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 mcroshy@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
enrollment 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 G4/10/2019






New Hire Checklist

The following forms are included in this packet:

¢ Schedule of Employee Benefits & Deductions

¢ Marketplace Notice for State & Municipal Employees

s FMLA (Family Medical Leave Act) Information Sheet

e Health Insurance Waiting/Hiatus Period Stipend memo

¢ Summary of the Conflict of Interest Law — Complete and remit to the Town Clerk

o State of MA — Mandatory Education Requirements/Ethics Reform Bill - Complete and remit to the
Town Clerk

ALL employees MUST complete the following forms and return to the Treasurer’s Office:

Signed Acknowledgement of Receipt — Conflict of Interest Law — Remit to TOWN CLERK
Ethics Exam Certificate print out — See attached sheet for website — Remit to TOWN CLERK
[-9 Form

Copy of Social Security Card

Copy of Driver’s License

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

W-4 Form (Federal Income Tax withholding Form)

M-4 (State Income Tax withholding Form)

Direct Deposit & Electronic Delivery of Payroll Advice (required for school employees)

A voided check or letter from financial institution is required to confirm all accounts
Plymouth County Retirement New Member Enrollment

Social Security Statement Sheet

Pre-Tax Deduction Form

Acknowledgement form for GIC Eligible Employees

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

*Flexible Spending Account Information Sheet & enrollment form

*Life Insurance enrollment form or Refusal of Insurance section (bottom of form) if waiving

*Newly hired employees have TEN (10) days from their start date to sign up for benefits

ALL employees need to enroll in ONE of the following retirement ¢ptions and complete the
corresponding enrollment form:

1. Plymouth County Retirement
2. Massachusetts Teachers’ Retirement System (MTRS) Certificate
3. OBRA Enrollment Form & Information Sheet

Are you retired from another retirement system?  YES or NO
If yes, please indicate retirement system.,







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.goy

Schedule of Employee Benefits and Deductions

Mandatory Benefits/Deductions

Plymouth County Retirement (PCR) - PRE-TAX
In licu 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 Heu 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:
http://www.mass.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/Deductions

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.
» 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.
e Refer to the rate sheet for a list of plans and cost.
e Additional information can also be accessed on the GIC website:
http://'www.mass.gov/anf/femployvee-insurance-and-retirement-benefits/oversight-agencies/gic/

Dental Insurance - PRE-TAX
The Town offers dental insurance to permanent employees who work at least 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 enrollment 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 comtact the Town’s
Representative — Michael Hackleman 614-435-8366 hacklm2@nationwide.com

IRC 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 | *

U8, Wage and Hour Division
{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
information about which employers are covered by the FML A, 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 interest 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 are entitled to take FMLA leave. An eligible employee is one who:

. Works 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

. Works at a location where the employer has at least 50 employees within 75 miles.

* Special hours of service eligibility requirements apply to airline flight crew employees. See Fact Sheet

28] Special Rules for Airline Flight Crew Employees under the Family and Medical Leave Act.

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

LEAVE ENTITLEMENT

Fligible employees may take up to 12 workweeks of leave in a 12-month period for one or more of the
following 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;

«  Tocarefora spouse, son, daughter, or parent who has a serious health condition;

. For a serious 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, daughter, or parent is a

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

An eligible employee may also take up to 26 workweeks of leave during a "single 12-month period" to
care for 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 28L: Qualifying Reasons under the FMLA and 28M: The Military Family Leave 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 time he or
she works each day or week for 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 employer's operations. If FMLA leave is for the birth, adoption, or foster placement of a child, use of
intermittent or reduced schedule leave requires the employer’s approval,

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

NOTICE

Employees must comply with their employer’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. Employees 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 or 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 employee need not
expressly assert FMLA rights or even mention the FMLA. If an employee later requests additional leave
for the same qualifying condition, the employee must specifically reference either the qualifying reason
for leave or the need for FMLA leave. See Fact Sheet 28E: Employee Notice Requirements under the
FMLA .

Covered employers must:

(1)  Post anotice explaining rights and responsibilities under the FMLA. Covered employers may be
subject to a civil money penalty for willful failure to post. For current penalty amounts, see
www.dol.gov/whd/fmla/applicable laws.htm;

(2)  Include information about the FMLA in their employee handbooks or provide information to
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 will
be deducted from the employee’s FMLA entitlement.

See Fact Sheet 28D: Employer Notice Requirements under the FMLA.

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 expense) 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
requirements for military family leave, See Fact Sheet 28M(c): Qualifying Exigency Leave under the
FMLA; Fact Sheet 28M(a): Military Caregiver Leave for a Current 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 or 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
FMLA leave under the same terms and conditions as if the employee had not taken leave. See Fact Sheet
28A: Employee Protections under the Family and Medical Leave Act.

OTHER PROVISIONS

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

Salaried executive, administrative, and professional employees of covered employers who meet the Fair
Labor Standards Act (FLSA) criteria for exemption from minimum wage and overtime under the FLSA
regulations, 29 CFR Part 541, do not lose their FLSA-exempt status by using any unpaid FMLA leave,
This special exception to the “salary basis” requirements for 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 deny 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, or because of involvement in any




proceeding, related to the FMLA. See Fact Sheet 77B: Protections for Individuals under the FMLA . The
Wage and Hour Division is responsible for administering and enforcing the FMLA for most employees.
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 or Congress. If you believe that your rights
under the FMLA have been violated, you may file a complaint with the Wage and Hour Division or file
a private lawsuit against your employer in court.

For additional information, visit our Wage and Hour Division Website:
http://www.wagehour.dol.gov and/or call our tol-free information and helpline, available 8 a.m. to
5 p.m. 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 Labor ' 1-866-4-USWAGE
Frances Perkins Building TTY: 1-866-487-9243
200 Constitution Avenue, NW Contact Us
Washington, DC 20210




TOWN OF EAST BRIDGEWATERFAMILY AND MEPICAL 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

Employees 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, or 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 cir-
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 MEDICAIL 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;

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

* apermanent or long-term condition requiring medical supervision.

Papge 1 of 4 " Family Medical Leave Policy



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 consylt 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 Jeave for personal or family medical reasons arve generally reguired 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. Mareover, 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 dut-
ing any 12-month period. The 12-month period is a rolling period, measured backward from the
date an employee last used any [eave 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 acerue 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-
ly 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 recurring periods
of medical leave.

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

If the Town eﬁlploys 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 AVAILABLE 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
male 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 1o work, and the employee’s failure to return to 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 ptemium(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,

\%

Id Margle Chaur;énu
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Davzd S{dy, Vice Chau’man
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‘M’% MASSACHUSETTS

HEALTH
CONNECTOR

iz right placa for the right plan

THIS NOTICE IS REQUIRED BY THE NATIONAL HEALTH REFORM LAW (ALSO KNOWN AS
THE AFFORDABLE CARE ACT OR ACA)

This notice Is meant to help you understand health the Health Connector. If you are offered coverage by
insurance Marketplaces, which were set up to make it your employer that is considered “affordable” and
easier for consumers to compare heaith insurance plans meets a *minimum value” standard according to federal
and enrcll in coverage. In Massachusetts, the state definitions {see below), you most likely will not qualify
Marketplace is known as the Massachusetts Health far the subsidized coverage offered through the Health
Connector. Your employer is required by law {§ 1512 of Connector described in this notice. However, it may
the ACA, which creates 29 U.5.C. 218b) to provide you still be helpful for you to read and understand the
the information contained in this notice. You may or information included here. Please ask your employer for
may not qualify for subsidized health insurance through more information if you have questions.

‘Overview:

As a result of the Affordable Care Act (ACA), there is an easy way for many individuals and
small businesses in Massachusetis to buy health insurance: the Massachusetts Health
Connector. This notice provides some hasic information about the Health Connector, and
how coverage available through the Health Connector relates to any coverage that may be
offered by your employer. You can find out more by visiting MAhealthconnector.org.

What is the Massachusetis Health Connector?

The Health Connector is our state’s health insurance Marketplace. it helps individuals,
families, and small businesses find health insurance that meets their needs and fits their
budget. The Health Connector offers “one-stop shopping” to easily find and compare
private health insurance options from the state's leading health and dental insurance
companies. Some individuals and families may also qualify for a federal tax credit that
lowers their monthly premium right away, as well as cost sharing reductions that can lower
out-of-pocket expenses. This tax credit is enabled by 836B of the Internal Revenue Code.

The next.open enroliment for individuals and families to buy health insurance coverage
through the Health Connector is scheduled to begin on November 1, 2018, and run
through January 23, 2019. Individuals and families who experience a qualifying

event can shop outside of open enrcliment periods. You can find out more by visiting
MAhealthconnector.org or calling 1-877 MA ENROLL (1-877-623-6765).

Continued on next page )

VlSlt MAhealthconnector org or cail 1—877 MA ENROLL (1 877-623- 6765) T =
or TTY: 1-877-623- 7773 Mondayto Friday, 8:00 a.m. to 6:00 p.m. S 1of3 :

Employees that live outside of Massachusetts can visit healthcare.gov to find out about Marketplaces in their region.



Can | qualify for federal and state assistance that reduces my

health insurance premiums and out-of-pocket expenses through

the Health Connector?

Depending on your income, you may qualify for federal and/or state tax credits and
other subsidies that reduce your premiums and lower your out-of-pocket expenses

if you shop through the Health Connector. You can find out more about the income
criteria for qualifying for these subsidies by visiting MAhealthconnector.org or calling
1-877 MA ENROLL (1-877-623-6765).

Does access 10 employer-sponsored coverage affect my eligibility for
help paying for coverage through the Health Connector?

An offer of health coverage from your employer could affect your eligibility for
subsidies through the Health Connector, If your Income meets the eligibility criteria,
you will gualify for subsidies through the Health Connector if:

B Your employer does not offer coverage to you, or

B Your employer does offer you coverage, but:

» Your emplover's offer of coverage for just you {not including other family
members) would require you to spend more than the following percentage(s) of
your household income:

6% fhousehold incom

~Coverage for 2018 -

9 86% of househ'old income'

Coverage for 2019 i

or

» The coverage your employer provides does not meet the “minimum value”
standard set by federal law (which says that the plan offered has to cover at
least 60 percent of total allowed costs).

If you have coverage through your employer but are interested in shopping through
the Health Connector, be sure to check with your employer on the rules around
how and when you can disenroll from your employer's group coverage. If you
purchase a health plan through the Health Connector instead of accepting health
coverage offered by your employer, please note that you will lose the employer
contribution (if any) for your health insurance. Also, the amount that you and your
employer contribute to your employer-sponsored health insurance is often excluded
from federal and state income taxes.

Please note: You can find the most up to date percentages used to calculate
affordability here: www.mahealthconnector.org/esi-affordability-calculator.

Continued on next page »»

VISIt MAhealthconnector org or call :L~877 MA ENROLL (i 877 623 6765)
or TTY: 1-877- 628 77?3 Monday to Fr:day, 8 OO a. m 10 6 00 p.m.. .
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 EMPLOYER-SPONSORED HEALTH COVERAGE

This section will help you collect information about any health coverage offered by your employer.
If you decide to complete an application for coverage in the Marketplace, you will be asked to
provide this information.

Does this employer offer employer-sponsored health insurance coverage that is affordable and
meets a minimum value standard {according to federal standards) to at least some of its
employees? Note: Whether a plan meets “minimum value” can be found on the plan’s Summaty
of Benefits and Coverage (SBC).

Check one: Yes No

If yes, and if the employee receiving this notice qualifies
for such benefits, they can find out more by contacting:
(may be an HR contact, a resource, or an appendix to this document)

If no, or if employee receiving notice does not gualify for such benefits, the Health Connector ban
help employees evaluate coverage options, cost and eligibility. Please visit MAhealthconnector,org
for more information, including an online application for health insurance coverage. '

VlSlt MAhealthconnector.org or call 1—877 MA ENROLL (1 8?7 623 6765) . o
or TTY: 1-877-623-7773, Monday to Friday, 8:00 a.m. to 6:00 p.m. - . o Bafd

Employees that live outside of Massachusetts can visit healthcare.gov to find out about Marketplaces in their region.






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, I am providing you With 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/commitiee 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 interest 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: hitps://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, [ will be able to go
into the program and see monitor compliance. After 30 days, reminders will be sent as needed.

wchele JJ)oll

Assistant Town Clerk
508-378-1606

HOURS: Mon 8:30 AM 1o 8:00 PM, Tues thiu 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 TITLE

Phone Number:

Email:

Position Title:

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 (308) 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


https://www.uscis.gov/i-9-central/form-i-9-resources/handbook-for-employers-m-274

. w.4 Employee’s Withholding Certificate OMB No. 1545-0074

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

Department of the Treasury Give Form W-4 to your employer. 2 @ 23

Intemat Revenue Service Your withholding is subject to review by the IRS.

St ep 1: {@) First name and middle initial Last name {b) Saocial security number

Enter Address Does your nama match the

Personal name an your social security

3 card? i not, ta ensure you gat

Information Gity or town, state, and ZiP code cradit for your earnings,
contact SSA ai 80C-772-1213
or go to www.s5a,gov,

{c} |:| Single or Married filing separately

[ Married filing jointly orwi'.!uallfying surviving spouée

E] Head of househald {Gheck only if you're unmarried and pay mare than half the costs of keeping up a home for yourself and a qualifying individual.)

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

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

or Spouse Do only one of the following.

Works (a) Reserved for future use.

{b) Use the Multipie Jobs Worksheet 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 for 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

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

Complete Steps 3-4{b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the ather jobs. (Your withholding 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 martied filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent .
and Other Multiply the number of other dependentsby $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter thetotalhgre . . . . . . . . . . 3%
Step 4 {a) Other Income {not from jobs). |f you want tax withheld for other income you
{optional); expact this year that wor’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retrementincome . . . . . . . . |4(a8) $
Adjustments (b} Deductions. if you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Workshest on page 3 and enter
therasulthere . . . . . . . . . o e e e e e MDYS
{¢) Exira withholding. Enter any additional tax you want withheld each pay period . . [4{c)[$
Step 5. Under penakties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature {This form is not valid unless you sign it.) Date
Employers Employet's name and address First date of Employer identification
Only . amployment number {EIN)
Town of East Bridgewater
175 Central St.
East Bridgewater, MA 02333 04-6001137

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 102200 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 vour employer can withhold the

Specific Instructions

Step 1{c). Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withhoiding.

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 {c). 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. If too much is withheld, you
will generaily be due a refund. Compilete a new Form W-4
when changes to your personal or financial situation would
change the entries on the form. For mare information on
withholding and whean you must furnish a new Form W-4,
see Pub. 505, Tax Withholding and Estimated Tax.

Exemption from withholding. You may ciaim exemption
from withholding far 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 liabifity in 2022 if (1)
your total tax on line 24 on your 2022 Form 104G or 1040-5R
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 threshold for your correct filing status. If
you claim exemption, you will have no income tax withheid
from your paycheck and may owe taxes and penalties when
you file your 2023 tax return. To claim exemption from
withholding, certify that you meet 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{g), you
may enter an additional amount you want withheld per pay
period in Step 4(c).

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employes, If you want to pay income and seif-employment
taxes through withholding from your wages, you should
enter the self-empioyment income con Step 4(a). 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-employment tax to
Step 4(b) as a deduction. To calculate self-employment tax,
you generally multiply the self-empioyment 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 multiplied by
0.9235). See Pub. 505 for more information, especially if the
sum of self-employment income muitiplied by 0.9235 and
wages exceeds $160,200 for a given individual.

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

checked, the standard deduction and tax brackets will be
cut in half for each jeb to calculate withholding. This option
is roughly 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 jobs.

Muttiple jobs. Complete Steps 3 through 4(b) on only
one Form W-4. Withholding will 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
depandent 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 other dependents for
whom a child tax credit can’t be claimed, such as an older
child or a qualifying relative. For additional eligibiiity
requirernents for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
Include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do 50, add an estimate of the amount for the year
to your credits for dependents and enter the total amount in
Step 3. Including these credits wilf increase your paycheck
and reduce the armount 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 for the year, if any. You shouldn't 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 temized
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 hers will reduce your paycheck and will either
increase your refund or reduce any amount of tax that you
owe.

checked-onthe Form-W-4-for the-otherjobAfthe boxis—————



Form W-4 (2023)

Paga 3

Step 2(b)~—Multiple Jobs Worksheet (Keep for your records.)

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 worksheet and enter the result on the Form W-4 for the highest

paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

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

tables.

1

Two jobs. If you have two jobs or you're married filing fointly and you and your spouse each have one
joby, find the amount from the approptiate table on page 4. Using the “Higher Paying Job" row and the

—"Lower Paying-Job” column, find the-value-at-the-intersection-of-the-twa-heouseheld-salaties and-enter

that value on [ine 1. Then, skip te line 3 .

2  Three jabs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2c 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 jobs from line 2a together and use the total as the
wages in the “Highar Paying Job” row and use the annual wages for your third jobs In the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount
on line 2b . e e e 26 §
¢ Add the amounts from lines 2a and 2b and enter the result on line 2¢ . 2¢ §
3  Enter the number of pay periods per year for the highest paying job. For example, if that jOb pays
weekly, 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 2¢c by the number of pay periods on fine 3. Enter this
amount here and In Step 4{c} of Form W-4 for the hlghest paying 1ob (along with any other additional
amount you want withheld) . Co . . Coe 4
Step 4{b)—Deductions Worksheet {Keep for your records.) ﬂ
1 Enter an estimate of your 2023 itemized deductions (from Schedule A {Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess of 7.56% of yourincome . . . . . . . . . . . . i §
» $27,700 if you're married filing jointly or a qualifying surviving spouse
2 Enter: = $20,800 if you're head of household 2 %
» $13,850 if you're single or married filing separately
3 [Ifline 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-" 3 $
4  FEnter an estimate of your student lcan interest, deductible IRA contributions, and certain cther
adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4
5 Add lines 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 to carry out the Internal Revenua laws of the United States. Internal
Revenue Code sections 3402(f(2} and 6109 and their regulations requirs you to
pravide this Information; your employer uses it to determine your federal Income
iax withholding. Failure to provide a properly completed form will result in your
being freated as a single person with no other antries on the form; providing
fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Celumbia, and U.8. commonwealihs and
tervitaries for use in administering their tax laws; and to the Department of Health
and Human Services for use in the National Directory of New Hires. We may also
disclosa this information to other countries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to fedaral law enforcemant
and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that 15
suhject ta the Papsrwork Raduction Act unless the form displays a valid OMB
control number, Boocks or records relating to a form or its instructions must ba
retained as long as their contents may become material in the administration of
any Intsrnal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103,

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

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



Form W-4 (2023}

Page 4

Married Filing Jointly or Qualifying Surviving Spouse

Higher Paying Job Lower Paying Joh Annual Taxable Wage & Salary
Annual Taxable $0-  |$10,000 -|$20,000 - | $30,000 - | $40,000 - | $50,000 - |$60,000 - | $70,000 ~ | $80,000 - | $96,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 ] 29,968 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 0,999 %0 30 $850 $850 | $1,000 | $1,020 { $1,020 | $1,020 | $1.020 1 $1,020 | $1,020 | $1,870
$10,000 - 19,999 0 930 1,850 2,000 | 2,200 2220 2220 22201 2220] 2220 | 3200] 4,070
$20,000 - 29,999 850 | 1,850 | 29020 | 3120 | 33207 3340 | 3340 | 33401 3340 4320 | 5320 | 6,190
$30,000 - 39,999 850 | 2,000 | 3,120 | 3320 | 3520} 3540 | 3540 | 3540 4520 5520 8520 7390
$40,000- 49,999| 1,000 2200 | 3,820 | 3820 | 3,720| 3740 | 23,740 | 4720 | 5720 67205 7,720 | 8,580
$50,000 - 59,9997 1,020 f{ 2220 | 38840 | 3540 | a740| 3760 | 4750 | 5750 | 6750 | 7,750 ] 8,750 | 8,810
$60,000 - 69,999] 1,020 2,338 3,340 3,540 3,740 4,750 5,750 6,750 7,750 8,750 9,750 16,810
$70,000- 79,9991 1,020 | 2,220 | 3,340 | 3540 | 4720 5750 | 6780 | 7750 | 8750 | 9,750 | 10,750 | 11,810
$80,000- 99,9991 1,020 | 2220 4470 5370 | 6570 | 7eoo| s&600 | 9500 | 10600 | 11,800 | 12,600 | 13,480
$100,000 - 149,999 1,870 | 4,070 | 6,190 | 7,360 | 8590 | 9,610 | 10,610 | 11,660 | 12,860 | 14,080 | 15,280 | 16,330
$150,000 - 239,9991 2,040 | 4,440 8,760 8,160 | 9,560 | 10,780 | 11,980 § 13,180 | 14,380 | 15,580 | 16,780 | 17,850
$240,000 - 250,008} 2,040 | 4,440 6760 | 8160 | 9560 | 10,780 | 11,980 | 13,180 | 14,380 | 15,580 | 16,780 | 17,850
$260,000 - 279,999] 2,040 | 4,440 | 6,760 | 8,160 | 9,560 | 10,780 | 11,980 | 13,480 | 14,380 | 15580 | 16,780 | 18,140
$280,000 - 299,998 2,040 | 4,440 | 6,760 | 8,160 | 9,580 | 10,780 | 11,980 | 13,480 | 14,380 | 15870 | 17,870 | 19,740
$300,000- 319,999 2,040 | 4,440 | 67680 | 8,180 | 9,560 | 10,780 | 11,980 | 13470 | 15470 | 17,470 | 19,470 | 21,340
$320,000 - 364,998 2,040 | 4,440 | 6,760 | 8,550 | 10,750 | 12,770 | 14,770 | 16,770 | 18,770 | 20,770 | 22,770 | 24,840
$365,000 - 524,998 2,970 | 6470 | 9,890 | 12,390 | 14,800 | 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 | 15860 | 18,380 | 20,800 | 23300 | 25,890 | 28,390 | 30,890 | 33,250
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0-  |$10,000 -1$20,000 -1 530,000 - | $40,000 - [$50,000 - | $50,000 -] $70,000 - | $80,000 - {$90,000 - [$106,000 -|$110,000 -
Wage & Satary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,909 | 89,999 | 99,900 | 109,899 | 120,000
$0- 9898) $310 $890 { $1,020 | $t,020 | $1,020 | $1,860 | $1,870 | $1,870 | 41,870 | $1,870 | $2,030 | $2,040
$10,000 - 19,999 800 | 1,630 | 1,750 1,750 | 2,600 { 3,600 | 3,600 | 3,800 | 3600 | 3,760 3,960 | 3,970
$20,000- 29,999f 1020 | 1,750 1880 | <2720 | 37201 4720| 4730 | 4730 4890 | 5090 | 5290 | 5300
$30,000- 39,898| 1,020 | 1,750 1 2720 | 3,720 | 4720% s720| 5730 | 5890 | 6090 | 6290 85,480 | 8500
$40,000- 59,999 1,710 | 3450} 4570 | 5570 | es5mf vvoo| 79i0| siie| 8310 | 85t0! 8710 | 8720
$60,000- 79,9091 1,870 | 3600 | 4730 | 5880 | 7,060 8260 | 8460 | 8660 | 8880 | 9080 9,260 | 9,280
$80,000- 99,999| 1,870 | 3,780 | 5060 | 6260 | 7,460 | B,660 | 8,860 | 9,060 | 9260 | 9480 | 10,430 | 11,240
$100,000-124,999| 2,040 | 3870 | 5300 | 6500 | 7700 | 8900 | 6110 | 9610 | 10610 [ 11,610 | 12,610 ] 13,430
$125,000-149,309] 2040 | 39v0 | 5300 | 6500 | 7,700 | 9610 | 10,610 | 11,610 | 12,610 | 13,610 | 14,900 | 16,020
$150,000- 174,899 2,040 | 3970 | 5610 | 7,610 9,610 | 11,610 | 12,610 | 13,750 | 15,050 | 16,350 | 17,650 | 18,770
$175,000- 199,999 2,720 | 5480 | 7,580 | 9,580 | 11,580 | 13,870 | 15,80 | 16,480 | 17,780 | 19,080 | 20,380 | 21,490
$200,000 - 249,899] 2,900 | 5930 | 8,380 | 10,860 | 12980 | 15260 | 16570 | 17,870 | 19,170 | 20470 | 21,770 | 22,880
$250,000 - 399,999| 2,970 | 6,010 | 8440 | 10,740 | 13,040 | 15340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,960
$400,000 - 449,909 2970 | 8010 | 8440 | 10,740 | 13,040 | 15340 | 16,640 | 17,940 | 19,240 | 20,540 | 21,840 | 22,960
$450,000 andover | 3,140 { 6,380 | aoio | 11,510 | 14,010 | 16,510 | 18,010 | 19510 | 21,010 | 22,510 | 24,010 | 25,330
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0-  [$10,000 - |$20,000 - [$30,000 - [ $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $30,000 - |$7100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,909 | 89,993 | 99,999 | 109,995 | 120,000
$0- 9,908 $0 $620 %860 | $1,020 | $1,020 | $1,020 | $1,020 | $1,850 | $1,870 | $1,870 | $1,800 | $2,040
$10,000 - 19,999 620 | 1,830 | 2060 | 2220 | 2220 2220 | 2850 | 3850 | 4070 4090 | 4290 | 4,440
$20,000 ~ 29,909 880 | 2,080 2490 | 2650 | 2650 | 3,280 | 4280 | 5280 | 55201 5720| 5920 | 6,070
$30,000- 39,899 1,020 | 2220 | 2650 | 2810| 3440 | 4440 | 5440 | 6460 ] 6880 7,080 | 7.280 | 7.430
$40,000- 59,899} 1,020 | 2220 | 3430 4,290 | 5200 | 6260 7480 8680 % 9,900 | 9300 95001 9,650
$60,000- 79,999 1,600 | 3700 | 5130 | 6200 7480 | s&680] 9880 | 11,080 | 11,500 | 11,700 | 11,800 | 12,080
$80,000- 99,999 1,870 | 4,070 | 5680 | 7,080 8250 | 9450 ] 10850 | 11,850 | 12,260 | 12,480 | 12,870 [ 13,820
$100,000 - 124,999} 2,040 | 4,440 | 6070 { 7,430 | 8,630 | 9801 11,030 | 12,230 | 13,490 | 14,190 | 15,190 | 16,150
$125,000-149,999] 2040 | 4440 | 6070 ] 7430 | 8,630 | 99820 11,980 | 13,980 | 157190 | 16190 | 17,270 | 18,530
$150,000 - 174,999 2,040 | 4,440 | 6070 ] 7980 | 9,980 | 11,980 | 13,980 | 15980 | 17,420 | 18,720 | 20,020 | 21,280
$175,000 - 199,999] 2,190 | 5,390 | 78201 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 | 8920 | 11,380 | 13,680 | 15,880 | 18,280 | 20,580 | 22,090 | 23,390 | 24,690 | 25,950
$250,000 - 440,999 2870 | 6470 | 9,200 | 11,660 | 13,960 | 16,260 | 18,560 | 20,860 | 22,380 | 23,680 | 24,980 | 28,230
$450,000 andover | 3,140 | 6840 | 9770 | 12,430 | 14,930 | 17430 | 19,930 | 22,430 | 24,150 | 25,850 | 27,150 | 28,600




FORM
M-4

Print full name ...........
Print home address......

Employee:

File this form with your em-
ployer, Otherwise, Massachu-
selts Incame Taxes will be
withheld from your wages
without exemptions.

Employer:

Keep this cerlificale with your
records. Il the employee is
uefieved to hava claimed
excessive exemptions, the
Massachusells Deparimant

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

3. Write the number of your qualified dependents. See Instruction D.........oooiiii i

5. Additional withholding per pay period under agreement with employer $

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS

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

be before next year and if otherwise qualified, write “5.” See Instruction C............coi e

Add tha number of exemptions which you have claimed above and write the 1otal. ....ooov e e

A. O checkif you will fife as head of household on your tax return.

of Revenua should be s¢
advised,

B. [ check if you are blind.

will not exceed $8,000.

¢. O cheok if spouse Is blind and not subject to withholding.
0. Ol check it you are & fuliime student engaged in seasonal, part-iime or temperary employment whose estimated annual Income

EMPLOYER: DO NOT withhold if Box D is checked,.

t certity that the number of withholding exemptions claimed on this cerlificate does not exceed the number 1o 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 fax
withheld from your emplaoyer. [f you claim more exemptions than you are
entitled to, civil and criminat penalties may be imposed. However, you may
claim a smalfer number af exemptions without penalty. If you do not file a
certificate, your employer must withhold on the basis of no exemptions.

1f you expect 1o owe more income tax than will be withheld, you may either
claim a smaller number of exemptions or enter into an agreement with your
employer to have additional amounts withheld.

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

if you wark 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 fite a new certificate at any time If the number of
exemptions increases. You must file a new cerlificate within 10 days if the
number of exemplions previously claimed by you decreases, For example,
if during the year your dependent son's income indicales thal you will not

provide over hall of his support for the year, you must file a new ceriificate.

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.

D, Dependent(s), You may claim an exemption in line 3 for each individual
who qualifies as a dependent under the Federal Income Tax Law. In addition,
if ane 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 “faderal withhelding deductions and adjust-
ments” under the Massachusetts withholding system.

If you have income not subject to withholding, you are urged to have addi-
tionat 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 Change

0O Add
{0 Change

{1 Add
1 Change

f1Add
0 Change

O Remove account ending in (last 4 numbers)

1. Bank Name:
Routing #: Account #:
[ Checking [ Savings Deposit Amount: § or [INet Pay
2. Banlk Name:
Routing #: Account #:
1 Checking [0 Savings Deposit Amount: §
3. Bank Name: :
Routing #: Account #:
{0 Checking O Savings Deposit Amount: $
4, Bank Name: :
Routing #: Account #:
O Checking [0 Savings Deposit Amount: §

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:

(Please print)

Signature;

CYoURNAME,
L' 1334 Maln Strenl

¢ Anywhers, O ocaod L

L SEEE R

SRR P I
Bl

- _DOLLARS i

5

LLORDEROE, - SRR LS

oL FaE y 000V a3ieEree g daed y
ROUTING ACCOUNT CHECK.
NUMBER NUMBER NUMBER

Date:

Employee #







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 Deliverv of Pavroll Advices

You are contractually required to enroll in the electronic delivery of Payroll Advices of Direct Deposits.
They will be sent via email as an attachment encrypted with a password that you specify.

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 retina the statements.

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)






Piymouth County Retirement Association
60 Industrial Park Road
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 DD-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?
T, e, Cinvo(C) ves
I I No ] Yes
., ., Nof[ ) 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 G 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
60 Industrial Park Road, Suite 234
Plymocuth, 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) j 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
60 Industriat Park Road
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

BE SURE TO CAREFULLY READ WHAT EACH BENEFICIARY OPTION PROVIDES BEFORE SELECTING.

Member-Survivor(Option D) Beneficiary — 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 who has not remarried, parent, sibling or child

AND/OR

Lump-Sum Beneficiary — You may name one or more Lump-Sum beneficiaries. There is no restriction on whom the
Lump-Sum beneficiary(ies) can be, with the lone exception that it cannot be the same as a Member-Survivor(Option D)
beneficiary, if you listed one above., A Lump-Sum 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(ies), the Member-Survivor(Option D) beneficiary would receive the entire benefit.

Section 3 — Lump-Sum Beneficiary Information

2)Name , 7 Percentage | Y
Address

Relationship Date of Birth / / SS# - -

The total sum of all the percentages above must equal 100%

Please be advised that pursuant to Massachusetts law, a surviving spouse may supersede a nominated beneficiary
and be awarded any benefits as a result of your passing. If you have any questions, please contact the PCRA.

Member’s Signature Date / /

Witness’ Signature Date / /

Witness’ Name (Print)




Active Member Beneficiary Form Instructions

| ntroduction:

Please complete this Active Member
Beneficiary Form only if you are an active
member currently contributing to the Plymouth
County Retirement Association (PCRA) or are an
inactive member, but still 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 beneficiary{ies),
all you would need to do is to complete a hew
Active Member Beneficiary Form. You may do
this at any time before you retire. These
allocations become void upon your retirement.

Having a beneficiary(ies} 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 either a beneficiary on file, an
eligible spouse or dependent children, a lump-
sum payment will be made to your Estate,

Beneficiaw 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-Survivor{Option D}
beneficiary will receive the entire benefit. As
previously noted, an eligible spouse may
supersede any beneficiary named, unless you
are an inactive member at the time of passing.

The two types of Beneficiary are as follows:

Member-Surviver{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
he named as a Member-Survivor{Option D)
beneficiary. it islimited 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 children, 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
entitylies), such as an Estate or charity, may be
named as a Lump-Sum beneficiary and there s
no limit to how many you are allowed to name.
If you need more space for additional
beneficiaries, please print additional copies 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.

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

¢ Aneligible 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
becaome void when you retire.

if you have any further questions about naming a beneficiary as an active or inactive membher,
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 Nameroyn of Rast Bridgewater Employer ID# 04-6001137

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.

Windfali Eliminatipn 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 resuit, 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 Frovision.”

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 Social 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 Social Security ($500 -
$400=%$100). Even if your pension is high enough to totally offset your spouse or widow({er) Social Security
benefit, you are still 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.socialsecurity.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.

i certify that | 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 legislation [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 S5A-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 Windfall 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 SSA-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:
Worlk Phone #: Cell Phone #:
EMERGENCY CONTACT #2:

Name:

Home Address:

City: State: Zip:

Work Phone #: Cell Phone #:

Do you give us permission to transport you to the nearest medical facility should you incur serious
illness or injury during normal working hours? 1 YEes O no

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

Name:

Home Address:

City: State: Zip:

Work Phone #: Cell Phone #:







/ f““ ﬁq&h

OFFICE OF THE TOWN
TREASURER/COLLECTOR

Medical Insurance Pre-Tax Deduction Authorization Form

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

Treasurer to deduct all Medical Insurance Premiums from my pay on a pre-tax basis effectlve

immediately and until further notice. :

Signed:

Print Name:

Soc, Sec, #:

Address:

Town/St/Zip:

Date:







@ummanwaallh of Massachusetts
i Group Insurance Commission

T Your
Aenafits
Connection

Municipal Employee Acknowledgement Form
For GIC Eligible Employees

You are responsible 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 Benefit Decision Guide.

I hereby acknowledge that | have reviewed the most recent GIC Benefit Decision 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.

3/19







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 mernber per calendar year
The annual deductible is:  $50 per individual /$150 per family

The maximum lifetime cap is:  Unlimited

Pretreatment estimates are recommended for underlined procedures.

Plan pays 100%; Member Coinsurance 0% (exempt from annual maximum)

Two oral exams per calendar year

Two cleanings per calendar year

One set of bitewing »-rays per calendar year

One complete x-ray series or panoramic film every 36 months

Single x-rays as required

Fiuoride treatment for children under age 19 twice per calendar vear

Sealants for children under age 18, once per unrestorad permanent molar every
36 moenths

Plan pays 100%; Member Coinsurance 0%

Space maintainers for lost deciduous (baby) teseth, replacement limited to once
every 60 months

Plan pays 80%; Member Coinsurance 20%

Palliative treatment (minor proceduras necessary to relive acute pain) twice per
calendar year

Amalgam {silver) fillings. Composite (white) fillings on all tseth,

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 dentures once per catendar year
Recementing crowns or bridges

Rebasing or relining of partial or complete dentures; once every 60 months
Periodontal 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% Deductibie Applies

Surgical placement of endosteal implant and abutment; replacernent limited to
once every 60 months

Crowns over natural {eeth, build ups, posts and cores - replacement limited to
once every 60 months

Bridges, build ups, posts and cores, crowns over implants - replacement limited to
once every 60 months

Partial and complete dentures - replacement limited to once every 80 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

Dependent Coverage ~ Dependent children are covered up until 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 ot other criteria important to you
(extended hours, languages spoken, etc.), and our
tool will return a list of dentists that meet 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.

Qut-of-network 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 OF NONDISCRIMINATION AND ACCESSIBILITY POLICY
Altus Dental Insurance Co. does not discriminate on the basis of race, colot, national origin, age, disability, or sex.

Espaiiol {Spanish): ATENCION: Si habta espafiol, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame al 1-877-223-0588.
Portugués (Portuguese): ATENCAO: Se fala portugués, encontramse disponiveis servigos linguisticos, gratis. Ligue para 1-877-223-0588.
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Fraouanlly Aaked Guasions 3 oiphd Links

When you regis’rer at altusdental.com, you can take charge of your
oral health and:

Register for paperless
communications

See if your dentist participates or
locate a new one

Understand the costs of

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

benefits this year

Learn more about your
Altus Dental plan

Get tips to keep your smile
healthy

Under “Log In To Your Accoun’r "
cllck on “Cllck Here fo Regls’rer

En’rer ’rhe subscrlber 5 mformohon

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

NOTICE OF NONDISCRIMINATION AND ACCESSIBILITY POLICY
Altus Dental Insurance Co. does not discriminate on the basis of race, color, national origin, age, disability, or sex.
Espafiol (Spanish); ATENCION: §i habla espafiol, fiene o su disposicién servicios gratuitos de asistencia lingUistica. Liame al 1-877-223-0588.
Portugués {Portuguese): ATENCAOC: Se fala portugués, encontramse disponiveis servicos linguisticos, grdtis. Ligue para 1-877-223-0588.
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A I -i- U S v l S l O n ™ in partnership with VSP® Vision Care

Benefits Summary: Altus Vision™ - 150 Plus

WELLVISION@’ EXAM

In-Network Coveraga with VSP Chome Natwork 45,000 Preferreci Prowders | 11? OOO Access Pomts

Exams
1 exam every 12 months

. Comprehenswe eye exam to ensure overall wsual weElness $10

PRESCRIPTION GLASSES

Frames
1 pair every 12 months

» $150 aliowance for wide selection of frames
« 20% savings on amount over allowance. Savings based on doctor’s retait price and vary
by plan and purchase selection; average savings determined after benefits are applied
+ Frame aliowance backed by a wholesale guarantee, meaning VSP fully covers more

frames than retail ailowance plans

+ Allowance may differ at Costco® Optical, however it is of equivalent value. Costco® $25
Optical allowance of $8C is equivalent to $150 frame allowance at VSP doctor locations
ard participating retail chains
Lenses |+ Single vision, ined bifocal, lined frifocal, and lenticular lenses
1 pair every 12 months
Covered Lens | * Impaci-resistant lenses for children 0
Enhancements $

CONTACT LENSES (:nstead of glasses)

+ Standard Progresswe Lenses

Contacts

+ $1580 allowance for contacts $0

Every 12 months

+ Contact lens fitting and evaluation Up to $60

VALUE-ADDED PROGRAMS, -

VSP Essential Medical
Eye Care Program

+ Exams and services te treat immediate issues like pink eye and sudden changes in vision

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

+ Members with diabetes who do net have diabetic eye disease receive full retinal screening at no cost.
Members with diabetic eve 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: $95-$105; Custom Progressive Lenses: $150-5175

Featured Frames

+ Extra $20 allowance on featured brands like bebe®, Calvin Klein, Flexon®, Lzacoste, Nike, and more.
Only availabie 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 detaits

Additional Glasses and
Sunglasses

+ 20% savings on additional prescription or non-prescription glasses and/or sunglasses from any VSP
provider within 12 months of last WellVision Exam

Laser Vision Correction

+ Average 15%-20% savings. See VSP.cam for more information

TruHearing®!

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

Employee Oniy

Employee & Spouse Employee & Child{ren)

Family

$5.50

$13.00 $13.65

$18.85

See reverse side fer more information.

altus

Altus Dental Insurance Co,, Inc, » P, O, Box 1557 = Providence, RI02901-1557 1.877.223.0588 = ahtusdental.com
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tal’ Alfus Vision~ ENROLLMENT FORM

Altus Dental Insurance Company, Inc.
PO Box 15567

Providence, RI 02801-15657
877-223-0588

altus

: :_ : Vision .D_I\'Anli:m 'N_o.' .

{Date f.l‘-'llr‘é.” .

Subscriber Narme (First, Last) Date of Birth (MM/DD/YYYY) Soclal Security /LD, #
Strest Address / P0O. Box No. Apt. No, i City Slate Zip
Praferred Mohile Number Preferred Emall

NROLLMENT INFORMATION -

Effective Date of Actich {MM/DD/YYYY) TYPE OF COVERAGE [Ioentsl
Check afl that apply. [ vision
QUAUFYING EVENT  [T]Open Enroliment ] Mardage [ Birth or Adoption [MiReturn from Leave of Absence  [_] Full-Time/Pant-Time Status
] New Hire/Re-hira [ oiores [ workers' Compensation  [] Loss of Coverage [1 Death of a Member
ACTION CODE ADDITIONS TERMINATION STATUS CHANGE COBRA
Check one. [3 New Stbscriber [ Remove Subseriber ] Nama / Address Change ["1 Reinstaterment of
[} Add Dependent to Famiy [ Remove Dependent ] Transer from Division # o # Subscriber
[] Reinstaternent List name in Soction Hl [ Ghanga Type of Coverage [] Addition of Dependent

Prior 10 #

Enroll In:

Date of Birth
First Name L.ast Name (if different) {MM/DD/YYYY) Relationship Dental Vision

I |

i

| cartify that afi 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 plan sponscr in accordance with underwriting guidelines. If my employer requires employee contributions for this coverage, | authorize the deductions of
these amounts from my wages periodically.

Employee Signature Date Bensfits Administrator Authcrization Date

NOTICE OF NONDISCRIMINATION AND ACCESSIBILITY POLICY

Altus Dental does not discririnate on the basls of race, color, national origin, agse, disabliity, or sex.

Espafiol {Spanish): ATENCION: Si habla espafiol, tiens a su dispesicion serviclos gratuitos de asistencia ngiiistica, Llama al 1-877-223-0588,

Portuguss {Portuguese) ATENGAQ: Se fala porluguss, encontramse disponfvels senvigos linguisticos, grétis. Ligue para 1-877-223-0588. Rev1021







One of the Few Gifts the IRS Gives!

Discover the benefit that SAVES YOU MONEY. This perk allows
you to set aside a portion of your pay—BEFORE TAXES—1to cover
out-of-pocket expenses in these categories:

& HEALTH CARE.’ Eligible expenses and services include: non-cosmetic Already in the FSA Plan?
medical, dental, and vision care services; prescription medications; Re-enrollment is NOT automatic!
over-the-counter ‘medicines’ {not vitamins or supplements); orthodontics, -
prescription eyeglasses, contact lenses, laser eye surgery;

P Re-enroll via your online account
portal—not the mobile app! Go to
cpaemployee.lhlondemand.com and
log-in on the LEFT side of the sign-in
screen. Oh your account home-
page, click the blue Enrofl/Re-enroll
button and foliow the steps to
enroll for the new plan year; be
sure to click Submit at the end of
the process. (Printing or saving your
enrollment confirmation is recommended.)

mental health services; alternative health therapies
{e.g. chiropractic, acupuncture), and MORE!

Max. Annual Health Care Election: $3,050.

b 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@cpal2b.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

¢ DEPENDENT CARE.™ For 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 expanses are FSA-sligible, such as: cosmetic pracedures or products {e.9. Botox, teeth whitening, veneers, efc.), couples/family counseling, general healhwellness expenses (e.g.
toothbrushes, toothpastes, non-prescription sunglasses, gym dues, etc.), and federally non-pemnissible products. Some healthcare-relaled expenses, such as medical equipment and some services, may
reguire a physician's Letter of Medical Necessity in order to be FSA-eligible. Visit fitfps:#fsastore. com/CPAEligibifily for more info, on specific products and senvicss,

i Ovemith camp and school fuition for kindergarten and above are not FSA-eligible; day camp is eligible when utifzed as a form of childeare In arder for the parent{siguardian(s) o be able to work; exira-
curmicular and enrichment programs/activiies that arent daycare/childcare-based are not efigible; money paid to a childcare provider who doesn't report it &s income on their taxes is not FSA-gligible.

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-MAIL: INFO@CPA125.coM






CAFETERIA PLAN ADVISORS
120 Longwater Dr,, Ste. 102
Norwell, MA 02061

Authorization for Pre-Tax Payroll Reduction

Open Enroliment is April 5 to May 3, 2023.
* Enroli/Re-enroll deadline is 5/3/2023. Late enroliments not accepted. *

Tel.: 781-848-9848

: fAIready In Pian'

Re enroﬂment is NOTautomatrc! To enroll for the new pFan year vua your onllne accou portal |
go:to cpaemnlovee Ihlondemand commnot the:_app Log—]n on the feft’ t side of the sign

- NewEnrollees:

creen Once ‘on.your:accou t_:homepage, ciick th "bttj_e ENROLL/RE ENROLL
he steps to enroli C|ICkSmeJf at the end (We rec

Com.plete & return thls form to CPA \n ) e- : ail (lnfo@cpa125 com) or fax (781-848 8477)

mend prmtmg or sawng yourenroilmentconfnrma 3.

o Personal Information:

Participant Name:

emplover. EQST Bridgewater

Mailing Address: Planvear: 7/1/2023 to 6/30/2024
{Expenses must be incurred betwaen these dates)
City/Town, State, ZIP: SSN: DOB:
| personal
E-Mail: Daytime Phone: Clwork

9 | work for (checkone): [ ]Town []Schools —> | am paid (checkone): [ JWeekly48 [ Bi-weekly 2% {year-round) [_]Bi-weekly 21

9 Flexible Spending Account (FSA) Benefit Selections:

[ ] Heaith Care FSA Election: $ for the plan year
for employee, legal spouse, and eligible dependents’ qualified
medical, dental, vision expenses, Benefit card included.

Max. Annual Election: $3,050.

Rollover Option: Any unspent Health Care balance—up to $610—will
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.}

Ineligibility Note: You are NOQT eligible for this plan if you or your

[] Dependent Care FSA Election: $ for the
plan year for qualified childcare expenses of eligible
dependents under age 13, and elderly or special heeds
dependents requiring day care.

Max, Annual Election: $5,000. per family

Claim-based reimbursement benefit from accrued funds; no
benefit card. Participants must submit claim(s) each plan
year to receive accrtied funds.

spouse have a Health Savings Account {"HSA").

:.:;.15 See' Open E nroﬂment ﬂyer for more p!an mformatfo o

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

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

* Cafateria 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
eligible balance isn’t 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 option. Eligible balances roll over to the next plan year when you re-enroll in the Health Care FSA for the new
plan year and the rollover 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-enrollment 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 Guidefines can be found at
CPA125.com and | qualify to participate in the FSA Dependent Care plan. | agree to notify the plan administrator in writing within 30 days should |
experience a change in need or no longer meet the |RS's eligibility criteria. Dependents must qualify under regulations set forth in [RC sections 152 and 129,

* Tax advice: H 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-mai! confirmation will be sent once your enrollment is processed.

IR L 1 AL






BCSTOPIY
MUTLIAL,

LIFE INSURAMNCE

Basic Life and Accidental Death &
EEERERD Dismemberment (AD&D) Benefit Summary
- 1891~

R Designed for the Employees of
FAMILY MATTERS. NO MATTER WHAT®

Town of East Bridgewater

ELIGIBILITY & BENEFIT FEATURES

Class 1: All Eligible Active Employees 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 far 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 shalf terminate upon the employee’s termination of employment.

ADDITIONAL FEATURES

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

Portability: If you leave your employer prior to age 8@, 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 their 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 Waiver 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 palicy,
Boston Mutual will continue your insurance without any further payment of premiums subject to the provisions of the contract.

Also Included: Education Benefit, Seat Belt Benefit, and Repatriation of Remains Benefit,

Under the AD&D coverage, benefits are not payable for losses caused by or contributed to by: self-inflicted injuries; suicide or
attempted suicide; riot or war; diseases; ptomaine or bacterial infection; drug and/or alcohol abuse; commission of an assault or felony
by an employee; accident while serving on actlve duty; travel or flight in any aircraft or device which can fly above the earth’s surface
{does not apply te commercial flights); or injury which occurred before the employee was insured by this policy. All exclusion details are
stated in the master policy 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 claim. Any discrepancies
between this summary and the master policy will be resolved by the language issued in the master policy. For complete details of coverage
and availability, please refer to your certificate or contact your benefits administrator.

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

Policy Series GRTP 04/99 335-3952 5/18
32b
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Voluntary Term Life and Accidental Death &
Dismemberment Benefit Summary dssue Age pricing)

Designed for the Employees of

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

ELIGIBILITY & BENEFIT FEATURES

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

Dependent coverage is available only if the employee elects coverage. Dependents may not be insured if they are confined to a medicdl facility. If
the employee is not actively at work on the effective date of coverage, the insurance will become effective on the date of the employee’s return to
active employment.

Employee coverage maximum of $500,000 , sold in increments of $10,000 . 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 1 to 19 years: $10,000 (age 25 for full-time students)

A spouse or child who is also an employee cannot be insured os o dependent. If both spouses are insured us emplayees of the same group, their
chifdren can be insured as dependents of one spouse only.

COST OF COVERAGE

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

GUARANTEED ISSUE

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

Guaranteed Issue Amounts

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

All life insurance coverage for dependent children is guaranteed issue If applied for during the initial 31 day eligibility period.

REDUCTIONS iN BENEFITS

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

to 65 % 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 T0 . Dependent children coverage terminates upon netice that alf dependent
children are no longer eligible. Alf insurance benefits shall terminate upon the employee’s retirement,

see other side

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

Policy Series GRTP 04/9% 335-3948 318
32b



ADDITIONAL FEATURES

Accidental Death & Dismemberment: The Voluntary Life Insurance benefit is doubled If death is the result of a covered
accident. Dismemberment benefits are payable for loss of eyesight or limbs according to the policy provisions.

Portability: If you leave your employer prior to age 60 , the coverage Is portable for you, your spouse under age 60 and
ail eligible dependent children. You may elect to exercise this option in accordance with the provisions as defined by the
policy. The coverage weuld not include Waiver of Premium or Group Voluntary ADRD.,

Conversion: Employees have 31 days from the date of termination to convert the voluntary 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 Waiver of Premium or Voluntary 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 Mutual will continue your insurance without any further payment of premiurmns 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, resuiting in a iife expectancy of tweive months or less, to receive a portion of the life insurance benefit prior to death.
The remaining benefit will be paid to the beneficiary. To be eligible, 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
accidental death 8 disrnemberment only,

Under the AD&D coverage, benefits are not payable for losses caused by or contributed to by: intentionally self-inflicted
injuries; suicide or attempted suicide; riot or war; diseases; ptomaine or bacterial infection; drug and/or alcohol abuse;
commission of an assault or fefony by an employee; accident 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 commerclal flights); or injury which occurred before the
employee was insured by this policy. All exclusion details are stated in the master policy and certificate which may be
reviewed through your benefits administrator.

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



Issue Age Life and AD&D Premiums*

Designed for the Employees of Town of East Bridgewater TAMILY MATTERS.
o e rerrererre— e NO MATTER WHAT?
o ::-___::g_'Gu'a-ranteed-lss'ue-.Amounts R S e e et
Age 18-59 60-89 70+
|Employee | $100,000 | $50,000 | $10,000
|spouse $30,000 | $20,000 NJA

Employees may elect in increments of $10,000 to a maximum of the lesser of 5 times salary or $500,000,
onthly Premium® - Life and ADRD

Employee M

] $10,000: $400,000

. Ag +17$30,000} = '$50,000::] '$70,000:|:$80.000 . |:$90,000°
“Under 20 $1.20 $3.60 $4.80 $6.00 57.20 $8.40 $9.60 $10.80 | %12.00
B TE T $1.20 $3.60 $4.80 $6.00 $7.20 $8.40 $9.60 $10.80 | $12.00

G 20- 2450

$1.20
$1.20
$1.60
$2.40
$3.50
$5.60
$7.90
$13.30

$3.60 $4.80 $6.00 $7.20 $8.40 $9.60 $10.80 $12.00
$3.60 $4.80 $6.00 $7.20 $8.40 $9.60 $10.80 $12.00
$4.80 $6.40 $8.00 $9.60 $11.20 $12.80 $14.40 $16.00
$7.20 $90.60 $12.00 $14.40 $16.80 $19.20 $21.60 $24.00
$10.50 $14.00 $17.50 $21.00 $24.50 $28.00 $31.50 $35.00
$16.80 $22.40 $28.00 $33.60 $39.20 $44.80 $50.40 $56.00
$23.70 $31.60 $39.50 $47.40 $55.30 $63.20 $71.10 $79.00
$39.90 $53.20 $66.50 $79.80 $93.10 | $106.40 | $119.70 | 3133.00
$22.50 $67.50 $90.00 | $112.50 | $135.00 | $157.50 | $180.00 | $202.50 | $225.00
$30.70 $119.10 | $158.80 | $198.50 | $238.20 | $277.90 | $317.60 | $357.30 | $397.00
$67.90 | $13580 | $203.70 | $271.60 | $339.50 | 3407.40 | $475.30 | $543.20 | $611.10 | $679.00
$10.940 | $109.40 | $218.80 | $328.20 | $437.60 | $547.00 | $656.40 | $765.80 | $875.20 | $584.60 | $1,004.00

Monthly. |
Rate per.
14,0007
$0.120
$0.120
$0.120
$0.120
$0.160
$0.240

- |$120,000 | $130,000:| $140,000 | $150,000 | $160,000 | $170,000-| $180,000. | $190:000 | $200,000
$14.40 | $1560 | $16.80 | $18.00 | $19.20 | $2040 | $21.60 | $22.80 | $24.00
$14.40 | $1560 | $16.80 | $18.00 | $19.20 | $2040 | $21.60 | $22.80 | $24.00
$14.40 | $1580 | $16.80 | $18.00 | $19.20 | $2040 | $21.60 | $22.80 | $24.00
$14.40 | $15.60 | $16.80 | $18.00 | $19.20 | $20.40 | $21.60 | $22.80 | $24.00
$19.20 | $20.80 | $22.40 | $24.00 | $25.60 | $27.20 | $28.80 | $3040 | $32.00
$28.80 | $31.20 | $33.60 | $36.00 | $38.40 | $40.80 | $43.20 | $4580 | $48.00
$0.350 $42.00 | $45.50 | $49.00 | $52.50 | $56.00 | $59.50 | $63.00 | $66.50 | $70.00
$0.560 §67.20 | $72.80 | $78.40 | $84.00 | $89.60 | $9520 | $100.80 | $106.40 | $112.00
$0.790 | $86.90 | 534.80 | $102.70 | $110.60 | $118.50 | $126.40 | $134.30 | $142.20 | $150.10 | $158.00
$1.330 | $146.30 | $150.60 | $172.90 | $186.20 | $199.50 | $212.80 | $226.10 | $238.40 | $252.70 | $266.00
$2.260 | $247.50 | $270.00 | $292.50 | $315.00 | $337.50 | $360.00 | $382.50 | $405.00 | $427.50 | $450.00
$3,970 | $435.70 | $476.40 | $516.10 | $555.80 | $595.50 | $636.20 | $674.90 | S714.60 | $754.30 | $754.00
$6.780 | $746.00 | $814.80 | $882.70 | $950.60 | $1,018.50] $1,086.40| $1,154.30| $1,222.20 $1,290.10| $1,358.00
$10.940 [$1,203.401$1,312.80] $1,422.20] $1,531.60] $1,641.00| $1,750.40 | $1,859.80| $1.969.20 | $2,078.60| $2,188.00

Dependent Child{ren) Coverage - Life Only - $1.90 per Family Uni{, All Guaranteed lssue.
$1,000 - 14 days to 1 year

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

(The emplayee must be enrolled in the Voluntary Life Plan in order fo enroll the Spouse andfor Children.)

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

Rates are effective as of the date shown above. Group fife poficies are underwritten by Boston Mulual Life Insuranice Company under Policy form BML GRTP 439, subject to state
availabilily. Froduct offerings may vary depending on state laws and regulations. Policies have exclusions and limitations which may affect any benefits payable. For complete
detalls of coverage and availabiiity, please refer lo your certificale or contact your benefifs administrator,

*Premiums shown above are based on current monthly rales and may vary from billed premiums,

A13-13842-04 19-MOEVTLI {147
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Issue Age Life and AD&D Premiums* | 7

Designed for the Employees of Town of East Bridgewater FAMILY MATTERS,

_ge 18-59 60-69 70+
Employee | $100,000 | $50,000 | $10,000

Spouse $30,000 | $20,000 NIA

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

Empmyee Manthly Premium™ - Life and AD&D

- Age 1,000 |$210,000 [$220,000 [$230,000. | $240,000 | $250,000 | $260,000 | $270,000 | $280,000 |$290,000
“Under20 | $0.120 | $95.20 | $7640 | $2760 | $28.80 | $30.00 | 53120 | $3240 | $33.60 | $34.80
20-24° | $0.120 | $2520 | $2640 | $27.60 | $28.80 | $30.00 | $31.20 | $32.40 | $33.60 | $34.80

+25-297 | $0.120 $25.20 $26.40 $27.60 $28.80 $30.00 $31.20 $32.40 $33.60 $34.80

30-34:57| $0.120 $25.20 $26.40 $27.60 $28.80 $30.00 $31.20 $32.40 $33.60 $34.80

- 36-39°1| $0.160 $32.60 $35.20 $36.80 $38.40 $40.00 $41.60 $43.20 $44.80 $46.40
4044 $0.240 $50.40 $52.80 $55.20 $57.60 $60.00 $62.40 $64.80 $67.20 $68.60

45497 | §$0.350 $73.50 $77.00 $80.50 $84.00 $87.50 $91.00 $94.50 $98.00 : $101.50 | $105.00
.o 50-54 |  $0.560 $117.60 | $123.20 | $128.80 | $134.40 | $140.00 | $145.60 | $151.20 | $156.80 { $162.40 | $168.00

.-55-}59_.:1'.'- $0.790 $165.90 | $173.80 | $181.70 | $189.60 | $197.50 | $205.40 | $213.30 | $221.20 | $220.10 { $237.00

1 80-64 0 $1.330 $279.30 | $292.60 | $305.90 | $319.20 | $332.50 | $345.80 | $359.10 | $372.40 | $385.70 | $399.00

. 65695 $2.250 $472.50 | $495.00 | $517.50 | $540.00 | $562.50 | $585.00 | $607.50 | $630.00 | $652.50 | $675.00

LOT0T4 | $3.970 | $833.70 | $873.40 | $913.10 | $952.80 | $992.50 [$1,032.20] $1,071.90{ $1,111.60( $1,151.30] $1,191.00

2757950 $6.790 | $1,425.90| $1,493.80] $1,561.70] $1,629.60] $1,697.50 $1,765.40| $1,833.30] $1,901.20| $1,969.10] $2,037.00

280+ 1 $10.940 [$2,297.40]$2,406.80] $2,516.20] $2,626.60] $2,735.00] $2,844.40] $2,953.80] $3,063.20| $3,172.60] $3,282.00

:|; Monthiy: [:
"_jRateper_: L e e B L e N B
15,000:5 ] $310,000:1 $320,000: | $330,000: | $340,000 | $350,000° | $360,000;

00 |'$380,000. | $390,000 | $400,000:

$0.120 $37.20 $38.40 $39.60 $40.80 $42.00 $43.20 $45.60 $46.80 $48.00

$0.120 $37.20 $38.40 $39.60 $40.80 $42.00 $43.20 $45.60 $46.80 $48.00

$0.120 $37.20 $38.40 $39.60 $40.80 $42.00 $43.20 $45.60 $46.80 $48.00

$0.120 $37.20 $38.40 $39.60 $40.80 $42.00 $43.20 $45.60 $46.80 $48.00

$0.160 $49.60 $51.20 $52.80 $54.40 $56.00 $57.60 $60.80 $62.40 $64.00

$0.240 $74.40 $76.80 $79.20 $81.60 $84.00 $86.40 $88.80 $91.20 $93.60 $06.00

$0.350 $108.50 | $112.00 | $115.50 | $119.00 | $122.50 | $126.00 | $129.50 | $133.00 | $138.50 | $140.00

$0.560 $173.60 | $175.20 | $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 $697.50 | $720.00 | $742.60 | $765.00 | $787.50 | $810.00 | $832.50 | $855.00 | $877.50 | $900.00

$3.970 |%$1,230.70} $1,270.40| $1,310.101 $1,349.80 | $1,389.50] $1,429.20| $1,468.90| $1,508.60] $1,548.30| $1,588.00

$6.790 {5$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

| ._80+ 2] $10.940 1$3,391.40] $3,500.80] $3,610.20] $3,719.60| $3,829.001 $3,938.40 [ $4,047.80 | $4,157.201 $4,266.60 | $4,376.00

Dependent Child{ren) Covarage - Life Only - $1.90 per Family Unit. All Guaranteed Issue.
$1,000 - 14 days t6 1 year

$10,000 - 1yr to 19yrs {25yrs if a Full-Time Student)

{The employee must be enrolled in the Voluntary Life Plan in order to enroll the Spouse andfor Ghildren.}

*Issue Age Premiums - The premium for your coverage is paid by you. Issue Age pricing means that your rates (and your spouse’s If
applicable) de not change with age. After the initial rate guarantee period, the employer is subject 10 an annual review and possible rate
changes.

Rates are effective as of the dale shown above. Group life policles are underwritten by Boston Mutual Life insurance Company under Policy form BML GRTP 4/99, subject fo state
avaftabllity. Product offerings may vary depending on siate laws and ragufations. Policles have exclusions and limitations which may affect any benofits payable. For complale
delails of coverage and availability, please refer to your certificate or contact your benefils adminisirataor.

“Premiums shown above are based on curent monthly rates and may vary from bilfed premiums.

413-13942-0418-MOEVTL /17
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BOSTON MUTUAL LIFE INSURANCE COMPANY

1-800-669-2668 x700

BOSTEON

120 Royall Street » Canton, MA 02021

PLEASE PRINT OR TYPE

Town of East Bridgewater

Please refer to your Administration Kit for envollment and mailing instructions

e : A 'GROUP BENEFITS ENROLLMENT FORM

MUTTUAL

School

Employer/Policyhalder

Depe. ID

-+ Employee Name (Last, First, Middle)

Social Secarity Number

g
=l
E
;j-i%a?;
B

“““You Must Have Basic Coverage to Flect Voluntary Coverage
BASIC:

Group #1337 Div. 1 YES NO Insurance Amount
LIFE & AD&D - Q o s

20 You Must Have Voluntary Coverage to Elect Depéndent Coverage -

¢ )
¢ Home Address (Strees; Ciey, Seare, Zip) Telephone #
PAYROLL [J Weekly U Bi-Weekly
Gender (M/F) . Occupation ar Job Tide Date of Birth Age TYPE: O Monthly [ Anauat  Earnings: $
Average Houes Warked  Dare of Hire or Date of Full Time Employment if differens  Effective Dare State Class
- Spouse (Last, Fivst, Middle) Gender (M/F) Date of Rirth Age  No. of Dependents

VOLUNTARY:

Group # 13942 Div. YES NO Insurance Amount
LIFE & AD&D a 0 3

SPOUSE Q a %

DEPENDENT LIFE:

CHILD(REN) o oo s

“Name of Your Beneficiarylies) for Life and/or AD&D Bénefits: (7ol j’er&:ﬁ‘égé bffieiuf?t st el 100%) List Additional Beneficiaries bn separate sheet

Primary Beneficiary(ies): Residential Address

Date of Birth

Sockal Security # Tel. # Relationship % of Benefit

Contingent Beneficiary{ies):

proceeds to you.

If you designate more than one beneficiary, please be sure the total percentages of benefit equals 100%. If you do not designate a percentage
payable for each beneficiary, the total proceeds payable will be divided egually among each beneficiaty, If an insured dependent dies, we will pay the

1 apply for the insurance for which L am now eligible (or for which I may become eligible) under the provisions of the Group Policy or Group Policies issued

% to my employer by the Boston Mucual Life Insurance Company and authorize deduerions, if any, from my earnings of the required premium
ceq: conuibution toward the cost of the insurance. [ understand that if I am disabled on the date my insurance wonld otherwise become effeciive, I shall
= only become insured on the date I return to active full-time work. 1 further understand that if I decline insurance coverage for which I am now eligible

- and I desire to parricipate in the plan ar a later date, I must furnish, at my own expense, evidence of insurability satisfactory to Boston Mutual Life

Insurance Company.

Signature of Employee

Date

Employee Name
(Last, First, Midile)

Employee/Policyholder

Group Nao.

I 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 do so with respect to:

L Basic Life & AD&D

0 Volunrtary Life & AD&D

Q Dependent Life

1 further understand that if T desire to participace in the Plan at a lacer dare with respect o the coverage checked, I must furnish, at my own expense, evidence

of insurability satisfactory to Boston Mutual Life Insurance Company.,

Signature of Employee

Dare

Signature of Witness

Date

BML-32BBas-Vol-ENR

PY 241-285 9113






W) EQUITABLE

Facts about a 403(b) plan

Preparing for a comfortable retirement

A 403(b) is like a 401(k)

A 403(b) is a retirement plan designed specifically for educators that can .
supplement your pension and help you enjoy a more comfortable retirement.
If you work in education (or for a research or nonprofit organization}, you may
be eligible for a 403(b) retirement plan available through your employer. No
matter where you are in life, it can be a smart choice that may give you a

level of confidence along your path to a fulfilling future.

How a 403(b) plan can help

- Every dollar counts. You can set your own goals and start saving whatever amount works for you.

You have the flexibility to start or stop and increase or decrease your contributions up to the federal
maximum, at any time.

+ It's automatic. Because your savings are deducted right from your paycheck, you pay yourself first.

That can make it easier to save. You can contribute with pretax dollars and, if your plan permits, Roth

after-tax dollars.

It's flexible. You select the investments you're most comfortable with — and change them

when you want.

+ Your money grows tax-deferred until you withdraw it from your account, which is typically when
you're retired and in a lower tax bracket. One way to grow your investments more quickly is by
reducing the amount of tax you pay along the way. Since your contributions, plus all of your eamings,
stay invested for the future, your money grows faster than if it were in a taxable account.

.

The boost from pretax contributions

A 403(b) plan lets you save more than you could in a regular
savings account or other taxable investment,

Here’s how it works:

Let’s say you can budget $1,000 to save each month. If If you The pretax equivalent
that $1,000 is deducted from your paycheck pretax (and can budget: would be:

you're in the 24% tax bracket), you could actually increase e ———
the contribution to $1,315.78. Your take-home pay would $100 0 BIBLET
still only be reduced by $1,000. There's ne change to your v T T e
budget, but there's an extra $315.78 available for potential $200 i §328.84 -
earnings in your 403(b). 8800 $eE78e

And if $1,000 per month is more than you can save right 8750  $;986.84. B

now? Remember that every dollar counts. Look at the T e s e F
difference-that saving with pretax dollars means at $1,000 0 $131678 -

any amount,




The power of tax deferral

One of the other benefits of a 403(b} plan is that, once your money is in there, it can continue
to grow tax-free.

Let’s think about your $1,000 contribution again. If that $1,000 went straight into your bank
account — or into a taxable investment — you'd owe $240 in taxes (again, assuming a 24% tax
bracket), so only $760 of your $1,000 would be availablie for you to spend or save.

Instead, if you contribute to a 403(b) plan, straight from your paycheck, the full $1,000 —

and any amount it earns — remains invested for the future.

Questions you may have

Q.

A.

O

>0

Q.
A

. You can withdraw money with no penalty:

Q.
A.

Can [ roll over a 403(b) from my

previous job?

Yes, you can roll over funds from other retirement
plans, including 401(k), 401(a}, 457(b), IRA or SEP

Into your 403(b) (and roll funds from your 403(b) into
other retirement plans, If your employer’s plan allows).

. How much can | contribute?

Up to $19,600 per year or 100% of your compensation,
whichever is lower)

. Is there any way to contribute more?

If you're age 50 or older, you can also make “catch-up”
contributions of up to $6,500 per year. And if you
have 15 years of service or more with the same
employer, you may be eligible to contribute and
additional $3,000 per year, up to a maximum

of $15,000.

. Once | start, do | have to keep contributing

at the same rate?
No, you can stop or change contributions at
any time, as long as your employer’s plan allows.

When can l'access my money?

+ Starting at age 59% or at age 55 if you stop
working; or

+ Earlier if the need for the withdrawal is caused by
death, disability or medical hardship that meets
specific requirements,

You're required by regulation to take distributions

starting at age 70% or the year you stop working,

whichever comes later.

Can | borrow from my account sooner?

You can borrow a percentage of your account value if
your employer’s plan allows. You must repay the loan
within 5 years, or within 10 years If the loan was used
to buy your primary residence.

Putting it all together .
Look for flexible investment options

A 403(b) Is a long-term Investment strategy. As your
goals change over time, your retirement plan should
avolve as well. Look for a well-rounded mix of
investment options that allows you to make cholces
that match your own goals, needs and tolerance for
{risk at every stage of life.

Take advantage of a guiding hand

A common trait among top savers is that they get
help from a financial professional and educational
resources to guide smart chalces and keep their plan
on track as [ife evolves. It can lead to higher account
balances and more confidence in your future. So take
advantage of the personal attention, digital tools and
24-hour account access that your employer’s

plan offers,

Get smart about costs

Here are some questions you should ask — and your
plan provider should have clear answers ready: What
sales charges or administrative fees does the plan
provider charge? Are they ever waived? When they
report on performance of different investment options,
are the numbers shown net of fees {or in other words,
shown with the fees subtracted?



Retirement is about making the most of what
you have to achieve the freedom to pursue your
passions. Consider how a 403(b) can help you
feel empowered to make choices for a
meaningful life as you define it, while finding
fulfiliment in your day-to-day.

1 This limit Is effective through December 3%, 2020, and will be indexed in future years.

Please be advised that this decuntent is not intended as legal or tax advice. Accordingly, any tax information provided in this document is not intended or
written to be used, and cannot be used, by any taxpayer for the purpose of avoiding penalties that may be imposed on the taxpayer. The tax information was
written to support the promotion or marketing of the transaction(s) or matter(s) addressed, and you shoufd seek advice based on your particular
circumstances from an independent tax advisor,

Variable products are issued by AXA Equitable Life Insurance Company (AXA Equitable) (Y, NY) and are co-distributed by AXA Advisors, LLC (member
EINRA, 81PC) and AXA Distributors, LLC. AXA Equitable, AXA Advisors and AXA Distributors are affifiated companias and do rot provide tax or legal advice.

“Equitable Advisors” is the brand name of AXA Advisors,

“Equitable” is the brand name of Equitahle Holdings, Ine. and its family of companies, inchding AXA Equitable Life Insurance Company (AXA Equitable, NY,
NY); AXA Advisors, LLC; and AXA Distributors, LLC, The obligations of AXA Equitable are backed solely by its claims-paying ability.

Variable Annuities: - Are Not a Deposit of Any Bank - Are Not FDIC Insured + Are Not Insured by Any Federal Government Agency
+ Are Not Guaranteed by Any Bank or Savings Association - May Go Down in Value

Equitable Financial Life Insurance Company (NY, NY}

© 2020 AXA Equitable Lifa Insurance Company. Al rights reservad, New York, NY 10104, (212) 554-1234.
GE-131383 (12/19) {Exp. 1/21) | GT17996 | Cat. #161405 (1/20)

o
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Approved 403(b) Vendors:

Ameriprise Financial Services, Inc
Representative: Michael Mclntyre
Phone: 781-356-2086

AXA Equitable
Representative: Susan Barber or Matthew Miller
Phone; 781-820-2184 or 508-680-4572

Security Benefit/LPL Financial
Representative: Michael Kelley
Phone: 781-934-2502







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
Januaty
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

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

Reason for Waiver of Coverage — check ali 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. [
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:







You are completing this form bacause you ha,‘}.re ‘decii -t participate in your employer sponsored health
insurance plan and/or have dec[ined to partmlpat&m :he gmployer s “Section 125 Cafeteria Plan" pre-tax
on a pre-tax hasis. For information about affordable "P':ealth msurance aptions, visit the Commonwaealth
Connector at < www.mahealthconnector.org >,

Employers: please complete this séction. See reverse side for instructions.
Employer Name: Town of East Bridgewater FEIN: 04-6001137
Employer D/B/A: :
s Employer Address: 175 Central Street
2| City | State | ZIP Code: East Bridgewater, Ma 02333
g
W1, Did you offer a “Section 125 Cafeteria Plan” to this employee? Yes No D
2. Did you offer employer sponsored health insurance to thls employee? Yes E] No D
3. If you offered sponsored Insurance to this employee, what is the dollar amount
of the employee’s poition of the manthly premium cost of the least expensive $
Individual health plan offered by the employer to the employee? (If did not offer
sponsored Insurance, leave blank.)
Employees; please complete this section. See reverse side for instructions.
Employeae First Name Middie Initial
Y
g Employee Last Name Suffix {e.g., Sr, i)
3 | |
2| | |
g
m
1, Did you accept your employer sponsored health insurance? Yes No Offered
2, Dld you agree to use your employer’s “Section 125 Cafeterla Plan” D l:l None
to purchase health insurance? Yes No Offered
3, Do you have other health insurance? Yes D No D

Employee Affidavit

1 hereby affirm, under penaitles of pearjury, that ali the Informatfon provided herein Is true to the best of my knowledge. I also
understand that If I de not have health Insurance I may be responsible for the full costs of all medical treatment, that I may forfeit all or
a portion of my Massachitsetts personal tax exemption and be subject to other penalties pursuant to M.G.L ¢. 111M, that the Employee
Health Insurance Responsibility Disclosure (HIRD) Form contains Information that must be reported In my Massachusetts tax return,
and that 1 am required to malntalh a copy of the signed HIRD Form,

Employea Sighature Date (MM/DD/YY)
| I~ 1 -1 1 |

The employer must retain this document for three (3) years and make It available upon reguest to the Divislon 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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