Georgetown Public Schools
51 North Street

Georgetown, MA. 01833
(978) 352-5777, fax (978) 352-5778

School Year 2024 / 2025
Payroll/ Benefit Information Packet for
Substitutes and Part Time Staff

Welcome to the Georgetown Public Schools!

The attached forms are necessary for payroll and personnel records. Please completed these forms
immediately and return to the Superintendent’s Office at the address above. The following is some

information regarding the attached forms and payroll documents.

1. Forms W4, M4 — Federal and State Withholding Exemption Certificates. These certificates must

be completed prior to preparing the first payroll for new employees. You may request an
additional dollar amount to be withheld if you choose. This amount may be changed, added to or

deleted at any time in the future.

2. Employment Eligibility Verification - The U.S. Department of Justice, Immigration and
Naturalization Service requires this form to be filed in this office within 3 days of new
employment. Complete Part 1 only. Please bring with you:

e Current Passport OR
e Current Driver’s License and birth certificate

e Original Social Security Card
3. [Essex Regional Retirement Enrollment Form or OBRA Agreement — Your percentage of
deduction is determined by this enrollment assignment.

4. Mandatory Medicare Payment - a Medicare deduction is mandatory for all municipal employees
hired after January 1, 1986. A deduction of 1.45% is applied to earnings.

Birth Certificate — Required for MASS SMART Plan and Immigration

business office for information.

6. Credit Union — Payroll deduction is available. Please contact the

7. Direct Deposit — Mandatory direct deposit of your paycheck is available by completing enclosed

form.
o hours per week are eligible to enroll in the Georgetown

d during the first 30 days of employment OR during the
d informational brochures

Permanent employees working a minimum of 2
group insurance plans. Applications are accepte
month of May each year for July 1st new membership. Enrollment forms an

may be picked up at the Business Office.
Please feel free to call me or email me if you have any questions regarding payroll.

Traci Brousseau, Payroll Coordinator

978-352-5777 Ext. 145
brousseaut @georgetown.k12.ma.us



EORGETOWN
treet ¢ Georgetowi, MA 01833-2086

TOWN OF G
(978) 352-5716

One Library S

Memotial Town Hall ¢

Phone: (978) 352-5723 ¢ Fax:

part-time (under 20 hours)
New Hire Informstion/Disclosure of Benefits

— " Employee Name Date of Hire Employes #
The following information concerning payroll deductions from my paw fas been provided to me by the Treasurer:
-4 Federal Income Tax Withholding Form Online:
M-4 State Income Tax Withholding Form
1-9 Immigration Form '
OBRA Earollment Form . - Mailed:
Social Security Statement
‘Union Dues Deduction
Credit Union Savings Plan
Direct Deposit of Paycheck
EAP Network (Employee Assistance Program) '
Notice of Coverage Options Acknowledgement

the Essex Regionsl Retirement System or Mass
YES N

ave you ever been 8 member of
ent System?

ent system __

Areyouorh
Teacher’s Retirem

YES NO

If YES, name of retirem
of your contributions?

If YES, did you receive a refund

ACKNOWLEDGED:

Signature of Employee

Date




S EMPLOYEE’S WITHHOLDING EXEMPTION CERTIFICATE

FORM MASSACHUSETT
M-4
Print full name .......... T O RELLLE S0Cial SECUMIY NO- «.vvverranrssneranerasnraaerr e
(071 T State........cconenss 4] TR

Print home address..........

Employee:

File this form with your em- 1,
2. |f married and if exemption for spouse is allowed, write the figure

ployer. Otherwise, Massachu-
setts Income Taxes will be

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS
“1.” If you are age 65 or over or will be before next year, write “2”
“4.” If your spouse is age 65 or over or will

Your personal exemption. Write the figure

s57 See INSIUCHON C.ovvvevnniriinaaan e enenenes

withheld from your wages |
without exemptions. be before next year and if otherwise qualified, write
Employer: 3. Write the number of your qualified dependents. See Instruction [ o T T IRRE T veneeeeaeases
Keep this certificate with your . Add the number of exemptions which you have claimed above and write the total I::
records, if the employee is . . .
believed to have claimed 5. Additional withholding per pay period under agreement with employer §
excessive exemptions, the P
Maseachusetis De oo A. [ Check if you will file as head of household on your 1ax retumn.
m:;gnue should be so B. [J check i you are blind. ¢. O Check if spouse Is blind and not subject to withholding.

’ D. [J Check if you are a full-time student engaged in seasonal, part-time or temporary employment whose estimated annual Income

will not exceed $8,000.
EMPLOYER: DO NOT withhold If Box D Is checked.

am entitled.

| certify that the number of withhol

ding exemptions claimed on this certificate does not exceed the number to which |

A. Number. The more exemptions yo

withheld from your employer.
entitled 1o, civil and criminal p
claim a smaller number of ex

certificate, your employer must withhol
owe more income tax than will be withheld, you may either

If you expect to

claim a smaller number of exemptions or enter
employer to have additional amounts withheld. o
If claiming a spouse,

You should claim the total number of exemption:

prevent excessive overwithhol
other income.

Underwithholding may result in owing additional taxes to the who qualifies as a depen e il

THE COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF REVENUE
provide over half of his support for the year, you must file a new certificate.

If you claim more exemptions than you are . i . . .
enalties may be imposed. However, you may C. Spouse. If your spouse is not working or if she or he is working but not
emptions without penalty. If you do not file a claiming the personal exemption or the age 65 or over exemnption, general-
d on the basis of no exemptions ty you may claim those exemptions in line 2. However, if you are planning to

. file separate annual tax returns, you should not claim withholdingg exemp-

tions for your spouss or for any dependents that will not be claimed on your

into an agreement with your annual tax return.

u claim on this certificate, the less tax

write “4” in line 2. Entering “4” makes a withholding sys-
s to which you are entitledto  tem adjustment for the $4,400 exemption for a spouse.

ding, unless you have a significant amount of D. Dependent(s). You may claim an exemption in line 3 for each individual
der the Federal Income Tax Law. In addition,

ts will be under age 12 at year end, add “1”

Commonwealth at the end of the year. -
if one or more of your dependen
If you work for more than one employer at the same time, you must notclaim  to your dependents total for line 3.
any exemptions with employers other than your principal employer. You are not aflowed to claim “federal withholding deductions and adjust-
ments” under the Massachusetts withholding system.

if you are married and if your
claim a personal exemption.

B. Changes. You may file a
exemptions increases. You m

number of exemptions previously claimed by you decrea
dent son’s income indicates that you will not

if during the year your depen

spouse is subject to withholding, each may
if you have income not subject to withholding, you are urged to have addi-

new certificate at any time if the number of tional amounts withheld to cover your tax liability on such income. See line

ust file a new certificate within 10 days ifthe 5.
ses. For example,




Corm 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 W-4 to your employer. 2 @ 25

Department of the Treasury

Intemal Revenuse Service Your withholding is subject to review by the IRS.

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

Enter Address Does your name match the

Personal name on your social security

i 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.

{c) D Single or Married filing separately

|:| Married filing jointly or Qualifying surviving spouse

D__Head of household (Check only if you're unmarried and pa
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.

y more than half the costs of keeping up a home for yourself and a qualifying individual.)

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

or Spouse Do only one of the following.

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

you or your spouse have self-employment income, use this option; or
(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or
(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than (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

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 married filing jointly):
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 the total here Ce e e e e 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.

This may include interest, dividends, and retirement income 4(a) |$
Other
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 . U ()] |

{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)
Cal. No, 102200 —Form Wed-2025)—




Form W-4 (2025)

Page 2

General Instructions

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

Future Developments

For the latest information about developments related to Form
W-4, such as legislation enacted after it was published, go to
www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is withheld,
you will generally owe tax when you file your tax return and may
owe a penalty. If too much s withheld, you will generally be due
a refund. Complete a new Form W-4 when changes to your
personal or financial situation would change the entries on the
form. For more information on withholding and when you must
furnish a new Form W-4, see Pub. 505, Tax Withholding and
Estimated Tax.

Exemption from withholding. You may claim exemption from
withholding for 2025 if you meet both of the following
conditions: you had no federal income tax liability in 2024 and
you expect to have no federal income tax liability in 2025. You
had no federal income tax liability in 2024 if (1) your total tax on
line 24 on your 2024 Form 1040 or 1040-SR is zero (or less than
the sum of lines 27, 28, and 29), or (2) you were not required to
file a return because your income was below the filing threshold
for your correct filing status. If you claim exemption, you will
have no income tax withheld from your paycheck and may owe
taxes and penalties when you file your 2025 tax return. To claim
exemption from withholding, certify that you meet both of the
conditions above by writing “Exempt” on Form W-4 in the space
below Step 4(c). Then, complete Steps 1(a), 1(b), and 5. Do not
complete any other steps. You will need to submit a new Form
W-4 by February 17, 2026.

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

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

1. Are submitting this form after the beginning of the year;

2. Expect to work only part of the year,;

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

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

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

TIP: Have your most recent pay stub(s) from this year available
when using the estimator to account for federal income tax that

has already been withheld this year. At the beginning of next
year, use the estimator again to recheck your withholding.

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an employee. If
you want ta pay these taxes through withholding from your

___wages, use the estimator at www.irs.gov/W4App to figure the

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

Specific Instructions

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

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

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

accuracy.

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

Multiple jobs. Complete Steps 3 through 4(b) on only
A one Form W-4. Withholding will be most accurate if you
=

I do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return. To qualify for the child tax credit, the child must be
under age 17 as of December 31, must be your dependent who
generally lives with you for more than half the year, and must
have the required social security number. You may be able to
claim a credit for other dependents for whom a child tax credit
can’t be claimed, such as an older child or a qualifying relative.
For additional eligibility requirements for these credits, see Pub.
501, Dependents, Standard Deduction, and Filing Information.
You can also include other tax credits for which you are eligible
in this step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year to
your credits for dependents and enter the total amount in Step
3. Including these credits will increase your paycheck and
reduce the amount of any refund you may receive when you file

your tax return.
Step 4 (optional).

Step 4(a). Enter in this step the total of your other estimated
income for the year, if any. You shouldn’t include income from
any jobs or self-employment. If you complete Step 4(a), you
likely won't have to make estimated tax payments for that
income. If you prefer to pay estimated tax rather than having tax
on other income withheld from your paycheck, see Form
1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the Deductions
Worksheet, line 5, if you expect to claim deductions other than
the basic standard deduction on your 2025 tax return and want
to reduce your withholding to account for these deductions,
This includes both itemized deductions and other deductions
such as for student loan interest and IRAs.

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

—amotint-te-have withheld. —_— _ -




Form W-4 (2025)

Page 3

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

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only

ONE Form W-4. Withholding will be most accurate if you complete the works
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have no

Note: If more than one job has annual
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1  Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
| ower 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 .

2 Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and

2¢ 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 annu I/Wa/g;;& 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

/.o/n line 2b
/¢ Add the amounts from lines 2a and 2b and enter the resultonline2c . . . . . .

[~

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. ..

Divide the annual amount on line 1 or line 2c¢ 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) . e

£

heet and enter the result on the Form W-4 for the highest
t updated your withholding since 2019.

wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional

18

2a $

2b $
2c $

4 $

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

1  Enter an estimate of your 2025 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 . . SE

* $30,000 if you're married filing jointly or a qualifying surviving spouse

« $22,500 if you're head of household
« $15,000 if you're single or married filing separately

2 Enter:

w

If line 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-" . e

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

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

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and eriminal
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 federa! law enforcement
and intelligence agencies to combat terrorism.

subject to the Paperwork Reduction

confidential, as required by Code section 6103.

instructions for your iIncome tax return.

You are not required to provide the information requested on a form that is
Act unless the form displays a valid OMB

control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax retums and return information are

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

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




Form W-4 {2025)

Page 4

Married Filing Jointly or Qualifying Surviving Spouse

Lower Paying Job Annual Taxable Wage & Salary

Higher Paying Job
Annual Taxable $0- |$10,000 - |$20,000 - [$30,000 - |$40,000 - | $50,000 - ($60,000 - | $70,000 - | $80,000 - $90,000 - |$100,000-($110,000-
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $0 $700 $850 $910 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 [ $1,020 $1,020
$10,000 - 19,999 0 700 1,700 1,910 2,110 2,220 2,220 2,220 2,220 2,220 | 2,220 3,220
$20,000 - 29,999 700 1,700 2,760 3,110 3,310 3,420 3,420 3,420 3,420 3,420 | 4,420 5,420
$30,000 - 39,999 850 1,910 3,110 3,460 3,660 3,770 3,770 3,770 3,770 4,770 | 5,770 6,770
$40,000 - 49,999 910 2,110 3,310 3,660 3,860 3,970 3,970 3,970 4,970 5,970 6,970 7,970
$50,000 - 59,998 1,020 2,220 3,420 3,770 3,970 4,080 4,080 5,080 6,080 7,080 8,080 9,080
$60,000 - 69,998 1,020 2,220 3,420 3,770 3,970 4,080 5,080 6,080 7,080 8,080 | 9,080 | 10,080
$70,000 - 79,998 1,020 2,220 3,420 3,770 3,970 5,080 6,080 7,080 8,080 9,080 | 10,080 | 11,080
$80,000 - 99,998 1,020 2,220 3,420 4,620 5,820 6,930 7,930 8,930 9,930 | 10,930 | 11,930 | 12,930
$100,000 - 149,998 1,870 4,070 6,270 7,620 8,820 9,930 | 10,930 | 11,930 | 12,930 | 14,010 | 15210 | 16,410
$150,000 - 239,999 1,870 4,240 6,640 8,190 9.500 | 10,890 | 12,000 | 13,290 | 14,490 | 15690 | 16,890 18,090
$240,000 - 259,999 2,040 4,440 6,840 8,390 9,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15900 | 17,100 18,300
$260,000 - 279,999 2,040 4,440 6,840 8,390 9,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,900 | 17,100 18,300
$280,000 - 299,999 2,040 4,440 6,840 8,390 9790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,900 | 17,100 18,300
$300,000 - 319,999| 2,040 4,440 6,840 8,390 9790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,900 | 17,170 19,170
$320,000 - 364,999 2,040 4,440 6,840 8,390 0790 | 11,100 | 12,470 | 14,470 | 16,470 | 18470 | 20470 22,470
$365,000 - 524,998 2,790 6,290 0,790 | 12,440 | 14,940 | 17,350 | 19,650 | 21,950 | 24,250 26,550 | 28,850 | 31,150
$525,000 and over | 3,140 6,840 | 10,540 | 13,300 | 16,000 | 18,700 | 21200 | 23,700 26,200 | 28,700 | 31,200 | 33,700
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 - [$20,000 -|$30,000 - | $40,000 - [$50,000 - | $60,000 - $70,000 - | $80,000 - | $90,000 - |$100,000- [$110,000-
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $200 $850 | $1,020 | $1,020 | $1,020 | $1,370 | $1,870 | $1,870 $1.870 | $1,870 | $1,870 | $2,040
$10,000 - 19,999 850 1,700 1,870 1,870 2,220 3,220 3,720 3,720 3,720 3,720 | 3,890 4,090
$20,000 - 29,999 1,020 1,870 2,040 2,390 3,390 4,390 4,890 4,890 4,890 5,060 | 5,260 5,460
$30,000- 39,999 1,020 1,870 2,390 3,390 4,390 5,390 5,890 5,890 6,060 6,260 | 6,460 6,660
$40,000 - 59,999 1,220 3,070 4,240 5,240 6,240 7,240 7,880 8,080 8,280 8,480 | 8,680 8,880
$60,000 - 79,999| 1,870 3,720 4,890 5,890 7,030 8,230 8,930 9,130 9,330 9,530 | 9,730 9,930
$80,000 - 99,999 1,870 3,720 5,030 6,230 7,430 8,630 9,330 9,530 9,730 9,930 | 10,130 | 10,580
$100,000 - 124,999 2,040 4,090 5,460 6,660 7,860 9,060 9,760 9,960 | 10,160 | 10,950 | 11,850 | 12,950
$125,000 - 149,999| 2,040 4,090 5,460 6,660 7,860 9,060 9,950 | 10,950 | 11,950 | 12,950 | 13,950 | 14,950
$150,000 - 174,999| 2,040 4,000 5,460 6,660 8450 | 10,450 | 11,950 | 12,950 | 13,950 | 15,080 | 16,380 17,680
$175,000 - 199,999 2,040 4,290 6,450 8450 | 10,450 | 12,450 | 13,950 | 15230 | 16,530 | 17,830 19,130 | 20,430
$200,000 - 249,998| 2,720 5,570 7000 | 10,200 | 12,500 | 14,800 | 16,600 | 17,800 | 19,200 20,500 | 21,800 | 23,100
$250,000 - 399,999 2,970 6,120 8590 | 10,890 | 13,190 | 15490 | 17,290 | 18,590 | 19,890 | 21 ,190 | 22,490 | 23,790
$400,000 - 449,999 2,970 6,120 8590 | 10,890 | 13,190 | 15490 | 17,290 | 18,590 | 19,890 21,190 | 22,490 | 23,790
$450,000 and over | 3,140 6,490 9,160 | 11,660 | 14,160 | 16,660 | 18,660 | 20,160 | 21,660 23,160 | 24,660 | 26,160
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0- |$10,000 -|$20,000 - |$30,000 - | $40,000 - | $50,000 - | $60,000 - $70,000 - | $80,000 - | $90,000 - |$100,000- | $110,000-
Wage &Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,899 | 59,999 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $450 $850 | $1,000 | $1,020 | $1,020 | $1,020 | $1,020 | $1,870 $1,870 | $1,870 | $1,890
$10,000 - 19,999 450 1,450 2,000 2,200 2,220 2,220 2,220 3,180 4,070 4,070 | 4,090 4,290
$20,000 - 29,999 850 2,000 2,600 2,800 2,820 2,820 3,780 4,780 5,670 5,690 5,890 6,090
$30,000 - 39,999 1,000 2,200 2,800 3,000 3,020 3,980 4,980 5,980 6,890 7,090 7,290 7,490
$40,000 - 59,999 1,020 2,220 2,820 3,830 4,850 5,850 6,850 8,050 9,130 9,330 | 9,530 9,730
$60,000 - 79,999 1,020 3,030 4,630 5,830 6,850 8,050 9,250 | 10,450 | 11,530 | 11,730 | 11,830 | 12,130
$80,000 - 99,999 1,870 4,070 5,670 7,060 8,280 0480 | 10,680 | 11,880 | 12,970 | 13,170 [ 13,370 | 13,570
$100,000 - 124,999 1,950 4,350 6,150 7,550 8,770 9970 | 11,170 | 12,370 | 13,450 | 13,650 | 14,650 | 15650
$125,000 - 149,999| 2,040 4,440 6,240 7,640 8,860 | 10,060 | 11,260 | 12,860 | 14,740 | 15740 | 16,740 | 1 7,740
$150,000 - 174,999| 2,040 4,440 6,240 7,640 8.860 | 10,860 | 12,860 | 14,860 | 16,740 | 17,740 | 18,940 | 20,240
$175,000 - 199,999| 2,040 4,440 6,640 8840 | 10,860 | 12,860 | 14,860 | 16910 | 19,090 | 20,390 | 21 ,690 | 22,990
$200,000 - 248,999| 2,720 5,920 8520 | 10,960 | 13,280 | 15580 | 17,880 | 20,180 | 22,360 | 23,660 24,960 | 26,260
—$250,000=449;999| 2,870 6,470 9370 | 14876 | 14,190 | 16,480 18,790 21,090 23,280 24,580 | 25,880 | 27,180
$450,000 and over | 3,740 | 6,840 9940 | 12,640 | 15,160 | 17,660 | 26,160 | 22,666 25050 26,550 28,060|—29,550




Employment Eligibility Verification USCIS
Form I-9

Department of Homeland Security OMB No.1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

o 5
form. Employers are liable for

START HERE: Employers must ensure the form instructions are available to employees when completing this

failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal.
g e %

e M T e o Tt T, iy E P SRS TS e X
Section;1:Employee; formationiand:Attestation:.Employee
day orempiye ﬂsﬁf‘?ﬁ Hoteforeceepting Srjob 0 5

Uil
Last Name (Family Name)

State ZIP Code

Address (Street Number and Name) Apt. Number (if any) City or Town

Employee's Telephone Number

U.S. Social Security Number Employee’s Email Address

1111

Check one of the foliowing boxes to attest to your citizenship or immigrai

Date of Birth (mm/dd/yyyy)

tion status (See page 2 and 3 of the instructions.):

| am aware that federal law
provides for imprisonment and/or " .
fines for false statements, or the | [[] 1. Acitizen of the United States

use of false documents, in D 2. A noncitizen national of the United States (See Instructions.)
connection with the completion of [ ] 3. A lawful permanent resident (Enter USCIS or A-Number.) |
this form. 1 attest, under penalty — ” . -

of perjury, that this information, D 4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any)

including my selection of the box .
attesting to my citizenship or If you check item Number 4., enter one of these: ]
immigration status, is true and Uscis A-Number P Form 1-94 Admission Number o Foreign Passport Number and Country of Issuance
correct.

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

autho!

docum

Exﬁira.tio'h Date (if any)

Additional Information

boqu;n}er;t Tn'de 2 (if any)

Issuing Authorty

Document Numbe (i any)

e DeR e

Document Title 3 (if any)

Document

d by DHS to examine documents.

Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named St /dD:)’ G Ernployment
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the (mm/dd/yyyy):

best of my knowledge, the employee is authorized to work in the United States.

Signature of Employer or Authorized Representative

Expiration Date '(If any) D Check here if you used an alternative procedure authorize

Today's Date (mm/dd/yyyy)

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

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

Employer's Business or Organization Name

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

Form I-9 Edition 08/01/23 Page 10f4



%

LISTS OF ACCEPTABLE DOCUMENTS

All documents contai

* Documents extended by the issuing au
Employees may present o

combination of one selection from

Examples of many of these documents appear int

ning an expiration date must be unexpired.

thority are considered unexpired.

ne selection from List Aora

List B and one selection from List C.

he Handbook for Employers (M-274).

and Employment Authorization

LISTA LISTB LISTC
Documents that Establish Both Identity OR Documents that Establish Identity AND Documents t::tt :::iazgltils‘:‘Employment

4. U.S. Passport or U.S. Passport Card

2. Permanent Resident Card or Alien
Registration Receipt Card (Form 1-551)

3. Foreign passport that contains a
temporary I-551 stamp or temporary
]-551 printed notation on a machine-
readable immigrant visa

4. Employment Authorization Document
that contains a photograph (Form |-766)

5. For an individual temporarily authorized
to work for a specific employer because
of his or her status or parole:

a. Foreign passport; and

b. Form 1-94 or Form |-94A that has
the following:

(1) The same name as the
passport; and
{(2) An endorsement of the
individual's status or parole as
long as that period of
endorsement has not yet
expired and the proposed
employment is not in conflict
with any restrictions or
limitations identified on the form.
6. Passport from the Federated States of
Micronesia (FSM) or the Republic of the
Marshall Islands (RMI) with Form 1-94 or
Form |-94A indicating nonimmigrant
admission under the Compact of Free
Association Between the United States
and the FSM or RMI

. Driver's license or iD card issued by a State or
outlying possession of the United States
provided it contains a photographor
information such as name, date of birth,
gender, height, eye cofor, and address

. 1D card issued by federal, state or local
government agencies or entities, provided it
contains a photograph or information such as
name, date of birth, gender, height, eye color,
and address

1. A Social Security Account Number card,
unless the card includes one of the following

restrictions:
{1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

{3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

. School ID card with a photograph

. Voter's registration card

2. Certification of report of birth issued by the
Department of State (Forms DS-1350,
FS-545, FS-240)

. U.S. Military card or draft record

. Military dependent's ID card

3. Original or certified copy of birth certificate
issued by a State, county, municipal
authority, or territory of the United States
bearing an official seal

. U.S. Coast Guard Merchant Mariner Card

. Native American tribal document

. Native American tribal document

5. U.S. Citizen ID Card (Form 1-197)

0|l o | S| | | M| W

. Driver's license issued by a Canadian
government authority

6. Identification Card for Use of Resident
Citizen in the United States (Form 1-179)

For persons under age 18 who are
unable to present a document
listed above:

1

0. School record or report card

1

4. Clinic, doctor, or hospital record

1

2. Day-care Or nursery school record

7. Employment authorization document
issued by the Depariment of Homeland

Security

For examples, see Section 7 and
Section 13 of the M-274 on
uscis.govl/i-9-central.

The Form 1-766, Employment
Authorization Document, is a List A, Item
Number 4. document, not a List C
document.

Acceptable Receipts

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

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

e Form I-94 issued to a lawful
permanent resident that contains an
1-551 stamp and a photograph of the
individual.

e Form 1-94 with “RE” notation or
refugee stamp issued to a refugee.

OR

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

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

«Refer to the Employment Authorization Extensions page on

1-8 Central for more information.

Form1-9 Edition 08/01/23

Page 2 of 4



Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMB No. 16150047
Expires 07/3 1/2026

> U.S. Citizenship and Immigration Services

Qﬂm i
Middle initial (if any) from Section 1. \

| Last Name (Family Neme) from Section 1. First Name (Given Name) from Section 1.
parer and/or translator who assists an employee in completing Section 1

Instructions: This supplement must be completed by any pre
in the spaces provided above. Each preparer or transiator

of Form 1-2. The preparer and/or translator must enter the employee's name |
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's

completed Form |-9.

sted in the completion of Section 1 of this form and that to the best of my

| attest, under penality of perjury, that | have assi
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)

Middle Initial (if any)

Last Name (Family Name) First Name (Given Name)

State ZIP Code

City or Town

Address (Street Number and Name)

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my

knowledge the information is true and correct.
Signature of Preparer or Translator Date (mm/dd/yyyy)

Middle Initial (if any)

Last Name (Family Name) First Name (Given Name)

-t

City or Town State ZIP Code

Address (Street Number and Name)

| attest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my

knowledge the information is true and correct,
Signature of Preparer or Translator Date (mm/dd/vyyy)

Last Name (Family Name) First Name (Given Name) Middle Initial (if any)

Address (Street Number and Name) City or Town State ZIP Code

| attest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my

knowledge the information is true and correct.
Signature of Preparer or Translator Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name) Middle Initial (if any)

State ZIP Code

City or Town

Address (Street Number and Name)

Page 3 of 4

Form1-9 Edition 08/01/23



Supplement B, USCIS
Reverification and Rehire (formerly Section 3) Sugglm;li .
eme
Department of Homeland Security OMB No. 1615-0047
Expires 07/31/2026

U.S. Citizenship and Immigration Services

Middle inttial (if any) from Section 1.

Last Name (Family Narne) from Section 1. First Name (Given Name) from Section 1.

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires
reverification, Is rehired within three years of the date the original Form |-9 was completed, or provides proof of a legal name change. Enter
the employee’s name in the fields above. Use a new section for each reverification or rehire. Review the Form 1-9 Instructions before
completing this page. Keep this page as part of the employee’s Form I-9 record. Additional guidance can be found In the_

Handbook for Employers: Guidance for Completing Form 1-9 (M-274

FE

First Namé (Given Nx;me)

¥ TR RETE ey A R g ] el A S0
DRl GlReRIe (1 BpRicablole| NEWSHATE

Date (mm/dd/yyyy)

ST, Mol I IRzt oI Aok 6 IR Y FISSR I LA o+ Lkt G ohatelin 1 AT o) 0

Lot oottt g Tola) i AT ISRTosE 1613 BW]
Document Title Document Number (if any)

that to the best of my knowledge, this employee is authorized to work in the United States, and if the

the documentation | examined appears to be genuine and to relate to the Individual who presented it.

Today's Date (mm/dd/yyy)

"'ﬁ(:m:;ﬁﬁcifmem ':ﬁ‘(i'n"(:l(:]a'dliﬂ;mg,(qﬂtiz,tgl!?[.lk_'-}jil(:)"

aieel s ERO A ENICH! !
Expiration Date (if any) {mm/ddlyyyy)

{ attest, under penalty of perjury,
employee presented documentation,

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative

Check here if you used an

Additiona! Information (Initial and date each notation.)
[ attemative procedure authorized
by DHS fo examine documents.

e

| Date (mm/dd/yyyy) Last Name (Family Name)

RIS R Tee. |10 eT=} A AT e A e
ENtelgaetiocutient M ianEA T ) AT i X Tetekst Y

Document Number (if any)

= P Ao
ReVelneation it NEIERIOYe Sl
e TR EArE Bl OVTEN AUt Ueat oLl

Expiration Date (if any) (mm/ddiyyyy)

Document Title

orized to work in the United States, and If the
e and to relate to the individual who presented it.

Today's Date {mm/dd/yyyy)__

that to the best of my knowledge, this employee Is auth
on, the documentation | examined appears to be genuin

Signature of Employer of Authorized Representative

| attest, under penalty of perjury,
employee presented documentati

Name of Employer or Authorized Representative

Additional Information (Initial and date each notation.) Check here if you used an
[ aternative procedure authorized
by DHS to examine documents.

Middle Initial

Date of Rehire (if applicable) | New. Narie (if applicable).
Date {mm/dd/yyyy) Last Name (Family Name)

First Name (Given Name)

erEHocumantation (QIEROW

D Ie S AT

:—.(.m-!ﬂﬁ»m-: ithelempiy
conUbEdRIPIOVIIIN Sul e
Document Title

. Expirnlion Date (if any) tmm!d

ment Nmbar (if any)

horized to work in the United States, and if the
dividual who presented it.

Today's Date (mm/dd/yyyy)

that to the best of my knowledge, this employee is aut
the documentation | examined appears to be genuine and to relate to the in

Signature of Employer or Authorized Representative

| attest, under penaity of perjury,
employee presented documentation,

Name of Employer or Authorized Representative

Additiona! Information (Initial and date each notation.) Check here if you used &n
[[] siternative procedure authorized
by DHS to examine documents,

Form 1-9 Edition 08/01/23 Page 4 of 4



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

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

Employee Name:

Employee ID#:

Employer Name: TOWN OF GEORGETOWN, MA

Employer ID#: 04-6001155

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

For More Information

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

Security office.

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

Signature of Employee:

Date:




Health Insurance Marketplace Coverage Form Approved
. : -0149
Options and Your Health Coverage Covaires 2312006

PART A: General Information

e offered health coverage through your employmen
). To assist you as you eva
ith Insurance Marketplace and health covera

t, you may have other coverage options through the
Juate options for you and your family, this notice
ge offered through your

Even if you ar
Health Insurance Marketplace (“Marketplace

provides some basic information about the Hea

employment.

What is the Health Insurance Marketplace?

nd health insurance that meets your needs and fits your budget. The M
jvate health insurance options in your geographic area.

The Marketplace is designed to help you fi arketplace
offers "one-stop shopping” to find and compare pr

Can | Save Money on my Health Insurance Premiums in the

Marketplace?

You may qualify to save money and lower
does not offer coverage, or offers coverag
value standards (discussed below). The savingst
be eligible for atax credit that lowers your costs.

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

ge from your employer that is considered affordable for you and meets certain
for a tax credit, or advance payment of the tax credit, for your

our employment-based health plan. However, you may be eligible for a

s your monthly premium, or a reduction in certain cost-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 g.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, coverageis considered
affordable if the employee’s cost of premiums for the lowest-cost plan that would cover ali family members does not

exceed 9.12% of the employee’s household income.®?

ther out-of-pocket costs, but only if your employer
't meet certain minimum
hold income. You may also

your monthly premium ando
e that is not considered affordable for you and doesn
hat you're eligible for depends on your house

Yes. If you have an offer of health covera
minimum value standards, you will not be eligible
Marketplace coverage and may wish to enrolliny
tax credit, and advance payments of the credit that lower.

instead of accepting health coverage offered through your
loyer contributes to the employment-based coverage. Also,
n to employment-based coverage- is generally excluded

chase a health plan through the Marketplace
employment, then you may lose access to whatever the emp

this employer contribution -as well as your employee contributio
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 factorsin determining whether to purchase a health plan through the Marketplace.

Note: If you pur

1 Indexed annually; see https:l/www.irs.gov/pub/irs-droplrp-zz-at,.pdffor 2023.
2 An employer-sponsored of other employment-based health plan meets the "rinimum 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 "minimum value standard,” the health plan must

also provide substantial coverage of both inpatient hospital services and physician services.




When Can I Enroll in Health Insurance Coverage through the

Marketplace?

urance plan during the annual Marketplace Open Enrollment Period. Open

You can enroll in a Marketplace health ins
November 1 and continues through at least December 15.

Enrollment varies by state but generally starts

1 Open Enroliment Period, you can sign up for health insurance if you qualify for a Special Enrollment
ecial Enrollment Period if you've had certain qualifying life events, such as getting
Id, or losing eligibility for other health coverage. Depending on your Special

days before or 60 days following the qualifying life event to enrollin a

Outside the annua
Period. In general, you qualify foraSp
married, having a baby, adopting a chi
Enrollment Period type, you may have 60
Marketplace plan.

ligibility for Medicaid or
2024. Since the onset of
ated the

There is also a Marketplace Special Enrollment Period for individuals and their families who lose e
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31,
the nationwide COVID-1g public health emergency, state Medicaid and CHIP agencies generally have not termin
enrollment of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 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 Enroliment period to allow these individuals to enroll in
Marketplace coverage.

e in states served by HealthCare.gov and either- submit a new application or update
an existing application on HealthCare.gov between March 31, 2023 and July 33, 2024, and attest to a termination date of
Medicaid or CHIP coverage within the same time period, are eligible fora 60-day Special Enrollment Period. That means
that if you lose Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, You may be able to enrollin
Marketplace 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
ake sure you get any information about changes to your eligibility. To learn more, visit HealthCare.gov or call the
800-318-2596. TTY users can call 1-855-889-4325.

Marketplace-eligible individuals who liv

tom
Marketplace Call Centerata-

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 fora Special Enrollment 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 60 days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but
if you and your family lost eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can
request this special enrollment in the employment-based health plan through September 8, 2023. Confirm the deadline

with your employer or your employment-based health plan.

plication through the Marketplace

in Medicaid or CHIP coverage at any time by filling out an ap
v/medicaid-chip/getting-

Alternatively, you can enroll
your state Medicaid agency. Visit https://www.healthcare.go

or applying directly through
medicaid-chip/ for more details.

How Can | Get More Information?

e offered through your employment, please check your health plan’s summary

For more information about your coverag
plan description or contact

including your eligibility for coverage through the

The Marketplace can help you evaluate your coverage options,
including an online application for health

se visit HealthCare.gov for more information,

Marketplace and its cost. Plea
ce Marketplace in your area.

insurance coverage and contact information for a Health Insuran



PART B: Information About Health Coverage Offered by Your

Employer
red by your employer. If you decide to complete an

coverage offe
tion is numbered to

Il be asked to provide this information. This informa

This section contains information about any health
application for coverage in the Marketplace, you wi
correspond to the Marketplace application.

Here is some basic information about health coverage offered by this employer:

e Asyour employer, we offera health plan to:
[ Allemployees. Eligible employees are:

X] Some employees. Eligible employees are:

e  With respect to dependents:
[X1 We do offer coverage. Eligible dependents are:

[ We do not offer coverage.

Xl if checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be
affordable, based on employee wages.

ployer intends your coverage to be affordable,

arketplace will use your household income,

ligible for a premium discount. If, for example,

ee or you work ona commission basis),

you may still qualify for a premium discount.

you may still be eligible for a premium discount
along with other factors, to

your wages vary from week to
if you are newly employed mid-

*%  Even if yourem
through the Marketplace. The M
determine whether you may be e
week (perhaps you are an hourly employ
year, or if you have other income losses,

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the
to lower your monthly

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit

premiums.




e Marketplace Employer Coverage Tool. Completing this sectionis optional for

The information below corresponds to th
derstand their coverage choices.

employers, but will help ensure employees un

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in

the next 3 months?

of a waiting or probationary period, when is the
(mmy/dd/yyyy) (Continue)

Yes {Continue)
13a. If the employee is not eligible today, including as a result

employee eligible for coverage?
I:l No (STOP and return this form to employee)

pimUmival

‘progra

I the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't know,

STOP and return form to employee.

16. What change will the employer make for the new plan year?
Employer won't offer health coverage
Employer will start offering health coverag
available only to the employee that meets
discount for wellness programs. See question 15.)

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [ Weekly Every 2 weeks [JTwice a month [O™Monthly  []Quarterly O vyearly

premium for the lowest-cost plan

e to employees or change the
(Premium should reflect the

the minimum value standard.*

if the plan's share of the total allowed benefit costs covered by the plan is no less than

meets the "minimum vajue standard"”

« An employer-sponsored health plan
ernal Revenue Code of 1986}

60 percent of such costs (Section 36B(c)(20(O)(ii) of the Int



TOWN OF GEORGETOWN

Office of the Treasurer
Memorial Town Hall ¢ One Library Street ¢ Georgetown, MA 01833-2086

Phone: (978) 352-5723 ¢ Fax: (978) 352-5716

NOTICE OF COVERAGE OPTIONS

ACKNOWLEDGMENT FORM

| have received a notice of the coverage options available to me under the
health insurance Exchanges from my employer, the Town of Georgetown.

Print Name Date

Employee’s Signature

Please return this form to the Treasurer’s Office.



Participant Enrollment
Governmental 457(b) Plan

lc\)/la;szchusetts Deferred Compensation SMART Plan - Mandatory
B 4

Participant Information

98966-02

Last Name First Name Ml Social Security Number

Address - Number & Street E-Mail Address

| | [] Married [] Unmarried L] Female O Male
City State  Zip Code

Mo Day Year Mo Day Year

C ' C ) |
Home Phone Work Phone Date of Birth Date of Hire

Check box if you prefer to receive quarterly account Do you have a retirement savings account with a previous
statements in Spanish. employer or an IRA? [J Yes or 0 No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-Spouse. If you have any questions regarding

SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Statement Delivery - Participant quarterly statements are sent regular mail via the U.S. Postal Service. If you prefer an environmentally
friendly alternative, please visit www.mass-smart.com for fast and easy enrollment in our Online File Cabinet service,

Payroll Information

‘To be completed by
Representative:

Division Number

Division Name

Investment Option Information (applies to all contributions) - Please refer to your communication materials for information

regarding each investment option.
I understand that funds may impos

stated in the fund's prospectus or 0
information.

e redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
ther disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more

INVESTMENT
OPTION CODE
(Internal Use Only)

MUST INDICATE WHOLE PERCENTAGES

INVESTMENT

INVESTMENT OPTION NAME QPTION CODE
(Internal Use Only)

INVESTMENT OPTION NAME

=100%

SMART Capital Preservation Fund......cooveveeervminneenmsrmmnianennes




98966-02

Social Security Number Number

Last Name First Name ML

Plan Beneficiary Designation

This designation is effective upon execut
beneficiary. If any information is missing, additional information may be required prior

primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid
the Plan Document or applicable law.

ion and delivery to Service Provider at the address below. I have the right to change the
to recording my beneficiary designation. Ifmy
pursuant to the terms of

the number of pﬁmary or contingent

You may only designate one primary and one contingent beneficiary on this form. However,
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.
Primary Beneficiary
100.00%
o4 of Account Balance Social Security Number Primary Beneficiary Name Relationship Date of Birth
Contingent Beneficiary
100.00%
% of Account Balance Social Security Number ~ Contingent Beneficiary Name Relationship Date of Birth

Participation Agreement
Withdrawal Restrictions - Iunderstand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator/Trustee to determine when and/or
under what circumstances I am eligible to receive distributions or make transfers.

Compliance With Plan Document and/or the Code - Participation in this Plan is mandatory. A deduction will be taken from your
wages and invested on your behalf based on your employer’s Plan Document. I agree that my employer or Plan Administrator/Trustee
may take any action that may be necessary to ensure that my participation in the Plan is in compliance with any applicable requirement of
the Plan Document and/or the Code. I understand that the maximum annual limit on contributions is determined under the Plan Document
and/or the Code. T understand that it is my responsibility to monitor my total annual contributions to ensure that I do not exceed the
amount permitted. If I exceed the contribution limit, I assume sole liability for any tax, penalty, or costs that may be incurred.

understand that in the event my Participant Enrollment form is incomplete or is not received by Service Provider

Incomplete Forms - 1
I specifically consent to Service Provider retaining all monies received and

at the address below prior to the receipt of any deposits,

allocating them to the default investment option.
ew all confirmations and quarterly statements for discrepancies or

Account Corrections - I understand that it is my obligation to revi

errors. Corrections will be made only for errors which I communicate within 90 calendar days of the last calendar quarter. After this 90
days, account information shall be deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the
correction will only be processed from the date of notification forward and not on a retroactive basis.

Signature(s) and Consent

Pasieipan o peent
] have completed, understand and agree to all pages of this Participant Enrollment fo
to comply with the regulations and requirements of the Office of Foreign Assets Control, Department of the Treasury ("OFAC"). As a
result, Service Provider cannot conduct business with persons in a blocked country or any person designated by OFAC as a specially
designated national or blocked person. For more information, please access the OFAC Web site at:

http://www treasury. gov/about/organizational-structure/ofﬁces/Pages/Ofﬂce-of—Foreign-Assets—Control.aspx.
e month that the deferral will be made.

Deferral agreements must

rm. ] understand that Service Provider is required

be entered into prior to the first day of th

)

Date

Participant forward to Service Provider at:
Great-West Retirement Services®

P.0. Box 173764

Denver, CO 80217-3764

Phone #: 1-877-457-1900

Fax #: *1-866-745-5766

Web site: www.mass-smart.com

Participant Signature

red through GWFS Equities, Inc. and/or other broker dealers.
C, is a wholly owned subsidiary of Great-West Life & Annuity Insurance Company.
s and services offered in the retirement markets by Great-West Life & Annuity Insurance Company (GWLEA),

ge, CO; Great-West Life & Annuity Insurance Company of New York, Home Office: White Plains, NY; and
ks, and design elements used are owned by their respective owners and are used by

Core securities, when offered, are offe
GWFS Equities, inc., Member FINRA/SIP

Empower Retirement refers to the product:

Corporate Headguarters: Greenwood Villa
their subsidiaries and affiliates. All trademarks, logos, service mar

permission.

T GP227401370563 -
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LOYEES RECEIVING GOVERNMENT
PENSIONS

NOTICE.TO EMP

ernment pension payments, with the exception

The earnings of employees receiving gov:
are limited to the following

of Social Security (including public school pensions),
restrictions:

1. Total hours worked in one calendar year cannot exceed 960 hours.

should not exceed

to the amount of the pension,
loyee still held

2. The amount earned, when added
tion would be paying if the emp

what the employee’s former posi
that job.

d to exceed these maximums, pension monies in the

3. If the amount earned is foun
ernment entity which manages the

amount of the excess will be refunded to the gov

pension.

1, the undersigned, attest that: (check one)

I do not receive a government pension.

n, and will abide by the restrictions

I do receive a government pensio
hen my hourly and salary limitations

stated above, informing my supervisor w

are reaching their maximum.

, have read and understand the above restrictions and will

L
comply with these requirements.

Date:

Signature:



TOWN OF GEORGETOWN
DIRECI DEPOSITAUTHORIZATION

!auihpﬁze thaTownof Geargeigun ia aulsmad) uismaticnlly depoiticharge muﬂsamdm
me io my svcount st e Deposifory Finanﬂal Inetitotion frat e namaé m the torms Belows
{ undersfand that this qgmem%tlf may be terminsied By o orihe Townof Geerg elowr
:ip:h;ltf fihié: by Wik, natfication. -Any such netificalion red reguires 8 reasonable time to aek
Y

of

i !'hmﬁll omemwwnu_:s

1 auihgrize the Town of Beorgefown to-autamaticn leally depeplt shy et D2y 1n ty

chpcking: or Savings IL__:_'JWm {chuck oniy R .t the follaping:
Finantiet Ihefitution Natme:__ .

Finencis ngtitution Addessss___ |

Ap——

Bingrici) sttt Telephone: __
And make adjustment. Fantries, |f necsssa only undemha goniditions’ degeribigd.in thel

Authorjzetion; Agraament ebove,

_ {plesse ptind)
. {please prnt)

Emiiloyee Name:
Employee Emall Address:
uhgdiistind batt parts of this fofr.

lnavartaad:aﬁd: e
et GiGRAI —Taw

[Please atfacha yoidei'chstk and return o
Check tiere if you Wil Sk & odpy af thie Torrh.

the Tfeasunr's Uifice..

FOR INTERNAL USE @NLY
Bank Cotez__
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Georgelown School Department

Office of the Superintendent
51 North Street

Georgetown, MA 01833

078-352-5777

The following Credit Unions are available for you to join:

Webster First Federal Credit Union (formerly Louise E. Mills)

12 Merrimac Square

Merrimac, MA 01860

97 8)-346-4561

Metropolitan Credit Union

68 Main St. 215 South Broadway

Peabody, MA 01960 Lawrence, MA 01843

(978)-532—0120 97 8)-687-7968

St. Jeans Credit Union 37 Highland Ave

527 Western Ave. Qalem, MA 01970
(9778)-219-1000

Lynn, 01904
(781-592—5420
Port Plaza Shopping Ctr. 184-186 Shirley Ave
45 Storey Ave. Revere, 2151
Newburyport, MA 01950 (781) 284-1550

(978)-462-2771
account at any of the above Credit Unions you will

If you wish to open an
need to visit a local branch.



Georgetown Public Schools
Payroll Calendar

for Year round & School Staff

FY25 Pay Dates
July 12,2024 January 10, 2025
July 26, 2024 January 24, 2025
August 9, 2024 February 7, 2025
August 23, 2024 February 21, 2025
* September 6, 2024 March 7, 2025
September 20, 2024 March 21, 2025
October 4, 2024 April 4, 2025
October 18, 2024 April 18, 2025
November 1, 2024 May 2, 2025
November 15, 2024 May 16, 2025
November 29, 2024 May 30, 2025

** June 13, 2025
June 27, 2025

December 13, 2024
December 27, 2024

Friday dates are listed above, as direct available on pay-week Fridays (under
normal conditions). Direct deposit pay stubs and “live” checks will continue to be distributed
in accordance with past practice.

deposits are

es (teaching & support staff)

* First pay for school-year employe
ose twenty-one pays

% [ ast pay for teachers and support staff that cho

Lump Sum Payments will be made on or before June 30, 2025

last updated: 03/25/2026



) GEORGETOWN

Payroll Services

Self-Service Portal

Introducing: Employee

opy of your direct deposit
and W2/document images

Service Portal:

Beginning in March 2023, you will no longer receive a paper

advice/check stub. All check

will be available online through

stubs, historical pay information,
the newly activated Employee Self-

https://townofgeorgetownma.munisselfservice.com/ess/login.aspx

available through the Treasurer/Collector page on the Town’s website:

A link is also
www.georgetownma.gov/treasurercollector
Login " "
Usemga e vour Username will be your Employee ID
(I ] Number, which can be found in the top left
Eorgal vour use(namez corner of your check stub.

Password
Emgp}ymmmm.: :v Y our initial password will be the last four digits

of your social security number.

ge. If you have any difficulties or

structions can be found on the back of this pa
asurer’s Office at any time.

Tips and in

any questions/concerns please feel free to contact the Tre

Alex Williams | Treasurer | Town of Georgetown | / Library Street Georgetown, MA 01833

(978) 352-5 723 | awilliams@GeorgetownMA. gov



Tools
PAYCHECK SIMULAT OR

Paychecks |
Previous paychecks
1/27/2023. R DETAILS'

1/13/2023. ~ === DETAILS. VIEW LAST YEAR'S W2

12/30/2022 === DETAILS: VIEW YOUR W4

12/16/2022 S=EEE. DETAILS

12/2/2022 2~ EE== DETAILS:

age of your check stub. Historical check

cess multiple pay periods.

Click on the m icon to view the actual im
ontinue to be available for you to easily ac

stubs will ¢

Click on the | DETAILS jcon to view check stub data, without seeing the actual image.

to see the

to see your W2 data, and | View W-2 image
e able to access multiple years of W2

Click IEEW LAST YEAR'S W2
e of your W2. Going forward you will b

actual imag
data, starting with calendar year 2022.

that we are

Click | VIEW YOUR W4 to see the current federal and state W4 information

using to calculate your tax withholding.

YCHECK SIMULATOR | to simulate how certain changes to your hours worked,

Click | PA
g, and deductions would affect your net pay.

pay rate, tax withholdin

rmation that we have on file, and (if applicable for

You can also review your personal info
1 time accrual balances. Please let the

your position) view your vacation/sick/persona
if anything appears to be incorrect

Office or your payroll administrator know
currently have on file.

Treasuret’s
to update/change any information that we

or if you would like



