
P.O. Box 178 • 114 WOODHULL STREET • LAINGSBURG, MICHIGAN 48848-0178

PHONE (517) 651-5374 • FAX (517) 651-5604 •www.Iaingsburg.us

New Hire Packet (Part-Time)

1. Emergency Information

2. 1-9

3. Michigan W-4

4. Federal W-4 (Update Annually)

5. Direct Deposit Form

6. Michigan New Hire Form

7. Handbook with receipt of acknowledgment

8. Seasonal Acknowledgment Form

9. Sexual Harassment Policy with receipt of acknowledgment

1 0. MERS- Voluntary Deduction- 401 k or Roth Enrollment

I 1.AFLAC

12. Social Security Disclosure

13~ Health Insurance Market Information

14. Standard Life Insurance (Police Only)

1 5.All-State Enrollment/Waiver

Discover ~Ei~oy >& Celebrate!

PHONE 517-651-5374 FAX 517-651-5512 WWW.IAINGSBURG.U5



P.O. Box 178 • 114 WOODHULL STREET • LAINGSBURG, MICHIGAN 48848-0178

Full Name:

PHONE (517) 651-5374 • FAX (517) 651-5604
www.la ingsburg. us

Employee Emergency Information

Address:

Home Phone:

Email

Lost First MI.

Street Address Apartment/Unit if

City State ZIP Code

Alternate Phone:

SSN or Gov’t ID:

Birth Date:

Full Name:

Date of Hire:

Address:

Primary Phone:

Relationship:

Last First Ml.

Street Address Apartment/unit N

City State ZIP Code

Phone:

This information will be kept Confidential and will only be used in an emergency situation. Please feel
free to discuss any concerns with the Clerk.

Disco ver * Enjoy cekbrare!

PHONE 517-651-5374 FAx 517-651-5512 WWW. LA IN GSBURG Us



Employment Eligibility Verification USCIS
Department of Homeland Security OMDNofl6~M047

~,, % U.S. Cifizenship and Immigration Services Expires 08/31/2019

~ START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete arid sign Section 1 of Form 1-9 no later
than the first day of employment but not before accepting a job offer~)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

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

Date of Birth (mm!dd/yyyy) u.s. Social Security Number Employee’s E-mail Address Employee’s Telephone Number

~ I - W -I
I am aware that federal law provides for imprisonment and!or fines for false statements or use of false documents in
connection with the completion of this form.

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

LI 1. A citizen of the United States

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

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

~ 4. An alien authorized to work until (expiration date, if applicable, rnmlddlyyyy):
Some aliens may write ‘NM” in the expiration dale field. (See instructions)

Aliens authorized to work must pro vide only one of the following document numbers to complete Form 1-9: DoNotwrileinTtisspaca

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

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:
OR

3. Foreign Passport Number:

Country of Issuance:

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

Preparer andlor Translator Certification (check one):
LI I did not use a preparer or translator. LI A preparer(s) and/or translator(s) assisted the employee In completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.
Signature of Preparer or Translator Today’s Date (mmfdd/yyyy)

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

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

~ Employei Completes Next Page C
Forrnl-9 07/17/17 N Page 1 of3



taRn1 USC’S
Form 1-9

OMBNo. 16i5-0047
Expires 08/31/2019

Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign SectIon 2 within S business days of the employee’s first day ofemployment. You
must physically examine one document from List A OF? a combination of one document from List B and one docurnentfrorn List C as listed on the Lists
ofAcceptable Documenta~

• Last Name (Family Name) First Name (Given Name) Mi. Citizenship/Immigration Status
Employee info from Section 1

List A OR List B AND — List C
Identity and Employment Authorization identity Employment Authorization

Document Title Document Title Document Title

Issuing Authority Issuing Authonty Issuing Authority

Document Number Document Number Document Number

Expiration Date (if any) (mmfddlyyyy) Expiration Date (if any) (mm/dd/yyyy) Expiration Date (if any) (rrim/dd/yyyy)

Document Title

Issuing Authority Additional Information Qncodesecions2&3

Document Number

Expiration Date (if any) (mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any) (rnmfdd/yyyy)

Certification: I attest, under penalty of perjury, that (1) i have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genuine and to reiate to the empioyee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee’s first day of employment (mmlddlyyyy): (See instructions for exemptions)

i attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual.

Employment Eligibility Verification
Department of Homeland Security

U.S. Citizenship and Immigration Services

Signature of Employer or Authorized Representative Todays Date (mmlddlyyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer’s Business or Organization Name

Employer’s Business or Organization Address (Street Number and Name) City or Town State zi~ Code

Section 3. Reverification and Rehire% (To be completed and signed by employer or authonzed representative.)
A. New Name (if applicable) B Date of Rehire (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

C. If the employee’s previous grant of employment authonzation has expired, provide the information for the document or receipt that establishes
continuing employment authorizatlon in the space provided below
Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

Signature of Employer or Authorized Representative Today’s Date (mm/dd/yyyy) Name of Employer or Authorized Representative

Form 1-9 07/17/17 N Page 2 of 3



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

1. U.S. Passport or U.S. Passport Card

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

3. Foreign passport that contains a
temporary 1-551 stamp or temporary
1-551 printed notation on a machine-
readable immigrant visa

4. Employment Authorization Document
that contains a photograph (Form
1-766)

5. For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

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

(I) The same name as the passport;
and

(2) An endorsement of the aliens
nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form l-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

1. Driver’s license or ID card issued by a
State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

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

3. School ID card with a photograph

4. Voter’s registration card

5. U.s. Military card or draft record

6. Military dependent’s ID card

7. U.S. Coast Guard Merchant Mariner
Card

B. Native American tribal document

9. Driver’s license issued by a Canadian
government authority

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

listed above:

10. School record or report card

Ii. Clinic, doctor, or hospital record

12. Day-care or nursery school record

1. A Social Security Account Number
card, unless the card includes one of
the following restrictions:
(I) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

2. Certification of report of birth issued
by the Department of State (Forms
DS-1 350, FS-545, FS-240)

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

4. Native American tribal document

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

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

7. Employment authorization
document issued by the
Department of Homeland Security

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

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

LIST A LIST B LIST C

Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization

Employment Authorization OR AND

Fom~ r-o 07/17/17 N Page 3 of3















P.O. Box 178 • 114 W000HULL STREET • LAINGSBURG, MICHIGAN 48848-0178

PHONE (517) 651-5374 • FAX (517) 651-5604
www. Ia ingsburg. us

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT

COMPANY NAME: City of Laingsburg

I (we) hereby authorize the City of Laingsburg to initiate Credit entries and to initiate, if necessary, debit entries and
adjustments for any Credit entries in error to my/our account indicated below, and for the depository bank named
below to Credit and/or debit the same to such account.

DEPOSITORY (Bank) NAME

CITY ____________

TRANSIT/ABA NO.

ACCOUNT NO.

STATE___________ ZIP

[1 Checking
_________________________ F I Savings

Select One

This authority is to remain in full force and effect until the City of Laingsburg has received written notification from
me (or either of us) of its termination in such time and in such manner as to afford the City of Laingsburg a
reasonable opportunity to act on it.

NAME(S)

such fee will be from your next deposit amount

SIGNED DATE

PHONE 517-651-5374 FAx 517-651-5512 WWW.L4INGSSuRG.Us

Disco icr ~kEnjov ~ Celebrate!



Michigan Department of Treasury Michigan New Hire
3281(Rev. 9-12) Operations Center

State of Michigan New Hire Reporting Form RO.Box8soIO
Lansmg, Ml 48908-5010

Federal law requires public (State and local) and private employers to report all newly hired or rehired employees who are working Phone: (800) 524-9846
in Michigan to the State of Michigan.’ This form is recommended for use by all employers who do not report electronically. Fax: (877) 318-1659

o A newly hired employee is an individual not previously employed by you, and 0 Employers who report electronically and have employees working in two or
a rehired employee is an individual who was previously employed by you but more states may register as a multi-state employer and designate a single state
separated from employment for at least 60 consecutive days. to which new hire reports will be transmitted. Information regarding multi-state

0 Reports must be submittedwithin 20 days of hire date (i.e. the date seMces registration is available online at: http://www.acf.hhs.aov/pro~rams!cs,_ej
are first performed for pay). newhire/eniptoyer/nrivate/ne~vhire.htm#mutti or call (410) 277-9470.

o This form may be photocopied as necessary. Many employers preprint employer S Reports will not be processed if mandatory information is missing. Such reports
information on the form and have the employee complete the necessary with be rejected and you must correct and resubmit them.
information during the hihng process. S For optimum accuracy, please print neatly in atl capital letters and avoid contact

0 When reporting new hires with special exemptions, please use the Ml-W4 form, with the edge of the box. See sample below.

0 Online and other electronic reporting options are available at: A B C 1 2 3
www. m i-newhire.com.

EMPLOYEE Information (Mandatory) Security Number:

First Name: Middle initial:

I I I
Last Name:

I I
Address:

city: State:

I I I I
Zip Code: Hire Date:

I II I
Date of Birth: Drivers License No:

HIHHHH III HI 11111
EMPLOYER Information (Mandatory) Federal Employer Identification Number (FEiN):~ 8 O~ 2j 11103
Employer Name:

C~I TIY~ IOIFI IL [41’ NIGISIBIUIRIGI I
Address:

1r11 B~oI)ci I’I7~I I I
City: State:

ILIAII LNIGISIB[UIRI d I I I
Zip Code:

14181814 HI I
Contact Name:

IPIA11.Jl~~II\.ll4\7’lIILILk)II_JIGIHIBIY’IIlIIlIIIIlII
Contact Phone: Contact Fax.

I5I1HL6H1II5I3l7~I HHIIHIHH
Contact Email:

ICILIEI@~GIS~kJIRIGI.RJLSIH IHIIH
Ref. Social Security Act section 453A and the Personal Responsibility and Work Opportunity Reconciliation Act (PRWOR~) of 1996 (FL. 104-1 93). effective October 1,1997.



CITY OF LAINGSBURG

PERSONNEL POLICIES

1



PREAMBLE

These Personnel Policies are approved by the City Department Supervisors and the Laingsburg City
Council.

The purpose of these policies is to provide a set of principles for establishing and maintaining
harmonious and productive City employee relationships in the conduct of City business.

The fundamental objectives of good personnel administration as supported by these policies include:

1. To promote and increase effectiveness, efficiency, and high quality performance in the service of the
City through systematic performance planning and review.

2. To provide for fair and equal treatment of applicants and employees in accordance with appropriate
legislatioh and judicial mandates.

3. To provide a program of recruitment, selection, and advancement that is based on qualifications and
demonstrated performance in order to make the service of the City attractive as a career and encourage
each employee to render his/her best services to the City.

4. To establish and maintain an equitable and uniform plan of position classification and compensation
based upon the relative duties and responsibilities of positions in the service of the City.

5. To motivate employees to work toward the goals of the City administration by providing optimum
working environments and relationships, and opportunities for achievement, recognition, and growth.

6. To safeguard the employee’s right to be treated with respect, dignity, equity, and fairness.

2



CITY OF LAINGSBURG
Personnel Handbook
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A. Eligibility
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E. Involuntary Lay Off
F. Litb Insurance
G. Other Benefils
H. Personal Days
I. Retirement
J. SickDays
K. Vacations
L. Voluntary Lay Off
M. Wage Continuation Insurance

V. Reference to City Ordinances and City Charter



 
 
 
 
 
 
 
 
 
 
Dear Employee: 
 
As Mayor of the City of Laingsburg, and on behalf of the City Council, I would like to 
take this opportunity to welcome you as a newly hired employee for the City of 
Laingsburg.  I hope this Personnel Handbook might have concerning your job.  Each 
department, also, has its own written Rules and Regulations governing their own 
department. 
 
By all of us working together, I feel that we can make Laingsburg a better Community in 
which to work and live.  Any suggestions for operational improvements can be forwarded 
to the Committee Chairperson or to the Mayor. 
 
If at anytime I can be of any help to you, it would be my pleasure to do so. 
 
Sincerely, 
 
 
 
 
Jeff Geasler 
Mayor 
City of Laingsburg 
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POLICIES

A. Appearance - Every employee is to give a neat clean appearance for his/her
position. Different departments have regulations regarding wearing of uniforms.

B. Attendance — Each department has different work hours. In case of absence or
tardiness the department supervisor or committee member should be notified at
the earliest opportunity.

C. Change of Personnel Records — Employees are to report personal changes, such as
address changes, number of dependants, or marital status to the Treasurer.

D. Civil Rights Policy— (Council 2-1-93)

1. General Public Policy — It is hereby declared to be contrary to the public
policy of the City of Laingsburg for any persons to be discriminated
against in employment, housing or participation in publicly ifinded
programs because of race, religion, national origin, color, sex, marital
status, age or handicap.

2. Employment — The opportunity to obtain employment without
discrimination because of race, religion, national origin, color, sex marital
status, age or handicap is hereby recognized and declared to be a civil
right. Further, it shall be contrary to the public policy of the City of
Laingsburg for any employer to discriminate in hire, promotion, tenure,
terms or conditions of employment because of race, religion, national
origin, color, sex, martial status, age or handicap.

3. Housing — The opportunity to purchase, lease, sell, hold, use and convey
housing without discrimination because of race, religion, national origin,
color, sex, marital status, age or handicap is hereby recognized and
declared to be a civil right.

4. Publicly Funded Programs — The opportunity to participate in federal,
state and locally ffinded programs without discrimination because of race,
religion, national origin, color, sex, marital status, age or handicap is
hereby recognized and declared to be a civil right.

E. Conduct — Employees are to be polite at all times and to conduct themselves in a
iespeclable mauiiei.

F. Confidential Relations — Having access to knowledge of personal matters of both
individuals and businesses, employees should never use or release confidential
information except for lawful purposes.

G. Cost Control — Employees are to keep cost to a minimum and be looking for ways
to eliminate unnecessary spending.



H. Council — Employee — Any person who serves on the City Council cannot
simultaneously be a city employee (Council minutes 2-2-81).

I. Definition of Employee — Full time employment for the City of Laingsburg is 30
hours per week scheduled on a year around basis. Part-time employees may work
any specified period of time but not be scheduled on a year around basis.

J. Department Policies- Each department has additional policies written into its
Rules and Regulations. They are considered to be part of the Employee
Handbook.

K. Discipline and Dismissal — An employee is subject to reprimand, suspension
without pay or discharge because of conduct unbecoming his position; conviction
of a misdemeanor or felony; or violation of department rules and regulations. The
City Charter states an employee can request a hearing before the Council
regarding any action against him.

L. Employee Performance Appraisal — All full-time and part-time employees, shall
receive an annual evaluation between November 1 and December 1. The
evaluation becomes a permanent item within an employee’s personnel file.

M. Jury Duty — When full-time employees serve on jury duty the check from the jury
duty be reimbursed to the City for service on jury duty during normal working
hours; the employee to be paid straight time from the city while serving on jury
(Council minutes 8-3-81).

N. Laws and Licenses — Employees must meet and maintain any and all state and
federal laws, regulations, certifications and licenses that are required as part of
their employment.

0. Lunch and Rest Periods — Schedules for lunch and rest periods are set by
individual departments.

P. Outside Employment — A full-time employee working for anyone other than the
City must have the outside employment approved by his department chairperson.

Q. Overtime — Overtime is paid at time and one-half cash remuneration. Hourly
Police Officers receive overtime after working 86 or more hours in a bi-weekly
pay period. (Council Minutes 3/1/2004) All other departments, overtime is
computed for hours over forty hours per week. Payment of hours worked on a
holiday defined under benefits shall be at double time. (Council minutes 2-3-86).

R. Pay Checks/Periods — Full-time and part-time employee paychecks are issued
Friday following the previous Bi-weekly pay period. A pay stub will be issued to
the employee and their paycheck will be directly deposited into their checking or
savings account. A week is Sunday through Saturday.



S. Probationary Periods — A full-time employee’s performance is reviewed by his
supervisor after six months from the date of employment During the Probationary
period an employee may be discharged with no written notice.

T. Sexual Harassment Policy — The City of Laingsburg prohibits sexual harassment
of employees or members of the public by any employee. Supervisors must
refrain from sexual harassment, and must also be alert to stop any such conduct
occurring in our work place. Sexual harassment is a serious violation of the
City’s rules, and will subject the violator to discipline, including the possibility of
immediate discharge.

Sexual harassment is defined as unwelcome sexual advances, requests for sexual
favors, and other verbal or physical conduct or communication of a sexual nature
when:

I. Submission to such conduct or communication is made a term or condition
either explicitly or implicitly to obtain employment;

2. Submission to or rejection of such conduct or communication by an
individual is used as a factor in decisions affecting such individual’s
employment.

3. Such conduct or communication has the purpose or effect of reasonably
interfering with an individual’s employment or creating an intimidating,
hostile or offensive employment environment.

An employee who believes he or she has been sexually harassed should immediately
report such harassment. This also includes anyone who is an unwilling participant in a
romantic relationship with another employee or member of management. Such a report
should be made either to the head of the department, chair of the committee or the City
Council. If the department head receives a report of sexual harassment, he/she will report
it to the Chair of the Committee or a member of the City Council.

The City of Laingsburg will make every effort to promptly investigate any report of
sexual harassment in as confidential manner as possible and take appropriate corrective
action if warranted. Any employee who is determined, after an investigation, to have
engaged in sexual harassment, he/she will report it to the Chair of the Committee or a
member of the City Council.
The City of Laingsburg will make every effort to promptly investigate any report of
sexual harassment in a confidential maimer as possible and take appropriate corrective
action if warranted. Any employee who is determined, after an investigation, to have
engaged in sexual harassment in violation of this policy will be subject to appropriate
disciplinary action, up to and including discharge.



U. Sexual Harassment Policy — Police Department — The City of Laingsburg Police
prohibits sexual harassment of employees or members of the public by any
employee. Supervisors must refrain from any sexual harassment and must also be
alert to stop any such conduct occurring in our work place. Sexual harassment is
a serious violation of the Department’s rules, and will subject the violator to
discipline, including the possibility of immediate discharge.

Sexual harassment is defined as unwelcome sexual advances, requests for sexual
favors, and other verbal or physical conduct or communication of a sexual nature
when:

1. Submission to such conduct or communication is made a term or condition
either explicitly or implicitly to obtain employment.

2. Submission to or rejection of such conduct or communication by an individual
is used as a factor in decisions affecting such individual’s employment.

3. Such conduct or communication has the purpose or effect of reasonably
interfering with an individual’s employment or creating an intimidating,
hostile or offensive employment environment.

An employee who believes he or she has been sexually harassed should immediately
report such harassment. This also includes anyone who is an unwilling participant in a
romantic relationship with another employee or member of management. Such a report
should be made either to the Chief of Police or to the Chair of the Police Committee. If
the Chief of Police receives a report of sexual harassment, he/she will report it to the
Chair of the Police Committee.

The City of Laingsburg will make every effort to promptly investigate any report of
sexual harassment in as confidential manner as possible and take appropriate corrective
action if warranted. Any employee who is determined, after an investigation, to have
engaged in sexual harassment in violation of this policy will be subject to appropriate
disciplinary action, up to and including discharge.

V. Sick Leave — An employee must obtain approval of the city physician prior to:

I. Returning to city employment after being on sick leave.
2. City employment while on sick leave from other employer.

W. Solicitation on City Property — Because the City does not endorse or give
preference to anyone or group, no one is allowed to solicit on City property.

X. Suggestions — Operational improvements many times originate at the employee
level. Suggestions should be forwarded to the committee chairperson.



FULL-TIME EMPLOYEES’
BENEFITS

a. Eligibility: All new full-time employees will be eligible for employee
benefits once they have successfully completed sixty-days of their
probationary period. (Affordable Care Act 1/1/2014)

Part-time employees of the City of Laingsburg that are promoted to full
time status and have worked for the City of Laingsburg on a continuous
basis for at least six months will become immediately eligible for full time
employee benefits, otherwise the employee must meet the 60-day waiting
period from original date of hire. Health insurance, life insurance and
short-term disability eligibility would be at the beginning of the month
following the effective date of the promotion to full time status.
(Affordable Care Act 1/1/20 14)

b. Bereavement Leave — Be granted up to five days for employee’s spouse,
employee’s and employee’s spouses children, parents; three days for
employees and employees spouses brother, sister, grand parents. All days
are considered as working days.

c. Health Insurance — The City offers health insurance coverage for full-
time employees and their family members. Employees that are eligible for
health insurance coverage are offered Health Insurance as described in the
Group Benefits package. Benefits are subject to change based on contract
pricing and council approval. A Flexible Reimbursement Account is
available, with the City allotting a given amount per policy to the
employee using the health insurance, this amount will vary based on
insurance contracts and deductibles. The employees will be allowed to
add pretax dollars for an account total of $2,500. A third party
administrator will administer the Flex Account reimbursements. City will
pay full insurance premium. (Council Minutes 5-12-03) Full-time
employees who “opt out” of taking the Health Insurance will receive
$1,000 in a Flexible Spending Account, and $1,200 with the option to be
paid out to the employee or added their Flexible Spending Account.
(Council Minutes 6-2-03)

d. Holiday Schedule — The City of Laingsburg recognizes the following
holidays off with pay (pay = eight hours regardless of shift — Minutes
3/1/2004): New Year’s Day and Day Before, Martin Luther King, JR.
Day, Lincoln’s Birthday, Washington’s Birthday, Good Friday Aflernoon,
Memorial Day, 4th of July, Labor Day, Columbus Day, Veterans’ Day,
Thanksgiving Day and Day After, Christmas Day and Day Before. Full
time employees that work City recognized holidays are paid double-time.
If a City recognized holiday falls on Saturday the full time employee has
Friday off If the Holiday falls on Sunday the full-time employees shall



have Monday off. Employees who work Easter Sunday will be paid
double time.

e. Involuntary Lay-Off — If a fill-time employee is laid off from his/her
position, it should be acted on by the Council. The following benefits will
be continued for the employee while on Lay Off: seniority accumulation;
status as an active employee for vacation time qualification; health
insurance; unemployment insurance benefits. The following benefits will
be continued for the employee for vacation time qualification; health
insurance up to the 89tI~ day of Lay-Off; life insurance; unemployment
insurance benefits. The following benefits will not be continued during a
Lay-Off: usage of sick leave, personal days, bereavement leave; wage
continuation insurance; worker’s compensation; social security; holiday
benefits; pension contribution from the City. Any involuntary lay offs be
based on seniority be department and job classification. Employees will
be notified five working days previous to a lay off.

f. Life Insurance — Each frill-time employee is covered by $20,000 life
insurance policy. (council meeting 6-2-97)

g. Other Benefits — The City pays for Social Security, Medicare, Worker’s
compensation and unemployment insurance, to the extent required by law.

h. Personal Days — Employees are able to have time off with payment for 32
hours per year for personal leave. Personal time is non-accumulate.
Payment shall be given for 100 percent of the unused hours payable at the
employee’s anniversary date.

i. Retirement —The City of Laingsburg joined MERS on 10-1-02. (City
Council Minutes 8-5-02) The MERS benefits are as follows: B-2 a 2%
multiplier on the final five-year average compensation with ten-year
vesting. Full-time employees are required to pay 3% of their income
toward their retirement program. See MERS handbook.

j. Sick Days — After the first anniversary employees are able to have time off
with payment for 64 hours per year for sick time. Time may be
accumulated up to 96 hours. Payment shall be given for 100 percent of
the unused sick time accumulated over 96 hours, payable at the
employee’s anniversary date. During an employee’s first year of
employment they shall be granted 4 horns per month of sick time. A
doctor’s statement may be required after an employee has been off work
three consecutive working days.

k. Vacations — Employees must take vacations by the following schedule.
Request for vacation time should be submitted two weeks in advance to
the supervisor. Pay will not be given for unused vacation time.

i. 1 year 1 week
ii. 2-4 years 2 weeks



iii. 5-9 years 3 weeks
iv. 10-24 years 4 weeks
v. 25 yrs & over 5 weeks

1. Voluntary Lay-Off andlor Sick Leave of Absence Policy — no benefits to
be carned on the employee except Health/Dental Insurance for 89 days,
seniority and the drawing of unemployment insurance.

m. Wage Continuation Insurance — To provide income protection 24 hours a
day, the City provides insurance which covers 66.67 percent of an
employee’s gross monthly wage, with a first day accident and eight day
illness waiting period, for six months.

REFERENCE TO CITY ORDINANCES AN]) CITY CHARTER

The City Ordinances and City Charter are mandatory reading material for all full-time
employees. The City Ordinances and City Charter are available through the Clerk’s
office.



HANDBOOK ACKNOWLEDGEMENT

I understand that lam responsible for reading this handbook, familiarizing myself with its contents, and
adhering to all of the policies and procedures of the City of Laingsburg, whether set forth in this
handbook or elsewhere.

The policies, procedures and benefits described in this handbook are not conditions of employment and
this handbook does not create an implied contract between the City of Laingsburg and its employees.

I understand that the City of Laingsburg reserves the right to modify this handbook, amend or terminate
any policies, procedures or employee benefit whether or not described in this handbook at any time,
with or without notice.

Policies, procedures or employee benefits contained herein were adopted by the City of Laingsburg on
or before July, 2019 and supersede previous policy.

I acknowledge that I have read the information within this handbook.

Employee Name Printed Employee Signature/Date

Supervisor Signature! Date

This signed acknowledgement needs to be submitted to the Treasurer/Clerk office to be placed in the
employee’s personnel file.

19



P.O. Box 178 • 114 Woodhull Street • Laingsburg, Michigan 48848-0178

Phone(517)651-5374. Fax(517)651-5512
www. I a i ngsb u rg. us

CITY OF LAINGSBURG
Sexual Harassment Policy

The City of Laingsburg prohibits sexual harassment of employees or members of
the public by any employee. Supervisors must refrain form any sexual harassment, and
must also be alert to stop any such conduct occurring in our workplace. Sexual
harassment is a serious violation of the Cities’ rules, and will subject the violator to
discipline, including the possibility of immediate discharge.

Sexual harassment is defined as unwelcome sexual advances, requests for sexual
favors, and other verbal or physical conduct or communication of a sexual nature when:

1. Submission to such conduct or communication is made a term or condition
either explicitly or implicitly to obtain employment,

2 Submission to or i ejection of such conduct or comrnumcation by an individual
is used as a factor in decisions affecting such individuals employment,

3. Such conduct or communication has the purpose or effect of reasonably
interfering with an individual’s employment or creating an intimidating,
hostile or offensixe employment environment.

An employee who believes he or she has been sexually harassed should
immediately report such harassment. This also includes anyone who is an unwilling
participant in a romantic relationship with another employee or member of management.
Such a report should be made either to the head of the department, chair of the committee
or the City Council. If the department head receives a report or sexual harassment,
he/she will report it to the Chair of the Committee or a member of the City Council.

The City of Laingsburg will make every effort to promptly investigate any report
of sexual harassment in a confidential manner as possible and take appropriate corrective
action if warranted. Any employee who is determined, after an investigation, to have
engaged in sexual harassment in violation of this policy will be subject to appropriate
disciplinary action, up to and including discharge.

Discover *-Enjoy * Celebrate!



CERTIFICATION AND ACKNOWLEDGMENT
Sexual Harassment Policy

I have been given coy of the/City of Laingsburg Sexual Harassment Policy. I
have thoroughly read and reviewed its contents and understand that I am responsible for
knowing and complying with its provisions throughout my employment with the City.

I understand that the policy may be amended, deleted, modified or added to from
time to time by the City in its sole discretion.

Signature of Employee Date



The MERS 457 Supplemental Retirement Program offers you a flexible retirement account you manage. You
decide how much to contribute, how to invest the assets, and how to plan for the future. One of the benefits of
the program is that you have access to your account when you leave employment, even if that’s before age 60,

The MERS 457 Program is flexible because you
determine how much you want to contribute,
either a flat dollar amount or a percentage of pay,
and you can start, stop, increase or decrease
your contributions, without fees or penalties. Your
contributions can be made pre-tax or Roth (if your
employer has adopted this option). So how do you
decide? Let~s start with the basics.
With a pre-tax election you make contributions
with pre-tax dollars, so you get a tax break up
front, helping to lower your current income tax bill.
Your money—both contributions and earnings—
grow tax-deferred until you withdraw them. At that
time, withdrawals are considered to be ordinary
income and taxed at your current tax rate.
With a Roth oontribution, it’s basically the reverse.
You make your contributions with after-tax
dollars, meaning there’s no upfront tax deduction.
However, withdrawals of both contributions and
earnings are tax-free at age 59½, as long as you’ve
held the account for five years. ________

So it all comes down to deciding when it’s better
for you to pay the t~es—now or later. You can
access online calculators on the MERS website to
help you determine the best option for your goals,

Our convenient online calculators enable you to estimate what your financial future may look like and
help you decide what makes the most sense to reach your goals, Find the 457 Savings Calculator under
Resources at www,mersofm/ch,com,

About the Program

Why Should You Enroll?
Help meet your retirement goals
Experts suggest that you should
plan on needing at least 80% of
your current income in retirement, so
chances are you’re going to need to
rely on personal savings, over and
above your Social Security and other
retirement benefits.

Low cost
As a nonprofit organization, the MERS
program is the most cost-effective
way of saving — putting more of your
money to work for you.

It’s easy!
You contribute through the
convenience of automatic payroll
deduction.

One-stop planning
Experienced retirement educators are
available to help with any questions
you may have.

0

C
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000
000



Invest Your Money
While you cant control the markets, you can control where your money is invested. Initially, your money will be
invested in an age-appropriate Retirement Strategy fund to help you work toward your retirement goals.

How the Retirement Strategy Fund Works
First, you select the year you expect to retire. ~~1

The fund starts out in mostly stocks The fund automatically shifts Your money stays invested
where higher gains are expected and to more bonds. They earn where stable earnings can
the risk of losses can be absorbed less, but the risk of sudden help offset your withdrawals
over time, losses is reduced, over time.

You can change your investment allocation online after you sign-up for your myMERS account. For more
information on your investment options, please visit our website.

Once your enrollment has been processed, you will be able to designate beneficiaries by logging into
your myMERS account. This is an important step to ensure your funds are handled appropriately should
something happen to you. You may name a spouse, non-spouse, child(ren), a trust and/or charity as a
beneficiary.

Early Career Nearing RetirementAge During Retirement

This publication contains a summary description of MERS benefits, policies or procedures, MERS has made every effort to ensure that the information provided is accurate and up to date
(as of the date of publication 09/19/20 19). If this pubtication conflicts with the relevant provisions of the Plan Document, the Plan Document controls. MERS, as a govemmental plan,
is exempted by state and federal law from registration with the SEC. Howe ver~ it employs registered investment advisors to manage the trust fund in compliance with Michigan Public
Employee Retirement System Investment Act. Past performance is not a guarantee of future returns. Please make independent investment decisions carefully and seek the assistance of
independent experts when appropriate.



MI FuN 55N’

r ‘~MER,S 457 Supplemental Savings Program

Msnkipoltniplsyees’ Reliremeni Syslem Quick Enrollment Formg~7___________________________
Name of Employer DMsion number (6 digits)’ Date of hire/participation (mnVdd/~~’)’

4 Ei Rehire?

Last nameS First name’

Mailing address’ Gender El Male Date of birth (mm/dd/~~’y

ID Female
City’ - Stale’ Zip code’ Daytime phone number (with area code)’

Email address Marital status’

El Single Married

~~1.~!j11m.11~•’
All contribution changes will be effective as of the first pay period of the month following the date you submit this
form to your employer) or as soon as administratively possible thereafter.
Pro-tax: Amount to be deducted from each pay period Roth/after-tax: Nnount to be deducted from each pay period

(only available if your employers program has this option)

OR $ .00 OR $ .00

~Eáignthure

My signature acknowledges that I have received, read, understand, and agree to this 457 Quick Enrollment Form and affirms
that all information I have provided is true and correct. I have also received all informational material detailing the general
program features, the investment options offered, and any and all administrative charges and fees which may be deducted from
the account(s) maintained on my behalf. I understand that my rights under the program shall be governed by the terms and
conditions of the MERS Plan Document pursuant to all applicable state and federal laws, rules and regulations.

I understand that my contributions will be placed in an age-appropriate Retirement Strategies fund. Once enrolled, I can make
changes online or by phone.

Last four digits of 55N~ Date (mni’dd4~yg)’

To review other investment options, designate beneficiaries, or roll
* qualified funds into your Defined contribution account, please visit

ws4wrnersofmich,com,

~ Complete the Enrollment Application
After completing the above information, submit it to your employer.

Receive Welcome Email
Once your empjoyer enters your information, MERS will -sen~ you a welcome
email with more information about your plan,

~ Set up your mVM~l3S~acpount - -

0 - After receiving your welcome email, visit www.mersofmic~i,com to log in to
your myMERS account.

Enter beneficiary information and verify contact details (including email) are
accurate and up to date.

Form MD 400 (version 20 9-09-19)

Personal Information

Signature’

Please submit your completed form to your
r’ Human Resources representative.

What’s
Next?



City of Laingsburg Employees:

If you are interested in signing up for AFLAC a Folder is
available in the Clerks Office for your viewing.

If you are not interested in signing up for AFLAC, please
sign the attached WAIVER FORM and hand it into the
Clerk’s Office.

Thank You



—~ 03,66/ 2666 12: 59 24E3493835 AFLAC MI WEiRD:

Affac
Employtes nsme

$$NJEmp.ID
neby author~za my emptoyer:

~mploy~r payrofl account No._~_______ tç deckict from
toy earnngs sudi ameunts as may row or hereafter be payable by mc under the
insusice pi~n purchased through Afise. In the event of a rate change authorize a
coresponcIng ccI~inge in the amc~snt dedutted from my gamings.
In addftion I understhnd that nny pre-tax elactionc cannot be changed or revoked
pribrto the naxt plart annlversa~y date unless duew aehang. ;n fan-sily status and
permitted by my employen
Sigiwfltre of
AççlisritX __~__..__ — Dats —

WAiVER OF PARTICIPATION
I certify -:hat the fratwts and bencflt~ of Aflac±’s supplemental health coverages
have been expleincdto roe
I undc~zand that theao pro rams ate offered -through my employer by paytell
deductIon.

2 I am NOT cunently an Aflac poIi*older and have decided to waive my
oppottutii~ to p~rtidpate atthi~ time.

C I am currently an Aflac policyholder and have d~cided not to upgrade to any
newer eoveL1~es at this time.

DATE

PREMWM DEDUCTION ALJTHORIZATIONIW~~ OF PARTICIPATION___-

Lo~,5rA~
______ ______-

bedsctcn jAssi,: C ~aak~ Q ~.nakly C 5arnintr~1y U ~knth!y

_____________ AFTER-TM pRt-t\)< 4FTE~-TAX P~E~rA7
Zo;~tr_ _L
C spesilied rbease

— ~-

3 ileturo o~
PrlmIUMRideI L~— —S— —----—-— I

I1DEn~_ — S ~ _____

UV~on__ S~ _—i~———- I~
OLTC.....____ _~ _~_.-—~_—- ~

_______ ________ Dp~taIIatcrát CCEC_. — ~——is———.-~—
Li Specilied H~eith

____—— s__—~——

HtAItQfl~h~Cflt I

Indth’iI’l~ ,_.. s_..___.____ S .

flAdd~l~~ S_____ ——...

Z~sthlNtyR~r~ S ______ ——

~:T~ksbitI _ S ______

Ernpb9et S__...._ _S...~—___——~-~
$______

-__ ~E± _~~~~—~—--~ -

EMPLOYEE ThnLnoucF4ucta”’~ freqIsnc~ th~reef5hal s~eetcrr.inrdWfl ‘clrpleper ar~lb;rad
SIGNATURE ..______________________________________ + vAUer~plywkft~he Øaymrntth&4abQ~ —~ &il0~~~fl

~ t~iI~I I i~C &~ei.r~ne2 Comnam of ~umb~ (Aflac) • WorIdwid~ Headqua~eVS • Columb~, GA 31999 6~O$



Social Security Number
Disclosure Listing

As an employer, The City of Laingsburg is required by federal and state law
to use Social Security numbers (SSNs) to report and withhold payroll taxes.

The City will use employee SSNs (including elected and appointed officials,
employees, and volunteers to whom compensation is paid) for payroll
functions, expense reimbursement, MERS Insurance, Midwest Insurance,
Basic Flex and federal and state income tax reporting purposes.



New Health Insurance Marketplace Coverage‘cc - Form Approved$WF Options and Your Health Coverage

PART A: General Information
When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health
Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic
information about the new Marketplace and employment-based health coverage offered by your employer,

What is the Health Insurance Marketplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers “one—stop shopping’ to find and compare private health insurance options. You may also be eligible
for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance
coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

Can I Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or
offers coverage that doesn’t meet certain standards. The savings on your premium that you’re eligible for depends on
your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible
for a tax credit through the Marketplace and may wish to enroll in your employer’s health plan. However, you may be
eligible for a tax credit that lowers your rx,or,thty premium, or a reduction in certain cost—sharing if your employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you (and not any other memhers of your family) is more than 9.5% of your household
income for the year, or if the coverage your employer provides does not meet the “minimum value” standard set by the
Affordable Care Act, you may be eligible for a tax credit.’

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your
employer, then you may lose the employer contribution (if any) to the employer—offered coverage. Also, this employer
contribution —as well as your employee contribution to employer—offered coverage— is often excluded from income for
Federal and State income tax purposes. Your payments for coverage through the Marketplace are made on an after—
tax basis.

How Can I Get More Information?
For more information about your coverage offered by your employer, please check your summary plan description or
contact Paula Willouohbv

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost, Please visit HealthCare,gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.

1 An employer—sponsored health plan meels the “minimum value standard’ if the plan’s share ot the total allowed benefit coals covered

by the plan is no less Ihan 60 percent or such costs,



PART B: Information About Health Coverage Offered by Your Employer
This section contains information about any health coverage offered by your employer. If you decide to complele an
application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered
to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
CITY OF LAINGSBURG 38-6021103

5. Employer address 6. Employer phone number
114 N. WOODHULL STREET 517-651-6101

7. City s. State 9. ZIP code
LAINGSBURG Ml 48848

10. who can we contact about employee health coverage at this job?

PAULA WILLOUGHBY

11, Phone number (if different from above) 12. Email address

TREASURER@LAINGSBURG.US

Here is some basic information about health coverage offered by this employer:
• As your employer, we offer a health plan to:

C All employees.

C Some employees. Eligible employees are:
EMPLOYEES CONSIDERED FULL TIME

• with respect to dependents:
~ We do offer coverage. Eligible dependents are:

SPOUSES AND CHILDREN

~ We do not offer coverage.

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

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Marketplace. The Marketplace will use your household income, along with other factors,
to determine whether you may be eligible for a premium discount. If, for example, your wages vary from
week to week (perhaps you are an hourly employee or you work on a commission basis), if you are newly
employed mid—year, or if you have other income losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here’s the
employer information you’ll enter when you visit HealthCare.gov to find cut if you can get a tax credit to lower your
monthly premiums.



4t\tc~ O4+~2k- Qn1c~

Standard Insurance Company

To Be Completed By Human Resources
I p N ttrnbei D ivisi on Billing Category Dale of Employment

Enrollment and Change

To Be Completed B)’ Applicant H Apply for Coverage H Beneflcias-y Change Complete Beneficiary Section below. H Name Change

H Add or H Delete Dependent Date of acld/delete
~oul Name (Last. First. Middle) Your Social Security Number Birth Date

H Male H Female
Yow Address City State ZIP

Former Name (Last. First, Middle) Complete only if name change Phone Number

Em plover Name Job Title/Occupation

Hours Workerl Per Week
Earnings $_____________________ Per: E Hour U Week C Month C Year

Coverage Check with your Human Resources Department about coverage options available to you and Evidence OfInsurability requIrements.
1. Life and Accidental Death and Dismemberment (AD&D) Insurance

H Life (Employer Paid) H Voluntary Life Your requested amount $ ________________

H Life with AD&D (Employer Paid) H Voluntary Life with AD&D Your requested amount $ _______________

H Additional/Optional Life H Additional/Optional Life with AD&D Your requested amount $ _____________

2. Dependents Life and AD&D Insurance
H Spouse Life Requested amount $ ___________________ H Spouse Life with AD&D Requested amoi.mt $_______________________

Spouse Name ____________________________________________________________________ Date of Birth _____________________________

H Child(ren) Life Requested amount $____________ H Child(ren) Life with AD&D Requested amount $_________________

3. Voluntary Accidental Death and Dismemberment ~AD&D) Insurance
H You only $ ____________ H Your Spouse $ ____________ or ______ % H Your ChildOen) $ ___________ or________

4. Supplemental Life Insurance H Your requested amount $ _________________ H Spouse requested amount $
5. Short Term Disability H Employer Paid H Voluntary STD H Buy-up
6. Long Term Disability H Employer Paid H Voluntary LTD H Buy-up
7. Dental (see below) H Employer Paid H Voluntary Dental H Low Dental Plan H High Dental Plan
8.Vision (see below) H Employer Paid Voluntary Balanced Care Vision H Plan I H Plan 2 H Plan 3

Dental and Vision If you are enrolling in Dental and/or Vision, please provide the following information.

Coverage requested for Dental H You, your Spouse and Children H You and your Spouse H You only H You and your Children (no Spouse)
Coverage requested for Vision H You, your Spouse and Children C You and your Spouse H You only H You and your Children (no Spouse)
Are you covered for dental insurance under another plan? H Yes H No Are one or more Dependents? H Yes H No

List Dependents to enroll or delete. Sex Date of List Dependents to enroll or delete. Sex Date of
(Last name if different, First, Middle Initial) M F Birth (Auach sheetforadditional Dependents ifneeded.) M F Birth

Spotise Child 2

Child 1 Child 3
Dental and Vision Insurance Waiver: Contributory Dental and/or Vision Insurance
The Insurance coverage available to me and my Dependents has been explained to me and I do not want to enroll at this time.
I understand that if I elect to enroll in the future, the Insurance coverage may be subject to a Late Enrollment Penalty.
I decline H Dental and/or H Vision Insurance for myself. I decline H Dental and/or H Vision Insurance for one ormore Dependents.

Beneficiary Tins designation applies to coverage available through your Employer, if any, under Coverage Section 1 or 3 above. Unless specified
otherwise on a separate sheet oftape;; this designation will also apply to coverage available through your Employe~ if any, under Coverage Section 4
above. Designations are not valid unless signed, dated, and delivered to the Employer during your lifetime. Seepage 2for further information.

Primary — Full Name Address Soc. Sec. No. Relationship % of Benefit

Contingent — Ftill Name Address Soc. Sec. No. Relationship % of Benefit

Signature
I wish to make the choices indicated on this form. If electing coverage, I authorize deductions from my wages to cover my contribution,
if required, toward the cost of insuiance. I understand that my deduction amount will change if my covecage or costs change.

Member/Employee Signature Required ____________________________________________________ Date (Mo/Day/Yr)__________________

Return conipletedfonn to your Human Resources Department.
SI 7533 1 of 2 (7/11)
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Allstate.
Workplace Division

GROUP INSURANCE ENROLLMENT FORM TO:
American Heritage Life Insurance Company

1776 American Heritage Life Drive
Jacksonville, Florida 32224

For Home Office use only

Please print with black ink
EMPLOYEE’S NAME Last (Sr. Jr, etc) First M. I. SEX SOCIAL SECURITY NUMBER LI Married

— LI Single

HOME ADDRESS (Street or P.O. Box) CITY STATE ZIP

BIRTHDAY (MM/DDri’R) PHONE NUMBER EMPLOYER ‘ DATE OF HIRE (MM/DDIYR)

JOB TITLE PLANT OR DIVISION CURRENT EARNINGS $_____________

LI Hourly LI Bi-weekly (26)
BENEFICIARY’S NAME (Last, First Ml.) RELATIONSHIP LI Monthly LI Semi-monthly (24)

LI Weekly LI Annually

AHL minimedicaI~ LI Plan 1 fl Employee Only Section 125 Home Office Use Only

LIYes LI No El Plan2 LIEmployee÷1 QYeS SETID:________
LI PIan3 LI Family LI No

If you do not elect MEDICAL coverage, is this because of other health coverage? LI Yes LI No
Notice of Preexisting Conditions Exclusion: The group health coverage you are applying for may not provide benefits for Preexisting
conditions for a period of 12 months for persons who are enrolled when first eligible or who enroll during a Special Enrollment Period, or
for a period of 18 months for persons who are Late Enrollees. This period may be reduced if you had previous Creditable Coverage and
furnish American Heritage Life Insurance Company with a Certificate of creditable Coverage from your prior carrier. Until this certification
is received and a determination is made as to whether or not the person is entitled to a reduced period of preexisting conditions
exclusions, any claim submitted for a preexisting condition, incurred during the respective 12 or 18 month periods, will be denied. If a
Certificate, or other evidence of Creditable Coverage is subsequently received, the claim will be reconsidered.

Short-Term Benefit Amount Monthly Premium Home Office Use Only
Dic~~bHi+~~ STO STD23 STDO STD3 STDB
LI Yes LI No per month STDI STD4

Long-Term
Disability
LIYes LINo

Benefit Amount Monthly Premium

per month

HomeOffice Use Only
LTD LTD2
LTDO LTD3 LTDB
LTDI LTD4

Life I Accidental Benefit Amount Monthly PremiUm Home Office Use Only
Death & Dismemberment AD&D 01

LIYes LINo
Dependent Spouse LI Yes Benefit Amount Monthly Premium Home Office Use Only
Coverage LI No (cannot exceed 50%of Employee Amount) Life
(If Applicable) AD&D CI

Child(ren) LI Yes Benefit Amount Monthly Premium Home Office Use Only
LI No cannot exceed 10% of Employee $~mount) Ol’T A OPT C

OPTB OPTD

Have you used tobacco in any form in the last 12 months? EMPLOYEE: LI Yes LI No SPOUSE: LI Yes LI No

If “Yes,” indicate the type and date last used (Employee):_____________________________________________________

If “Yes,” indicate the type and date last used (Spouse):_______________________________________________________

Group No. Account

Dep code Location code

EFFEcTIVE DATE

G-5017 (08102)



Heritage choice fl Plan I 1 Plan 4 C Employee Only Section 125 Total Mode Premium
Dental C Plan 2 H Plan 5 fl Employee + Spouse D Yes
DYes H No ElPlan3 ~ Employee-i-Child UNo $______________

U_Family
Were you covered under your Employer’s prior Dental Plan? U Yes U No Home Office Use Only
If °Yes,” please enter the date coverage effective:____________________ PINGI PING2 PING3

To your knowledge, is this a change to your existing Ak-IL Cancer/Specified Disease coverage? U Yes El No
If Yes,” please enter certificate number and date of the qualifying event.
Certificate No.______________________ Date of Qualifying Event

Optional Disability Riders for Employee and Spouse
E Off the Job Accident D On and Off the Job Accident and Sickness
C On and Off the Job Accident C On and Off the Job Accident for Insured Spouse*
C Off the Job Accident and Sickness C On and Off the Job Accident and Sickness for Insured Spouse*
*Available only when family coverage is selected and the Insured Spouse has worked 25 hours per
week for 3 consecutive months.

Accident I I Section 125 I Total Mode Premium
Insurance Base Units U Employee Only U Yes
UYe5UN0 UFamily UNo

Total Mode Premium

Premium/Billing Mode Case Number Agent Number Percentage Credit
U Monthly U Semi-Monthly C Bi-weekly
U Weekly U Other____________ Employee Number %
Requested Issue Date___________ %
Date of First Deduction____________ Situs State %
Cash With Application %

DEPENDENT COVERAGE SE CT 10 N (Please complete if dependent coverage elected)

Dependents ~ Date of Social Security
choose Plans: Name E Birth Number

Medicai Life Dental Cancer Accident (Last First,M I) )( (MM!DDIYR)

Spouse — —

Child — —

Child — —

Child — —

Child — —

A SPECIAL DEPENDENT STATEMENT (G-4014-05/96) must be completed for any dependent children listed above who
have a different last name from you and/or do not live with you and/or if they are over 18 years of age.

Cancer! Specified
Disease
El Yes
Benefits

U No
Hospital

Units

Plan

Radiation/ Surgery
Chemotherapy Related

U Employee Only
El Family

Section 125
U Yes
U No $

Misc. Initial Diagnosis Intensive Care Cancer Screening
Option C Option U Option El

I

Disability Rider Units
Employee
Spouse____________

ACCEPTANCE: I hereby request all coverage checked “yes” above for which I am or may become eligible under the group
coverages issued by the American Heritage Life Insurance Company. I authorize my employer to deduct from my earnings
any contributions required of me for the payment of premiums for such coverage. I UNDERSTAND that the “effective date”
of my elected coverages will be the effective date recorded on my Certificate, not the date this Enrollment form is signed.

WAIVER/DECLINATION: I understand that if I refuse any coverage for which lam eligible (by checking NO above),
satisfactory proof of insurability may be required, at my own expense, should I desire to apply for it at a later date. Any such
application may be declined on the basis of such proof.

Date
Signed

Employee’s
Signature_

G-5017 (08/02)


	New-Hire-Packet-Part-Time
	New-Hire-Packet-Part-Time

	20230325579CityOfLaingsburg
	New-Hire-Packet-Part-Time
	New-Hire-Packet-Part-Time

	Mayor lettter
	New-Hire-Packet-Part-Time

