American Moving and Installation
New Employee Information Form

[INew Hire [JRehire (for rehire: Previous Name if any:

PERSONAL DATA
Last Name First Name
Middle Initial _ Date of Birth
Phones - Home ( ) Cell ( )
[1Use cell # as primary phone number)
Street Address
City State Zip
Email Address

Sex [ IMale [JFemale Race: [ White [1Black [(JHispanic []Alaskan

[]Asian/Pacific Islander []Native American Indian

EMPLOYMENT DATA
Date of Hire Job Title
Rate of Pay per hour [IFull Time [J Part time [JOn-Call

Department Chairperson (supervisor)

Department Chairperson signature

EMERGENCY CONTACT INFORMATION

Name Relationship

Emergency Phone

EMPLOYEE SIGNATURE

Revised Jan. 2015



| Please Print Clearly APPLICATION FOR EMPLOYMENT ]

Company Name Date

Please Answer All Questions. Résumés Are Not A Substitute For A Completed Application.

We are an equal opportunity employer. Applicants are considered for positions without regard to veteran status,
uniformed servicemember status, race, color, religion, sex, national origin, age, physical or mental disability, genetic
information or any other category protected by applicable federal, state, or local laws.

For Rhode Island Employers Only: This Company is subject to the Workers' Compensation laws of the State of Rhode Island.*

THIS COMPANY IS AN AT-WILL EMPLOYER AS ALLOWED BY APPLICABLE STATE LAW. THIS MEANS THAT
REGARDLESS OF ANY PROVISION IN THIS APPLICATION, IF HIRED, THE COMPANY OR | MAY TERMINATE THE
EMPLOYMENT RELATIONSHIP AT ANY TIME, FOR ANY REASON, WITH OR WITHOUT CAUSE OR NOTICE.

Applicant Name Position Applied For (list only one)

Telephone Number ( ) - Alternate/Cellular Telephone Number ( ) -

Present Address

Street, Apartment, or Unit Number
How long have you lived there / Years/Months

City State Zip
Email Address (optional)

If under the age of 18, can you produce the necessary work certificate at the time of employment? Yes[] No[]
Type of employment desired? Fuli-time [1  Part-time []  (Specify Hours)

Are you willing to work overtime? Yes ] No [] Date on which you can start work if hired

Have you previously applied for employment with this Company? Yes [] No []

If Yes, when and where did you apply?

Have you ever been employed by this Company?  Yes [J No []
If Yes, provide dates of employment, location and reason for separation from employment.

If applicable, below list any other names by which you have been known which may be necessary to allow us to confirm your
work and educational record. For example, change of name, use of an assumed name, nickname, etc.

Education School Name and Location Course of Graduate? # of Years Honors Received
(Address, City, State) Study or Major YorN Completed
High School
College
Graduate/

Professional

Trade or
Correspondence

WORK EXPERIENCE

Please list the names of your present and/or previous employers in chronological order with present or most recent employer
listed first. Provide information for at least the most recent ten (10) year period. Attach additional sheets if needed. If s elf-
employed, supply firm name and business references. You may include any verifiable work performed on a volunteer basis,
internships, or military service. Your failure to completely respond to each inquiry may disqualify you for consideration from
employment. Do not answer "see résumsé.”



Name Address Type of Business
Telephone ( ) Dates Employed From / / To / /
Job Title Duties
Supervisor's Name May we contact? [ ] Yes (] No If No, why not?

Reason for Leaving?

What will this employer say was the reason your employment terminated?

Were you ever disciplined? If so, for what?

How much notice did you give when resigning? If none, explain.

Employer

Name Address Type of Business
Telephone ( ) Dates Employed From / / To / /
Job Title Duties
Supervisor's Name May we contact? [ ] Yes [[] No If No, why not?

Reason for Leaving?

What will this employer say was the reason your employment terminated?

Were you ever disciplined? If so, for what?

How much notice did you give when resigning? If none, explain.

Have you ever been terminated or asked to resign from any job? [ Yes [J No If Yes how many times?
Has your employment ever been terminated by mutual agreement? [ Yes [J No If Yes how many times?
Have you ever been given the choice to resign rather than be terminated? [ Yes [ No If Yes how many times? _

If you answered Yes to any of the above three questions, please explain the circumstances of each occasion.

REFERENCES [Optional]

Please list the names of additional work-related references we may contact. Individuals with no prior work experience may list school or
volunteer-related references.

WORK RELATIONSHIP
NAME POSITION COMPANY (i.e. supervisor, co- TELEPHONE
worker)




Please list the names of personal references (not previous employers or relatives) who you know that we may contact.

NUMBER OF YEARS

NAME OCCUPATION ADDRESS TELEPHONE KNOWN

DRIVING INFORMATION [Optional] (Complete only if driving is an essential function of the job for which you are applying).

Do you have a current valid driver's license? 7 Yes [ No Ifyes, License No.: State:

Expiration Date:

If you do not have a driver’s license for the state in which you currently reside, why not?

Has your license ever been suspended or revoked? [] Yes [] No

If yes, explain:

Do you have personal automobile insurance? [] Yes [J No

if no, explain:

Have you ever been denied personal automobile insurance or has it ever been terminated or suspended? [ Yes [] No If yes, explain:

Please list all moving traffic violations in the last five (5) years:

OFFENSE DATE LOCATION COMMENTS

APPLICANT CERTIFICATION

I understand and agree that if driving is a requirement of the job for which | am applying, my employment and/or continued employment is
contingent on possessing a valid driver's license for the state in which | reside and automobile liability insurance in an amount equal to the
minimum required by the state where | reside.

I'understand that the Company may now have, or may establish, a drug-free workplace or drug and/or alcohal testing program consistent
with applicable federal, state, and local law. If the Company has such a program and | am offered a conditional offer of employment, |
understand that if a pre-employment (post-offer) drug and/or alcohof test is positive, the employment offer may be withdrawn. | agree to
work under the conditions requiring a drug-free workplace, consistent with applicable federal, state, and local law. | also understand that all
employees of the location, pursuant to the Company's policy and federal, state, and local law, may be subject to urinalysis and/or blood
screening or other medically recognized tests designed to detect the presence of alcohol or illegal or controlled drugs. If employed, |
understand that the taking of alcohol and/or drug tests is a condition of continual employment and | agree to undergo alcohol and drug
testing consistent with the Company's policies and applicable federal, state, and local law.

If employed by the Company, | understand and agree that the Company, to the extent permitted by federal, state, and local law, may
exercise its right, without prior warning or notice, to conduct investigations of property (including, but not limited to, files, lockers, desks,
vehicles, and computers) and, in certain circumstances, my personal property. :

I understand and agree that as a condition of employment and to the extent permitted by federal, state, and local law, | may be required to
sign a confidentiality, restrictive covenant, and/or conflict of interest statement.

| certify that all the information on this application, my résumé, or any supporting documents | may present during any interview is and will
be complete and accurate to the best of my knowledge. | understand that any falsification, misrepresentation, or omission of any
information may result in disqualification from consideration for employment or, if employed, disciplinary action, up to and including
immediate dismissal.




'

THIS COMPANY IS AN AT-WILL EMPLOYER AS ALLOWED BY APPLICABLE STATE LAW. THIS MEANS THAT
REGARDLESS OF ANY PROVISION IN THIS APPLICATION, IF HIRED, THE COMPANY OR I MAY TERMINATE THE
EMPLOYMENT RELATIONSHIP AT ANY TIME, FOR ANY REASON, WITH OR WITHOUT CAUSE OR NOTICE. NOTHING IN
THIS APPLICATION OR IN ANY DOCUMENT OR STATEMENT, WRITTEN OR ORAL, SHALL LIMIT THE RIGHT TO
TERMINATE EMPLOYMENT AT-WILL. NO OFFICER, EMPLOYEE OR REPRESENTATIVE OF THE COMPANY IS
AUTHORIZED TO ENTER INTO AN AGREEMENT—EXPRESS OR IMPLIED—WITH ME OR ANY APPLICANT FOR
EMPLOYMENT FOR A SPECIFIED PERIOD OF TIME UNLESS SUCH AN AGREEMENT IS IN A WRITTEN CONTRACT
SIGNED BY THE PRESIDENT OF THE COMPANY.IF HIRED, | AGREE TO CONFORM TO THE RULES AND REGULATIONS OF
THE COMPANY, AND | UNDERSTAND THAT THE COMPANY HAS COMPLETE DISCRETION TO MODIFY SUCH RULES AND
REGULATIONS AT ANY TIME, EXCEPT THAT IT WILL NOT MODIFY ITS POLICY OF EMPLOYMENT AT-WILL.

| authorize the Company or its agents to confirm all statements contained in this application and/or résumé as it relates to the position | am
seeking to the extent permitted by federal, state, or local law. | agree to complete any requisite authorization forms for the background
investigation which may be permitted by federal, state and/or local law. If applicable and allowed by law, | will receive separate written
notification regarding the Company’s intent to obtain "consumer reports.”

| authorize and consent to, without reservation, any party or agency contacted by this employer to furnish the above-mentioned
information. | hereby release, discharge, and hold harmless, to the extent permitted by federal, state, and local law, any party delivering
information to the Company or its duly authorized representative pursuant to this authorization from any liability, claims, charges, or
causes of action which | may have as a result of the delivery or disclosure of the above requested information. | hereby release from
fiability the Company and its representative for seeking such information and all other persons, corporations, or organizations furnishing
such information. Further, if hired, | authorize the company to provide truthful information concerning my employment to future employers
and hold the company harmiess for providing such information. :

If hired by this Company, | understand that | will be required to provide genuine documentation establishing my identity and eligibility to be

legally employed in the United States by this Company. | also understand this Company employs only individuals who are legally eligible
to work in the United States.

THIS APPLICATION WILL BE CONSIDERED ACTIVE FOR A MAXIMUM OF SIXTY (60) DAYS. IF YOU WISH TO BE CONSIDERED
FOR EMPLOYMENT AFTER THAT TIME, YOU MUST REAPPLY.

I CERTIFY THAT ALL OF THE INFORMATION THAT | HAVE PROVIDED ON THIS APPLICATION IS TRUE, ACCURATE, AND
COMPLETET
DO NOT SIGN UNTIL YOU HAVE READ ALL OF THE INFORMATION CONTAINED IN THE APPLICATION.

Applicant Signature Date / /

If the applicant is a minor, the foregoing release and consent must be signed by the applicant's parent or legal guardian. Signature
by the applicant's parent or legal guardian constitutes acknowledgement by the applicant and the parent or legal guardian that the
Company, to the extent permitted by federal, state, and local law, can test the applicant for illegal or controlled substances,
conduct inspections of property without notice, and communicate test results to Company personnel who need to know, the
applicant, and the applicant's legal guardian.

Parent/Legal Guardian Witness

Date Date

UNDER MARYLAND LAW, AN EMPLOYER MAY NOT REQUIRE OR DEMAND, AS A CONDITION OF EMPLOYMENT, PROSPECTIVE
EMPLOYMENT, OR CONTINUED EMPLOYMENT, THAT AN INDIVIDUAL SUBMIT TO OR TAKE A LIE DETECTOR, POLYGRAPH, OR
SIMILAR TEST. AN EMPLOYER WHO VIOLATES THIS LAW IS GUILTY OF A MISDEMEANOR AND SUBJECT TO A FINE NOT
EXCEEDING $100. | have read and understand the above statement.

Applicant Signature Date / /

IT IS UNLAWFUL IN MASSACHUSETTS TO REQUIRE OR ADMINISTER A LIE DETECTOR TEST AS A CONDITION OF
EMPLOYMENT OR CONTINUED EMPLOYMENT. AN EMPLOYER WHO VIOLATES THIS LAW SHALL BE SUBJECT TO CRIMINAL
PENALTIES AND CIVIL LIABILITY.

FOR CALIFORNIA APPLICANTS ONLY: BY CHECKING THIS BOX, | WAIVE MY RIGHT TO RECEIVE A COPY OF ANY PUBLIC
RECORD OBTAINED BY THE COMPANY FOR EMPLOYMENT PURPOSES THROUGH AN INTERNAL INVESTIGATION. D

FEDERAL AND/OR STATE LAW MAY PROHIBIT THE USE OF LIE DETECTOR, POLYGRAPH OR SIMILAR TEST AS WELL.
THIS APPLICATION MAY NOT BE SUFFICIENT FOR ALL INDUSTRIES OR APPROPRIATE FOR USE IN ALL LOCALITIES.

*This employment application not appropriate for use by Rhode Island employers exempt from the state’s Workers’ Compensation laws.

©2017 Paychex, Inc 151508/154425 05/17




form w-4 Employee’s Withholding Certificate OME No. 1545-0074

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay.

Department of the Treasury Give Form W-4 to your employer. 2 @25

Internal Revenue Service Your withholding is subject to review by the IRS.

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

Enter Address Does your name match the

Personal : name on your social security

nf i card? If not, to ensure you get

Information City or town, -state, and ZIP code credit for your eamings,
contact SSA at 800-772-1213
or go to www.ssa.gov.

(c) D Single or Married filing separately
D Married filing jointly or Qualifying surviving spouse
D Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individuat))

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

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

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

or Spouse Do only one of the following.

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

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

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

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

Step 3: if your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 $
Dependent .
and Other Multiply the number of other dependents by $500 . . . . . $
Credits Add the amounts above for qualifying children and other dependents. You may add to
this the amount of any other credits. Enter the totalhere . . . . . . . . . . 3 1%
Step 4 {a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4@]$
Adjustments {b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . . . . . . . . . . L L L L L. L L. 4b)$
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c) |$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employet’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q - Form W=4 (2025)



Form W-4 {2025)

Page 2

General Instructions

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

Future Developments

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

Purpose of Form

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

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

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

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

1. Are submitting this form after the beginning of the year;
2. Expect to work only part of the year;

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

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

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

TIP: Have your most recent pay stub(s) from this year available
when using the estimator to account for federal income tax that
has already been withheld this year. At the beginning of next
year, use the estimator again to recheck your withholding.

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an employee. If
you want to pay these taxes through withholding from your
wages, use the estimator at www.irs:gov/W4App to figure the
amount to have withheld. T

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

Specific Instructions

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

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

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

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

Multiple jobs. Complete Steps 3 through 4(b) on only
A one Form W-4. Withholding will be most accurate if you
Ll do this on the Form W-4 for the highest paying job.

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

Step 4 (optional).

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

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

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



Form W-4 (2025)

Page 3

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

If you chaose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only
ONE Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest
paying job. To be accurate, submit a new Form W-4 for all other jobs if you have not updated your withholding since 2019.

Note: If more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional
tables; or, you can use the online withholding estimator at www.irs.gov/W4App.

1

Two jobs. If you have two jobs or you're married filing jointly and you and your spouse each have one
job, find the amount from the appropriate table on page 4. Using the “Higher Paying Job” row and the
“Lower Paying Job” column, find the value at the intersection of the two household salaries and enter
that value on line 1. Then, skip to line 3 .

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2¢ below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter that value on line 2a .

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount
online 2b

¢ Add the amounts from lines 2a and 2b and enter the result on line 2¢ .

Enter the number of pay periods per year for the highest paying job. For example, if that ]Ob pays
weekly, enter §2; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. .

Divide the annual amount on line 1 or line 2¢ by the number of pay periods on line 3. Enter this
amount here and in Step 4{c) of Form W-4 for the hlghest paying jOb (along with any other additional
amount you want withheld) o . e

2a

2b

2¢ §

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

e,

Enter an estimate of your 2025 itemized deductions {from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to

$10,000), and medical expenses in excess of 7.5% of yourincome . . . . . . . . . . . . 13

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

2 Enter * $22,500 if you're head of household

* $15,000 if you're singte or married filing separately

3 Ifline 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater

than line 1, enter “-0-"

4 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other
adjustments (from Part | of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4

5 Addlines 3 and 4. Enter the result here and in Step 4(b) of FormWw-4 . . . . . . . . . . . 5

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to
provide this information; your employer uses it to determine your federal income
tax withholding. Failure to provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudutent information may subject you to penalties. Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
territories for use in administering their tax laws; and to the Department of Health
and Human Services for use in the National Directory of New Hires, We may also
disclose this information to other countries under a tax treaty, to federal and state
agencies to enforce federal nontax criminal laws, or to federal law enforcement
and inteiligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103.

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

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



Form W-4 (2025) Page 4
Married Filing Jointly or Qualifying Surviving Spouse
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- | $10,000 -)$20,000 -|$30,000 - | $40,000 - | $50,000 - | $60,000 - { $70,000 - | $80,000 - | $90,000 - {$100,000-|$110,000-
Wage & Salary | 9,999 | 19,999 | 20,009 | 39,999 | 49,999 | 59,999 | 69,999 | 79,099 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $0 $700 $850 $910 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020
$10,000- 19,999 0 700 1,700 1,910 2,110 | 2220 | 2220 2220 | 2220 | 2220 | 2220 | 3220
$20,000 - 29,999 700 1,700 2,760 | 3110 3310 | 3420 | 3420 | 3420 | 3420 3420 | 4420 5,420
$30,000 - 39,999 850 1,910 3,110 | 3,460 3660 | 3770 | 3770 | 3770 | 3770 | 4770 | 57701 6,770
$40,000 - 49,999 910 2,110 3,310 | 3,660 3,860 3970 | 3970 | 3970 | 4970 5970 | 6,970 | 7,970
$50,000 - 59,999| 1,020 | 2,220 3,420 | 3,770 3,970 4,080 | 4,080 | 5080 | 6,080 7,080 | 8,080 | 9,080
$60,000 - 69,999 1,020 2,220 3420 | 3,770 3,070 4,080 | 5080 | 6,080 | 7,080 8,080 | 9,080 | 10,080
$70,000- 79,999| 1,020 2,220 3420 | 3,770 3,970 5080 | 6,080 | 7,080 | 8,080 9,080 | 10,080 | 11,080
$80,000 - 99,099| 1,020 2,220 3,420 | 4,620 5,820 6,930 | 7,030 | 8930 | 9,930 | 10,930 | 11,930 | 12,930
$100,000 - 149,999| 1,870 4,070 6,270 | 7,620 8,820 | 9,930 | 10,930 | 11,930 | 12,930 | 14,010 | 15210 | 16,410
$150,000 - 239,999| 1,870 4,240 6,640 | 8,190 9,590 | 10,800 | 12,090 | 13,290 | 14,490 | 15,690 | 16,890 | 18,090
$240,000 - 259,998] 2,040 4,440 6,840 | 8,390 9,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,900 | 17,100 | 18,300
$260,000 - 279,299| 2,040 4,440 6,840 | 8,390 9,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,900 | 17,100 | 18,300
$280,000 - 299,999 2,040 4,440 6,840 | 8,390 9,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,900 | 17,100 | 18,300
$300,000 - 319,998| 2,040 4,440 6,840 | 8,390 9,790 | 11,100 | 12,300 | 13,500 | 14,700 | 15,900 | 17,170 | 19,170
$320,000 - 364,999| 2,040 4,440 6,840 | 8,390 9,790 | 11,100 | 12,470 | 14,470 | 16,470 | 18,470 | 20,470 | 22,470
$365,000 - 524,998| 2,790 6,290 9,790 | 12,440 | 14,940 | 17,350 | 19,650 | 21,950 | 24,250 | 26,550 | 28,850 | 31,150
$525,000 and over | 3,140 6,840 | 10540 | 13,300 | 16,000 | 18,700 | 21,200 | 23,700 | 26,200 | 28,700 | 31,200 | 33,700
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable $0 - {$10,000 -|$20,000 -| $30,000 - | $40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - | $100,000- | $110,000-
Wage & Salary | 9,909 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,099 | 120,000
$0- 9,999 $200 $850 | $1,020 | $1,020 | $1,020 | $1,370 | $1,870 | $1,870 | $1,870 | $1,870 | $1,870 | $2,040
$10,000 - 19,999 850 1,700 1,870 | 1,870 | 2,220 3,220 | 3,720 3,720 3,720 3720 | 3,890 | 4,090
$20,000 - 29,999| 1,020 1,870 2,040 | 2390 | 3,390 4,390 | 4,890 4,890 4,890 5060 | 5260 | 5,460
$30,000 - 39,999| 1,020 1,870 2,330 | 3,390 | 4,390 5,390 | 5,890 5,890 6,060 6,260 | 6,460 | 6,660
$40,000 - 59,999} 1,220 3,070 4240 | 5240 | 6,240 7,240 | 7,880 8,080 8,280 8,480 | 8,680 8,880
$60,000 - 79,999| 1,870 3,720 4,820 | 5,890 7,030 8230 | 8930 | 9,130 9330 | 9,530 | 9,730 | 9,930
$80,000 - 99,999 1,870 3,720 5,030 | 6,230 7,430 8,630 | 9,330 | 9,530 9,730 9,930 | 10,130 | 10,580
$100,000 - 124,999 2,040 4,090 5,460 | 6,660 7860 | 9,060 | 9760 { 9,960 | 10,160 | 10,950 | 11,950 | 12,950
$125,000 - 149,999 2,040 4,090 5460 | 6,660 7,860 | 9,060 | 9,950 | 10,950 | 11,950 | 12,950 | 13,950 | 14,950
$150,000 - 174,999{ 2,040 4,090 5,460 | 6,660 8,450 | 10,450 | 11,950 | 12,950 | 13,950 | 15,080 | 16,380 | 17,680
$175,000 - 199,999{ 2,040 4,290 6,450 | 8450 | 10,450 | 12,450 | 13,950 | 15,230 | 16,530 | 17,830 | 19,130 | 20,430
$200,000 - 249,999 2,720 5,570 7,900 | 10,200 | 12,500 | 14,800 | 16,600 | 17,900 | 19,200 | 20,500 | 21,800 | 23,100
$250,000 - 399,999 2,970 6,120 8590 | 10,890 | 13,190 | 15,490 | 17,290 | 18,590 | 19,890 | 21,190 | 22,490 | 23,790
$400,000 - 449,999 2,970 6,120 8500 | 10,890 | 13,190 | 15,490 | 17,290 | 18,590 | 19,890 | 21,190 | 22,490 | 23,790
$450,000 and over | 3,140 6,490 9,160 | 11,660 | 14,160 | 16,660 | 18,660 | 20,160 | 21,660 | 23,160 | 24,660 | 26,160
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 -|$20,000 -|$30,000 - | $40,000 - { $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - | $100,000-| $110,000~
Wage & Salary | 9,909 | 19,999 | 29,990 | 39,999 | 49,909 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,099 $0 $450 $850 | $1,000 | $1,020 | $1,020 | $1,020 | $1,020 | $1,870 | $1,870 | $1,870 | $1,890
$10,000 - 19,999 450 1,450 2,000 | 2,200 2,220 | 2,220 | 2,220 3,180 4,070 4,070 | 4,000 | 4,290
$20,000 - 29,999 850 | 2,000 2,600 | 2,800 2,820 | 2820 | 3780 | 4780 5,670 5,690 | 5,890 6,090
$30,000 - 39,999] 1,000 | 2,200 2,800 | 3,000 3,020 | 3980 | 498 | 5980 | 6,890 7,090 7,290 | 7,490
$40,000- 59,999 1,020 | 2,220 2,820 | 3,830 4,850 5,850 | 6,850 8,050 | 9,130 9330 | 9,530 | 9,730
$60,000 - 79,999 1,020 3,030 4,630 | 5,830 6,850 8050 | 9,250 | 10,450 | 11,530 | 11,730 | 11,930 | 12,130
$80,000 - 99,999| 1,870 4,070 5670 | 7,060 8,280 9,480 | 10,680 | 11,880 | 12,970 | 13,170 | 13,370 | 13,570
$100,000 - 124,999 1,950 4,350 6,150 | 7,550 8770 | 9,970 | 11,170 | 12,370 | 13,450 | 13,650 | 14,650 | 15,650
$125,000 - 149,909 2,040 4,440 6,240 | 7,640 8,860 | 10,060 | 11,260 | 12,860 | 14,740 | 15,740 | 16,740 | 17,740
$150,000 - 174,999 2,040 4,440 6,240 | 7,640 8,860 | 10,860 | 12,860 | 14,860 | 16,740 | 17,740 | 18,940 | 20,240
$175,000 - 199,999 2,040 4,440 6,640 8,840 | 10,860 | 12,860 | 14,860 | 16,910 | 19,000 [ 20,390 | 21,690 | 22,990
$200,000 - 249,999} 2,720 5,920 8,620 [~ 70,960 |- 13,280 | 15,580 | 17,880 | 20,180 | 22,360 | 23,660 | 24,960 | 26,260
$250,000 - 449,999 2,970 6,470 | 5,370 | 11,870 | 14,190 | 16,490 | 18,790 | 21,090 | 23,280 | 24,580-| 25,880 | 27,180
$450,000 and over | 3,140 6,840 | © 9,940 | 12,640 | 15,160 | 17,660 | 20,160 | 22,660 | 25,050 | 26,550' | 28,050 | 29,550




FORM
M-4

Employee:

File this form with your em- 1
ployer. Otherwise, Massachu- :
setts Income Taxes will be 2.

withheld from your wages
without exemptions.

Employer:

Keep this certificate with your
records. If the employee is
believed to have claimed
excessive exemptions, the
Massachusetts Department
of Revenue should be so
advised.

B. [J Check it you are blind.

will not exceed $8,000.

be before next year and if otherwise qualified, write “56.” See Instruction C.......ccvvivriii i,
Write. the number of your qualified dependents. See INStruction D........coviiiiiiii e
Add the number of exemptions which you have claimed above and write the total. ............ovoiviiinivin i,
Additional withholding per pay period under agreement with employer $
A. L1 Check if you will file as head of household on your tax return,

c. [dcheck it spouse is blind and not subject to withholding.

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS

Your personal exemption. Write the figure “1.” If you are age 65 or over or will be before next year, write “2”

If married and if exemption for spouse is allowed, write the figure “4.” If your spouse is age 65 or over or will

D. [ Check if you are a full-time student engaged in seasonal, pari-time or temporary employment whose estimated annual income

EMPLOYER: DO NOT withhold if Box D is checked.

I certify that the number of withholding exemptions claimed on this certificate does not exceed the number to which | am entitled.

THIS FORM MAY BE REPRODUCED

THE COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF REVENUE

A. Number. The more exemptions you claim on this certificate, the less tax
withheld from your employer. If you claim more exemptions than you are
entitied to, civil and criminal penalties may be imposed. However, you may
claim a smaller number of exemptions without penalty. If you do not file a
certtificate, your employer must withhold on the basis of no exemptions.

If you expect to owe more income tax than will be withheld, you may either
claim a smaller number of exemptions or enter into an agreement with your
employer to have additional amounts withheld.

You should claim the total number of exemptions to which you are entitled to
prevent excessive overwithholding, unless you have a significant amount of
other income. Underwithholding may result in owing additional taxes to the
Commonwealth at the end of the year.

If you work for more than one employer at the same time, you must not claim
any exemptions with employers other than your principal employer.

If you are married and if your spouse is subject to withholding, each may
claim a personal exemption.

B. Changes. You may file a new certificate at any time if the number of
exemptions increases. You must file a new certificate within 10 days if the
number of exemptions previously claimed by you decreases. For example,
if during the year your dependent son’s income indicates that you will not

provide over half of his support for the year, you must file a new certificate.

C. Spouse. If your spouse is not working or if she or he is working but not
claiming the personal exemption or the age 65 or over exemption, general-
ly you may claim those exemptions in line 2. However, if you are planning to
file separate annual tax returns, you should not claim withholdingg exemp-
tions for your spouse or for any dependents that will not be claimed on your
annual tax return.

If claiming a spouse, write “4” in line 2. Entering “4” makes a withholding sys-
tem adjustment for the $4,400 exemption for a spouse.

D. Dependent(s). You may claim an exemption in line 3 for each individual
who qualifies as a dependent under the Federal Income Tax Law. In addition,
if one or more of your dependents will be under age 12 at year end, add “1”
to your dependents total for line 3.

You are not allowed to claim “federal withholding deductions and adjust-
ments” under the Massachusetts withholding system.

If you have income not subject to withholding, you are urged to have addi-
tional amounts withheld to cover your tax liability on such income. See line
5.




THE COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE OFFICE OF PUBLIC SAFETY AND SECURITY

Department of Criminal Justice Information Services 200
Arlington Street, Suite 2200, Chelsea, MA 02150
TEL: 617-660-4640 | TTY: 617-660-4606 | FAX: 617-660-5973
MASS.GOV/CJIS

This form is not to be faxed. Please return form to organization.
Criminal Offender Record Information (CORI)
Acknowledgement Form

To be used by organizations using consumer reporting agencies to conduct CORI checks for employment, volunteer,
subcontractor, licensing, and housing purposes.

American Moving and Installation, Inc. is registered under the

(Organization)
provisions of M.G.L. ¢.6, § 172 to receive CORI for the purpose of screening current and otherwise qualified prospective
employees, subcontractors, volunteers, license applicants, current licensees, and applicants for the rental or lease of

housing. American Moving and Installation, Inc. has authorized
(Organization)
Department of Criminal Justice Information Services to submit CORI checks

(Consumer Reporting Agency)
to the Massachusetts Department of Criminal Justice iInformation Services (DCJIS) on its behalf.

As a prospective or current employee, subcontractor, volunteer, license applicant, current licensee, or applicant for the

rental or lease of housing, | understand that a CORI check will be submitted for my personal information to the DCJIS. |

hereby acknowledge and provide permission to Department of Criminal Justice Information Services

{Consumer Reporting Agency)

to submit a CORI check for my information to the DCJIS. This authorization is valid for one year from the date of my

signature. | may withdraw this authorization at any time by providing __ American Moving and Installation, Inc.
(Organization)

with written notice of my intent to withdraw consent to a CORI check. | also understand that this form is a CORI

acknowledgement form and | am entitled to additional consumer reporting disclosure forms under the Fair Credit

Reporting Act. If | have not received those disclosures, | should contact _ American Moving and Installation, Inc.

(Organization)

to request this information.
FOR EMPLOYMENT, VOLUNTEER, AND LICENSING PURPOSES ONLY:

| also undertand that the

Department of Criminal Justice Information Services . on behalf of
{Consumer Reporting Agency)
American Moving and Installation, Inc. may conduct

(Organization)
subsequent CORI checks within one year of the date this Form was signed by me.

By signing below, | provide my consent to a CORI check and affirm that the information provided on Page 2 of this
Acknowledgement Form is true and accurate.

Signature of CORI Subject Date



THE COMMONWEALTH OF MASSACHUSETTS
EXECUTIVE OFFICE OF PUBLIC SAFETY AND SECURITY
Department of Criminal Justice Information Services
200 Arlington Street, Suite 2200, Chelsea, MA 02150
TEL: 617-660-4640 | TTY: 617-660-4606 | FAX: 617-660-5973
MASS.GOV/CJIS

Please complete this section using the information of the person whose CORI you are reqﬁeéting.
The fields marked with an asterisk (*) are required fields.

* First Name: Middle Initial:

* Last Name: Suffix (Jr., Sr., etc.):

Former Last Name 1:

Former Last Name 2:

Former Last Name 3:

Former Last Name 4:

* Date of Birth (MM/DD/YYYY): Place of Birth:

* Last SIX digits of Social Security Number: _ﬁ__ - __________  [ONoSocial Security Number
Sex: Height: _ ft. ___ in. Eye Color: Race:
Driver’s License or ID Number: State of Issue:

Father’s Full Name:

Mother’s Full Name:
| Current Address

* Street Address:

Apt. # or Suite: *City: *State: *Zip:

The above information was verified by reviewing the following form(s) of government-issued identification:

Verified by:

Print Name of Verifying Employee

Signature of Verifying Employee Date



PAYCHEX

Direct Deposit Enroliment/Change Form*
I ;o V4 j s
Company Name and/or Client Number [Jijf‘hﬂﬁ/"&" #2 /77& ing and Tt //fg’z /{@i’i
Employee/Worker Name Employee/Worker Number

EMPLOYEE/WORKER: Retain a copy of this form for your records. Return the original to your employer/company.

EMPLOYER/COMPANY: Return this form to your local Paychex office. For clients using on-line services, please
retain a copy of this document for your records.

COMPLETE TO ENROLL / ADD / CHANGE BANK ACCOUNTS - PLEASE PRINT CLEARLY IN BLACK/BLUE INK ONLY

Type of Account: O Checking [ Savings | Accountholder's Name: | ]
Routing/Transit Number l:l D D D D D [:I l:l D
Checking/SavingsAccount Number**D D D [:l D D D r_—_] D D L__‘ EI ]:] D D D D

Financial Institution (‘Bank”) Name | |
| wish to deposit (check one): O % of Net O Specific Dollar Amount $ .00 O Remainder of Net Pay
Type of Account: 00 Checking [ Savings | Accountholder's Name: [ j

Routing/Transit Number D D D ':] D D D l:] l:]
Checking/Savings Account Number™[_] [:] 3 g OO.Or ] ] R a0

Financial Institution ("Bank”) Name [ j

I wish to deposit (check one): O % of Net O Specific Dollar Amount $ .00 O Remainder of Net Pay

COMPLETE IF CHANGING EXISTING DEPOSIT AMOUNTS — PLEASE PRINT CLEARLY IN BLACK/BLUE INK ONLY
Type of Account: [ Checking O Savings

Accountholder's Name: |

Routing/TransitNumber [:’ l___l D [:l D D [:, D D
Checking/SavingsAccount Number**D D I:] E’ D D ':] D D D D D D D D [:___] D

Financial Institution (“Bank”) Name [ |

| wish to change my deposit amount to (check one): 0 From % to % of Net O From § 00To$ .00
O Remainder of Net Pay

EMPLOYEE/WORKER CONFIRMATION STATEMENT
PLEASE SIGN IN BLACK/BLUE INK ONLY ‘

I authorize my employer/company to deposit my earnings into the bank account(s) specified above and, if necessary, to
electronically debit my account to correct erroneous entries. | certify my account(s) allow these transactions. Furthermore, | certify
that the above listed account number accurately reflects my intended receiving account. | agree that direct deposit transactions |
authorize comply with all applicable laws. My signature below indicates that | am agreeing that | am either the accountholder or have
the authority of the accountholder to authorize my employer/company to make direct deposits into the named account.

q Employee/Worker Signature Date
Note: Digital or Electronic Signatures are not acceptable.

| confirm that the above named employee/worker has added or changed a bank account for direct deposit transactions processed by
Paychex, Inc. | have reviewed the information provided and it is accurate to the best of my knowledge. My signature below indicates
that | have the authority to execute this document on behalf of the Client.

Employer/Company Representative Printed Name:

ﬂ Employer/Company Representative Signature: Date:

* All fields are required except Employee/Worker Number.
** Certain accounts may have restrictions on deposits and withdrawals. Check with your bank for more information specific to

your account.

DPO002 10/17
Form Expires 10/31/20



Ngtig:e@ of Benefits Available Under M.G.L. Chapter 175M

Paid Family and Medical Leave

Beginning on July 1, 2019:

< Employers will deduct payroll contributions from a covered individual's wages or other earnings to fund PFML benefits.

Beginning on January 1, 2021:

*  Covered individuals may be entitled to up to 20 weeks of paid medical leave in a benefit year if they have a serious health
condition that incapacitates them from work.

*  Covered individuals may be entitled to up to 12 weeks of paid family leave in a benefit year related to the birth, adoption,
or foster care placement of a child, or because of a qualifying exigency arising out of the fact that a family member is on
active duty or has been notified of an impending call to active duty in the Armed Forces.

* Covered individuals may be entitled to up to 26 weeks of paid family leave in a benefit year to care for a family member
who is a covered service member with @ serious health condition.
Beginning on July 1, 2021:

< Covered individuals may be entitled to up to 12 weeks of paid family leave to care for a family member with a serious
health condition.

Covered individuals are eligible for no more than 26 total weeks, in the aggregate, of paid family and medical leave in

a single benefit year.

Who is a Covered Individual Under the Law?
Generally, a worker qualifies as a covered individual and may be eligible for paid family and medical leave if:
+  S/he is paid wages by a Massachusetts employer; or

* S/he resides in Massachusetts and is paid for contract services by a Massachusetts entity that is required
to report payment for services on IRS Form 1099-MISC for more than 50 percent of its workforce; or

* S/heis a self-employed individual who resides in Massachusetts and chooses to opt-in to the prograrm.

- Weekly Benefits -
To fund PFML benefits, employers will deduct payroll
conitributions from a covered individual's wages or other
earnings beginning on July 1, 2019. Covered individuals can

Job Protection
Generally, an employee who has taken paid family or medical
leave must be restored to the employee’s previous position or
to an equal position, with the same status, pay, employment

benefits, length-of-service credit, and seniority as of the date
of leave.

These job protections do not apply to contractors.

apply for benefits beginning in January 2021 through the
Department of Family and Medical Leave. A covered

- individual's average weekly earnings will determine his or her

benefit amount, for a maximurm weekly benefit of Lp to $850.

No Retaliation or Discrimination

¢« Itis unlawful for an employer to discriminate or retaliate against an employee for exercising any right to which s/he is
entitled under the law.

* An employee or former employee who is discriminated or retaliated against for exercising rights under the law rnay, not
more than three years after the violation occurs, institute a civil action in the superior court, and may be entitled to
damages of as much as three times his or her lost wages.

Private Plans

If an employer offers employees paid family leave, medical leave, or both, with benefits that are at least *®
generous as those provided under the law, the employer may apply for an exemption from paying & ’?«g

contributions. Employees continue to be protected from discrimination and retaliation under the law
even when an employer opts to provide paid leave benefits through a private plan.

If you have questions or concerns about your Paid Family and Medical Leave rights, please contact:
MassPFML@Mass.gov or visit: https:/l'www.mass.gov/DFNIL

This notice must ha nosted in 2 ronsnicnnne nlacs an tha amelavore wenmioae



PAID FAMILY AND MEDICAL LEAVE NOTICE TO EMPLOYEES (25 or more Workers)

Please read this notice carefully. It contains important information about your rights, obligations, and eligibility
under the Massachusetts Paid Family and Medical Leave (PFML) law. Please keep this notice for your records.

The Massachusetts PFML law provides most Massachusetts employees the right to paid family and medical leave.
These rights are described further below and include both (1) job protection when the employee returns to work
and (2) partial wage-replacement benefits while the employee is out of work. Employers can provide these
benefits either by (1) participating in the PFML Trust Fund operated by the Massachusetts Department of Family
and Medical Leave (the Department), or (2) providing an exempt private plan that offers benefits at least as
generous as those available through the Department.

Regardless of whether your employer participates in the state Trust Fund or has a private plan, you will be entitled
to certain benefits and protections. You may be required to make contributions to the Trust Fund or to fund your
employer’s private plan, but only up to a certain amount. You will also need to tell your employer when you need
leave, and you will need to file an application for benefits with the Department or through your employer’s private
plan.

An employer may apply for an exemption from the medical leave contribution, family leave contribution, or both.
Your employer must provide you information about the private plan and the application process. Your employer
has made that information available:

X In the box below

[J As an attachment to this Notice

[ other:

O n/a (Employer contributes to Trust Fund)

American Moving & Installation, Inc.
(Employer Name) X Does not have an approved private plan and is
providing all leave benefits through the Department;

(Private Plan Name) [ Has an approved private plan for both family and
medical leave benefits;

(Private Plan Phone Number) [J Has an approved private plan for family leave
benefits only, and is providing medical leave
benefits through the Department;

(Private Plan Address)

] Has an approved private plan for medical leave
' . benefits only and is providing family leave benefits
(Private Plan Website) through the Department.

Page | 2
Updated 11/1/2024




I. Explanation of Benefits

Leave Allotments. Under the PFML Law, you may be entitled to up to:

e 12 weeks of paid family leave in a benefit year for the birth, adoption, or foster care placement of a
child; to care for a family member with a serious health condition; or because of a qualifying exigency
arising out of the fact that a family member is on active duty or has been notified of an impending call
to active duty in the Armed Forces;

e 20 weeks of paid medical leave in a benefit year if they have a serious health condition that
incapacitates them from work;

e 26 weeks of paid family leave in a benefit year to care for a family member who is a covered service
member undergoing medical treatment or otherwise addressing consequences of a serious health
condition relating to the family member’s military service;

e 26 total weeks, in the aggregate, of paid family and medical leave in a single benefit year.

A “benefit year” is the 12 months preceding the Sunday immediately before your leave begins.

Other Leaves. Any leave you take — paid or unpaid — for the same qualifying reasons listed above will count
towards your amount of leave for that benefit year.

Eligibility. You will be eligible for leave and wage-replacement benefits if you meet the earnings test. You must
have earned at least 30 times the expected benefit amount and met the minimum earnings requirement established
annually by the Department of Unemployment Assistance (DUA), which is $6,300 for 2025, during the last 4
completed calendar quarters. (This is the amount calculated in the “Wage Replacement Payments” section below.)

Wage Replacement Payments. When you take leave for any of the reasons described above, you will be eligible to
apply to the Department or to your employer’s private plan for wage replacement benefits. These benefits will be
a proportion of your average weekly earnings. Your maximum potential benefit amount will be as follows:

e 80% of earnings up to 50% of the State Average Weekly Wage

e 50% of earnings above the State Average Weekly Wage

e |n no event more than a maximum amount. For 2025, this maximum benefit amount is $1,170.64. This

amount will be adjusted annually based on increases in the State Average Weekly Wage.

Private plans may choose to provide higher benefits but may not provide lower amounts than what the
Department would pay.

Concurrent Benefits Payments. If you receive benefits from other sources while you are also receiving benefits
from the Department, the benefits you receive from the Department may be reduced. Certain types of other
benefits will cause a one-for-one reduction in benefits you receive from the Department. This means that for each
dollar you receive from these benefits, your benefit from the Department will decrease by a dollar. Benefits that
will have this effect include:

e Workers’ Compensation

e Unemployment Insurance

e Permanent Disability Policies or Programs

e Extended lliness Leave Bank Leave
Other forms of benefits will not reduce the benefits you receive from the Department unless you are receiving
more than your average weekly wage in total benefits. Benefits that will have this effect include:

Page | 3
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e Temporary Disability Policies or Programs (including both Short-Term Disability and Long-Term Disability)
e Employer-run Family and/or Medical Leave Policies or Programs

Topping off PFML benefit payments In general, employees may use their paid leave (sick time, vacation, or other
PTO) to top off their PFML benefits up to a certain amount, but you will need to follow your employer’s policies
regarding earning and using time off. Your employer’s PTO policy may not discriminate against you for exercising a
right to which you are entitled under the PFML program (M.G.L. ¢ 175M). For employees who choose to
supplement their PFML benefits in this way, the combined weekly sum of PFML benefits and employer-provided
paid leave benefits cannot exceed the employee’s Individual Average Weekly Wage (IAWW). Employers will be
responsible for monitoring and ensuring that the combined weekly sum of employer-provided paid leave benefits
and PFML benefits does not exceed an employee’s IAWW. Employers are also responsible for managing any
payments made to an employee that exceed the employee’s IAWW. The Department is not involved in the
repayment process for top off overages. This process is solely the responsibility of the employer and the
employee.

Il. Employee Rights and Protections

Job Protection. Generally, if you take family or medical leave, once you return to work, your employer must restore
you to your previous position or to an equivalent position, with the same status, pay, employment benefits, length-
of-service credit, and seniority as of the date you started your leave. This may not apply if your position was
eliminated due to economic reasons unrelated to your use of leave.

Continuation of Health Insurance. Your employer must continue to provide for and contribute to your
employment-related health insurance benefits, if any, at the level and under the conditions coverage would have
been provided if you had continued working for the duration of such leave. Your employer may require you to
continue to pay your portion of your health insurance premium on the same terms and conditions as before your
leave.

No Retaliation. It is unlawful for any employer to discriminate or retaliate against you for exercising any right to
which you are entitled under the paid family and medical leave law. An employee or former employee who is
retaliated against for exercising rights under the law may, not more than three years after the violation occurs,
institute a civil action in the superior court.

lil. Contribution Amounts

To help fund paid leave benefits available under the PFML law, your employer may make a contribution, funded in
part by a deduction from your wages, which will either be remitted to the Trust Fund or to the operator of your
employer’s private plan. An employer who contributes to the Trust Fund will be required to contribute the
following amounts:

Family Leave Contribution Medical Leave Contribution Total Contribution Amount
0.18% of earnings* 0.70% of earnings* 0.88% of earnings*

Because your employer has 25 or more covered workers, the total contribution amount is 0.88% of wages.
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Under the law, employers are responsible for a minimum of 60% of the medical leave contribution (.42% of wages)
but are permitted to deduct from employees’ wages up to 40% of the medical leave contribution (.28% of wages)
and up to 100% of the family leave contribution (.18% of wages) for a total of .46% of wages. Whether your
employer has a private plan or participates in the state Trust Fund, your employer cannot deduct more than these
percentages from your wages.

Your employer has elected to allocate the contribution amount as follows:

Total Required Contribution: .70%*

American Moving & 60% of the medical leave
Installation, Inc. will contribute contribution

(Employer Name)

40% will be deducted from your
and the remaining earnings
Total Required Contribution: .18%*
American Moving &
Installation, Inc. 0% of the family leave
will contribute contribution
(Employer Name)
100% will be deducted from your
and the remaining earnings

Please initial here to indicate that you understand that this percentage of your wages earned in a pay period will be
deducted from your pay each pay period:

* The numbers provided are through 2025. These rates may be adjusted on an annual basis, effective January 1 of
each calendar year.

IV. Notifying your Employer

BEFORE you take leave or apply for benefits, you MUST notify your employer that you need to take leave. You are
required to provide at least 30 days’ notice of your need for leave. If 30 days’ notice is not possible due to
circumstances beyond your control, you must provide notice as soon as practicable, and in any event, before you
file any application for benefits.

When you notify your employer of your need for leave, you must provide the following information:
1. The anticipated start date of leave;
2. The anticipated length of the leave;
3. The expected date of return from leave;
4. Whether you will need intermittent leave (leave taken in separate blocks of two or more) or
reduced leave (leave that involves a reduced schedule of fewer hours or days per week), and;
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5. If you need intermittent or reduced leave schedule, the expected frequency of leave and expected
duration of each instance of leave.
If any of this information changes, you must tell your employer as soon as you are aware of the change.

V. Submitting an application

To apply for PFML benefits, you will need the following information about your employer:

American Moving & Installation, Inc.
(Employer Name)

100 Wearguard Drive

(Employer Street Address)

Hanover, MA 02339

(Employer City, State, Zip)
26-4276814

(Federal Employer ID Number) (FEIN)

If your employer contributes to the Trust Fund, you must submit an application for benefits with the Department.
You may submit this application in one of two ways:
1. You can create an account to apply online through the Department’s Application Website at
paidleave.mass.gov/login/
2. You can call the Department’s Contact Center at (833) 344-7365 to complete an application over the
phone.

Forms and application instructions are available on the Department’s website at www.mass.gov/info-details/get-
ready-to-apply-for-paid-family-and-medical-leave-pfmi-benefits.

VI. For More Information

For more detailed information, please consult the Department’s website: www.mass.gov/DFML. You may contact
the Department of Family and Medical Leave at:

The Massachusetts Department of Family and Medical Leave
PO Box 838

Lawrence, MA 01842

Contact Center: (833) 344-7365
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ACKNOWLEDGMENT
Your signature below acknowledges your receipt of the information above within 30 days from the start date of
your employment.

Signature Date

Name (Print)

Your signed acknowledgement will be retained by your employer. Please retain a copy for your own reference.
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e AMERICAN

MOVING & INSTALLATION INC.
100% WOMAN-OWNED, UNION COMPANY

Site Policies

Cell phone use is prohibited at all times on the job site.
2. Dress Code:

a.
b.
c.
d.

Blue Dickie Pants (From Memorial Day to Labor Day, blue Dickie shorts are allowed).
American Moving Short Sleeve or long sleeve T-Shirt.
American Moving Sweatshirt or Jacket

American Moving hats only.

3. Breaks are allowed per Union CBA (administered by the site Supervisor).

a.
b.

20 Minute break in the morning. All other breaks are 15 minutes.
30 Minute lunch breaks.

4. Personal Presentation

All employees must be clean shaven and neatly dressed to present a professional

a.
appearance.

b. Profanity is not allowed on the job site.
Harassment of any kind is always prohibited while working at American Moving.
Smoking is not allowed in American trucks or vans. Smoking is only allowed during breaks
and must be done in designated smoking areas while on a relocation project.

5. Dispatch:

a. All employees must start and end their day at American Moving’s warehouse.

b. All employees must be at the warehouse at the agreed upon start time.

c. If you are going to be late, you must contact the dispatcher immediately. He will determine

whether the crew can wait or if he has to replace you in order to comply with the customer’s

start time.

| understand American Moving and Installation’s Site Policies and have received a copy of their

“Professional Standards and Workplace Expectations” handbook.

Print Name Date

Signature



Employment Eligibility Verification USCIS

F A
Department of Homeland Security OMB ?\1??611 5_900 47

U.S. Citizenship and Immigration Services Expires 05/31/2027

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

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

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-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 (if any) | Other Last Names Used (if any)

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

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Emplayee's Telephone Number
I |

| am aware that federal law Check one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.):

provides for imprisonment and/or
fines for false statements, or the
use of false documents, in
connection with the completion of
this form. | attest, under penalty
of perjury, that this information,
including my selection of the box
attesting to my citizenship or

A citizen of the United States
A noncitizen national of the United States (See Instructions.)
A lawful permanent resident (Enter USCIS or A-Number.) I

LI

dlOIN =

An alien authorized to work until (exp. date, if any)

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

immigration status, is true and USCIS A-Number - Form 1-94 Admission Number o Foreign Passport Number and Country of Issuance
correct.
Signature of Employee Today's Date (mm/dd/yyyy)

If a preparer andl/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3.
T

| TR S S s i e L

Section 2. Employer Review and Verification: Employers or their authorized representative must complete and sign Section 2 within three
business days after the employee's first day of employment, and must physically examine, or examine consistent with an alternative procedure
authorized by the Secretary of DHS, documentation from List A OR a combination of documentation from List B and List C. Enter any additional
documentation in the Additional Information box; see Instructions.

List A OR List B AND List C
Document Title 1
Issuing Authority
Document Number (if any)
Expiration Date (if any)
Document Title 2 (if any) Additional Information
Issuing Authority
Document Number (if any)
Expiration Date (if any)
Document Title 3 (if any)
Issuing Authority
Document Number (if any)
Expiration Date (if any) ] check here if you used an alternative procedure authorized by DHS to examine documents.
Certification: | attest, under penalty of perjury, that (1) | have examined the documentation presented by the above-named First Day of E‘mployment
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the (mm/ddlyyyy):
best of my knowledge, the employee is authorized to work in the United States.
Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy)
Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code

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