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G.R.S.D. FACULTY/STAFF PARKING PERMIT

Parking Decal #

Name Department
Make/Model #1_ Year Color
Registration No.

Make/Model #2 Year Color

Registration No.

Make/Model #3 Year Color

Registration No.

Staff Signature Date
Memorandum

To: Gateway Regional School District Employees
From: Kelly Sudnick, MSN, RN Nurse Leader
Re: Varicella (Chicken Pox)

Per the Massachusetts Department of Public Health, staff and students must be excluded in the event of a Chicken Pox
outbreak if they have no history of having the Varicella immunization or if they have not had the disease. Please check
which one applies to you:

Name of Employee:_ Date:

_I have had Chicken Pox

1.have had the Varicella {Chicken Pox).vaccine

| have proof of immunity

| have never had Chicken Pox or the Varicella vaccine

(Central Office Personnel Only} *Submit a copy to Nurse Leader



Gateway Regional School District

12 Littleville Road
Huntington, MA 01050

(413) 685-1000 - Telephone
(413) 667-8739 - FAX

Kristen Smidy Stephanie Fisk
Superintendent Business & Finance Officer

WILL REVIEW AND COMPLY WITH THE GATEWAY REGIONAL SCHOOL DISTRICT
POLICIES ON THE GATEWAY REGIONAL SCHOOL DISTRICT WEBSITE

PLEASE GO TO: WWW.GRSD.ORG

CLICK ON:

SCHOOL COMMITTEE/POLICIES

Signature

Date




o 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.
Give Form W4 to your employer. 2 @23

Department of the Treasury . . !

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

Step 1: {a) First name and middle initial Last name {b} Social security number

Enter Address Does your name match the

Personal narn;; on your social security
N card? If not, to ensure you get

Information City or town, state, and ZIP code credit for your eamings,

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

¢} [ single or Married filing separately

D Married filing jointly or Qualifying surviving spouse
L—_l 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,)

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

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse

Step 2:

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) Reserved for future use.

{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 (b} if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate e e e e e e e e e e

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

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the 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.)

If your total income will be $200,000 or less ($400,000 or less if married filing jointly):

Step 3:
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent .
and Other Multiply the number of other dependents by $500 . . . . . §
Credits Add the amounts above for qualifying children and other dependents. You may add to

this the amount of any other credits. Enter thetotalhere . . . . . . . . . . 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 other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4{a)|$
Adjustments {b) Deductions. If you expect to claim deductions other than the standard deduction and

want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
the result here .. e T MES

{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 Employer identification
Only employment number (EIN)
Cat. No. 10220Q Form W-4 (2023

For Privacy Act and Paperwork Reduction Act Notice, see page 3.



Form W-4 (2023)

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. -

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 4. 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, skip to line 3 .

18

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 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job

in the “Lower Paying Job” column, Find the value at the intersection of the two household salaries

and enter that value on line 2a .

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 4 and enter this amount

on line 2b

¢ Add the amounts from lines 2a and 2b and enter the result on line 2¢ .

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

2b $
2c §

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 (along with any other additional

amount you want withheld) . . . . . . .

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

1 Enter an estimate of your 2023 itemized deductions (from Schedule A (Form 1040)). Such deductions

may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess of 7.5% of your income . e e e e e

* $27,700 if you're married filing jointly or a qualifying surviving spouse }
. 2

2 Enter: { * $20,800 if you're head of household

-3

* $13,850 if you're single or married filing separately

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

than line 1, enter “-0-"

(4]
-2

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other

adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information

§ Add lines 3 and 4. Enter the result here and in Step 4(b) of Form W-4 .

Lcd

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. Intemnal
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 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 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 1o a form or its instructions must be
retained as long as their contents may become material in the administration of
any Intemnal Revenue law. Generally, tax retums and return information are
confidential, as required by Code section 6103,

The average time and expenses required to complste and file this form will vary
depending on individual circumstances. For estimated averages, see the
instructions for your income tax retumn.

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.



8610440 L6/L WOSI

‘AINO 7"M W04 "$"N 3L3TdNOD 'SIXVL IWOINI "S'N ANV SLIISOHOVSSYIN HOS wzo_._.n_s_m,um 40 ¥3gNNN JNVS IHL WIVIO NOA I

'S NI 338 "JWOINI HONS NO ALITIEVIT XYL YNOA ¥3A0D
Ol JTFIHHIIM SINNOWY TYNOLLIQaV 3IAVH OL d3syn Iuv
NOA ‘ONITOHHLIM OL 193rans LON IWOINI 3AVH NOA I

‘WALSAS ONIQTOHHLIM
SLLISNHOVSSYIN JHL HIANN ~SINIWLSNray aNY SNoiLona3aa
ONIGTOHHLIM Tvd3dsd, WIVIO OL GIMOTIY LON 38V NOA

"€ aulj Jo} [e10} sjuspuadep nok 01,1, PPE ‘pus Jeek
Je 1 abe Japun aq ||m Syuspuadap JNOA JO 8I0LW 10 9UO J| ‘UCIPPE Uf ‘ME
XBL awoou| [eJapad eyy Jepun juapuadep e se seyenb oym |[enpiapul
yoes Joj £ suy Ul uopdwaxe ue wie Aew noA — (S)LNIANIL3A 'd

"asnods e 104 uopdwaxa Qoy'y$ ey} Joy Juswisnipe walsAs Buiployyym
8y s} .y, Buisn "g suy Ul ¥, SIUM 'PUBGSNY 10 BuM B Bupwieo

"winjal Xe} [BNUUB JNOA Uo pawdien
9q Jou [1IM Jey) syuspuadap Aue Joj Jo 9snods InoA Joy suopdiiexe Buip|oy
-Ulim WIe jou pjnoys noA ‘suimes xe} [enuue sjeledss ey o) Bupjued
8I8 NOA JI 'JoABMOH *Z auy| U suojdwaxs asoy) wiep Keur noA Alleiausb
‘uopdwaxs JaA0 10 g abe oy} Jo uopdwexs |euosiad ey} Buiwieo jou
Ing Bupiiom s} 8y 1o ays J Jo Buppiom Jou si asnods noA Jj — asnods '

"9]eo}iaD mau

B 9Ji 3snw noA ‘1eah ey} Joy poddns siy jo ey Jeao apinoid 10U |Im nok

12U} sejedipu; swoosu; s,uos juspuadep JnoA Jeak ayy Suunp j ‘edwexs
Jod "SISVYAUDIQ neA Aq pawieid Aisnojasid suogdwaxe Jo Jequinu sy ji
SABD 01 U|UyM BJeoyRIB0 MBU B Ol LSNIN NOA 'SISYIUONI suopdwiexs jo
Joaquinu 8} §| su} AU e 9120111160 MBU B Bjl} ABLI NOA — SIAONVHD '9

“uojidulaxe |euosiad e wiep Aew
yoes 'Bujpjoyynm o} jos(qns s| esnods JnoA ji pue psulew aie NoA J

UIAOIdING TVIONRId ¥NOA NVHL ¥IHLO
SUIAOTdNT HLIM SNOILJWIXA ANV INIV1O LON LSNIN NOA ‘SWIL
3NVS FHL 1V ¥3A0TdINT INO NVHL JUOW 04 YYOM NOA 4l

"9WO2Y] J8Y)0 JO Junowe
jueoyjubis e aaey NOA ssajun — BulP|OYUYMNMISAO BAISSBOXS JuaAa.d 0) paj
-ljua 818 NOA YI[UM O} suoRdLaXa JO JaqUNU B30} Y} WIB[O PINOYS NOA

"PIRYUIM SunoLe |euohippe aAey o} JsAojdws Jnok ypm
juswsaibe ue ojul Jejue 1o suojdwexs JO JoquInu JSjjBWS € WieD Jay]
~18 AW NOA ‘playuIM 8q [jIm UBL) XB) 80D} 810 MO 0} }08dX9 NOA J|

"suondwaxa ou Jo siseq auy} Uo pjoyym
I1snw Jakajdws JNOA *ejeoyilen B ajy Jou Op NOA J *suojduiexs jo Jaquinu
J9|eLUs e wiejo Aew NoA "pasodwy g Aew sapjeuad [BUILLD PUE AID ‘suoy
-dwexe JO Jaquunu 931102 8y} UBY) JYOW WIRD NoA J| — NIALGWAN 'V

ANNIAZY 40 INTFWLHUVLIA « SLIASNHOVSSYIN 40 HLTVIMNOWNOD IHL

a3adNaouday 39 AV N0 SIHL

"POUS LE | YDJYM O} Jeqiunu ay) pasdxe Jou Seop 8Jeoyiad iy} U pewled suojdwexs Buiployyim o Jequinu ay) jeuy Anues |

PANJIBYS 8| g x08 J| PIOYYIM LON 0Q UIA0TdWIT
*000'8$ POSIXE JOU [jIM SUWIODU [BNULE PIjELLRSS

asoym juswio|dive Aeicdwsy Jo swy-ped ‘jeuosees u pebeBue juspms SWI-||N} B 8JB NOA | ¥93ysD

1 ¢
“Buipioyupim o} 18(gns jou pue puyq si asnods 1 o8y g o ‘Puliq 8se noA Y 0yD [ 8
"Lwinjad Xe) oA uo ployssnoy Jo pesy se aj) Jim nok peuDy Y

........ D L R R R I P

....... L I I I I T TP S P

O uoponysu; 88g °,G, aium ‘palijjenb asimIBYIo § puB JBaA XaU 210}9q 9q

[li™ 10 19A0 10 g9 afie s} ssnods Jnok 4| *.¢, 8By Y} oM ‘pamojie s| asnods 1oy uopdwsaxs i pue g YUY 4l 2
W2y O} ‘1EBA JXBU B1010q 2q [IIM JO 18A0 10 §g ofe aie nok J °,1, BBy auy sjup "uogdwaxs leuosiad oA 7}

SNOILJINEXT ONIGTOHHLIM ¥NOA WIVTD OL MOH

$ sefojdwe yym Juewaeibe Jepun pousd Aed Jad Bulp|oYYIM [BUORIPPY 'S
[E)O} 8U3 8)UM pUE 8A0QE PBWIEBID 8ABY NOA U2lym suondusexe jo Jequinu syl ppy b
@ uopdnisy| 8ag "sjuspuadap pejilienb 1noA jo Jaquinu auyy A 'C

*POSIAPE OS Bq PNoys
snusAsy jo juewledag
syasnyoessey ey ‘suog
~dWoxe BA[SSaoXe pelle|
©ABY 0} peAslaq s| @skod
-Wwe ey} j| -‘spiooel InoA
YiiM B1EDUI9D Siy) desy

R-EVNe Rl E|

‘suofdwaxa
noyum sabem JnoA woy
PIBYYIM 8q [||M SOXB | awioo
-U] s)iesnyoessepy ‘'asim
~1810 JeAo)dwa nok ym
=M W10 JO WL} S| B11d

*J3A0TdN3

Q—N seaatssassamrn s -m“mﬁm PesnsrvYrasasseanans -..->ﬂ_0

Pasasaenes .OZ b_.:qumm _m_oow

*** §S8Ippe sWoy juld

=)
&3@5@% 86/2 "A2Y

3LVOIHILY3D NOILJINTXT ONIGTOHHLIM S33A0TdINT SLLASNHOVSSVYIN

aLUBU (0§ JULd

-
‘At=[OF!



Request for Taxpayer
Identification Number and Certification
Department of the Treasury

Internal Revenue Service > Go to www.irs.gov/FormW9 for instructions and the latest information.
1 Name (as shown on your income tax return), Name is required on this Jine; do not leave this line blank.

Give Form to the
requester. Do not
send to the IRS.

w-9
Form

(Rev. October 2018)

2 Business name/disregarded entity name, if different from above

4 Exemptions (codes apply only to
certain entities, not individuals; see
instructions on page 3):

3 Check appropriate box for federal tax classification of the person whose name is entered on line 1. Check only one of the
following seven boxes.

D C Corporation D S Corporation D Partnership D Trust/estate

D Individual/sole proprietor or
single-member LLC

D Limited liability company, Enter the tax classification (C=C corporation, S=S corporation, P=Partnership) »
Note: Check the appropriate box in the line above for the tax classification of the single-member owner. Do not check Exemption from FATCA reporting

LLC if the LLC is classified as a single-member LLC that is disregarded from the owner uniess the owner of the LLC is de (if
another LLC that is not disregarded from the owner for U.S, federal tax purposes, Otherwise, a single-member LLC that| ©9°¢ (i any)

Exempt payee code (if any)

[] Other (see instructions) »

is disregarded from the owner should check the appropriate box for the tax classification of its owner.

{Applles to sccounts maintained outside the U.S,)

5 Address (number, street, and apt. or suite no.) See instructions.

Print or type.
See Specific Instructions on page 3.

Requester's name and address (optional)

6 City, state, and ZIP code

7 List account number(s) here (optional)

m _Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid Social security number I
backup withholding. For individuals, this is generally your social security number (SSN). However, for a
resident alien, sole proprietor, or disregarded entity, see the instructions for Part |, later. For other - -
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a
or

TIN, later.

Note: If the account is in more than one name, see the instructions for line 1. Also see What Name and
Number To Give the Requester for guidelines on whose number to enter.

| Employer identification number |

Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me); and
2.1 am not subject to backup withholding because: (a) | am exempt from backup withholding, or {b) | have not been notified by the Internal Revenue
Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that | am

no longer subject to backup withholding; and
3.1am a U.S. citizen or other U.S. person (defined below); and

4. The FATCA code(s) entered on this form (if any) indicating that | am exempt from FATCA reporting is correct.
Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding because
you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage interest paid,
acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and generally, payments
other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the instructions for Part l, later.

Sign Signature of
Here U.S. person >

Date >

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-9 and its instructions, such as legislation enacted
after they were published, go to www.irs.gov/FormWa.

Purpose of Form

An individual or entity (Form W-9 requester) who is required to file an
information return with the IRS must obtain your correct taxpayer
identification number (TIN) which may be your social security number
(SSN), individual taxpayer identification number (ITIN), adoption
taxpayer identification number (ATIN), or employer identification number
(EIN), to report on an information return the amount paid to you, or other
amount reportable on an information return. Examples of information
returns include, but are not imited to, the following.

* Form 1099-INT (interest earned or paid)

* Form 1099-D}V (dividends, including those from stocks or mutual
funds)
* Form 1099-MISC (various types of income, prizes, awards, or gross
proceeds)
* Form 1099-B (stock or mutual fund sales and certain other
transactions by brokers})
» Form 1099-S (proceeds from real estate transactions)
* Form 1089-K {merchant card and third party network transactions)
* Form 1098 (home mortgage interest), 1098-E (student loan interest),
1098-T (tuition)
* Form 1099-C (canceled debt)
* Form 1099-A (acquisition or abandonment of secured property)

Use Form W-9 only if you are a U.S. person (including a resident
alien), to provide your correct TIN.

If you do not return Form W-8 to the requester with a TiN, you might
be subject to backup withholding. See What is backup withholding,

later.

Email ‘o Sca-wn@srsd. org

Cat. No. 10231X  Quesdiens(?) H13-L85-1015

Form W=9 (Rev. 10-2018)



Employment Eligibility Verification USCIS

Department of Homeland Security OM?;"'I'GII;% ot7
0. -

U.S. Citizenship and Immigration Services Expires 10/31/2022

» 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 illegal 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 ulegal discrimination.

Last Name (Fam:/y Name) First Name (Given Name) Middle Initial Cther Last Names Used (if any)
Address (Street Number and Name) Apt. Number | City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) U.S. Social 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.

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

[T] 1. Acitizen of the United States

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

D 3. A lawful permanent resident  (Alien Registration Number/USCIS Number): |

I____I 4. An alien authorized to work  until {expiration date, if applicable, mm/dd/yyyﬁ
Some aliens may write "N/A" in the expiration date field. (See instructions)

. i . . . QR Code - Section 1
Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: Do Not Write In This Space

‘ An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR
‘ 2. Form |-94 Admission Number:

OR
3. Foreign Passport Number:

Country of Issuance:

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

| attest uhder penalty of perjury, that I have a55|sted in the completlbn of Section 1 of thls form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name {Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

Form I-9 10/21/2019 Page 1 of 3



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

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

LISTA ' LISTB LISTC

Documents that Establish | Documents that Establish Documents that Establish
Both Identity and - 5 Identity Employment Authorization
Employment Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a 1. A Social Security Account Number
- : State or outlying possession of the card, unless the card includes one of
2. Perrpanep t Remdgnt Card or Alien United States provided it contains a the following restrictions:
Registration Receipt Card (Form 1-551) - .
photograph or information such as (1) NOT VALID FOR EMPLOYMENT
] ) name, date of birth, gender, height, eye
3. Foreign passport that contains a color, and address {2) VALID FOR WORK ONLY WITH
temporary 1-651 stamp or temporary INS AUTHORIZATION
:;5a5d1aglrénit:1(:n rimrt::to\r/‘i soan a machine- 2. ID card ISSL:ed by federal, sﬁ.te or local (3) VALID FOR WORK ONLY WITH
g government agencies or entities, DHS AUTHORIZATION
— provided it contains a photograph or
4, Employment Authorization Document information such as name, date of birth, 2. Certification of report of birth issued
that contains a photograph (Form gender, height, eye color, and address by the Department of State (Forms
1-766) DS-1350, FS-545, FS-240)

3. School ID card with a photograph — ” -

5. For a nonimmigrant alien authorized 3. Original or certified copy of birth
to work for a specific employer 4. Voter's registration card certificate issued by a State,
because of his or her status: — county, municipal authority, or
a. Foreign passport; and 5. U.S. Military card or draft record territory of the United States

: ’ " . bearing an official seal
b. Form 1-94 or Form -94A that has 6. Military dependent's ID card

the following: 7. U.S. Coast Guard Merchant Mariner 4. Native American tribal document

(1) Ths same name as the passport; Card 5. U.S. Citizen ID Card (Form 1-197)
an . . .

(2) An endorsement of the alien's 8. Native American tribal document 6. Identification Card for Use of
nonimmigrant status as long as 9. Driver's license issued by a Canadian Resident Citizen in the United
that period of endorsement has government authority States (Form 1-179)
not yet expired and the —
proposed employment is not in For persons under age 18 who are | 7- Employmept authorization
conflict with any restrictions or unable to present a document document issued by the .
limitations identified on the form. listed above: Department of Homeland Security

6. Passport from the Federated States

of Micronesia (FSM) or the Republic 10, School record or report card

of the Marshall Islands (RMI) with 11. Clinic, doctor, or hospital record
Form 1-94 or Form I-94A indicating
nonimmigrant admission under the 12. Day-care or nursery school record

Compact of Free Association Between
the United States and the FSM or RMI

Examples of many of these documents appear in the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form I-9 10/21/2019 Page 3 of 3



GATEWAY REGIONAL SCHOOL DISTRICT

BLANDFORD-CHESTER-HUNTINGTON»MIDDLEFIELD-
MONTGOMERY-RUSSELL-WORTHINGTON

May 7, 2012 Update

CRIMINAL OFFENDER RECORD INFORMATION (CORI) ACKNOWLEDGEMENT
FORM

TO BE USED BY ORGANIZATIONS CONDUCTING CORI CHECKS FOR
EMPLOYMENT, VOLUNTEER, SUBCONTRACTOR, LICENSING AND HOUSEING
PURPOSES.

Gateway Regional School District is registered under the provisions of M.G.L. c.6, § 172 to receive
CORI for the purpose of screening current and otherwise qualified employees, subcontractors,
volunteers, license applicants, current licenses, and applications for the rental or lease of housing.

As a prospective ot cutrent employee, subcontractor, volunteer, license applicant, cutrent license, or
applicant for the rental or lease of housing, I understand that 2 CORI check will be submitted for
my personal information to the DCJIS. I hereby acknowledge and provide permission to Gateway
Regional School District to submit a CORI check for my information to the DCJIS. This
authorization is valid for one year from the date of my signature. I may withdraw this authorization
at any time by providing Gateway Regional School District with written notice of my intent to
withdraw consent to a CORI check.

FOR EMPLOYMENT, VOLUNTEER, AND LICENSING PURPOSES ONLY: The Gateway
Regional School District may conduct subsequent CORI checks within one year of the date this
Form was signed by me provided, however, that Gateway Regional School District must first
provide me with written notice of this check.

By signing below, I provide my consent to a CORI check and acknowledge that the
information provided on Page two of this Acknowledgement Form is true and accurate.

SIGNATURE DATE

(SEE BACK)

—-District Vision Statement—

"The Gateway Regional School District will provide an exemplary education that challenges all students in an instructional setting appropriate to their

needs.



GATEWAY REGIONAL SCHOOL DISTRICT

BLANDFORD-CHESTER-HUNTINGTON-MIDDLEFIELD-
MONTGOMERY-RUSSELL-WORTHINGTON

June, 2013

On January 10, 2013, Governor Deval Patrick signed into law GL. Chapter 459 of the Acts of
2012, An Act Relative to Background Checks. The new law requires all newly hired school
employees in Massachusetts, beginning in the 2013-2014 school year, to submit to national
fingerprint-based criminal background checks in addition to state CORI checks.

The Commonwealth is developing regulations, poliéy and procedures to meet the requirements of
this new law. As of today, a system is not yet in place for school employers to conduct a national
fingerprint-based criminal background check.

As a new employee of the Gateway Regional School District, you will be subject to a
Massachusetts criminal background check (CORI), which must be completed before you may
begin work. In addition, you will be required to submit to a national criminal background check
by submitting your fingerprints when that system-is available, The Executive Office 6f Public
Safety and Security and the Department of Criminal Justice Information Services, working with
the Executive Office of Education, the Department of Elementary and Secondary Education, and
the Department of Early Education and Care, are in the process of establishing the procedures for
taking fingerprints, submitting them to the national database and returning reports to school
employers. Under c. 459, the individual employee or prospective employee is responsible for the
cost of the national criminal background check.

Your continued employment in the Gateway Regional School District is conditioned upon
completion and assessment of a national criminal background check as well as the state CORI
check already completed.

Please sign below indicating your understanding and acknowledgement of these conditions of
employment and the required national criminal background check.

Printed Name

Signature - Date

For more information regarding national criminal background checks, please visit http://www.mass.goy/eopss/agencies/dcjis/

-—-District Vision Statement-— )
The Gateway Regional School District will provide an exemplary education that challenges all students in an instructional setting approptiate to their
. ' needs.



GATEWAY REGIONAL SCHOOL DISTRICT

BLANDFORD-CHESTER-HUNTINGTON-MIDDLEFIELD-
MONTGOMERY-RUSSELL

To: New Employee
From: Stacy Stewart
Re: National Fingerprint Instructions

Go to www.identogo.com

Click on Get Fingerprinted

Choose Massachusetts

Click Digital Fingerprinting

Choose Schedule a new Appointment

Choose PreK-12" Grade Education (ESE)

Choose either Certified Staff (anyone with DESE Certification) or All Other School
Personnel .

Confirm Choice

Provider ID 06720000

Enter Zip Code to Determine Finger Printing Location or Choose an area
Choose a location and date to see the schedule

Continue on with remaining website instructions.

For more information -regarding national criminal background checks, please visit
hitp://www.mass.gov/eopss/agencies/dcjis/

---District Vision Statement---
‘The Gateway Regional School District will provide an exemplary cducation that challenges all students in an instructional sctting appropriate to their
nceds.
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Division ofﬁ;
=N ="
Employee Health Insugg = KE nsibility Disclosure Form
\a

T

You are completing this form because you hi¥e dechiec- _(articipate in your employer sponsored health
insurance plan and/or have declined to partic?@gt =: e{f" ployer’s “Section 125 Cafeteria Plan” pre-tax
purchasing arrangement. A Section 125 Plan is niﬁsurance; it is a way to purchase health insurance
on a pre-tax basis. For information about affordablé health insurance options, visit the Commonwealth

Connector at < www.mahealthconnector.org >.

Employers: please complete this section. See reverse side for instructions.

GATEWAY REGIONAL SCHOOL DISTRICT FEIN:_04-6006503

Employer Name:

Employer D/B/A:
a Employer Address: 12 Littleville Road
s- City | State | ZIP Code: Huntington, MA 01050
H
W | 1. Did you offer a “Section 125 Cafeteria Plan” to this employee? Yes [:l No :'
Did you offer employer sponsored health insurance to this employee? Yes D No
If you offered sponsored insurance to this employee, what is the dollar amount S

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 Initial

L || |
Employee Last Name Suffix (e.g., Sr, Jr.)

| ]| |

None
1. Did you accept your employer sponsored health insurance? Yes [:' No D Offered

2. Did you agree to use your employer’s “Section 125 Cafeteria Plan” D D None
Yes No Offered

to purchase health insurance?
3. Do you have other health insurance? Yes D No D

Employee

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 I do not have health insurance I may be responsible for the full costs of all medical treatment, that I may forfeit all or
a portion of my Massachusetts personal tax exemption and be subject to other penalties pursuant to M.G.L c. 111M, that the Employee
Health Insurance Responsibility Disclosure (HIRD) Form contains information that must be reported in my Massachusetts tax return,
and that I am required to maintain a copy of the signed HIRD Form.

Date (MM/DD/YY)
R B P

Employee Signature

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



Pleas:_e Read the Instructions =

Before Filling Out This Form. Enrollment and Change Form
Please TYPE OR PRINT CLEARLY using biue e Please mail to: PO. Box 986001
or black ink to avoid coverage delay or type in information MASSACHUSETTS Boston, MA 02298 or fax to 1-617-246.7531

1. Ta Be Filled Out by Your Employer

Company Current Medical Group #: Medical Group #, Transferring To
Name GATEWAY REGIONAL SCHOOL DIS
Current BCBS ID #, If any | Requested Effective Date Date of Hire Current Dental Group #: Dental Group #, Transferring To
MM DD YWY MM DD YYYY
Type of Transaction Remarks: (i.e., qualifying event for a new
£ ADD ) CANCEL add, change to family or other mstrucnon.)
O CHANGE | Three digit D ,:] D O Open Enrollment Change to Family |3 Loss of Coverage (HIPAA Continuation of Coverage Letter Required)
{ITRANSFER termination code 7 New Hire (0 Add Spouse 0t
: ' T COBRA 3 Add Dependent 2
2. Yourself (Member 1)
What [ Access Blue O Blue Medicare Rx (Part D) O HMO Blue New England 3 Network Blue | Membership Type Membership Type
products? [J Blue Choice 0 Dental Blue O Managed Blue for Seniors O PPO (Medical) (Dental)
O Blue Choice New England [JHMO Blue O Medex (Group) 0 Saver Blue O1Individual 0 Family |V Individual O Family
Your First M.L Last Sex Date of Birth
Name Name
Street Address/ Apt. # Ciry/ State Zip Code
PO. Box # Town
Home Cell Email
Phone  ( ) Phone ( )
Social Securiry # Other Insurance?” |Other Insurance City / State
(REQUIRED)! YO/NO Company Name
PCPID # : Name of City / State Is this your current PCP?
(see instructions) PCP YO/NO
Are you covered | Part A Effective Date Part B Effective Date Part D Effective Date Medicare # 365+ [ Disabled [JESRD
by Medicare?? If Retired,
Yo /NO MM DD YYYY [MM DD YYYY | MM DD YYYY | Activelv Working? YI/N 3 | Date
embe Please Check One: O Spouse O Domestic Partner O Divorced Spouse (court ordered) |Plan Type: O Medical O Dental
First ML Last Sex Date of Birth
Name Name
Social Security # Phone Other Insurance?' | Other Insurance Ciry / State
(REQUIRED)! ( ) YO/NO Company Name
PCPID # Name of City / State Is this your current PCP?
(see instructions) PCP YO/NO
Are you covered | Part A Effective Date Part B Effective Date Part D Effective Date Medicare # 165+ O Disabled JESRD
by Medicare?? If Retired,
YO /NO MM DD YYYY | MM DD YYYY [ MM DD Yyyy | Actively Working? YO /N O | Date
£ Yo e Denende amher 3 4
Dependent’s First Name ML Last Sex Date of Birth
3) Name
Social Security # PCP ID # (see Name of
(REQUIRED)! instructions) PCP
Is this your current PCP? YO / NO ] Full-time student and aged 19 orolder (J  Disabled and aged 26 or older 0 Plan Type: CJMedical J Dental
Dependent’s First Name ' ML Last Sex Date of Birth
4.) Name
Social Security # PCPID # (see Name of
(REQUIRED)1 instructions) PCP
Is this your current PCP? YO / N(O | Full-time student and aged 19 or older 0  Disabled and aged 26 or older J lPlan Type: O Medical O Dental
Dependent’s First Name M.L Last Sex Date of Birch
5.3 ) Name
Social Security # PCPID # (see Name of
(REQUIRED)! instructions) PCP
Is this your current PCP? YO / NO  Full-time student and aged 19 or older (3 Disabled and aged 26 or older (J —[i’lan Type: (O Medical (J Dental
Pli:'asc check if you are using separate forms for additional dependent children (7 Total # of dependents:
Persg Acco
[THSA: Health Savings Account Start Date End Date ey
[_JFSA: Health Flexible Spending Account Start Date End Date Health: $°
[C1FSA: Dependent Care Reimbursement Account | Start Date End Date Dependent Care: $
b. Signature (Employer & Employee)
The information here is complete and true. I understand that Blue Cross and Blue Shield will rely on this information to enroll me and my dependents or to make changes to my
membership. I' understand that I should read the subscriber certificate or benefit booklet provided by my employer to understand my benefits and any restrictions that apply to my
health care plan. T understand that Blue Cross and Blue Shield may obtain personal and medical information about me to carry out its business, and that it may use and (ﬁscﬁxse that
informarion in accordance with law. I acknowledge that I may obtain further information about the collection, use, and disclosure of my information in “Our Commitment to
Confidentiality,” Blue Cross and Blue Shield’s notice of privacy practices.
Employee’s Signature — Date Employer’s Signature Date

1. REQUIRED: Under the Affordable Care Act, we are required to collect the Social Security number for you and any dependent enrolling in your plan.
2. If you have not indicated Y or N regarding your Medicare or other insurance status, you may receive a follow-up questionnaire.
ﬁlpe Cross Blue Shield of Massachusetts is an Independent Licence of the Blue Cross and Blue Shield Association.



HAMPSHIRE COUNTY GROUP INSURANCE TRUST

Subscriber Affidavit of Marital Status

Please print

Subscriber Name:
Address:
Town/City: State: Zip Code:

Best Contact Number:

Email Address:

Dependent Spouse or Former Spouse:

Name: Date of Birth:

Address (If different than above):

Are you currently legally married to this dependent? YES / NO
If YES, attach a photocopy of the City/Town Clerk’s marriage certificate.

If NO, attach a copy of signature page of divorce and page relating to health insurance provision.

Are you remarried? NO / YES

If Yes, Date of remarriage:

Is your former spouse remarried? YES / NO / Unknown

If YES, Date of marriage:
Please initial each after reading: .
| hereby certify that the information provided above is true and accurate.

I understand that | am obligated to inform my employer immediately if there are any
changes in my status or that of my spouse/ex-spouse.

I understand that should | or my ex-spouse remarry, my ex-spouse may not continue
on my coverage beyond the date of marriage except by court order and must be enrolled
in individual coverage for which | will be responsible for 100% of the cost.

I understand that any misrepresentation in the information given may result in
termination of benéefit eligibility for myself and/or my spouse/ex-spouse.

Subscriber Signature Date
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Social Security - -

Employer

Employee Name Date of First Deduction

Address No. of Pay Periods  10___ 12 24 26
52____ Other

%

Benefit

Group Term Life

SRR A L
3

E
¥, 3
Vol Group Term g §
Dentai : g 3
A W h

B i
Disability : 1 5.;
: i

Other

M S

Payroll Authorization:

termination of the plan by you.

AGENT'S SIGNATURE:

My employer is authorized to deduct premium payments from my salary or share account as

billed and forward the premium amount to the a
Such deductions shall cease upon written notic

This authorization shall be null and void if the policy(ies) is/are declined or not accepted by me.

ppropriate insurance carrier, as shown above, -~
e from me cancelling this authorization or upon

PAYOR'S SIGNATURE:

DATE:

Waiver:

benefit plan and | have declined.
insurability may be required.

SIGNATURE:

| have been offered the oppurtunity to participate in this voluntary supplemental insurance

I understand that if | should later desire to apply, evidence of

DATE:




_BOSTON MUTUAL LIFE INSURANCE COMPANY 1-800-669-2668 x 700 ( AAARE

120 ROYALL STREET » CANTON, MA 02021
Please refer to your Administration Kit for enrollment and mailing instructions

GROUP BENEFITS ENROLLMENT FORM

PLEASE PRINT OR TYPE

Dept. ID
B f'l‘&l;% E !J%

GroupNumber-Division Number Employee/Policyholder

i E

Employee Name (Last, First, Middls) Social Security Number

z
o

=

=

o

O

| T

E Home Address (Streef, City, State, Zip) Telephone #

§ PAYROLL [J Weekly [J Bi-Weeky

= TYPE: [0 Monthly [J Annual Eamings $.

'-m'- Gender (M/F) Occupation or Job Title Date of Birth Age

L

5

a‘ 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) Dateof Age No. of Dependents
Birth

330 ONLY.ELECT BOSTON MUTUAL COVERAGES MADE AVAILABLE TO YOU THROUGH YOUR EMPLOYER. :
. BASIC YES NO  INSURANCE AMOUNT VOLUNTARY YE NO INSURANCE AMOUNT
| UFE O O _s LIFE O O $

E AD&D o o s AD&D O O $
=
"-g DEPENDENT LIFE: DEPENDENT LIFE:

g SPOUSE O O s SPOUSE [ m] ] $

|.|:| CHILD(REN) O O $ ~ CHILD(REN) O . O

LONG TERM DISABILITY | o s LONG TERM DISABILITY a O $
OTHER (please specify coverage & amf) OTHER (please specify coverage & amt)

i T A H
e - <Ny

_ BENEFICIARY(IES) FOR LIFE AND/OR AD&D BENEFITS:

Primary Beneficiary(ies): % of Benefit Relationship to you

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 payabie for
each beneficiary, the total proceeds payable will be divided equally among each beneficiary. If an insured dependent dies, we will pay the proceeds to you.

Please list additional beneficiaries on separate sheet.
DO NOT SIGN THIS FOR EFRAUDNOTICES = = =~

8

| apply for the insurance for which | am now eligible (or for which | may become eligible) under the provisions of the Group Policy or Group Policies issued to my
employer by the Boston Mutuat Life Insurance Company and authorize deductions, if any, from my eamings of the required premium contribution toward the cost of the
insurance. | understand that if | am disabled on the date my insurance would otherwise become effective, | shall only become insured on the date I retumn to active full-

time work. | further understand that if | decline insurance coverage for which | am now eligible and { desire to participate in the plan at a later date, | must fumish, at my
own expense, evidence of insurability satisfactory to Boston Mutual Life Insurance Company.

L 2

Signature of Employee Date

| REFUSALOF INSURANGE

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

B All Coverages O Life and AD&D O Dependent Coverage O Short Term Disability O Long Term Disability

SIGNATURE ..

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

Signature of Employee Date

Signature of Witness Date

Form BML-GRTC-ENR Rev 05/08 05/10
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BOSTON MUTUAL LIFE INSURANCE COMPANY '7

[120 Royall Street - Canton, MA 02021

1-800-669-2668 Ext. 473] I_

STATEMENT OF INSURABILITY FORM FOR GROUP INSURANCE

To be completed for all proposed insureds who are applying for more than the guaranteed issue limit or are completing
the form 31 or more days from the date that the proposed insureds became eligible.

Refer to the Group Policy for EA PLET FULL

es of coverage%vaila le and PLEASE COM EIN FU L IMPORTANT
eligible amounts of insurance. EMPLOYEE/EMPLOYER Submit with completed Enrollment form.
Group # Div. # Employer/Group Name
Social Security # Employee Name (Last, First, Middle Initial)
Telephone # Address

PROPOSED-INSURED(S) _
Name Relationship Date of Birth |Height| Weight [(if pregnant,
pre-pregnacy weight)]
NEW CHANGE
O Late Applicant QO Increase in Coverage
U Applying for Coverage in Excess of the O Adding Spouse
Guaranteed Amount O Increasing Spouse
Q Applying for Supplemental Coverage O Adding Dependent Child(ren)
O Other Q Other B
INSURANCE

YOU [LIFE AD&D VOLUNTARY LIFE VOLUNTARY AD&D]
Current Insurance [ - |
Additional Insurance Requested | ]
Total New Coverage [ S = = I

Q [Short Term Disability % ]

Weekly Benefit
Q [Long Term Disability  $ - ] Q Other $
Monthly Benefit
YOUR SPOUSE [LIFE AD&D VOLUNTARY LIFE VOLUNTARY AD&D]
Current Insurance [ - S |
Additional Insurance Requested | e = = —
Total New Coverage [ . ]
Q Other $

ICC17 GRP- EVID 9/17
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— EVIDENCE OF INSURABILITY —

Please list all life insurance and/or annuity contacts now in-force or pending on your life

- . J Do you intend to repl hange thi
Existing Name of Company - Life AD&D  |Year Issued | 79 YOu Intend o replace or change this coverage
Coverage | (if replacement include Policy No.) | Amount | Amount | or Pending }fg’{,’}éna?éi a)ij%ulfeccllegﬁnéinen&tgSa;;;ggargggg for tﬁe

a YES Q NO
a YES a NO

To be Completed for ALL Proposed Insured(s) if Required by the Group Insurance Contract

1. Have you used any form of tobacco products (cigarettes, pipe, cigars, chewing tobacco, nicotine gum or paiches) within the past 12
months? ** Employee O YES 0O NO Spouse O YES 0 NO

** 1 understand and agree that if I have not answered these questions correctly 1) the coverage may be rescinded during the:iﬁrst two
years from the certificate effective date, and 2) after that time, the sum payable and every other benefit will be adjusted only for

misstatement of age or sex.

2. In the past [3-10 years], have ANY of the proposed insureds been diagnosed, treated, tested positive for or been given medical
advice by a licensed medical professional that they had: A) sleep apnea, asthma or emphysema; B) high blood pressure, stroke
chest pain, transient ischemic attack (TIA), heart or circulatory disease or disorder; C) intestinal disease or disorder or ulcer;
D) diabetes; E) leukemia, cancer, tumor or malignancy; F) epilepsy, mental or nervous disease or disorder; G) kidney or genito-
urinary disease or disorder; H) disorder of the back, muscles, bones or joints; I) liver disease or disorder; J) pancreatitis (new
or acute); or K) thyroid disorder? 0 YES U NO

3. In the past 5 years, have ANY of the proposed insureds been treated for or been diagnosed by a licensed medical professional as
having an immune deficiency disorder or AIDS (Acquired Immune Deficiency Syndrome)? O YES O NO

4. In the past 5 years, have ANY of the proposed insureds; 1) been hospitalized or had hospitalization recommended; 2) had a
physical examination or medical test with other than normal results? Q YES Q NO

5. Within the next 2 years, do you or your spouse: A) fly, or intend to fly, as pilot or crew member; B) race or test drive any
form of vehicle; C) scubadive; D) hang glide or sky dive? O YES O NO

6. Have ANY of the proposed insured, within the past [3-10 years], used or are they currently using or received treatment or consultation
for the use of heroin, morphine, other narcotics, marijuana, barbiturates, amphetamines or hallucinogenic drugs or alcoholism?

Q YES Q NO
7. In the past [3-10 years], have ANY of the proposed insureds been diagnosed by a licensed medical professional as having
memory loss? Q YES O NO
8. In the past [3-10 years], have ANY of the proposed insureds been diagnosed by a licensed medical professional as having
Amytrophic Lateral Sclerosis (ALS)? QO YES O NO
9. In the past [3-10 years], have ANY of the proposed insureds been diagnosed by a licensed medical professional as having autism?
d YES Q NO
10. In the past 2 years, have any of the proposed insureds been treated, examined or advised by a licensed medical professional
for attempted suicide? Q YES Q NO
11 In the past [3-10 years], have ANY of the proposed insureds been diagnosed by a licensed medical professional as having
Huntington’s Chorea? d YES Q NO
[To be Completed if Applying for Disability Insurance
12. Are ANY of the proposed insureds currently pregnant? Q YES 0 NOJ
Details for questions [2-12] answered “YES”. Include question number. (Attach additional details on a signed and dated separate sheet)
Name Medical Condition Date(s) Details/ Treatment Name & Address of Attending
Physicians and Hospitals

ICC17 GRP- EVID 9/17 220-004 ICC 9/17




AUTHORIZATION TO OBTAIN INFORMATION

MIB PRE-NOTICE

Information regarding your insurability will be treated as confidential. Boston Mutual Life Insurance Company or its
reinsurers may, however, make a brief report thereon to the MIB, Inc. (formally known as Medical Information Bureau, Inc.), a
not-for-profit membership organization of insurance companies, which operates an information exchange on behalf of its
members. If you apply to another MIB, Inc. member company for life or health insurance coverage, or a claim for benefits is
submitted to such a company, MIB, Inc., upon request, will supply such company with the information about you in its file.

Upon receipt of a request from you, MIB, Inc. will arrange disclosure of any information in your file. Please contact MIB,
Inc. at 866-692-6901 (TTY 866-346-3642). If you question the accuracy of the information in the MIB, Inc. file, you may contact
MIB, Inc. and seek a correction in accordance with the procedures set forth in the federal Fair Credit Reporting Act. The
address of the MIB, Inc. information office is: 50 Braintree Hill Park, Suite 400, Braintree, Massachusetts 02184-8734.

MIB REPORTING AUTHORIZATION
I authorize Boston Mutual Life Insurance Company, or its reinsurers, to make a brief report of my personal health
information to MIB, Inc.

CONSUMER REPORTING AUTHORIZATION

I authorize Boston Mutual Life Insurance Company to obtain a Consumer Report, which may include a report from
MIB, Inc. (formerly Medical Information Bureau, Inc.) on me. I understand that information concerning my application
for coverage may be verified through one or more of these reports and that information received through this process
may be used in whole or in part to determine my eligibility for coverage. If the use of a Consumer Report results in an
adverse action regarding my application for coverage, I will be informed by Boston Mutual of my rights, concerning

that action.

REPRESENTATIONS AND NOTICE TO APPLICANTS

I/we have read the Statement of Insurability form and represent that the statements and answers are complete and true
to the best of my/our knowledge and belief. I/ we agree that this form shall form the basis for and become a part of the

consideration for the insurance applied for.

CAUTION: Any person who knowingly presents a false statement in a statement of insurability for insurance may be
guilty of a criminal offense and subject to penalties under state law.

Signature of Proposed Insured (Employee/Member) Date : Signed & Dated at (City, State)
Signature of Proposed Insured (Other than Employee/Member) ~ Date Signed & Dated at (City, State)
(Employee/Member if the proposed insured is under [15])

[ MUST BE USED WITH HIPAA FORM DESIGNATED FOR YOUR STATE ]

ICC17 GRP- EVID 9/17 220-004 ICC 9/17



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)

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

S = [
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 iliness 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. | 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.
I 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.
I 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.

I understand that the Providers may not refuse to provide treatment or payment for health care services if | refuse to
sign this authorization. 1 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? 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.

Date

Signature of {nsured
HA-10.2013 stdBM

914-054 Stnd.2 10/13
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Employer_Gateway Reginnal Schnnl
Employee Name
Address

.......
-------

Social Security__ -
Date of First Deduction
No. of Pay Periods

26

10
52

& Annual Amount . Pre-Tax |

Group Term Life

Vol Group Term

1
VTR L
S oy

i
Dental g

Disability

Other

Payroll Authorization:
My employer is authorized to deduct
billed and forward the premium amount to the appropriate insurance carrier, as shown above.

premium payments from my salary or share account as

Such deductions shall cease upon written notice from me cancelling this authorization or upon

termination of the plan by you.

This authorization shall be null and void if the policy(ies) is/are declined or not accepted by me.

AGENT'S SIGNATURE:

DATE:

PAYOR'S SIGNATURE:

Waiver:
I have been offered the oppurtunity to participate in this voluntary supplemental insurance
benefit plan and | have declined. | understand that if | should later desire to apply, evidence of

insurability may be required.

DATE:

SIGNATURE:




HAMPSHIRE COUNTY GROUP INSURANCE TRUST

Long-Term Disability

Voluntary Long-Term Disability (no contribution from the member unit) is offered to employees through the
convenience of payroll deduction.

. Eligibility Requirement — All actively at work benefit eligible employees working 20 hours per
week may sign up for the plan

) Monthly Benefit can not exceed 50% of your salary to a max of $3,000

. Benefit Duration - Own occupation 2 Years — You are covered if you are disabled and cannot
work in your occupation for the first 2 years. After that you will continue to receive benefits if
you are unable to work at any occupation you are capable of by training, education, or

experience
. Elimination Period is 90 Days - no coverage for the first 90 days of disability
. Full Family Integration with Social Security -Long-Term Disability benefits will be offset with

benefits received from Social Security, Workers’ Compensation

J Pre-Existing Exclusion 12/6/24 -Any condition you have had 12 months prior to the policy
effective date will not be covered for 24 months or until you are treatment-free for 6 continuous
months

) Progressive Partial —If you are partially disabled and experience a 15% reduction in pay based

upon your disability you will begin to receive pro-rated benefits

Mental Illness/Substance abuse is covered for a period of 24 months

Survivor Benefit ~ 3 months of benefits will be paid to your beneficiary

Full matemity coverage — Pregnancy is covered like any other illness

Wavier of premium included — While you are disabled and receiving benefits, you will not be

required to pay the monthly premium for your plan

. Accumulation of the elimination period — If you are disabled for less than 90 days and attempt to
come back to work, you will not be required to complete a new 90 day elimination period to start
receiving benefits if you return to disabled status for the same sickness/illness

. 6-month recurrent disability — If you are disabled and come back to work for less than 6 months
and go back out on the same disability you will not be required to complete a new elimination
period

. Cost of living freeze — If benefits received from other sources are increased, the LTD benefit will

not be reduced

Please contact Jim Flynn at LifePlus Insurance Agency, Inc. with any enrollment questions.
475 School Street Suite 5
Marshfield MA 02050
James A. Flynn, LIA 781-837-9222 fax 781-837-9227
Toll Free 866 511 9222, Email jim@Ipins.com

This form is for informational purposes only, please refer to the contract for specific language.



NY 1-800-669-2668 x 700 BoRisy

120 ROYALL STREET » CANTON, MA 02021 N
Please refer to your Administration Kit for enrollment and mailing instructions

%, "“ .-u‘;}_ .
I A

PL"EQEASE PRINT OR TYPE

" GroupNumber-Division Number Employee/Policyholder Dept. ID

F[E E|&[F

Social Security Number

Employee Name (Last, First, Middis]

Home Address (Street, City, State, Zip) Telephone #

PAYROLL [J] Weekly [J Bi-Weekly

TYPE: O Monthly [J Annual Eamings $
Gender (M/F) Occupation or Job Title Date of Birth Age
Average Hours Worked Dateof Hire or  Date of Full Time Employment if different Effective Date State Class Rate Basis
Spouse (Lasl, First, Middle) Gender (M/F) Date of Age No. of Dependants

THAL GE
JIUAL Lk 5

YE NO INSURANCE AMOUNT

YES NO  INSURANCE AMOUNT VOLONTARY

¢ . 8
{5 UFE 0 O s LIFE (] (| $
ADSD O o _s AD&D o m]
: DEPENDENT LIFE: DEPENDENT LIFE:
SPOUSE O O s SPOUSE (] (] $
CHILD(REN) CHILD(REN) _‘ . O $

Eas

LONG TERM DISABILITY O (] $

LONG TERM DISABILITY
OTHER (please specily coverage & ami) OTHER (pkase spaciy coverage & am)

=
" Primary Beneficiary(les):

Relationship to you

Contingent Beneficiary(ies):

£, Ifyou designate more than one beneficiary, please be sure the total percentages of benefit equals 100%. (f you do not designate a percentage payable for
‘" each beneficiary, the total proceeds payable will be divided equally among each beneficiary. If an insured dependent dies, we will pay the proceeds to you.
Please list additional beneficlaries on separate sheet.

___DO NOT SIGN THIS FORM UNTIL YOU HAVE READ THE FRAUD NOTICES

£5 8 s Lo ST S RS e e P » k. ALY A __ a\-_!_‘_ 3 e
| apply for the insurance for which | am now eligible (or for which | 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. / understand that if | am disabled on the date my insurance would otherwise become effective, | shall only become insured on the date | retum fo active full-
time work. | further understand that if | decline insurance coverage for which | am now eligible and | desire to participate in the plan at a later date, | must fumnish, at my
own expense, evidence of insurability satisfactory to Boston Mutual Life Insurance Company.

Signature of Employee

Date

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

Al Coverages O Life and AD&D 3 Dependent Coverage 0 Short Term Disability O Long Term Disability
| further understand that if | desire fo participate in the Plan at a later date with the respect to the coverage(s) checked, | must furnish, at my own expense, evidence of
insurability satisfactory to Boston Mutual Life Insurance Company.

Signature of Employee Date

ki Signature of Witness Date

Form BML-GRTC-ENR Rev 05/08 05/10



Chart of Long Term Disability Benefits with Corresponding Mor;thlv Premium

Age <29 30-39 40-44 45-49 50-54 55+
Monthly Benefit

$500 $2.15 $3.55 $5.70 $8.35 $11.55 $14.00

$600 $2.58 $4.26 $6.84 $10.02 $13.86 $16.80

$700 $3.01 $4.97 $7.98 $11.69 $16.17 $19.60

$800 $3.44 $5.68 $9.12 $13.36 $18.48 $22.40

$900 $3.87 $6.39 $10.26 315.03 $20.79 $25.20
$1,000 $4.30 $7.10 $11.40 $16.70 $23.10 $28.00
$1,100 $4.73 $7.81 $1_2.54 $18.37 $25.41 $30.80
$1,200 $5.16 $8.52 $13.68 $20.04 $27.72 $33.60
$1,300 $5.59 $9.23 $14.82 $21.71 $30.03 $36.40
$1,400 $6.02 $9.94 $15.96 $23.38 $32.34 $39.20
$1,500 $6.45 $70.65 317.10 $25.05 $34.65 $42.00
$1,600 $6.88 $11.36 $18.24 $26.72 $36.96 $44.80
$1,700 $7.31 81207 $179.38 $28.39 $39.27 $47.60
$1,800 $7.74 $12.78 $20.52 $30.0_6 3$41.58 $50.40 P
$1,900 $8.17 $13.49 $21.66 $31.73 $43.89 $53.20 '
$2,000 $8.60 $14.20 $22.80 $33.40 $46.20 $56.00
$2,100 $9.03 $14.91 $23.94 $35.07 $48.51 $58.80
$2,200 $9.46 $15.62 $25,08 $£36.74 $50.82 $61.60
$2,300 $9.89 $16.33 $26.22 $38.41 $53.13 $64.40
$2,400 $10.32 $17.04 $27.36 $40.08 $55.44 $67.20
$2,500 $10.75 $17.75 $28.50 $41.75 $57.75 $70.00
$2,600 $11.18 371846 $29.64 $43.42 $60.06 $72.80
$2,700 $11.61 $19.17 $30.78 $45.09 $62.37 $75.60
$2,800 $§12.04 $79.88 $31.92 $46.76 364.68 $78.40
$2,900 $12.47 $20.59 $33.06 $48.43 $66.99 $£81.20
$3,000 $12.90 . $21.30 $34.20 $50.10. $69.30 $84.00

Monthly Benefit = 50% of Monthly Salary '
Benefit offset = Full Family Intergration - Disabilty benefits will be offset by benefits received from Social Security or workers' compensatic

Questions should be directed to LifePlus Insurance Agency, Inc.
866-511-9222



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.)

_ e — — - / /
Name of (Proposed) insured/Patient (please print) Date of Birth
e - _ / /
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 (A/DS) and sexually transmitted diseases. This also includes information on the diagnosis
and treatment of mental iliness and the use of alcohol, drugs, and tobacco, but excludes psychotherapy notes. | also authorize
the Medical Information Bureau, Inc., to provide protected health information.

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,
rmedical facility, or other héalth care provider to release and disclose the entire medical record without restriction.

CE .
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 30 months following the date of my signature below, and a copy of this
authorization is as valid as the original. | 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.
I 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. 1 further understand that if I 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.

* DESIGNATION OF AUTHORIZED PERSONAL REPRESENTATIVE -

I, the undersigned, hereby, 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. This désignation shall remain inforce for a period of 12 months

following my date of death.

Signature of Proposed Insured/Claimant/Patient or Personal Representative Date
Description of Personal Representative’s Authority or Relationship to Proposed Insured/Claimant/Patient
gig?at_ure of SeEﬁP_rop;o_sea Insured/Claimant/Patient or Personal Representative Date )

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

AUTH-(4/03) 914-084 Stnd.2 6/06



Social Security Administration

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

Employee Name Employee ID#

Employer Name Employer ID#

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

amount may be affected.

Windfall Elimination Provision

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

Publication, “Windfall Elimination Provision.”

Government Pension Offset Provision

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

widow(er) benefit by two-thirds of the amount of your pension.

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

For More Information
Social Security publications and additional information, including information about exceptions to each

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

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

Social Security Benefits.

Signature of Employee Date

Form SSA-1945 (01-2013)
Destrov Prior Editions
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Group Term Life
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Payroll Authorization:
My employer is authorized to deduct Premium payments from my salary or share account as

billed and forward the premium a
Such deductions shall cease upo
termination of the plan by you.

AGENT'S SIGNATURE:

o CAIEATE, o AWISN, o 50t i A

mount to the
n written noti

appropriate insurance carrier, as shown above.
ce from me cancelling this authorization or upon

This authorization shall be null and void if the policy(ies) is/are declined or not accepted by me.

PAYOR'S SIGNATURE:

DATE:

Waiver:

I have been offered the oppurtuni
benefit plan and | have declined.
insurability may be required.

SIGNATURE:

ty to participate in this voluntary supplemental insurance
I understand that if | shouid later desire to apply, evidence of

DATE:
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*Employees: Retum this completed form to your employer. Incomplete forms will
~ ~cause a delay in processing

*Employers: Log in at www.ppienroll.com to update member enroliment; please

retain this completed form for your records. Try Express Terminations and Express

Compensation to easily enter multiple updates. For assistance, please contact

PP! Service Team at clientservices@ppibenefits.com or (888) 674-0046

Hampshire County Group Insurance Trust

ENROLLMENT/CHANGE FORM
PPl Employer No. 027760

¢ ' e
ACSA Group
Insurance Trust

Section 1 — Plan Options Section 2 — Type of Activity

*Employer must complete both of the following if
) enrolling or changing coverage:
Payroli/Benefit Deduction Frequency: *Date of Hire or Rehire:

Department Code: L[] Active O Retiress -1 1T (-1 11T 1]
*Effective Date of Coverage:

L[ [- -1 [ [ [ |
1, ENROLL FOR COVERAGE (List all enrollees in

Employer Use Only:

Please fill in the name of your municipality below:

Employer Name Gateway Regional Section 3):
O New/Rehire

School District O Open Enroliment

O Part-time to Full-time status

Please select a dental plan option: O Loss of other coverage (HIPAA Cert from prior
carrier required)

[ Delta Dental Core Plan Date of Loss of Coverage:

O Delta Dental High Plan
2, CHANGES TO COVERAGE

Delta Dental PPO $750 Plan
D3 Deita Do $ A. Add Dependents (List Deps in Section 3):

[0 Birth/Adoption
O Marriage

B. Other Changes (Specify on form)
0O Open Enroliment Plan Change

I Name Change

O Address Change

O Beneficiary Change

3. REMOVE COVERAGE

A. Cancel Dependents (List Deps in
Section 3):

O Loss of Student Status

O Divorce/Separation

0O Gained Other Coverage

0O Death

0 Other (specify):

Date of Loss:

B. Term Employee Coverage
OO Reduced Hours

0O Gained Other Coverage

[ Retirement

O Other (specify): 0 Other (specify):
D BRFOX | evime oo i
. PLEASE NOTE THE FOLLOWING:
Provider Changes after your initial election must be
reported directly to the insurance carrier.
Section 3 - Individuals Covered (A=Add C=Change R=Remove)
EMPLOYEE (SSN Required if Electing Dental):
Last Name I First Name —[ ss# ' I I - | .
Home Address I City State Zip
pateotBitn | | | /| | [/ | | | |eeneromar | Marital Status: O Single 0 Maried O Divorced Q Other
Job Title:
Phone: ( ) - [ Emall:
Dental: OQA QC QR
SPOUSE (SSN Required If Electing Dental):
Last Name First Name ss# I l I ‘ _ | I I _ | I ] |
pateotitn | | [ /| | |/ | | | [eeneromaor
Dental OAOCOR
CHILD (SSN Required if Electing Dental):
Last Name First Name _[ ss# | I — I | _ | I
Date of Birth , [ ’ ]/I l I/ l ’ I I |Gender:ElM aF
Handicapped Child? 0 No 0 Yes (Separate form may need io be completed)
Dentak QA QCOR
CHILD (SSN Required if Electing Dental): _
Last Name First Name | ss# | I | _ I I _ l , l
paeotitn | | || | |/ | | | |censeromaor
Handicapped Child? O No O Yes (Separate form may need to be completed)
Dental: QA OCOR
CHILD (SSN Required If Electing Dental):
Last Name First Name J sS# I l l ‘ — I [ I _ | l I |
pasotgitn | [ [ ] | [/ | | | [eenseromar
Handicapped Child? O No Q Yes (Separate form may need to be completed)
Denta: QA QCQOR

Please use a separate sheet of paper for additional dependents.




Section 4 — Waiver of Coverage (Complete and sign ONLY If walving coverage(s) for yourself and/or your dependents)

I hereby certify that | have been given an opportunity to enroll for Group Health Insurance benefits offered by my employer and have decided NOT to enroll in the
following coverage(s):
O Dental O Dependent Dental

| understand that if | delay enrolling more than 31 days after the date | could first become insured, the Dental benefits for myself and my dependents may be
limited for a period time as determined by the plan rules.

Employee’s Signature Date

Section 5 - Employee Signature

| represent that all the information supplied in this application is true and complete. | have personally designated the beneficiaries shown on this form (if
applicable) and hereby request group insurance for myself and for my dependents listed on this form for selected coverages noted in Section 1. | hereby
authorize my employer or successor to make deductions from my eamings of the required contributions, if any, to apply toward the insurance costs for the

insurance provided for in the policy of group insurance issued to my employer.

I understand that the effective date of insurance for myself or for any of my dependents is subject to my being actively at work on that date and that the effective
date of insurance for any of my dependents is also subject to the dependent health condition requirements of the Plan. Further, | understand that any insurance

subject to evidence of good health or medical information will not become effective until the carrier gives its written consent.

1 understand that, in the event | fail to sign this form within 31 days of the effective date of eligibility or that for any reason the carrier does not receive notice of
the Enrollment/Change Request within a reasonable time following the event, my eligibility and my dependent’s eligibility may be affected.

Misrepresentations: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement
of claim containing any materially false information or conceals for the purpose of misieading, information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

Employee’s Signature : Dale/
Section 6 — Employer Verification

Employer's Signature Title Date
IMPORTANT:

The benefits you have elected are provided through a group insurance policy insured by the insurance carriers listed on this form, and identified in your certificate. Billing
administration services are provided to your employer by PPI Benefit Solutions, a licensed Third Party Administrator, pursuant to an agreement previously entered into by
PP! and the carrier, as required by law. The carrier is responsible for eligibility and benefit determination, payment of claims, and all other administration services

associated with your coverage. If you have any questions, please feel free to contact the carrier, or PPI Benefit Solutions’ Client Service Center at (888-674-0046).
PP ER #Various, Revised 02/14/2023
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“ &N DELTA DENTAL

Delta Dental PPO Plus Premier
for
Hampshire County Group
Insurance Trust - Core Plan

impshire County Group Insurance Trust has partnered
th Delta Dental foryour family’s oral health needs




Find a provider

To find a provider or to see if your current provider is
in one of our networks

Visit: deltadentalma.com and click on “Find a Dentist”

Call: 800-872-0500

Pre-Treatment Estimate

If your dentist expects that your treatment will cost
more than $300, they need to send a copy of their
treatment plan to Delta Dental before you receive care.
A treatment plan is a description of the procedures
and how much they will cost. Delta Dental will review
your treatment plan and notify your dentist regarding
your available coverage for those services and notify
you of your out-of-pocket amount.



Co-insurance Co-insurance
Members under Members age 13
age 13 and older
Category / Procedure Quallfications stweork || Netwek® | Network Naemork®
Major Restorative 100% 100% Nota Nota
covered covered

Crowns or Onlay
tooth (age 12 and older).

Cast Posts/Buildups Once per tooth per 60 months only benefitted to retain a crown.

When teeth cannot be restored with regular fillings. Once within 60 months per

benefit. benefit.

Orthodontics:

Additional Benefit Information

Deductible waived for periodontal cleanings.
Dependent Eligibility - Dependents to 26

This plan is eligible for Rollover Max. See the benefit guide for details.

dental coverage.

ot

Ask your dentist to submit a pre-treatment estimate to Delta Dental for any procedure that exceeds $300. This will help
you estimate any out-of-pocket expenses you may incur and will confirm that the services are covered under your

the non-participating maximum plan aliowance and the full fee charged by the dentist.

*Non-participating dentists may balance bill. Subscribers are responsible for the difference

Delta Dental PPO plus premier

Easy Access and Great Value -
Your Delta Dental Networks

As a Delta Dental PPO Pius Premier subscriber, you have access o

two of Delta Dental's extensive national networks—Delta Dentat

PPO. with more than 283,000 dentist locastions and Delta Dental

Premier, the largest dental network in the country with more than

358.000 dentist locations. Three out of four dentists nationwide

participate in one or both of these networks.

You will enjoy great benefits when you receive your dental care

from a participating dentist in either the Delta Dental PPO or Delta

Dental Prernier networks.

« Both networks offer discounted fees and a no balance billing
policy.

¢ You will receive good value from Delta Dental Premier network
dentists who generally accept discounted fees, but will be
subject to the out-of-network co-insurance level shown on the
front of this summary.

«  You will enjoy the greatest savings when visiting Delta Dental
PPO network dentists and will receive the in-network
co-insurance fevel shown on the front of this sumenary.

If you choose to receive services from 2 non-participating dentist,
you will have higher out-of-pocket costs as the Defta Dentat
contract rates and the no batance billing policy do not apply.

Delts Dental members can alsc lake advantage of expanded
discounts on many covered services, even after they have used up
their benefit dollars. visit limits and other situations. Get the details
at http.//www.deltadentalma.com/members/discounts-
on-covered-services/

Simply visit www.deltadentalma.com to find 2 participating dentist
in your area.

2t thyee Db
2 FHans Ao i

& DELTA DENTAL

Learn more at deltadentaima.com

Visit the member area of www.deltadentalma.com to find plan
information, review eligibility status, check on claim status, or find
a dentist. If you have any guestions or need additional information,
you can call customer service at 1-800-872-05Q0.

You can also find more information about your plan in the Delta
Dental Member Guide, available from your benefits administrator
or online at www.deltadentalma.com. In the guide, you can learn
how o use your benefits, how to find a dentist or specialist, how to
access online resources, and more about keeping a healthy mouth

for life.

Themfaemauonmﬁuscovewemmmafyshouldbemedonlyasa
guidetine for your dental benefits plan. For detailed information on
mrmsmmmamms‘wbmmm
exdusiors.mfermywrpiansSubsaiberCemﬁcate.whtd\savadab!e
through your benefits adiministrator.

Your Plan is
Delta Dentai f Massachusetts
1-800-872-0500

www.deltadentalmac




Member Discounts

As a member of Delta Dental, you can take
advantage of .discounts on Sonic toothbrushes

and replacement heads.

Discounts are also available for hearing tests,
diagnostics and hearing aids through Amplifon.

Details and discounts are available deltadentaima.com.

Use our app to access your
dental plan anytime, anywhere.

O DELTADENTAL [
Download our Delta Dental mobile app and s
get instant access to:

» Mobile ID card
e Dentist search

e Cost estimator

ANDROID APP ON

» Google play

#  Download on the |
™
g

¢ App Store




& DELTA DENTAL

Delta Dental PPO Plus Premier
for
Hampshire County Group
Insurance Trust - High Plan

mpshire County Group Insurance Trust has partnered
h Delta Dental for your family’s oral health needs




Find a provider

To find a provider or to see if your current provider is
in one of our networks

Visit: deltadentalma.com and click on “Find a Dentist”

Call: 800-872-0500

Pre-Treatment Estimate

If your dentist expects that your treatment will cost
more than $300, they need to send a copy of their
treatment plan to Delta Dental before you receive care.
A treatment plan is a description of the procedures
and how much they will cost. Delta Dental will review
your treatment plan and notify your dentist regarding
your available coverage for those services and notify
you of your out-of-pocket amount.




Co-insurance Co-insurance
Members under Members age 13
age13 and older
. In Out of In Out of
Category / Procedure Qualifications Network | Network®* | Network | Network®
100% 100% 50%. 50%

Major Restorative 12 Month Waiting Period Applies
Crowns or Onlay When teeth cannot be restored with regular fillings. Once within 60 months per

tooth (age 12 and older).
Cast Posts/Buildups Once per tooth per 60 months only benefitted to retain a crown.

Orthodontics:

Additional Benefit Information

Deductible waived for periodontal cleanings.
Dependent Eligibility - Dependents to 26

This plan is eligible for Rollover Max. See the benefit guide for details.

Ask your dentist to submit a pre-treatment estimate to Delta Dental for any procedure that exceeds $300. This will help
you estimate any out-of-pocket expenses you may incur and will confirm that the services are covered under your

dental coverage.
lance biil. Subscribers are responsible for the difference between the non-participating maximum plan allowance and the full fee charged by the dentist.

*Non-participating dentists may t

O DELTA DENTAL

Delta Dental PPO rius Premier

Easy Access and Great Value - Learn more at deiltadentalma.com
Your Delta Dental Networks

Visit the member area of www.deltadentaima.com to find plan
information, review eligibility status, check on claim status, or find
PPO, with more than 283,000 dentist locations and Deilta Dental a dentist. If you have any questions or need additional information,
Premier, the largest dentat network in the country with more than you can call customer service at 1-800-872-0500.

358,990 de_ntist locations. Three out of four dentists nationwide You can also find more information about your plan in the Delta
participate in one or both of these networks. Dental Member Guide, available from your benefits administrator
You will enjoy great benefits when you receive your dental care or online at www.deltadentalma.com. In the guide, you can learn

from a participating dentist in either the Deita Dental PPO or Delts how to use your benefits, how to find a dentist or specialist, how to
Dental Premier networks. access online resources, and more about keeping a healthy mouth

« Both networks offer discounted fees and a no balance billing for life.
policy.

* You will receive good value from Delta Dental Premier network
dentists who generally accept discounted fees, but will be
subject to the out-of-network co-insurance level shown on the
front of this summary.

* You will enjoy the greatest savings when visiting Delta Dental
PPO network dentists and will receive the in-network
co-insurance level shown on the front of this summary.

As a Delta Dental PPO Plus Premier subscriber, you have access to
two of Delta Dental's extensive national networks—Delta Dental

The informatiah on thls ooverage sumrnary should be used. only asa

If you choose to receive services from a non-participating dentist,
you will have higher out-of-pocket costs as the Delta Dental
contract rates and the no balance billing policy do not apply.

Delta Dental members can also take advantage of expanded

discounts on many covered services, even after they have used up Your Plan is Adminis
their benefit dollars, visit limits and other situations, Get the details
at http://www.deltadentalma.com/members/discounts- Delta Denta[ of MassaCh USEttS

on-covered-services/ -800 'r’_/'?-(}:()b

Simply visit www.deltadentalma.com to find a participating dentist wwwclel
in your area.

Dental Service: of Massachusetts, inc s an indegendent icensee of the Dolta
Dental Plans Avsociation. ‘Regirteres mark: of the Deita Gantal Plant Association

F A2 DSM
Zota




Member Discounts

As a member of Delta Déntal', you can take
advantage of discounts on Sonic toothbrushes

and replacement heads.

Discounts are also available for hearing tests,
diagnostics and hearing aids through Amplifon,

Details and discounts are available déltadentalma;com.

Use our app to access your
dental plan anytime, anywhere.

Download our Delta Dental mobile app and
get instant access to:

» Mobile ID card

» Dentist search

* Cost estimator

ANDROID APP ON

# Download on the

@& Appstore > Google play




MASSACHUSETTS TEACHERS' RETIREMENT SYSTEM

MTRS Enroliment Registration Form

THIS SECTION TO BE COMPLETED BY PAYROLL ADMINISTRATOR AND SUB;MITTED ONLINE
NOTE: For everyone’s protection, this data will be submitted via a secure online connection directly to the MTRS's orr-site server,

Employee | —‘ Employee l l_ | ‘_ ‘
Name SSN 1 L l
Emplayer - —‘ Employer L b
Contact Phone
Version 4.0 W July 2006 Emelaver] il [ ‘
Title .E-mail
Date I ) ‘
. 1) School district’s four-digit MTRS agency code ............... ‘ __‘
Enrolliment is a Be sure to-enter your district's four-digit MTRS-code, not your DOE code.
Please see our web site for the completeé fisting of district codes.
benefitand a ve ry 2) Employee’s start date as a teacher or administrator mm/ddsyyy. . ‘ |
important part of 3) JOB IR .. .vveeeieeeeeeeeeeee e, [Teacher (Daytime) _
your financial 4) If“other,” please enter other position title .................... ‘ _ |
future—the MTRS is 5) Employment status as a percentage of full-time..............
Note: Less than half-time is ineligible for membership unless employee is also employed by another district.
your em p|0yer’5 A_Iso, part-time and temporary employees are subject to a six-month waiting period, unless they have
funds on account with the MTRS or another Massachusetts retirement system:
irement plan. . l
retire P 6) Numberofdaysincontract.........ccovvvvvvnniinnnen. veoe o
7) Annualcontractsalary.............c.oiiiiiiiieiiinieiniinen. | : _ _‘
8) Percentage of salary paid by federal grant,ifany ............. l:]

|
9) Date of first payroll deduction, if known mm/ddayyy........... l ‘
10) Additional employment information:
B Temporary employee? ..,....cccvvveiiierineeinns.. No  [] Yes

MTRS ‘ H  LONG-term subStitute? ...........oovvevvnnirenineennnss CiNno 3 Yes

MASSACHUSETTS TEACHERS'
RETIREMENT SYSTEM

You will need...

g:?g:;?:s g::':(ce 1) Your certification number, name of issuing authority and date of issue.
Cambridge, MA 02142-1206 2) If you have ever been employed by a Massachusetts public school and/or another
617-679-MTRS (6877) Massachusetts city, town, county or authority; your position or title, your dates of
Fax 617-679-1661 employment and the status of that account (e.g., whether you withdrew or

rolled it over, left it on deposit, or transferred it to another account).
Western Regional Office

101 State Street
Springfield, MA 01103-2066 What you need to do...

A13-784-1711 1) Using'a computer that has Internet access and that is connected to a printer, go to

Fax 413-784-1707 https://mtrs.trb.state.ma.us/eep/59enroll.htm. Allow yourself 10 minutes to complete
Questions or problems? the online process.

617-679-6895 2) Provide and submit your data online.

enrolisupport@trbstate.ma.us 3) Return your printed MTRS Enroliment Confirmation Form to your school payroll
Online mass.gov/mtrs official as soon as possible, so that your employer may process your MTRS payroll

deductions and the MTRS may maintain your retirement account.

Form ERU-FO010-PERF-07182006  1hank you for your cooperation!



GATEWAY REGIONAL SCHOOL DISTRICT
TECHNOLOGY DEPARTMENT
USER ACCOUNT FORM

Employee Last Name: Employee First Name: Employee Middle Name
Job Title:
Email Address:
Start Date: End Date:
Employed at:
Central Office [ | High School [ Middle School [] | Littleville [] Chester [

Copier Codes: Telephone Extension:

Google Apps User Information:
Account Created: 0 Date: Password Set: O
Activated: O Date: Deactivated: O Date:

Powerschool: Unique Id Check here if employee needs administrative access: O

Account Created: O  Date: Password Set: OJ
Activated: O Date: Deactivated: O Date:
Sendit (Schoolpointe): (administrators only)

Account Created: O Date: Password Set: O
Activated: O Date: Deactivated: O Date:
Frontline:

Account Created: (] Date: Password Set: O
Activated: O Date: Deactivated: 0O Date:
GRSD Website User Information:

Account Created: O Date: Password Set: O
Activated: O Date: Deactivated: O Date:
Forwarded to Stacy Stewart on by

Forwarded to Kurt Zinnack on by

Forwarded to Chris Parker on by

Forwarded to Tammy Paiva on by




GATEWAY REGIONAL SCHOOL DISTRICT
POLICY ON SEXUAL HARASSMENT

Written and edited by:

Carol Doss

Sue Everett
Jeff Fisk
Margery Gerard
Jan Gormley
Darlene Grady
Jim Hughes
Nancy Marek
Ron Peloquin
Dawn Piers-Gamble
Gerrie Richards
Nancy Shutt
Sue Ulrich
Richard White
Gail Ziemba
John Zmud

May 1996

Approved by Gateway Regional School District School Committee
July 1996
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Policy on Sexual Harassment

COMPLAINT/INVESTIGATION PROCEDURE
This procedure applies to all Gateway faculty, employees and students.

Any student, employee or individual on school property who believes that he or she
has been subjected to sexual harassment should make a complaint to the building
principal or designee(s) so that appropriate action may be taken.

All employees are charged with the responsibility of discouraging any sexually
harassing behaviors within their areas of supervision or assignment. This includes
discussing the incident with the individual(s) involved and/or reporting the activity
to the appropriate person.

Complaints will be investigated promptly, and corrective action will be taken where
appropriate. No person will suffer retaliation or intimidation as a result of using the
internal complaint procedure.

Informal Process

All reasonable efforts shall be made by the principal or designee(s) to reach a
settlement between the parties. Should this process prove to be unsuccessful, a
formal written complaint may be filed by the complainant.

- Formal Process

Fhe complaint will state clearly and concisely the complainant’s description of the
iInecident, and he/she will also indicate any remedy sought. The complaint must be
signed by the complainant. The principal’s office will send the respondent a copy of
:he complaint within three working days after it is received. A separate file system
thall be maintained as to all matters relating to the complaint. Confidentiality shall
e respected to the extent possible.

Che respondent will be given an opportunity within three working days to respond in
vriting. If a statement is given, it should contain full and specific references to each
slaim in the complaint admitting, denying or explaining the complainant’s
Iegations. The respondent must sign his or her statement which will then be

rateway Regional School District 2 May 1996



Policy on Sexual Harassment

If the Superintendent, principal or designee(s) finds that the charge of violating the
school system’s policy on sexual harassment has been substantiated, he/she will
prepare findings and will determine a penalty for the respondent and relief for the
complainant.

The penalty should reflect the severity of the harassment. For students the penalties
may include, but will not be limited to, any one or combination of the following:

e verbal admonition
e written warning placed in the respondent’s student file
e suspension or expulsion (per Serious Offenses Policy)

For staff the penalties may include, but will not be limited to, any one or
combination of the following:

verbal admonition

written warning placed in the respondent’s personnel file
probation

suspension without pay

demotion

dismissal

removal from administrative duties within a department
professional counseling

Any penalty imposed upon an employee must be in accordance with State and

Federal Law and/or ény collective bargaining agreement.

Fhe written decision will be forwarded to the complainant and the respondent no
ater than ten working days after completion of the hearing.

The School Committee

f the complainant has allegedly been sexually harassed by a School Committee
nember or the Superintendent of Schools, the Schoo]l Committee will hear the case
ather than the Superintendent. The School Committee member charged with the
iolation will not be a voting member of the School Committee or be part of the
leliberations resulting in the determination from the School Committee.

o the event the hearing occurs before the School Committee, the requirements of
he Education Reform Act of 1993 and the Open Meeting Law will be observed.

ateway Regional School District 4 May 1996



