OFFICE OF THE TOWN

TREASURER/COLLECTOR
Megan Crosby 175 Central Street
Treasurer/Collector P.O. Box 386
Tel: 508-378-1604/1602 E. Bridgewater, MA 02333
Fax: 508-378-4803 merosby(@eastbridgewaterma.gov

Congratulations on your new position and welcome to the Town of East Bridgewater!

Enclosed you will find information required to be completed for employment and voluntary benefits available
to you, if eligible.

Please review and complete all items listed in the enclosed New Hire Checklist.

Voluntary benefits include health insurance, dental insurance, life insurance, medical and dependent flexible
spending accounts, short-term and long-term disability and deferred compensation plans. Your new
employment status allows you to enroll now. If you choose not to enroll now, you must wait until the next open
enroliment period. Please refer to the Schedule of Employee Benefits and Deductions for a detailed
description of each benefit available,

'The following documents will be required to complete the new hire process:

* Driver’s License or Passport

Social Security Card

MTRS Members (School) - Completed enrollment form, Certification #, and Date.

PCR Members (Town/School — Non-MTRS) — birth certificate

Additional Information is required to waive or enroll in group health and dental insurance plans —
please refer to the enrollment forms included in this packet.

Upon review and completion of the enclosed information, please remit all information to the Treasurer’s Office
located at Town Hall.

Please note that compensation of wages will not be paid until the necessary information is provided.

If you should have any questions, feel free to contact the Treasurer’s Office.

I certify that I have received the New Hire Checklist and supporting documentation. I understand that all
forms must be completed and submitted (in person) with positive identification to the Treasurer’s office on or
before my date of hire/first day I report to work.

New Employee Signature Town/School Admin Signature Date

Last Updated 04/10/2019






New Emplovee Check List - TOWN

Name: Date:

Please complete with a check mark or NA if not applicable

The following forms are included in this packet:

Schedule of Employee Benefits & Deductions

FMLA (Family Medical Leave Act) Information Sheet
Marketplace Notice for State & Municipal Employees

Sexual Harassment Policy

Policy for Use of Telecommunications Equipment

Summary of the Conflict of Interest Law for Municipal Employee
Ethics Exam Certificate- Remit to TOWN CLERK

ALL employees need to complete the following forms:

Signed Acknowledgement of Receipt — Conflict of Interest Law — Remit to TOWN CLERK
Ethics Exam Certificate — Remit to TOWN CLERK

Sexual Harassment Policy Signed Acknowledgement

ITR Policy Signed Acknowledgement

Copy of Social Security Card

Copy of Driver’s License

Copy of Birth Certificate (if contributing to Plymouth County Retirement)

[-9 Form

W-4 Form (Federal Tax Form)

M-4 (State Tax Form)

Direct Deposit Form & Voided Check or a Letter from the Financial Institution
Electronic Delivery of Payroll Advice

Social Security Statement Sheet

ALL employees need to enroll in ONE of the following retirement options and complete the corresponding
enrollment form:
Is the new employee retired from another retirement system? YES or NO
If yes, please indicate retirement system.
Plymouth County Retirement

OBRA Enrollment Form & Information Sheet

Benefit Eligible Employees need to complete the following:
Pre-Tax Deduction Form

GIC Acknowledgement Form

Health Insurance Waiting/Hiatus Period Stipend Memo

Health Insurance enrollment form or Waiver - if waived, make copy of current health card
Dental Insurance enrollment form or Waiver

Ilexible Spending Account Information Sheet

Life Insurance enroliment form or Waiver







OFFICE OF THE TOWN

TREASURER/COLLECTOR
Megan Crosby 175 Central Street
Treasurer/Collector P.O. Box 386
Tel: 508-378-1604/1602 E. Bridgewater, MA 02333
Fax: 508-378-4803 merosby@eastbridgewaterma.gov

Schedule of Employee Benefits and Deductions

Mandatory Benefits/Deductions

Plymouth County Retirement (PCR) - PRE-TAX
In lieu of Social Security, eligible Town employees are required to enroll with PCR. Eligible Town employees
must have permanent, regular hours of employment with the Town.

For persons who become members on or after April 2, 2012, the contribution rate is 9% of regular compensation
plus an additional 2% of regular compensation in excess of $30,000.

Retirement guides are available on the PCR website:
https://www.mass.gov/files/documents/2016/07/vi/retirement-guide-post-2012.pdf

Massachusetts Teachers’ Retirement System (MTRS) - PRE-TAX

In lieu of Social Security, eligible public school teachers and administrators are required to enroll with MTRS.
Please contact the Superintendent’s office to determine eligibility and contribution rates. The Superintendent’s
office will remit the necessary information to the Treasurer/Collector’s office to authorize the deduction.

For persons who become members on or after April 2, 2012 the contribution rate is 11% of regular compensation.

Additional information is available on the MTRS website:
hitp://www.nass.gov/mtrs/

Omnibus Budget Reconciliation Act (OBRA) - PRE-TAX
Town employees not eligible to participate in PCR or MTRS must enroll in an OBRA plan with Nationwide
Retirement Solutions in lieu of social security. The contribution rate is 7.5%.

Ethics Exam
Regular Town employees are required to complete an ethics exam. Please see the Town Clerk for exam
instructions.

Updated 4/18/19 ,




Optional Beneﬁts/i)eductions

Direct Deposit
All employees may elect to have all or a portion of their pay deposited directly to their financial institution (s). A

maximum of four bank accounts is allowed.

Health Insurance - PRE-TAX
The Town is a member of the Group Insurance Commission (GIC). Permanent employees who work at least 18.75
hours per week are eligible to enroll.
s Enrollment applications must be received within 10 days of hire.
¢ (GIC benefits begin on the first day of the month following 60 days or two full calendar months of
employment, whichever comes first.
¢ Refer to the rate sheet for a list of plans and cost.
» Additional information can also be accessed on the GIC website:
http://www,.mass.gov/anf/femplovee-insurance-and-retirement-benefits/oversight-agencies/gic/

Dental Insurance - PRE-TAX
The Town offers dental insurance to permanent employees who work at Ieast 20 hours per week. Altus Dental is
the current carrier — see rate sheet for plan cost.

Flexible Spending Accounts — PRE-TAX

Permanent employees who work at least 20 hours per week are eligible to enroll in the Town’s flexible spending
accounts. We currently offer Medical and Dependent Care flexible spending accounts. Enrollment forms should
be forwarded directly to Cafeteria Plan Advisors, Inc. Additional information and forms can be access through
their website: www.cpal25.com.

Life Insurance

Permanent employees who work at least 20 hours per week are eligible to enroll in the Town’s group life
insurance plan with the Boston Mutual Life Insurance Company. The Town pays 50% of the cost. Additional
voluntary life and accidental death & dismemberment may also be purchased. To initiate enroliment indicate on
enrollment application. Employees have thirty days from date of hire to enroll in the Town’s group life insurance
plan. This is the only opportunity to enroll in the plan.

Colonial Life
Permanent employees who work at least 20 hours per week are eligible to purchase various disability/insurance
policies. To enroll contact the Town’s Representative — Barbara Wolfreys @ 781.982.4332

AFLAC

Permanent employees who work at least 20 hours per week are eligible to purchase disability, accident and cancer
protection insurance with AFLAC. Accident & cancer coverage are pre-tax benefits. To enroll contact the Town’s
Representative - Brad Lytle @ 781.588.3555

Union Dues
Union Dues will be deducted once we receive an authorization to withdraw. Please contact your Union
Representative to complete the required documentation.

IRC 457(b) Deferred Compensation Plans - PRE-TAX

Permanent employees of the Town who work at least 20 hours per week are eligible to enroll in the Town’s
deferred compensation plan offered with Nationwide Retirement Solutions. To enroll contact the Town’s
Representative — Michael Hackleman 614-435-8366 hacklm2(@nationwide.com

TIRC 403(b) Tax-Sheltered Annuity Plans - PRE-TAX
Permanent employees of the public school system who work at least 20 hours per week are eligible to enroll in
the Town’s tax-sheltered annuity plan. Contact one of our vendors listed on the next page.

Updated 4/18/19



U.S. Department of Labor
Wage and Hour Division

LLS, Waus and Haur L}lvislﬁn
(Revised 2012)

Fact Sheet #28: The Family and Medical Leave Act

The Family and Medical Leave Act (FMLA) entitles eligible employees of covered employers to take
unpaid, job-protected leave for specified family and medical reasons. This fact sheet provides general
infortation about which employers are covered by the FMLA, when employees are eligible and entitled
to take FMLA leave, and what rules apply when employees take FMLA leave,

COVERED EMPLOYERS

The FMLA only applies to employers that meet certain criteria. A covered employer Is a:

+ Private-sector employer, with 50 or more employees in 20 or more workweeks in the current or
preceding calendar year, including a joint employer or successor in inferest to a covered

, employer;

. Public agency, including a local, state, or Federal government agency, regardless of the number
of employees it employs; or

. Public or private elementary or secondary school, regardless of the number of employees it
employs. '

ELIGIBLE: EMPLOYEES

Only eligible employees ate entitled to take FMLA leave. An eligible employee is one who:

. Worls for a covered employer;

. Has worked for the employer for at least 12 months;

. Has at least 1,250 hours of service for the employer during the 12 month period immediately
preceding the leave®; and

. Worlcs at a location where the employer has at least 50 employees within 73 miles,

* Special hours of service eligibility requirements apply to airline flight crew employees, See Fact Sheet
287: Special Rules for Airline Flight Crew Emplovees under the Family and Medical Leave Act.

The 12 months of employment do not have to be consecutive, That means any time previously wotked
for the same emplayet (including seasonal wotk) could, in most cases, be used to meet the 12-month
requirement, If the etaployee has a break in service that lasted seven years or more, the time worked
prior to the break will not count unless the break is due to service covered by the Uniformed Services
Employment and Reemployment Rights Act (ISERRA), or thete is a written agreement, including a
collective bargaining agreement, outlining the erployer’s intention to rehire the employee after the
break in service, See "FMLA Special Rules for Returning Reservists”,

LEAVE ENTITLEMENT

Eligible employees may take up to 12 workweeks of leave in a 12-month period for one 01 more of the
foliowmg reasons:

FS 28




, The birth of a son or daughter or placement of a son or daughter with the employee for adoption
or foster care;

s+ To care for a spouse, son, daughter, or parent who has a setious health condition;
. For a setious health condition that makes the employee unable to perform the essential functions
of his or her job; or
. For any qualifying exigency arising out of the fact that a spouse, son, daughtet, or parent is a

military member on covered active duty or call to covered active duty status.

An efigible employee may also take up to 26 workweeks of leave during & "single 12-month period" to
care Tor a covered servicemember with a serious injury or illness, when the employee is the spouse, son,
daughter, parent, or next of kin of the servicemember, The "single 12-month period” for military
caregiver leave is different from the 12-month period used for other FMLA leave reasons, See Fact
Sheets 28F: Qualifying Reasons under the FMLA and 28M; The Military Family Teave Provisions
under the FMLA.

Under some circumstances, employees may take FMLA leave on an intermittent or reduced schedule
basis, That means'an employee may take leave in separate blocks of time or by reducing the fime he or
she works cach day or week fot a single qualifying reason. When leave is needed for planned medical
treatment, the employee must make a reasonable effort to schedule treatment so as not to unduly disrupt
the etaployer's operations. If FMILA leave is for the birth, adoption, or fostet placement of a child, use of
irtermittent or reduced schedule leave requires the employer’s approval.

Under certain conditions, employees may choose, or emplayers may require employees, to "substitute"
(run concurrently) accrued paid leave, such as sick or vacation leave, to cover some of all of the FMLA
leave period. An employee’s ability to substitute acerued paid leave is determined by the terms and
conditions of the emplayet's normal leave policy.

NOTICE

Employees must comply with their employet’s usual and customary requirements for requesting leave
and provide enough information for their employer to reasonably determine whether the FMLA may
apply to the leave request. Bmployees generally must request leave 30 days in advance when the need
for leave is foreseeable, When the need for leave is foreseeable less than 30 days in advance ot is
unforeseeable, employees must provide notice as soon as possible and practicable under the
circumstances.

When an employee seeks leave for a FMLA-qualifying reason for the first time, the etnployee need not
exprossly assext FMILA rights or even mention the FMLA. If an employec later requests additional lcave
fot the same qualifying condition, the employee must specifically reference either the qualifying reason
fot leave ot the need for FMLA leave. See Fact Sheet 28E: Employee Notice Requirements under the
FMLA . :

Covered employers must:

(1)  Post a notice explaining rights and responsibiities wnder the FMLA. Covered employers may be
subject o a civil money penalty for willful faiture to post. For cuirent penalty amounts, see
www.dol.gov/whd/fmla/applicable_lavws.him;

(2)  Iuclude information about the EMLA in their employee handbooks ot provide information o
new employees upon hire;




3 When an employee requests FMLA leave or the employer acquires knowledge that leave may be
for a FMLA-qualifying reason, provide the employee with notice concerning his or her eligibility
for FMLA leave and his or her rights and responsibilities under the FMLA; and

(4)  Notify employees whether leave is designated as FMLA leave and the amount of leave that witl
be deducted from the employee’s FMLA entitlement.

See Fact Sheet 28D: Employer Notice Requirements unde;? the FMILA.

CERTIFICATION

When an employee requests FMLA leave due to.his or her own serious health condition or a covered
family member’s serious health condition, the employer may require certification in support of the leave
from a health care provider. An employer may also require second or third medical opinions (at the
employer’s-gxpense) and periodic recertification of a serious health condition, See Fact Sheet 28G:

* Certification of a Serious Health Condition under the FMLA. For information on certification
tequirements for thilitary family leave, See Fact Sheet 28M(c): Qualifying Exigency Leave undet the
FMLA; Fact Sheet 28M(a}): Military Categiver Leave for a Curtent Servicemember under the FMLA,;
and Fact Sheet 28M(b): Military Caregiver Leave for a Veteran under the FMLA.

JOB RESTORATION AND HEALTH BENEFITS

Upon return from FMLA leave, an employee must be restored to his or her original job o to an
equivalent job with equivalent pay, benefits, and other terms and conditions of employment. An
employee’s use of FMLA leave cannot be counted against the employee under a “no-fault” attendance
policy. Employers are also required to continue group health insurance coverage for an employee on
FMILA leave under the same terms and conditions as if the employes had not taken leave. See Fact Sheet
28A: Employee Protections under the Family and Medical Leave Act .

OTHER PROVISIONS

Special tules apply to employees of local education agencies, Generally, these rules apply to
intermittent or reduced schedule FMIA leave or the taking of FMLA leave near the end of a school
term,

Salaried executive, administrative, and professional smployees of covered employers who meet the Fair
Labor Standards Act (FLSA) ctiteria for exemption from minfroum vrage and overtime under the FLSA
regulations, 29 CFR Part 541, do not fose their FLSA-exempt status by using any unpaid FMLA leave.
This special exeeption to the “salary basis” requirements fot FLSA’s exemption extends only to an
eligible employee’s use of FMLA leave.

ENFORCEMENT
It is unlawful for any employer to interfere with, restrain, or denty the exercise of or the attempt to

exercise any right provided by the FMLA. It is also unlawful for an employer to discharge or
discriminate against any individual for opposing any practice, ot because of involvement in any




proceeding, related to the EMLA. Seé Fact Sheet 778; Protections for Individnals under the FMLA . The
Wage and Hour Division is responsible for administering and enforcing the FMLA. for most gmployees,
Most federal and certain congressional employees are also covered by the law but are subject to the
jurisdiction of the U.S. Office of Personnel Management ot Congress, If you believe that your rights
under the FMLA. have been violated, you may filea complaint with the Wage and Hour Division or file
a private lawsuit against your employer in court.

Yor additional information, visit our Wage and Hour Division Website:
hitip://www.avagehour.dol.gey and/or call our toll-free information and helpline, available 8 a.m. to
5 pam, in your time zone, 1-866-4-USWAGE (1-866-487-9243),

This publication is for general information and is not to be considered in the same light as official -
statements of position contained in the regulations.

U.S. Department of Labér ™77 77 7 © 0 1-866-4-USWAGE

Frances Perkins Building ‘ TTY: 1-866-487-9243
200 Constitution Avenne, NW ' Contact Us

‘Washington, DC 20210




TOWN OF EAST BRIDGEWATERFAMILY AND MEDICAL LEAVE POLICY

Family and Medical Leave is an unpaid employee leave of absence. The Family and Medical
Leave policy is integrated and included with Sick Leave, Vacation, or other paid leave policies.

ELIGIBILITY

FEmployees may have their absence designated as Family and Medical Leave under the Family
and Medical Leave Act if they are absent for five (5) or more consecutive work days, ot seven
(7) or more calendar days. An employee will be eligible for Family and Medical Leave if (1) the
employee has worked for the Town of East Bridgewater for at least 12 months, and (2) the em-
ployee has worked for at least 1,250 hours during the 12 months before the leave. In some cit-
cumstances, employees who do not meet these conditions may be eligible to take an eight-week
leave for the purpose of giving birth to or adopting a child (as determined under the Parental
Leave Policy). Employee rights under the Family and Medical Leave Act are also described on
the attached informational sheet.

TYPES OF FAMILY AND MEDICAL LEAVE
Employees may qualify for Family and Medical Leave for any of the following reasons:

» the birth, adoption or foster care placement of a child, and for the care of that
child (leave must be completed within 12 months of the child’s birth, adoption
or foster care placement);

» to care for a seriously ill or injured spouse, parent, or child under age 18 (or
child 18 years old or older who is incapable of self-care);

*  because of an illness or injury that makes the employee unable to perform his or
her job.

The injury or illness must be a “serious health condition.” A “serious health condition” means
any illness, injury or impairment that involves one or more of the following:

* inpatient hospitalization;

* continuing treatment by a health care provider due to incapacity caused by a
health condition that lasts for more than three days and requires health care vis-
its or continuing treatment;

» pregnancy or prenatal care;

» a chronic, serious health condition that requires periodic visits for health care;
or

*  apermanent or long-term condition requiring medical supervision.
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NOTICE AND SCHEDULING OF LEAVE

An employee who plans to take leave because of planned medical treatment must make an effort
to schedule the treatment to reduce the disruption to the Town of East Bridgewater subject to the
health care provider’s approval. In general, an employee should consult with his or her supervi-
sor to explore alternatives. At least 30 days’ written notice of the leave should be given to the
Department Head whenever possible. If an employee cannot give the full amount of advance
notice, he or she should give as much notice as possible under the circumstances, If an employee
fails to provide notice or to comply with any obligations set out in this policy, his or her request
for leave may be denied or the conditions of that leave may be modified. In addition, he or she
will be subject to appropriate discipline up to and including discharge.

CONFIRMATION OF LEAVE

Employees requiring leave must provide the Town of East Bridgewater with the reason for the re-
quested leave so that the Town of East Bridgewater can determine if the employee qualifies for
leave, After an employee gives notice of his or her intent to take a Family and Medical Leave, the
Department Head will give the employee a memorandum confirming receipt of the notice of the
leave, which sets forth some of the basic procedures and responsibilities of both the employee and
the Town of East Bridgewater, This memo is considered part of this Policy. It will inform you of
whether the leave has been approved, denied, or conditionally approved pending medical certifica-
tion, '

Employees requesting a leave for personal or family medical reasons are generally required to
provide medical certification. Under most circumstances, medical certification must be provided
within 15 calendar days. Further medical verification may be required during the leave, depend-
ing on the circumstances. Moreover, employees on leave may be contacted periodically for up-
dates concerning their status and intent to return to work. Employees are expected to respond
fully to such requests for updates.

LENGTH OF LEAVE AND RESTORATION RIGHTS

In general, an employee is entitled to a maximum of 12 weeks of Family and Medical Leave dur-
ing any 12-month period. The 12-month period is a rolling period, measured backward from the
date an employee last used any leave under this policy, Thus, any leave taken will be deducted
from the employee’s annual Family and Medical Leave entitlement,

At the end of a Family and Medical Leave, the Town of East Bridgewater will have the right to

return the employee to his or her last position before the leave or to an equivalent position.

While on unpaid Family and Medical Leave, employees do not accrue additional vacation, sick

leave or personal time, However, the employee will not lose any benefit rights to the extent that
those rights accrued before the leave period.

An employee will not be entitled to more favorable employment terms as a result of taking Fami-
Iy and Medical Leave. Thus, the employee will be subject to any pay or benefit reductions or
other adverse actions, including layoff that he or she would have experienced if he or she had not
been on a Family and Medical Leave.
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INTERMITTENT OR REDUCED WORK SCHEDULE LEAVE

Unless otherwise approved by the appropriate Department Head a child care leave must be taken
at one time, whereas a medical leave may be taken through either a reduced working schedule or
on an intermittent basis if such an arrangement is certified to be medically necessary. Where an
employee takes leave on a reduced work schedule or intermittent basis, the Town of East
Bridgewater may transfer the employee temporatily to an available alternative position with
equivalent pay and benefits if the alternative position better accommodates the recurting petiods
of medical leave.

SPECIAL RULE APPLICABLE TO SPOQUSES WHO ARE BOTH EMPLOYED BY THE
TOWN OF EAST BRIDGEWATER

If the Town employs both spouses, the total birth, adoption and child care leave to which both
will be entitled will be 12 weeks in any 12-month period.

CERTIFICATION BEFORE RETURN

Before an employee may return from a personal medical leave that has continued for at least five
calendar days, the employee’s health care provider may be required to certify that the employee
is able to resume his or her job. This practice is consistent with personnel bylaws and collective
bargaining unit Sick Leave Policies.

COORDINATION WITH AVATLABLE PAID LEAVE TIME

Family and Medical Leave is unpaid leave, except to the extent that an employee is eligible for
paid leave for unused sick, vacation, or personal time. Where an employee is eligible for leave
under these policies, the Town of East Bridgewater will provide the paid leave to run concurrent-
ly with, not in addition to, the Family and Medical Leave.

MAINTENANCE OF HEALTH BENEFITS

During a Family and Medical Leave, the Town of East Bridgewater will continue the employee’s
medical, dental and life insurance coverage, provided that the employee pays the regular em-
ployee share of such coverage on a timely basis. During any paid leave, the employee share of
the premiums will be deducted from the employee’s pay. During the unpaid portion of a Family
and Medical Leave, the employee will be required to pay the employee share, either prior to
commencing unpaid leave, or through a special billing arrangement while on unpaid leave. The
Treasurer/Collector Office should be contacted by the employee prior to going on unpaid leave to
make the appropriate payment arrangements. If any payment due is more than 30 days late, the
Town of Bast Bridgewater may cease providing the benefits until the employee returns to work.
Also, if the employee does not return to work, and the employee’s failure to return fo work is not
due to the continuation, recutrence or onset of a serious health condition, the Town of East
Bridgewater is entitled to recover the premium(s) that it paid for maintaining the employee’s
health coverage, :
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This policy was adopted by the Board of Selectmen at their Monday, April 24, 2017 meeting,

S\

I uﬁ Margie, Chairr;énu

David Sheedy, Vice Chairman

WY 7
William Dowlingﬁrk
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'TOWN OF EAST BRIDGEWATER
POLICY AGAINST UNLAWFUL HARASSMENT,
SEXUATL, HARASSMENT, AND DISCRIMINATION

Policy Statement;

It is the goal of the Town of East Bridgewater to promote a workplace that is free of unlawful
harassment, sexual harassment, and/or discrimination in any form. The Town will not tolerate
unlawful harassment, sexual harassment, and/or discrimination of employees occurring in the
workplace, or in other setfings in which employees may find themselves in connection with their
employment, Further, any retaliation against an individual who has complained about unlawful
harassment, sexual harassment, and/or discrirnination, or retaliation against individuals for
cooperating with an investigation of an unlawful harassment, sexual harassment, and/or
discritnination complaint is similarly unlawful and will not be tolerated. :

Employees are protected from harassment and discrimination on the basis of their race, color,
religion, national origin, ancestry, sex, age, handicap (disability), participation in discrimination
complaint-related activities, sexual orientation, gender identity, genetics, or active military or
veteran status. Prohibited behavior includes, but is not limited to, sluts or other derogatory
comments, objects, pictures, cartoons, or demeaning gestures connected to one's membetship in a
protected group.

To achieve our goal of providing a workplace free from unlawful harassment, sexual harassment,
and/otr discrimination, the conduct that is described in this policy will not be tolerated. Because
the Town of East Bridgewater takes allegations of unlawful harassment, sexual harassment, and/or
discrimination seriously, we will respond promptly to complaints of this type.of conduct where it
is determined that such inappropriate conduct has occwred, we will act promptly to eliminate the
conduct and impose such corrective action as is necessary, including dlsczphnary action where
appropriate up to and including termination.

This policy shall apply to all employees, appointees, elected officials and volunteers of the Town
of Bast Bridgewater. Any individual violating this policy shall be subject to appropriate discipline.

Please note that while this policy sets forth our goals ¢f promoting a workplace that is free of
unlawful harassment, sexual harassment, and/or discrimination, the policy is not designed or
intended to limit our authority to discipline or take remedial action for workplace conduct which
we deem unacceptable, regardless of whether that conduct satisfies the definition of unlawful
harassment, sexual harassment, and/or discrimination.



Definitions:

1, Discrimination: Discrimination is any decision that is made or action taken that is motwated by
a bias because of an employee’s:

Age

Disability

Gender (including pregnancy)
Gender Identity/Expression
Genetics

‘Military Status

National Origin or Ancestry
Race or Color

Religion

Retaliation

Sexual Orientation
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2. Harassment: Harassment is unwelcome conduct that is based on one or more of the above,

Harassment becomes unlawful where 1) enduring the offensive conduct becomes a condition of
continued employment, or 2) the conduct is severe or pervasive enough to create a work
environment that a reasonable person would consider intimidating, hostile, or abusive.

Anti-discrimination laws also prohibit harassment against individuals in retaliation for filing a -
discrimination charge, testifying, or participating in any way in an investigation, proceeding, or
lawsuit under these laws; or opposing employment practices that they reéasonably believe .
discriminate against individuals, in violation of these laws.

Petty slights, annoyances, and isolated incidents (unless extremely seribus) will not rise to the level
of illegality, To be unlawful, the conduct must create a work environment that would be
intimidating, hostile, or offensive to reasonable people. :

Offensive conduct may include, but is not limited to, offensive jokes, slurs, epithets or name
calling, physical assaults or threats, intimidation, ridicule or mockery, insults or put-downs,
offensive objects or pictures, and interference with work performance.

Harassment can occur in a variety of circumstances, including, but not limited to, the following:

+ The harasser can be the victim's supervisor, a supervisor in another area, an agent of the
employer, a co-worker, or a non-employee,

« The victim does not have to be the person harassed, but can be anyone affected by the offenswe
conduct.

» Unlawful harassment may occur without economic injury to, or discharge of, the victim.

3. Sexual Harassment: Sexual Harassment is specifically defined in Massachusetts law and means
sexual advances, requests for sexual favors, and verbal or physical conduct of a sexual nature
when:




(a) submission to or rejection of such advances, requests or conduct is made either
explicitly or iimplicitly a term or condition of employment or as a basis for employment
decisions; ot,

(b) such advances, requests or conduct have the purpose or effect of unreasonably
interfering with an individual's work performance by creating an intimidating, hostile,
humiliating, or sexually offensive work environment.

Under these definitions, direct or implied requests by a supervisor for sexual favors in exchange
for actual or promised job benefits such as favorable reviews, salary increases, promotions,
increased benefits, or continued employment constitutes sexual harassment.

The legal definition of sexual harassment is broad. In addition to the above examples, other
sexually oriented conduct, whether it is intended or not, that is unwelcome and has the effect of
creating a work place environment that is hostile, offensive, intimidating, or humiliating to male
“or female workers may also constitute sexual harassment,

While it is not possible to list all those additional circumstances that may constitute sexual
harassment, the following are some examples of conduct, which if unwelcome, may constitute
sexual harassment dependmg upon the totality of the circumstances including the severity of the
conduct and its pervasiveness:

o Unwelcome sexudl advances -- whether they involve physical touching or not;

« Sexual epithets, jokes, written or oral references to sexual conduct, gossip legardmg, one's
sex life;

o Comment on an individual's body, comment about an individual's sexual activity,
deficiencies, or prowess;

» Displaying sexually suggestive objects, pictures, cartoons;

e Unwelcome leering, whistling, brushing against the body, sexual gestures, suggestive or
insulting comments;

» Inquiries into one's sexual experiences; and,

+ Discussion of one's sexual activities,

All employees should take special note that, as stated above, retaliation agamst an individual who
has complained about sexual hatassment, and retaliation against individuals for cooperating with
an investigation of a sexual harassment complaint is unlawful and will not be tolerated by the
Town.

Applicability of Policy

It violates the policy of the Town of East Bridgewater for any employes, male or female, to
discriminate against and/or unlawfully harass another employee. Further, it is against the policy
for an employee to discriminate against and/or unlawfully harass a non-employee and likewise for
a non-employee to discriminate against and/or unlawfully harass an employee, provided the
incident occurs in the workplace and within the jurisdiction of the Town.



The Town expressly prohibits any form of retaliafory action against an employee for filing a
complaint of unlawful harassment and/or discrimination and for cooperating in an investigation of
_ such a complaint,

Reporting and Investigation of Unlawful Harassment, Sexual Harassment, and/or
Discrimination

The Town of East Bridgewater encourages employees who believe they are being unlawfully
harassed, and/or sexually harassed to firmly and promptly advise the actor that his or her behavior
is offense and/or unwelcome. The Town recognizes that in some instances such informal
communications may be uncomfortable and/or ineffective. Therefore, the Town also has
additional or alternative avenues of addressing concetns as follows: If an employee believes that
he or she is subject to unlawful harassment, sexual harassment, and/or discrimination of any type,
he/she should report it immediately orally, or in writing to the Town Administrator at:

Town Administrator

Town of East Bridgewater
175 Central Street

East Bridgewater, MA 02333
(508) 378-1601

Tf an employee so chooses, due to the identity of the alleged offender and/or the circumstances of
the alleged offenses, the employee has the option of making any report allegations of unlawful
harassment, sexual harassment and/or discrimination to the Assistant to the Town Administrator,
Rebecca Johnson. ' :

All complaints will be investigated promptly under the direction of the Office of the Town
Administrator, When the complaint is received we will promptly investigate the allegation in a
fair and expeditious manner. The investigation will be conducted in such a way as to mamtam
confidentiality to the extent practicable under the circumstances.

All information disclosed in the investigation will be held in the strictest confidence and will only
be disclosed on a need-to-know basis in order to investigate and resolve the matter. Our
investigation will include a private interview with the person filing the complaint and with
witnesses. We will also interview the person alleged to have committed unlawful harasstent,
sexual harassment, and/or discrimination. When we have completed our investigation, we will, fo
the extent appropriate, inform the person filing the complaint and the person alleged to have
committed the conduct of the results of that investigation.

If it is determined that inappropriate conduet has ocewrred, we will act promptly to elimtinate the
offending conduct. Where it is appropriate, we will also impose disciplinary action up to and
including termination.



Disciplinary Action

If it is determined that inappropriate conduct has been committed by one of our employees, we
will take such action as is appropriate under the circumstances. Such action may range from

counseling, up to and including termination from employment, and may include other forms of

disciplinary action as we deem appropriate under the circumstances. In the event that

inappropriate conduct has been committed by an appointed official or volunteer of the Town, the

Town reserves the right to vacate such appointment and/or end volunteer status. -

wy 52071

William Dowling” Chairman, Board of Selectmen  Date:

(Lo 'OZL,»ﬁL,C'W .20 (9

Carole Julius, Vice Chairman, Board of Selectmen Date:

N0 st ey 20,2009

David Sheed¥, Clerk, Bodrd of Selectmen Date; *




TOWN OF EAST BRIDGEWATER
UNLAWFUL HARASSMENT, SEXUAL HARASSMENT
AND DISCRIMINATION COMPLAINT FORM

COMPLAINANT’S REPORT

Complainant’s Name:

Complainant’s Position/Department:

Aileged Offender’s Name:

Alleged Offender’s Position/Department:

- Date and Time of Alleged Incident:

Nature of Alleged Incident: (Include a description of what happened, any relevant details to the
incident, ete.) - '

Name and Position of Any Witnesses to Alleged Incident;

Is this the first time the alleged incident has been reported? (circle one) Yes No

If no, when and to whom was the alleged incident reported?

Please attach additional information if needed.

Complainant’s Signature Date

Received By, Title Date



TOWN OF EAST BRIDGEWATER

UNLAWFEUL HARASSMENT, SEXUAL HARASSMENT
AND DISCRIMINATION POLICY

EMPLOYEE ACKNOWLEDGEMENT OF RECEIPT

I , hereby acknowledge receipt of the .
Town of Bast Bridgewater Policy Against Unlawful Harassment, Sexual Harassment and
Discrimination on the date set forth below.

- Employee’s Signature

Witness

Date

Please keep the attached document for your files and return this sheet to the Human Resources
Department. '

et Personnel File






Rev.1
July 1, 2016

This document formalizes the policy for all Town of East Bridgewater (Town) employees on the use of
information technology resources; ("Town ITRs"), including computers, printers and other peripherals,
programs, data, local area network, e-mail, and the Internet. In addition to this policy, individual
departments may choose to issue supplemental policies governing their use of Town ITRs. Any person
with questions regarding the application or meaning of this policy should seek clarification from the
Information Technology Department (ITD).

Use of Town I'TRs by any employee shall constitute acceptance of the terms of this policy and any such
additional policies. It is the responsibility of any person using Town ITRs to read, understand, and follow
this policy. In addition, users are expected to exercise reasonable judgment in interpreting this policy and
in making decisions about the use of ITRs. Failure to observe this policy may subject individuals to
disciplinary action, including termination of employment.

1. Acceptable Uses

0 Town ITRs are intended for and should be used for Town business only

01 Employees are encouraged to use provided ITRs in support of Town goals and objectives

[1 Incidental personal use is permitted, providing it does not conflict with the security guidelines of
this policy, interfere with workstation or network performance, or result in employee
productivity loss

0O Network accounts are to be used by the authorized owner of the account for the
authorized purpose

0 Applications and computers are to be logged off and shutdown at end of business day

2. Unacceptable Uses

0 Perpetrate an illegal act, including violation of any criminal or civil laws or regulations,
whether state or federal

Use for political purpose

Use for commercial purpose

Send threatening or harassing messages, whether sexual or otherwise

Access or share sexually explicit, obscene, or otherwise inappropriate materials to infringe any
intellectual property rights

Gain, or attempt to gain, unauthorized access to any computer or network

Use that causes interference with or disruption of Town ITRs, including propagation of
computer viruses or other harmful programs

Intercept communications intended for other persons

Misrepresent either the Town or a person's role at the Town

Distribute chain letters

Access online gambling sites

Access social media sites (e.g. Facebook, Twitter, etc.) for personal use

Libel or otherwise defame any person

Install software or hardware not approved by ITD

Oo0oQo

OO
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3. Data Confidentiality

In the course of performing their jobs, Town employees often have access to confidential or proprietary
information, such as personal data about identifiable individuals or commercial information about
business organizations. Under no circumstances is it permissible for employees to acquire access to
confidential data unless such access is required by their jobs. Under no circumstances may employees
disseminate any confidential information that they have access to, unless such dissemination is required
by their jobs.

4. Software / Copyright Protection

Computer programs are valuable intellectual property. Software publishers are entitled to protect their
property rights from infringement. In addition to software, legal protections can also exist for any
information published on the Internet, such as the text and graphics on a web site. As such, itis
important that users respect the rights of intellectual property owners. Users should exercise care and
judgment when copying or distributing computer programs or information that could reasonably be
expected to be copyrighted.

5. Network Security

Most desktop computers are connected to the Town's local area network. It is critically important that
users take particular care to avoid compromising its security. All network user accounts require strong
password authentication and all passwords must be established according to rules promulgated by ITD.
Users should never share their passwords with anyone else, and should promptly notify ITD personnel if
they suspect their passwords have been compromised. In addition, users who will be leaving their PCs
unattended for extended periods should either log off the network or have a password -protected screen
saver in operation. Finally, no user is allowed to access external networks or Internet-based file sharing
services unless they have received specific permission from the ITD Network Manager and/or [T Director.

6. Computer Viruses

ITD implements a number of industry standard measures to ensure the security of the Town's local area
network (blocked internet sites, filtering of incoming / outgoing e-mail, etc), but users should still
exercise reasonable precautions in order to prevent the introduction of computer viruses, Virus scanning
software should be used to check any software downloaded from the Internet or obtained from any
questionable source. [n addition, executable files (such as program files that end in “.exe”) should not be
stored on or run from network drives. Finally, it is a good practice to scan removable, recordable media
periodically to check if they have been infected,

7. E-mail

When using e-mail, there are several points users should consider, First, because e -mail addresses
identify the organization that sent the message (username@ebmass.com) (username@ebfire.org), users
should consider e -mail messages to be the equivalent of letters sent on official letterhead. For the same
reason, users should ensure that all e - mails are written in a professional and courteous tone, Second,
although many users regard e -mail as being similar to a telephone in offering a quick, informal way to
communicate, users should remember that e -mails can be stored, copied, printed, or forwarded by
recipients, As such, users should not write anything in an e -mail message that they would not putinto a
memorandum. Finally, users should understand that all e-mail created or received by a Town employee is
a public record and is subject to public access and disclosure through the provisions of the MA Public
Records Law, MGL ¢.66 §10.

ITD approved versions of Microsoft Outlook are the only e -mail software permitted for use from Town




computers on the local area network. Use of other webmail services (e.g. Yahoo, Gmail, Hotmail, etc) from
computers on the local area network is a threat to security and strictly prohibited.

Remote access to Town e-mail functions across the Internet through Outlook Web Access (OWA) is
provided to end users who have a demonstrated need to remotely retrieve their emails. Users must
request, in writing, permission to use webmail from their respective department head, 1TD
Network Manager and/or [T Director.

8. Wireless Access

Use of wireless access from Town'’s ITRs should be treated as if the user is directly connected to the
Town's network. Wireless Access is provided for Town personal only. The wireless password should not
be shared with any non-employee.

9. Remote Access to Town ITRs

Secure remote access software and SSL VPN ensure encrypted communications channel for data and other
information between remote client computers and Town ITRs. This provides a reliable and secure remote
authenticated pathway mechanism to Town ITRs. ITD approved versions of TeamViewer and Remote
Connection ensure the remote client computer complies with security prerequisites (eg, up to date anti-
virus definitions, particular Windows configurations, etc.) before allowing a remote logon.

10. No Expectation of Privacy

Town ITRs are the property of the Town of East Bridgewater and are to be used in conformance with this
policy. The Town retains control over the efficient and proper cperation of the workplace, reserves the
right to monitor, access, review, copy, store, or delete any electronic communications without prior notice,
including personal messages, from any system for any purpose and to disclose them to others, as it deems
appropriate. Users should be aware that ITD, in order to ensure proper network operations, routinely
monitors network traffic, Use of Town ITRs constitutes express consent for the Town to monitor and/or
inspect any data that users create or receive, any messages they send or receive, and any web sites that
they access.

This policy was adopted by the Board of Selectmen at their Monday, July 25, 2016 meeting,

w4

William Dow}‘ﬁlg, Chairman

sy

David Sp@/edy /
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Access and use of Telecommunication Systems
Policy Employee Confirmation of Receipt

The use of the Town’s telecommunication system constitutes employee consent to monitoring
of systems and is conditioned upon strict adherence to this policy. Any employee who violates
this policy or uses the town’s telecommunications system for improper purposes shall be
subject to discipline, up to and including discharge.

| certify that | was given a copy of the Information Technology Resources (ITR) Policy that was
adopted by the Board of Selectmen on July 25, 2016 and provided the opportunity to ask
questions about its content.

Employee Narme

Employee Signature Date







OFFICE OF TOWN CLERK

175 Central Street, P.O. Box 387
East Bridgewater, Massachusetts 02333-0387

SUSAN GILLPATRICK
Town Clerk

As annually required by the State Ethics Commission, | am providing you Wlth information regarding
the MA Conflict of Interest Summary/State Ethics.

Every year ALL municipal employees, board/committee members and vendors must be provided with
the Summary of the Conflict-of-Interest Law. In addition, please note that every 2 years ALL municipal
employees, board/committee members and vendors must complete an online training program. MA
State Ethics has recently released a new program, and this program will track compliance moving
forward.

Municipal employees (anyone performing services for the town or holding a municipal position,
whether paid or unpaid, elected officials, volunteers, and consultants, An employee of a private firm
can also be a municipal employee, if the private firm has a contract with the town and the employee is
a "key employee” under the contract), will need to create an account to access the Commission’s
learning management system in order to complete the new conflict of interest law training program and
acknowledge receipt of the summary of the conflict of inferest law. These requirements can be
completed on any computer or mobile device. Completion of these mandatory training and education
requirements will be automatically recorded.

With the new State reporting system, there is no need for anyone to print out their certificate unless
they want to keep a copy for themselves - my office does not need a printed copy.

Please use this link to access the training: https://massethicstraining.skillburst.com/User/index.php

Because this is a state requirement, please help our office to comply with this mandate by making sure
you complete in a timely manner. As the local administrator for East Bridgewater, I will be able to go
into the program and see monitor compliance. After 30 days, reminders will be sent as needed.

- ﬁﬁzzcﬁfﬂe :ﬁ(ﬂf -

Assistant Town Clerk
508-378-1606

HOURS: Mon 8:30 AM to 8:00 PM, Tues thru Thurs, 8:30 AM to 4:30 PM, Fri 8:30 AM to 12 PM
Telephone (508) 378-1606 or (508) 378-1621 Fax # (508) 378-1638






OFFICE OF TOWN CLERK

175 Central Street, P.O. Box 387
East Bridgewater, Massachusetts 02333-0387

ACKNOWLEDGEMENT OF RECEIPT OF
MA CONFLICT OF INTEREST AND STATE ETHICS
LETTER

(Print Name)

an employee at

(Name of Department or School)

Hereby acknowledge that I received the letter explaining the State Ethics Commission’s learning
management system which I will need to create an account for.

PLEASE PROVIDE YOUR CONTACT INFORMATION & JOB TTTLLE

Phone Number:

Email:

Position Title:

HOURS: Mon §:30 AM to 8:00 PM, Tues thru Thurs, 8:30 AM to 4:30 PM, Fri 8:30 AM to 12 PM
Telephone (508) 378-1606 or (508) 378-1621 Fax # (508) 378-1638






Employment Eligibility Verification USCIS

. Form I-9
Depgrtmeqt of Homel.and .Securlt}.f OMB No.1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal.

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

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) | Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number (if any) | City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number
| |

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment and/or
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. | attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or

A citizen of the United States
A noncitizen national of the United States (See Instructions.)

A lawful permanent resident (Enter USCIS or A-Number.) |

I

Eall Rl S

A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any)

If you check Item Number 4., enter one of these:

immigration status, is true and USCIS A-Number R Form 1-94 Admission Number R Foreign Passport Number and Country of Issuance
correct. o o
Signature of Employee Today's Date (mm/dd/yyyy)

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentation in the Additional Information box; see Instructions.

List A OR List B AND List C
Document Title 1
Issuing Authority
Document Number (if any)
Expiration Date (if any)
Document Title 2 (if any) Additional Information

Issuing Authority

Document Number (if any)

Expiration Date (if any)

Document Title 3 (if any)

Issuing Authority

Document Number (if any)

Expiration Date (if any)

D Check here if you used an alternative procedure authorized by DHS to examine documents.

Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named F|rst/3:/y of Employment
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the (mm/ddlyyyy):
best of my knowledge, the employee is authorized to work in the United States.

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4.
Form I-9 Edition 08/01/23 Page 1 of 4



http://www.uscis.gov/I-9
https://www.uscis.gov/i-9
https://www.uscis.gov/i-9

LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

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

2. Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

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

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

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

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

(1) The same name as the
passport; and

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

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

. Driver's license or ID card issued by a State or

outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

. ID card issued by federal, state or local

government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,

1. A Social Security Account Number card,
unless the card includes one of the following
restrictions:

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

and address

3. School ID card with a photograph

4. Voter's registration card

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

5. U.S. Military card or draft record

6. Military dependent's ID card

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

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

5. U.S. Citizen ID Card (Form |-197)

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

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

unable to present a document
listed above:

For persons under age 18 who are

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

7. Employment authorization document
issued by the Department of Homeland
Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.gov/i-9-central.

The Form I-766, Employment
Authorization Document, is a List A, ltem
Number 4. document, not a List C
document.

Acceptable Receipts

For receipt validity dates, see the M-274.

May be presented in lieu of a document listed above for a temporary period.

e Receipt for a replacement of a lost,
stolen, or damaged List A document.

e Form I-94 issued to a lawful
permanent resident that contains an
1-5651 stamp and a photograph of the
individual.

e Form I-94 with “RE” notation or
refugee stamp issued to a refugee.

OR

Receipt for a replacement of a lost, stolen, or
damaged List B document.

Receipt for a replacement of a lost, stolen, or
damaged List C document.

*Refer to the Employment Authorization Extensions page on 1-9 Central for more information.

Form I-9 Edition 08/01/23

Page 2 of 4



https://www.uscis.gov/i-9-central/handbook-for-employers-m-274/60-evidence-of-status-for-certain-categories
https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274/120-acceptable-documents-for-verifying-employment-authorization-and-identity/123-list-c-documents-that-establish-employment-authorization
https://www.uscis.gov/i-9-central
https://www.uscis.gov/i-9-central/form-i-9-acceptable-documents/employment-authorization-extensions

Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form 1-9.

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

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

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

Form I-9 Edition 08/01/23 Page 3 of 4



Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form 1-9
Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, is rehired within three years of the date the original Form I-9 was completed, or provides proof of a legal name change. Enter
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before
completing this page. Keep this page as part of the employee’s Form I-9 record. Additional guidance can be found in the_

Handbook for Employers: Guidance for Completing Form I-9 (M-274)

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

[] atternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

D alternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

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

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the
employee presented documentation, the documentation | examined appears to be genuine and to relate to the individual who presented it.

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

Additional Information (Initial and date each notation.) Check here if you used an

|:| alternative procedure authorized
by DHS to examine documents.

Form I-9 Edition 08/01/23 Page 4 of 4
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Form w-4

Department of the Treasury
Internal Revenue Sarvice

Employee’s Withholding Certificate OMB No. 1545-0074

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

Give Form W-4 to your emplayer. 2 @23

Your withholding is subject to review by the IRS.

Step 1: (a) First name and middle initial Last name {b} Social security number
Enter Address Poes your name match the
Personal

Information

name on your sacial secutity
card? If not, to ensure you get

City or town, state, and ZIP code credit for your earnings,

cortact SSA at 800-772-1213
or go to www.ssa.gov.

)

[ singie or Married filing separately

[ | Married filing jointly or Qualifying surviving spouse
] Head of househald (Gheck enly if you're unmarried and pay more than haif the costs of kesping up a home fer yoursalf and a qualiiying 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, other details, 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 martied filing jointly and your spouse
also works. The correct amount of withholding depends on income earned from all of these jobs.

Do onily one of the following.
(a) Reserved for future use.
{b) Use the Multiple Jobs Workshaet on page 3 and enter the result in Step 4(c) below; or

{c} If there are only two jobs total, you may check this box. Do the same on Form W-4 {or the other job. This
option is generally more accurate than {b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate e e

TIP: If you have seif-employment income, see page 2.

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

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent )
and Other Multiply the number of cther dependentsby $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enterthetotalhere . . ., . . . . . . 303
Step 4 {a) Other income (not from jobs). If you want tax withheld for other income you
{optional): axpect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirement income . . . . . . . . i4{@) $
Adjustments {b) Dedustions. If you expect to claim deductions other than the standard deduction and
want to reduce your withhaolding, use the Deductions Worksheet on page 3 and enter
theresuithere . . . . . . . . . . e e e e e e e e e (M)
{c) Extra withhalding. Enter any additional fax you want withheld each pay period . . |4{c) [$
Step &: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, corract, and complete.
Sign '
Here
Employee’s signature {This form is not valid unless you sign it.) Date
Employers Employer's name and address First date of Employer identification
Only . employment number (EIN)
Town of East Bridgewater
175 Central St.
East Bridgewater, MA 02333 04-6001137

For Privacy Act and Paperwark Reduction Act Notice, see page 3. Cat, No. 10220Q Form W-4 (2023)



Form W-4 (2023}

Page 2

General Instructions
Section references are to the Internal Revenue Code,

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs, gov/Formw4.

Purpose of Form

Complete Form W-4 so that your employer can withheid the

Specific Instructions

Step t{c}. Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work.

If you {and your spouse} have a total of only two jobs, you
may check the box in option {¢). The box must also be

correct federal income tax from your pay, If too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. ¥ too much is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your personal or financial situation wouid
change the entries on the form. For more infarmation on
withholding and when you must furnish a new Form W-4,
see Pub. 505, Tax Withholding and Estimated Tax.

Exemption from withhelding. You may claim sxemption
from withholding for 2023 if you meet both of the following
conditions: you had no federal income tax liability in 2022
and you expect to have no federal income tax liability in
2023. You had no federal income tax fiability in 2022 if (1)
your total tax on line 24 on your 2022 Form 104G or 1040-SR
is zero (or less than the sum of lines 27, 28, and 29), or (2}
you were not required to file a return because your income
was below the filing thresheld for your correct filing status. If
you claim exemption, you will have no income tax withheld
from your paycheck and may owe taxes and penaities when
you file your 2023 tax return. To claim exemption from
withholding, certify that you mest both of the conditions
above by writing “Exempt” on Form W-4 in the space below
Step 4(c). Then, complete Steps 1(a}, 1(b), and 5. Do not
complete any other steps. You will need to submit a new
Form W-4 by February 15, 2024.

Your privacy. If you have concerns with Step 2{c}, you may
choose Step 2(b); if you have concerns with Step 4(a), you
may enter an additional amount you want withheld per pay
pericd in Step 4{c).

Seli-employment. Generally, you will owe both incormne and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
empiloyee. If you want to pay income and self-empioyment
taxes through withholding from your wages, you should
enter the self-employment income on Step 4(z). Then
compute your self-employment tax, divide that tax by the
number of pay periods remaining in the year, and include
that resulting amount per pay period on Step 4(c). You can
also add half of the annual amount of self-employmant tax to
Step 4{b} as a deduction. To calculate self-employment tax,
you generally multiply the self-employment income by
14.13% {this rate is a quick way to figure your self-
employment tax and equals the sum of the 12.4% social
security tax and the 2.9% Medicare tax muiltiplied by
0.9235). See Puh. 505 for more information, especially if the
sum of self-employment income multiplied by 0,9235 and
wages exceeds $160,200 for a given individual,

Nenresident alien. If you're a nonresident alien, see Notice
1392, Supplemental Form W-4 Instructions for Nonresident
Aliens, before completing this form.

checked-orrthe-Form-W-4-for the-other job:- i the-boxis————

checked, the standard deduction and tax brackets will be

cut in half for each job to calculate withholding. This option

is roughiy accurate for jobs with similar pay; otherwise, more

tax than necessary may be withheld, and this extra amount

will be larger the greater the difference in pay is between the

two johs.

gl Multiple jobs. Complete Steps 3 through 4(b} on only

Y one Form W-4. Withholding wiil be most accurate if
you do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return, To qualify for the child tax credit, the child must
be under age 17 as of December 31, must be your
dependent who generally lives with you for more than half
the year, and must have the required social security number.
You may be able to claim a credit for ather dependents for
whom a child tax credit can’t be claimed, such as an oider
child or a qualifying relative. For additional eligibility
requirements for these credits, ses Pub. 501, Dependents,
Standard Beduction, and Filing Information. You can also
include other tax credits for which you are giigible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependenis and enter the total amount in
Step 3. including these credits will increase your paycheck
and reduce the amount of any refund you may receive when
you file your tax return.

Step 4 {optional).

Step 4(a). Enter in this step the total of your other
estimated income far the year, if any. You shouldn’ include
income from any jobs or self-employment. If you complete
Step 4(a}, you likely won’t have to make estimated tax
payments for that income. if you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the
Deductions Worksheet, line 5, if you expect to claim
deductions other than the basic standard deduction on your
2023 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs.

Step 4{c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4, Entering
an amount here will reduce your paycheck and will either
increase your refund or reduce any amount of tax that you
owe.




Farm W-4 {2023)

Pags 3

Step 2(b}—Multiple Jobs Worksheet {Keep for your records.) ﬂ

If you choose the option in Step 2{(b) on Form W-4, complete this worksheet {which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the workshest and enter the result on the Form W-4 for the highest
paying job. Ta be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019,

Note: If mora than one job has annual wages of mare than $120,000 or there are more than three jobs, see Pub. 505 for additional

tables.

1 Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find tha amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the

- "L ower-Paying-Jdob®- column-find-the-value-at- the-intersection of the-two-househeld-salaries-and-enter ——

that value online 1. Then, skip fo line 3 .

13

2  Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and

2¢ below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the "Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries

and enter that value on line 2a .

2a §

b Add the annual wages of the two highest paying iobs from fine 2a togsther and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower

Paying Job™ column to find the amount from the appropriate table on page 4 and enter this amount

on line 2b

2 $

¢ Add the amounts from lines 2a and 2b and enter the result online2c . . . . . . . . . . 2¢ §

3  Enter the number of pay periods per year for the highest paying job. For example, if that 10b pays
waekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . 3

4  Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this

amount here and in Step 4{c) of Form W-4 for the hlghest paying ]Ob {along with any other additional

amount you want withheld) .

Step 4{b)—Deductions Worksheet (Keep for your records.) ﬂ

1 Enter an estimate of your 2023 femized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and lecal taxes {(up to
$10,000}, and medical expenses in excess of 7.8% of yourincome . . . . . . . . . . . . 1 3

« $27,700 if you're married filing jointly or a qualifying surviving spouse

2  Enten « $20,800 if you're head of household

« $13,850 if you're single or married filing separatsly

3 Hline 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater

than line 1, enter “-0-"

4  Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part li of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4

5 Addlines 3 and 4. Enter the result here and in Step 4(b} of FormW-4 , . . . . . . . . . . 5

Privacy Act and Paperwork Reduction Act Notice, We ask for the information
on this form ta carry out the Internal Revenue laws of the Unitad States. ntemal
Hevenue Code sections 3402(f){2) and 6109 and their regulaticns require you to
provide this infermation; your employer uses it to determine your federal income
tax withholding. Faiiure to provide a properly cormpleted form will result in your
baing treated as a single person with no other entries on the form; providing
fraudulant information may subject you to penalties. Reutine uses of this
infarmation inciude giving it to the Department of Justice for civil and criminat
litigation; to cities, states, the District of Columbia, and U.8, cornmonwealths and
territaries for use in administering their {ax laws; and to the Department of Health
and Human Services for use in tha National Directory of New Hires. Wa may also
disclose this Information to other countries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcement
and intelligence agencies to combat terrerism.

You are not required to provide the information requested on a form that is
subject to the Paparwork Reduction Act unless the form displays a valid OMB
coniral number, Bocks or records relating to a form or its instructions must be
retained as jong as their contents may becorne material in the administration of
any Internal Revenue law, Generally, tax returns and return information are
cenfidential, as required by Code section 53103,

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

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




Form W-4 {2023) Page 4
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxahle Wage & Salary
Annual Taxable $0-  [$10,000 -[$20,000 -|$30,000 - |$40,000 ~| $50,000 - | $80,000 - | $70,000 - |$80,000 - |$90,000 - [$100,000 - |$110,000 -
Wage & Salary | 9999 | 19,999 | 20,999 | 39,999 | 49,938 | 59,500 | 69,509 | 79,999 | 89,999 | 99,000 | 109,999 | 120,000
$0- 9,999 30 $0 $850 $850 | $1,000 | $1,020 | $1,020 | $t,020 | $1,020 { $1,020 | $1,020 | $1,870
$10,000- 19,999 0 930 1,850 2,000 2,200 2,220 2,220 2,220 2,220 2,220 3,200 4,070
$20,000 - 29,999 850 1,850 2,920 3,120 3,320 3,340 3,340 3,340 3,340 4,320 5,320 6,190
$30,000 - 39,999 850 2,000 3,120 3,320 3,520 3,540 3,540 3,540 4,520 5,520 6,520 7,390
$40,000- 49,998] 1,000 2,200 3,320 3,520 3,720 3,740 3,740 4,720 5,720 8,720 7,720 8,590
$50,000 - 59,999{ 1,020 2,220 3,340 3,540 3,740 3,760 4,750 5,750 8,750 7,750 8,750 9,610
$60,000 - 69,998 1,020 2,220 3,340 3540 3,740 4,750 5,750 6,750 7,750 | 8,750 8,750 | 10,610
470,000 - 79,999] 1,020 2,220 3,340 3,540 4,720 5,750 6,750 7,750 8,750 8,750 | 10,780 | 11,610
$80,000 - 99,999{ 1,020 2,220 4,170 5,370 6,570 7,600 8,600 9,600 | 10,600 | 11,600 | 12,600 | 13,480
$100,000 - 149,908] 1,870 4,070 6,180 7,390 8,590 9,610 | 10,610 | 11,660 | 12,860 | 14,060 | 15,280 | 16,330
$150,000 - 239,899 2,040 4,440 8,760 8,160 9,560 | 10,780 | 14,8980 | 13,180 | 14,380 | 15580 | 16,780 | 17,850
$240,000 - 259,899 2,040 4,440 6,760 8,160 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15580 | 16,780 | 17,850
$260,000 - 278,999 2,040 4,440 6,760 8,160 8,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15580 | 16,780 | 18,140
$280,000 - 289,809 2,040 4,440 6,760 8,160 9,560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,870 | 17,870 | 19,740
$300,000 - 319,009f 2,040 4,440 6,760 8,160 9,560 | 10,780 | 11,980 | 13,470 | 15470 | 17,470 | 19,470 | 21,340
$320,000 - 364,999 2,040 4,440 6,760 8,550 | 10,750 | 12,770 | 14,770 { 16,770 | 18,770 | 20,770 | 22,770 | 24,640
$365,000 - 524,999 2,970 8,470 9,800 | 12,380 | 14,890 | 17,220 | 19,520 | 21,820 | 24,120 | 26,420 | 28,720 | 30,880
$525,000 and over | 3,140 6,840 | 10,460 | 13,160 | 15,860 | 18,390 | 20,890 | 23,390 | 25,880 | 28,330 | 30,890 | 33,250
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxabie $0- |$10,000 -{$20,000 - |$30,000 - | $40,000 - | $50,000 - |$60,000 -] $70,000 - | $80,000 - | $90,000 - |$100,000 -1 $110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 3310 $890 | $1,020 | $1,020 | $1,020 | $1,860 | $1,870 | $1,870 | $1,870 | 41,870 | $2,030 | $2,040
$10,000 - 19,999 890 1,630 1,750 1,750 2,600 3,600 3,600 3,500 3,600 3,760 3,960 3,970
$20,000 - 29,999 1,020 1,750 1,880 2,720 3,720 4,720 4,730 4,730 4,890 5,080 5,290 5,300
$30,000- 39,999 1,020 1,750 2,720 3,720 4,720 5,720 5,730 5,890 6,090 6,290 6,490 6,500
$40,000 - 59,088 1,710 3,450 4,570 5,570 6,570 7,700 7.910 8,110 8,310 8,510 8,710 8,720
$60,000 - 79,909 1,870 3,600 4,730 5,860 7,060 B,260 8,460 8,660 8,860 9,060 9,260 9,280
$80,000 - 99,999 1,870 3,730 5,060 8,260 7,460 8,660 8,860 9,060 9,260 9,460 | 10,430 | 11,240
$100,000 - 124,999 2,040 3,970 5,300 6,500 7,700 8,900 8,116 9,610 | 10,610 | 11,610 | 12,610 | 13,430
$125,000 - 149,998 2,040 3,970 5,300 6,500 7,700 9,610 | 10,610 | 11,610 | 12,610 | 13,610 | 14,900 | 16,020
$150,000 - 174,909 2,040 3,970 5,610 7,610 8,610 | 11,610 | 12,610 | 13,750 | 15,050 | 16,350 | 17,650 | 18,770
$175,000 - 199,999 2,720 5,450 7,680 9,580 | 11,580 | 13,870 | 15,180 | 16,480 | 17,780 | 19,080 | 20,380 | 21,490
$200,000 - 249,908 2,900 5,930 8,360 | 10,660 | 12,960 | 15260 | 16,570 | 17,870 | 19,470 | 20,470 | 21,770 | 22,880
$250,000 - 399,999 2,970 6,010 8,440 | 10,740 | 13,040 | 15,340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,960
$400,000 - 449,999 2,970 6,010 8,440 | 10,740 | 13,040 | 15,340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,960
$450,000 and over | 3,140 6,380 9,010 | 11,510 | 14,010 | 16,510 | 18,010 | 19,510 | 21,010 | 22,510 | 24,010 | 25330
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | 4$0- |[$10,000-|$20,000 -|$30,000 -} $40,000 - [$50,000 -|$60,000 - | $70,000 - | $30,000 - [ $30,000 - [$100,000 -|{$110,000 -
Wage & Salary | 9,998 | 19,999 | 29,993 ] 39,999 | 49,999 | 53,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,990 $0 $620 $860 1 $1,020 | $1,020 | $1,020 ] $1,020 | $1,650 | $1,870 | $1,870 | $1,800 | $2,040
$10,000 - 19,999 620 1,630 2,060 2,220 2,220 2,220 2,850 3,850 4,070 4,090 4,290 4,440
$20,000 - 29,998 860 2,060 2,480 2,650 2,650 3,280 4,280 5,280 5,590 5,720 5,820 8,070
$30,000- 39,999 1,020 2,220 2,650 2,810 3,440 4,440 5,440 6,460 6,380 7,080 7,280 7,430
$40,000 - 59,998 1,020 2,220 3,130 4,290 5,260 6,290 7,480 8,680 8,100 9,300 8,500 9,650
$60,000 - 79,899) 1,500 3,700 5,130 5,290 7,480 8,680 9,880 | 11,080 | 11,500 | 11,700 | 11,900 { 12,050
$80,000- 99,999| 1,870 4,070 5,650 7,050 8,250 9,450 | 10,680 | 11,850 | 12,260 | 12,460 | 12,870 | 13,820
$100,000 - 124,998 2,040 4,440 6,070 7,430 8,630 9,830 | 11,080 | 12,230 | 13,180 | 14,190 | 15,190 { 16,150
$126,000 - 149,898 2,040 4,440 6,070 7,430 8,630 9,880 | 11,980 | 13,980 1 15190 { 16,190 | 17,270 | 18,530
$150,000 - 174,998 2,040 4,440 6,070 7,980 9,980 | 11,980 | 13,980 | 15980 | 17,420 { 18,720 | 20,020 | 21,280
$175,000 - 199,899 2,190 5,390 7,820 9,980 | 11,980 | 14,060 | 16,360 | 18,660 | 20,170 | 21,470 | 22,770 | 24,030
$200,000 - 249,999 2,720 6,190 8,820 | 11,380 | 13,88¢ | 15,980 | 18,280 | 20,580 | 22,090 | 23,390 | 24,680 | 25950
$250,000 - 449,999 2,970 6,470 8,200 | 11,660 | 13,960 | 16,260 | 18,560 | 20,860 | 22,380 | 23,680 | 24,980 | 26,230
$450,000 and over | 3,140 6,840 8,770 | 12,430 | 14,93c | 17,430 | 18,930 | 22,436 | 24,150 | 25650 | 27,150 | 28,600




FORM
M-4

Printfull name . e e e e
Printhome address. ... ..o e s

Employee:

File this form with your am- 1
piover. Otherwise, Massachu- .
selis Income Taxes will be 2,

withheld from your wages
without exemptions.,

Employer:

Keep this ceriificate with your
racords. If the employee is
belleved to have claimed
excessive exemplions, the
Massachusetts Department
of Revenue should be so 8. [ Gheck if you are blind.
advised.

will not exceed 8,000,

be before next year and if otherwise qualified, write *6.” See Instruction C..... ... ... il
Wrile the nurmber of your qualified dependents. See Inslruction D. ...
Add the number of exemptions which you have claimed above and write the total............oocvi i
Additicnal withholding per pay perod under agreement with employer §

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS

Your perscnal exemption, Write the figure “1.” i you are age 65 or over or will be before next year, write “2"

If married and if exemption for spouse is allowed, write the figure “4.” If your spouse is age 65 or over or will

A [ cheek it you will file as head of househeld on your tax return.
¢. O cheex if spolse is biing and not subjact to withholding.
D, [ check If you are a full-ime student engaged in seasonal, part-time or temporary employment whose estimated annual income

EMPLOYER: DO NOT withhold if Box D is checked.

[ cortify that the number of withholding exemptions claimed on this certificate does not exceed the number to which | am entitled.

THIS FORM MAY BE REPRODUCED

THE COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF REVENUE

A, Number. The more exemptions you claim on this certificate, the less iax
withheld from your employer. If you claim more exemptions than you are
entitfed to, civil and criminal penalties may be imposed. However, you may
claim a smaller number of exemptions without penalty, if you do not file a
certificate, your employer must withhold on the basis of no exemptions,

If you expect o owe mare income tax than will be withheid, you may either
claim a smaller number of exemptions or enter into an agreement with your
employer to have additional amounts withheid.

You should claim the total number of exemptions to which you are entitled to
prevent excessive overwithholding, unless you have a significant amount of
other income. Underwithholding may result in owing additiona? taxes to the
Commonwealth at the end of the year,

If you work for more than one employer at the same time, you must not claim
any exemptions with employers other than your principal employer.

If you are married and if your spouse is subject to withholding, each may
claim a personal exemption.

B. Changes. You may file a new certificate at any time if the number of
exemptions increases. You must file a new certificate within 10 days if the
number of exemptions previously claimed by you decreases. For exampie,
if during the year your dependent son's income indicates that you will not

provide over half of his support for the year, you must file a new certificate.

C. Spouse. If your spouse is not working or if she or he is working but not
claiming the personal exemption or the age 65 or over exemption, general-
ly you may claim those exemptions in line 2. However, if you are planning to
file separate annual tax returns, you should not claim withholdingg exemp-
tions for your spouse or for any dependents that will not be claimed on your
annual tax return.

If claiming a spouse, write “4" in line 2. Entering “4" makes a withholding sys-
tem adjustment for the $4,400 exemption for a spouse.

B. Dependenti(s). You may claim an exemption in line 3 for each individual
who quaiifies as a dependent under the Federal Incoms Tax Law. In addition,
if one or more of your dependents will be under age 12 at year end, add “1”
to your dependents total for line 3.

You are not allowed to claim “federal withholding deductions and adjust-
ments” under the Massachusetts withholding system.

[f you have income not subject to withhoiding, you are urged to have addi-
tional amounts withheld to cover your tax liability on such income. See line
5.







OFFICE OF THE TOWN
TREASURER/COLLECTOR

I hereby authorize the Town of East Bridgewater (The Employer) to initiate credit entries to my checking and/or
savings account(s) indicated below and the Depository(s) named below to credit the same to such account(s):

Account Information: (a voided check or direct deposit form is required for all new accounts)

0 Add 1. Bank Name:
(1 Change Routing #: Account #:

1 Checking [ Savings Deposit Amount: $ or [INet Pay
0 Add 2. Bank Name:
£1 Change Routing #: Account #:

O Checking 1 Savings Deposit Amount: §
0O Add 3. Bank Name:
[1 Change Routing #: Account #:

(3 Checking [ Savings Deposit Amount: §
0 Add 4. Bank Name:
O Change Routing #: Account #:

{1 Checking [ Savings Deposit Amount: $

O Remove account ending in (last 4 numbers)

This authority is to remain in force and effect until the Town of East Bridgewater has received written
notification from me of its termination in such time and in such manner as to afford the Town of East
Bridgewater to act on it.

Name: Date:
(Please print)

Signature: Employee #

L NOu AR
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ROUTING ACCOUNT CHECK
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OFFICE OF THE TOWN

TREASURER/COLLECTOR
Megan Crosby 175 Central Street
Treasurer/Collector P.O. Box 386
Tel: 508-378-1604/1602 E. Bridgewater, MA 02333
Fax: 508-378-4803 merosby@@eastbridgewaterma.gov

Consent Form for Electronic Delivery of Payroll Advices

If desired, you may receive Payroll advices of Direct Deposits as email attachments encrypted with a
password that you specify.

if you do not provide consent, paper copies will be provided,
Your consent will remain in effect until withdrawn.
You may receive a paper copy at any time by withdrawing your consent,

To withdraw consent, provide the withdrawal in writing (by email or paper) to the payroll office. You will
receive confirmation of the withdrawal in writing.

You may complete a new consent form at any time to make changes to your email address or password.

A computer with email access and a program (such as the free Adobe Reader) that can open PDF files are
required to access, print and retain the statements,

I hereby request electronic deliver of the following statements:
Payroll Advices of Direct Deposit

Name: Employee#:

Email Address:
*++MUST BE A PERSONAL EMAIL ADDRESS; DO NOT USE TOWN/SCHOOL ISSUED EMAIL ADDRESSES*#*

Signature: Date:

(After password is entered into the system, please detach and shred this portion)

Password:

*#*PASSWORDS ARE CASE SENSITIVE***
(Maximum of 30 letters, numbers and special characters)






Plymouth County Retirement Association
10 Cordage Park Circle, Suite 234
Plymouth, MA 02360
Phone number {508) 830 — 1803 * Fax number (508) 830 - 1875

NEW MEMBER ENROLLMENT FORM

Section 1 — Member Information (To be completed by member)

Name SSN - -
(First) (Middle) (Last)

Birth Name (if different) Date of Birth / /

Address

City State Zip

Home Phone{ } - Cell Phone( ) -

E-mail Address

Marital Status: Single Married Divorced Widowed ® Gender Male Female

Spouse’s name Spouse’s Date of Birth / /
Veteran Status: No Yes (If yes, please include a copy of your DDD-214)
Governmental Entity East Bridgewater Agency/Department

(Town/School District/Housing Authority)
*THE PCRA will be unable to process this form without a copy of your birth certificate*

Section 2 — Past Governmental Entity {To be completed by member — if applicable)

Any previous or concurrent employment with the Commonwealth of Massachusetts, County or City/Town?

No Yes (if yes, please provide history below)

Retirement System Start Date End Date Was a refund taken?
I I No{( ) Yes
[ ., No [ Yes
., [ CINo [ Yes

If you wish to reinstate/purchase a previous refund, please complete and submit a Refund Buyback Form to this Board.

Are you currently or have you received a retirement allowance from another public retirement system?

No O Yes

I certify the above statements are true and correct to the best of my knowledge and under the penalties of perjury and
hereby accept membership with the Plymouth County Retirement System.

Member’s Signature Date




Plymouth County Retirement Association
10 Cordage Park Circle, Suite 234
Plymouth, MA 02360
Phone number (508) 830 ~ 1803 * Fax number (508} 830 - 1875

Section 3 — Payroll Information (To be completed by payroll)

Title/Position Start Date / /

Date First Deduction applies to(if different from Start Date) / ! New . Transfer

Contribution Rate 5% % 8% 9% Additional 2%
Service Status(check all that apply) Full-Time Part-Time Temp/Sub Other

Hours of Employment Per Week * Collective Bargaining Agreement: Yes No

Rate of Regular Compensation Per (Group to be completed by PCRA|
*As of August 25, 2016, at least 20 hours per week is required to be a member of the Plymouth County Retirement
Association

Payroll Signature Date




Plymouth County Retirement Association
10 Cordage Park Circle, Suite 234
Plymouth, MA 02360
Phone number {508) 830 - 1803 * Fax number {(508) 830 - 1875

ACTIVE MEMBER BENEFICIARY FORM

Section 1 —~ Member Information

Name SS# XXX—XX—
Address

City State Zip Code
Home Phone( ) - Cell Phone( ) -
E-mail Unit East Bridgewater

Member-Survivor(Option D) Benceficiary — Only one person may be named as a Member-Survivor(Option D) beneficiary.
It is limited to a spouse, former spouse not remarried, parent, sibling or child. The beneficiary would receive a monthly survivor
allowance equal to the amount you would have received if you had retired under Option C on the date of your passing.

Section 2 — Member-Survivor(Option D)Beneficiary Information
Name
Address

Relationship * Date of Birth / / SS# - -
*limited to spouse, former spouse not remarried, parent, sibling or child

Lump-Sum Beneficiary — You may name one or more Lump-Sum beneficiaries. There is no restriction on whom the
beneficiary(ies) can be, however, if you named a Member-Survivor(Option D) beneficiary above, you cannot name the same person as
a Lump-Sum beneficiaty below. A beneficiary would receive a one-time payment of your entire account balance or the percentage
allocated to if you name more than one. If you name both a Member-Survivor(Option D) and a Lump-Sum beneficiary, the Member-
Survivor(Option D) beneficiary would receive the entire benefit. If you need more space for additional beneficiaries, please print
additional copies of this form and indicate how many pages submitied. Pages submitted if more than one

Section 3 — Lump-Sum Beneficiary Information

2)Name Percentage

Address
Relationship Date of Birth / / SS# - -

Member’s Signature Date / /

Witness’ Signature Date / /

Witness’ Name (Print)




Active Member Beneficiary Form Instructions

ntroduction:

Piease compiete this Active Member
Beneficiary Form only if you are an active
member currently contributing to the Plymouth
County Retirernent Association{PCRA} or are an
inactive member, but stiil have contributions in
the system.

As an active or inactive member of the PCRA,
you should always have a beneficiary on file. In
order to name or update your heneficiary{ies),
all you would need to do is to complete a new
Active Member Beneficiary Form. You may do
this at any time before you retire. These
allocations become void upon your retirement.

Having a beneficiarylies) on file allows you to
designate who should specifically receive any
allowance if you should pass away before you
retire. The allowance that is paid out will
depend on what type of beneficiary that you
name, though any selection that you make may
be superseded by an eligible spouse{provided
that you have been married for at least one
year, you have two years of creditable service
and have been living with at the time of
passing). If you are an inactive member at the
time of your passing, then your spouse will not
supersede your named beneficiary(ies}. If you
do not have a beneficiary on file, an eligible
spouse or dependent children, a lump-sum
payment will be made to your Estate.

Beneﬁciary Types:

There are two types of beneficiaries that you
can name, a Member-Survivor(Option D) and a
Lump-Sum. While you can name both types of
beneficiaries, you cannot name the same
person as both. Additionally, if you do name
both types of beneficiaries, in the event of your
passing, the Member-Surviver{Option D)
beneficiary will receive the entire benefit. As
previously noted, an eligible spouse may
supersede any beneficiary named, uniess you
are an inactive member at the time of passing.

The two types of Beneficiary are as follows:

Member-Survivor(Option D) — This beneficiary
would receive a monthly survivor allowance
equal to the amount that you would have
received if you had retired under Option C on
the date of your passing. Only one person may
be named as a Member-Survivor(Option D)
beneficiary. Itislimited to spouse, former
spouse not remarried, parent, sibling or child.

If a spouse is to receive an Member-
Survivor{Option D} benefit and the member was
an active member at the time of passing and
there are dependent chiidren, an additional
monthly payment of $120 for the oldest child
and 590 for each additional child is available.

Lump-Sum — This beneficiary(ies) would receive
a one-time payment of your entire account
balance or the percentage allocated to if you
name more than one. Any person(s} or
entity{ies), such as an Estate or charity, may be
named as a Lump-Sum beneficiary and there is
no limit to how many you are allowed to name.
If you need more space for additional
beneficiaries, please print additional capfes of
the Active Member Beneficiary Form and
indicate how many pages submitted.

Before you submit your Active Member

Beneficiary Form, as a reminder:

* You may name both a Member-
Survivor(Option D) beneficiary and a
Lump-Sum beneficiary. If you do, the
Member-Survivor beneficiary will
receive the benefits in case of your
passing.

s You are not allowed to name the same
person as both a Member-
Survivor{Qption D} and Lump-Sum
beneficiary

s An eligible spouse may supersede any
beneficiary listed unless you are an
inactive member.

* You may change your beneficiary(ies) at
any time by completing a new Active
Member Beneficiary Form.

*  Your beneficiary(ies) named will
become void when you retire,

If you have any further questions about naming a beneficiary as an active or inactive member,
please feel free to contact the Plymouth County Retirement Association at {508) 830 — 1803.




Social Security Administration

Statement Concerning Your Employment in a Job
Not Covered by Social Security

Employee Name Employee ID#

Employer Name Employer ID#

Your earnings from this job are not covered under Social Security. When you retire, or if you become disabled,
you may receive a pension based on earnings from this job. If you do, and you are also entitled to a benefit
from Social Security based on either your own work or the work of your husband or wife, or former husband or
wife, your pension may affect the amount of the Social Security benefit you receive. Your Medicare benefits,
however, will not be affected. Under the Social Security law, there are two ways your Social Security benefit
amount may be affected.

Windfall Elimination Provision

Under the Windfall Elimination Provision, your Social Security retirement or disability benefit is figured using a
modified formula when you are also entitled to a pension from a job where you did not pay Social Security tax.
As a result, you will receive a lower Social Security benefit than if you were not entitled to a pension from this
job. For example, if you are age 62 in 2013, the maximum monthly reduction in your Social Security benefit as
a result of this provision is $395.50. This amount is updated annually. This provision reduces, but does not
totally eliminate, your Social Security benefit. For additional information, please refer to Social Security
Publication, “Windfall Elimination Provision.”

Government Pension Offset Provision

Under the Government Pension Offset Provision, any Social Security spouse or widow(er) benefit to which you
become entitled will be offset if you also receive a Federal, State or local government pension based on work
where you did not pay Sacial Security tax. The offset reduces the amount of your Social Security spouse or
widow{er} benefit by two-thirds of the amount of your pension.

For example, if you get a monthly pension of $600 based on earnings that are not covered under Social
Security, two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If
you are eligible for a $500 widow(er) benefit, you will receive $100 per month from Sacial Security ($500 -
$400=$100). Even if your pension is high enough to totally offset your spouse or widow({er) Social Security
benefit, you are stili eligible for Medicare at age 65. For additional information, please refer to Social Security
Publication, “Government Pension Offset.”

For More Information

Social Security publications and additional information, including information about exceptions to each
provision, are available at www.sogcialsecurity.gov. You may also call toll free 1-800-772-1213, or for the deaf
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Security office.

1 certify that 1 have received Form SSA-1945 that contains information about the possible effects of the
Windfall Elimination Provision and the Government Pension Offset Provision on my potential future
Social Security Benefits.

Signature of Employee Date

Form SSA-1945(01-2013)
Destroy Prior Editions



Information about Social Security Form SSA-1945 Statement Concerning Your
Employment in a Job Not Covered by Social Security

New legisiation [Section 419(c) of Public Law 108-203, the Social Security Protection Act of 2004] requires
State and local government employers to provide a statement to employees hired January 1, 2005 or later in a
job not covered under Social Security. The statement explains how a pension from that job could affect future
Social Security benefits to which they may become entitled.

Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social Security, is
the document that employers should use to meet the requirements of the law. The SSA-1945 explains the
potential effects of two provisions in the Social Security law for workers who also receive a pension based on
their work in a job not covered by Social Security. The Windfail Elimination Provision can affect the amount of a
worker’s Social Security retirement or disability benefit. The Government Pension Offset Provision can affect a
Social Security benefit received as a spouse, surviving spouse, or an ex-spouse.

Employers must:
Give the statement to the employee prior to the start of employment;
. Get the employee’s signature on the form; and
. Submit a copy of the signed form to the pension paying agency.

Social Security will not be setting any additional guidelines for the use of this form.

Copies of the SSA-1945 are available online at the Social Security website,

www, socialsecurity gov/online/ssa-1945.pdf. Paper copies can be requested by email at
ofsm.oswm.rqct.orders@ssa.gov or by fax at 410-965-2037. The request must include the name, complete
address and telephone number of the employer. Forms will not be sent to a post office box. Also, if
appropriate, include the name of the person to whom the forms are to be delivered. The forms are available in
packages of 25. Please refer to Inventory Control Number (ICN) 276950 when ordering.

Form SS5A-1945 (01-2013)



Emergency Contact Form

Name: Dept:

Home Address:

City: State: Zip:
Home Phone #: Cell Phone #:

E-Mail Address;

Please list the names and telephone numbers of two individuals you would like us to contact:

EMERGENCY CONTACT #1:

Name:

Home Address:

City: State: Zip:

Work Phone #: Cell Phone #:

EMERGENCY CONTACT #2:

Name:

Home Address:

City: State: Zip:

Work Phane #: Cell Phone #:

Do you give us permission to transport you to the nearest medical facility should you incur serious
Hliness or injury during normal working hours? 1 ves ] no

If yes, please indicate the name and contact telephone number of the physician ot health care
provider that you would like us to contact:

Name:

Home Address;

City: State: Zip:

Worlk Phone #: Cell Phone #:







OFFICE OF THE TOWN
TREASURER/COLLECTOR

Medical Insurance Pre-Tax Deduction Authorization Form

I, , hereby authorize and request the Town
(please print Name)

Treasurer to deduct all Medical Insurance Premiums from my pay on a pre-tax basis effective
immediately and until further notice.

Signed:

Print Name:

Soc. Sec. #:

Address:

Town/St/Zip:

Date:







&

9 Commonwealth of Massachusetts
<l Group Insurance Commission

Municipal Employee Acknowledgement Form
For GIC Eligible Employees

You are responsibie for familiarizing yourself with your benefit options and making your
elections within 10 days of the date of hire:

. Health Insurance Options
) Summary of Benefits and Coverage

Your signature is required on this form before your municipality can process your
benefit elections. Please sign, date and return this form to your GIC Coordinator after
you have reviewed the GIC’s Benefit Guide at mass.gov/GIC.

| hereby acknowledge that 1 have reviewed the most recent GIC Benefit Guide and
understand my benefit options before | made my benefit elections. | understand that if |
enroll in GIC health insurance, my premiums will be deducted on a pretax basis unless |
elect post tax benefits. | understand if [ enroll in a GIC health plan, | can’t change my health
plan until the next Annual Enroliment period.

Name:

(Please print)

Signature:

Date:

Employee: Return this signed form to your GIC Coordinator/Benefits Office with your
benefit elections.

GIC Coordinator: Give employee copy of this form and retain original signed form in
employee’s personnel file. Do not send to the GIC.

422







OFFICE OF THE TOWN

TREASURER/COLLECTOR
Megan Crosby 175 Central Street
Treasurer/Collector P.O. Box 386
Tel: 508-378-1604/1602 E. Bridgewater, MA 02333
Fax: 508-378-4803 mcrosby@eastbridgewaterma.gov

Health Insurance Waiting/Hiatus Period Stipend

New employees of the Town who are eligible to enroll in Health insurance must enroll within 10 calendar
days of the first date of employment. GIC health insurance benefits begin on the first day of the month
following sixty (60) days or two (2) full calendar months of employment, whichever is less. The period
between the date of employment and the effective date of coverage is referred to as the “Waiting/Hiatus
Period”.

During the “Waiting/Hiatus Period” the Town shall pay a stipend to those newly hired employees who
have notified the Town within 10 calendar days of employment that they have chosen to enroll in health
insurance through the GIC. The amount of the Waiting/Hiatus Period Stipend will be equal to the
employer’s portion, up to a maximum of 70%, of the premium cost for whichever plan the employee has
chosen to enroll. The stipend will be paid after the Waiting/Hiatus Period has ended.

To receive the Stipend, the employee must show proof of other health insurance coverage during the
Waiting/Hiatus Period (e.g. COBRA or other alternative health insurance plan). The employee must also
show proof of payment (canceled check, bank statement, etc.) and all paperwork must be submitted to the
Treasurer/Collector’s office no later than the first day of health insurance coverage through the Town of
East Bridgewater.

Newly enrolled employees/subscribers who cancel their GIC coverage within sixty (60) days of the
effective date of the GIC coverage shall return the Waiting/Hiatus Period Stipend in its entirety to the
Town.

EXAMPLE #1 Month 1 Month 2

Other Health Insurance $1,200.00 $1,200.00 $ 2,400.00
Harvard Pilgrim Quality Family

Employers Portion $1,447.72 $1,447.72 $2,895.44
Stipend $ 2,400.00
EXAMPLE #2 Month 1 Month 2

Other Health Insurance $ 1,800.00 $1,800.00 | $3,600.00
Harvard Pilgrim Quality Family

Employers Portion $1,447.72 $1,447.72 $2,895.44
Stipend $2,895.44







OFFICE OF THE TREASURER/COLLECTOR

TOWN OF EAST BRIDGEWATER

tbrid " Telephone: 508-378-1600 X1020
www.eastbriagewaterma.gov Facsimile: 508-378-4803

175 CENTRAL STREET
EAST BRIDGEWATER, MASSACHUSETTS 02333-1912

Megan Crosby
Treasurer/Collector

If you are enrolling in health insurance, please complete the following:

First Name:

Last Name:

Email(personal):

Date of Birth:

We will send you an electronic link, followed by an email letting you know it was sent.
The GIC link may end up in your spam if you do not receive it please reply back to our
email to let us know.

When adding a spouse or dependents the GIC requires a copy of a marriage certificate and
birth certificates for each child. The documents should be attached to the electronic form.

Any questions please call 508-378-1604.
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TOWN OF EAST BRIDGEWATER

Group #: 6130-0001

The annual maximum is:  $1500 per member per calendar year
The annual deductible is:  $50 per individual /$150 per family
The maximum lifetime cap is:  Unlimited

Pretreatment estimates are recommended for underfined procedures.

Plan pays 100%; Member Coinsurance 0% {exempt from annual maximum)
» Two oral exams per calendar year
e Two cleanings per calendar year
¢  One set of bitewing x-rays per calendar year
One complete x-ray series or panoramic film every 36 months
Single x-rays as required
Fluoride treatment for children under age 19 twice per calendar year
Sealants for children under age 18, once per unrestored permanent molar every
36 months

Plan pays 100%; Member Coinsurance 0%
« Space maintainers for lost deciduous (haby) teeth, replacement limited to ence
every 60 months

Plan pays 80%; Member Coinsurance 20%

+  Palliative treatment {minor procedures necessary to relive acute pain) twice per
calendar year
Amalgam (silver) fillings. Composite (white} fillings on all teeth.
Extractions and other routine oral surgery not covered by a patient's medical plan
General anesthesia or intravenous (1.V.) sedation for complex surgical procedures
Root canal therapy
Repairs to existing partial or complete denfures once per calendar year
Recementing crowns or bridges
Rebasing or relining of partial or complete dentures; once every 60 months
Periodental maintenance following active therapy — two per year
Root planing and scaling once per quadrant every 24 months
Osseous {bone) surgery once_per quadrant every 24 months (bone grafts are not
covered)
Gingivectomies once per site every 24 months
Soft tissue grafts once per site every 60 months
Crown lengthening once per tooth every 60 months

Plan pays 50%; Member Coinsurance 50% Deductible Applies

+ Surgicat placement of endosteal implant and abutment; replacement limited to
once every 80 months
Crowns over natural teeth, build ups, posts and cores - replacement limited fo
once every 60 months
Bridges, build ups, posts and cores, crowns over implants - replacement limited to
once every 60 months
* Parial and complete dentures - replacement limited to once every 60 months

Orthodontics:
Plan pays 100%; Member Coinsurance 0%
+ Braces and related services for dependent children under the age of 23
Lifetime Maximum {orthodontics only): $1000

L)

Dependent Coverage - [Jependent children are covered up uniil the end of the month that
they turn age 26.




Receiving care from a participating network dentist
will save you money. To make sure you get the
maximum out of your dental plan, it's important to
know how your plan works.

The Altus Dental network includes many dentists

in your area. We are the largest Preferred Provider
Organization (PPO) in the state. We also offer access
to dentists nationwide through the CONNECTION
Dental network. All of our network dentists pass our
rigorous credentialing process.

Choose from Altus Dental’s extensive network

of dentists. With a continually expanding list of
participating dentists, you’re sure to find one that’s
right for you.

Visit altusdental.com to use our online Find a Dentist
tool. You can see if your current dentist participates
with us or look for a new dentist by searching by
name, location or specialty. If your card displays

the CONNECTION Dental logo, you have access

to a national network of dentists and specialists.
Enter your address or other criteria important to you
{(extended hours, languages spoken, etc.), and our
tool will return a list of dentists that meset your needs
— as well as maps and driving directions.

In-network care

When you receive care from a participating dentist,
your out-of-pocket costs will be less. That’s because
the dentist has agreed to accept the allowance as full
payment, minus any coinsurance and applicable
deductibles, which means no “balance billing.”
Participating dentists also handle paperwork and
inquiries directly with us.

Out-of-hetwork care

You have the freedom to see a dentist who does not
belong to our network. However, when you go to a
non-participating dentist, it will usually cost you more
money. That's because non-participating dentists
expect you to pay for any difference between the
amount Altus Dental allows and the amount the
dentist charges.

You may also have to file the claim yourself and be
reimbursed by Altus Dental.

When you register at altusdental.com, you can log in
to see your benefits, eligibility and claims information
whenever it’s convenient for you. And, you can
choose to receive paperless communications from
us through your secure and convenient online
account. Visit www.altusdental.com today!

NOTICE CF NONDISCRIMINATION AND ACCESSIBILITY POLICY
Ajtus Dental Insurance Co. does not discriminate on the basis of race, color, national origin, age, disability, or sex.

Espaniol {Spanish): ATENCION: Si habla espaficl, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame al 1-877-223-0588.
Portugués (Portuguese): ATENGCAQ: Se fala portugués, encontramse disponivels servigos linguisticos, gratis. Ligue para 1-877-223-0588,
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When you register at altusdental.com, you can take charge of your
oral health and:

Register for paperless

See if your dentist parficipates or
communications

locate a new one

Understand the costs of

See how you've used your dentdl
dental care in your area

benefits this year

Learn more about your

Get tips to keep your smile
Altus Dental plan

healthy

_U_'nder “Log En To Your Accoun’r " R
c:hck on: “Chc:k Here ’ro Regls’rer

En’rer ’rhe'subscrlber S mformohon S

Once you've registered, we'll occasionally send you e-mails with information and
quick tips that make it easy to have a healthy smile.

NOTICE OF NONDISCRIMINATION AND ACCESSIBILITY POLICY
Aitus Denial insurance Co. does not discriminate on the basis of race, color, national origin, age, disability, or sex.
Espafiol (Spanish): ATENCION: Si habla espaficl, tiene a su disposicion servicios gratuitos de asistencia lingUistica. Liame al 1-877-223-0588.
Portugués (Portuguese): ATENCAQ: Se fala partugués, enconiramse disponivels servicos lingulsticos, grdtis, Ligue para 1-877-223-0588.
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A I -I.U S v I S | O nm in partnership with VSP® Vision Care

Benefits Summary: Altus Vision™ -

150 Plus

ZWELLVISION® EXAM

in-Network Coverage W|th VSP Chouce Network 45 000 Preferred Prowders i 11 7 000 Ac:cess Pomts

Exams
1 exam every 12 months

. Comprehenswe eye exam to ensure overall visual we]lness $10

‘PRESCRIPTION GLASSES

Frames
1 pair every 12 months

+ $150 allowance for wide selection of frames

» 20% savings on amount over allowance. Savings based on doctor's retail price and vary
by plan and purchase selection; average savings determined after benefits are applied

+ Frame allowance backed by a wholesale guarantes, meaning VSP fully covers more
frames than retadl allowance plans

+ Allowance may differ at Costco® Optical, however it is of equivalent value. Costco® $25
Opticat allowance of $80 is equivalent to $150 frame allowance at VSP doctor locations
and participating retail chains
Lenses | * Single vision, lined bifocal, lined trifocal, and lenticular lenses
1 pair every 12 menths
Covered Lens | * Impact-resistant lenses for children $0
Enhancements

CONTACT LENSES (!nstead of glasses)

+ Standard Progresswe Lenses

Contacts

$0

» $150 allowance for contacts

Every 12 months

. Contact lens fitting and evaluation

Up to $80

VALUE-ADDEE) PROGRAMS_

VSP Essential Medical
Eye Care Program

» Exams and services to treat immediate issues like pink eye and sudden changes in vision

+ Treatment options to menitor ongoing conditions such as dry eye, diabetic eye disease, glaucoma,
and more

+ Members with diabetes who do not have diabetic eye disease receive full retinal screening at no cost.
Members with diabetic eye disease, glaucoma, and age-related macular degeneration (AMD) receive
additional exams and services with $20 copay. Limitations and coordination with medical coverage
may apply. Ask your VSP network doctor for details

Additional Lens
Enhancements

+ Average savings of 30% on enhancements including tints, UV protection, scratch-resistant coating,
anti-glare coating and more
» Discount rate for Premium Progressive Lenses: $395-3105; Custom Progressive Lenses: $150-3175

Featured Frames

» Extra $20 allowance on featured brands like bebe®, Cailvin Klein, Flexon®, Lacoste, Nike, and mcre.
Ontly available to VSP members with applicable plan benefits. Frame brands and promotions are
subject to change. Not applicable at Costco® Optical. Ask your VSP network doctor for more details

Additional Glasses and
Sunglasses

» 20% savings on additional prescription or non-prescription giasses and/or sunglasses from any VSP
provider within 12 months of tast WellVision Exam

l.aser Vision Correction

» Average 15%-20% savings. See VSP.com for more information

TruHearing®!

+ Save up to 60% on the latest brand-name hearing aids. Visit TruHearing.com/VSF or call
877.396.7194 for more information

Employee Only

Employee & Spouse Employee & Child{ren)

Family

$6.50

$13.00 $13.65

$18.85

See reverse side for more infermation.

altus

Alius Dental Insurance Co., Inc. = P. Q. Box 1557 = Pravidence, RI02901-1557 1.877.223.0588 = allusdenial.com
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I Altus Vision- ENROLLMENT FORM

Altus Dental Insurance Company, Inc.
PO Box 16567

Providence, Rl 02901-1557
B77-223-0588

altus

Employer / Group Namis -

| Date ot e

5.:-| Vislon Disision No

Subscriber Name (First, Last) Bate of Birth (MM/DD/YYYY) Soclal Security /1.0, #
Street Address / PO, Box No. Apt. No. | City State Zip
Prefarrad Mobile Number Prefetred Emall

Effective Date of Action (MM/DD/YYYY) TYPE OF COVERAGE Mpental
Check all that appiy. TIvision
QUALIFYING EVENT [JOpen Enroliment ] Mariiage [ Birih or Adeption [ Retum from Leave of Absence  [_] Full-Tima/Parl-Time Stalus
[OJnew Hire/Re-hire O oworce [ workers' Compansation | ] Loss of Coverage 7] Death of a Memier
ACTION CODE ADDITIONS TERMINAFION STATUS CHANGE COBRA
Check ona. [[] New Subscriber [[] Remove Subscriber [] Name / Address Change [ ] Reinstaterent of
[]Add Dependent to Famiy  [™"] Rernove Dependsnt [] Transfar from Divislon 4. to # Subscriber
[ Reinstatement List name in Section } 7] Ghanga Type of Coverage [ Addition of Dependent

Prior 1D #

Enecll In:

Date of Birth
First Name Last Nama (if different) {MM/DD/YYYY) Helationship Dental Vision

| |

|| ]

| certify that all information is correct to the best of my knowledge. | understand that the effective date and termination date of my membership will be determined by my
employer or pian spensor in accordance with underwriting guidefines. If my employer requires employee contributicns for this coverage, | authorize the deductions of
these amounts from my wages pericdically.

Employes Signature Date Benelits Administrator Authorzization Date

NOTICE OF NONDISCRIMINATION AND ACCESSIBILITY POLICY

Altus Dental doss not discriminate on the basls of race, color, national origin, age, disability, or sex,

Espafiol (Spanishl: ATENCION: Si habla espafiol, tisne a su disposiclon servicios gratuitos de asistencia inglistica. Lfame at 1-877-223-0588.

Portuguds {Portuguese): ATENGAQ: Se fala portuguds, encontramss disponivels servigos ingulsticos, gratis, Ligue para 1-877-223-0588, Rev1021






Authorization for Pre-Tax Payroll Reduction
i‘ZZEI::;C;a‘itt‘;i,‘,“;‘;‘?fois Open Enrollment is April 5 to May 3, 2023.

1 .
:o;wjglrﬁgo;gfs * Enroll/Re-enroll deadline is 5/3/2023. Late enrollments not accepted. *

.;f_Ne_\,v Enrollees: -Comptete & return thas form'to CPA v1a e man! (|nfo@cpa125 com) or fax (781 848 8477)

@ Personal information:

Participant Name: Employer: EaSt Bridgewater
Mailing Address: Plan Year: 7/1/2023 to 6/30/2024

{Exgpenses must be incurred between these dates)

City/Town, State, ZIP: SSN: DOB:
[] personal
E-Mail: Daytime Phone: [work

9 1 work for (checkone): [ JTown [“}Schools —> |am paid (checkone): [ | Weekly48 [] Bi-weekly 24 (year-round) [] Bi-weekly 21

€) Flexible Spending Account (FSA) Benefit Selections:

[] Health Care FSA Election: $ for the plan vear | [ ] Dependent Care FSA Election: $ for the
for employee, legal spouse, and eligible dependents’ qualified plan year for qualified childcare expenses of eligible
medical, dental, vision expenses. Benefit card included., dependents under age 13, and elderly or special needs

Max. Annual Election: $3,050. dependents requiring day care.
Rollover Option: Any unspent Health Care balance—up to 5620—will Max. Annual Election: $5,000. per family

roll over to the next plan year if you re-enroll for the next plan year,
(Note: The rollover maximum for the 2022-2023 plan year is $570; re-

enrollment is required for funds to roll over.) Claim-based reimbursement benefit from accrued funds; no
Ineligibility Note: You are NOT eligible for this plan if you or your benefit card. FParticipants must submit claim(s} each plan

spouse have a Health Savings Account {“HSA"). year to receive accrued funds.

 See Open Envollment fiyer for more plan information.

e Direct Deposit Info. Direct deposit is our preferred method of expense reimbursement. Unless your banking info. is already on
file with Cafeteria Plan Advisors, please set up direct deposit online via your account portal once you receive entollment confirmation.

e Certification. 1 hereby authorize a salary reduction agreement for the amount(s) shown above and understand that:

* Cafeteria Plan Advisors will hold these funds until eligible expenses are incurred and a claim is submitted. FSA expenses must be consistent with
allowable deductions under Internal Revenue Service {IRS) Publication 969, and funds may be forfeited in accordance with the same publication if
eligibte balance isnt incurred and/or submitted for reimbursement by plan year deadline.

* All claims for the Plan Year must be submitted within ninety {90} days of the end of the Plan Year.

* Your Health Care FSA plan has a Rollover aption. Eligible balances roll aver to the next plan year when you re-enroll in the Health Care FSA for the new
plan year and the roltover occurs after the current plan year's 90-day runout period ends.

* This election cannot be revoked or changed during the plan year unless the participant experiences a qualifying event as defined by the IRS.

* Current participants must enroll each plan year; re-enroliment is not automatic.

* Health Care FSA cards, if offered through your employer's plan, will reload at the start of each plan year when you re-enroll; keep until they expire.

¢ Additional certification for Dependent Care Plan Participants: | understand that the Dependent Care Reimbursement Plan Guidelines can be found at
CPA125.com and | qualify to participate in the FSA Dependent Care plan. | agree to notify the plan administrater in writing within 30 days should |
experience a change in need or no longer meet the IRS's eligibility criteria. Dependents must qualify under regulations set forth in IRC sections 152 and 129.

* Tax advice: It is suggested you consult with a tax advisor to determine your tax savings and/or limits on tax deductions.

) Signature: Date:

A system-generated e-mait confirmation will be sent once your enroliment is processed.

TR RAL 17 dieny






One of the Few Gifts the IRS Gives! Enroll by
Discover the benefit that SAVES YOU MONEY. This perk allows S Jor

you to set aside a portion of your pay—BEFORE TAXES—to cover 7”’ 20
out-of-pocket expenses in these categories: . -

4 HEALTH CARE." Eligible expenses and services include: non-cosmetic Already in the FSA Plan?
medical, dental, and vision care services; prescription medications; Re-enroliment is NOT automatic!
over-the-counter ‘medicines’ (not vitamins or supplements); orthodontics, T
prescription eyeglasses, contact lenses, laser eye surgery; oo
mental health services; alternative health therapies . M G‘k
(e.g. chiropractic, acupuncture), and MORE! s

P Re-enroll via your online account
portal—not the mobile app! Go to

cpaemployee.lhlondemand.com and

e Your

R AR Oy 8 log-in on the LEFT side of the sign-in

Max. Annual Health Care Election: $3,050. Money GO & screen. On your account home-
— . 3_0% B page, click the blue Enroli/Re-enrolf
e R button and follow the steps to

AR ENNEY cnroll for the new plan year; be

Further’ B sure to click Submit at the end of

 depending on your. . the process. {Printing or saving your

“fax sfatus

enraliment confirmation is recommended.)

» New to the FSA Plan? Complete
the “Authorization for Pre-Tax Payroll
Reduction” form and send it to
Cafeteria Plan Advisors via e-mail
(info@cpal25.com) or fax (781-848-
8477) by the deadline shown above.

Track Your Account
and File Claims 24/7!

Log in to your employee portal via

4 DEPENDENT CARE." ror qualified childcare expenses for dependent our website {www.CPA125.com), or
children under age 13, elderly dependents, and dependents with special use our app: CPA Flex Mobile.
needs. Eligible expenses include daycare, pre-school, before/after school
care, day camp, elder daycare. The annual FSA administrative

fee is paid by your employer, so

Max. Annual Dep. Care Election: $5,000. per family you save even more!

* Not all Health Care expenses are FSA-gligivle, such as: cosmelic procedures or products (.. Botox, testh whitening, venears, etc.), couples/ffamily counseling, general health/weliness expenses {e.g.
toothbrushes, toothpastes, non-preseription surglasses, gym dues, etc.), and federally non-pemmissible products. Soma healthcare-related expenses, such as medical equipment and some services, may
require a physician’s Letter of Medical Necessily in order to be FSA-eligible, Vist hifps:/sastore.convCPAE aibilily for more info. on specific products and services.

* Ovemi]ght camp and school tuition far kindergarten and above are not FSA-eligible; day camg is eligible when utilized as a form of childeare in order for the parent{s)iguardian(s) to be able to work; exbra-
curmiculzr and enrichment programs/activities that aren'l daycare/childcare-based are not eligible; meney paid to a childcare provider who doesn't report it as income on their taxes is not FSA-elighhle.

Flexible Spending Plans administered by...
CAFETERIA PLAN ADVISORS | 120 LONGWATER DR., SUITE 102, NORWELL, MA 02061 | www.CPA125.com
TEL.: 781.848.9848 | Fax: 781.848.8477 | E-Maw: INFO@CPA125.coM







"BOSTON \ Basic Life and Accidental Death &
{ MUTLAL,

Dismemberment (AD&D) Benefit Summary
Designed for the Employees of

FAMILY MATTERS. NO MATTER WHAT® .
Town of East Bridgewater

.ELIGIBILITY & BENEFIT FEATURES

Class 1: All Eligible Active Empioyees working a minimum of 20 hours per week

Basic Life and AD&D: $5,000

COST OF COVERAGE.

The premium for your coverage is paid by you and your employer,

GUARANTEED ISSUE

No medical questions are required for amounts up to $5,000 for first time applicants in their initial eligibility period,

‘REDUCTIONS IN BENEFITS

Your benefit amount does not reduce, even upon retirement,

* All insurance benefits shall terminate upon the employee’s termination of employment.

-ADDITIONAL FEATURES

Accidental Death & Dismemberment: Dismemberment benefits are payabile for loss of eyesight or limbs according to the
policy provisions. An additional death benefit Is paid if death is the result of a covered accident.

Portability: If you leave your employer prior to age 60, the coverage Is portable for you, your spouse under age 60 and all eligible
dependent children. You may elect to exercise this option In accordance with the provisions as defined by the policy. The coverage
would not Include Waiver of Premium or AD&D,

Conversion; Employees have 31 days from the date of termination to convert thelr basic life Insurance to an individual permanent
life Insurance policy without evidence of insurability. The premium will be based on Boston Mutual's usual rate for the insured's age
on the date of conversion, Coverage will not include Walver of Premium or AD&D,

Waiver of Premium: if you become totally disabled prior to age 60 and remain totally disabled for the period stated In the policy,
Boston Muttzal will continue your insurance without any further payment of premiums subject to the provisions of the contract.

Also lncluded: Education Beneflt, Seat Belt Beneflt, and Repatriation of Remalns Benefit.

CEXCLUSIONS 07

Under the AD&D coverage, beneflts are not payable for losses caused by or contributed to by: selfinflicted Injurles; suicide or
attempted suicide; riot or war; diseases; ptornaine or bacterial infection; drug and/or alcohol abuse; commission of an assault or felony
by an empioyee; accldent while serving on active duty; travel or flight in any aircraft or device which can fly above the earth's surface
(does not apply to commercial flights); or Injury which occurred before the employee was insured by this policy. All exclusion details are
stated in the master polley and certificate which may be reviewed through your benefit administrator.

This information Is a summary of benefits; this summary Is not your certificate nor does it constitute coverage for clalm. Any discrepancies
between this summary and the master policy will be resolved by the Janguage issued in the master policy. For complete details of coverage
and ovalfability, please refer to your certfficate or contact your benefits administrator,

BOSTON MUTUAL LIFE INSURANCE COMPANY - 120 Royall Street » Canton, MA 02021 . www.bostonmutual.com

Policy Serles GRTP 04/99 335-3852 5/18
32b






Voluntary Term Life and Accidental Death &
Dismemberment Benefit Summary gssue Age Pricing)
Designed for the Employees of

FAMILY MATTERS. NC MATTER WHAT®?
Town of East Bridgewater

CELIGIBILITY & BENEFIT FEATURES .~

All eligible active employees working 20 or more hours per week, their spouse under age 70 , unmarrled children ages 14 days to
19 years (25 if a fill time student), and handicapped children over the age of 19 are eligible for coverage.

Dependent coverage Is avaifable only if the employee elects caverage, Dependents may not be insured If they are confined to a medicol facility, if
the employee is not actively at work on the effective date of coverage, the instrance wilf become effective on the date of the employee’s return to
active employment,

Employee coverage maximum of $500,000 , sold In increments of $10,060 . Coverage cannot exceed 5 times base annual salary.

Spouse coverage maximum of $100,000 , sold In Increments of  $5,000 . Coverage cannot exceed 50 % of employee coverage
amount elected.

Child coverage: Age 14 days to 1 year: $1,000
Age 1to 13 years: $10,000 {age 25 for fuil-time students)

A spouse or chifd who is also an employee cannot be insured as o dependent. If both spouses are insured as employees of the sume group, their
chifdren can be insured as dependents of one spouse only.

©COST OF COVERAGE i s

The premium for your coverage s paid by you.
Issue Age pricing means that your rates (and your spouse’s if appllicable) do not change with age.
After the initiof rate guarantee perlod, the employer is subfect to an annual review and pessible rate chonges.

TGUARANTEED ISSUE =~

No medical underwriting will be required unless you apply for coverage over the Guaranteed Issue amount, apply beyond the Initial
31 day eligibility perlod, or have been previously declined coverage by Boston Mutual,

Guarantead Issue Amounts

AGE EMPLOYEE SPOUSE
Under 60 $100,000 $30,000
60 -69 $50,000 $20,000
70 & Over $10,000 NIA

All life insurance coverage for dependent children Is guaranteed issue If applied for during the initiol 31 day ellgibility period.

CREDUCTIONS INBENEFITS 00 we 0 Do i s

Employee coverage reduces upon the attainment of age 70 and perlodically thereafter in accordance with the following schedule;

to 63 % of the original benefit at age 70
to 50 % of the original benefit at age 75
to 25 % of the original benefit at age 80

Spouse coverage terminates upon the attainment of age 70 . Dependent children coverage terminates upon notice that all dependent
children are no longer eligible, All insurance benefits shall terminate upon the employee’s retirement,

see other side

BOSTON MUTUAL LIFE INSURANCE COMPANY - 120 Royall Street « Canton, MA 02021 « www.bostonmutual.com

Pollcy Serles GRTP 04/99 335-3948 318
32h



CADDITIONAL FEATURES . i

Accidental Death & Dismemberment: The Voluntary Life Insurance benefit Is doubled if death Is the result of a covered
accldent, Dismermberment benefits are payabie for loss of eyesight or limbs according to the policy provisions.

Partability: If you Jeave your employer prior to age 80 , the coverage is portable for you, your spouse under age 69 and
all ellgible dependent children. You may elect te exercise this option In dccordance with the provisions as defined by the
poticy, The coverage would not indude Waiver of Premium or Group Voluntary AD&D.

Conversion: Employees have 31 days from the date of termination to convert the voluntary life Insurance to an Individual
permanent life Insurance pelicy without evidence of insurability. The premium will be based on Boston Mutual's usual rate
for the insured's age on the date of converslon. Coverage will not include Waiver of Premium or Voluntary AD&D,

Walver of Premium: If you become totally disabled prior to age 60 and remain totally disabled for the period stated In
the polcy, Boston Mutual will continue your Insurance without any further payment of premiurms subject to the provisions
of the contract,

Accelerated Death Benefit: This provision enables an employee diagnosed and certified by a Doctor with a terminal
iliness, resulting In a life expectancy of twelve months or less, to recelve a portion of the life Insurance benefit prior to death.
The remalning benefit will be pald te the beneficlary. To be eliglbie, the employee must have purchased at least $10,000 in
voluntary life coverage,

Also included: Education Benefit, Seat Belt Benefit, and Repatriation of Remains Benefit, These benefits pertain to the
actldental death 8 dismemberment only.

“EXCLUSIONS =

Under the AD&D coverage, benefits are not payable for losses caused by or contributed to by: intentionally selé-inflicted
injuries; suicide or attempted suldide; rlot or war; diseases; ptemaine or bacterlal Infection; drug and/or alcoho! abuse;
commission of an assault or felony by an employee; accident while serving on active duty; travel or flight In any alrcraft or
device which can fly above the earthf's surface (does not apply to commercial flights); or injury which occurred before the
employee was insured by this pollcy, All exclusion detalls are stated in the master policy and certificate which may be
reviewed through your beneflts administrator,

This infarmation Is o summary of benefits; this summary is not your certificate nor does it constitute coverage for claim.
Any discrepancies between this summary and the master poficy will be resolved by the language Issued in the master policy.
For complete detaifs of coverage and availability, please refer to your certificate or contact your benefits administrator.
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Issue Age Life and AD&D Premiums* S i

Destgned for the Employess of Town of East Bridgewater FAMILYMATTERS

"

Guarantead lssue Amounts, 7.
1Age 18-59 60-69 70+
Employee | $100,000 | $60,000 | $10,000

Spouse $30,000 | $20,000 N/A,

Employees may alect In increments of $10,000 to a maximum of the lesser of 5 times satary or $500,000.
Employee Monthly Premium®* - Life and AD&D

1500055 :$10,000:| 1§20, -$30,000::] :$40,0 50,000 i 570,000 10;060: ,000:9 $140,000°
$0.120 $1.20 $2.40 $3.60 $4.80 $6.00 $7.20 §8.40 $9.60 $10.80 $12.00
$0.120 $1.20 $2.40 $3.60 $4.80 $6.00 $7.20 $8.40 $9.60 $10.80 $12.00
$0.120 $1.20 $2.40 $3.60 $4.80 $6.00 $7.20 $8.40 $9.60 $10.80 $12.00
§0.120 $1.20 $2.40 $3.60 $4.80 $6.00 $7.20 $8.40 $8.60 $10.80 $12.00
$0.160 | $1.60 $3.20 $4.80 $8.40 $8.00 $9.60 $11.20 $12.80 | $14.40 $16.00
$0.240 $2.40 $4.80 §7.20 $9.60 §12.00 | $14.40 $16.80 $19.20 | $21.60 $24.00
$0.350 $3.50 $7.00 $10.50 §14.00 $17.50 $21.00 $24.50 | $28.00 | $31.50 $35.00
$0.560 $6.60 $11.20 { $16.80 §22.40 | §28.00 $33.60 $39.20 | $44.80 | $50.40 $56.00
$0.790 $7.80 $i5.80 $23.70 $31.60 $39.50 $47.40 $55.30 | $63.20 | $71.10 $79.00
$1.330 $13.30 $26.60 $38.90 §53.20 $66.50 $79.80 $93.10 | $106.40 [ $119.70 { $133.00
$2.250 $22.50 $45.00 §67.50 $30.00 ! $112.50 | $135.00 | $157.50 | $180.00 | $202.50 | $225.50
$3.970 | $38.70 $79.40 | $119.10 | $158.80 | $198.50 | $238.20 | $277.90 | $317.60 | $357.30 | $397.00
$6.790 $67.90 | $135.80 | $203.70 | $271.60 | $339.50 | $407.40 | $475.30 | $543.20 | $611.10 | $679.00
$10.940 | $100.40 | $218.80 | $328.20 | $437.60 | $547.00 | $656.40 | $765.80 | $875.20 | $984.60 | $1,004.00

$0.120
$0.120 $13.20 $14.40 $15.60 $16.80 $18.00 $19.20 $20.40 $21.60 $22.80 $24.00
$0.120 $13.20 $14.40 $15.60 $16.80 $18.00 $19.20 $20.40 $21.68C $22.80 $24.00
$0.120 $13.20 $14.40 $15.60 $16.80 $18.00 $19.20 $20.40 $21.60 $22.80 $24.00
$0.180 $17.60 $19.20 $20.80 $22.40 $24.00 $25.60 $27.20 $28.80 $30.40 $32.00
$0.240 $26.40 $28.80 $31.20 $33.60 $36.00 $38.40 $40.80 $43.20 $45.60 $48.00
$0.350 $38.50 §42.00 $45.50 $49.00 $52.50 $56.00 $50.50 $63.00 | $68.50 $70.00
$0.560 $61.60 $67.20 $72.80 $76.40 $84.00 $89.60 $95.20 | $100.80 | $106.40 | $112.00
$0.790 $86.90 $94.80 | $102.70 | $110.60 | $118.50 | $126.40 | $134.30 | $142.20 | $150.10 | $158.00
$1.330 $146.30 | $159.60 | $172.90 | $186.20 | $199.50 | $212.80 | $226.10 | $239.40 | $252.70 | $266.00
$2.250 $247.50 | $270.00 | $292.50 | $315.00 | $337.50 | $360.00 | $382.50 | $405.00 | $427.50 | $450.00
$3.970 $436.70 | $476.40 | $516.10 | $556.80 | $505.50 | $635.20 | $674.90 | $714.60 | $754.30 | $794.00
$6.790 | $746.90 | $814.80 | $882.70 | $950.60 {$1,018.60|$1,086.401 $1,154.30} $1,222.20( $1,290.10| $1,358.00
$10.940 | $1,203.40 1 $1,312.80 $1,422.20 | $1,531.60] $1,641.00 | $1,750.40] $1,850.80| $1,069.20] $2.078.60 | $2,188.00
Dependent Child{ren) Coverage - Life Qunly - $1.90 per Family Unit. All Guaranteed |ssus.

$1,000 - 14 days to 1 year

$19,000 - tyr to 19yrs (25yrs if a Full-Time Student)
(The employee must be enroiled in the Volunlary Life Flan In order lo enroll the Spouse and/or Children.}

*lssule Age Premiums - The premium for your coverage is paid by you. lssue Age pricing means that your rates (and your spouse’s if
applicabte) do not change with age. After the Inifial rate guarantee period, the employer is subject to an annual review and possible rate
changas.

Rales are effective as of the dale shown above. Group fifa policles are undenwriifen by Boston Mutual Life Insurance Company under Policy forr BML GRTP 4199, subject io state
avaifabliity. Product offerings may vary dapending on state laws and regulallons. Pailcies have exclusions and imitations which iriay affect any henefits payabla. For complefe
delails of coverage and availabilly, please refer to your certificate or confact yaur benefils administralor,

““Premiums shown above are based on current monthly rales and may vary from billed premiums.

413-13942-0419-MOEVTL11/17

BOSTON MUTUAL UFE INSURANCE COMPANY - 120 Royall Streat - Canlon MA 02021 - www.bostonmutual.com

,‘ NO MATTER WHAT?




Issue Age Life and AD&D Premiums*

Designed for the Employees of Town of East Bridgewater

pr———

Guarantead Issus:Aciouni

Age 18-69 60-62 70+

Employee { $100,000 | $50,000 | $10,000

Spouse $30,000 | $20,000 NIA

Employes Monthly Premium® - Life and AD&D

Employees may elect in increments of $10,000 to a maximum of the lesser of 5 times salary or $500,000.

"BOSTON
T LIA L

l.,llﬁ‘m‘(l)N‘-Ul-h\N(‘l’
- {891 o

"EAMILY MATTERS,

NO MATTER WHAT:

elanbatiriddbetenkrnnnrannatang

~$25.20 |

52640 |

$27.60

$28.80

$30.00 |

$32.40

§31.20 |

$33.60

00,000
$38.00

$34.80

$25.20 $26.40 $27.80 $28.80 $30.00 $31.20 | $32.40 $33.60 § $34.80 $38.00
§ $28.20 $26.40 $27.60 $28.80 | $30.00 $31.20 $32.40 $33.60 | $34.80 $36.00
$0.120 $25.20 $26.40 $27.80 $28.80 ; $30.00 $31.20 | §32.40 ; $33.60 $34.80 $306.00
$0.160 $33.60 $36.20 $36.80 $368.40 { $40.00 $41.80 $43.20 $44.80 $46.40 $48.00
$0.240 $50.40 $52.80 $65.20 | $57.60 { $60.00 $62.40 $64.80 $67.20 $69.80 $72.00
$0.350 $73.50 $77.00 $80.50 $84,00 | $87.60 $91.00 | $94.50 $98.00 | $101.50 | $106.00
$0.560 | $417.60 | $123.20 | $128.80 | $134.40 { $140.00 | $145.60 | $151.20 | $156.80 | $162.40 | $168.00
$0.790 | $165.90 | $173.80 | $181.70 | $189.60 | $197.60 | $206.40 | $213.30 { $221.20 | $229.10 | $237.00
$1.330 ¢ $279.30 | $282.60 | $305.90 | $319.20 | $332.50 | $345.80 | $358.10 | $372.40 | $385.70 | $399.00
$2.250 | $472.50 | $405.00 | $517.50 | $540.00 | $562.50 | $585.00 | $607.50 | $630.00 | $652.50 | $675.00
$3.970 | $833.70 | $873.40 | $913.10 | $952.8¢ | $992.50 | $1,032.20{ $1,071.90] $1,111.60} $1,151,30] $1,191.00
$6.790 | $1,4256.90} $1,493.80| $1,561.70| $1,629.60{ §1,697.60| $1,765.40| $1,833.301 $1,904.20| $1,869.10] $2,037.00
$10.940 |$2,297 40| $2,406.80) $2,616.20| $2,625.60] $2,736.00 | $2,844.40{ $2,953.80} $3,063.20| $3,172.60| $3,282.00

$350,00

$0.120 $37.20 $38.40 $40.80 $42.00 $44.40 $45.60 $46.80 $48.00
$0.120 $37.20 $38.40 $40.80 $42.00 $44.40 $45.60 $46.80 $48.00
$0.12¢ §37.20 $38.40 $40.80 $42.00 $44.40 $45.60 $46.80 $48.00
$0.120 $37.20 $38.40 $40.80 1 $42.00 $44.40 $45.80 | $46.80 $48.00
$o.160 $49.80 $51.20 $54.40 | $56.00 $59.20 $60.80 $62.49 $64.00
$0.240 $74.40 | $76.80 $81.60 | $84.00 $86.40 | $88.80 $91.20 $93.80 $98.00
$0.280 | $108.50 | $112.00 | $115.50 | $119.00 § $122.50 | $126.00 | $129.50 | $133.00 { $136.50 | $140.00
$0.660 | $173.60 | $179.20 | $184.80 | $190.40 | $196.00 | $201.60 | $207.20 | $212.80 | $218.40 | $224.00
$0.790 | $244.90 | $252.80 | $260.70 | $268.60 | $276.50 | $284.40 | $292.30 | $300.20 { $308.10 | $316.00
$1.330 | $412.30 | $425.60 | $438.90 | $452.20 | $465.50 | $478.80 | $492.10 | $505.40 | $518.70 | $532.00
$2.250 1 $697.50 | $720.00 | $742.50 | $765.00 | §787.50 | $810.00 | $832.50 { $855.00 | $877.50 | $900.00
$3.970 13$1,230.70] $1,270.40| $1,310.10| $1,349.80] $1,389,50| $1,429.20| $1,468.90] $1,508.60{ $1,648,30| $1,588.00
$6.790  {%$2,104.90| $2,172.80] $2,240.70| $2,308.60| $2,376.50 | $2,444.40| $2,512.30] $2,580.20| $2,648.10| $2,716.00
$10.940 |$3,391.40] $3,600.801 $3,610.20 | $3,719.60] $3,829.00 | §3,938.40 $4,047.80{ $4,157.20] $4,266.60 | $4,378.00

Dependent Child{ran) Coverage - Life Only - $1,90 per Family Unit. All Guaranteed Issue.

$1,000 - 14 days to 1 year

$10,600 - 1yr {o 19yrs (28yrs if a Full-Time Student)
(The employee must be anrollad in the Voluntary Life Plan in arder fo enrolf ihe Sgpouse andfor Ghildren.)

*asue Age Premiums - The premium for your coverage is paid by you. Issue Age pricing means that your rates {and your spouse's if
applicabie) do not change with age. After the Inltial rate guarantee period, the employer is subject to an annual review and possibile rate

changes.

Rales are effective ag of the dale shown above. Group e policies are underwditfon by Boston Mulual Life Insurance Company under Polivy formt BML GRTP 4/39, subject o stale
availabilty. Producl offerings may vaiy depending on slate faws and regulalions. Pollcies have exclusions and fimitatlons which may alfect any benefils payalbie. Forcomplele
delfails of coverage and avallabillly, plegse refer lo your certificate or confact your benefits adminisirator.

“PFremiums shaows above are based on current monihiy rales and may very from billed premivms,
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Issue Age Life and AD&D Premiums*

Designed for the Employees of Town of East Bridgewater

uatanteed lgsue Amounts

Age 18-59

T+

80-69
Employee | $100,000 | $50,000 | $10,000
Spouse $30,000 | $20,000 N/A

Spouses may elect in increments of $

D

BOSTON

MU LUJATL

1 NRFEG EPWNAL I AP
CONVTE A NS

s 18491- -

'FAMILY MATTERS.
NO MATTER WHAT?

5,000 to a maximum of $100,000 not to exceed 50% of the employee's slected amount,

Spouse Monthly Premium* - Life and AD&

$0.120 . .

$0.120 $0.60 $1.20 $1.80 $2.40 $3.00 $3.80 $4.20 $4.80 $540 $6.00
$0.120 $0.60 $1.20 $1.80 $2.40 $3.00 $3.80 $4.20 $4.80 $5.40 $6.00
$0.120 $0.60 $1.20 $1.80 $2.40 $3.00 $3.60 $4.20 $4.80 $840 $6.00
$0.160 $0.80 $1.60 $2.40 $3.20 $4.00 $4.80 $6.60 $6.40 $7.20 $8.00
$0.240 §1.20 $2.40 $3.60 $4.80 $6.00 $7.20 $8.40 $9.60 §10.80 $12.00
$0.350 $1.76 $3.50 $5.25 $7.00 $8.75 $10.50 $12.26 $14.00 $15.75 $17.50
$0.560 $2.80 $5.60 $8.40 $11.20 $14.00 $16.80 $19.60 $22.40 $25.20 $28.00
$0.790 $3.95 $7.90 $11.85 $15.80 $18.75 $23.70 $27.65 $31.50 $35.55 $39.50
$1.330 $6.65 $13.30 $19.86 $26.60 $33.26 $39.90 $46.55 $53.20 | $69.85 $66.50
$2.250 $11.25 $22.50 $33.75 $45.00 $56.26 $67.50 $78.75 $90.00 { $101.25 | $112.50

$88,000 (] 0,01 '5,000.7) “$86,000:4(-$86,00 001
$6.60 $7.20 $7.80 $8.40 $9.00 §9.60 $10.20 $10.80 $11.40 $12.00
$6.60 $7.20 $7.80 $8.40 $9.00 $9.60 $10.20 $10.80 $11.40 $12.00
$6.60 §7.20 §7.80 $8.40 $9.00 $9.60 $10.20 $10.80 $11.40 $12.00
$6.60 $7.20 $7.80 $8.40 $0.00 $9.60 $10.20 $10.80 $11.40 $12.00
$8.80 $9.60 $10.40 $11.20 $12.00 $12.80 $13.60 $14.40 $15.20 $16.00
$13.20 $14.40 $15.60 $16.80 $18.00 §18.20 $20.40 $21.60 $22.80 $24.00
$19.25 $21.00 $22.75 $24.50 $26.26 $28.00 $29.75 $31.50 $33.26 $35.60
$30.80 $33.60 $36.40 $39.20 $42.00 $44.,80 $47.60 $60.40 $83.20 $586.00
$43.45 $47.40 $81.35 $55.30 $59.25 $63.20 $67.18 $74.10 §75.05 $78.00
$73.15 $79.80 $86.45 $83.10 $99.75 | $106.40 | $113.05 | $119.70 | $126.35 | $133.00
$123.75 | $135.00 | $146.25 | $157.50 | $168.75 | $180.00 | $191.25 | $202.50 | $213.75 | $225.00

Dependent Child(ren} Coverage - Life Only - $1.80 per Family Unit. Alf Guarantaed Issue.

$1,000 - 14 days to 1 year

$10,000 - 1yrto t8yrs (25yrs if a Full-Time Student)

{The emplayes musf be anralled in the Voluntary Life Plan in order fo enroll the Spuuse andfer Children.)

*lssue Age Premiums « The premium for your coverage is pald by you, Issue Age pricing means that your rates {and your spouse’s if applicable}
do not change wilh age. After the initial rate guarantee period, the employer is subject to an annual review and possible rate changes.

Ratag are effacliva as of ihe date shown above. Group life policles are underwrillen by Boston Mutue! Lifs Insurance Campany under Poilcy form BML GRTE 4/89, subject to stale
availablily. Product offerings may vary depsnding on state laws and regulafions. Poficles have exaluslons and fmitations which may affect any benefils payabla, For complate
datalls of coverage and availabiiity, please refor fo your ceriificale or contact your benslits administrator,

Premiums shown above are based on cumrent monthly rales and may vary from bifled premiums.
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Issue Age Life and AD&D Premiums* S
Designed for the Employees of Town of East Bridgewater FAMILYMATTERS
NO MATTER WHAT?

O O T IT I T

Giiaranteed Is§ua ' Antaunl
Age 18-59 60-89 70+
|Empleoyee | $100,000 | $60,000 | $10,000

{Spouse $30,000 | $20,000 NiA

Employees may elact in incraments of $10,000 to a maximum of the lesser of 5 imes salary or $500,000.
Employee Monthly Premium™ - Life and AD&D

L) : bl ) = o I L ik it R i £ ok sl ik I » LY e d b pished hdeartid Il ) By, -
$0.120 $49.20 $50.40 $61.60 $52.80 $54.00 §55.20 $56.40 $67.60 $54.80 $60.00
$0.120 $49,20 $60.40 $51.60 $52.80 $54.00 £55.20 $56.40 $57.60 $68.80 $80.00
$0.120 $49.20 §60.40 $51.60 $52.80 $54.00 $66.20 $56.40 $67.60 $58.80 $60.00
$0.120 $49.20 $50.40 $51.60 $52.80 $54.00 $56.20 $56.40 $57.60 $58.80 $60.00
$0.160 $65.60 $67.20 $68.80 | $70.40 $72.00 $73.60 $75.20 $76.80 $78.40 $80.00
$0.240 $98.40 | $100.80 | $103.20 | $105.60 | $108.00 | $11040 | $112.80 | $115.20 | $117.60 | $120.00
$0.350 $143.50 | $147.00 { $150.50 | $154.00 | $157.50 | $161.00 | $164.50 | $168.00 | $171.50 | $175.00
$0.560 | $220.60 | $235.20 | $240.80 | $246.40 | $252.00 | $257.60 | $263.20 | $268.80 | $274.40 | $280.00
$0.790 $328.90 | $331.80 } $330.70 | $347.60 | $356.50 | $363.40 { $371.30 | $379.20 | $387.10 | $395.00

$1.330 | $545.30 | $558.60 | $571.90 | $586.20 | $598.50 | $611.80 | $625.10 | $638.40 | $661.70 | $665.00
$2.250 | $922.60 i $946.00 | §967.50 | $990.00 |$1,012.50]$1,035.00] $1,0567.50( $1,080.00] $1,102.50 | $1,125.00
$3.970 {$1,627.70] $1,667.40}§1,707.10} §1,746.80 | $1,786.50] $1,826.20| $1,865.90( $1,905.60] $1,845,30| $1,985.00
$6.790 1$2,783.001 $2,851.80/ $2,919.70} $2,987.60| $3,065.50] $3,123.40| $3,191.30 ] $3,258.20] $3,327.101 $3,395.00

$10.940 {54,485.40] $4,594.80| $4,704.20| $4,813.60| $4,923.001 $5,032.40} $5,141.80| $5,251.201 $5,360.60] 35,470.00

Dapendent Child{ren} Coverage - Life Only « $1.90 per Family Unit. AH Guaranteed issue,
$1,000 - 14 days to 1 year

$10,000 - 1yr to 18yrs (25yrs if a Full-Time Student

{The empioyee must he enrolfed in the Voluntary Life Fian I order to snrolf the Spouse and/or Children,)

*Issue Age Premiums - The premium for your coverage Is pald by you. Issue Age pricing means that your rates (and your spouse’s if
applicable) do nat change with age. After the initial rate guarantee perlod, the employer Is subject to an annuat review and possible rate
changes.

Rates are effective as of the dale shown above. Group life policles are underwrilien by Boslon Mutuaf Life Insurance Company under Pollcy form BML. GRTE 4/98, subjsct fo slats
availabilty. Praduct afferings may vary depending on slate laws and reguiations. Pollcias have exciusions and limitations which may affect any benefils payable. For compiete
details of coverage and avallabifly, please refer to your certificate or confact your boneflls adminlstralor.

*Premiurms shown above ars based on curent monthly rates and may vary Iom bilfed premiums.

413-13942-04 1Q-MOEVTIL 11117
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BOSTON MUTUAL LIFE INSURANCE COMPANY 1-800-669-2668 x700
120 Royall Streex « Canton, MA 02021

PLEASE PRINT OR TYPE Please refer to your Administration Kit for envollment and mailing instructions

GROUP BENEFITS ENROLLMENT FORM

Emgloyer/Palicyholder Dept. ID

HEENENEES
Emplayee Name (Last, Firs, Middiz} Saciaf Security Number
( )
Hotne Address (Street, Clry, State, Zip) Telephane #
PAYROLL [ Weeldy (I Bi-Wedkdy
Gender (M{F) Qccupation or Job Title Date of Birth Age  TYPE: O Monthly O Annual  Eamings: $
Average Hours Wosked  Dhate of Hire or Date of Full Time Employment if different  Effective Dare Suate Class
Spouse (Last, First, Middlz) Gender (M/F) Darte of Birth Age  No, of Dependents
BASIC: VOLUNTARY:
Group # Div. YES NO Insurance Amount Group # Div. YES NO Insurance Amount
LIFE & AD&D a a3 LIFE & AD&D Qa a $
SPOUSE ] a s
DEPENDENT LIEE:
CHILD{REN) a a3

Name of Your Beneficiary{ies) for Life and/or AD&D Benefits: (Total Percontage of Benefit must equal 100%) Lise Additional Beneficiaries on separate sheet

Primary Beneficiary(ies): Residential Address Date of Birth Social Security # Tel # Relationship % of Benefit

Contingent Beneficiary(jes):

If you designate more than one beneficiary, please be sure the toral percentages of benefic equals 100%. If you do not designate a perceatage
payable for cach beneficiary, the total proceeds payable will be divided equally among each beneficiasy. If an insured dependent dies, we will pay the
proceeds to you.

CCEPTAN CE OF INSURANCE - Employee Signatire Requirved

i apply for the insurance for which I am now eligible (or for which ¥ may become eligible) under the provisions of the Group Policy or Group Policies issued
o my employer by the Baston Mutual Life Insurance Company and authorize deducrions, if any, from my earnings of the required premiusm.
contribution toward the cost of the insurance. T understand thas if I am disabled on the date my insurance would otheruise become effective, I shall
only become insured an the date I veturn to active full-time work. 1farther understand that if I decline insurance coverage for which I am now eligible
and T desire to participate in the plan at a later daze, 1 must farnish, at my own expense, evidence of insurabilicy satisfactory o Boston Mutual Life
Insurance Company.

Signature of Employee : : Date

REFUSAL OF INSURANCE '
Employee Name Employee/Policyholder Graup No.
(Last, First, Middls)

1 hereby certify that I have been given an opportunity to participate in the Group Insurance Plan offered by my Employer (or the Association with whom I am
affifiated) and insured by Boston Mutual Life Insurance Company and that I have declined to da so with respecr 1o:

{1 Basic Life & AD&D Q Voluntary Life & AD&D Q Dependent Life

1 fusther understand that if T desire to participate in the Plan at 3 later date with respect to the coverage checked, I must furnish, ar my own expense, evidence
of insurabilicy satisfactory to Boston Mutual Life Insurance Company.

Signarure of Emplayee Date

Signature of Witness Date

BMI-32BBas-Val-ENR PY 241-285 9113







Date Employment Begins
January 2 - February 1
February 2 - March 2
March 3 - April 2

April 3 - May 2

May 3 - June 2

June 3 - July 3

July 4 - August 2

August 3 - September 2
September 2 - October 2
October 3 - November 2
November 3 - December 3
December 4 - January 1

Health Insurance

Deductions Begins
March
April

May

June

July
August
September
October
November
Decemebr
January
February

Dental and Life Insurance

Date Employment Begins
January
February
March
April

May

June

July
August
September
October
November
Decemebr

Deductions Begins
February
March
April

May

June

July
August
September
October
November
Decemebr
January

Coverage Begins
April

May

June

July

August
September
October
November
Decemeber
January
February
March

Coverage Begins
March

April

May

June

July

August
September
October
November
Decemeber
January
February







OFFICE OF THE TOWN

TREASURER/COLLECTOR
Megan Crosby 175 Central Street
Treasurer/Collector P.O. Box 386
Tel: 508-378-1604/1602 E. Bridgewater, MA 02333
Fax: 508-378-4803 merosby @eastbridgewaterma. gov
Date:
Subject: Group Insurance Waiver
Medical

I waive my employer’s group MEDICAL insurance coverage for myself and my eligible
dependents (if any) Effective Date:

Dental

I waive my employer’s group DENTAL insurance coverage for myself and my eligible
dependents (if any) Effective Date:

Reason for Waiver of Coverage — check all that apply

I am covered as a spouse or dependent under another group MEDICAL plan.

I am covered as a spouse or dependent under another group DENTAL plan.

I am covered by Medicare, non-group, Veterans program or a secondary employer.

Employer name:

Insurance Company:

I am not covered by another MEDICAL insurance and choose not to participate in my employer’s
group plan at this time,

Other(requires explanation)
I waive my and/or dependents’ (if any) eligibility to enroll in my employer’s group plan at this time. I
understand that I and/or my dependents may enroll in the future under the terms defined in the eligibility

section of the subscriber certificate or benefit description.

Employee Signature;

Employee Name:
Date of Birth:







"

The Commonweal h: of Massachusetts

'cﬂ Human Services

T

T .participate in your employer sponsored health
insurance plan and/or have declined to partmlpatem employer s “Section 125 Cafeteria Plan” pre-tax
purchasing arrangement, A Section 125 Plan [s not: healt insurance; it is a way to purchase health insurance
on a pre-tax basis. For information about affordable health insurance options, visit the Commonwealth
Connector at < www.mahealthconnector.org >.

You are completing this form beacause you ha{re dﬁ f*

Employers: please complete this section. See reverse side for instructions.
Employer Name: Town of East Bridgewater FEIN: 04-6001137
Employer D/B/A: :
E Employer Address: 175 Central Street
2| City | State | ZIP Code: East Bridgewater, MA 02333
-
g ' L
W 1, Did you offer a “Section 125 Cafeteria Plan” to this employee? Yes [ X Mo
Did you offer employer sponsored health insurance to this emplayee? Yes No I:]
3. If you offered sponsored Insurance to this employee, what is the dollar amount
of the employee’s portion of the monthly premium cost of the least expensive $
individual hezalth plan offered hy the employer to the employee? (If did not offer
sponsored Insurance, leave blank.)
Employees; please complete this section, See reverse side for instructions.
Employee First Name Middle Initial
Q
g{ Employee Last Name Suffix (e.g., 5, Ir)
2
5 || |
£
P
1. Did you accept your employer sponsored health Insurance? Yes No Offered
2. Did you agree to use your employer’s “Section 125 Cafeteria Plan” D I:l None
to purchase health Insurance? Yes No Offered
3. Do you have other health insurance? Yes D No D

Employee Affidavit

I hereby affirm, under penalties of perjury, that all the informatlen provided herein is true to the best of my knowledge. I also
understand that If I do not have health insurance I may be responsible for the full costs of all medical ireatment, that I may forfeit all or
a portion of my Massachusetts personal tax exemption and be subject to other penalties pursuant to MG.L c. 111M, that the Employee
Health Insurance Responsibility Disclosure (HIRD) Form contains information that must be reported in my Massachusetts tax return,
and that I am required to malntain a copy of the signed HIRD Form.

Employee Signature Date (MM/DD/YY)
L I~ T 1~ 1 |

The employer must retain this document for three (3) years and make It avallable upon request to the Division of Health Care
Finance and Policy and the Department of Revenue as required by state regulation 114.5 CMR 18.00,
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