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%

30to 33 hours 80% 34 to 37 hours 90%
Who enters & approves payroll: Dept #:
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, | elect NOT to participate in the above plan at this time and | understand the
following: '

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

* | understand that any contributions that may have been withheld from my paychecks
prior to the receipt of this form, will be refunded te me through payrol provided that this
form was submitted within 60 days of my date of hire.

* Under IRS 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. :

<2 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.

xxxxxx * Fedede e dede K % *¥k Fkdkkkkdkktdodkikkkkik ik *

For Office Use Only

Parish/Schoot

Employee 1D/File Number

2 Verified By _ Date
(Plan Representative or Payroll Dept)




Name:

Lay Employees' Pension Plan of
Diocese of Covington/Lexington

BENEFICIARY DESIGNATION FORM

SSN

Address:

City

State Zip

Single 3 Married []

Primary Beneficiary:

Name:

Date of Marriage:

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

= Witness Signature

{Do not print)

Date

Cannot be Beneficiary

{Do not print)




Lay Employees’ Pension Plan of
Diocese of Covington/Lexington

EMPLOYMENT RECORD FORM

Name SSN / /

Most recent Date of Diocesan Hire

Previously employed by the Diocese? l:l NO D YES

If YES, please provide the information requested below regarding your previous years of employment
with the Diocese (beginning with your present employment). 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/School

Location

Position

Employment Date (month/year}. From To

Parish/Schoeol

Location

Position

Empioyment Date (month/year): From To

Parish/Schoot

Location

Paosition

Employment Date (menth/year): From To

Parish/School

Location

Paosition

= Employee Signature Date




CDLEX Bil'ling

Full Name:
Last Name:
First Name:
Company:

Business Address:

Business:
Business 2:
Business Fax: -

E-mail:
E-mail Display As:

Web Page:

Noreen Brown
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 (2012)

Purpose. Complete Form W-4 so that your
employer can withhold the cotrect 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 withhalding. 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 Estimated Tax.

Note. if another person can claim you as a
dependent on his or her tax return, you cannot claim
exemption from withholding if votr income exceeds
$950 and includes more than $300 of unearned
income (for example, interest and dividends).

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding 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 ftat 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. 601, Exemptions, Standard Deduction, and
Fiting Information, for information.

Tax credits. You can take projected tax credits into
account in figuring your affowable number of
withholding allowances. Gredits for child or
dependent care expenses and the child tax credit
may be claimed using the Personat Allowarices
Worksheet below. See Pub. 505 for information on
ceonverting 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-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. if you have pension or annuity

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

Two camers or multiple jobs. If you have a
working spouse or more than one job, figure the
tatal number of aflowances 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.

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

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

Personal Allowances Worksheet (Keep for your records.)

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

Enter “1” if:

[+)]

Tmo

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

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

Enter *1" for your spouse. But, you may choose to enter “~-0-" if you are marrled and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld.) . G e e e
Enter number of dependents (other than your spouse or yourself) you will claim on your tax return .

Enter “1" if you wili file as head of household on your tax retum (see conditions under Head of household above)
Enter “1” if you have at least $1,900 of child or dependent care expenses for which you plan to claim a credit

Mmoo

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

G Child Tax Cr_edit {including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
* If your total income will 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 efigible children,

+ If your fotat income will be between $61,000 and $84,000 {$90,000 and $119,000 if married), enter “1” for each eligible child .

G

H  Add fines A through 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

For accuracy, and Adjustments Worksheet on page 2.
complete all

worksheets

that apply. avoid having too little tax withheld,

* 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-Eamers/Multiple Jobs Worksheet on page 2 to

» If neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 bealow.

Form w-4

Department of the Treasury
Interna! Revenue Sarvice

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

Employee's Withholding Allowance Certificate

» Whether you are entitied to claim 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 to the IRS.

OMB No. 1545-0074

2012

1 Yourfirst name and middle initial

Last name

2 Your social security number

Hame address (number and street or rural route)

3 [ single

Ol Married [ Marrted, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse fs a nonresident afien, check the “Single” box.

City or town, state, and ZIF code

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

[ R |

Total number of allowances 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 .
7 lclaim exemption frorm withholding for 2012, and | certify that | mest both of the fo[lowmg cond:tlons for exemptnon

* Last year | had a right to a refund of all federal income tax withheld because | had no tax Habifity, and
* This year | expect a refund of all federal income tax withheld because | expect to have no tax Habili

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

5
. . &

$

Under penalties of perjury, | daclare that | have exarnined this certificate and to the best of my know[edge and belief, it is frue, carrect, and complete.

Employee’s signature
{This form s not valid unless you sign it} »

Date »

8 Employer's name and address {Employer: Complete fines 8 and 10 only if sending to the IRS.}

9 Office code (optional} | 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 only 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 $

miscellaneous deductions .

$11,900 if married filing Jomtly or quahfymg mdow(er)
2  Enter [ $8,700 if head of household } 2 3
$5,950 if single or married filing separately
3  Subtract line 2 from line 1. If zero or less, enter “-0-" .o 3
4  Enter an estimate of your 2012 adjustments to income and any addlt:onal standard deduc:t:on (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 5 $%
6  Enter an estimate of your 2012 nonwage income (such as dividends or interest) 6 §
7  Subtract line 6 from line 5. If zero or less, enter “-0-" 7 8
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, line H, page 1 . g

Add lines 8 and 9 and enter the total here, If you plan to use the Two- Earners/MuItupIe Jobs Worksheet

10
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10

Two-Earners/Multiple Jobs Worksheet {See Two earners 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 line 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” e e e e .o 2
3 [Iffine T is more than or equal to Ime 2, subtract line 2 from hne 1. Enter the resuit here (af zero, enter

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

Note. f line 1is less than line 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 bill.

4  Enter the number from line 2 of this worksheet 4
§  Enter the number from line 1 of this worksheet 5
6 Subtractline 5 fromline 4 . 6
7 Find the amount in Table 2 below that appl:es to the HIGHEST paying Job and enter it here 7 %
8  Multiply line 7 by line 6 and enter the resuit here. This is the additional annual withholding needed 8 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 Farm W-4,
line B, page 1. This is the additional amount ta be withheld from each paycheck . e e 9 %
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enter on if wages from LOWEST | Enter on If wages from HIGHEST | Enter on If wages from HYGHEST | Enter on
paying job are— line 2 above | paying job are— line 2 above | paying job are— line 7 above { paying job are— line 7 above
$¢ - $5,000 0 $0 - $8,000 0 $0 - $70,000 $570 $0 - $35,000 $570
5,001 - 12,000 i 8,001 - 15,000 1 70,001 - 125,000 950 35,001 - 90,000 950
12,001 - 22,000 2 15,601 - 25,000 2 125,001 - 190,000 1,060 80,001 - 170,000 1,060
22,001 - 25,000 3 25,001 - 30,000 3 180,001 - 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 - 40,060 5 40,001 - 50,000 5
40,001 - 48,000 8 50,001 - 65,000 6
48,001 - 55,000 7 65,001 - 80,000 7
565,001 - 65,000 8 80,001 - 95000 8
65,001 - 72,000 9 85,001 - 120,000 g
72,001 - 85,000 10 120,001 and over 10
85,001 - 97,000 11
97,001 - 110,000 12
110,001 - 120,000 13
120,001 - 135,000 14
135,001 _and 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 carmy out the Infemal Revenue taws of the United States. Intemal Revenue Code Paperwork Reduction Act unless the form displays a valid OMB control number. Books or
sections 3402(7){2} and 6109 and their regulations require you to provide this information; your records relating to a form or its instructions must be refained as long as thelr contents may
employer uses it to determing your federal income tax withhelding. Failure to provide a besorne material in the administration of any Internal Revenue law. Generally, tax retumns and
prapery completed form will result in your being treated as a single person who claims no retum information are confidential, as required by Code section 6103,
withholding allowances; providing fraudulent information may subject you fo penaities. Routine The average fi i g i "
ol S PR ) - - ge time and expenses required fo complete and fite this form will vary depending
uses of tis nformaion include giving it to the Department of Justice for civil and criminal . on Individual circurnstances. For estimated averages, see the instructions for your income tax
fitfgation; to cities, states, the District of Golumbia, and U.S. commonweatths and possessions retum:
for use in administering their tax laws; and 1o the Depariment of Health and Hurran Services i i R . !
for use in the National Directory of New Hires. We may also disclose this information o other ¥ you have suggestions for making this form simpler, we would be happy to hear fram you.
See the instructions for your income tax retum.

countries under a tax treaty, to federal and state agencies to enforce federal nortax criminal
laws, or to federal law enforcement and intelligence agencies to combat terrorism.,
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OMB No. 1615-0047; Expires 08/31/12
Form I-9, Employment
Eligibility Verification

Department of Homeland Secarity
U.3. Citizenship-and Iminigration Services

Read instructions carefully before completing this form. The instructions must be available during completion of this form.

AN’I:ITDECRHNIINATtON NOTICE: Itis jllegal to discriminate against work-authorized individuals. Employers CANNOT -
specify which docureni(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute iliegal discrimination. '

Section 1. Employee Information and Verification (7o bé completed and signed by employee at the time employment begins.)

Print Name: Last - First Middle Initia) | Maiden Name
Address (Srreet Name and Nurber) . Apt # Date of Birth (month/dayiear)
City State Zip Code Social Security #

1 aftest, under penalty of perjury, that I am (check one of the fallowing):

[] A -citizen of the United States .
E] A noncitizen national of the United States {s¢e instructions)

I am aware that federal law provides Tor
imprisomment and/or fines for false statements or ’
use of false documents in connection with the ;
completion of this form. D A fawful permanent resident (Alien #)
[T} Analien authorized to work {Alien # or Admission #}

uati} {expiration dete, if npplicable - monkiday/year
Employet's-Signatare Date (montdayyear)

Preparer and/or Transtator Certification (Tobe completed and signed if Section 1 ¥ prepared by a person offier than the employee,) I arest, under
penalty of perjury, that I heve assisted i the completion Gf this form and ihat 10 the best of myy nowledge the information is trug.and correct, .

Preparer's/Translator's Signature Print Namie

Addross (Street Namie and Nunther, City, State. Zip Code) Date (nonthidayyear)

Section 2. Employer Review and Verification {Tobe com;ﬂered and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, rmber, an
expiration date, If any, of the document(s).)

List A OR List B AND ListC
Document title: o .
Issuing authority:
Docusient &
Expiration Date {ifany)
Document #
}_,-'.sgpiration Date (ifany): ) _

CERTIFICATION: I attest, under penalty of pecjury, that 1 have examined the document(s) presented by the.ahove:named employee, that
the-above-listed document(s) appear to.be genuineand totelateto the employee named, that the employee began employment on

(month/day/year} and that 1o the bestof. my-knuwleﬁge the employee is authorized 16 wioFk in the United States. (State
employment agencies may omit'the date the employee began employment.}

Signature of Employer or Authorized Representative Brint Mame e

Business of Dr_ganizatian'biame and Acaress (arreel Name and Number, City, Stase, 2ip Codel ' Date {month/day’year}

Section J; ﬁp_daﬁng'#nd Reveriﬁcaﬁnn (T'o be completed and signem employer,) j
A ew Name {if applicable) B. Date of Rehire (month/dayfvear) {if applicabls)

C. If employee's previous grantofwark suthorization has explred, provide the information belaw. Tor the document that establishes current employment ‘authorizativn.

Document Title: _ Docuinent #: Expiration: Date (if am):
Tattest, under penalty of perjury, thatto the best of my knowiedge, this employee I authorized to work in the United States, and if the employee presented
document(s), the document(s) | have exarnined appear to be genuineand to relatele the individush
Signature of Employer or Antharized Representative Date fmonth/day/year)

Form L4 (Rev. 08/07/09) Y Page 4




LISTS OF ACCEPTABLE DOCUMENTS

All documents must be unexpired

LISTA LIST B LISTC
Documents that Establish Both Dacuments that Establish Documents that Establish
Identity and Employment Identity ' Employment Authorization
Authorization OR AND
1. 1J.S. Passport or U.S, Passport Card 1, Duvers license or ID card issued by 1, Social Security Account Number
a 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 or information such as 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
1-351)
. _ : 2. Certification of Birth Abroad
2. IDcard issued by federal, state.or issued by the Department of State
3. Foreigipassport that contains a local government agencies or (Form FS-545)
temporary I-531 stamp or tempaorary entities, provided it containsa
1-551 printed fiotation on,a machine- photograph or information such as
readable immigrant visa name, date of birth, gender, height,

3. Certification of Report of Birth
issued by the Department of State
{Form DS-1350)

eye color, and address

4. Employment Authorization Document | 3, School ID card with a photograph
that contains a photograph (Form ‘

1-766 . ,
) 4, Voter's registration card 4, Original or certified copy of birth
certificate issued by a State,
5. Inthe case of a nonimmigrant alien 5, U.S. Military card or draft record county, municipal authority, or

territory of the United States

authorized to work for a specific X
bearing an official seal

employer incident to status, & forcign | ¢, Military dependent's ID card
passport with Form [-94 or Form
1-04A bearing the same name as the
passport and containing an

=, U.5. Coast Guard Merchant Mariner 5

. Native American tribal document
Card

n&himmig_rant'stams, aslong asthe
period of endorsement has not yet

8. Native American tribal document

:g;;g;rﬁgf;: If;:’ i?i?)fxﬂi ot with 9, E_)river‘s license iS_Sk.!ed by a Canadian 6. US. Cm?en 1D Card (Form I-197)
any restrictions or limitations government authority
jdentified on the form ) .
For persons under age 18 who 7. Identification Card for Use of
_ are unable o presenta ' Resident Citizen in the United
_ document listed above: States (Form [-179)
6. Passport from the Federated States of ‘

Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with 10, Schaol record or report card 8. Employment authorization
Formi 1-94 or Form 1-94A indicating docurnent issued by the
nonimmigrant admission under the 11. Clinic, doctor, or hospital record Department of Homeland Security
Compact of Frée Association -
Between the United States and the
FSM or RMI 12. Day-care or nursery school record

Tllustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)
- ' ' Form 1-5 (Rev. 08/07/00) Y Page 5




ROMAN CATHOLIC DIOCESE OF LEXINGTON

The Roman Catholic Dievese of Lexington is offering direot deposit to yaur bank acewunt.
Pleasé attach a voided check fur direct deposit:to your cheeking account. For a directdepositto
your savings accovnt attach a depositslip with your bark name, sceovnt mumber and routing
number. “Whien vuiding the eheok of savings deposit slip bé sure that you dom oot T any way
damage or delete any of the magnetic ink rumbers at the bottons. The bark requifses ALL of
these muubers. Ofisavings accows ask your bank if the ronting munber is included on the
Bottom line, if not, wiite itin. If youwishite Hiave-a portion of your direct deposit sent to your
savings account, indicate the amount per pay perod, which will remain the same for the entire
ey,

EXPLARATION OF DIRECT DEPOSIT: "The entire amount of the employes’s Paycheck s
auw:mz-i’ag}iy-;iapmheci'inzcs'hisihe:r-iﬁank..agcﬂtmi (checking and/or savings) on payday. The
smplayes does not have o go to thobank. The-emplayee cam acesss the TPy system 1o visw

their pay: stub, Which shows deductions and the net umount deposited foto his/her bank accpunt.

T ROMAN CATHOLIC DIOCESE OF LEXINGTON

PAYROLL DIRECT DEPOSIT AUTHORIZATION FORM

_ L _ hereby authorize the Reman Catholic Diveeseof
Lexingion fo initiate creditventries and to initiate, ifnecessary, debit entdes and adjustments for
any credit entries in. error (o my Dcheeling Usavings ascount indicated by the enclosed check or
deposit-forn

This authority is to rermain i full force andeffoct until the Roman Catholic Divcsse gf
Lexington has received written notifiestion framme of its termination in guch time and in such
smanmer as to afford the diocese a reasonable opportunity toact on it

Fmplaves Signature , ‘ Prate

323003
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£

%mp‘lbyee Enroliment / Change Form

Inieigl Gronp £ COBRA {"3 Open Engollment
{3 Change (complete changs section

New Exployes
T on e¥verse side)

Bernefits Administered by

ENROLLMENT SERVICES )
FOBOX 8052« WATSAY Wi 4808052

© DIOGESE OF LEXINGTON _

_ﬁiﬁi: 10?0?

k SQCKALSEC{HUTYNUMEER '

EMPLGYEE STARTDATE  |EARNINGS

TGRGUP amm-zg

T BMPLOVEE 108 LOCATION |

}{3.13:.?{?@:.. et

{NEME: LAST FIRST ML
IADORESS Ty STATE  2IP EMAIL ADDRESS
DATEGF BIRTH TSEX |MARTTAL STATUS ROME TELEPHONE NUMBER

' L ] { )

edmthls tsme pm’md

Sealth Plon s & Pré-e sisting Bness provision for 12 montis or 18- monty, Proof of Craditahie Helth Covérage may

Coverages

B G b wn e e A

cus uzl 'jih g qz&m health wveraggeﬂ "[j Yﬁ,s}i@c f} Yt:s, fam:iy E}' N"é'
‘Person'siNage
Camar}#zme P . ,?Ian r@er
11 Yo, single 'a Yoty O
E’ersmz.s Nam . _
Carrier N&m _ i’}an Number — e
R?a &Cnveragc S o S
{3, Medical Plan
Class# ...
pioge
1 Empiﬁvcz plus one
Cl ‘Eritptayes plos spouse
Entplver plus childichilren
A family
Clamive

¥ YG{I &RE ELECT!WG BR m?«mmc; AN&* OF T‘HE ABGVE ffG‘VERAGI&S, FLEASE ﬁO’\v!?LETK THE REMAINING

SECTIONS OF THIS FORM ON THE REVERSE S1D¥E,

BDOL14
G906

Pape 1
© See ngxtpage
313549




BIRTH GENDER T Doyayclast
DATE o
. , Dops. dependentss.  Dovoy
e g » ohild dtexemption povde
Refaionship roside forFeders]  miore than
o with lngometax 0%
Bmployce  you?  pusphses? Suppert? §

|5pouse Nawe

Child Name

I » u e
7 . L
k it , L - -
# . e m .
13 = - i

3 . ,
’ 'L?@é%g?%ﬁggcphhdmmhﬂéﬁm Yisted. above who are 19 orolder and are Tull-time students. Please conilpete the questions below for
ctident status,

11, Jsthe dependent child a-fuli-time student?

Dependents

2, How many oredits and what sempster is dependent child registered for?

3, What is the actual or antivipated gradustion date?

AATING CHANGES.

{Effestive date o n’géi W i?'lé#:wsmify changaimdupdﬁteEnappm;:ﬁatesecﬁan
A0 Eriployee neme charge Elemployes addiess'change £ st tocation change 3 sob iitte cange: [ gamings change

L1 Returt o work {7 pencficiary change 17 Other coversgeclange LiDameofmartiage ...}
1 Other. .. 0 , s - [V oamm of divorcé :
[7] Add dependents L) Remove dopendents (iigFnames) . Ricagon: ) ,
153 addcoversze T Voluntarily Terminate coverage {Indicste which covéraged) {TY StatefFederal Eontinustion |
¥ . Employes Signature Required
£ Bnployment termyination: Reason:

e

. Changes

o Diate gOVETARD

tepmingted

| WATVING COVERAGE

5 Amporunt: A you dectine bepefits for yoursei or your-dependents, yop:may i flie fusure. be.able 10 chrol yousyelFor youk ii&_‘;pmdeme;lz
ini this benefit plan, You may hivee a8 Spportunity ta errsil during your annual enroliment period orifyour fanily status changes.

1 you decling benefits because of othier group health or fnsurance covérage, and state:so in weitiig, you may havothe opporiuhity o
enrpttimider RIPAA Spegial Entolimest hecatise of logs of that coverage. BY. checking the b telow, you are altosting that you are

declining enrotient in this plani because you are snrolledin ‘other geoup hodlth coverage: _

7] battost tha Lam declining group-health coverage becouse Lam carremly earcled in other gronp health or insurance coverage.

Walving Covemge

For specifie plan languags contact your Human Resourees Representative
CERTIHCATION: 1 fresly and voluntirily waive #ll coverage nuted abiave,

TN . “BATE.
viify: that wil of the. Eboveinform i frué and correet, i"‘('ﬁiﬁfé‘i‘é!;;i'j'a&‘ﬂi‘#”&isevéragi:’wi'[?"nbfbéz-eﬁ'aéti?e'uuﬁi-ali"ttue'st'felﬁs'
Sgibjiligy for coverage Have heeit saflsfanionly resdived. .

 Herehy
regarding ef
{ understand thar | may not chatige the coverage Blidtions thatd. make on the Employes EnrollinentChange Forms untif fhe plan's next

open/minual exroilment period orurless giherwise perm itted by the Plan.

Plewse refe 1o your Employes Benefit Rooklet for speoific détait of your behofit plan.
731 tereby apply fircoverage and authorze deduetions fam my eamings for the anvount tequired, {Fany, to sover ey sontribytion for
coverage.

EMPLOVEE SIGNATURE ' TDATE
' BRI Page 2
1007 Last pogg

373109




Roman Catholic Diocese of Lexington

Certification of Tobacca Usage
Raman Catholic Diocese of Lexington Health Insuranee - Tobacco Usage Premium,

As a participant in the Reman Catholie Dioeese of Lexington'y Health Insurance Plan, a $13 per
month preminm will beassessed to' those employess Who use a-tobaeco. product and/or to those
eraployees (hat Rave a family member on the-plan who uses.a tobacto product. Tobacen
products include: cigarettes, cigars, chiewing tobacco and other smoleless tobacco. The §15
premiom will be payroll deducted each month beginning Jutie 13, 2006, and monthly thereafter.

1t is the employee’s responsibility (o sequest and complete an updated certification should the
émployee or 4 fainily member on the plan begin the use of tobacto products orif the employes
or.a fanily imember discontinues the use of tobaces products.

Thereby authorize my enmiployer to-in ake the necessary dediictions for the:contribution to the
Roitian Catholic Diveese of Logington's Health Insurance Plan formyselfora family member
thatises a rabacco produet.

Tobacco Usage
‘ _ - ¥es, Icertify that mysel{ or
| Stgnaiure of emplayee DPate
4 family member, . oh

 Name(s) of the family member
the Roman Catholic Dioeese of Lexington's Healih Inswiance Plan uses a tobaceo product. |
cestify that this statement is true and-correst to the best of my knowledyge.

Neo Tobaceo Usage
No, [ certify that myself

-Signature of emiployeée Diate

| and ali family members on the, Rom’éu_i-(_l-athpi‘ic._l)iqs&se of Lexington’s Health Iasurance Plan do
| nof use finy-tohacco products. | cextify fhal this statement is true-and correct to the best oftay
- knowledge.

ﬁlﬁlPieyee’s Printed Name Tocation Where Employod
| (Name of Church/School)

Rt wiil health enrellroent to: Roman Catholic Diocese of Lexington
Risk Management Office
1310 W, Main St
Lexington, KY 4(508-2048.

330




CATHOLIC DIOCESE OF LEXINGTON
ENROLLMENT/STATUS CHANGE FORM

{1Delta Dental Premier 1DeltaCare
Detta Dental Pramier is offerad by Daila Dental of Kentucky, Inc. DeftaCare js offered by Dertal Cholcs, ing.
TOPEN ENROLLMENT [JNEW ENROLLMENT OSTATUS CHANGE {ICOBRA
Carnplate Stalus Change information below. COBRA effective dals,
i Boclal Security Number Neme - Last First M Birthdate
f {
1 Home Address ~ Number-and Street City State Zip Group Number
676260 -
Sex (Gircle-one) Employer Name Hire Date Required | Section Number
M or F CATHOLIC DIOCESE OF LEXINGTON { )

Check the type of éontract.and list all members:
[Isingle  C1Employee and Spouse | Employeeand child [l Employee and children 1Family

I MEMBERS  Please list ali dependents below, if applicable: If additional space is required, attach a list to this form.

o : HHTE STATUS Du‘f"a rf‘%%“’.?'.i.‘““wﬁ‘f servta]
Spoise or Dependent Date of Birth Sex | STUDENT cﬁg&‘lgfs :gmzrfv nume it;'g 1;5-2?;-‘55\?"

Last First #i 1 Sociel Secunity Number | MO DAY YR|M F [VES® NO| tcirgioone) | g lassiicaten mimber

Spouse -

RO ADD DELETE

Dependent ADD. DELETE

Dependent

. ADD DELETE
Depandent ADD DELETE
Dependent ADDG DELETE

*Depqac_{ieﬁt ghiiéiren coverage req_uiﬁg:g.agu_dent_vehﬂcaﬁo‘n once theyhave turned age 19 must submit proof of full-time
school enroliment. A signed Delta Derital affidavitis acceptable,

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

CiSingle [3Employee and Spouse  [.] Employee and ¢child [ Employee and children [ Family

Qualifying Event: QE Effective Date:

Terminate Subscriber's Contract as of

Name Change: PreviousName: New Name:

Address Change:

SHADED AREA FOROFFICE USEONLY

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

I acknowiedge | have read the provisions.on fhe back.of this-enraliment.formand | expressly accepl such provisions as a condition of coverage. ! fepresent the answers
givan o all questions on this form ara tue andl -aceirate-to the best of my knowledge and T undérstand they are being refisd on by Dental-Choice: (DeiiaCare) or Defta

Dental (Delta Dental Premier: and Della Dental PPO). in atcepting fhis form, Any material misrepresentation fourid in this application may resull in denial of*benefits
or cancellation of my coverage(s). f -accepled, this form, the member cerlificale, the identification card, and the group contract will constitute the contract.

Date

Signature

Piease make a copy for your records.and return original to your Human Resources Director.

& Registered Maricof Dedta Dentel Plans Assadation. Underwritten by Deita Desial of Kerhicky.
- 2008002




e

2, F

]

1. - Ay mataral s firesentation found ircthig -applicationmey resul denial of bingfts: O eghieliation of bt

- e iheve eeiﬁded he Delta Dentsl-Premigr or Delta: Denlal. PR glan, | urderstand that 40 bienefits payablgu

gz oriiha
o baneﬁls é‘umg fhat: aﬁmfhnertpamd

ENROLLMENT EORM FOR'GROUP COVERAGE

{n conideration ofthe Bebeptance of this enroliment form, | tagrgsentand ggres formygelfanding dependents fat;

slabliziied by my ﬂa"ﬂa] gonigact: {mf;arfaesto o5

Myeduarage. apd- et of any.depentients, will becgms ofie 3 i
~t(s) and Vmiﬂaatas bi Covétage ssugd bmaAny depanﬁsnis

10 5 'ttmmd y*haprcwswnsofme Gmup ce

IFiisve selected e DaitaCare plat, | anventitiad fo seiec S new Primary 1083.'6.ﬂaﬂ_ﬁ_‘s}ai-any~ﬁm¢.f_¢}gf{r\_gfm_ytcm!ﬁrajgg_pedésj{
oy-dental
-contract for-Sevibas-rendersd By any, panlc:p?tmg provider vl be paid to sueh provider. Payrirent for séryices: vered by
i parbct;:aimg provider will bs seht'th ma,

gesfori2menths g iz

rgroupagiminisiratoris althonged usductinyg shiateof
Z*a Plam zeialmg ;tcs tny

autézwszé Ecmrmi wem;um m _

fth t?aasa termewold void any

tam segponsibieta Hotity the Planuporiapy change sl would make ms or any depandentinefigitiafor coverage.

e Fi&m v fum:ah a!l i;\fonuahm requesiﬂﬂ‘" M‘. F!aﬁm‘ foecs jle ngh’tot subrogalion andtocohniinite
] Fos Viatie vy e Fiit By Ity i resulted in Bt

r'mqrmauun @r iaisa sta*amems g iere rdy, al hirspligoption uf the: Piaﬂ, vun:! o] ermnatemy e
A ' nelirstan

unda:sta sdgred agios thatno sgent has the autmrﬂy {waive & complate angwer 1 sy gestion
B rswmng mqmm'nsnts maica or #tey any mntait ok vwag. any ot Pians alhior nghmrrequiramems

,,,,, . ély ard Wit rr‘tﬁni s deftatid why insurance sompany orther parson, fieg anapph 3{10'\ 0y msu.a'fzce
contzlmng any metoislly: fa»seu‘(wraaers oraohgdalsor the purbose of n*isiesaﬁg infarimation o
{haeelo-comdls 2 FrRubURT Insuranes pol, which s 2 erime.tf aeeaiited, thisamiizeton.ttie. SeferiECE
-cantraciwik eonstitute tha conttact

PLEASE SIGNAPBLICATION ON FRONT




Roian Catholic Diocese of Lexinglon

MEMOR&R&QM

FO: Priests Enrolled in Health, Derital, Vision, and/or Long-Term Care. Insurance
Employees E avolied in Health and/or Dental Insurance
COBRA Participanrs and Electees
Al Diocesan Docations

PROM: Rilt Waketield, CFO and HIPAA Compliance Officer
DATE: September 30, 2008

RE: Federal Government HIPAA (Health Insurance Portability and
Agcountability Act) Privacy Regulations

“You may beaware that-there ave federal regulations. that. require the projection of your protected
healfh-information (PHD. The enclosed” ntice and forrm are part of the Roman Catholi¢ Dioeese
of Lesington's corrphiance requirements.

The “Notice of Privacy Practices™ describes how yout PHI may be used and disclosed. [talso
explains how you can aceoss your PHI. Please read the notice caremlly sign and date-the-form
indicating you have received. the privacy notice, and retirn to the Risk Management Office
wwithin 10.days of receipt. You cankecp acapy for your tecords. Forms can be matled and
emeimpw st be ui:.arly zmrkcd for “Risk Managenent”,

Also enclosed is flic form ~Standard Authorization to. Bisclose Profected Health Information”,

“This Iorn can betopied and. kept for Iater use. Tt will be used when'you need a representative
5 company toassist you with- claims issues, Ttwill be recgnued that you submit

ig form gach and every time thatyourequire assistanee weitly claims issues that yowhave not
been able 1o zc:aoh y your owi. [fa-spouse- narmaihf lmndles your foufine busingss affairs,
this form will be reg ired fo have himvher discuss your PHI You may want 1o call Bitl at 859-
253-1993, ext. 238, to.discuss the completion of the form since eack person that needs to work
onyout aiaim miust be Hsted.

SIS




Roman Catholic Diocese of Lexington

Notice of Privacy Practices

‘THIS NOTICE DESCRIBES HOW PROTECTED MEDICAL INFORMATION ASGU? You

MAY BE USED AND DISCLOSED AND HOW YOU CAN GAIN ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

1.

Bad

}-.,G:

‘7‘.

8.

.. Roman Caluliz Divt

Fomai Catholic Diadese of Lexington i permitted to make uses and disclosures of protected heatth
information fortreatment, payment and health eare-opétations, as described in the following
examples:
a, Forireatment - NG&
b Forpuyrient - To resofie eladms issues aid papmens, far cliims,
6. For heslth care Sperations — To renew insurance coverages ang reinsurarce. ¢overages,
Romon Catholic Digcese af Lexington is permitled-or required, under specific circumstances; 10 use or
disclose protected health information without the individual’s written authorization. Jif ause-or
disclosure for any pispose prescribed in the Privacy Regidation iy profibited or materiatly limited by-
other applicable State lav. the desoription of siich useor disclosure must-reflect the more sizirigent
o] _
Other wses and disclogires will be made unly with the Individual's writien authorization, and the
individuat may re such authorization.
Roman Catholie Dlotese of Laxington intends to engage in one or more of the following aclivities:
a. Roman Catholic Diocese of Lexington may contact the individual 1o provide. appoiltment
reminders or information about treatnent aliematives or other heath-related benefits and
sepvices that may be of futerest 1o the individual or patient.
b. A group hicalth plan, or « hiealt insurance fssuer or HMO with- respect ta a group health plan,
~may disclose protected health information to- the sponsor of the plag:
The Individual has the following rights regarding protected:beatth information:
a; The rightto reguest restricions on certain vses and disclosures of protected health information.
Romint Catholic Diocese of Lexingion 13 not required to agree 102 requested restriction,

however, '
b. Theright to regeive ponfidential communications of protected health information, as applieable.

. Theright w ingpect and copy protected health information, as provided inthe Privacy
Regulation,

d, The tight t0 AL

e, The right to reteive an accounting of disclosures of protested heaith nformation.

£ The right {0 ¢btaisi a paper copy of the Notice from the cavered entity apon.request. This right

dividoal who has agreed to receive the Notice electronically.

of Lexiagion s requited by law to maintain the privacy of protected health

information and fo protide individuals with notice of its legal duties and Piivacy praciices with

respect to protected health information. _

Roman Catholic Divcese of Lexingron is requited to abide by the terms of the Notice currently in

affest. N

Roman Cathishie Dincese of Lexington reserves the nght to change the ternis of thix Notice. The new

Notice provisions wilk-be effective for all protected health information that it maintains.

1 protected health information; as provided in the Privacy Regulation.

- extends (b ail

S8




9. R;af:z;m Caihivlic Diocese of Lexington will provide individualy or patients with a revised Notice by
i (s 't)mplam t0 Ramn Catholic Diocese of Lexington sid o the Secrétary of the
Depm'tmmt of He,dlah andl Human Services; without fear of retaliation by the erganization, if they
helieve their privacy rights hive been vielated, A brief description of how the individual may file a
complaint follows: contact the Chief Finaicial Officer of the- Roman Catholic Divcese. nf Lexington
hymail or phowe with the nature of the complaint and ihe riime of the person (if applicable) that the
compluintis againsr.
L1, Roman Carholic Diocese of Lexingtor’s contact person for matters relating to complaints is:
a Chief Financial Officer
b, 839253:£993, exe. 238
& Rotan € cﬂ}whc Diocese of Lexingion; 13710 W, Main St., Lexington, KY 40308-2048
2. This Netice is first in effect on. April HE 2004
15 Romem Cathalic Diocese of Lexirgion elects. tp Hmit the vses or disclosires that it is fpermitted 10
make. as follows: Third Pty Administistorfor Self-funded Health Insurasice Plan(s) or Insusance
Carrer for Fully Insured Health Plan(s); Dental Insoracce Carrige(s); Vision Insurance Carrier(s);
fong-term Care Tusdrance Carrier(s); Reinsumnce Carrier(s) for Self-funded Health Plab; Inswance
Broker(s).

I hereby acknowledge that'l have received & copy of Romén Cathalic Diocese of Lexington's
Notice of Privady Practices,

Individual's Name - Signature

;l'ﬂcs'i\'r"r{:i'h'ail‘s., Matvie - Prifted

Date:

1, 1310 W Mam .St.

, Lexmgt{m, KY 4{}568-

'emi ﬂfvn- Fu.\w shmz[ : i "
ouly gt \.m: -l Pusiness Yo veprk ot howe o g1 pusmord nrnd Tutve s'u\cpfci.i th«. Mms of :.lu, FA A

: i, Your pse oF thede dotunicas fsomralled by the Protoet BseAgtsmnt. Tor SRR, ai\huugh SOU-LET SV Jf’fi mpmdu,.c ma
!HF'-’.;\n 13t documents for yorr tternatbusiness prriepesies; v i wa dithisrized 16 slere oopies of thus, dosmricns wil ainvonseutlide
your Drsines, Far-compleid detasls, retiomy Hipa A Fradis i r\zrﬁcmatl

10521 f:‘ 200" Fard Lake '\t:zlatsom fne, — AR lg}lt‘s Ruau\ g

S3E009




Ermy icati i“) {
ployee Application K\J ASSURANT Empioyee

Benetits
G 0. no.
roup policyfpaticipanine. Accouninc. Cert no. ; Employer ; Ernpioyment focation/phone na.
: !
Empioyee name {fast, first. inftial} Pari-time employ, date | Full-ime employ. date | Employee date ofbirth
Monn  Day Year | NMenth Day Year | Month Bay Year
i !
Bex ¢ Markd Children * Earnings IEmployee Soc. Sec. na.
M TIYes : —iYes : i
~ H el H —_ T
= : _iNp H ‘NG —_ . . i
- == = THourly Mo, hrs, perwatk Gizte ofresid
" g — Y il S — ! e ofresidencs
Job titl or postiion TWeekly T Monthly IYeerly

T Other

Status: (i staius 2reg is no compleled, we consider the employse to be active.)

rMmetired T Cominustion “leavecizbsence T 0tmer

Date
oiving for if you are eligible forthem snderyouremployef's plan

Employee: X.ife X Accidenti!Death & Dismermberment - Optionat Addiienal Life Ami

Hegson
Plagse mark X in box before the coverages you ereap

Long Term Disabiity  OptlonaiAmount: E28TD JUTD Amt

i Short Term Disabiifty

7 Dental
Dependent: _iife [iDental Please mark X in box before the dependents to be coversd: i gpouse IChildren

if spouse coverage is baing appiied for, © mpietathe joliowing.

Date of Birth Current Dental
Name of Spouse Month Day Year Seocial Security No. Employer insurance Carrier

Write in fhe names and dates of hirth ofchiliren o be covered [suljzct fo plen provisions).

H8

Were you covered under gnother denigl shan wit

li"Yes,” termination date Rezson forferminagtion of other coverage

Mote— Caverages not specifically elected will not be mads effactive, even ¥ not refused.
ZLECTIONS NOT VALID WITHOUT SIGNATURE.

Write in any coveraoes being refussed end reason forrefussl

inthelzst31days? _VYes T:No

BENEFICIARIES {Flease read information below before compleling.)
Lastname Firs Ml | Relsfonship® | CPrimary
» Secondary
TPrimeEry
. T Seceondary
' : o LiPrimary ;
; S Secopcary |

“if beneficiary is not related to you, piease provide Date of Birth, Sooil Security number, and full address.
1) GiveFULL names and reletionships cf sach peneficiary. 2} 1 piimaryisecendary elestion is not noted, the beneficiary will
be gonsidered primary. 3) Proceeds wit bs paid in equi! shares i those primary neneficiaries who survive you. ifne primary

Fren

sensfciaries survive you, the procesds wil be paid In ecual shares to the surviving secondary beneficiaries. 43 {f your
gesignation does not the above arrangement, please contactLnion Security Insurance Sdmpany forthe appropriateforms.

Urnion Security Insurance Company
sait io: Assurant Employee Benefits B0 Box 2938 Ciirton lows SZ733.2938 Dege fof2

=y

Sorm




IMPORTANT NOTICE TO APPLICANTS—PLEASE READ CAREFULLY

My sigratura on this application cerfifies that i
1) Apply forthe soverages designated forwhich tam sligible under my empioyes’s plan with Union Secwily Insurance Company.
2) Undsrsiand if coverages have been refuged. | em not entitied to benefis under those coverages and that if i wanito apply
iater, | must furnish at my ewn expense proot of good nealth safisfastory io Union Securily Insurands Compzny. For Dental
of be entitied to benefits unil the expiration of the Late Entrant Limitetion period specified in
the policy. 3% Authorize any reguired deductions frem my earnings. 4} Designate the beneficiary named onthis application to
feceive any. benefits payable in the sventofmy dea 51 Representihatali ofthe information on this application is complete,
correct and rue to the best of my knowledge and beflef. 8) Undersiand tat | must be actively at work the number of hours
specified in my policy/participation agreementic remain insured. 7) Understand that | have the right to selectany dental care
orovider of my cheice, 8} Understand shet the dentai plan includes 2 pre-gstimate srovision that will advise me in advance of
the benefite | may be gligible for if the procedure is performed. §) When necessary, [ may he asked to axecute a HIPAA
authorization form, eliowing Linion Security Insurance Company to use and disclose protactsd health information.
Any person who knowingly and with intent to defraud any insurance company or other person files an-application
for insurance or statement of claim coentairing any materially faise information or conceals for the purpose of
misteading, information cencerning any £20t material thereto commits a fraudulent insurance act, which isa crime
and subjects such person to criminal and civil penalties. ‘

This wiil cerfify that { HAVE read and understand the above impertant notice.

coverage. | indarstand that bwiil

Signature

Fape 2of2
W2E320 (B2000




110

g . Employee

Financial Miailing Address Principat Life Enroliment &

Group Des Moines, |A 50392-0002  Insurance Company  Waiver - KY
Company name Division level Account number/unil number

Diocese of Lexington H33308

Employee Information-- - - i
Name Socigl security number
Mailing address (street) Birth date [ mate
] female
(city) (state) (ZiP code) Do you have an eligible spouse or child?
(Tyes [JNo

Date employed full-time Hours worked per week Job ococupation/class Location
Salary amount Salary mode

Clyearly [[Jweekly [1hourly []monthly [ bi-weekly
What is your payroll mode? Employer ZIP Employer county
{1 monthly [] semi-monthly [ weekly [] bi-weekly

Employee: XX Elect

Employee Agreement (Read and sign) -
I understand and agree with the following statements:

« My dependents are not eligible for coverages | dont have. My dependents, including step and foster children and
-any aver the maximum age, are eligible based on plan provisions but those over the maximum age will be verified
when a claim is filed.

« If 1 refuse coverage, }-cannot enroll after retirement.

« If| refuse life or disability coverage, | may apply later but | must show proof of good health.and coverage will be
subject to approval by Principal Life nsurance Company.

s If the:group policy does not reguire my contribution, | cannot decline coverage uniess the policy indicates otherwise,

(GP547298-02 Page 1 of 2 11/2009




110

« Ifthe group policy requires my contribution, | authorize my employer to deduct from my pay.

« [represent all information on this form and attachments is complete and true to the best of my knowledge. They are
part of this request for coverage. All statements by or on behalf of the insured shall be deemed to be
representations and not warranties. | agree Principal Life is not fiable for a claim before the effective date of
coverage and all policy provisions apply. 1 have read, or had read to me, the information and my answers on this
form. During the first two years coverage is in-force, false siatements, omissions and/or material misrepresentations
can cause changes in my coverage, including canceliation back to the effective date.

« Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insufance containing any materially false information or conceals, for the purpose of mislezding, information
concerning any fact material thereto commits a fraudulent insurarce act, which is a crime.

o | authorize Principal Life to release data a$ required by law. If signed in connection with an application,
reinstatement or & change in benefits, this form will be valid two years from the date below. | may revoke
authorization for infermation not yet obtained. | understand data obtained will be used by Principal Life for claims
administration and determining eligibility for life and disability coverage. Information will not be used for any
purposes prohibited by law.

« Explanation of Benefits refiecting claims payments for myself and/or my dependents will be sent to my home
address. | also understand collection of social security numbers for myself and/or my dependents will be used by
Principal Life only as allowed by law,

A copy of this-form will be as valid as the original.

| represent that the information | have completed on this enrollment form is complete and true. | understand an agent
or broker cannot guarantee coverage, revise rates, benefits, or provisions without written approval from Principal Life.

Your signature X Date Signed

After this form is cofhpié{ed and siéned_,-}na_ e two copies and send the original to Principal Life Insurance Company:
s« Oneforthe empioyee
¢ Oneforthe employer

GP54729-02 Page 2 of 2 11/2009




Romzan Catholic Diocese of Texington

The following docurherit is in a2 hox on our website, www.edlex.org. The box is titled Employee
Handbook and Code of Conduet.

Handbook Acknowledgement

1 acknowledge that | am awsre of my respongfhitiiy to read and ynderstand the policies
and procedures as outlined-in The Roman Catholic Diocese of Lexington’s Employee Handbook.
T undeystand.that, upon request, L inay meet with my mandges/superv igor-or contact the Secretary
for Pastotal Tife and/or their designee to review the personne] policies and progedures.

Junderstand that the policies and provedutes ¢s published on the web site supercede any

previous handbook, policies or procedures that may have been effective ixthe past.

1 anderstand and acknowledee that the Roman Catholic: Diveese of Lexington usesthe
‘handbook atd pezsonnel policies and procedures as “guides 1o pro vide information to
employées™ Tundsrstand and acknowledge that the Diocese retains complete discretion to
-apply, change. or intergiret haindhook provisions, policy, and persohnel practices consistent with
-the needs of fis staffing and any legal vounsel on snch mattets. '

] acknowledge and understand that my eniployment is at will, meaning that either the
Diocese or I can terminate the employment velationship at anviime for any resson.

Easployes Signatue/Position ' Date

47312008
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ROMAN CATHOLIC DIOCESE OF LEXINGTON

NEW TEACHER CHECKLIST
Mail all forms to:  Risk Management Office
The Catholic Center
1310 'W. Main St.
Lexington, KY 40508
—._ Teacher Application
_____Official, original (not.a copy) Kentucky Certification
Catholic Schools Office Staff Only: Type Expiration
a. ___ Out of state teachers must have a Form TC-1 for Kentucky Certification
b. ___First year teachers on internship must send the RED Statement of Eligibility (SOE)

Transcripts of degree work (i.e. Backelor’s, Master’s, etc,) supplied by new hire

Verification of Experience - if salary credit is to be given for previons experience the hiring
school should send the verification form to each school district or diocesan office in which
the applicant was ¢inployed.

______FBIBackground Check (See School Background Check Requirements)
_______Tuberculin (TB) skin test results
—_Catechist Training form (Form supplied by the Diecesan Director of Religious Education)
. Signed contract

‘W4

K4

I-9 with clear copies. of identification

Direct Deposit Form with voided check

Code of Conduct Acknowledgement

Acknowledgement of Handbook

Health Enrollment Form Accepting or Waiving Coverage

Life Insurance/Short Term Disability Enrollment Form

Tobacco Usage
HIPAA Ferm

Dental, if accepting coverage

Protecting Personal Information Acknowledgement

12/14/2009




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 understand its contents. I
understand that, upon request, 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.

1 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

473/2000




