Employee’s Withholding Certificate
Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.
Give Form W-4 to your employer,
Your withholding is subject to review by the IRS.

OMB Na. 1545-0074

2026

Form w-4

Department of the Treasury
Internal Revenue Service

Step 1: {a) First name and middle initial Last name {b} Social security number
Enter Address Does your name match the
Personal name on your sacial Security
= card? if not, to ensure you get
Information City or tawn, state, and ZIP code credit for your eamings,
contact S5A at 800-772-1213
or go to www.ssa.gov.

{c) [ singte or Matried filing separately

é__—l Married fifing jointly or Qualifying surviving spouse
{7 Head of household {Check only if you're unmaied and pay mare than half the costs of keeping up a horme for yourself and a qualifying Individuat)

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

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

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

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

or Spouse Do only one of the following.

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

you or your spouse have self-employment income, use this option; or
{b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c) if there are oniy two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than Step 2(b) if pay at the lower paying job is more than half of the pay at
the higher paying job. Otherwise, Step 2(b} is more accurate . e e e

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

Step 3: If your total income will be $200,000 or less ($400,000 or less if
Claim married filing jointly):
Dependent (a) Multiply the number of qualifying children under age 17 by
and Other $2,200 . 3(a} |$
Credits {b) Multiply the number of other dependents by $500 3(b) |3

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

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

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

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

{(c) Extra withholding. Enter any additicnal tax you want withheld each pay period . 4c) [$
Exempt from | claim exemption from withholding for 2026, and | certify that { meet both of the conditions for exemption for
withfiolding 2026. See Exemption from withholding on page 2. | understand | will need 1o submit a new Form W-4 for 2027
Step 5: Under panalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, corract, and complete.
Sign
Here - - . : P

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 numbar (EIN)

For Privacy Act

and Paperwork Reduction Act Notice, see page 4. Cat, Mo, 10220Q

Form W=4 (2026) Created 12/8/25




i L : iT4
Department of Rev. 01/24

Taxation

Employee’s Withholding Exemption Certificate

Submit form IT 4 to your employer on or befare the start date of employment so your emplayer will withhold and remit Ghio income tax
frem your compensation. If applicable, your employer will also withhotd school district income tax. You must file an updated [T 4 when any
of the information fisted below changes ({including your marital status or number of dependents): You should contact your emplayer for
instructions on how to complete an updated T 4. Your employer may reguire you to complete this form electronically.

Section I: Personal Information

Employee Name: Empioyee SSN:

Address, city, state, ZIP code:

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

Section II: Claiming Withholding Exemptions

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

2. Enter“0” if single or if your spouse files a separate Ohio retumn; otherwise enter “1" ..o,

3. NUMDBEE Of QPENT NS e et r e s v e s e e e e e e be e e e anate e essnaseseessans eesn

4. Total withholding exemptions (sum of line 1, 2, and 3) v et

5. Additional Ohio income tax withholding per pay period (optional) ..o, 3

Section HI: Withholding Waiver

I am not subject to Ohio or school district income tax withholding because (check all that apply):

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

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

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

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

I am exempt from Ohio withholding under R.C. 5747.06(A){1) through (6).

Section IV: Signature (required)

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

Signature Dale




"Employment Eligibility Verification

Department of Homeland Security

U.S. Citizenship and Immigration Services

USCIS
Form I-9
OMB No.1615-0047

ires 7/31/2026

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

ANTI-DISCRIMINATION NOTICE: All employeses can choose which acceptable documentation to present for Form 189, Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverlfcahon and Rehire. Treating employees differently based an their citizenship, immigration status, or national origin may be illegal.

Section'1. Employee !nformatlon and’ Attestation: Employees must compie’{e and srgn Section. 1_ of Form I-9 no later than the ftrst
dayof employment, but not; before acceptlng a;job’ offer : i

Last Name (Family Name) .. .-

First Name {Given Name)

Middle initial (if any)

Other Last Names Used (if any)

Address (Street Number and Name)

Apt. Number (if any)

City or Town

State ZIP Code

U.3. Socia! Security Number

Date of Birth (mm/ddiyyyy). .

Employee's Emall Address

Employee's Telephone Number

- lam aware that federal faw. .
provides for imprisonment and/or
fines for false statements, or the -
use of false documents, in- - -~
conhection with the completion of
this form. [ attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenshipor
immigration status, is true and
correct.

Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

]

A citizen of the United States

L] =

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

]

A tawiul permanent resident (Enter USCIS or A-Number.) '

] 4

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

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

USCIS A-Number

Form (94 Admission Number

Foreign Passport Number and Country of Issuance

Signature of Employee-

Today's Date (mm/ddiyyyy)

If a preparer and/or !ranslator assusted you in completmg Sectnon 1, that person MUST complete the P renarer and.'or Translator Cert[ﬁcation on F'age 3

vie and Verlflcatlen, Employezfs orthe|r authonzed representetwe must complete and S|gn Section 2 W|thm three
s0's first day of employment, and must physically examins, or' éxamire consistent with an alternativé procedire -

ry ofDHE S, documeniation from List A OR a combination. of docementailon from Llst B ancf List C Enter any addltlonal
iotal |nf0rmailon box: see: lnstructlons ;

List A

List B ANb

LlstC -

Additional Information; .. :

Dec_L_ln"lerit Nu'mber.(if'an'y) f

E plration D'a'ié (if any}

I:l Check here if you used an alternative procedure authorized by DHS to examine documents.

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

First Day of Employment
(mmiddiyyyy):

Last Name, First Name and Title of Employer or Authorized Representative

Signature of Employer or Authorized Representative

Today's Date (mm/ddlyyyy)

Employer's Business or Organization Name

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

For reverification or rehire, complete Supplement B, Reverification and Rehire on Page 4.

Form -9 Edition 08/01/23

Page 1 of 4




LISTS OF ACCEPTABLE DOCUMENTS

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

LIST A LIST8 LIST C

Documents that Establish Both Identity
and Employment Authorization

Documents that Establish Employment

OR Documents that Establish tdentity AND Authorization

1. A Social Security Account Number card,

1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or urless the card includes cne of the foliowing
_ _ outlying possessicn of the United States restrictions:
2. Permanent Resident Card or Alien provided it contains a photograph or
Registration Receipt Card (Form J-551) information such as name, date of birth, {1) NOT VALID FOR EMPLOYMENT

gender, height, eye color, and address

3. Foreign passport that contains a {2) VALID FOR WORK ONLY WITH

}e5rr51;;0ra_ry Ié551tst_amp or tempzfary 2. D card issued by federal, state or local INS AUTHORIZATION
) g g:’ln.te na atl;)n. on & machine- government agencies or entities, provided it {3) VALID FOR WORK ONLY WITH
reacable immugrant visa contains a photograph or information such as DHS AUTHORIZATION
4. Employment Autharization Document name, date of birth, gender, height, eye color,
that contains a photograph (Form 1-766) and address 2. Certification of repert of birth issued by the
; Department of State {Forms D5-1350
5. For an individual tempararily authorized 3. School ID card with a photegraph FSE’545 FS.240) { '
to work for a specific employer because , . ) :
of his or her status or parole: 4. Voter's registration card 3. Original or certified copy of birth certificate
. ] . issued by a State, county, municipal
a. Foreign passport; and 5. U.S. Military card or drait record autharity, or territory of the United States
b. Form 1-94 or Form |-94A that has 6. Military dependent's 1D card bearing an official seal
the following: 4, Native American tribal document

7. U.S. Coast Guard Merchant Mariner Card

{1) The same name as the

5, U4.8. Cltizen ID Card (Form I-197)

passport; and 8. Native American fribal document

{2) An endorsement of the ——— . . 6. ldentification Card for Use of Resident
individual's status or parole as 8. Driver's license issued by a Canadian Citizen in the United States (Form 1-179)
long as that period of govemnment authority

endorsement has not yet
expired and the proposed

7. Employment authorization dosument

For persons under age 18 who are issued by the Department of Homeland

employment is not in conflict unable to present a document Security

with any restrictions or listed above: .

limitations identified on the form. For e_xamples, see Section 7 and

18, School record or report card Section 13 of the M-274 on
6. Passpaort from the Federated States of uscis.govii-d-central.

Micronesia (FSM) or the Republic of the 11. Clinic, doctor, or hospital record The Form |-766, Employment
Marshall Islands (RMI) with Form 1-94 ar b q Authorization Document, is a List A, item
Form 1-84A indicating nanimmigrant 12. Day-care or nursary schook recor Number 4. document, not a List C

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

document.

Acceptable Receipts
May be presented in lieu of a document listed above for a temporary perioad.
For receipt validity dates, see the M-274.

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

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

s Form 1-94 issued to a lawful
permanent resident that contains an

I-551 stamp and a photegraph of the
individual.

e« Form -84 with “RE" notation or
refugee stamp issued ic a refugee.

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

Form I-9 Edition 08/01/23 Page 2 of 4




‘Social Security Administration

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

S 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
maodified 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 entitied 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 alsa call toll free 1-800-772-1213, or for the deaf
or hard of hearing call the TTY number 1-800-325-0778, or contact your local Social Security office.

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

Signature of Employee Date

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




STATE TEACHERS 275 Fast Broad Street
Columbus, OH 43215-3771
ST{S RETIREMENT SYSTEM B85535 2050

6 w1 o of OHI0 www.strsoh.org/emplayer

MEMBER INFORMATION

Members: Please complete the information below and return to your employer within 10 days of your first workday.

_Section 1 — Employee Information

Social Security no. _

Name

Birth date d Male U Female

Address

City, state, ZIP code

Primary email address

( Cell phone or U Home phone

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

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

_Section 2 — Retired Employee

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

Retirement date

Type of retirement benefit:
O Service retirement Wl Disability d ARP (Allowance)
Which retirement system pays your monthly retirement benefit?

O STRS — State Teachers Retirement System of Ohio O OP&F — Ohio Police & Fire Pension Fund

(J OPERS -— Ohio Public Employees L] SHP — Highway Patrol Retirement System _
Retirement System O CRS — City of Cincinnati Retirement System * - .
L SERS — School Employees Retirement 0 ARP — Alternative Retirement Plan (option® = ©
System of Ohio only for college and university retirees) .

-0 Iege

50-279, 371940




Kyle Newton, Superintendent 3 ' Melcie Wells, Treasurer

220 Sweetapple Road S o o 740-678-2366
Vincent, Ohio 45734 _ e S L R www. warrenlocal.org

To: Warren Local Employees:

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

1. Mail a written complaint to:

Ohio Auditor of State’s Office
Special Investigations Unit

88 East Broad St.

PO #1140

Columbus, OH 43215

2. Report a complain onlice by going to:

http://www.ohioauditor.gov/frand/default html, then click on Report Fraud Form
3. Report a complaint by telephone by calling;:

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

4, Bmail: fraudohio@ohioauditor.gov

Sincerely,

Brittany Lee

Assistant Treasurer

‘Warren Local School District
740-678-2366 x3811

brittany Jee{@warrenlocal.org

I AM AWARRIOR

February 2024




Acknowledgement of receipt of Auditor of State fraud-reporting system information

Pugsuant to Ohio Revised Code Section 117.103(B), the auditot of state shall create training material detailing
Ohio's fraud-reporting systemn and the means of teporting fraud, waste, and abuse. The auditor of state shall
provide the training material to employees and elected officials of a political subdivision.

Current employees and elected officials shall complete the training within ninety days of date specified by the
auditor of state as noted in Bulletin 2024-005. No exceptions will be allowed unless good cause exists for
noncompliance. Fach new employee ot elected official shall confirm receipt of this material within thirty days
after taking office or beginning employment. The training shall be required every four years for each employee
or elected official.

By signing below, you are acknowledging both that the Auditor of State provided you information about the
fraud-reporting system as described by Section 117.103(B) of the Revised Code and that you have completed
review of the training material,

1, , have been provided and reviewed materials regarding the fraud-
-reporting system operated by the Ohio Auditor of State’s office. I further state that the undersigned signatute
ackaowledges receipt and review of this information.

NAME TITLE DEPARTMENT

SIGNATURE DATE




Health Insurance Marketplace Coverage Form Approved

OMB No. 1210-0149

Options and Your Health Coverage {expires 12-31-2026)

PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the
Health Insurance Marketplace ("Marketplace”). To assist you as you evaluate options for you and your family, this natice
provides some basic information about the Health Insurance Marketplace and health coverage offered through your
employment.

What is the Health insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace
offers "one-stop shopping" to find and compare private health insurance options in your geographic area.

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

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer
does not offer coverage, or offers coverage that is not considered affordable for you and doesnt meet certain minimum
value standards (discussed below). The savings that you're eligible for depends on your househaold income. You may also
be eligible for a tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for
Premium Savings through the Marketplace?

Yes. if you have an offer of health coverage from your employer that is considered affordable for you and meets certain
minimum value standards, you will not be eligible far a tax credit, or advance payment of the tax credit, for your
Marketplace coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a
tax credit, and advance payments of the credit that lowers your monthly premium, or a reduction in certain cast-sharing, if
your employer does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet
minimum value standards. if your share of the premium cost of all plans offered to you through your employment is more
than 9.12%* of your annual household income, or if the coverage through your employment does not meet the "minimum
value” standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if
you do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered
affordable if the employee’s cost of premiums for the lowest-cost plan that would cover all family members does not
exceed 9.12% of the employee’s household income.*2

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your
employment, then you may lose access to whatever the employer contributes ta the employment-based coverage. Also,
this emplaoyer contribution -as well as your employee contribution to employment-based coverage- is generally excluded
from income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on
an after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the
affordability or minimum value standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You
should consider all of these factors in determining whether to purchase a health plan thraugh the Marketplace.

*Indexed annually; see https:/jwww.irs.gov/publfirs-dropfrp-22-34.pdf for 2023.

= An employer-sponsored or other employment-based heaith plan meets the "minimum value standard” if the plan's share of the total allowed benefit costs covered by the
plan is no less than 6o percent of such costs. For purposes of eligibility for the premium tax credit, to meet the “minimurm value standard,“ the health plan must
also provide substantial coverage of hoth inpatient hospital services and physician services.




When Can | Enroll in Health Insurance Coverage through the
Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Periaod. Qpen
Enrollment varies by state but generally starts November 1 and continues through at least December 15,

Outside the annual Open Enrollment Period, you can sign up for health insurance if you gualify for a Special Enrollment
Period. In general, you qualify for a Special Enrollment Period if you've had certain qualifying life events, such as getting
married, having a baby, adopting a child, or losing eligibility far other health coverage. Depending on your Special
Enrollment Period type, you may have 6o days before or 60 days following the qualifying life event to enrollin a
Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program {CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of
the nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the
enroliment of any Medicaid or CHIP beneficiary who was enrolied on or after March a8, 2020, through March 31, 2023. As
state Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be
eligible for Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human
Services is offering a temporary Marketplace Special Enrollment period to allow these individuals to enroll in
Marketplace coverage.

Marketplace-eligible individuvals who live in states served by HealthCare.qov and either- submit a new application or update
an existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of
Medicaid or CHIP coverage within the same time period, are eligible for a 6o-day Special Enrollment Period. That means
that if you lose Medicaid or CHIP coverage hetween March 31, 2023, and luly 31, 2024, you may be able to enroll in
Marlketplace coverage within 6o days of when you lost Medicaid or CHIP coverage. In addition, if you or your family
members are enrolled in Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date
to make sure you get any information about changes to your eligibility. To learn more, visit HealthCare.gov or call the
Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance
Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health
plan), you or your family may also be eligible for a Special Enroliment Period to enroll in that health plan in certain
circumstances, including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost that coverage.
Generally, you have 6o days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but
if you and your family last eligibility for Medicaid or CHIP coverage between March 31, 2023 and luly 10, 2023, you can
request this special enroliment in the employment-based health plan through September 8, 2023. Confirm the deadline
with your employer or your employment-based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace

or applying directly through your state Medicaid agency. Visit https://iwww . healthcare.gov/medicaid-chip/getting-
medicaid-chip/ for more details.

How Can | Get More Information?

For more information about your coverage offered through your employment, please check your health plan‘s summary
plan description or contact

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the

Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.




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

740-678-2366

220 Sweet d
westapple Roa www.warrenlocal.org

Vincent, Ohio 45784

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

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

1, ' B , have read the information provided by my employer regarding the New
Health Insurance Marketp]ace Coverage Op’ﬂons and Your Health Coverage. I fusther state that the undersigned
signature acknowledges receipt of this information.

PRINT NAME AND TITLE

PLEASE SIGN ~ DATE

February 2024




Warren Local School District

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

Company Name: Warren Local School District

rize Warren Local School District-Payroll, hereinafter called the Company, to initiate credit entries and to initiate, if necessary, debit entries and

I (Enrollee) hereby autho
adjustments for any credit entries in error to my checking and/or savings indicated below at the depository named below, hereinafter called DEPOSITORY, to credit and/or debit

the same to such account.

individual accounts in which to automatically deposit funds in conjunction with payroll. Account modifications can be no more

Each enrollee is allowed a maximum of four
erformed in association with inaccurate account/routing numbers provided by the enrollee, shall be the sole responsibility of the

frequent than on a monthly basis. Any error p
enrollee. In such event, the enrollee will hold the Company harmless.

v o

City of Local Branch State Savings Checking . Account Number

DEPOSITORY INFORMATION

Routing Number Percentage or Flat Amount

Depository Name

sxx#%#*Please attach a voided check and/or a deposit slip for each corresponding account. *******

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

Name (printed): Signature: Date:

Email Address (to receive your pay stub):

NOTE: ALL WRITTEN CREDIT AUTHORIZATIONS SHOULD PROVIDE THAT THE RECEIVED MAY REVOKE THE AUTHORIZATION ONLY YIN
BY NOT
THE ORIGINATOR IN THE MANNER SPECIFIED IN THE AUTHORIZATION. ey

February 2015



