payroll department or our HELPLINE at 1-800-422-
8463. :

Deferral Information

State Employees .

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

Local Employees
Before completing your application, please check with your employer or our HELPLINE 1o find out if your employer
requires deferrals Lo be entered as a dollar amount or as a percentage.

160% Deferrals _

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

FOrRM RETURN

Return to:  New York State Deferred Compensation Plan
Administrative Service Agency
P.O. Box 182797 -
Columbus, OH 43218-2797

Overnight Address: New York State Deferred Compensation Plan
Administrative Service Agency, DSPF-F2
3400 Southpark Place, Suite A
Grove City, OH 43123-4856

OR Fax to: 1-877-677-4329
When faxing paperwork, please allow two hours from receipt for it 1o be processed
If your fax is sent after 3 p.m. your paperwork will be processed on the next business day DC-4009-0617
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HYSDCP MAKES A DIFFERENCE!
WWWNYSDCRCOM
HELPLINE: 1ED0+422-B465

Top Reasons {o Péri’icipate in the Plan;

+ Easy and Donvement way 1o save for reurement
+ come tax banefiis

« Dwerse selecoon of wnvesiment oolbons

« Flexdie distr:bution antions

* Low atrmansirained and vestmant £osis

+ Dedicsied perboipant services

Easy and convenient way to save for retirement

Who can participate?

All siate emoloyees ang emaioyess Of Tshies ang school dsincts
hat parnegate o the Stare Plan &re ehoibe 10 partcipais

How do | contribute?

Zoninibutions are deductad direcily from your pay. Maoimum
coninbiuton 6 1% of compensation (Bt ot %ess than 310 oer pay)

How much can | contnibute?
» Reguisr contrbuiiong - $18.500
+ W age S0 or over - $24,500
+ Specst Retirement Catch up - up 10 $37.000

If pour defesrals in pravious years were 1@ss (han the amaunt
aligwsd Dy law, you may be elgie to rmake Hetrsment
Catch-Up defenals Rejramen Ceieh-uo cannot be
used in the same year 55 Ao 50 and Gver Caich-up

Defarral changes may he made 3t say ume but, under
fegarat law. will not be effective untit the follovang maonih
There are ro fees 1o change vour deferral percentage

Can § rollover maoney from previous plans and IRAs?

Yas, vou can rall aver money from a 457¢), 40ik). 403
of radivonai IRA o your Plan account. Assels rolieg over
from & quash.ed plan or ngividual retiremenl account may be
sulyeet 10 3 10% tax pensity  withdrawn prgr 10 age 8%

Income Tax Benefits

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

Yes, {or federst and New York Siale meome tax purooses
but nat for FICA !

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

Cantnixutons and any navestment earmings sccumulate on
atax-gaferred bess untd withdrawn,

Do distributions receive any income tax benefits?

The frst $20.000 n perodic henefl payments you receve
cach y2ar may be exempt from Mew York State income tax
§you 2re a New York State reswient and at ieast age 59'%,
Trus mchsdes paymants from other retrement plans but not .
your State pension,

Therg s Ao oremature distnbution Incoma tax peasity on the
Delferrad Compensauon Pian banefit payments regardiess of ags.

if t am also eligibie Lo contribute to a 403¢b), can | do both?
Ye5. You can contribute the maximum amoun; 1o your Plan
aeeount and the maxernum arnouni to your 403(6) plan at
e seme pime

May | make Roth contributions to the Plan?

Y5, Roth contributions are 2lso avasstie. You may make
any cominnation of regulsr and Roth contiiutions up 10 the
comrbution knils mentoned above. Roth contribunions are
made after-tax and do not reduce your exable ncormz n the
year of the defersel. Howaver, qualfying distributinng and
orowih woulti not be SUBIECT 1O NCHME 1anes when withdrawn

Can | convert exisiing Pian balances 10 Roth?
Yes. but the Blan strongly suggests thal you 2ansuly your
tax advisor before dong so

New York Swte
Deferred Compensation Plan

A Plow for Your Future




Types of investment options
offered through the Plan

Mutual Funds are diversihad portichos of stacks, bonds and
cther mvestments chosen by @ fund rmanager 1o achveve a3 stated
objective Each fund s assigned & five-letisr Lcker symbol that |
helps nvestors find informaton v-a financial Web sites and
pubhdations. i addibon. each fund cubhshes & prospectus. &
formal fegal document filed wih the SEC that prowdes Getails
sbout its wvestment objective fees, charges and expenses, and
refeted informaiion.

Coliective Investment Trusts (CiTs) are similar 10 mutuat funds,
offering many of the same dversfcation and rranagement
servicas a8 mulual funds but geneally st 3 lower cost. Many CiTs
are designed speshnally Tor rehiremant pian invastors, Therelore,
speeshe nformabon about & TIT may be avadable sofely through
thie Plan that offers (L Parhcipants may request 130t sheats sbout
CiTs offered through the Plan Dy caling the HELPLENE, or they may
downlazd ther from www nysGen.com

Custom Funds dre dversified investments creaied for the axciusve
use of Pian partigpants. A custom fund may have sevaral separate
BCCOUNT INVESTMEBNT MANSYaMent CoOMmpanas used waether

1o create o fund for the Pan. Because of therr custor nature,
nfarmaton sboul these Tunds o oaly avalatle through the Fan

A5 voth CtTs, partegrams may reduest {acy sheets about each of
ihg Plan's custiom tunds from the MELPLINE or downicad them
gy wwew Ay sOgpoom.

Three approaches to investing through the Plan

The Rlan recogrizas thet your corrdorl witly snvestag
may not be the same as other pariipants Therafore, we
bave crasiad three approzches thet are Seneraliy atgnad
vith how comfonigble or wibng you are 10 mansye how
your retrement askets are mwasted through the Plan

M, Do it For Me An approach thal uses target date CiTs based
ﬁ on whgn vou PIan 1 retue or Bagm (akng withgdrawals

Co it Yourself An approach 10 oérsonally design ang
monidr your gssel aliocat.on andainvaesimant options

nteresi such &s envaronmental. sociat and governance

@ Speciaity Options Options thel represant snecial
faciors or other spenilty wvestimant straieges

investing involves markel risk, including possible loss af principal. No
investment strategy—~including asset allocation, diversification and dollac-
cost averaging—can guarantee 3 profit ar avoid loss. Actual resuits

will vary gepending on your investment and market experience.

Before you decide to direct investments under the Plan, carefully consider
the fund's Investment oblectives, Investment methods, risks, charges and
expenses. This and other information is contained in the fund prospectus,
which you should read carefully before investing. To ger any prospectus, ask
your Account Executive, call the HELPLINE at 1-800-422-B463 or atcess the
Web site at www.nysdep.com.

There Is no prospectus for CiTs and Custorn Funds because these options are
not mutual funds. You may obtaln a fact sheet on each of these options from
the HELPLINE or our Web sita.

Flexible Distribution Options

Whan can | take distributions?

Castribubions pre avalable when you erminate service from your
State or loral governmient employer, o you are age 70 % or over

or i abgent due 10 Qualdfyng mildary service. DSINBULIONS 3l e Nt
required unti you reach age 70% and may be deleyed if sbll employed.

Are there other instances where | can take distributions
while emglayed?

Yes, & you aushiy lor an unforeseesble ermergency wilhdrawsl,
have a smalt inzchive account, of f you have rofled over assets
from a a01(k), A0, or an IRA. Distrbubion of essets rolled
e the Plan continug 1o be subject 1o the distabution rules

of the former olan. which could motute 3 10% early withdraws!
penaity if they ave recaved beiore sge S04,

How are they paid?

Bengfit payments may be miade in the form of & Ul wilhgl svaat,
partal wethdraeals Or peniouhe gayrmente. Penooic payments
may be récesved monthly, guarierty, serm-annually or annually,
You may change your payment oobdn al any time

Can ) take a loan sgainst my Plan account?

Yes The Plan pgremmts loans (o pariiciments who are currently
empigyed Dy the State or 8 periCIDALNG EMRInYer or who ara
on gn approved teave of absence The Toan cannot encsed the
fgsser of 50% of your Plan sccount balance or S50.000,

When must | take distributions? !

Beneid saynents Must beoin at age 70% or upon lerminalion

of empioyment fipm e employer (hat parhoipates in the Plan,
wiuchgver & iater, ynder the Regqured Minurm Distrbunon (RMD)
ruies, Otherwise, vliv are weiCome 1o keep vour assers in the Plan

Low administrative. and investment costs

Adirrarustrative Serviges are supogried by an annugl per-parlicapant
fgp gnd an Bssel-Dased fea. The annuabzed Jssel-hased fee 15 sat

Ly the Board each Pian Year ang levied 10 D nglaiments At
and Ocobe:. The asset-based fes & deterniingd based on estmated
expenses and ¢ levied on accounis with bawnces exceedng
$20.000 and 5 capped at account balances of $200.000

Pedicated Participant Services

Web site and VRS - You have 8ccess to your accournt 74 hours

@ day, seven days 8 week via www.nysdep.com and (he Vows
Response System. On aither systern. you may: theck your accoun:
balence, change the mvestmant of your future deferrats, exchange
funds Telween the Plan's invesiment ootans, change your soferral
raig ang expiore many Grine educalion resourees,

Personal Assistance — Personal assisiance 15 avaianie through the
HELPLINE from 8 am. 10 11 o . Monday through Frday and
S am. 1o b pm Saturday (E8T) a2 1-800-422-8463, Local Account.
Executves arg slso idegted throughout the siate for one-an-one
meennrgs and workshaps '

Please visit www.nysdep.com or call 1-8C0-422-8463 to learn maore. Neither the Administrative Service Agency nor any of its

representatives offer legal, investment or tax advice, For such guidance, you should consult your own legal or tax advisor.
Acctual Exegulives are rogistered representatives of Nationvade Invesimaent Services Conso anon, member FINRA

This mgtendl 13 NOY A reCoMmMendaton 10 buy, sefl, hold of roll over 3y 25381, S00PL 87 AvESLAMENt SUratedy. retin 8 speaf mvastment ABATET OF ULE A
narmaia account tyoe. it does not take nt¢ sccount Lhe soecslic mivesitnent objecioes, lax and nancm! cendlion or particularn feeds of 2oy spehic tersor
Trwssteyr & sherded wetiri wath ther financial prolesssana! 1o discuss her spede stuaton,

NRERM-GNENY - NY G 12777)



U OMNI SRA MEHAGERIENT TEAR
°S . 1099 Jay Street, Bldg F, 2nd FI_+_Rochester, NY 14611

PH: 1.877.544.6664 - WEB: wwv.omnid03b.com - FAX: 1,585.672.6134

L P!easesupply the information raqusted below.
» Read all agreements on this form before submitting.
» Fields having an asterisk notation are required.

IMPORTANT NOTICE: Bafore You Sign, Read All Information on this form: ‘
A Tax Shellered Anauity CTSA™ i3 an investmenl 2ccount that ks sel aside for your ratirement {only). and |5 paig fo¢ with “pre-tax” dobiars. A Custodial Account ((CA"Y is the group o
Indhiicual cusiodial account oF accounts, established for esch Employes, by the Employer, of by each Employas indiividuslty, to hald assats of the Fian, Unless utilizing the catch.up
provisions, your Maxiowim Aliovrable Coniribution ("MAC") cannol exceed $18.500 (524,500 1T age 50 of over). Soth TSA & CA retaive tax deferred treaiment,

Part 1: Employee lnformation :

[~ Please check hera if you have conlribuled to another 403(b) or 401k} plan with anather employar this calendar year. ff s, piease provide the
amount of Lhe year-lo-date cantributions you have made to the other employer's plan; § | and the name of the
other employer: | - : g

* Social Security Number:  * First Name: ME  * Last Name:
] . [

*Address; :

|

* Qlty: State  Zip:
] I I

* Date of Bith; * Phone! ‘Email addrass:

i ! |

Part 2: Employer Information }
" Full Crganization Name, City and State: : * Date of Hire: (mmiddiyyyy)

] ‘ f
Part 3: Contribution Information
QPTION 1: Racurring Contributions

WARNINGI! Any new recurring contributions will supercede all current recurring contributions to your employer's 403(h) plan administered
by OMNI: If you are currently contributing to multiple service providers under your employer's 403[1) plan, please be sure to tist ali
contributions you wish to continue, Any active 403{b} contributions found in our records, but not listed below WiLL BE DISCONTINUED.

Also, a contribution may be discaatinued by listing it below with an amount of zero.
Plaase withhold funds from my pay for the fallowing 403(b)} contributions unti further nokies:

s . Pament figr
fan Typa Hervcy Proviitar © ATDON A Edfazive Date Amiount Per Pay OR Bay Popod
[ esuei [ ROTHAOXY) | ] | | f |
[~ «am, [T ROTH403D) | I I f [_“‘
[ so3m [ rowHanyy | | | [ I
[ somw {7 rotéme [ ] f I ““"
[T asp; [T ROTHa02m) | I ‘ J [ ]

if you have requested a perceptage amount for any of the contributions above, please supply:
Your Annuai Salary: ] Number of Pay FPeriods Per Year: i__“'

[ Please check here if you are NOT 2 ful-time employee
QPTIGN 2: One-Time Contributions {Elactive Contributions Only)

Pl Type Servine Prmndor Aeepunt 2 Effactive Ubg Agzsnd
403 | ROTH403m) | [ DISCONTIMUED [ RESUMED
[~ osconTinges [ Resumen

[ 03y {7 ROTH so3imy
[ av3ir [ ROTH 4030
[ 0} ROTH au3ioi| I
[ Please check here if you are NOT a fulktime employee
OPTION 3: Parttctﬁatian‘ Opt Out ' -

™ 1 do not wish to participate at this time. | undersiand that | may parlicipate in the future simply by filfing oul a new Salary Reduction
Agreement form.

[ txsConmmue [ Resumen
T oscontraED [ RESUNMED
i D1SCOMTIUED [ RESUMED

|
[ 4036) {7 ROTH 2o | ' {
I
!

I
I
|
l
l

© 2018 Omni Financial Group, Inc. dib/a U8, OMNI | 403(b) Salary Reduction Agreement, Etfective 01/01/18, Page One of Two Continurd on nex page



Part4: Agreements and Acknowledgements

The above named Employee where applicable, agrees as follows:
1. Te rnodify histher salary reduction as inglcated above. :
2, That hismer Employer transfers the above stated funds on Employae's behalf 1o OMNI for remiltance 1o the selected Service Provider(s).
3. This SRA i fegally binding 2nd irévacable with respect to amounts paid.
4. This SRA may be changed with respect to amounts nol yet paid, :
5. This SRA may be terminated at any time for smounts not yet pald or avalable, and that a terminalion request is parmanient and retnzins in
effect until & new SRA is submitled.
6. (a) That OMNI does nol choose the annuity conlracl or custadial account in which your contribulions are invesled.
{b) OMNI does nol endorse any authorized Service Provider, norls 1l respansible for any investments.
(c) OMNI makes no representalion regarding the advisability, appropriaténess, or lax consequences of the purchase of the TSA
andfer CA described herein, ’
{69} (i) OMN shall not have any Habilily whatsoever for any and all losses suffered by Empioyee with regard to hisfher sedection of the
TSA andfor CA, i terms. the selection of any service provider, the financial condilion, operation af or benefils provided by said
service peovider, o hisfher selection and purchase of shares by any service provider. Nothing herein shall afiect the terms of
employment betwean Employer and Employee.
(i) Employee acknowledges that Employer has made no representation fo Empioyee regarding the advisabiiily, approprialeness, or
{ax consequences of lhe purchase of the annully andior custodial account describad herein, .
(iii) The Employer shall nat have any liability for any and all losses sufieres by an Employee with regard to 1he selection(s) of any
TSA andlor CA, any relaled terms and conditions, the selection of any sarvice provider, the financial condition, operation of ar
benedils provided by any service provider or the selection and purchiase of shares by any servica provider.
7. T be responsible for setling up and signing the legal dacuments nezessary to establish a TSA or CA .
8. To be responsible for naming a death baneficiary under theit TSA or CA, This Is narmally dene at the (fme the contrac! ar acoount is
established, Baneficiary desigmations should be reviewed perlodically,
8. When provided all required information in a limely manner, OMNI is responsible for determinlng that salary reductions do nol exceed the
allowable contribution Hmits under applicatle law, and wil complete MAC calculations as required by law,
10 To contact OMN! and complete the appropriate OMNI forms for any tequests for distributions, loans, hardship withdrawals, account exchanges
plar-lo-plan transfers of roliaver conldbutions. Processing fees for the foregoing trarsactions may apply.
11. This SRA Is subject o the terms of he Services Agreament belween OMNI and Employer, and e the Information Sharing Agreement
batween OMNI and the Service Providers. .
12, Thls agreement supercedes all prlor salary reduction agreements and shal! aulomalically terminate if Employes's employment is ferminated.

Part §: Employee Signature (Mandatary)

t cedify that | have read this complete agreement and thal my requested salary reduction(s), If In excess of my base {imil, represant(s my wish o utibze any calch-up
provisions for which | may be efigible. | further certify that my salary raductions do not sxcaed contribution limits as determined by applicabls law | understand my
responsitilities s an Employee uader this Program, and | request thal Employer take the acticn specified in this agreement. § understand that all nghts under the
TSA or CA established by me under the Plas are enforceable solely by my beneficiary, my autharized representatve of me. )

Employee Signalure: I ‘ : Date:[

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

| agree to comply with 3l pertinent written directives regarding the salicitation of Empioyea, In the evant I provide OMNI with an Employee's date of birth (‘D0 | acknowledge
and agree 1hal§ must provide ascurate information based on documentation provided Lo me by the Employee. Futhemora. | understand that any DOB infoimation | provide

io OMK| s utized by OMNI 1o calcu'ate the Employes's Moximum Aflowable Contribution lits, which must be acturate (o keep the Employeds plan in compliance with RS
regulations. All indemnification or othar paspansibility for a ¢aim or dernand arising from an edor in employee DOB | provide will be govemed by the information Sharing
Agreament belween my employer snd OMNI,

Sales Agen\Representative Name: | Phone: |
Emait: | '
Signalure: [ - : Date:[

[T] 1 wish the above named agent to be coped on all e-mail commuricalions sent fo lhe pian participant, Including certificate(s) of approvat, which may
Dbe associaled wilh this transaction, ] :

Part 7: Employer Acknowledgement (If Applicahle)

Satary: | # ol TSAICA Pay Periods: [ Effective Payroll Date: |
Emplayer Nare & Title: | '

Employer Signature; | Date:

Please return this agreement to Omni Financial Group, Inc., unless otherwise advised by your employer:
Omni Financial Group, Inc.
Water Tower Park + 1099 Jay Street, Building F » Rochester, NY 14611
Toll Free: (877) 544-OMNI € » Fax: (585) 672-6194
Please visit our websile at www.omnid03b.com
® 2018 All rights reserved, No pari of this SRA may be reproduced or lransmitled in any form or by any means. electronic or mechanical, incluging

photacopy, recording, or any information sterage and refrieval system, without permission in wiiling from Omnt Financlal Group, Inc. Requests for permission
1o reproduce content should be directed 1o serviceinfo@omni403b.com.

OMNI &5 a registerad service mark of Omni Financial Group, Inc. dibia U.S. OMNL

© 2018 Omni Finandial Group, Ing, d/bfa U.S, OMNI | 403(b) Satary Redustion Agreernent, Effective §1/01/18. Page Twa of Two




Greenburgh Central School District_:-;?

ARE YOU
AWARE
OF YOUR
403(b

BENEFIT

The opportunity

Your Employer affers a 403(b) retirement plan #s a benefit 1o employees
The Plan allows employees o save and invest by making fax-delerred

contributions directly from their paychec
Why save with 403{b)?

> You do nol pay income fax on onlributions until you begin makmg withdrawats

from the plan, usually after your retirement.

> Investment gains in the plan are not taxed uniil dis\ributed.

> Benefit from saving and inveshing

} Sample Fulure relrement sawings value assuming 6% -

; 3200 I :
$500 $34 BBS

$145 409

W amanvestment

3231 020

' OMNI does not offer financial advice. Alevays cansull your Anarcial aduisor bafore
nvesing For mare mformation about 403(b} Plans, vist (he 1RS webslie

How can | participate?

1. Complele a Salary Reduclion Agreement {SRA}. This can be done Online

al www.omnid03b com,

2. Open &n acccunt with an nvestment provider, The lisi of vour avaitabie

providers is on the right.
How much can | contribute annualy?

Employees can contnbute up to $18,500 in 2018, Emplayees who are age 50 of

older can coniribute an addilionat 56,000,

Emptoyees with 15 years of service may conintbute up to an additional $3,600.

U.5 OMNI administers the Plan and s aveilable o answer questions al (877) 544-6664,

or visil www.ormni403b.com.

Wanl to learn more about vour investment options ?

Click the link below for an investment provider 1o contact you.
https:ffwwe.om ni403b,com!spinforeq,aspx

Want to start contributing or learn more about your empiﬁyer 5 p!an?”

Click the tink below lo visit your Plan-page.

{(Not available for all providers. Visit your Plan-page for o ccmplete listing. )

hitps:fwww.omnid03b.comfPlanDatail. aspx?tmi“wﬁ

Mew accounts may be opened with
foliowing approved service providers

AMIRIPRISE FINANCIAL SERVIELS INC
AXA EOUNABLE LiF E NSURANCE CORIPANY
CONFIDENTIAL PLANNING - MULERWE HOICE
GWHEMPECYE LEPQWT ACCT

MASS MUTUAL va

METLIFE

MUTUAL INC/PTANMEMEER SERVICES
QRPFARHEIMER SHAREHOLDER SV,
RIVERSOURCE LIFE INSDRANCE £O ©F &4
THE LEGEND DEQUIVADSERY

VOYA FAt{Ial (NATL N ¢
HARTFORD LIFE IS {3 457

BIOMNI
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i Continuati ¥ igh
** Continuation Coverage Rights Under COBRA¥*

Introduction

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

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

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

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

What is COBRA continuation coverage!

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a
life event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a
qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified
beneficiary.” You, your spouse, and your dependent children could become qualified beneficiaries if coverage
under the Plan is lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA
continuation coverage [choose and enter appropriate information: must pay or aren't required to pay] for
COBRA continuation coverage,

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

* Your hours of employment are reduced, or

* Your employment ends for any reason other than your gross misconduct,

475 West Hargsdale Avenue, Hartsdale, NY 10530 ] 914.761.6000 } www.greenburghesd.org
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If you're the spouse of an employee, you'll become a qualified beneficiary if you lose your coverage under the
Plan because of the following qualifying events:

Your spouse dies;

Your spouse’s hours of employment are reduced;

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

® & ¢ 9

Your dependent children will become qualified beneficiaries if they lose coverage under the Pian
because of the foltowing qualifying events:

= The parent-employee digs;

s The parent-employee’s hours of employment are reduced:

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

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

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

When is COBRA continuation coverage available?

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

has been notified that a qualifying event has occurred. The employer must notify the Plan Administrator of the
following qualifying events: '

¢+ The end of employment or reduction of hours of employment;
» Death of the employee;

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

For all other qualifying events (divorce or legal separation of the employee and spouse ora
dependent child's losing efigibility for coverage as a dependent child), you must notify the Plan
Administrator within 60 days after the qualifying event occurs. You must provide this notice to:
Greenburgh Central School District, 475 West Hartsdale Avenue, Hartsdale, NY 10530,
Attention: Immacolata Loffredo,

How is COBRA continuation coverage proﬂded?

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

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

475 West Hartsdale Avenue, Hartsdale, N 10530 | 914,761.6000 | www.greenburghesd.org
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COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due
to employment termination or reduction of hours of work. Certain qualifying events, .or a second qualifying

event during the initlal period of coverage, may permit a beneficiary to receive a maximum of 36 months of
coverage.

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of |8-month period of COBRA continuation coverage

If- you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you
notify the Plan Administrator in-a timely fashion, you and your entire family may be encitled to get up o an
additional | | months of COBRA continuation coverage, for 2 maximum of 29 months. The disability would
have to have started at some time before the 60th day of COBRA continuation coverage and must last at least
until the end of the [8-month period of COBRA continuation coverage. You must provide this notice to
Employee Benefits Systems, 214 N. Main Street, PO Box 1053, Burfington, IA, 52601.

Second qualifying event extension of |8-month period of continuation coverage

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

Are there other coverage options besides COBRA Continuation Coverage?

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

if you have questions

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

475 West Hartsdale Aven ug-,. -szrtsdaﬁte.. MY 10530 91476 Eéﬁeﬁ 1 wwaw greenburghesd.org
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Keep your Plan informed of address changes

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

Plan contact information
Information about the and COBRA coverage can be obtained on request from:

Greenburgh Central School Districe
475 VWest Hartsdale Avenue
Martsdale, NY 10530

Aun: Immacolata Loffredo

475 West Harisdale Avenue, Hartsdale, NY 10530 | 914.761 6000 | www.greenburghesd.org




