Town of Merrimac
New Employee Form

(Full-Time)
Employee #: Name:
Address: Department: ( )
Position:
Phone: ( ) - Date of Employment: / /
SSN: - - Date of Birth: / /
Marital Status: Emergency Contact:
Rate/Hour: $_  Weekly Hours: Emergency Phone: ( ) -

Please complete the attached forms:

]

W-4 Employee Withholding Allowance Certificate:
The I.R.S. requires us to obtain your name and social security number exactly as they appear on your Social

Security Card. Please show your Social Security Card for verification.

I-9 U.S. Department of Justice - Employment Eligibility Verification:

This form verifies your identity and employment authorization to work in the United States. Instructions are

included with the form along with the Lists of Acceptable Documents. Original documents are required.

SSA 1945: Acknowledgement that position is not covered by Social Security.

Essex Regional Retirement Board: Make sure to fill out completely and return with required documents. You

must provide a copy of your birth certificate for enrollment. Note: If you chose ¢“Option D” on the beneficiary

selection page, you must furnish a copy of the beneficiary’s birth certificate. If the beneficiary is your spouse, you

must also provide a copy of the marriage certificate.

Health Benefits: For health, dental, and vision insurance options, please visit

https://townofmerrimac.com/employee-resources/

» Complete Health Insurance Responsibility Disclosure Form if you decline to participate in the health
insurance plan.

Boston Mutual Life Insurance (OPTIONAL): $10,000 Life and Accidental Death and Dismemberment

insurance is available.

Boston Life Insurance Co. Authorization to Obtain Information for Underwriting:

If you elect to have Life with AD&D insurance, we must obtain your authorization for an investigative consumer

report.

Refusal of Insurance: This form must be completed if you elect not to sign up for Life and AD&D.

Salary Redirection Agreement: This form must be completed if you elect to have your insurance deducted on a

pretax basis.

Summary of the Conflict-of-Interest Law for Municipal Employees and Online Ethics Training: The website

is https://www.mass.gov/how-to/complete-the-conflict-of-interest-law-education-requirements Print and return

certificate.

Pre-employment Physical and Screening: Must be completed and received by payroll dept. PRIOR to start date.

Please schedule at your convenience with ConvenientMD-clinic locations attached.

Direct Deposit: Your paycheck will be deposited directly into the bank account(s) of your choice. Please provide a

voided check.

Paperless Pay Stubs: Provide your email address to select this option

Deferred Compensation Plan and Supplemental Insurance (OPTIONAL): For SMART plan and AFLAC

benefit information, please visit https:/townofmerrimac.com/employee-resources/ for information.

By signing below, employee agrees that they have received a copy of the “Personnel Policies and Procedures.”
Which is available online at https://townofmerrimac.com/employee-resources/

/ /

Employee Signature Date
Town of Merrimac, 2-8 School Street, Merrimac, MA 01860 Tel: (978) 346-0524



https://townofmerrimac.com/employee-resources/
https://www.mass.gov/how-to/complete-the-conflict-of-interest-law-education-requirements
https://townofmerrimac.com/employee-resources/
https://townofmerrimac.com/employee-resources/

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

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

Department of the Treasury Give Form W-4 to your employer. 2 @ 2 6

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

Step 1: (@) First name and middle initial Last name (b) Social security number

Enter Address Does your name match the

Personal name on your social security

: card? If not, to ensure you get

Information City or town, state, and ZIP code credit for your earnings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

(c) |:| Single or Married filing separately
|:| Married filing jointly or Qualifying surviving spouse
|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Caution: To claim certain credits or deductions on your tax return, you (and/or your spouse if married filing jointly) are required to have a social security
number valid for employment. See page 2 for more information.

TIP: Consider using the estimator at www.irs.gov/W4App to determine the most accurate withholding for the rest of the year if you:
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your
marital status, number of jobs for you (and/or your spouse if married filing jointly), dependents, other income (not from jobs),
deductions, or credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next
year, use the estimator again to recheck your withholding.

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, and when to use the estimator at www.irs.gov/W4App.

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 withholding depends on income earned from all of these jobs.

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step (and Steps 3-4). If

you or your spouse have self-employment income, use this option; or
(b) Use the Multiple 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 Step 2(b) if pay at the lower paying job is more than half of the pay at
the higher paying job. Otherwise, Step 2(b) is more accurate .

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding 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
Claim married filing jointly):
Dependent (a) Multiply the number of qualifying children under age 17 by
and Other $2200 . . . . . ... 3(a) |$
Credits (b) Multiply the number of other dependents by $500 . . . |3(b)|$

Add the amounts from Steps 3(a) and 3(b), plus the amount for other credits. Enter the

total here . 3 [$
Step 4: (a) Other income (not from jobs). If you want tax withheld for other income you
Other expect this year that won't have withholding, enter the amount of other income here.
Adjustments This may include interest, dividends, and retirementincome . . . . . . . . |4(a)|$

(b) Deductions. Use the Deductions Worksheet on page 4 to determine the amount of

deductions you may claim, which will reduce your withholding. (If you skip this line,
your withholding will be based on the standard deduction.) Enter the resulthere . . [4(b)|$

(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |[4(c)|$
Exempt from | claim exemption from withholding for 2026, and | certify that | meet both of the conditions for exemption for
withholding 2026. See Exemption from withholding on page 2. | understand | will need to submit a new Form W-4 for 2027 . []
Step 5: Under penalties 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 | Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 (2026) Created 12/8/25



Form W-4 (2026)

Page 2

General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted.

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/FormWA4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
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 generally be due
a refund. Complete a new Form W-4 when changes to your
personal or financial situation would change the entries on the
form. For more information on withholding and when you must
furnish a new Form W-4, see Pub. 505, Tax Withholding and
Estimated Tax.

Exemption from withholding. You may claim exemption from
withholding for 2026 if you meet both of the following
conditions: you had no federal income tax liability in 2025 and
you expect to have no federal income tax liability in 2026. You
had no federal income tax liability in 2025 if (1) your total tax on
line 24 on your 2025 Form 1040 or 1040-SR is zero (or less than
the sum of lines 27a, 28, 29, and 30), 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 withheld from your
paycheck and may owe taxes and penalties when you file your
2026 tax return. To claim exemption from withholding, certify
that you meet both of the conditions by checking the box in the
Exempt from withholding section. 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 16, 2027.

Your privacy. Steps 2(c) and 4(a) ask for information regarding
income you received from sources other than the job associated
with this Form W-4. If you have concerns with providing the
information asked for in Step 2(c), you may choose Step 2(b) as
an alternative; if you have concerns with providing the
information asked for in Step 4(a), you may enter an additional
amount you want withheld per pay period in Step 4(c) as an
alternative.

When to use the estimator. Consider using the estimator at
www.irs.gov/W4App if you:

1. Are submitting this form after the beginning of the year;
2. Expect to work only part of the year;

3. Have changes during the year in your marital status, number
of jobs for you (and/or your spouse if married filing jointly), or
number of dependents, or changes in your deductions or
credits;

4. Receive dividends, capital gains, social security, bonuses, or
business income, or are subject to the Additional Medicare Tax
or Net Investment Income Tax; or

5. Prefer the most accurate withholding for multiple job
situations.

TIP: Have your most recent pay stub(s) from this year available
when using the estimator to account for federal income tax that
has already been withheld this year. At the beginning of next
year, use the estimator again to recheck your withholding.

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 employee. If
you want to pay these taxes through withholding from your
wages, use the estimator at www.irs.gov/W4App to figure the
amount to have withheld.

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

Specific Instructions

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

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work. Submit a separate Form W-4 for each job.

Option (a) most accurately calculates the additional tax you
need to have withheld, while option (b) does so with a little less
accuracy.

Instead, if you (and your spouse) have a total of only two jobs,
you may check the box in option (¢). The box must also be
checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be cut in
half for each job to calculate withholding. This option is accurate
for jobs with similar pay; otherwise, more tax than necessary
may be withheld, and this extra amount of tax withheld will be
larger the greater the difference in pay is between the two jobs.

Multiple jobs. Complete Steps 3 through 4(b) on only
A 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 dependent who generally lives
with you for more than half the year, and must have the required
social security number. You (and/or your spouse if married filing
jointly) must have the required social security number to claim
certain credits. 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 eligibility
requirements 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 so, 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 will increase your paycheck and reduce the amount
of any refund you may receive when you file your tax return.

Step 4.

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 15, if you expect to claim deductions other than
the basic standard deduction on your 2026 tax return and want
to reduce your withholding to account for these deductions.
This includes both itemized deductions and other deductions
such as for qualified tips, overtime compensation, and
passenger vehicle loan interest; student loan interest; IRAs; and
seniors. You (and/or your spouse if married filing jointly) must
have the required social security number to claim certain
deductions. For additional eligibility requirements, see Pub. 501.

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

CAUTION



Form W-4 (2026) Page 3

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

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 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1 Two jobs. If you have two jobs or you’re married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 5. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skiptoline3 . . . . . . . . . . . . . . . . . . . . . 1 $

2 Three jobs. 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 5 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 valueonline2a . . . . . . . . . . . . . . . . . . . ... 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 “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 5 and enter this amount
onlne2b . . . . . . . . . . . . . . ... ... 25

¢ Add the amounts from lines 2a and 2b and enter the result online2¢c . . . . . . . . . . 2c $

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¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the highest paying job (plus any other additional
amount you want withheld) . . . . . . . . . . . . . oo L . L0 L oL 4 3




Form W-4 (2026)
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Step 4(b)—Deductions Worksheet (Keep for your records.)

See the Instructions for Schedule 1-A (Form 1040) for more information about whether you qualify for the deductions on lines 1a, 1b,
1c, 3a, and 3b.

1

N

10

11

12

13
14

15

Deductions for qualified tips, overtime compensation, and passenger vehicle loan interest.
a Qualified tips. If your total income is less than $150,000 ($300 000 if married filing jomtly) enter
an estimate of your qualified tips up to $25,000

b Qualified overtime compensation. If your total income is less than $150 000 ($3OO 000 if married
filing jointly), enter an estimate of your qualified overtime compensation up to $12,500 ($25,000 if
married filing jointly) of the “and-a-half” portion of time-and-a-half compensation . .

¢ Qualified passenger vehicle loan interest. If your total income is less than $100,000 ($200 000 if
married filing jointly), enter an estimate of your qualified passenger vehicle loan interest up to $10,000

Add lines 1a, 1b, and 1c. Enter the result here . .

Seniors age 65 or older. If your total income is less than $75 000 ($1 50 000 |f marrled f|||ng jomtly)

a Enter $6,000 if you are age 65 or older before the end of the year

b Enter $6,000 if your spouse is age 65 or older before the end of the year and has a socnal securlty
number valid for employment

Add lines 3a and 3b. Enter the result here .o . .o e e e

Enter an estimate of your student loan interest, deductible IRA contributions, educator expenses,

alimony paid, and certain other adjustments from Schedule 1 (Form 1040), Part Il. See Pub. 505 for

more information e e e o e . .

Itemized deductions. Enter an estimate of your 2026 itemized deductions from Schedule A (Form

1040). Such deductions may include qualifying:

a Maedical and dental expenses. Enter expenses in excess of 7.5% (0.075) of your total income

b State and local taxes. If your total income is less than $505,000 ($252,500 if married filing
separately), enter state and local taxes paid up to $40,400 ($20,200 if married filing separately)

¢ Home mortgage interest. If your home acquisition debt is less than $750,000 ($375,000 if
married filing separately), enter your home mortgage interest expense (including mortgage
insurance premiums) . . .

d Gifts to charities. Enter contributions in excess of 0. 5% (0 005) of your total income

e Other itemized deductions. Enter the amount for other itemized deductions

Add lines 6a, 6b, 6¢, 6d, and 6e. Enter the result here

Limitation on itemized deductions.

a Enter your total income

b Subtract line 4 from line 8a. If line 4 is greater than I|ne 8a enter -0- here and on I|ne 10 Sklp I|ne 9

 $768,700 if you’re married filing jointly or a qualifying surviving spouse

Enter: » $640,600 if you’re single or head of household

¢ $384,350 if you’re married filing separately

If line 9 is greater than line 8b, enter the amount from line 7. Otherwise, multiply line 7 by 94% (0.94)

and enter the result here .

Standard deduction.

» $32,200 if you’re married filing jointly or a qualifying surviving spouse

Enter: * $24,150 if you’re head of household

* $16,100 if you’re single or married filing separately

Cash gifts to charities. If you take the standard deduction, enter cash contributions up to $1,000

($2,000 if married filing jointly)

Add lines 11 and 12. Enter the result here

If line 10 is greater than line 13, subtract line 11 from I|ne 10 and enter the result here If I|ne 13 is

greater than line 10, enter the amount from line 12 e

Add lines 2, 4, 5, and 14. Enter the result here and in Step 4(b) of Form W-4 .

1a

1b

3a

3b

6a

6b

6¢c

6d
6e

8a

8b

10

11

12

13

14
15

& A

&+ A

&R D |H

&+ A

&+ A

$

$

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on
this form to carry out the Internal Revenue laws of the United States. Internal Revenue
Code sections 3402(f)(2) and 6109 and their regulations require you to provide this
information; your employer uses it to determine your federal income tax withholding.
Failure to provide a properly completed form will result in your being treated as a

single person with no other entries on the form; providing fraudulent information may confidential, as required by Code section 6103.

subject you to penalties. Routine uses of this information include giving it to the
Department of Justice for civil and criminal litigation; to cities, states, the District of
Columbia, and U.S. commonwealths and territories for use in administering their tax
laws; and to the Department of Health and Human Services for use in the National
Directory of New Hires. We may also disclose this information to other countries
under a tax treaty, to federal and state agencies to enforce federal nontax criminal

instructions for your income tax return.

laws, or to federal law enforcement and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are

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

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



Instructions for Form 1I-9,

Employment Eligibility Verification USCIS

. Form I-9
Department of Homeland Security OMRB No. 1615-0047

U.S. Citizenship and Immigration Services Expires 07/31/2026

Anti-Discrimination Notice: Employers must allow all employees to choose which acceptable documentation to present
for Form [-9. Employers cannot ask employees for documentation to verify information entered in Section 1, or specify
which acceptable documentation employees must present for Section 2 or Supplement B, Reverification and Rehire.
Employees do NOT need to prove their citizenship, immigration status, or national origin when establishing their
employment authorization for Form 1-9 or E-Verify. Requesting such proof or any specific document from employees
based on their citizenship, immigration status, or national origin, may be illegal. Similarly, discriminating against
employees in hiring, firing, recruitment, or referral for a fee, based on citizenship, immigration status, or national origin
may be illegal. Employers should not reject acceptable documentation due to a future expiration date. For more
information on how to avoid discrimination or how to report it, contact the Immigrant and Employee Rights Section in the
Department of Justice's Civil Rights Division at www.justice.gov/ier.

Employers and employees must complete their respective sections of Form [-9. The form is used to document verification
of the identity and employment authorization of each new employee (both U.S. citizen and noncitizen) hired after
November 6, 1986, to work in the United States. In the Commonwealth of the Northern Mariana Islands (CNMI),
employers must complete Form [-9 to document the verification of the identity and employment authorization of each new
employee (both U.8. citizen and noncitizen) hired after November 27, 2011.

Definitions

Employee: A person who performs labor or services in the United States for an employer in return for wages or other
remuneration. The term “employee™ does not include individuals who do not receive any form of remuneration (e.g.,
volunteers), independent contractors, or those engaged in certain casual domestic employment.

Employer: A person or entity, including an agent or anyone acting directly or indirectly in the interest thereof, who
engages the services or labor of an employee to be performed in the United States for wages or other remuneration. This
includes recruiters and referrers for a fee who are agricultural associations, agricultural employers, or farm labor
contractors.

Authorized Representative: Any person an employer designates to complete and sign Form [-9 on the employer's
behalf. Employers are liable for any statutory and regulatory violations made in connection with the form or the
verification process, including any viglations committed by any individual designated to act on the employer's behalf.

Preparer and/or Translator: Any individual who heips the employee complste or translates Section 1 for the employee.

Form 1-9 consists of:

Section 1: Employee Information and Attestation

Section 2; Employer Review and Verification

Lists of Acceptable Documents

Supplement A, Preparer and/or Translator Certification for Section 1

Supplement B, Reverification and Rehire (formerly Section 3)

Form 1-9 Instruciions 08/31/23 Page 1 of 8



e

EMPLOYEES

Employees must complete and sign Section 1 of Form [-9 no later than the first day of employment (i.e., the date the
employee begins performing labor or services in the United States in return for wages or other remuneration). Employees
may complete Section 1 before the first day of employment, but cannet complete the form before acceptance of an offer
of employment.

EMPLOYERS

Employers in the United States, except Puerto Rico, must complete the English-language version of Form [-9. Only
employers located in Puerto Rico may complete the Spanish-language version of Form I-9 instead of the English-language
version. Any employer may use the Spanish-language form and instructions as a franslation tool.

All employers must:

e Make the instructions for Form I-9 and Lists of Acceptable Documents available to the employee when completing
the Form 1-9 and when requesting that the employee present documentation to complete Supplement B,
Reverification and Rehire. See page 5 for more information.

¢ Ensure that the employee completes Section 1.

» Complete Section 2 within three business days after the employee's first day of employment. If you hire an
individual for less than three business days, complete Section 2 no later than the first day of employment.

e Complete Supplement B, Reverification and Rehire when applicable.
e Leave a field blank if it does not apply and allow employees to leave fields blank in Seetion 1, where appropriate.

e Retain completed forms. You are not required to retain or store the page(s) containing the Lists of Acceptable
Documents or the instructions for Form [-9. Do not mail completed forms to U.S. Citizenship and Immigration
Services (USCIS) or Immigration and Customs Enforcement (ICE).

Additional guidance about how to complete Form 1-9 may be found in the Handbook for Empioyers: Guidance for
Completing Form 1-9 (M-274) and on 1.9 Central.

Step 1: Employee completes Section 1 no later than the first day of employment.

e All employees must provide their current legal name, complete address, and date of birth. 1f other fields do not
apply, Jeave them blank.

e When completing the name fields, enter your current legal name and any last names you previously used, including
any hyphens or punctuation. If you only have one name, enter it in the Last Name field and then enter “Unknown”
in the First Name field.

¢ Providing your 9-digit Social Security number in the Social Security number field is voluntary, unless your
employer participates in E-Verify. See page 5 for instructions related to E-Verify. Do not enter an Individual
Taxpayer Identification Number (ITIN) as your Social Security number.

Step 2: Attest to your citizenship or immigration status,
You must select one box to attest to your citizenship or immigration status.
1. A citizen of the United States,

2. A noncitizen national of the United States: An individual born in American Samoa, certain former citizens of the
former Trust Territory of the Pacific Islands, and certain children of noncitizen nationals born abroad.

3. A lawful permanent resident: An individual who is not a U.S. citizen and who resides in the United States under
legally recognized and lawfully recorded permanent residence as an immigrant.

Conditional residents should select this status. Asylees and refugees should NOT select this status; they should
instead select “A noneitizen authorized to work.” If you select “lawful permanent resident,” enter your 7- to 9-digit
USCIS Number { A-Number) in the space provided.

Form |9 Instructions 08/01/23 Page 2 of 8



4. A noncitizen (other than Item Numbers 2. and 3. above) anthorized to work: An individual who has
authorization to work but is not a U.S, citizen, noncitizen national, or lawful permanent resident.

If you select this box, enter the date that your employment authorization expires, if any, in the space provided. In
most cases, your employment authorization expiration date is found on the documentation evidencing your
employment authorization. [f your employment authorization documentation has been automatically extended by the
issuing authority, enter the expiration date of the automatic extension in this space.

e Refugees, asylees, and certain citizens of the Federated States of Micronesia, the Republic of the Marshall {slands,
or Palau, and other noncitizens autherized to work whose employment authorization does not have an expiration
date, should enter N/A. in the Expiration Date field.

Employees who select "a noncitizen authorized to work" must enter one of the following to complete Section 1:
(1) USCIS Number/A-Number {7 to 9 digits);
(2) Form I-94 Admission Number {11 digits); or
(3) Foreign Passport Number and the Country of Issuance
Your employer may not ask for documentation to verify the information you entered in Section 1.
Step 3: Sign and enter the date yon signed Section 1. Do NOT back-date this field.
Step 4: Preparer and/or translator completes a Preparer and/or Translator Certification, if applicable.

[f a preparer and/or translator assists an employee in completing Section 1, that person must complete a Certification area
on Supplement A, Preparer and/or Translator Certification for Section 1, located on Page 3 of Form [-9. There is no limit
to the number of preparers and/or translators an employee may use. Each preparer and/or translator must complete and
sign a separate Certification area. Employers must ensure that they retain any additional pages with the employee's
completed Form [-9. If the employee does not usc a preparer or translator, employers are not required to provide or retain
Supplement A.

Step 5: Present Form I-9 Documentation

Within three business days after your first day of employment, you, the employee, must present to your employer original,
acceptable, and unexpired documentation that establishes your identity and employment authorization. For example, if
you begin employment on Monday, you must present documentation on or before the Thursday of that week. However, if
you were hired to work for less than three business days, you must present documentation no later than the first day of
employment.

Choose which documentation to present to your employer from the Lists of Acceptable Documents. An employer cannot
specify which documentation you may present from the Lists of Acceptable Documents. You may present either: 1.) one
selection from List A or 2.} a combination of one selection from List B and one selection from List C. In certain cases, you
may also present an acceptable receipt for List A, B, or C documents. For more information on receipts, refer to the M-274.

¢ List A documentations show both identity and employment autheorization. Some decumentation must be presented
together to be considered acceptable List A documentation. If you present acceptable List A documentation, you
should not be asked to present List B and List C documentation.

¢ List B documentation shows identity only and List C documentation shows employment authorization only. If you
present acceptable List B and List C documentation, you should not be asked to present List A documentation.
Guidance is available in the M-274 if you are under the age of 18 or have a disability (special placement) and
cannot provide List B documentation.

Your employer must physically examine the documentation you present to complete Form [-9, or examine them consistent
with an alternative procedure authorized by the Secretary of DHS. If your documentation reasonably appears to be
genuine and to relate to you, your employer must accept the documentation. If your documentation does not reasonably
appear to be genuine or to relate to you, your employer must reject it and provide you with an opportunity to present other
documentation. Your employer may choose to make copies of your documentation, but must return the original(s) to you.
Your employer may not ask for documentaticn to verify the information you entered in Section 1.
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Before completing Section 2, you, the employer, should review Section 1. [f you find any errors or missing information
in Section 1., the employee must correct the error, and then initial and date the correction.

You may designate an authorized representative to act on your behalf to complete Section 2.

You or your authorized representative must complete Section 2 by physically examining evidence of the employee's
identity and employment authorization within three business days after the employee's first day of employment. For
example, if an employee begins employment on Monday, you must review the employee's documentation and complete
Section 2 on or before the Thursday of that week. However, if the individual will work for less than three business days,
Section 2 must be completed no later than the first day of employment.

Step I: Enter information from the documentation the employee presents,

You, the employer or authorized representative, must either physically examine, or examine consistent with an alternative
procedure authorized by the Secretary of DHS, the original, acceptable, and unexpired documentation the employee
presents from the Lists of Acceptable Documents to complete the applicable document fields in Seetion 2. You cannot
specify which documentation an employee may present from these Lists of Acceptable Documents. A document is
acceptable if it reasonably appears to be genuine and to relate to the person presenting it. Photocopies, except for certified
copies of birth certificates, are not acceptable for Form [-9. Employees must present one selection from List A or a
combination of one selection from List B and one selection from List C.

You may use common abbreviations for states, document titles, or issuing authorities, such as: “DL” for driver's license,
and “SSA” for Social Security Administration. Refer {o the M-274 for abbreviation suggestions.

List A documentation shows both identity and employment authorization.

e Enter the required information from the List A documentation in the first set of document entry fields in the List A
column. Some List A documentation consists of a combination of documents that must be presented together to be
considered acceptable List A documentation. If the employee presents a combination of documents for List A. use
the second and third sets of document entry fields in the List A column. Use the Additional Information space, as
necessary, for additional documents. When entering document information in this space, ensure you record all
available document information, such as the document title, issuing authority, document number and expiration
date.

e ifan employee presents acceptable List A documentation, do not ask the employee to present List B and List C
documentation.

List B documentation shows identity only, and List C documentation shows employmeni anthorization only.

e Ifan employee presents acceptable List B and List C documentation, enter the required information from the
documentation under each corresponding column and do not ask the employee to present List A documentation.

o Ifan employee under the age of 18 or with disabilities (special placement) cannot provide List B documentation,
see the M-274 for guidance.

In certain cases, the employee may present an acceptable receipt for List A, B, or C documentation. For more information
on receipts, refer to the Lists of Acceptable Documents and the M-274.
Photocopies

® You may make photocopies of the documentarion examined but must return the original documentation to the
employee.

e You must retain any photocopies you make with Form [-9 in case of an inspection by DHS, the Department of
[.abor, or the Department of Justice, Civil Rights Division, immigrant and Employee Rights Section.
Step 2: Enter additional information, if necessary.

Use the Additional Information field to record any additional informaticn required to complete Section 2, or any updates
that are necessary once Section 2 is complete. !Initial and date each additional notation. See the M-274 for more
information. Such notations include, but are not limited to:
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® Those required by DHS, such as extensions of employment authorization or a document's expiration date.
® Replacement document information if a receipt was previously presented.

& Additional documentation that may be presented by certain nonimmigrant employees.

You may also enter optional information, such as termination dates, form retention dates, and E-Verify case numbers, if
applicable.

Step 3: Select the box in the Additional Information area if you used an alternate procedure for document
examination authorized by the Secretary of DHS.

You must select this box if you used an alternative procedure authorized by DHS te examine the documents. You may
refer to the M-274 for guidance on implementing alternative procedures for document examination approved by the
Secretary of DHS.

Step 4: Complete the emplover certification,

Employers or their authorized representatives, if applicable, must complete all applicable fields in this area, and sign and
date where indicated.

To reverify an employee's work authorization or document an employee's rehire, use Supplement B, Reverification and
Rehire (formerly Section 3). Employers need only complete and retain the supplement page when employment
authorization reverification is required. Employers may choose to document a rehire on the supplement as well. Enter the
employee's name at the top of each supplement page you use. In the New Name field, record any change the employee
reports af the time of reverification or rehire. Use a new section of the supplement for each instance of a reverification or
rehire, sign and date that section when completed, and attach it to the employee's completed Form 1-9. 1Jse additional
supplement pages as necessary. Use the Additional [nformation fields if the employee's documentation presented for
reverification requires future updates.

Reverifications

When reverification is required, you must reverify the employee by the earlier of the employment authorization expiration
date stated in Section 1 (if any), or the expiration date of the List A or List C employment authorization documentation
recorded in Section 2. Employers should complete any subsequent reverifications, if required, by the expiration date of
the List A or List C documentation entered during the employee's most recent reverification.

For reverification, employees must present acceptable documentation from either List A or List C showing their
continuing authorization to work in the United States. You must allow employees to choose which acceptable
documentation to present for reverification. Employees are not required to show the samne type of document they
presented previously. Enter the documentation information in the appropriate fields provided.

You should not reverify the employment authorization of U.S. citizens and noncitizen nationals, or lawful permanent
residents (including conditional residents) who presented a Permanent Resident Card {Form 1-351) or other employment
authorization documentation that is not subject to reverification (such as an unrestricted Social Security card).
Reverification does not apply to List B documentation. Reverification may not apply to certain noncitizens. See the
M-274 for more information about when reverification may not be required.

Rehires

If you rehire an employee within three years from the date the employee's Form -9 was first completed, vou may
complete the supplement and attach it to the employee's previously completed Form 1-9. If the employee remains
employment-authorized, as indicated on the previously completed Form 1-9, record the date of rehire and any name
changes. If the employee's employment authorization or List A or C documents have expired, you must reverify the
employee as described above.

Alternatively, you may complete a new Form -9 for rehired employees. You must complete a new Form I-9 for any
employee you rehired more than three years after you originally completed a Form [-9 for that employee,
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E-Verify uses Form 1-9 information to confirm employees' employment eligibility. For more information, go to
www.e-verify.gov or contact us at www.e-verify.gov/contact-us.

For employees of employers who participate in E-Verify:
® You must provide your Social Security number in the Social Security number field in Section 1.

o If you have applied for, but have not yet received, your Social Security number, you should leave the field
blank until you receive the number. Update this field once you receive it, and initial and date the notation.

© If you can present acceptable identity and employment authorization documentation to complete Form [-9, you
may begin working while waiting to receive your Social Security number,

® Providing your email address and telephone number in Seetion 1 will allow you to receive notifications associated
with your E-Verify case.

e Ifyou present a List B document to your employer, it must contain a photograph.
For E-Verify employers:
e Ensurc employees enter their Social Security number in Section 1,

¢ You must only accept List B documentation that contains a photograph. This applies to individuals under the age
of 18 and individuals with disabilities.

& You must retain photocopies of certain documentation,

There is ne fee for completing Form [-9. This form is not filed with USCIS or any other government agency. Form [-9
must be retained by the employer and made available for inspection by U.S. Government officials as specified in the
“DHS Privacy Notice™ below.

Employers may photocopy or print blank Forms [-9. To ensure you are using the latest version of this form and

forms/forms-by-mail or by contacting the USCIS Contact Center at 1-800-375-5283 or 1-800-767-1833 (TTY).

For additional guidance about Form [-9, employers and employees should refer to the Handbook for Employers:
Guidance for Completing Form 1-9 (M-274) or USCIS' Form 1-9 website at www,useis.zov/i-9-central,

You can obtain information about Form 1-9 by e-mailing USCIS at [-9Central@uscis.dhs.gov. Employers may call
1-888-464-4218 or 1-877-875-6028 {TTY). Employees may call the USCIS employee hotline at 1-888-897-7781 or
1-877-875-6028 (TTY).

An employer must retain Form [-9, including any supplement pages, on which the employee and employer {or authorized
representative) entered data, as well as any photocopies made of the documentation the employee presented, for as long as
the employee works for the employer. When employment ends, the employer must retain the individual's Form 1-9 and all
attachrnents for cne year from the date employment ends, or three years after the first day of employment, whichever is
later. In the case of recruiters or referrers for a fee (only applicable to those that are agricultural associations, agricultural
employers, or farm labor contractors}, the retention period is three vears after the first day of employment.

Completed Forms -9 and all accompanying documents should be stored in a safe and secure location, Emplovers should
ensure that the information employees provide on Form [-9 is used only as stated in the DHS Privacy Notice below.
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Form [-9 may be generated, signed, and retained electronically, in compliance with Department of Homeland Security
regulations at 8 CFR section 274a.2. Employers creating, modifying, or storing Form 1-9 electronically are encouraged to
review these and any other relevant standards for electronic signature, and the indexing, security, and documentation of
electronic Form [-9 data.

Employers may be subject to penalties if Form [-9 is not properly completed or for employment discrimination occurring
during the employment eligibility verification process. See 8 U.S.C. section 1324a and section 1324b, 8 CFR section
274a.10 and 28 CFR Part 44, Individuals may also be prosecuted for knowingly and willfully entering false information,
or for presenting fraudulent documentation, to complete Form I-9.

Employees: By signing Section 1 of this form, employees attest under penalty of perjury (28 U.S.C. section 1746) that the
information they provided, along with the citizenship or immigration status they select, and all information and
documentation they provide to their employer, is true and correct, and they are aware that they may face penalties provided
by law and may be subject to criminal prosecution for knowingly and willfully making false statements or using false
documentation when completing this form. Further, falsely attesting to U.S. citizenship may subject employees to penalties
or removal proceedings, and may adversely affect an employee's ability to seek future immigration benefits.

Employers: By signing Sections 2 and 3, as applicable, employers attest under penalty of perjury (28 U.5.C. section 1746}
that they have physically examined the documentation presented by the employee, that the documentation reasonably appears
t0 be genuine and to relate to the employee named, that to the best of their knowledge the employee is authorized to work in
the United States, that the information they enter in Section 2 is complete, true, and correct to the best of their knowledge,
and that they are aware that they may face civil or criminal penalties provided by law and may be subject to criminal
prosecution for knowingly and willfully making false statements or knowingly accepting false documentation when
completing Form I-9.

AUTHORITIES: The information requested on this form, and the associated docurments, are collected under the
Immigration Reform and Control Act of 1986, Pub. L. 99-603 (8 U.5.C. 1324a}.

PURPOSE: The primary purpose for providing the requested information on this form is for employers to verify the
identity and employment authorization of their employees. Consistent with the requirements of the Immigration Reform
and Control Act of 1986, employers use the Form [-9 to document the verification of the identity and employment
authorization for new employees to prevent the unlawfu! hiring, or recruiting or referring for a fee, of individuals who are
not authorized to work in the United States. This form is completed by both the employer and the employee and is
ultimately retained by the employer.

DISCLOSURE: The information employees provide is voluntary. However, failure to provide the requested information,
and acceptable documentation evidencing identity and authorization to work in the United States, may result in termination
of employment. Failure of the employer to ensure proper completion of this form may result in the imposition of civil or
criminal penalties against the employer. [n addition, knowingly employing individuals who are not authorized to work in
the United States may subject the employer to civil and/or criminal penalties,

ROUTINE USES: This information will be used by employers as a record of their basis for determining eligibility of an
individual to work in the United States. The employer must retain this completed form and make it available for inspection
by autherized officials of the Department of Momeland Security, Department of Labor, and Department of Justice, Civil
Rights Division, Immigrant and Employee Rights Section. DHS may also share this information, as appropriate, for law
enforcement purposes or in the interest of national security.
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An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of
information unless it displays a currently valid OMB control number. The public reporting burden for this collection of
information is estimated at 34 minutes per response, when completing the form manually, and 25 minutes per response
when using a computer to aid in completion of the form, including the time for reviewing instructions and completing and
retaining the form. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to: U.S. Citizenship and Immigration Services, Office ot Policy and
Strategy, Regulatory Coordination Division, 5900 Capital Gateway Drive, Mail Stop Number 2140, Camp Springs, MD
20588-0009; OMB No. 1615-0047. Do not mail your completed Form I-9 to this address.
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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

Town of Merrimac 4 School St., Merrimac MA 01860

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




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 |-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.
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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 [-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
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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 I-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

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.

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
continued 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.
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Form SSA-1945 (03-2025)
Discontinue Prior Editions
Social Security Administration Page 1 of 2

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

Employee Name:

Employee ID#:

Employer Name:

Employer ID#:

Your earnings from this job are not covered under Social Security (i.e., you will not pay Social Security taxes). This
means that you will not earn credits for Social Security retirement or disability benefits in this job. If you retire or
become disabled, and you are eligible for a Social Security benefit based on other work, your earnings from this job
will not be used to compute your Social Security benefit. In addition, we will not consider these non-covered earnings
for the future potential calculation of survivor benefits based on your earnings. Your earnings from this job are subject
to Medicare taxes and will count for purposes of the Medicare program. For information on how you may qualify for
Social Security benefits, visit www.ssa.gov.

For More Information

Social Security publications and additional information are available at www.ssa.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.

| certify that | have received Form SSA-1945 and understand that my earnings from this job are not covered
under Social Security and will not be used to determine eligibility to or the amount of my potential future
Social Security Benefits.

Signature of Employee:

Date:




Form SSA-1945 (03-2025) Page 2 of 2

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

The Social Security Protection Act of 2004, Pub. L. No. 108-203, Section 419 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. Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by Social Security, is
the document that employers must use to meet the requirements of the law.

While the earlier version of the SSA-1945 discussed the effect of the Windfall Elimination Provision and/or
Government Pension Offset on an employee’s potential future benefits, the Social Security Fairness Act (SSFA) of
2023 enacted on January 5, 2025, eliminated the reduction of Social Security benefits under the Windfall Elimination
Provision and/or Government Pension Offset for individuals entitled to certain pensions from work not covered by
Social Security, starting January 2024. However, this did not remove the requirement for State and local government
employers to provide a statement to employees hired January 1, 2005, or later in jobs not covered under Social
Security. This version of SSA-1945 explains to an employee that non-covered earnings will not be used to determine
eligibility to or calculate the amount of potential future benefits.

Employers must:
« Get the employee’s signature on the form
« Give the signed statement and information page to the employee prior to the start of employment
« 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.

A fillable, downloadable version of the SSA-1945 is available online at the Social Security website,
www.ssa.gov/online/ssa-1945.pdf.




ESSEX REGIONAL RETIREMENT:;

Your pension contributions are made through a payroll deduction. If you
became a member after July 1, 1996 to present your contribution rate is 9%.
Additionally, you also must contribute 2% of your annual pensionable
income earned over $30,000,

o New Members must provide a copy of their birth certificate.

o If new member is a Veteran, he/she must provide a copy of Military
Discharge.

o Beneficiary Form must be completed and signed by a witness that is
NOT a beneficiary. Note that it is acceptable for the official
administering the enrollment form at the time of hire witness the
Beneficiary Seiection Form.

o Ifyou choose “Option D” on the beneficiary page, you must furnish
a copy of the beneficiary’s birth certificate or there may be a
suspension of compensation.

o If'you choose “Option D” and the beneficiary is your current or
former spouse, you must provide a copy of your marriage certificate.

For questions regarding beneficiary benefit options, please
contact Essex Regional Retirement Board at 978-739-9151 or

800-224-4804.



PUBLIC EMPLOYEE RETIREMENT ADMINISTRATION COMMISSION
FIVE MIDDLESEX AVENUE, SUITE 304 | SOMERVILLE, MA 02145

Introduction

New Member Enrollment
Form Last Revised: February, 2020

The New Member Enrollment Form allows a newly hired employee to apply for membership in a public retire-

ment system. The form must be completed by any new employee regardless of his or her past employment
with any governmental entity. Certain information on this form must be provided by the Payroll/Personnel

Department and verified by the retirement board.

A new member must also complete the Beneficiary Selection Form for Refund of Accumulated Deductions and, if
applicable, the Beneficiary Selection Form (Option D).



New Member Enrollment
Form Last Revised: February, 2020

Retirement Board: Please enter your retirement board information here.
Name of Retirement Board: Essex Regional Retirement System

Address: 491 Maple St. Suite 202

City/Town: Danvers Zip Code: 01923-4025
Telephone: 978-739-9151 Fax:
Employee Information
it e Lo First Name:. M.L.:
Name:
Social Security # . i
(Entire #): Phone #: Sex:
Street Address:
City/Town: State: [
4 : : Code:
Birth/Former Email:
Name (if different) :
Date of Birth*: Marital Status: Single Married Widowed Divorced*
Spouse's Name: Spouse's DOB: # of Children:
Your Retirement Board will request a copy of birth records, military discharge papers and other pertinent data.
*If Divorced and you have a Qualified Domestic Relations Order (QDRO), please attach a copy.
Current/Prior Retirement System Membership
List prior or current public retirement system membership:
Are you retired from any other Massachusetts public retirement system? YES NO
Were you ever a member of any other Massachusetts public retirement system? YES NO
List prior or current public retirement system membership:
DATES OF MEMBERSHIP ARE YOUR FUNDS
SYSTEM From: To: STILL ON DEPOSIT?
YES NO
YES NO
YES NO
If you wish to purchase past creditable service, please ask your Retirement Board about your options.
Did you ever work for or do you currently work for the Commonwealth or one of its YES NO

political subdivisions for which you were not/are not a contributing member of a
a retirement system?



PUBLIC EMPLOYEE RETIREMENT ADMINISTRATION COMMISSION
New Member Enrollment

Member Last Name: First Name: SSN: *x¥xxx.

Other Public Employment in Massachusetts

List prior or current public employment in Massachusetts or one of its political subdivisions (Non-membership):

DATES OF EMPLOYMENT
EMPLOYER From: To:
VT T DATES OF ACTIVE SERVICE
Are you a veteran? YES NO From: To:

If YES, please enter dates of service and attach a copy of your
military discharge papers, Forms DD-214, DD-215, DD-256,
NGB 22, or NGB 22A.

| hereby authorize the Treasurer to withhold the proper percentage of my regular compensation due on each pay period and to
deposit such deductions to my credit in the annuity savings fund. | understand the full amount of such deductions, with regular
interest as provided by law, will be returned to me upon my written request if | terminate my service, unless | plan to accept a
position which would entitle me to become a member of any other contributory retirement system in the Commonwealth or
other conditions apply. In the event that | die before retiring, my named beneficiary or beneficiaries may receive survivor benefits
OR a refund of my accumulated total deductions as allowed by law.

| sign this application under the penalties of perjury. | affirm that the information presented in this application is correct,
complete and accurately presented. | understand that giving false or incomplete information may subject me to the loss of
my benefits as well as civil and criminal penalties.

Applicant's Signature:

Print Employee's Name:

Employee's Signature: Date:



PUBLIC EMPLOYEE RETIREMENT ADMINISTRATION COMMISSION
New Member Enrollment

Member Last Name: First Name: SSN: *x¥xxx.

Payroll/Personnel Department

To be completed by Payroll/Personnel Department and verified by Retirement Board:
Check base rate to be deducted for retirement:
5% 7% 8% 9% Additional 2%
If 5%, 7%, or 8%, state reason:
Current Rate of Regular Compensation per Pay Period: $
Employment Status (Check ALL that apply):

Permanent Temporary Full-time Part-time 50% 75% Other:

Agency/Dept: Title/Position:

Starting Date of Present Position:

Authorized Signature: Date:

Print Name:

Retirement Board
To be completed by Retirement Board:
Membership Date: Annual Regular Compensation: $

% to be Deducted Current Group Classification:

The member should also complete the Beneficiary Selection Form (Refund) or if applicable, the
Beneficiary Selection Form (Option D).



Essex Regional Retirement System

BENEFICIARY OPTIONS WHILE STILL A MEMBER

A member has options from which to choose in order to provide benefits to your survivors if
you should pass prior to retirement. But you must complete a beneficiary form and submit it
to the retirement system in order for your wishes to be followed. During your membership in
the retirement system, you may change your beneficiary selection at any time by filing a new
form.

If a member wishes to have a lump sum paid to a designated beneficiary or beneficiaries, they
must complete the Beneficiary Selection Form. If the member has not designated an Option
D beneficiary, the member’s accumulated deductions will be paid in a lump sum to the benefi-
ciary or beneficiaries based on the allocations provided on the Beneficiary Selection Form.

If a member wishes to have a monthly retirement benefit paid out to their beneficiary, they
must fill out the Choice of Option D Beneficiary Form. Option D provides a monthly benefit
that a beneficiary would have received under Option C had the member retired on the date of
death. If the member is under age 55, the member’s age is “bumped up” to age 55 under Op-
tion D. (For members joining after April 2, 2012, the age is “bumped up” to 60.) A member
can designate an Option D beneficiary at any time. Only a spouse, former spouse who has not
remarried, child, mother, father, brother or sister is eligible to be designated as an Option D
beneficiary.

The Option D beneficiary must receive the survivor benefit allowance.

If a member does not make an Option D designation, the member’s spouse can still elect to
receive the Option D allowance, or can request a return of the member’s accumulated retire-
ment deductions, provided that the member must have completed at least two years of credita-
ble service; the member and spouse must have been married for at least one year; the member
and spouse must have been living together at the time of death; and if the member and spouse
were not living together at the time of death, the Board must find that they were living apart
for justifiable cause.

The rights of a eligible surviving spouse will always supersede any other person nomi-
nated as the Option D beneficiary. The eligible spouse will have 90 days from the date
of notification from the retirement board to elect the Option D benefit.

The selection of Option D beneficiary has a serious and lasting legal
implications and we strongly recommend members speak with an ERRS
retirement counselor when determining which beneficiary option to select. Our
retitement counselors can be reached during regular office hours, which are
Monday through Friday from 8:30 a.m. to 4:30 p.m., and the phone number is
(978) 739-9151.




PUBLIC EMPLOYEE RETIREMENT ADMINISTRATION COMMISSION
FIVE MIDDLESEX AVENUE, SUITE 304 | SOMERVILLE, MA 02145

Introduction

Beneficiary Selection Form for Refund of Accumulated Deductions
(If Member Dies Before Retirement)

Pursuant to Massachusetts General Laws, Chapter 32, Section 11(2)(c)

Form Last Revised: February, 2020

The Beneficiary Selection Form for Refund of Accumulated Deductions allows a member to select a beneficiary or
beneficiaries to receive payment of accumulated deductions and other payments due a member if the
member dies before retirement, as described at Massachusetts General Laws, Chapter 32, Section 11(2)(c).

The following needs to be kept in mind:
e This form must be filed with the retirement board.

e If you have designated an eligible beneficiary who is alive at the time of your death on the Beneficiary
Selection Form for Option D, then the money in your annuity account will not be disbursed to anyone
in a one-time lump-sum payment, even if you have designated them on this form.

e Any person or entity may be designated as your Refund of Accumulated Deductions beneficiary
under Section 11(2)(c). You may designate multiple beneficiaries and must indicate the percentage of
the annuity account that you wish each beneficiary to receive. The percentages must total 100%.

e Your selection of a beneficiary on this form also may be superseded by an eligible spouse under the
provisions of Option D.

e If your personal situation changes (e.g. divorce, a domestic relations order goes into effect, your
beneficiary dies), you should file a new form with your retirement board.

o If you file a new Section 11(2)(c) form with your retirement board, it will supersede any and all prior
Section 11(2)(c) forms filed previously by you.

e When you sign this form, it should be witnessed by a disinterested party.

e This form becomes void upon your retirement.



Beneficiary Selection Form for Refund of Accumulated Deductions
(If Member Dies Before Retirement)
Pursuant to Massachusetts General Laws, Chapter 32, Section 11(2)(c)

Form Last Revised: July, 2019

Retirement Board: Please enter your retirement board information here.

Name of Retirement Board:
Address:
City/Town:

Telephone:

Member's Information:

Member's Last Name
Street Address:
City/Town:
Email:

Phone:

EsseyBratidtrir eeinbRoart System

4914940 Sitrlees tBSilding 202
Darlvagvers Zip Code: 0192301923-4025
(9787897369151 Fax: (978) 750-0745
HRK_K¥
Member's First Name Social Security # (last four)
State: Zip Code:

Choice of Beneficiary or Beneficiaries to Receive a Refund of Accumulated Total Deductions at

Member's Death:

e Any person or entity may be a beneficiary under Massachusetts General Laws, Chapter 32, Section 11(2)
(c). Give complete name and address of each beneficiary on the next page.

I, (Print Name)

, a member of the

Retirement System hereby request the Retirement Board to pay any sum referred to in Massachusetts General
Laws, Chapter 32, Section 11(2)(c) due at my death to the following beneficiary or beneficiaries in the proportions

designated on the next pages.



PUBLIC EMPLOYEE RETIREMENT ADMINISTRATION COMMISSION
Beneficiary Selection Form for Refund of Accumulated Deductions 3

KRK_KK_

Member Last Name: First Name: SSN: _

PRIMARY LUMP-SUM BENEFICIARY(IES)
Do NOT name any one person or entity as a beneficiary more than ONCE in this section.

. nA s % of
Primary Lump-Sum Beneficiary Information: Benefit**
Full Name: (First, MI, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
Full Name: (First, MI, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
Full Name: (First, Ml, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
Full Name: (First, MI, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
Full Name: (First, MI, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
*Beneficiary's full Social Security Number (SSN) or Employer Identification Number (EIN), if an organization. 0%

**Total must equal 100%; if no percentages are indicated, benefit will be allocated equally among lump-sum beneficaries.

CONTINGENT LUMP-SUM BENEFICIARY(IES)
In the event that none of the named primary lump-sum beneficiary(ies) above, are alive, or, if an organization, still operating, as of your death.

% of

Contingent Lump-Sum Beneficiary Information: Benefit**
Full Name: (First, MI, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
Full Name: (First, MI, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
Full Name: (First, MI, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
Full Name: (First, MI, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
Full Name: (First, Ml, Last): SSN/EIN*:
Relationship to You: Phone: Date of Birth:
Address:
*Beneficiary's full Social Security Number (SSN) or Employer Identification Number (EIN), if an organization. 0%

**Total must equal 100%; if no percentages are indicated, benefit will be allocated equally among lump-sum beneficaries.



PUBLIC EMPLOYEE RETIREMENT ADMINISTRATION COMMISSION
Beneficiary Selection Form for Refund of Accumulated Deductions

Member Last Name: First Name: SSN: *x¥xx.

| understand that my selection may be superseded if | die with an eligible beneficiary under Option D.

| understand that | may change my beneficiary designation at any time prior to my retirement and that upon my
retirement, this form becomes void.

The types of payments covered under Massachusetts General Laws, Chapter 32, Section 11(2)(c) include:

e The one-time payment of the accumulated deductions credited to a member's account in the annuity savings
fund at the date of death when the member's death occurs prior to his/her retirement.

e Any amounts payable to a member at his or her death.
Member's Signature:
Print Name:

Signature: Date:

To Be Completed By Witness (should be disinterested party):
Name (Print):
Street Address:
City/Town: State: Zip Code:

Signature: Date:



PUBLIC EMPLOYEE RETIREMENT ADMINISTRATION COMMISSION
FIVE MIDDLESEX AVENUE, SUITE 304 | SOMERVILLE, MA 02145

Introduction

Beneficiary Selection Form - Option D (If Member Dies Before Retirement)
Pursuant to Massachusetts General Laws, Chapter 32, Section 12(2)(d)
Form Last Revised: February, 2020

The Beneficiary Selection Form - Option D allows a member to select an eligible beneficiary to receive an allow-
ance if the member dies before retirement. This is the Member Survivor allowance described at
Massachusetts General Laws, Chapter 32, Section 12(2)(d) ("Option D").

The following needs to be kept in mind:
e This form must be filed with the retirement board.

e If you designate an eligible beneficiary on this form, and that beneficiary is living at the time of your
death, the money in your annuity account will not be disbursed to anyone in a one-time, lump-sum
payment, even if you have named them to receive such money on your Beneficiary Selection Form for
Refund of Accumulated Deductions.

e You may name only one person as the Option D beneficiary. That one person may be your spouse,
your former spouse who is not remarried at the time of your death, your child, your father, your
mother, your sister or your brother.

o If you select a beneficiary other than the spouse to whom you are married at the time of your death,
your selection on this form may be superseded by the eligible spouse under the provisions of Option
D if you die before retirement.

e If your personal situation changes (e.g. divorce, a domestic relations order goes into effect, your
beneficiary dies), you should file a new form with your retirement board.

e Ifyou file a new Option D form with your retirement board, it will supersede any and all prior Option D
forms previously filed by you.

e When you sign this form, it should be witnessed by a disinterested party.

e To cancel an Option D beneficiary designation prior to retirement, your written notice must be filed
with the retirement board.

e This form becomes void upon your retirement.



Beneficiary Selection Form - Option D (If Member Dies Before Retirement)

Pursuant to Massachusetts General Laws, Chapter 32, Section 12(2)(d)
Form Last Revised: July, 2019

Retirement Board: Please enter your retirement board information here.
Name of Retirement Board: Essex Regional Retirement Board
Address: 491 Maple Street, Building 200
City/Town: Danvers Zip Code: 01923
Telephone: (978) 739-9151 Fax: (978) 750-0745

Member's Information:

KRK_K*%
Member's Last Name Member's First Name Social Security # (last four)
Street Address:
City/Town: State: Zip Code:
Email:
Phone:

Choice of Option D Beneficiary

I, (Print Name) , a member of the

Retirement System, hereby nominate the benéeficiary listed below, under the provisions of Massachusetts General Laws,
Chapter 32, Section 12(2)(d) to receive from the retirement system a benefit equal to the Option C retirement allowance which
would otherwise have been payable to me, in the event that | die before being retired.

| understand that | may change my beneficiary designation at any time prior to my retirement and that upon my retirement this
form becomes void.

| understand that this choice of Option D Beneficiary can be superceded if, at my death, | have at least two years of creditable
service and leave a spouse to whom | have been married for over one year and with whom | am living on the date of my death,
or if living apart, doing so for justifiable cause as determined by the Retirement Board.

Beneficiary
This person is my: EI Parent ’:I Sibling ’:I Unmarried Former Spouse*

EI Spouse* ,:I Child

Name of Eligible Beneficiary:

Beneficiary's Date of Birth:
(attach birth record)

Beneficiary's Street Address:

Beneficiary's Social Security #:

City/Town: State: Zip Code:

*If beneficiary is your spouse or former spouse, a copy of your marriage certificate is required

Member's Signature:

Print Name:

Signature: Date:

To Be Completed By Witness (should be disinterested party):
Print Name:
Street Address:
City/Town: State: Zip Code:

Signature: Date:



AN )
The Common‘weﬁ&@ Massachusetts

Executive Office pEHaghiaag Human Services
ZELE F}fdg and Policy

Employee Health Insusance Raspo

%ibility Disclosure Form

i
i

You are compieting this form because ydu hiin rticipate in your employer'spdnsored heaith

insurance plan and/or have declined to partic Ate: e N ployer’s “Sectlon 125 Cafeteria Plan” pre-tax
purchasing arrangement. A Section 125 Plan is no¥heaiti Inisurance; it is a way to purchase health insurance
on a pre-tax basis. For information about affordablé& health insurance options, visit the Commonwaalth

Connector.at < www.mahea’lthconnector.prg b

E}np!oyers: please complete this section, See reverse side for instructions.
Employer Name: - Town of Merrimac | Fexn; 046-001-219
Employer D/B/A: ' -
& ( Employer Address: 4 School Street
_g_-_ City | State | ZIP Code: Merrimac, MA' 01860 -
a _ :
| - 0wl
W " 1. Did you offer a "Section 125 Cafeteria Plan” to this employee? Yes | No
. Did you offer employer sponsored health Insurance to this employee? Yes D MNo D
3. Ifyou offered sponsored insurance to this employee, what is the doitar amount :
-of the employee’s portion of the monthly 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.
Employee First Name . | ~ Middle Initlal
o . : ' : ;
g_ Employee Last Name . _ Suffix (e.g., 5., Ir.)
° - -
& | N
5 | |
oo 0wl ot
1. Did you accept your employer sponsored health insurance? Yes No Offered
2. Did you agree to use your empioyer’s “Section 125 Cafeteria Plan” I:J D None
_ to purchase health insurance? ' ' o . Yes No Offered
3. Do you have other heaith Insurance? ' ~ Yes D No D
Employee Affidavit

I hereby affirm, under penalties of perjury, that all the information provided herein is true to the best of my knowledge. I also
understand that if 1 do not have health Insurance I may be responsible for the full costs of all medical treatment, that 1 may forfeit all or
a portion of my Massachusetts personal tax exemption and be subject to other penalties pursuant to M.G.L c. 111M, that the Employee
Health Insurance Responsibility Dlsclosure (HIRD) Form contains information that must be reported in my Massachusetts tax return,

and that | am required to maintain a copy of the signed HIRD Form. . )
Employee Signature Date (MM/DD/YY)

[ - R R I P I B P B

The employer must retain this documnent for three (3) years and make it avallable upon request to the Divisian of Health Care
Finance and Policy and the Department of Revenue as required by state reguiation 114.5 CMR 18.00.




Instrdction’s

EmpLOYER INFORMATION

EMpLOYER NAME
Employers must enter the company’s legal name.

FEIN . _ .
The employer must enter the Federal Employer Identification Number.

D/B/A -
The employer must enter the company's trade name "Doing Business As” here, if applicable.

Employer Address :
The employer must enter the business address including city, state, and ZIP Code,

Question 1
The employer must indicate either Yes or No (check box).

Question 2
The employer must indicate either Yes or No (check box).

Question 3 .
The employer must report the dollar amount of the employee’s portion of the monthly premium

cost of the least expensive individual health plan offered by the employer to the employee, if the
employer offers a sponsored health plan (i.e. the employer offers to pay for a portion of the premiurm).

EmpLOYEE TNFORMATION

Employee First Name
The employee or employer must enter the employee’s first name,

Employee Last Name
The employee or employer must enter the employee’s last name.

Question 1
The employee must indicate Yes, No, or None Offered if health insurance is not offered (check box),

Quéstion‘ 2 _ ' _
The employee must indicate Yes, No, or None Offered if a “Section 125 Cafeteria Plan” is not offered (check box).

Question 3
The employee must indicate Yes or No'(check box).

Employee Signature .
The employee must sign and date the Employee Health Insurance Responsibility Disclosure (HIRD) form.

Note to Employer Regarding Employee Signature _ :
If the employee refuses to sign and date the form, the refusal should be noted in writing and signed by the

authorized company representative (e.g., the owner, supervisor or manager, chief executive officer, etc.). -

AI.‘.I'ERNATE VERSIONS OF THIS FORM

Employers may recreate their own version of the Employee Health Insurance Responsibility Disclosure (HIRD) form.
However, all information must be included, with the same wording and order, and the sequence and numbering of
the Questions must be exactly as it appears on the version provided by the Commonwealth of Massachusetts.



EMPLOYER CAFETERIA PLAN
SALARY REDIRECTION/REDUCTION AGREEMENT

(CHECK ONE) [ 1 OPEN ENRCLLMENT ©OR [ NEWLY ELIGIBLE EMPLOYEE, ELIGIBILITY DATE: __/ _ /

SOCIAL SECURITY NO.: DATEOFBIRTH: ___/_ /  PHONE:{ )

NAME: (Last) (First) (Middle Initial)

STREET ADDRESS:

CITY: STATE: ZIP:

E-MAIL:

No. of Payroll Cycles in Plan Year: ____ Date of First Deduction: __/ /  Payroll Mode: [1Weekly [ Biweekly [1Semimonthly [1Monthly

On a separate benefit enrollment form{s), ! have enrolied for certain benefit or insurance coverage(s) and understand that my
required contribution will be deducted from my paycheck by my employer or a third-party payroll administrator. Unless this
agreement is amended or terminated, these deductions will be continuous and in an amount equal to my required contribution
for my elected coverage as prorated for each payroll period throughout the plan year. The amount of my required contribution
has been provided to me. In the event of a rate change, | authorize a corresponding change in the amount deducted from my
salary without sighing a new Salary Redirection Agreement. Amounts corresponding to employer-provided, nonelective benefits
(if any) will not be deducted from my paycheck. In addition, pre-tax contributions reduce my compensation for Social Security
tax purposes; therefore, my Social Security benefits could be decreased. | elect to receive the following coverage(s) under the
Cafeteria Plan as elected in the Pre-Tax column below. Any previous election and Salary Redirection Agreement under the
Cafeteria Plan relating to the same benefits as selecied below are hereby revoked. My employer’s deduction of any premium/
contribution amounts hereunder shall evidence acceptance of this agreement.

LCheck the desired coverage(s) below. (Note: If this is an annual enrollment, your existing coverage elections will remain the same (as J
adjusted for any increase/decrease in premium or required contribution) except as indicated below.}
Pre-Tax After-Tax Pre-Tax  After-Tax
Medical Coverage Specified Health Event Insurance
Dental Insurance Short-Term Disability Insurance
Vision Insurance Long-Term Disability Insurance
Cancer Insurance Hospital Confinement Indemnity Insurance
Hospital Intensive Care Personal Sickness Indemnity Insurance
Insurance Health Savings Account (HSA) §223 _
Accident Insurance Other accident or heaith plan(s) under Section
Group Term Life Insurance 106 of the Internal Revenue Service Code
(if family, must be after-tax) List:
( Required acknowledgment to participate in Cafeteria Plan: )
I certify that the features and benefits under the Cafeteria Plan have been explained to me completely. By INITIAL

initialing, ! acknowledge that | understand the Important Information Regarding Participation in the Cafeteria
Plan on the back of this form and agree to be bound by those requirements and any other requirements of the
Cafeteria Plan.

( WAIVER OF PRE-TAX BENEFITS UNDER THE CAFETERIA PLAN: )

| elect to waive all pre-tax benefits under the Cafeteria Plan. Except for a change in status, | understand that | INITIAL
cannot elect pre-tax benefits until the next anniversary date, and that any after-tax coverage shall be outside -
the plan.

EMPLOYEE’S SIGNATURE: DATE:

MO019B2 Gopy — White (FSA Provider)  Yellow (Employee)  Gold (Associate) 12/13

( -
EMPLOYER: TOWN OF MERRIMAC
EMPLOYER’S TAX ID NUMBER: 04 - 6001219
AFFILIATE'S NAME/LOCATION:
AFFILIATE'S TAX ID NUMBER: - rY
CAFETERIAPLANYEAR: __ /[ - [



IMPORTANT INFORMATION REGARDING PARTICIPATION IN THE FLEXIBLE BENEFITS PLAN

| undersiand and agree to the following:

s Restrictions on_Election Changes; On or afier the first day of the plan year, | cannot change or revoke this Salary
Redirection Agreement with respect o pre-tax premiums before the next anniversary date of the plan unless a change
in status occurs {as defined under the plan and the Internal Revenue Code), and the change is caused by and consistent
with the change in status.

¢ Commencement of Coverage and Status of Pricr Electicns: Execution of this Salary Redirection Agreement does not
begin coverage under the component henefit plans or insurance policies. The terms and conditions and actual coverage
effective date of the underlying coverage will be determined under the separate benefit plans or insurance policies. Prior
o the anniversary date sach year, | will be offered the opportunity to add, drop, or change coverage for the following
plan year. If 1 do not compiete and return a new Salary Redirection Agreement form at that time, benefit plans or policies
currently in effect will continue.

¢ Use of Personal Information: In addition to and without limiting in any way the rights my employer; the plan; the service
provider; and the respective agents, employees, subcontractors, and assigns may have under applicable siate or federal
law or regulation, | hereby specifically authorize those parties to use my personal information (including, but not limitec
to benefit elections, wages, employment status, nurmber of dependents, marital status, and health and dependent child
care information} as is reasonably required to administer the plan (including evaluating and processing requests for
payment of claims) and detecting and preventing fraud or misrepresentation. | further authorize rmy empioyer; the plan;
the sesvice provider; and the respective agents, smpioyess, subcontractors, and assigns 1o further disclose any such
personal information as is reasonably required for such purposes. | hereby expressly waive and reiease any claims
related to the use, disclosure, or release of such information so long as the information is used in furtherance of plan
administration, or to detect or prevent fraud or risreprasentation.

¢ Effect of Pre-Tax Contributions on Benefits Paymentis: Paying for coverage on a pre-tax basis may cause insurance
claim payments under health and medical coverage to bs subject to federal and state taxes if clalm payments
{combining the total from all health and medical policies/plans) are in excess of medical expenses. Paying for disability
income policies with pre-tax premiums will cause the benefits payable thereunder to be taxable. Such coverages may be
funded on an after-tax basis {o preserve the excludability of policy benefits.

e PLAN DOCUMENT CONTROLS: | verlfy that | have recsived a summary of the tax rules, operational guidelines, and
procedures for use with the Cafeteria Plan. | understand that the plan document will control notwithstanding any
contrary oral representation by any person.




BOSTON MUTUAL LIFE INSURANCE COMPANY 1-800-669-2668 x700
120 Royall Street « Canton, MA 02021

PLEASE PRINT OR TYPE

GROUP BENEFITS ENROLLMENT FORM

2518-1 Town of Merrimac
% Group Number-Division Number Employer/Policyholder Dept. ID
>
% Employee Name  (Last, First, Middle) Social Security Number
©)
2 ( )
; Home Address  (Street, City, State, Zip) Telephone #
]
E PAYROLL O Weekly O Bi-Weekly
I<ll Gender (M/F)  Occupation or Job Title Date of Birth Age TYPE: Q Monthly O Annual  Earnings:$
2
S Average Hours Worked ~ Date of Hire or  Date of Full Time Employment if different  Effective Date State Class Rate Basis
=
=
Spouse  (Last, First, Middle) Gender (M/F) Date of Birth Age  No. of Dependents
ONLY ELECT BOSTON MUTUAL COVERAGES MADE AVAILABLE TO YOU THROUGH YOUR EMPLOYER.
BASIE YES NO Insurance Amount MOTUNIFRY YES NO Insurance Amount
E LIFE d [ LIFE a a &
3 AD&D d a 3 AD&D a d
5 DEPENDENT LIFE: DEPENDENT LIFE:
A SPOUSE Q a s SPOUSE LIFE AND AD&D Q 3
Ll
=) CHILD(REN) o Qo s CHILD(REN) o Qa s
Ej SHORT TERM DISABILITY Q a s SHORT TERM DISABILITY a a s
=) LONG TERM DISABILITY a a $— LONG TERM DISABILITY a4 Qs
1 OTHER (Please specify coverage & amt.) O OTHER (Please specify coverage & amt.)

BENEFICIARY(IES) FOR LIFE AND/OR AD&D BENEFITS: (Attach Additional Beneficiaries on a signed and dated separate sheet)
Primary Beneficiary ies): Residential Address Date of Birth Social Security # Tel. # Relationship % of Benefit

Contingent Beneficiary(ies):

BENEFICIARY

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 equal%y among each beneficiary. If an insured dependent dies, we will
pay the proceeds to you.

Please complete as much beneficiary information as you can provide.

REFUSAL OF INSURANCE

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
1 am affiliated) and insured by Boston Mutual Life Insurance Company and that I have declined to do so with respect to:

Q All Coverages U Life & AD&D U Dependent Coverage U Short Term Disability U Long Term Disability

I further understand that if I desire to participate in the Plan at a later date with respect to the coverage(s) checked, I must furnish, at my own expense,
evidence of insurability satisfactory to Boston Mutual Life Insurance Company.

Signature of Employee Date

Signature of Witness Date

2
g
Z
o
%]

EMPLOYEE SIGNATURE REQUIRED

I apply for the insurance for which I 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 Mutual Life Insurance Company and authorize deductions, if any, from my earnings of the required premium
contribution toward the cost of the insurance. I understand that if I am disabled on the date my insurance would otherwise become effective, 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 participate in the plan at a later date, I must furnish, at my own expense, evidence of insurability satisfactory to Boston Mutual Life Insurance
Company.

Signature of Employee Date

Form BML-GRTC-ENR Rev. 5/08 ‘WHITE - EMPLOYER COPY YELLOW - BOSTON MUTUAL COPY PINK - EMPLOYEE COPY 241-057 9/13



" NOTICE: READ BEFORE SIGNING ENROLLMENT FORM

BOSTON MUTUAL LIFE INSURANCE COMPANY REQUIRED FRAUD NOTICES
' For use with Application Forms : '

STANDARD NOTICE: _ . - :
tent to defraud any insurance company or other person files an application for

Any person who knowingly and with int _
insurance or statement of claim containing any materislly false information or conceals for the purpose of misleading,
which is a crime and subjects such

information concerning any fact material thereto commits a fraudulent insurance act,
person to criminal and civil penalties. ‘

Notice to California residents: : : - :
- For your protection California law requires the following to appear on this form. Any person who knowingly presents a false
or fraudulent claim for payment of a loss is guilty of a crime and may be subject to fines and '

confinement in state prison. '

Notice to Colorado Residents: _ _ .
It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insuranceé company for the
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance,
and civil damages. Any insurance compsany or agent of an insurance company who knowingly provides false, incompléte, or
misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the
policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the

_Co]o_rgdo division of insurance within the department of regulatory agencies.

Notice to DC Residents: _ - o B
Warning: It is a crime to provide false or misleading information to any insurer for the purpose of defrauding the insurer or
any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false

information materiaily related to a claim was provided by an applicant.

Notice to Florida Residents:
Any person who knowingly and with intent to injure, defrand,
application containing any false, incomplete, or misleading in_formation isg

or deceive any insurer files a statement of ¢laim or an
uilty of a felony of the third degree.

Notice to Maine Residents: _ : _
Tt is a crime to knowingly provide false, incomplete or misleading infermation to an insurance company for the purpose of
defranding the company. Penalties include imprisonment, fines or a denial of insurance benefit. :

Notice to New Jersey Residents: . : _ : . _ :
Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal

and civil penalties.

" Notice to Oklahoma Residents: o - -
Any person who knowingly and with intent to injure, defraud or deceive any insurers, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony. .

Notice to Oregon Residents: ' o E
Any person who with intent to defraud or knowing that he or she is facilitating a fraud against an insurer submits an

application or files a claim containing a false or deceptive statement may be guilty of insurance frand.

Notice to Puerto Rico;
Any: person who, knowingly and with the intent to defraud, present
presents, helps or has presented a fraudulent claim for the payment of a loss or othier benefit, or presents more than one claim

for the same damage or loss, will incur a felony, and upon conviction will be penalized for each violation with a fine no less
than five thousand (5,000) dolars nor more than ten thousand (10,000) dollars, or imprisonment for a fixed term of three (3)
years, or both. penalties. If aggravated circumstances prevail, the fixed established imprisonment may be increased to a
maximum of five (5) years, if mitigating circamstances prevail, it may be reduced to a minimum of two (2) years. o

s false information in an insurance request fof, or whe

Notice to Vermont:
Any person who knowingly presents a false or fraudulent cla
information in an application for insurance may be guilty of

im for payment of a loss or benefit or knowingly presents false
a ctime and may be subject to criminal and civil penalties.

Notice to Virginia Residents: : _
Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and

subject to penalties under state law.

Notice to Waghirigton: -
It is a crime to knowingly provide false,
defrauding the company. The penalties include imprisonm

incomplete or misleading information to an insurance company for the.pufpose of
ent, fines, and denial of insurance benefits.



BOSTON MUTUAL LIFE INSURANCE COMPANY

120 ROYALL STREET - CANTON, MASSACHUSETTS 02021 - 800-669-2668

Authorization for Release of Health-Related Information To BOSTON MUTUAL LIFE INSURANCE COMPANY
(This authorization complies with the HIPAA Privacy Rule)

/ /
Name of (Proposed) Insured/Patient (please print) Date of Birth

/ /
Name of Second (Proposed) Insured/Patient (please print) Date of Birth

I authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical facility, or
other health care provider (“Providers”) that has provided payment, treatment or services to the person named above, or on
such person’s behalf, to disclose the entire medical record and any other protected health information concerning
such person to the Boston Mutual Life Insurance Company (BML) and its employees, representatives and reinsurers.
This includes information on the diagnosis or treatment of Human Immunodeficiency Virus (HIV) infection, Acquired
Immune Deficiency Syndrome (AIDS) and sexually transmitted diseases. This also includes information on the diagnosis
and treatment of mental illness and the use of alcohol, drugs, and tobacco, but excludes psychotherapy notes.

By my signature below, | acknowledge that any agreements such person has made to restrict protected health
information do not apply to this authorization, and | instruct any physician, health care professional, hospital, clinic,
medical facility, or other health care provider to release and disclose the entire medical record without restriction.

This protected health information is to be disclosed under this Authorization so that BML may: 1) underwrite an
application for coverage, make eligibility, risk rating, policy issuance and enroliment determinations; 2) obtain reinsurance;
3) administer claims and determine or fulfill responsibility for coverage and provision of benefits; 4) administer coverage;
and 5) conduct other legally permissible activities that relate to any coverage such person named above has or has applied
for with BML.

This authorization shall remain in force for 24 months following the date of my signature below, and a copy of this
authorization is as valid as the original. 1 understand that | have the right to revoke this authorization in writing, at any
time, by sending a written request for revocation to BML at 120 Royall Street, Canton, MA 02021, Attention: Privacy Officer.
| understand that a revocation is not effective to the extent that any of the Providers have relied on this Authorization or
to the extent that BML has a legal right to contest a claim under an insurance policy or to contest the policy itself.
| understand that any information that is disclosed pursuant to this authorization may be redisclosed and is no
longer covered by federal rules governing privacy and confidentiality of health information.

| understand that the Providers may not refuse to provide treatment or payment for health care services if | refuse to
sign this authorization. | further understand that if | refuse to sign this authorization to release complete medical
records, BML may not be able to process an application for coverage, or if coverage has been issued may not be
able to make any benefit payments. | acknowledge that | have received a copy of BML’s Notice of Information of Privacy
Practices. | have read this authorization and understand that | or my authorized representative can receive a copy of it.

Signature of Proposed Insured/Claimant/Patient or Personal Representative Date

Description of Personal Representative’s Authority or Relationship to Proposed Insured/Claimant/Patient

Signature of Second Proposed Insured/Claimant/Patient or Personal Representative Date

Description of Personal Representative’s Authority or Relationship to Second Proposed Insured/Claimant/Patient

* DESIGNATION OF AUTHORIZED PERSONAL REPRESENTATIVE -

I, the undersigned, designate , the beneficiary(ies) of
this Boston Mutual Life Insurance policy, as my authorized personal representative(s) who, upon my death, may authorize
the release of and may review all Protected Health Information relating to a claim against this policy. This designation will
be void if | change my beneficiary(ies) or otherwise appoint another authorized personal representative.

Signature of Insured Date
HA-10.2013 stdBM 914-054 Stnd.2 10/13



_BOSTON MUTUAL LIFE INSURANCE COMPANY 1-800-669-2668

Please refer to your Administration Kit for enrollment and mailing instructions

REFUSAL OF INSURANCE

Employee Name (Last, First, Middle) Employer/Policyholder Group No.

| hereby certify that | have been given an opportunity to participate in the Group Insurance Plan offered by my Employer (or the Association with whom | am affiliated) and
insured by Boston Mutual Life Insurance Company and that | have declined to do so with respect to:

O All Coverages O Life & AD&D O Dependent Coverage 0O STD O LTD O Dental O Vision
| further understand that if | desire to participate in the Plan at a later date with respect to the coverage checked, | must furnish, at my own expense, evidence of insurability
satisfactory to Boston Mutual Life Insurance Company. If | desire to participate in the dental program at a later date, additional benefit type waiting periods may apply.

Signature of Employee SSN #

Signature of Witness Date




Treatment Form

convenient

EMPLOYER & EMPLOYEE INFORMATION

EMPLOYER: ' Town of Merrimac

EMPLOYEE / APPLICANT:

AUTHORIZED BY: | Carol McLeod

EXPIRATION DATE:

SERVICES REQUIRED:

BREATH ALCOHOL TYPE
Non-Federal (Non-DOT)
BREATH ALCOHOL REASON FOR TEST
Post-Accident
Reasonable Suspicion / For Cause
EXAMINATIONS & TESTING
Pre-Employment Physical

Pre-Employment DOT Physical
Re-Certification DOT Physical

DRUG TESTING TYPE

Date of Service:

Clinic Location:

5 Panel Rapid Drug Screen

When results are negative attach DocuTAP Printout*
If sent out for further testing, attach COC EMPLOYER COPY *

|:| 5 Panel Rapid (With BLANK LabCorp Non-DOT Chain of Custody)
DRUG TESTING REASON FOR TEST
O Pre-Employment
[l Post-Accident
Reasonable Suspicion / For Cause
WORK INJURY TREATMENT
Work Injury Treatment
RESULTS
ConvenientMD Staff: Please verify account protocol on the Occupational Health Directory
Patient ID:
Pending/ Pass/
CCF Sentout Negative
(Initials)
If requested and not completed, select reason below:
Outside of hours Unable to provide sample Other

Non-DOT Breath Alcohol
Attach Employer Copy of ATF Form*

Pass Fail

(Initials)

@ If requested and not completed, specify reason below:

Pre-Employment Physical
Pre-Employment DOT Physical
Re-Certification DOT Physical
Attach DOT Medical Card*

Comments

Other
Pending Pass Fail
(Initials)
(Initials)
(Initials)



Please see the attached Treatment Form. Please review the allocated hours for Physicals & Drug
Screens.

Patients must arrive to our ConvenientMD Clinics and identify themselves as an occupational health
visit. When sending an employee, please have them identify themselves as an employee of Town of
Merrimac. This will allow our team to identify the correct protocol we have in place and send to you
the relevant documentation after the visit is completed. For Workers Compensation Visits -
Treatment Form is not required.

Treatment Forms Instructions

Please fill out this form for any employee visiting our clinic for the above services. For Drug Screen
Tests & Breath Alcohol Testing, always make sure you select the TYPE and the REASON for testing.

Please ask your employee to bring the completed form with them to present to our team at the time
of service.

You can also send all treatment forms to the following email occhealth@convenientmd.com. Please
indicate in th ject of the email empl name an mpany name (for example: Jon Smith
Treatment Form/ Town of Merrimac). Our team uses this form to confirm that the services were
authorized and identify your customized protocols for the services requested. We highly
recommend emailing a copy of the treatment form directly to your employee/applicant as
well. This way, if from any reason our front desk is not able to locate the treatment form, your
employee/applicant has a copy to provide us at the time of service.

EXPIRATION DATE: Please enter a date in the event you would like to limit the time frame for when
the employees/applicants can complete the requested services. The date you enter would be the last
day for the employee to complete the services, otherwise the form will expire. If you do not wish to
limit the employees/applicants enter N/A or leave blank.

DOT Physical Availability

Please click here to review daily availability for DOT Certified Provider for this month. This information
will be updated on a monthly basis. Please keep in mind that if there are an unexpected absence,
there may be changes to the schedule. We recommend calling the clinic prior to the employees
arrival to verify that a certified provider is scheduled for that day.

ONLINE CHECK-IN


mailto:ESCOMM@convenientmd.com
mailto:cmcleod@townofmerrimac.com
mailto:selectmen@townofmerrimac.com
mailto:EmployerServices@convenientmd.com
mailto:AConnelly@convenientmd.com
mailto:occhealth@convenientmd.com
https://convenientmd.com/urgent-care/dot-physicals/

In an effort to enhance our patient experience and improve work flow, we have implemented an
Online Check-in capability on our website for all ConvenientMD locations. Scheduling and queuing is
a key area we are focusing on to improve patient access and throughput.

When you log on to our website or visit our locations page you will see the ability to reserve your
spot before heading to the clinic up to two days in advance at most locations. This is not an
appointment but rather a reserved check-in time that allows you to get in line in advance of arriving
at the clinic. Once you select the visit reason (work-related injury, employer request, etc.) that most
closely aligns with your visit, dates and times will appear that you can choose from. You will be
required to provide patient/employee information to reserve your spot online. For your convenience,
you will receive updates and reminder text messages about your employer related visit once you're in
the queue.

ConvenientMD will continue to see patients and employees on a walk-in basis for pre-employment
visits with the rollout of the reserve your spot online functionality. In the event there is a wait time at
the time of service, we will do our best to accommodate these visits and fit them in to the schedule
within 48 hours.

Thank you for trusting ConvenientMD for the care of your employees. If you have any questions
please feel free to reach out to Employer Services at EmployerServices@ConvenientMD.com or (603)
766-5913.

Thank you,

Jessica Dyer
Employer Services Supervisor
P: (603) 766-5913
F: (603) 766-5912

idyer@convenientmd.com

convenient

Disclaimer

The information contained in this transmission may contain privileged and confidential information, including
patient information protected by federal and state privacy laws. It is intended only for the use of the person(s)
named above. If you are not the intended recipient, you are hereby notified that any review, dissemination,
distribution, or duplication of this communication is strictly prohibited. If you are not the intended recipient,
please contact the sender by reply email and destroy all copies of the original message.

This email has been scanned for viruses and malware, and may have been automatically archived by Mimecast
Ltd.


https://convenientmd.com/
https://convenientmd.com/our-locations/
mailto:EmployerServices@ConvenientMD.com
mailto:jdyer@convenientmd.com
https://convenientmd.com/primary-care/

ConvenientMD Urgent Care Clinic Locations

Updated 07/31/2024

New Hampshire
Bedford
Belmont
Concord

Dover
Exeter/Stratham
Keene

Littleton
Londonderry
Manchester
Merrimack
Nashua
Plaistow
Portsmouth

Windham

Maine
Auburn
Augusta
Bangor
Belfast
Brunswick
Ellsworth
Portland
Saco
Sanford
Westbrook

convenient

3 Nashua Road

77 Daniel Webster Highway
8 Loudon Road

14 Webb Place

1 Portsmouth Avenue
351 Winchester Street
551 Meadow Street
42 Nashua Road

738 Hooksett Road

2 Dobson Way

565 Amherst Street
49 Plaistow Road

599 Lafayette Road
125 Indian Rock Road

590 Center Street
4 Whitten Road
543 Broadway

18 Belmont Ave
193 Bath Road
235 High Street
191 Marginal Way
506 Main Street
1420 Main Street
950 Main Street

P 603-472-6700
P 603-737-0550
P 603-226-9000
P 603-742-7900
P 603-772-3600
P 603-352-3406
P 603-761-3660
P 603-413-6800
P 603-384-3900
P 603-471-6069
P 603-578-3347
P 603-371-3229
P 603-942-7900
P 603-890-6330

P 207-955-5565
P 207-466-2400
P 207-922-1300
P 207-607-5270
P 207 424-2272
P 207-412-5200
P 207-517-3838
P 207-571-7991
P 207-850-5744
P 207-517-3800

Walk-in Clinics | 8am-8pm, 7 days a week

Virtual Urgent Care | 6am-8pm, 7 days a week

F 603-472-6701
F 603-737-8331

F 603-226-2268
F 603-343-4749
F 603-772-3601
F 603-352-3416
F 603-761-7791

F 603-413-6803
F 603-384-3912
F 603-471-6068
F 603-578-3387
F 603-371-3239
F 603-630-1009
F 603-458-7626

F 207-955-5567
F 207-466-2402
F 207-217-6742
F 207-607-5271
F 207-424-2268
F 207-412-5201
F 207-517-3820
F 207-571-7990
F 207-850-5729
F 207-517-3818

Quantiferon Tests | 8am-4pm, Monday to Friday
Physicals + Drug Testing | 8am-7pm, limited hours



ConvenientMD Urgent Care Clinic Locations

Updated 07/31/2024

Massachusetts
Bellingham
Burlington
Brockton coming soon!
Dedham
Falmouth
Framingham
Leominster
Ludlow
Newburyport
North Andover
Peabody
Pembroke
Pittsfield
Plainville
Plymouth
Quincy
Saugus
Sutton
Westborough
Weymouth

Worcester

convenient

245 Hartford Avenue
181 Cambridge Street

983 Providence Highway
40 Davis Straits

236 Cochituate Road

20 Commercial Rd, Suite 2
471 Center Street

35 Storey Avenue

419 B Andover Street

210 Andover Street

296 Old Oak Street

999 Dalton Avenue

86 Taunton Street

140 Samoset Street

479 Washington Street
156 Main Street

15 Pleasant Valley Rd

139 Turnpike Road

987 Main Street

70 Gold Star Blvd, Suite 100

P 774-295-4355
P 781-730-0045

P 781-819-6400
P 774-255-3010
P 774-244-3227
P 978-798-6896
P 413-625-3500
P 978-225-6607
P 978-620-5048
P 978-488-3234
P 339-244-3033
P 413-242-6577
P 508-928-5211
P 508-209-5362
P 857-529-5220
P 339-674-0978
P 508-426-9005
P 508-882-7300
P 781-927-3000
P 508-426-9002

Walk-in Clinics | 8am-8pm, 7 days a week

Virtual Urgent Care | 6am-8pm, 7 days a week

F 774-295-4880
F 781-552-4842

F 339-234-6921
F 508-388-2312
F 774-244-4916
F 978-798-6897
F 413-625-3655
F 978-225-6609
F 978-620-5073
F 978-488-3235
F 339-244-3005
F 413-242-6637
F 508-928-5212
F 508-209-5393
F 857-529-5422
F 339-674-0914
F 508-426-8966
F 508-882-7312
F 781-277-3009
F 508-426-9070

Quantiferon Tests | 8am-4pm, Monday to Friday

Physicals + Drug Testing | 8am-7pm, limited hours



Pregnant Workers Fairness Act

On July 27, 2017, “An Act Establishing the Massachusetts Pregnant Workers Fairness Act” was signed
into law. The Act prohibits workplace and hiring discrimination related to pregnancy, childbirth, or a
related condition, including, but not limited to, lactation or the need to express breast milk for a nursing
child. The law further requires employers to provide reasonable accommodations in the workplace for
expectant and new mothers. |t is the [City/Town]’s policy to comply with the provisions of the Pregnant
Woarkers Fairness Act, including the provision of reasonable accommodations when appropriate.

Under the Act, Town of Merrimac employees have a right to be free from discrimination based upon
pregnancy or a condition related to pregnancy. The Town of Merrimac shall not take any adverse action
against an employee on the basis of pregnancy or related medical condition, or for requesting or using
an accommeodation for pregnancy or related medical condition.

Examples of adverse actions include: denying employment opportunities based on pregnancy or related
conditions; requiring an employee who is pregnant or has a pregnancy related medical condition to
accept an accommeodaticn that the employee chooses not to accept; requiring an employee to take
leave if other reasonable accommodation can be provided without undue hardship; making pre-
employment inquiry of a job applicant related to pregnancy, childbirth, or a related condition; and,
when the need for a reasonable accommodation ceases, failing to reinstate the employee to the original
employment status or to an equivalent position with equivalent pay and accumulated seniority,
retirement, fringe benefits and other applicable service credits.

Reasonable Accommodations:

An employee waorking for the Town of Merrimac has a right to reasonable accommodation with respect
to pregnancy and/or any condition resulting from pregnancy, so that the employee may perform the
essential functions of the job, unless the requested accommodation will cause an undue hardship on the
Town of Merrimac,

These accommodations can include, for example: frequent or longer paid er unpaid breaks; time off to
recover from childbirth or complications from pregnancy, with or without pay; acquisiticn or
modification of equipment or seating; temporary transfer to a less strenuous or hazardous position; job
restructuring and/or modified work schedule; light duty and/or assistance with manuai labor; and
private non-bathroom space for expressing breast milk.

The Town of Merrimac may request documentation from the employee’s health care provider(s) about
the need for a reasonable accommodation, except in the cases of requests for: more frequent restroom,
food or water breaks; seating; limits on lifting more than 20 pounds; and private non-bathroom space
for expressing breast milk.

Contact Carol McLeod with questions about, or requests for reasonable accommodation under, the
Pregnant Workers Fairness Act,



PLEASE PRINT CLEARLY OR TYPE AND PROVIDE VOIDED CHECK FOR CHECKING ACCOUNT

TOWN OF MERRIMAC
AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT
To enroll in Direct Deposit, simply fill out his form and give it to your Payroll Department.
Attach a voided check for each checking account. If depositing to a savings account, ask your
bank to give you the routing/transit number for your account. (It isn’t always the same as the

number on your deposit slip.) This will ensure that you are paid correctly.

Employee Name

ACCOUNT INFORMATION

1. Bank Name/City/State:

Routing/Transit# _ Account #

Q Checking Q Savings Amount $ . or __Entire Net
2. Bank Name/City/State:

Routing/Transit# _ Account #

Q Checking Q Savings Amount $ . or __Entire Net
3. Bank Name/City/State:

Routing/Transit# _ Account #

Q Checking Q Savings Amount $ . or __Entire Net
4. Bank Name/City/State:

Routing/Transit# Account #

Q Checking Q Savings Amount $ . or __ Entire Net
5. Bank Name/City/State:

Routing/Transit# Account #

Q Checking Q Savings Amount $ . or __ Entire Net

I hereby authorize the Town of Merrimac to deposit any amounts owed me by initiating credit
entries to my accounts indicated on this form. Further, I authorize Bank to accept and to credit
any credit entries indicated by the Town of Merrimac to my accounts. In the event that the Town
of Merrimac deposits funds erroneously into my account, I authorize the Town of Merrimac to
debit my account for an amount not to exceed the original amount of the erroneous credit.

This authorization is to remain in full force and effect until the Town of Merrimac and Bank

have received written notice from me of its termination in such manner as to afford the Town of
Merrimac and Bank reasonable opportunity to act on it.

EMPLOYEE SIGNATURE: DATE: [/
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