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

P Camplete Form W-4 s0 that your employer can withhold the correct federal income tax from your pay.
b Give Form W-4 to your employer. g @22

Dapartmeant of the Treasury

internal Revenus Service B Your withholding is subject to review by the IRS.
Step 1: {a} First name and middle initial l.ast name {b} Social security number
Enter
Address » Does your name match the
Parsonal name on your social security
i card? If not, to ensure you get
Information City or town, state, and ZIP code credlt for your samings, contact
SSA at BOD-772-1213 or goto
WAWW.SS8.GOV.

{c} D Stngle or Married filing separately
D Married filing jointly or Qualifying widow{er}

I:! Head of household (Check anly if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2-4 ONLY if they apply to you; etherwise, skip to Step 5. See page 2 for mare information on each step, who can
claim exemption from withholding, when to use the estimator at www.irs.gov/W4App, and privacy.

Step 2: Compilete 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 jebs.

or Spouse Do only one of the following.

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

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

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

TIP: To be accurate, submit a 2022 Form W-4 for all other jobs. If you {or your spouse) have self-employment
income, including as an independent contractor, use the estimator.

Complete Steps 3—4{b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding 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 # married filing jointiy):
Claim Multiply the number of qualifying children under age 17 by $2,000 » 3
Dependents i
P Muttiply the number of other dependentsby $500 . . . . P+ §
Add the amounts above and enter thetotathere . . . . . . . . . . . . . 3%
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
{optional): expect this year that won't have withholding, enter the amount of cther income here.
Other This may inciude inferest, dividends, and retireamentincome . . . . . . . . {4{@)|$
Adjustments {b) Deductions. |f you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Workshest on page 3 and enter
theresulthere . . . . . . . . . . . . . .o o oo 4Dy s
{c) Extra withholding. Enter any additional tax you want withheld each pay period . . 4{c}|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and 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 Empioyer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W=4 (2022



As of 12/7/20 this new version ot the FT 4 combines and replaces the following forms: 1T 4 (previous version), FT4NR, T4 MIL, and IT ML SP.

IT4

=
Oh 10 Department of Rev. 12/20
Taxation

Employee’s Withholding Exemption Certificate

Submit form IT 4 to your employer on or before the start date of employment so your employer will withhold and remit Ohio income tax
from your compensation. If applicable, your employer will also withhold school district income fax. You must file an updated 17 4 when any
of the information listed below changes (including your marital status or number of dependents). You should contact your employer for
instructions on how to complete an updated IT 4. Your employer may require you to complete this form eiectronically.

Section I: Personal information

Employee Name: Employee SSN:

Address, city, state, ZIP code;

Schoal district of residence (See The Finder at tax.ohio.gov): School district number (FHEH):

Section ll: Claiming Withholding Exemptions

1. Enter "0" if you are a dependent on another individual's Ohio retum; otherwise enter “1" _..............

2. Enter “0Q" if single or if your spouse files a separate Ohio return; otherwise enter 1" ...

3. NuUmMber of dependents e

4, Total withholding exemptions (sumofline 1,2, and 3) ...

5. Additional Ohio income tax withholding per pay period {optional) ... 3

Section Ili: Withholding Waiver
| am net subject to Ohio or school district income tax withhelding because {check all that apply):

I am a full-year resident of Indiana, Kentucky, Michigan, Pennsylvania, or West Virginia.

| am a nonresident military servicemember who is stationed in Chio due to military orders.

I am a nonresident civilian spouse of a military servicemember and | am present in Ohio solely due to my
spouse’s military orders.

m
D | am a resident military servicemember who is stationed outside Ohio on active duty military orders.

]

I am exempt from Ghio withholding under R.C. 5747.06(A)(1) through (6}.
Section IV: Signature (required)

Under penalties of perjury, | declare that, to the best of my knowledge and belief, the information is true, correct and complete.

Signature ' Date




Employment Eligibility Verification USCIS

Department of Homeland Security OMEF%E"?;;%OM

U.S. Citizenship and Immigration Services Expires 08/31/2019

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

ANTI-DISCRIMINATION NOTICE: It is legat to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Employee [nformation and Attestation (mpioyees mu

aa

L.ast Name (Family Name) First Name (Given Name) Middle Initial Qther Last Names Used (if any)
Address (Street Number and Name) Apt. Number | City or Town State ZIP Cede

[Cate of Birth (mm/ddAyyvy) U.S. Soctal Security Number Employee's E-mail Address Employee's Telephone Number

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

| attest, under penalty of perjury, that | am {check one of the following boxes):

D 1. A citizen of the United States

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

D 3. Alawfut permanent resident  {Alien Registration Number/USCIS Number):

I:] 4. An alien authorized fo work  until (expiration date, if applicable, mm/ddfyyyy):
Some aliens may write "N/A" in the expiration date field. (See insfructions)

QR Code - Section 1

Aliens authorized to work must provide only one of the foflowing document numbers tc complets Form [-9. Do Not Weite In This Space

An Afien Registration Number/USCIS Number OR Form I-94 Admission Number OR Fareign Passport Numbar.
1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:

OR

3. Foreign Passport Number:

Country of Issuance:

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

_ e o signied 5  and/
| 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 Transiator Today's Date (mm/ddiryyy)
Last Name (Family Mame} First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

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



Employment Eligibility Verification USCIS

Department of Homeland Security OM]‘;E}ET@?;%DM

U.S. Citizenship and Immigration Services Expires 08/31/2019

Last Name (Family Name First Name (Given Name. M.I | Citizenship/immigrafion Status
Employee Infc from Section 1 ( Y ) T ( ) P 9
List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title Z1 Document Title Document Title
Issuing Authority Issuing Authority Issuing Authority
Document Number Document Number Document Number
Expiration Date {if any}{mm/ddfyyyy) Expiration Date (if any) (mm/dd/yyyy) Expiration Date (if any){mm/dd/yyyy)

Document Titie

QR Code - Sections 2 &3

|ssuing Authority Additional Information Do Nat Wiite In This Space

Document Number

Expiration Date (if any) (mm/ddéyyy)

Document Title

Issuing Authority

Document Number

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

Certification: | attest, under penalty of perjury, that (1} | have examined the document(s} presented by the above-named employee,
{2) the above-listed document(s} appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date {mm/ddiryyy) Title of Employer or Authorized Representative
Payroll/Benefits Manager

Last Name of Employer or Authorized Representative | First Name of Employer or Authorized Representative [ Employer's Business or Organization Name

Lee Brittany Warren Local SD
Employer's Business or Organization Address (Street Number and Name} | City or Town State ZIP Code
220 Sweetapple Rd Vincent OH 45786

A NewName (ifapplicable) i o b i e i e D e B DateofRehlre (if applicable). it
L.ast Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

C, If the empioyee's previous grant of employment authorization:has explred prcwde the mformatlon furthe document ar. receu)t that estab!lshes
continuing employment athorization in.ihe space provrded below A D e R

Document Title Document Number Expiratéon Date (If any) (mm/dd/yyyy)

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

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

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



Social Security Administration

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

Employee Name Employee ID#

Employer Name Employer [D#

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

Windfall Elimination Provision

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

Government Pension Offset Provision

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

For example, if you get a monthly pension of $600 based on earnings that are not covered under Social |
Security, two-thirds of that amount, $400, is used to offset your Social Security spouse or widow(er) benefit. If |
you are eligible for a $500 widow(er) benefit, you will receive $100 per month from Social Security ($500 -

$400=$100). Even if your pension is high enough to totally offset your spouse or widow(er) Social Security

benefit, you are still eligible for Medicare at age 65. For additional information, please refer to Social Security
Publication, “Government Pension Offset.”

For More Information

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

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

Signature of Employee Date

Form S$SA-1945 (01-2013)
Destroy Prior Editions




ST{S STATE TEACHERS 275 East Broad Street-

RETIREMENT SYSTEM Columbus, oggasegégizggé
© H t O oF OHIO

www.strsoh.org/employer

MEMBER INFORMATION

' EMPLOYERS: PLEASE DO NOT SEND THIS FORM TO STRS OHIO. Use this optional form to gather .
_'-}_'requlred 1nformataon from new employees in order to complete new hu’e or reemployed retu ce nohﬁcatmns Thls

Social Security no.

Name

Birth date O Male U Female

Address

City, state, ZIP code

Primary email address

Q Cell phone or 1 Home phone

First date on payroll with this employer {Retired employees should indicate first day
worked with this employer after retirement date.)

Are you currently receiving a monthly retirement benefit from an Ohio public employer or an alternative
retirement plan (ARP)? UYes WNo  If yes, please complete Section 2.

Only complete if you are receiving a monthly retirement benefit trom an Ohio public employer or an ARP.

Retirement date

Type of retirement benefit:
Q Service retirement U Disability 1 ARP (Allowance)

Which retirement system pays your monthly retirement benefit?

Ll STRS — State Teachers Retirement Systemn of Ohio 1 OP&F — Ohio Police & Fire Pension Fund

L1 OPERS — Ohio Public Employees U SHP — Highway Patrol Retirement System
Retirement System U CRS — City of Cincinnati Retirement System
O SERS — School E?l%:))l}(}).y ees Retirement 1 ARP — Alternative Retirement Plan {option
System o 10 only for college and university retirees)
__:'__School Use Only

College and un1vers1ty employe1s.- Is tl’llS ernployee ellg1ble for an ARP° DYes EZI No _':

50-279,3/19/0




Kyle Newton, Superintendent Melcie Wells, Treasurer

740-678-2366
www.warrenlocal.org

220 Sweetapple Road
Vincent, Ohio 45784

To: Warren Local Employees:

The State of Ohio has established a reporting system whereby public employees can file complaints of fraud and
misuse of public funds by public offices or officials. Complaints can be made using any of the following methods.

1. Mail a written complaint to:

Ohic Auditor of State’s Office
Special Investigations Unit

88 East Broad St. PO #1140
Columbus, OH 43215

2. Report a complain online by going to:
http://www.ohicauditor.gov/frand.html, then click on Report It Now
3. Report a complaint by telephone by calling;

1-866-FRAUD-OH (866-372-8364)

Sincerely,

Brittany Lee

Payroll/Benefits Manager
Warren Local School District
740-678-2366 x115
brittany.lee@warrenlocal.org

TAM A WARRIOR
February 2020




Kyle Newton, Superintendenf ' Melcie Wells, Treasurer

740-678-2366
www.warrenlocal.org

220 Sweetapple Road
Vincent, Ohio 45784

ACKNOWLEDGEMENT OF RECEIPT OF AUDITOR OF STATE

FRAUD REPORTING-SYSTEM INFORMATION

Pursuant to Ohio Revised Code 117.103(B)(1), a public office shall provide information about the Ohio fraud-
reporting system and the means of reporting fraud to each new employee upon employment with the public office.

Each new employee has thirty days after beginning employment to confirm receipt of this information.

By signing below, you are acknowledging Warren Local Schools provided you information about the frand-reporting
system as described by Section 117.103(A) of the Revised Code, and that you read and understand the information
provided. You are also acknowledging you have received and read the information regarding Section 124.341 of the
Revised Code and the protections you are provided as a classified or unclassified employee if you use the before-
mentioned fraud reporting system.

I, . have read the information provided by my employer regarding the fraud-
reporting system operated by the Ohio Auditor of State’s office. [ further state that the undersigned signature
acknowledges receipt of this information.

PRINT NAME AND TITLE

PLEASE SIGN DATE

February 2020




New Health Insurance Marketplace Coverage

H’ﬂ' A: General Enfra&@n

When key parts of the heaith care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Marketpiace. To assist you as you evaluate options for you and your family, this notice provides some basic
information about the new Marketplace and employment-based health coverags offered by vour employar.

What ie the Health Insurance Markeiplace?

The Marketplace is designed to help you find healih insurance that meets your needs and fits your budget. The
Marketplace offers “one—stop shopping” to find and compare private health insurance options. You may aiso be eligible
for a new kind of tax credit that lowers your manthly premium right away. Open enroliment for health insurance
coverage through the Marketplace begins in Qctober 2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may gualify tc save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn't meet cerfain standards. The savings on your premium that vou're eligible for depends on
your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certaln standards, vou will not be eligible
for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However, you may be
eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost—sharing If yoeur employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you {and not any other members of your family) is more than 9.5% of your household
income for the year, or if the coverags your employer provides does not meet the "minimum valus" standard set by the
Affordable Care Act, yvou may be eligible for a tax credit.’ :

Note: If you purchase a health plan through the Markeiplace instead of accepting health coverage offered by your
employer, then you may lose the employer contribution {if any) tc the employer—offered coverage. Also, this emplayer
contrioution —as well as your empioyee contribution to employer-offered coverage— is often excluded from income for
Federal and State Income tax purposes. Your payments for coverage through the Marketplace are made on an after—
tax basis.

How Can | Get Mors Information?

For more information about your coverage offered by vour emplover, please check your summary plan description or

contact Brittany Lee, 740-678-2366 x115

The Marketplace can heip you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more infarmation, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.

1 An employer-sponsored health plan meets the "minimum value standard” it the pfan‘s share of the total allowed benefit costs coverad
by the planis no iess than 60 percent of such costs.

Ferm Approved

Options and Your Health Coverage OMB No. 1210-0148

(expires 3.31-2017)



PART B: Information About Health Coverage Offered by Your Employer
This section contains information about any health coverage offered by your employer. If you decide to complete an

applcation for coverage in the Marketplace, vou will be asked to provide this information. This information is numbered '
to correspond to the Marketplace application.

Here is some basic information about health coverage offerad by this emuployer:
s As your employer, we offer a health plan to:
O Al employees. Eligible employses are:

# Some employees. Eligibie employees are:

All eligible Full Time Employees

s With respect to dependents:
W We do offer coverage. Eligible dependents are:

Spouse and children meeting the definitions of the insurance company.

1 We do not offer coverage.

B i checked, this coverage meets the minimum value standard, and the cost of this coverage to vou is intended
toc be affordable, based on employee wages.

**  FEven if your emplover infends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household income, along with other factors
to determine whether you may be eligible for a premium discount. if, for example, your wages vary from
week to week (perhaps you are an hourly employee or you work on a commission basis), if vou are newly
employed mid—year, or if you have other income losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the
employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your
monthly premiums.




Kyle R. Newton, Superintendent Melcie A. Wells, Treasurer

740-678-2366

220 Sweetapple Road
www.warrenlocal.org

Vincent, Ohio 45784

ACKNOWLEDGEMENT OF RECEIPT OF NEW HEALTH INSURANCE
MARKETPLACE COVERAGE OPTIONS AND YOUR HEALTH COVERAGE

By signing below, you are acknowledging Warren Local Schools provided you information about the New.HeaIth
Insurance Marketplace Coverage Options and Your Health Coverage.

I, , have read the information provided by my employer regarding the New
Health Insurance Marketplace Coverage Opt10ns and Your Health Coverage. I further state that the undersigned -
signature acknowledges receipt of this information.

PRINT NAME AND TITLE

PLEASE SIGN DATE

September 2019




Warren Local School District

AUTHORIZATION AGREEMENT FOR AUTOMATIC PAYROLL DEPOSITS (ACH CREDITS)
All payroll deposits are done electronically.

Company Name: Warren Local School District

I (Enrollee) hereby authorize Warren Local School District-Payroll, hereinafter called the Company, to initiate credit entries and to initiate, if necessary, debit entries and
adjustments for any credit entries in error to my checking and/or savings indicated below at the depository named below, hereinafter called DEPOSITORY, to credit and/or debit

the same to such account.

Each enrollee is allowed a maximum of four individual accounts in which to automatically deposit funds in conjunction with payroll. Account modifications can be no more
frequent than on a monthly basis. Any error performed in association with inaccurate account/routing numbers provided by the enrollee, shall be the sole responsibility of the

enrollee. In such event, the enrollee will hold the Company harmless.

v o

City of Local Branch State Savings Checking Account Number Routing Number Percentage or Flat Amount

DEPOSITORY INFORMATION

Depository Name

**ixkit*Please attach a voided check and/or a deposit slip for each corresponding account, *#****##

This authorization is to remain in fisll force and effect until the Company has received written notification from me of its termination in such time and in such manner as to afford
the Company and Depository a reasonable opportunity to act upon my termination request.

Name (printed): Signature: Date:

Email Address (to receive your pay stub):

NOTE: ALL WRITTEN CREDIT AUTHORIZATIONS SHOULD PROVIDE THAT THE RECEIVED MAY REVOKE THE AUTH o
ORIZATION ONL
THE ORIGINATOR IN THE MANNER SPECIFIED IN THE AUTHORIZATION. >

February 2015



