ROMAN CATHOLIC DIOCESE OF LEXINGTON
EMPLOYMENT INFORMATION

For Employee to Complete

Name:

Street Address:

City: County of Residence: State: Zip Code:

Home Phone; Email;

Date of Birth:

Social Security Number:

Emergency Contact Name:

Relationship to Employee:

Emergency Contact Phone Number(s):

For Location to Complete

Pay Rate: Location: Diocesan Region:

Date of Hire: Start Date: Reports to :

Full Time: 37.5 plus hours 100% Job Description:

Part Time: Under 20 hours and is not eligible for benefits

20 to 25 hours 60% 26 to 29 hours 70%
30 to 33 hours 80% 34 to 37 hours 90%

Dept #:

Who enters & approves payroll:

Previously employed by Diocese: How long: Where:

*Work Email if employee will be receiving correspondence from Secretariat for Stewardship

(contact person for payroll, attend MBA meetings, etc.)

Signature of Supervisor Date

File #

For Risk Management Use Only




Lay Employees’ Pension Plan of
Diocese of Covington/Lexington

PLEASE PRINT OR TYPE
PARTICIPATION WAIVER FORM

Name SSN / /
Address :

City State Zip

Phone Gender Date of Birth

Most recent Date of Diocesan Hire
If previously employed with the Diocese, please complete an Employment Record Form.

By signing this form, | efect NOT to participate in the above plan at this time and | understand the
following:

¢ | understand that by signing this form | will NOT receive a pension benefit from
the Diocese upon leaving the empioyment of the Diocese.

e | understand that any contributions that may have been withheld from my paychecks
prior to the receipt of this form, will be refunded to me through payroll provided that this
form was submitted within 80 days of my date of hire.

» Under [RS guidelines, if you are eligible to participate in this plan but do not do so
because you elect not to make the required contribution, you are still considered an
active participant in the plan. Therefore, your W-2 will reflect your status as active and
your ability to establish an IRA may be affected. We advise you to consult your tax
accountant.

= Employee Signature Date

(Do not print)

THIS FORM MUST BE RECEIVED BY YOUR PAYROLL DEPARTMENT WITHIN 60 DAYS
OF YOUR DATE OF HIRE. AFTER SUCH DATE YOU MUST CONTACT NYHART {1-800-
428-7106) IN ORDER TO WITHDRAW FROM THE PLAN.

For Office Use Cnly

Parish/Schoot
Employee 1D/File Number

= Verified By Date
(Plan Representative or Payroll Dept)




Lay Employees’ Pension Plan of
Diocese of Covington/Lexington

BENEFICIARY DESIGNATION FORM

Name: SSN
Address:

City State Zip
Single ] Married [ Date of Marriage:

Primary Beneficiary:

Nazme:

Address:

Relationship:

Secondary Beneficiary:

Name:

Address:

Relationship:

| reserve the right to change my beneficiary designation shown above at anytime. (Call Nyhart at 1-800-
428-7106 ext 3575)

- Employee Signature Date
{Do not print)

= Witness Signature Date
Cannot be Beneficiary (Do not print)




Lay Employeses' Pension Pian of
Diocese of Covington/Lexington

EMPLOYMENT RECORD FORM

Name SSN / /

Most recent Date of Diocesan Hire

Previously empioyed by the Diocese? D NO D YES

HYES, please provide the information requested belew regarding your previous ysars of employment
with the Diccese (beginning with your present amployment). This information is necessary to verify and
credit you with the appropriate number of years of employment with a parish, school, agency or institution
which participates in this plan.

Employment Date (month/year): From To

Parish/Schoo!

Location

Position

Employment Date (month/year): Frem To

Parish/Schoot

Location

Position

Employment Date (month/year); From To

Parish/School

Location

Fosition

Employment Date (month/year): From To

Parish/Scheol

L.ocation

Position

-» Employee Signature Date




CDLEX Billing

Full Name:
Last Name:
First Name:
Company:

Business Address:

Business:
Business 2:
Business Fax:

E-mail:
E-mail Display As:

Web Page:

Noreen Brewn
Brown

Noreen
Nyhart

8415 Allison Pointe Blvd.
Suite 300
Indianapolis, IN 46250

(317} 845-3575
(800) 428-7106
(317} 845-3654

noreen.brown@nyhart.com
Noreen Brown (noreen.brown@nyhart.com)

www.nyhart.com




Form W-4 (201.2)

Purpose. Complete Form W-4 so that your
employer can withhiold the comrect federal income
tax from your pay. Consider completing a new Form
W-4 each year and when your personal or financial
situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemption for 2012 expires
February 18, 2013. See Pub. 505, Tax Withholding
and Estirmated Tax.

Note. If another person can claim you as a
dependertt on his ar her tax retum, you cannot claim
axemption from withholding If your income exceeds
$950 and includes more than $300 of unearned
income {for example, inferest and dividends).

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withtiolding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-eamers/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax retum only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent{s) or other qualifying individuals. See
Pub, 5§01, Exemptions, Standard Deduction, and
Flling Information, for information.

Tax credits. You can take projected tax credits info
account in figuring your allowable number of
withhelding allowances. Credits for child or
dependent care expenses and the child tax credit
may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding
allowances,

Nonwage Income. If you have a large amount of
nonwage income, such as interest or dividends,
cansider making estimated tax payments using Form
1040-E8, Estimated Tax for Individuals. Otherwise, you
may owe addiftional tax. If you kave pension or annuity

income, see Pub. 505 to find out if you should adjust
your withholding on Form W4 or W-4P.

Two eamers or muitiple jobs. If you have a
working spouseg or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details,

Nonresident alien. If you are a nonresident afien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
cornpleting this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your profected total tax
for 2012, See Pub. 505, especially if your eamings
exceed $130,000 {Single) or $180,000 (Married).
Future developments. The IRS has created a page
on IRS.gov for information about Form W-4, at
www.irs.gov/w4, information about any future
developments affecting Form W-4 (such as
legislation enacted after we release it) will be posted
on that page.

Personal Allowances Worksheet (Kesp for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent .
* You are single and have only cne job; or

B  Enter“1"if

* You are married, have only one job, and your spouse does not work; or

m

* Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less.

mmo

Enter “1" for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or rore
than one job. (Entering “-0-" may help you avoid having too little tax withheld,} . e e e

Enter number of dependents {other than your spouse or yourself) you will clairm on your tax retum . . . .
Enter “1" if you wili file as head of household on your tax return (see conditions under Head of household a
Enter “1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit

bove)

mmgo

{Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)

G Child Tax Credit (including additional child tax credit). See Pub. 872, Child Tax Credit, for rmore information.
* If your total income wilt be less than $61,000 ($90,000 if married), enter “2" for each eligible child; then less “1" if you have three to

seven eligible children or less “2” if you have eight or more eligible children.

* If your total incorne will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “17 for each eligible child

G

H  Addlines Athrough G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax retum.) » H
* If you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

Fer accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.
* If you are single and have more than one job or are married and you and your spouse both work and the combined
eamings from all jobs exceed $40,000 ($10,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.
* {f neither of the above situations applies, stop here and enter the number from line M on line 5 of Form W-4 below.

Form W'4 |

Department of the Treasury
Intemal Revenue Service

Separate here and give Form W-4 to your employer. Keep the top part for your records,

Employee's Withholding Allowance Certificate

P Whether you are entitled to clalm a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form fo the IRS.

OMB No. 1545-0074

2012

1 Yaur first name and middle initial

Last name

2 Your social security number

Home address (number and street or rural rouite)

3 [Jsingle

(] Married [ Married, but withhold at higher Single rate.
Note. If marriod, but legally separated, or spouse is a nonresident alien, check the “Singfe” box.

City or fown, state, and ZIP code

4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » [ ]

§  Total number of aliowances you are claiming (from line H above or from the applicable worksheet on page 2)
Additional amount, if any, you want withheld from each paycheck e e e e e e e
7 |claim exemption from withholding for 2012, and | certify that | meet both of the following conditions for exemption.
* Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
* This year [ expect a refund of all federal income tax withheld because | expect to have no tax liabili

=]

if you meet both conditions, write “Exempt” here .

5
6 (%

17

Under penalties of perjury, [ declare that | have examined this certificate and, to the best of my knowledge an

Employee’s signature
(This form is not valid unless you sign it) »

d belief, it is true, comrect, and complete.

Date »

8 Employer's name and address (Employer: Complete fines 8 and 10 only if sending to the IRS)

9 Office cade {opticnal) | 10 Employer identification number EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2012)




Form W-4 (2012) Page 2

Deductions and Adjustments Worksheet
Note. Use this worksheet oniy if you plan to itemize deductions or claim certain credits or adjustments to income.

1 Enter an estimate of your 2012 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
e e e e 1§

miscellaneous deductions .

$11,800 if married filing Jorntly or quahfylng w1dow(er)
2  Enter { $8,700 if head of household } 2 $
$5,950 if single or married filing separately
3 Subtract line 2 from line 1. If zero or less, enter “-0-" . 3 %
4  Enter an estimate of your 2012 adjustments to income and any addttlonal standard deductlon (see Pub 505) 4 %
5 Add lines 3 and 4 and enter the total. (include any amount for credits from the Converting Credits to
Withholding Alfowances for 2012 Form W-4 worksheet in Pub. 505.} . e e e 5 %
6 Enter an estimate of your 2012 nonwage income {such as dividends or interest) 6 $
7  Subiract line 6 from line 5. If zero or less, enter “-0-" 7 %
8 Divide the amount on line 7 by $3,800 and enter the result here. Drop any fractlon 8
9  Enter the number from the Personal Allowances Worksheet, fine H, page 1 . 9

Add lines 8 and 9 and enter the total here. if you plan to use the Two-Earners/Muitiple Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 0

Two-Earners/Multiple Jobs Worksheet (See Two earniers or multiple jobs on page 1.)
Note. Use this worksheet only If the instructions under line H on page 1 direct you here.

1 Enter the number from lina H, page 1 {or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2  Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married ﬂling jointly and wages from the highest paying Job are $65,000 or less, do not enter more

than “3" . - 2
3 Ifline 1 is more than or equal to lme 2, subtract Ilne 2 from fine 1. Enter the result here (' if zero, enter

“-0-"} and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . . .. 3

Note. If line 1 is less than fine 2, enter “-0-" on Form W-4, line 5, page 1. Complete lines 4 through 9 below to figure the additional
withholding amount necessary to avoid a year-end tax bifl.

4 Enter the number from line 2 of this worksheet 4
5  Enter the number from line 1 of this worksheet ]
6 Subtractline5fromline 4 . 6
7  Find the amount in Table 2 below that appl:ee to the HIGHEST paying ]Ob and enter it here 7 $
8  Muitiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed 8 %
9 Divide line 8 by the number of pay periods remaining in 2012, For example, divide by 26 if you are paid
every two weeks and you complete this form in December 2011. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld from each paycheck . e 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
I wages from LOWEST | Enteron If wages from LOWEST | Enteron If wages from HIGHEST | Enter on If wages from HIGHEST | Enteron
paying job arg— line 2 above | paying job are— fine 2 above { paying job are— line 7 above { paying job are— line 7 above
$0 - $5,000 1] $0 - $8,000 0 $0 - $70,000 $570 $0 - $35,000 $570
5,001 - 12,000 1 8,001 - 15,000 1 70,001 - 125,000 950 36,001 - 90,000 950
12,001 - 22,000 2 15,001 - 25,000 2 125,001 - 190,0G0 1,060 80,001 - 170,000 1,060
22,00t - 25,000 3 25,001 - 30,000 3 190,001 - 340,000 1,250 170,001 - 375,000 1,250
25,001 - 30,000 4 30,001 - 40,000 4 340,001 and over 1,330 375,001 and over 1,330
30,001 - 40,000 ] 40,001 - 50,000 5
40,001 - 48,000 [+ 50,001 - 65,000 [
48,001 - 55,000 7 65,001 - 80,000 7
55,001 - 65,000 8 80,001 - 95,000 8
65,001 - 72,000 g 95,001 - 120,000 9
72,001 - 85,000 10 120,001 and over 10
85,001 - 97,000 "
97,001 - 110,000 12
110,601 - 120,000 13
120,001 - 135,000 14
135,001 andg over 15
Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this You are not required to provide the information requested on a form that is subject to the
form to carry out the Intemal Revenue faws of the United States. Internal Revenue Code Paperwork Reduction Act unless the form displays a valid OMB confrol number. Books or
sections 3402(1)(2) and 6109 and their regulations require you te provide this informaticn; your records relating to a form or its instructions must be retsined as long as their contents may
employer uses it to determina your federal income tax withholding. Failure fo provide a bacome material in the administration of any Intermnal Revenue law. Generally, tax retums and
praperly completed form will result in your being treated as a single person who claims no retum information are confidential, as required by Code section 603,
withholding allowances; providing fraudulent information may subject you to penalties. Routine The average i ; ; "
¥ y 9w 3 o o ge time and expenses reguired to complete and file this form wilf vary depending
uses pfthls tnfgn'nahon Include giving it io the D.epartment of Justice for civil and criminal . on individual circumstances. For estimated averages, see the instructions for your income tax
{itigation; to clties, states, the District of Colurbia, and U.S. commanwealths and possessions return
for use in administering thelr {ax laws; and to the Department of Health and Human Services ) , L N
for usz in the National Directory of New Hires. We may alse disclose this information to other It you.have suggestions for making this fom simpler, we would be happy to hear from you,
See the instructions for your income tax retum,

countries under a tax treaty, to faderal and state agencies to enforce federal nontax criminal
laws, or to federal law enforcement and intelligence agencies to combat terrorism.
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i)ggart_ment of Homeland Security
U 8. Citizanship and Immigration Services

Read nstructions carefully before completiag this form, The instructions must be available during completion of this form.

OMB No. 1615-0047; Expires 08/31/12
Form I-9, Employment
Eligibility Verification

ANTI-DISCRIMINATION NOTICE: Itisillegal to discriminate against work-authorized individuals. Employers CANNOT

ify which document{s) they will ate

?’W el frod X ?t'ﬁom_au'empmyeg._ There
uture expiration date may also constitn ‘illegal discriminafion.

fusal to hire an individual because the dosnments have a

Section 1. Employee Information and Verification (To be compleled and signed by employee ai the time emplovment begins.)

Primt Name:  Last First Middig Fnitiai | Maiden Name-
Address rStreee Nanie and Number} Apt & Date of Birth (month/dydveas)
Gy Staie T Code ol Seounty

Iam aware that-federal Jaw provides for
imprisonment and/or fines for false statements or
use of false documents i eonnestion with the

1 attest, undér pencity of perjiry, that | am (check one of the following):
3 Achizenofthe United States

completion of this form. [ A fawtil permancasvesident (Atizn #)
' (] inalicn authiorized to work {Alten # & Acmission #)
uti] {expiration date, if applicable - month/tayfyear)
Employze's Signature Date {imorithdaylyear)

Preparer and/or Transiater ‘Certification (1o be conislered and sigred if Saetion ] s prepured by a perzon.cifier than the employee} ] attest, under
natty of perjury, that } have assisted In the completion of this form and that o the Besi of myimovdedge the {nformation is tree nd eerrect .

Preparer' Translator's Signature

| Print Name

Address {Street Name and Numiber, City, Siore, Eip Code)

T Date fmonthiday/yeer)

Stetion 2. Employer Review and Verification (10 be co :
from Lisi B and one jrom List C, as listed onhe reverse of &

examine one documen!
-expiration dote, if any, of the document(s).)

Teied and signed by employer. Examine one document from List 4 OR
s form, and record the title, mumber, and

AND ListC

List A OR ListB
Diocument tigke: ' i
Essuing sutherity”
Bacuptens
Expiration Date {ffang}:
Document £:
Expiration Date fff ey _ B

CERTIFICATION: 1 sttest, under penaity of pecjury, that L have examined the Jocument(s} presented by the shove-named employee, that
the ahoveslisted document(s) sppenr to be gennine and to relate to the employee named, that the employee Hegan employment o5

(month/dayiyear) and that to the best of my knowiedge the employee is authorized to-workin the United States. (State
employment agencies may omit the daté the employee began employment.)

Fignntare af Eroployet of Authorized Representaiive FrintName Tite

Business or OxganiilﬁM'Nam: 300 Aduress forreet Name and umber, €y, State, Zip Cods] Date (month/dayyear)

ﬁcﬁon's;-ﬁpmn' : ,g?ﬁnd'kweri.ﬁéaﬁp‘uf_ﬁl'obe__mmpz‘e:e?a?afsigmdby empioyer.)
&. New. Name {if dpplicable)

B Do oTRehTe frontdoyyeas) T appleahie)

T. If employes's previous grant of work authorization bas expired, pmvi&:::the Taformation below for the docuiment that establishes currens emplayment suthorizatan,

Dpeanent Tide Document#2 o Expiration Date {if omp): e
{RFtest, under penelty of perjury, thal o Re STty Rnowledge, tHls Fmiployee B aufBorized (o work In e United Stutes, a3 T¥ the employee presented
documeni(s), the document(s) Lhave examined Appear to be genulgeand torelateto the Individual

Sigratre of Employer or Authirized Fepraseniatve

Date fmonth/delyear}

Form 1-8 (Rev. ORT/09} Y Page 4




LISTS OF ACCEPTABLE DOCUMENTS

All documents must be-unexplred

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

11, Clinic, doctor, or hospital record

12. Day-care or nursery school record

LISTA LISt B LISTC
Documents thet Establish Both Documents that Establish Documents that Establish
Ydentity and Employment Identity Employment Authorization
Authorization OR AND '
1. U.S. Passport or U.8, Passport Card | 1. Driver's license or ID-card issued by 1. Sccial Security Actount Number
& State or outlying possession of the card other than one that specifies
United States provided it.contains a on the face that the issuance of the
photograph o information such s card does not authorize

2. Permanent Resident Card or Alien name, date of birth, gender, height, employment in the United States
Registration Receipt Card (Form eye color, and address
1-551}

2, Certification of Birth Abroad
. . 2. 1D card issued by federsl, state or issued by the Departmetit of State

3. Foreign passport that contains a focat government dgéncies or (Form F5-545)
temporary 1-351 stamp or temporary entities, provided it contains a
[-551 printed notation on g machine- phiotograph or information such as
readable immigrant visa name, date of birth, gender, height, o .

eve color, and address 3. Ceriification of Report of Birth
_ _ ' ’ ‘ jssued by the Department of State
. -135

4. Employment Authorization Document | 3, School ID.card with a photograph (Form DS-1350)
that contains & photograph (Form
I-766 .

66} 4. Veter's registration card 4. Original or centified copy of birth
certificate Issued by a State,

8, '1n the case of a nionimmigrant alien 5. U.S. Military card or draft record co“f‘tYr municipal ’amhom_y: or
authorized to work for & specific territory of the United States
emiployer incident to status, a foreign | 4 Military dependent's ID.card bearing an official seal
passport with Form 1«94 or Form
1-94A beating the same name as the \
passport gnd conteining:an 7. g.SéCoast Guerd Merchant Mariner 5. Mative American tribal docurnent
endorsement of the alien's .
nondmmigrant status, as long as the . !
period of endarsement bas not yet 8. Native American tribal document
expired-and the proposed - . . 8. U8, Citizen D Card (Form 1-197)
employnient is not in conflict with 9, Driver's ltc_enseth lS_S':!Ed by a Canadian
any restrictions or limitations govemment authority
identified on the form

For perscas under age 18 who 4, dentification Card for Use of
are unable to present a Resident-Citizen in the United
: docunrent listed ahove: States Form [-179
© 6. Pessport from the Federated States of ' ® )
Micronesia (FSM) or the Republic of -
thie Marshall Islands (RMI) with 10, School record or report card 8. Employment authorization
Form 1:94 or Form 1-94A indicating - document issued by the

Department of Homeland Sscurity

Mustrations of many of these documents appear in Part 8 of the Handbook for

Employers (M-274)

Form -9 (Rev. 08A07/09) Y- Page 5




ROMAN CATHOLIC DIGCESE OF LEXINGTON

The Roman Cathotic Diocese of Lexingion is offering diveg: deposit to your bank account.
Please atizch & voided check for dircet deposit to your checking sccownt. For a direct deposit to
your savings accoust aitach a deposit slip wifh your bank nane, secount number end routing
number. Whers voiding the chieck or savings deposit slip b2 sure that you don.not in any way
damage ot delete any of the magnetic ink numbers ot the boftom. The bank requires ALL of
those numbers. O savings accounts ask your bank if the routing sumber is included on the
botiom line, if not, wiite it in. I vou wish to havea portion of your direct deposit sent to your
savings zccount, indicats the ampwt per pay period, which will remain the same for the entive
year.

EXPLANATION OF DIRECT DEPOSIT: The entire amount of the employes’s Papchieck is
amromatically deposited into hisfher bank accound (checking andior savings) on payday. The -
umployee does not have 10 go o the bank, The employee can asvess the FPay system o view
their pay stub, which shows dednctions end the net emount deposited futo hisfher hank account.

ROMAN CATHOLIC DIOUESE OF LEXINGTON

PAYROLL DIRECT DEPOSIT AUTHORIZATION FORM

L hersby authorize the Roman Catholic Diocessof
Lexingron to inttiaze credit entries and to initiate, if necessary, debit entries and adjastments for
any vredit eptries in srror to my Dichecking Usavings account kdicated by the enclosed check or
deposit form.

This authorily is to remain in full force and effsct until the Roman Catholic Diovese of
Lexington has reesived writen notgficaiion from me of ifs ermination iny such time and in such
‘magtier as to afford the diocese a reasonable opportunity o act on it

Employee Signatiae ‘ Bare

Fieteli)




E fits Administered by
Employee Enrollment / Change Form Benefits Admin y

(3 1zital Group {7 COBRaA [} Gpen Enroliment
e . ENROLEMENT SERVICES
[} New Employee [ Chacge e orruihs stion POBDX BIS2 + WAUSAY Wl S9400.3050
g [ EMPLOYER ‘NAHIE GROUP NUMBER EVIFL OVEE 708 LOCATION
2] ROWAN. CATROLTC DIOCESE OF UEXINGTON 75530007
EEMPLOVEE STARTDATE | EARNINGS BOURS WORKED | JOB TITLE
; WEEELY ]
B ATy D T ALTERNASE TDENTIFIC ATION NUMBER
TRAME: LAST ~ T ERST T M.
JDDRESS ' erre STATE 2 E-MAIL ADDRESS
DAT.;:‘GF BE’RTH SEX |MARITAL STATUS THOME TELEPHONE NUMBER
. L i }

l-‘s*rzabii,iiy E?np!em ‘

'I"ms Heallh, Pinag has s Pmnsm:g ey prm' ivion for 12 rmz-achs ar 18 montis. Proofof Cradiiable Health Coverage ma)
yediuce: this tae period.
‘Have you atached s, Centificate of Credizable Health Coverage for You nadlor all Oep:mdems" fives [ no

1§ NO, contact vour-prior planfemployer o instrer to obilaa copy. if nenessaty, we Wi assiscyou. 1 a certificate is ont
avmiaﬁle cﬂm forms of gmof xmy bc sutmimd .

‘Heann
crege

3 Dayo'u erdny fazmly mbef emremiy Inve oﬁm mtm mv:mge‘-‘ - ﬁ ‘:’eﬁ. mxgle i} Yes, fmnly ﬁ Na

I yeyw thethove qmncn, complete the following:  Ferson’s-Name
EM?IGW Name Cnx‘rli‘:r Name , ?Ian !‘{unﬂaet

LD LAED
Cnmg:'

Coverapey

{0 yes i e above quegtion, complete the following:  Porson’s Neme .
 [Employer Nam Carrier Nome Plan Nusmber

3+ Hedlih Coverage:

Do yoi ot ady- fmnib wmember cm:ﬁuy have other Gental covaraps? ’:I Yes, single C} Yes, famﬂy 3 Ne

[ Medicat Plan
Class# ___ .
; Em;&cm:u
 Exmplayse. phas ons
Emnpinves plis Spouse
Eipilivee phos childichildren
Fariilly

Iy

SECTIONS OF THIS FORM ON THE REVERSE SIDE.

B Mk b b e Ay b AT i i T T rr——— T e o mrrmrrmrrey i ymingrresad
'OU ARE ELECTING OR CHANGING ANY -OF THE ABOVE COVER&GES. !‘bﬁ.&SE Gﬁ’ﬂm THE REMAINING

BDGLIS Fape 1
906  Set next paoe
373705




Tast Firet S S8 BIFIH GENDER T3 you cram
Spouse Mame DATE . s
porISe Mgl . Dots dependestns Do you
T L child ot oxemiption provide
& Relagonshiy reside for Federal  otedhast
R with  inconictax D%
Thitd Neme Employee vow? phrposes?  Suppoi?
b - - -
73 .- [ i
] - . i aore
4 . - /4
3 - - 4 {
lsji’dé“?ga%s Gepzndent-children Yiged shove who are 19 orolder and are {Uil-time snudents. Please comipete the questions below for
Yswudent statvs.
1. Jsthe depinident child o Aill-tme stidem? — _
2. Hovw many credits and what semester is dependeint olifld registersd for?
3. What is the actoshor anticipated graduation dace?
4. What iy the s'c?mu'i name?

: HIS SECTiON IF : 3 5. _
Eifective dafe of change:  Plesse specify change and update tu appropriate stction.
{3 Employee name change T} Employec address change [ Job location change [ 3cb ite changs  [}Eamings chamge

COi

gé. 3 Retum to work [} Bengficiery change {1 Other saverage chamge Clpaeofmamiage _
2 Oher ) pate of divarce
ST Adddependents LI Reniove dependens {fist names) o Rusgon:

307 Addcoverage T Volunfariy Terminate coverage{Indicate winch coverages) ] Stete/Federel Contingation
. Employse Signamre Required
L] Employmen temmination: Reasom: . Las{.;tag worked .. Dtc cOverage Yerminnted oo
N WAIVING COVERAGE |
Fimpormnt: If you dectine benefits for yourself.or your dependants, you may in the fotuse’ be able to.curoll yourself or your dependents
in this benofit plan. You may have an opportunity to snreil during your annusl enroliment period or if'your fmily stafus ciranges.

IF you dectine benefils because of othér group health o insurance coverage, and state so.in writing, you may have the oppurtunity o
entoll under HIPAA Spesial Enrallment hecause of less of that coverage. By shiecking the box below, you are atfesting that you.ars
decliniie enrollment in tals plan because you are enralled In vthier goup bealth vovetage:

[ 1attest that T am declining group health coverage beeasse { am-currentiy crisolied in other group heahl or insurance coverage.

Walving Covemge

Far specific plan laaguage comsct your Human Resources Reprosemiative
CERTIPICATION: T fresly and vohuntarily waive all coverage notsd sbove.

EMPLOYEE SIGNATURE DATE
! herchy cevitdy that all of the alove information s true nad ciirrect. T understand that covarage will nos be effactive uniil a1 questicns
regarding elighiility for coverage have heor salisfasiodly resplved.

Tunderstend thar 1 msy not change the coverage oltotions that ] minke-on the Employee Enrollment'Change Form antél the plan’s rext

syrendannual enroffment period or wless otherwise permitied by the Plam.

Pleass refer lo vour Emplovee Benefit Booklet for spesific detaii of your benefir plan.

1 hereby apply fur coverage and authorize deductions from my earmings for the amount required, if any, o cover any coatribution for
coverage,

BEMPLOYEE SIONATURE DATE
BDO1 34 Page 2

10:07 Lastpage
34308




Roman Catholic Dincese of Lexington

Certification of Tobacco Usuge
Reman Catholic Diocese of Lexington Health fnsurance - Tobasco Usage Premium

Asa participant in the Roman Catholic Diocese of Lexington's Health Insurasee Plan, a $15 per
montl preprivm will be assessed o those einplayees who use a whaceo product andfor to those
eraplayees that have a family member on the plan who use & whacto producl. Tobacco
products inelude; cigarettes, cigars, chewing tobacco and éther smokelesstobacco. The 315
premium will be payroll deducted each month begimming June 13, 2006, and monthly thereafter.

It is the employee’s responsibility o request and complete an updated certification should the
employee o1 a family menober on the plan begin the ase of tebacce produdts or ifthe employes
ora family member discontinues-the uge of tobagen products,

T hereby authorize my employer to make the necessary deductions for the contribition Lo the
‘Raman Catholic Diocese of Lexington’s Health Insurance Plan formyself or a family member
that uses 2 lobaceo product,

Tobacco Usage
Yes, | cortify that myself o

Signatare of emiployee Date

a family member, , On
Naine(s) of the family thember '

the Roman Catholic Diocese of Lexington's Bealth Insurance Plan uses a tobaceo product, 1

certify thal this statement is true and currect {othe best of my knowledge.

No Tebacto Usage
No, T certify that myysel-

Sigmature of employee Date

and'all family members on the Romén Catholic Diveese of Lexington’s Health {usurance Plan do
not use any tobacco products. T oertify that this statement s true and correct to the best of my
knowledge,

Employee's Printed Name Locetion Where Employed
(Name of Church/Schoof)

Return witl health earoliment to: Ruman Catholic Diceese of Lexington
Risk Management Office
1310 W. Maio St
Lexington, KY 40508-2048

3200




CATHOLIC DIOCESE OF LEXINGTON
ENROLLMENT/STATUS CHANGE FORM

[ Delta Dental Premier {1DeitaCare
Delfa Dental Premier is offered by Della Denlal of Kealucky, ina: DeliaCare is offered by Dental Choice, the.
CJOPEN ENROLLMENT [INEW ENROLLMENT [ISTATUSCHANGE [ICOBRA
Complete Siatus Changa information bolow. COBRA effective date.
Social Security Number Name - Last First il Birthdale
! !
Home Address — Number and Street Clty Gtate’ Zip Group Number
676260
+ Sex (Circle one) Empioyer Name Hire Date Required Section Number
M or F CATHOLIC DIOCESE OF LEXINGTON / !

Check the type of contract and list all members!
[Jsingle [JEmployee and Spouse  []Employee and child [ JEmployee and children {IFamily

MEMBERS Please list all dependents befow, if applicable, If additional space Is required, attach a iist to this form.

FNLTE STATUS Doxs mumner mw‘ e&;m dentul
Spouse or Dependent Date of Birth Sex | SWDRNT cﬂg#&Es comg -E;nﬁﬁu&%‘:‘:mﬁ'é?:”
Last First M Socigl Security Number | MO DAY YR|M F WES NC| (Circle one) Pttt e v K
Spouse ' .
po ADD DELETE
Dependent ADD DELETE
Dependent ADD DELETE
. Dapendent : ADD- DELEYE
Dependeni ADD DELETE J

*Neperident children coverage requiring studentverification once they have turned age 19 must submit proof of full-ime
schocl enrofiiment. A signed Delta Dental affidavit fs acceptable.

STATUS CHANGES ONLY (Compilete all that apply. Qualifying event required.)
Indicate new contract type below and add ar delete dependents in MEMBERS grid above:

[Cisingle [}Employee and Spouse  [[] Employee and child [ZEmployee and children  [[]Family

Qualifying Event: QF Effective Date:

Terminate:Subscriber’s Contract as of

Name Change; Previous Name: New Name:

Address Change:

SHADEDAREAFOROFFICE USEONLY

READ THE PROVISIONS ON THE BACK OF THIS ENROLLMENT FORM CAREFULLY BEFORE SIGNING.
PLEASE REVIEW YOUR ENROLLMENT FORMFORERRORS OR OMISSIONS.,

| acknowledge | have read the pm\iisians on-the back of this enrollment form and 1 expréssly accept such provisions as a condition of coveraga. | reprasent the -answers

given 1o all questions on this form are true and accurate fo tha best of my kmowledde and | undérstand they are being relied on by Dental Choite. (DeltaCare) or Dalta

Dental (Rella Dental Pramier and Delta Dental PPO) in accepling this form. Any. material misrepresentation found in this applisation may result in denlal of benefils
or cancellation of my coverage(s). If accepted, this form, the member cerificata, the identification card, and the group contract will constitute the contract.

Signature Date

Please make a copy for your records and retarn original o your Human Resources Director.
Linderwriten by Deits Dental of Kenbucky

& Regislerst Mark of Deita Dentol Plans Assodatien.
2009002




ENROLLMENT FORM FOR GROUP COVERAGE

i consideraban sfha scsantsnca o s srrcliment o, Frepresant and agree for myseif et iy dapandents thar,

+
[B

o

1.

.

Myenverage. and that of any dependents, will kesoine elleciveror the date estublished by my denlal contract {reforrad inas
*Fisn'}. 1égres i bebnund by the-previsions ofhe Group Contfact(s) 8nd Certificotes ot Coversga issued i me. Any dependants
whe aia lter added Yo my Pian may have dlierentslisefive gates.

IFiheve seigcted tha DenaCarns plon, my Goversgs sroves for coordination of covengd samvioes through a designated Primary
Care Denlist and Seaslits for senvibas coverad underthe brogram will be pievided riy viren furnished by i paricipaing dertist]
heve ﬁesign:!egim the revarse side. 1 aiso understand thaitnd Bane'its are- ‘gualiiibly poder this covéragaifl of any dependedts Tail
1% fweelvo services throuch a Pk Usie Daist

i} haye'sdiatiad the DuitaGare plan, Iameniitad o selecta ney Prrmary Sera Dentist.a: any fire during sy coverege period.

H Uhgve selacied the Delta Denial Prgzmef or-Defta Demanf PPO plan, | understend that alf benofits payzbl&unﬂar my: dantat
enract Tor SRrvigus. r&ndere:! By any pa'ﬁcapallng provider will b paid 1o suth prov:der Pamt for socvives rendered iy a
aoo-participatg provider wil! ba sent' 1o me.

My eSOV ErOF SR v UMtz i Butho s 2ed 1y vaduct Ay shire af denta) promiums from My viagea for 12 menths prd 12
menthrefewalipefiugds, dnd i authorled o remite premivm to the Pl apd i técelvic sl foncts Aot thie:Plah relating 1o fny

-soveszge, hdaestand thaterdtchniants ore by Geovp Canloct for. conseeutis 12 nwnﬁfwrfad{sa eyl mysﬁhsmpﬁon el

subjont i3 winge orinR prniversaty Cok of ifie Brodp. Flidhor, Fdndrsiand Thatnon-nompliancs with hasaterms woild void any
benefits during that enrotimen: period.

tam reaponsible jo notfy the Plar upon any change thal wouid make &8 of any dapendent ingligible for coveraga.

twilf ceopstate with #49 Plan and fumish sitidonn aton requasted by the Plan to enforcaits sight of subregation and 47 coatdinute
pensiis. Subrogation s e Pmr's gt 16 rasever from 81 pary thatmsy beRabie o me for any Injury witchragoied in Ded
Sevites pekiby Pl

J et poimburse: E‘:_zz;i’i-an for sny ervonects payment and Planmay affsatthesesmoonts against ure clain paymenis,

Ay emited or incombes infbrmiation of false statementamade here sy, 5} e sole opticn ofthe Pian, yoid oflemminate my
covernged rasultifidanial cfseniteser tierafits oihenuise sysilatie hrsundat forme of niy depentdents. T understandifali|
hawve Brtie Denil o Dartat Chali coverage on ansinpliyes pald fveiuniiry) plan and Herminate my coverage bufora the ead of
ary 12 mentheniliment perodwhile om sl eligibletd dartieipase nthe Group Colraet, my beneﬁfswi](b&vmdeﬂ for t enlite
eroliment sests, and L st mimtiurse my Pamiry Garp ety &r the Flanilthe Pl Has airgady peid the. donlis, gtthe
denllslsngematfod for service, forany serdites orbencis fecemdby MREtr my doperderits dutng that 12 senthypedod |-
ceagentihat any subeorigtion fise paid 1ot Plan duting hat petjod wﬁ‘befetaa\eaby e Praniio mmradmku&mm Wﬁf;ﬁﬁ |
ungsistand gndagree thatvio sgenthas the ausonly tosvaive & complate snswer to By question, make a Seberihation as ks
aplicatis undsswiling ratuirements, make o gt Sny contrictorwatve ary ofthe Pian’s ottier datis.or requitements,

Fyemplover. dnyotherorgamzation or persen. gny providenc denlzlcare; acy insutenve coapany or anmneasuwm_agww. 5

hetaby suthomelte fea e Bian any htemation abodtme oy 'y fisted dependants necessanfor daternmding
hsumnoe, benelfE, ik chassifcation, diteciing srarovonting draud ormisrepresertation, audits, bl for WEthsedm
pUiposes. This autiwiization wuﬁewny oueds or npwisdgs aboiutmy mstfical Histary, remialor physigol caiglifton, diggrosts,

‘Treatmantor prognosis, mtluc’ng informaton retating to the 158 ofdrugs orattonel. This information may aise e g by the Plan

ks oo ssoresontatives s reinsurers.

Te the-axtzat allowed by law, he Plen is authomzed o fishal information and eoples ¢frevords requested by obhecinsirers,

.den!atplms or oiher partiagforthe pupoies o‘se!eminang bty fof covarags arbengfits, exproiging e fsghmfsabmgatm.

uilization réview oraud, | givsthe. Pian, s lgge: represerniatirgs of any person o grganizelon asministering claims on te-behalf
peission{o itleaise fo my emlayer o group paiicyholder a suriiry of claifes incutres by me 6t iy gligihie ﬁepewmbfcrihe
purpase ehvedlying sheclalins subrmies wear ry grovp hezith plan, utiizalon review; or foftlie purprse of condutting ahautit of
operdionis of seryicss, Iy henafits are piovkied uiidera seiffunided plan. theabave sted: parties e sutforeb e veleass ity
rieapsEary niormation i ihe seli-Sinded plan, and: uidersimdthat at {nfrnation Lnderthe Flan akkihs propery of aiy'dmpioier
srd maybe retainetdiby my employer.

Anymatera) misrepresentation loundin dnls appiication may resultin donizl of senefis or cancelition ofmy coveragels): Any
pErsonvAhe ?nowmgiy and with pientio delrsud anyinswrance company of olher person, fies an spptoationfor inscfance
genlaining:any mz%ﬁaaiiy Talse infoimation oreciteals for the puinose of nislesding infirtalitn coicemig any it materkal
thoraie-comets & Fraudiulers insurensn act, which I 3 orme. iFacearted, s sppication: five identification g and e goup
contrashwil constitate the comdract

PLEASE SIGNAPPLICATION ON FRONT
3/3/09




Roman Cathelic Diocese of Lexington

MEMORANDUM

IMPORTANT INFORMATION ABOUT YOUR
PROTECTED HEALTH INFORMATION

INCEOLYE: 2255 LF
R S T =3
TFO: Priests Burolled in Health, Dental, Vision, and/or Long<Femm Care Insutance

Empioyees Enrolied in Health sudior Dental Insurance
COBRA Participants and Electees
All Dhocesun Locations

FROM: Bill Wakeficld, CFO and HIPAA Conpliance Officer
DATE: Septernber 30, 2008
RE: Federal Govermment HIPAA (Health Insurance Portability and

Accountability Act) Privacy Repulafions

You may be aware that there are federal regulations that require the prof;f:cﬁon of your protected
 health information (FHI). The enclosed notice and fogm 4o part of the Rofan Catholic Diocese
of Lexingion's compliance requirements.

The “Notice of Privacy Practices™ describes how your PHl may be used and disclosed. Ralso
explains how vou can access your PHIL Please read the notice carefully, sign and dats the form
indicating vou have received the privacy notice, and return 3o the Risk Management Office
within 10'days of receipt. You can keep acopy for your records, Forms can be matled and
envelopes must be cleardy marked for “Risk Managenent”,

Also enclosed is the Torm “Standard Authorization to Disclose Protecied Health Information™
This form can be copied and kept for Iater use. It will be used when you need a tepresentative
of the insurance company to assist yeu with claims iseues. Tt will be required that you submit
this forim cach and every time that you require assistance with claims issues that yeu have not
been able to resolve on your cwn. fa spouse normally handles your routine business affairs,
this form will be required 1o have himvher discuss your PRI You may want to call Bill at 839-
233-1993, ext. 238, o discuss the completion of the form since each person that needs to work
an your olaim must be listad,

330




Roman Catholic Diocese of Lexington

Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW PROTECTED MEDICAL INFORMATION ABEOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GAIN ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

1.

o

Romuan Cathotic Diecexe of Lexingtan is permined to make uses and disclosures of protected heaith
informution for treatment, payrient and health care operetions, as described in the following
examples:

8. For freatmbnt - Nt

b, For pavment - To resobve claims isoués and payments for-eélains.

¢ Forhesith care operations — To renew invurence coverages aitd relnsurarce coverages.
Romun Catholic Dlocese of Lexingron is permited or vequired, under specifie circumstances, to use ot
disclose protected health information without the Individual’s written authorization. [Ifauss or
discloswre for any purpase pre'fcr{bed i the Privacy Regularion is prohibited or materiolly lilnited by
other upplicahle Staie law. the deseviption of such use or divelosure must reflect the imore siringent
law.]
Other uses #nd distjosures will be made only with the Individual's written authorization, and the
individual may revoke such suthorizaion,

.. Boman Cutholte Diveese. of Loxingron intends 1o engage in one or more of the folfowing activities:

& Roman Catholic Divsese of Lexington may contact the ndividual to provide sppointment
remividers or infosmation: abou treaiment aliernatives orother beath-related benefits and
services that roay be of interest to tdhe individual or patient.

b. A group health plan, or o health insurance issuer or HMO with respeet to a group health plan,
may disclose protected health informatior to the sponsor of the plan.

The Indmducti has the following sights regarding protected health information:

2 The right to request restrictions on cerfain uses and disclosures of protected bealth information.
Romesy Catholic Diocese of Lexingion i not reguired 10 agree to a requested restrivtion,
however,

b. The right to receive confidential communications-of protected health information, us applicable.
The right o inspect and copy protecied health information, as provided in the Privacy
Regulation.

The right to amend protected lrealth information, as provided in the Privacy Regulation.

The right to receive an accounting of disclosures of protected health information.

The u@}n t0 obtaln & paper copy of the Nofice from the covered entity upon request. This right
“exterids to an individual who has agreed to recsive the Notico electronically.
Romar Catholie Diveese of Lexington is required by law to-maintain the privacy of protected health
information znd o provide individuais with notive ofits legat dutics and Privacy practices with
respect to profected health information,
Rontan Catholie Divcese af Laxiagior is required to abide by the terms of the Notice currently in
affest.
Ramin Cetfwiic Dincess of Laxington weserves the tight to change-the termas of this Notice, Thenew
Notice provisions will be effective for alf protected health information that it mainfains.
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9. Rowan Catholic Diccese of Lexington will provide individuals or patients with a revised Notice by
el

10. Individuals may complain to Romaer Carholic Diocese of Lexington snd 1o the Secrétary of the
Department of Health and Human Services, without fear of m{ahatwn by'the organization, if they
believe their privacy rights have been vicls ted. A brief deseripton of kow the individua! may file a
complaint folfoves: comuet the Chief Financiel Officer of the Roman Catbolic Discese tf Laxiegron
By mail or phone With the nature of the complaint and the name of the persan (if appticable) hat the
vomplaint ks againgt,

V1. Romar Catholic Divcese of Lexingion™s coraet person for matters relating to complaints is:

& Chiel Finanoiof Q/?tcu
h §59-253-1993, exs, 238
Roman Catholic Diocese of Lexingtor, 1310 W, Main 8t., Lexingron, Y 403082048

12, Thts Nofice is Brstin elfect on Aprit 16, 2004,

13. Remar; Cetholic Diocese of Lyxingron elects 1o Hirnit the vses or disclosures that it is permited o
make, as dollows: Third Pmy Administrator for Seli-funded Health Tnsurance Plan(s) or Insurance
Carrier for Pully Insured Haalth Plan{sy, Drenal Insaraonce Carviee(s); Vision Insurance Carrier(s);
Longtenr Cere Insurance Camrier(sy; Reinsurance Carder(s) for Seff-funded Health Plan; lnswance
Brokers).

i hereby acknowledge that | have received & copy of Rorman Catholic Diocese of Lexington's
Notice of Privacy Practices.

Individual's Name - Signature

indawdual s Name ~ Printed

veturs this iyt to Risk Management, Roman Catholic
Dmcese of Levungtan, 1310 W. Main St., Lexington, KY 40508
2048. Forms are to be returned within 10 days of receipt.

-

;\,chm..;h Y. cﬂ‘cm aas heen youde o tisun Iliﬂt th g lompisie s comp lcie sl ety gocoediing e ehe FHRAR vegtation, it dogy
ot Sonsinie legal advice and, thersfore, shautl he reviowed by ae miooncy commpetens in IPAa-feiziad maflors. Yoo are authorzed I uss ihose
Wmﬂ‘mﬁ“‘“‘y T e U Bugimess vy wark (o huve g ssl;u s andhavg noct pted the teos of the FIPA Ans wers™ [roducs Use
Agrenen. Your ber of thest SOMmens I3 Seniied by tha Progost Usevgrbement, Fre eeample, dihoggh v 6aa s wrd repreduee Hie
HiFsAaswars™ gocsomnus ot vour nernat business pavposes, e ore ot authorized e vhiy copies of Hresx doctatnts with A ity
vt pusmgs, Far simygilee detarly review HIPAAsswors ™ Product 2 Apreomuny,

1521 &2 2002 Hurd dake ‘-ﬂ:s utions, loc. - Al Rights Reserved
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Roman Catholic THocese of Lexington

The fallowing document is in & box on our website, www.edlex.ors, The box is thled Employee
Hapdbook and Code of Conduer,

Haudbook Acknowledgement

Lacknowledge that I am aware of my responsibility 1o read and understand the policies
und procedures as outlined in The Roman Cathelic Diocese of Lexington's Employee Handbook.
1 undersiand that. upen reguest. | may meet with my manager/supervisor or contact the Secretary
for Pastoval Lite and/or their designee o review the personnel pelicies and procedures.

Lusderstand that the policies and procedures as poblished on the web site supercede any
previous handbook, policies or proeedures that may have been effective in the past.

T understand and acknowledge that the Roman Catholic Diocese of Lexington uses the
handbook and personnei pulicies and precedures as “goides 1o provide information to
‘employees™ | understand und acknowledge that the Diocese reizins complete diseretion to
apply, change, or interpret handbook provisions, pelicy, und personnel practices consistent with
the needs of its staffing and any Jegal counset on soch matters.

Lacknowledge and understand thet my emplayment is at will, meaning that gither the
Diceese or I ean terminate the amplayment relazionship ar any time Tor any reason.

Emplovee SignaturePosition Date

32000
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Roman Catholic Diocese of Lexington

The Employee Handbook can be found on the diocesan website, www.cdlex.org, located in a box titled
Employee Handbook and Code of Conduct.

Read this document, then SIGN and DATE the acknowledgement below.
Code of Conduct Acknowledgement

I understand that it is my responsibility to read the Code of Conduct and undersiand its contents. I
understand that, upon regquest, I may meet with my Parish, School or Diocesan leadership to review the Code.

CERTIFICATION

I hereby attest and certify that I have never been accused of, convicted of, or pled guilty to: sexual
abuse, gross sexual imposition, voyeurism, public indecency, or any existing or former offense of any municipal
corporation, this state or any other state of the United States that is substantially equivalent to any of the above
offenses. (If you have been accused of, convicted of, or pled guilty to any of the above offenses and wish to
explain the circumstances thereof, please do so on a separate sheet.) I further certify that I have never been
discharged from employment or a volunteer position because of any activity covered by the foregoing statutes.

I hereby authorize any present or former employer, person, firm, corporation, physician, or
government agency to answer all questions and to release or provide any information within their
knowledge or records dealing with the above-named areas of conduct, and I agree to hold any and all
of them harmless and free of any liability for releasing any information that is within their knowledge
and records. I further authorize the Roman Catholic Diocese of Lexington to conduct a check of my
police criminal records in accordance with KRS 156.483, KRS 17.160, and KRS 17.165 at state and

federal levels.

I hereby attest and certify that the above information provided by me is true and correct to the
best of my knowledge. I understand that misrepresentations or omissions may disqualify my
application or result in my immediate dismissal if I am already employed.

Signature and Date Parish, School or Diocesan Office

Print Name Witness

4/3/2009




