Submit Form

17110 E Pine St, Tulsa, OK 74116
Phone: 918-234-6300 Fax: 918-234-6301

AMERICAN PIPING INSPECTION, INC.
APPLICATION FOR EMPLOYMENT

NAME:

SOCIAL SECURITY #:

POSITION:

DATE:

HOMEPHONE:

CELLPHONE:

ADDRESS: (ciTv,STATE, and zIP)

EMAIL:

FOR OFFICE USE ONLY

Date of Hire:

Division:

Rate of Pay:

Supervisor’s Signature Date:



Employment Application

Applicant Information

Full Name: Date:
Last First M.L.
Address:
Street Address Apartment/Unit #
City State ZIP Code
Phone: Email:
Date Available: Social Security No.: Desired Salary:$

Position Applied for:

Which shifts are you able to work? Overtime?

YES NO YES NO
Are you a citizen of the United States? O If no, are you authorized to work in the U.S.?

YES NO
Have you ever worked for this company? If yes, when?

YES

OB

Have you ever been convicted of a felony?

If yes, explain:

High School: Address:

YES NO
From: To: Did you graduate? 6 O Diploma:
College: Address:

YES NO
From: To: Did you graduate? O O Degree:
Other: Address:

YES NO
From: To: Did you graduate? () @) Degree:

References

Please list three professional

references. Full Name: Relationship:
Company: Phone:
Address:
Full Name: Relationship:
Company: Phone:
Address:




Full Name: Relationship:

Company: Phone:

Address:

Previous Emplo

Company: Phone:
Address: Supervisor:
Job Title: Starting Salary:$ Ending Salary:$

Responsibilities:

From: To: Reason for Leaving:

YES NO
May we contact your previous supervisor for a reference?

Company: Phone:
Address: Supervisor:
Job Title: Starting Salary:$ Ending Salary:$

Responsibilities:

From: To: Reason for Leaving:
YES NO
May we contact your previous supervisor for a reference? O O
Company: Phone:
Address: Supervisor:
Job Title: Starting Salary:$ Ending Salary:$

Responsibilities:

From: To: Reason for Leaving:

YES NO
May we contact your previous supervisor for a reference?



Military Service

Branch: From: To:

Rank at Discharge: Type of Discharge:

If other than honorable, explain:

Summarize other employment related to this position:

Types of computers, other electronic or mechanical equipment that you are qualified to operate or repair:

Typing speed per minute:

Professional Licenses, Certifications or Registrations:

Additional skills including supervision skills, other languages or information regarding the career/occupation you wish to
bring to our attention:

Please list education or additional training specific to nondestructive testing:
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Address: Relationship

Disclaimer and Signature

Information to the applicant: As part of our procedure for processing your employment application, your personal and
employment references may be verified. If you have misrepresented or omitted any facts on this application and our
subsequently hired, you may be discharged from your job. You may make a written request for information derived from
the verification of your references.

If necessary for employment, you may be required to supply your birth certificate or other proof of authorization to work in
the United States, have a physical examination and/or drug test, or to sign a conflict of interest agreement and abide by
the terms.

| certify that my answers are true and complete to the best of my knowledge.

Signature: @ Date:

Equal Employment Opportunity: While many employers are required by federal law to have an Affirmative Action
Program, all employers are required to provide equal opportunity and may ask your national origin, race and sex for
planning and reporting purposes only. This information is optional and failure to provide it will have no effect on your
application for employment.
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Other Name Used: Date of Birth: Social Security #:

Piping/ iy
Inspectiong,
AMERICAN PIPING INSPECTION, INC.

Physical Protection Program for Radioactive Materials
07/27/2021 Rev.1

CONSENT FORM FOR BACKGROUND INVESTIGATIONS

| authorize and grant my consent to my employer, American piping Inspection (hereinafter or "the company"), to request the U.S. Nuclear Regulatory
Commission (NRC), under Section 652 of the Energy Policy Act of 2005, to request criminal record information about me from the U.S. Attorney
General, who will refer the request to the Federal Bureau of Investigation. | understand that the purpose of this information is solely to enable the
company to determine my trustworthiness and reliability for unescorted assess to a Category 2 or greater quantity or of radioactive material as defined
in the NRC's Regulation in title 10 of theCode of Federal Regulations (10 CFR) Part 37, "physical Protection of Category 1 and Category 2 quantities of
Radioactive Material." | understand that American Piping Inspection, must obtain my sighed consent before any investigation or reinvestigation to
determine my trustworthiness and reliability for such unescorted access. If an individual withdraws his or her consent, the company may not initiate any
elements of the background investigation that were not in progress at the time the individual withdrew his or her consent; The withdrawal of consent for
the background investigation is sufficient cause for denial or termination of unescorted access authorization

I authorize and grant my consent to any authorized representative of American Piping Inspection, who is conducting my background investigation or
reinvestigation, as defined in 10 CFR 37.25 "Background Investigations," to obtain any information related to my activities from individuals, schools,
residential, management agents, previous employers, criminal justice agencies, or other sources of information. This information may include, but is
not limited to, my employment, and criminal history records.

| authorize the Federal Bureau of Investigation to disclose the records of my criminal history background investigation to my employer for the purpose
of making a determination of my trustworthiness and reliability for unescorted access to a Category 2 or greater quantity of radioactive material. |
understand that before making any determination to deny me this unescorted access, American Piping Inspection, will provide me a copy of the
information on which it intends to base that determination. | further understand that before a final adverse determination, my employer must give
me an opportunity to correct any inaccurate or incomplete information that is developed during the background investigation.

| understand that, for previous employers and other sources of information, separate specific release may be needed and that | may be contacted for
such release at a later date. | authorize custodians of record and other sources of information pertaining to me to release at a later date. | authorize
custodians of records and other Sources of information pertaining to me to release such information upon request of the investigator or other duly
authorized representative of the company regardless of any previous agreement to the contrary.

| understand that the information released by records custodians and other sources of information is solely for the purpose of making a determination
about my trustworthiness and reliability for unescorted access to the radioactive materials subject to 10 CFR Part 37 and that this information may be
disclosed only as authorized by State or federal lay.

I understand that photocopies of this authorization and consent document with my signature are valid and that this authorization will remain in effect
as long as | am authorized to obtain unescorted access to the radioactive materials subject to 10 CFR part 37.

Signature: @ Full Name: Date:
Please Print

Current Street Address & Apt. No:

City: State: Zip Code: Home Telephone #:
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RADIATION HISTORY REQUEST

DO YOU HAVE PREVIOUS RADIATION HISTORY EXPOSURE?

YES NO

@)

IF YES, PLEASE FILL OUT BELOW:

PREVIOUS EMPLOYER:

ADDRESS:

ATTN: RADIATION SAFETY DEPARTMENT

IN ACCORANCE WITH 10 CFR, WE ARE ASKING YOUR ASSISTANCE IN PROVIDING THE
FOLLOWING INDIVIDUALS OCCUPATIONAL DOSE WHILE IN YOUR EMPLOYMENT.

EMPLOYEE INFORMATION:

NAME:

SSN:

SIGNATURE: @

PLEASE FORWARD THE REQUESTED INFORMATION TO:

AMERICAN PIPING INSPECTION
17110 EAST PINE STREET
TULSA, OK 74116

(918) 234-6300 PHONE

(918) 234-6301 FAX
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Motor Vehicle Record Disclosure and Release

In connection with my ongoing employment or my application for employment, should | have or secure a
position with American Piping Inspection, Inc. | understand that a motor vehicle record, which contains public
record information, may be requested. | further understand that such report(s) will contain personal information
and public record information containing my driving record from federal, state and other agencies that maintain
such records, as well as independent services that provide driving record information.

I authorize, without reservation, any part or agency contacted to furnish the above mentioned
information to American Piping Inspection, Inc. or its agent.

I hearby authorize procurement of my motor vehicle report. If hired, this authorization shall remain on file and
shall serve as ongoing authorization for you to procure such reports at any time during my employment.
American Piping Inspection, Inc.’s commercial auto insurer and agent will also use this information in
conjunction with loss control and safety review efforts.

Full Legal Name (include middle initial) Social Security Number

Driver’s License Number/State Date of Birth

=

Signature Date
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AMERICAN PIPING INSPECTION, INC.

DIRECT DEPOSIT

Enclosed is an Authorization Agreement for Direct Deposit. This form needs to be completed and returned with
a voided check or specification sheet provided by your financial institution. In order to have your check
deposited into a savings account you will need to send in two forms with the needed information.

This form needs to be returned to the office as soon as possible. It takes 14 days to get direct deposit set in
place. If you do not elect direct deposit your checks will be mailed regular mail. API will no longer send
checks certified or priority. Your check can be Federal Expressed to you at your expense.

If you have any questions please contact the office.

Click Here to Insert Check Image




AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT

Employee Name Social Security Number

I hereby authorize my employer, American Piping Inspection, Inc., (hereinafter called COMPANY) to authorize
and instruct their elected Payroll Service Provider (hereinafter called PROVIDER) to deposit any amounts owed
me by initiating credit entries to my account at the financial institution (hereinafter called DEPOSITORY)
indicated on attachment.

Further, I understand that in the event of a failure in this Electronic Funds Transfer (EFT), | agree to accept any
amount owed me by COMPANY within twenty four (24) hours after | have notified COMPANY that amount
owed was not credited to my account on the scheduled pay date.

Further, I understand that in the event of a failure in this Electronic Funds Transfer, | agree to accept any
amounts owed me by COMPANY in check form if necessary.

Further, | agree to indemnify and hold harmless the COMPANY, PROVIDER, and their agents for any and all
Banking Charges owed by me due to failure of this EFT.

In the event the COMPANY deposits funds erroneously into my account, | authorize COMPANY to debit my
account for an amount not to exceed the original amount of the erroneous credit.

Further, | authorize DEPOSITORY to accept any credit or debit entries initiated by COMPANY to my account
pursuant to this agreement.

Check one: O Checking O Savings
I wish to deposit: OQEntire Net Pay , O % of Net or O$

Bank Account Number

Routing Number
This authorization is to remain in full force and effect until COMPANY has received written notice from me of
its termination in such time and in such manner as to afford COMPANY a reasonable opportunity to act on it
OR upon termination of my employment with COMPANY.

Employee Signature: @ Date:



HR
Sticky Note

BLEWIS
Sticky Note
Signature Required: Use Fill & Sign tool to create and insert signature.


NOTICE TO EMPLOYEES

e We are now tracking GPS miles for the trucks versus the billed miles on your reader
sheets each week to ensure proper billing and proper use of the trucks.

e Unauthorized use of company trucks is prohibited without prior authorization from
management.

e Any unauthorized use of company truck or fuel will be deducted from the
employee's pay in the form of fuel charges and/or per diem.

e Please use the trip odometer on the truck to keep track of the miles to bill. Other
methods may not be accurate and may cause you to record incorrect mileage.

e DO NOT drive trucks home on weekend or days off without authorization from
management. You will be charged for it in the form of fuel charges or per diem.

e DO NOT use the Wright Express Card to pay for your fuel or on those authorized
trips home. You must pay for the fuel out of pocket. Meaning, if it has ¥% of a tank
in it when you leave for home on Friday, make sure you fill it back up to % of a
tank when you get back on Sunday out of your pocket. Failure to do so and use of
the WEX card for personal use will be deducted from your pay and loss of per diem
for the nights you went home.

e Personal site seeing or shopping long distance from job sites on days off should
be at the employee's expense. DO NOT use the WEX card to fund these
adventures.

e You will get this one written notice. If you violate these rules, it may be grounds for
termination.

e All authorized trips that are paid for out of pocket by the employee shall be
accompanied by fuel receipts. There will be no exceptions.

=l

Print Name Signature Date
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A NOTICE TO ALL EMPLOYEES

By receiving and signing this notice, you recognize and agree to the following policy:

In the event you need time off of a job that requires the unbillable
mobilization/demobilization of a replacement person, you will be subject to paying those
travel costs. Also, if you drag up off of a job for which you were paid mobilization, that
pay will be deducted from your paycheck. Leaving a job for cases of medical
emergencies will be handled on a case by case basis. This policy is effective 10/04/2013.

If you have any questions or concerns regarding this policy, please contact your direct
supervisor.

Thank you,

David Alcorn: 918-691-8894

Employee Name:

Signature: @
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AMERICA PIPING INSPECTION, INC.

Employee Name: Date:

Social Security Number:

INJURY & ILLNESS REPORTING

By signing below, | agree and understand that in the event | sustain
an injury of any kind, or that | become ill while on the job, NO
MATTER HOW SMALL, I will notify both my Supervisor and
The Safety Representative on site immediately.

American Piping Inspection, Inc. will not be financially

responsible for any medical attention I receive in relation to an
injury sustained on this job if this policy is not adhered to.

Signature of Employee:@ Date:
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AMERICAN PIPING INSPECTION, INC.
HARASSMENT/DISCRIMINATION HARASSMENT

HARASSMENT

American Piping Inspection, Inc., hereafter referred to as *"The Company" is committed
to maintaining a work environment that is free of discrimination. The company will not
tolerate harassment of Company employees by anyone, including any supervisor, co-
worker, vendor, client, contractor, customer, or any other regular visitor of the
Company. Harassment consists of unwelcome conduct, whether verbal, physical, or
visual that is based upon one's race, religion, color, creed, sex, disability, national origin,
ancestry, age, sexual orientation, status as a disabled veteran or veteran of the Vietnam
era, or any other protected group status. Harassment or discrimination of any type will
not be tolerated.

The conduct forbidden by this policy may include but is not limited to the following
conduct based upon a person' protected status:

Inappropriate comments (i.e., epithets, slurs, negative stereotyping), intimidating words
or actions, violent or rude conduct, loud and abusive language, cursing or other offensive
language, written or graphic material circulated within or posted in the workplace.

Additionally, any physical act of aggression such as hitting, pushing, shoving or threats
of physical aggression are strictly prohibited. The Company will not condone any
language or action that would cause its' employees to feel unequal, inferior or harassed.

An employee should notify his or her supervisor/manager of any instances of harassment.
If for any reason it would not be appropriate to notify the supervisor/manager, the
employee should notify the Human Resources Manager, and any other member of
management whom the employee feels comfortable contacting.

=

Date: Employee Signature:

Social Security Number
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Phone: (620) 669-4484

(PTCAS S l St E-mail: history@ptcassist.com

www.ptcassist.com

Applicant Authorization to Release DOT Drug/Alcohol Test Results
SECTION 1: TO BE COMPLETED BY APPLICANT

Applicant/Employee: SSN:

AMERICAN PIPING INSPECTION, INC. Acct Code: 104PTC

I understand that as a condition of hire with the above named “Company”, that | must consent to the release of all DOT mandated
drug and alcohol information from all of the employers (and, if applicable, their respective agents or consortium/third-party
administrators) for which | worked in a DOT safety-sensitive position, or for which | took a DOT pre-employment drug test, during
the previous two (2) years as required by DOT Part 40.25, (or three (3) years as required by Part 391.23 for any driver of a
commercial motor vehicle). PTC Assist LLC, acting as the agent/representative for the hiring Company, will receive the information.

A Commercial Driver’s License (CDL) is required for my employment: El No D Yes

Check boxes
only if applicable
0o ! have NOT worked in a DOT safety-sensitive position for a DOT regulated company in the past 2 years (3 years for

CMV drivers, 5 years for pilots). Proceed to sign and date form below.

[ ! have tested positive, or refused to test, on a DOT pre-employment drug or alcohol test for an employer who did not
hire me in the past two years (3 years for CMV drivers, 5 years for pilots). Please specify the company for which this
occurred below.

| hereby authorize the following previous employer/company (and, if applicable, their respective agents or consortium/third-party
administrators) to furnish to PTC Assist the DOT information requested in section 2 below.

Previous DOT Employer:

Address: City: St: Zip:
Phone: Fax: E-mail:
Contact: Dates of Employment: to

(Complete additional form for each previous DOT employer)
Certification: | have read and fully understand this authorization to release my previous drug and alcohol test information, identified by the
questions below, to PTC Assist LLC. | hereby acknowledge that failure to provide accurate information in response to this request for release of
information could negatively affect my employment offer or subject me to disciplinary action up to and including termination if later discovered after
my employment with the Company begins.

Signature of Applicant SSN Date

E-mail completed forms to history@ptcassist.com
or via fax: 620-665-6376

Release of Previous Employer’s DOT Drug/Alcohol Testing Results
SECTION 2: TO BE COMPLETED BY PREVIOUS EMPLOYER
In accordance with DOT regulations, the Company, named above, is required to obtain - and as a Previous Employer, you are
required to release - DOT drug and alcohol information, listed below, concerning the Applicant/Employee, named above.
This information request covers any period of employment of the Applicant/Employee by you going back 2 years (3 years for CMV
drivers), from the date of this request. Please complete the following:

YES NO

1. Any DOT alcohol test results of 0.04 or greater?

2. Any DOT positive drug test results?

3. Refusal to submit to a DOT required drug / alcohol test? (incl. adulterated or substituted results)
4. Other violations of DOT drug and alcohol testing regulations?

5. Did a previous employer report a drug / alcohol rule violation to you?

6. If “yes” for any of the above items, did the employee complete the return-to-duty process?*

|:| 7. Was the Applicant/Employee employed by you but NOT subject to DOT regulations?

*Note: If “yes” for item 5, you must provide the previous employer’s report. If you answered “yes” for item 6, you must also transmit the
appropriate return-to-duty documentation (e.g., SAP report(s), follow-up testing record).

Name of Person Completing Form Title Phone Date

*A reproduction of this authorization shall be deemed as effective and valid as an original. Rev. 2018
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) Phone: (620) 669-4484
‘fPTc AS S ' St E-mail: history@ptcassist.com
www.ptcassist.com
FMCSA - Applicant Authorization to Release Safety Performance History
(As required by 49 CFR Parts 40.25 and 391.23)

Name of Applicant:

Social Security #: Date of Birth:

| do hereby authorize you to release the following information to the below named “Company”,

AMERICAN PIPING INSPECTION, INC. Acct Code: 104PTC

(and, if applicable, its respective agents or consortium/third party administrators) for the purposes of
investigation as required by Section 391.23 of the Federal Motor Carrier Safety Regulations.

D Check this box if you have NOT driven a commercial motor vehicle in the past three years.

Signature of Applicant Date
Previous Employer:
Address:
City: ST: Zip:
Phone #: Fax #: Email:
Position: Start Date (mm/yyyy) End Date (mm/yyyy)

In accordance with Section 391.23, we are obligated to request the information below from all previous employers of the
applicant that employed him/her to operate a commercial motor vehicle (over 26,000 Ibs) within the 3 years preceding the
date above. Please complete the information below and return to us within 30 days, as required by Section 391.23(g).
Please phone/fax/mail or email the following information to:

PTC Assist, LLC
9 Compound Drive, Hutchinson, KS 67502
phone: 620-669-4484 fax: 620-665-6376 email: history@ptcassist.com

| TO BE COMPLETED BY PREVIOUS EMPLOYER |

Safety Performance History:
Did he/she drive a commercial motor vehicle for you? []Yes [ ]No

If Yes, what type? O Straight Truck OTractor-Semi trailer Bus
OCargo Tank ODoubles/Triples O Other (specify)

Reason for leaving your company: [ ] Discharged [ ]Resignation [] Lay Off [ ] Military Duty

[] Check if there is no safety performance history to report, sign below andreturn.

Accidents: Complete the following for any accidents included on your accident register (390.15(b)) that involved the
applicant in the 3 years prior to the application date shown above.

Date Location No. of injuries  No. of fatalities Hazmat Spill

1.
2.
3

[] Enclosed is other accident information pursuant to the employer’s internal policies for retaining minor
accident information (391.23(d)(2)(ii)).

Any other remarks:

Name of Person Completing Form Title Phone Date

* A reproduction of this form shall be deemed as effective and valid asan original. (Rev. 2018)
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Employment Eligibility Verification USCIS

. Form I-9
Depgrtmeqt of Homel.and .Securlt}.f OMB No.1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026

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

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 Employee's Telephone Number
| |

| 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

Eall Rl S

A noncitizen (other than Item Numbers 2. and 3. above) 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 R Form 1-94 Admission Number R Foreign Passport Number and Country of Issuance
correct. o o
Signature of Employee Today's Date (mm/dd/yyyy)

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

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)

D 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 F|rst/3:/y of Employment
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.
Form I-9 Edition 08/01/23 Page 1 of 4




LISTS OF ACCEPTABLE DOCUMENTS

All documents containing an expiration date must be unexpired.
* Documents extended by the issuing authority are considered unexpired.
Employees may present one selection from List A or a
combination of one selection from List B and one selection from List C.
Examples of many of these documents appear in the Handbook for Employers (M-274).

LISTA

Documents that Establish Both Identity
and Employment Authorization

OR

LISTB

Documents that Establish Identity

AND

LISTC

Documents that Establish Employment
Authorization

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 |-766)

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

a. Foreign passport; and

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

(1) The same name as the
passport; and

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

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

. Driver's license or ID card issued by a State or

outlying possession of the United States
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

. 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,

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

(1) NOT VALID FOR EMPLOYMENT

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

and address

3. School ID card with a photograph

4. Voter's registration card

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

5. U.S. Military card or draft record

6. Military dependent's ID card

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

7. U.S. Coast Guard Merchant Mariner Card

4. Native American tribal document

8. Native American tribal document

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

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

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

unable to present a document
listed above:

For persons under age 18 who are

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

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

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

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

Acceptable Receipts

For receipt validity dates, see the M-274.

May be presented in lieu of a document listed above for a temporary period.

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

e Form I-94 issued to a lawful
permanent resident that contains an
1-5651 stamp and a photograph of the
individual.

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

OR

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

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

*Refer to the Employment Authorization Extensions page on 1-9 Central for more information.
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Supplement A, USCIS

Preparer and/or Translator Certification for Section 1 Form I-9
. Supplement A
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1
of Form I-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator

must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's
completed Form 1-9.

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code

| attest, under penalty of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Signature of Preparer or Translator Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name) Middle Initial (if any)
Address (Street Number and Name) City or Town State ZIP Code
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Supplement B, USCIS

Reverification and Rehire (formerly Section 3) Form 1-9
Supplement B
Department of Homeland Security OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 07/31/2026
Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1.

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

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

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

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

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

Additional Information (Initial and date each notation.) Check here if you used an

[] atternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

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

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

Additional Information (Initial and date each notation.) Check here if you used an

D alternative procedure authorized
by DHS to examine documents.

Date of Rehire (if applicable) |New Name (if applicable)

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show
icontinued employment authorization. Enter the document information in the spaces below.

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy)

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

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

Additional Information (Initial and date each notation.) Check here if you used an

|:| alternative procedure authorized
by DHS to examine documents.
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o W=4

Employee’s Withholding Certificate OMB No. 1545-0074

» Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 2 @ 2 4

Department of the Treasury » Give Form W-4 to your employer.
Internal Revenue Service » Your withholding is subject to review by the IRS.
Step 1: (@) First name and middle initial Last name (b) Social security number
Enter
Address » Does your name match the
Personal name on your social security
. card? If not, to ensure you get
Information City or town, state, and ZIP code credit for your earnings, contact
SSA at 800-772-1213 or go to
WWW.Ssa.gov.

(c) |:| Single or Married filing separately
|:| Married filing jointly or Qualifying widow(er)
|:| 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 individual.)

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, when to use the estimator at www.irs.gov/W4App, and privacy.

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 most accurate withholding for this step (and Steps 3-4); or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate
withholding; 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 accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . » []

TIP: To be accurate, submit a 2022 Form W-4 for all other jobs. If you (or your spouse) have self-employment

income, including as an independent contractor, use the estimator.

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 » $
Dependents .
P Multiply the number of other dependentsby $500 . . . . » §
Add the amounts above and enter the totalhere . . . . . . . . . . . . . 3 |$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4a)|$
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 . . . . . . . . . . . . . . . . . . . . . .. |4a0|%
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act

and Paperwork Reduction Act Notice, see page 3. Cat. No. 10220Q Form W-4 (2022)
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General Instructions

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.

Exemption from withholding. You may claim exemption from
withholding for 2020 if you meet both of the following
conditions: you had no federal income tax liability in 2019 and
you expect to have no federal income tax liability in 2020. You
had no federal income tax liability in 2019 if (1) your total tax on
line 16 on your 2019 Form 1040 or 1040-SR is zero (or less
than the sum of lines 18a, 18b, and 18c), or (2) you were not
required to file a return because your income was below the
filing threshold for your correct filing status. If you claim
exemption, you will have no income tax withheld from your
paycheck and may owe taxes and penalties when you file your
2020 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 1a, 1b, and 5. Do not complete any other steps. You will
need to submit a new Form W-4 by February 16, 2021.

Your privacy. If you prefer to limit information provided in
Steps 2 through 4, use the online estimator, which will also
increase accuracy.

As an alternative to the estimator: if you have concerns
with Step 2(c), you may choose Step 2(b); if you have
concerns with Step 4(a), you may enter an additional amount
you want withheld per pay period in Step 4(c). If this is the
only job in your household, you may instead check the box
in Step 2(c), which will increase your withholding and
significantly reduce your paycheck (often by thousands of
dollars over the year).

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

1. Expect to work only part of the year;

2. Have dividend or capital gain income, or are subject to
additional taxes, such as the additional Medicare tax;

3. Have self-employment income (see below); or

4. Prefer the maost accurate withholding for multiple job
situations.

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.

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.

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

If you (and your spouse) have a total of only two jobs, you
may instead check the box in option (c). The box must also be
checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be cut
in half for each job to calculate withholding. This option is
roughly 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

CAUTION

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

Step 3. Step 3 of Form W-4 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. 972, Child
Tax Credit and Credit for Other Dependents. You can also
include other tax credits in this step, such as education tax
credits and the foreign tax credit. 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 2020 tax return and
want to reduce your withholding to account for these
deductions. This includes both itemized deductions and other
deductions such as for student loan interest and IRAs.

Step 4(c). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering an
amount here will reduce your paycheck and will either increase
your refund or reduce any amount of tax that you owe.
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Step 2(b) —Multiple Jobs Worksheet (Keep for your records.) m

If you choose the option in Step 2(b) on Form W-4, complete this worksheet (which calculates the total extra tax for all jobs) on only ONE
Form W-4. Withholding will be most accurate if you complete the worksheet and enter the result on the Form W-4 for the highest paying job.

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

2c 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

on line 2b

¢ Add the amounts from lines 2a and 2b and enter the resultonline2e . . . . . . . . . . 2c §

3  Enter the number of pay periods per year for the highest paying job. For example, if that job pays
weekly, enter 52; if it pays every other week, enter 26; if it pays monthly, enter 12, etc. . . . 3

4  Divide the annual amount on line 1 or line 2c by the number of pay periods on line 3. Enter this
amount here and in Step 4(c) of Form W-4 for the hlghest paying |ob (along with any other additional

amount you want withheld) .

4 3

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

1 Enter an estimate of your 2020 itemized deductions (from Schedule A (Form 1040 or 1040-SR)). Such
deductions may include qualifying home mortgage interest, charitable contributions, state and local
taxes (up to $10,000), and medical expenses in excess of 10% of your income . . . . . . . . 18

* $24,800 if you're married filing jointly or qualifying widow(er)

2 Enter » $18,650 if you're head of household

* $12,400 if you're single or married filing separately

3 Ifline 1 is greater than line 2, subtract line 2 from line 1. If line 2 is greater than line 1, enter “~0-" . . 3 §

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

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of FormW-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 ta
provide this information; your employer uses it to determine your federal income
tax withholding. Failure fo provide a properly completed form will result in your
being treated as a single person with no other entries on the form; providing
fraudulent information may subject you to penalties, Routine uses of this
information include giving it to the Department of Justice for civil and criminal
litigation; to cities, states, the District of Columbia, and U.S. commonwealths and
possessions 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 intelligence 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 fife this farm will vary
depending on individual circumstances. For estimaled 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 (2020)

Page 4

Married Filing Jointly or Quaﬁfying Widow(er)

Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | g0- [$10,000 -|$20,000 - |$30,000 - |$40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $220 $850 $900 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,210 | $1,870 | $1,870
$10,000- 19,999 220 | 1,220 | 1,900 | 2100 | 2220 | 2220 | 2220 | 2220 | 2410| 3410 | 4070 | 4,070
$20,000 - 29,999 850 | 1900 | 2,730 | 2930 | 3050 | 3050 | 3050 | 3240 | 4240 | 5240 | 5900 | 5,900
$30,000 - 39,999 900 | 2100 | 2930 | 3,130 | 3250 | 3250 | 3440 | 4440 | 5440 | 6440 | 7,100 | 7,100
$40,000- 49,999 1,020 | 2220 | 3050 | 3,250 | 3370| 3570 | 4570 | 5570 | 6570 | 7570 | 8220 | 8220
$50,000- 59,999| 1,020 | 2220 | 3050 | 3250 | 3570 | 4570 | 5570 | es570| 7570| 8570 | 9220 | 9,220
$60,000- 69,999 1,020 | 2,220 | 3,050 | 3440 | 4570 | 5570 | 6570 | 7,570 | 8570 | 9570 | 10,220 | 10,220
$70,000- 79,999 1,020 | 2,220 | 3240 | 4440 | 5570 | 6570 | 7,570 | 8570 | 9,570 | 10,570 | 11,220 | 11,240
$80,000- 99,999| 1,060 | 3,260 | 5000 | 6290 | 7420 | 8420 | 9420 | 10420 | 11,420 | 12,420 | 13,260 | 13,460
$100,000 - 149,999 1,870 | 4,070 | 5900 | 7,100 | 8220 | 9,320 | 10520 | 11,720 | 12,920 | 14,120 | 14,980 | 15,180
$150,000- 239,999| 2,040 | 4440 | 6470 | 7,870 | 9,190 | 10,390 | 11,590 [ 12,790 | 13,990 | 15,190 | 16,050 | 16,250
$240,000-259,999| 2,040 | 4440 | 6470 | 7,870 | 9,190 | 10,330 | 11,590 | 12,790 | 13,990 | 15,520 | 17,170 | 18,170
$260,000 - 279,999 2,040 | 4440 | 6470 | 7,870 | 9,190 | 10,390 | 11,590 | 13,920 | 15,920 | 17,120 | 18,770 | 19,770
$280,000 - 299,999 2,040 | 4440 | 6470 | 7,870 | 9,190 | 10,720 | 12,720 | 14,720 | 16,720 | 18,720 | 20,370 | 21,370
$300,000 - 319,999| 2,040 | 4,440 | 6,470 | 8,200 | 10,320 | 12,320 | 14,320 | 16,320 | 18,320 | 20,320 | 21,970 | 22,970
$320,000 - 364,999 2,720 | 5920 | 8750 | 10,950 | 13,070 | 15,070 | 17,070 | 19,070 | 21,200 | 23,590 | 255540 | 26,840
$365,000 - 524,999 2,970 | 6,470 | 9,600 | 12,100 | 14,530 | 16,830 | 19,130 | 21,430 | 23,730 | 26,030 | 27,980 | 29,280
$525,000 and over | 3,140 | 6,840 | 10,170 | 12,870 | 15500 | 18,000 | 20,500 | 23,000 | 25,500 | 28,000 | 30,150 | 31,650
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 - {$20,000 - |$30,000 - |$40,000 - | $50,000 - | $60,000 - |$70,000 - | $80,000 - | $90,000 - |$100,000 -|$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999| 460 $940 | $1,020 | $1,020 | $1,470 | $1,870 | $1,870 | $1,870 | $1,870 | 32,040 | $2,040 | $2,040
$10,000 - 19,999 940 | 1,530 | 1,610 | 2,060 | 3,060 | 3460 | 3460 | 3460 | 3640 | 3,830 | 3830 | 3,830
$20,000- 29,999 1,020 | 1,610 | 2,130 | 3,130 | 4130 | 4540 | 4540 | 4720 4920 5110| 5110 | 5110
$30,000- 39,999 1,020 | 2,060 | 3,130 | 4,130 | 5130 | 5540 | 5720 | 5920 6120 6310| 6310 | 6310
$40,000- 59,999 1,870 | 3,460 | 4,540 | 5540 | 6690 | 7200 | 7490 | 7690 | 7,890 | 8080 | 8080 | 8,080
$60,000- 79,999| 1,870 | 3460 | 469 | 5890 | 7090 | 7690 | 7,80 | 8000 | 8290 | 8480 | 9,260 | 10,060
$80,000- 99,999 2,020 | 3810 | 509 | 6290 | 749 | 8090 | 8290 | 849 | 9,470 | 10460 | 11,260 | 12,060
$100,000 - 124,999 2,040 | 3,830 | 5110 | 6310 | 7,510 | 8430 | 9430 | 10,430 | 11,430 | 12,420 | 13,520 | 14,620
$125,000-149,999| 2,040 | 3,830 | 5110 | 7,030 | 9,030 | 10430 | 11,430 | 12,580 | 13,880 | 15,170 | 16,270 | 17,370
$150,000 - 174,999 2,360 | 4,950 | 7,030 | 9,030 | 11,080 | 12,730 | 14,030 | 15,330 | 16,630 | 17,920 | 19,020 | 20,120
$175,000 - 199,999 2,720 | 58310 | 7,540 | 9,840 | 12,140 | 13,840 | 15,140 | 16,440 | 17,740 | 19,080 | 20,130 | 21,230
$200,000 - 249,999| 2,970 | 5860 | 8,240 | 10,540 | 12,840 | 14,540 | 15,840 | 17,140 | 18,440 | 19,730 | 20,830 | 21,930
$250,000 - 399,999 2,970 | 5860 | 8,240 | 10,540 | 12,840 | 14,540 | 15,840 | 17,140 | 18,440 | 19,730 | 20,830 | 21,930
$400,000 - 449,999| 2,970 | 5860 | 8,240 | 10,540 | 12,840 | 14,540 | 15,840 | 17,140 | 18,450 | 19,940 | 21,240 | 22,540
$450,000 andover | 3,140 | 6,230 | 8,810 | 11,310 | 13,810 | 15,710 | 17,210 | 18,710 | 20,210 | 21,700 | 23,000 | 24,300
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | g0- [$10,000 -[$20,000 - |$30,000 - | $40,000 - | $50,000 - | $60,000 - {$70,000 - | $80,000 - | $90,000 - |$100,000 -{$110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $830 $930 | $1,020 | $1,020 | $1,020 | $1,480 | $1,870 | $1,870 | $1,930 | $2,040 | $2,040
$10,000 - 19,999 830 | 1,920 | 2,130 | 2220 2220| 2680 | 3680 | 4070 | 4,130 | 4,330 | 4440 | 4,440
$20,000 - 29,999 930 | 2,130 | 2,350 | 2430 | 2900 | 3900 | 4900 | 5340 | 5540 | 5740 | 5850 | 5,850
$30,000- 39,999 1,020 | 2220 | 2430 | 290 | 398 | 4980 | 6040 | 6630 | 6830 7030 | 7140 | 7.140
$40,000- 59,999 1,020 | 2530 | 3750 | 4,830 | 5860 | 7,080 | 8260 | 8850 | 9050 | 9250 | 9360 | 9,360
$60,000- 79,999 1,870 | 4070 | 5310 | 6600 | 7,800 | 9,000 | 10,200 | 10,780 | 10,980 | 11,180 | 11,580 | 12,380
$80,000- 99,999 1,900 | 4300 | 5710 | 7,000 | 8200 | 9400 10600 | 11,180 | 11,670 | 12,670 | 13,580 | 14,380
$100,000 - 124,999 2,040 | 4,440 | 5850 | 7,140 | 8340 | 9,540 | 11,360 | 12,750 | 13,750 | 14,750 | 15,770 | 16,870
$125,000 - 149,999 2,040 | 4,440 | 5850 | 7,360 | 9,360 | 11,360 | 13,360 | 14,750 | 16,010 | 17,310 | 18520 | 19,620
$150,000 - 174,999 2,040 | 5060 | 7,280 | 9,360 | 11,360 | 13,480 | 15,780 | 17,460 | 18,760 | 20,060 | 21,270 | 22,370
$175,000-199,999| 2,720 | 5920 | 8,130 | 10,480 | 12,780 | 15080 | 17,380 | 19,070 | 20,370 | 21,670 | 22,880 | 23,980
$200,000 - 249,999| 2,970 | 6470 | 8990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$250,000 - 349,999| 2,970 | 6470 | 8,990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,770 | 24,870
$350,000 - 449,999| 2,970 | 6,470 | 8,990 | 11,370 | 13,670 | 15970 | 18,270 | 19,960 | 21,260 | 22,560 | 23,900 | 25,200
$450,000 and over | 3,140 | 6,840 | 9,560 | 12,140 | 14,640 | 17,140 | 19,640 | 21,530 | 23,030 | 24,530 | 25940 | 27,240




New Health Insurance Marketplace Coverage
Form Approved

Options and Your Health Coverage OMB No. 1210-0149
(expires 5-31-2020)

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 | 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 monthly premium, or a reduction in certain cost—sharing if your employer does
not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you (and not any other members 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 | Get More Information?

For more information about your coverage offered by your employer, please check your summary plan description or
contact

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 meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered
by the planis no less than 60 percent of 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 complete 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)

5. Employer address 6. Employer phone number

7. City 8. State 9. ZIP code

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

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

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

O All employees. Eligible employees are:

O Some employees. Eligible employees are:

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

O We do not offer coverage.

O 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 out if you can get a tax credit to lower your
monthly premiums.



The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for
employers, but will help ensure employees understand their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

O Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the

employee eligible for coverage? (mm/dd/yyyy) (Continue)
O No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard>?
|:| Yes (Go to question 15) |:| No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [ |Weekly [ ]| Every 2 weeks [ ] Twice a month [ IMonthly [ ]Quarterly [ ] Yearly

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

16. What change will the employer make for the new plan year?
O Employer won't offer health coverage
O Employer will start offering health coverage to employees or change the premium for the lowest-cost plan

available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often? [ | Weekly [ ] Every 2 weeks [ ] Twice a month [ ]Monthly [ ]Quarterly [ ] Yearly

< An employer—sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by
the plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)



ATTACHMENT 1

Acknowledgement of drug and alcohol contraband policy receipt

| hereby acknowledge that | have been provided a copy of the AMERICAN PIPING
INSPECTION, INC. drug/alcohol policy requirements. | understand that disciplinary action up
to and including termination, will result if | violate this policy.

| also hereby authorize and consent to disclosure by AMERICAN PIPING INSPECTION, INC.
and its agents, including, but not limited to, any collecting and testing agencies, of the drug
and alcohol test results and any related information to customers of AMERICAN PIPING
INSPECTION, INC. and its authorized agents, assigns, or representatives.

Employee Signature Date

Employee Name (Typed or Printed) Employee D @ digit identifier)

*** This_consent form is for release of NON-DOT tests. Please follow DOT regulations if you choose to submit DOT
test results in place of non-dot in order to meet the requirements of a specific client***

©National Compliance Management Service (NCMS): NCMS Model - Revised June 2021 15



Employee Handbook Acknowledgment and Receipt

I have received my copy of the Employee Handbook.

The employee handbook describes important information about American Piping Inspection, Inc. and |
understand that | should consult my manager or Human Resources regarding any questions not answered in the
handbook. | have entered into my employment relationship with American Piping Inspection, Inc. voluntarily
and acknowledge that there is no specified length of employment. Accordingly, either J or American Piping
Inspection, Inc. can terminate the relationship at will, with or without cause, at any time, so long as there is not

violation of applicable federal or state law.

I understand and agree that, other than the president of company, no manager, supervisor or representative of
American Piping Inspection, Inc. has any authority to enter into any agreement foremployment other than at

will; only the president of the company has the authority to make any such agreement and then only inwriting
signed by the presidentof American Piping Inspection, Inc..

This handbook and the policies and procedures contained herein supersede any and all prior practices, oral or
written representations, or statements regarding the terms and conditions of my employment with American
Piping Inspection, Inc.. By distributing this handbook, the company expressly revokes any and all previous
policies and procedures that are inconsistent with those contained herein.

I understand that, except for employment-at-will status, any and all policies and practices may be changed at
any time by American Piping Inspection, Inc. and the company reserves the right to change my hours, wages
and working conditions at any time. AH such changes will be communicated through official notices, and |
understand that revised information may supersede, modify, or eliminate existing policies. Only the president of
American Piping Inspection, Inc. has the ability to adopt any revisions to the policies in this handbook.

I understand and agree that nothing in the Employee Handbook. creates, or is intended to create, a
promise or representation of continued employment and that employment at American Piping Inspection,
Inc. is employment at will, which may be terminated at the will of either American Piping Inspection,
Inc., or myself. Furthermore, | acknowledge that this handbook is neither a contract of employment nor a
legal document. | understand and agree that employment and compensation may be terminated with or
without cause and with or without notice atany time by American Piping Inspection, Inc.,or myself.

I have received the handbook, and | understand that it is my responsibility to read and comply with the policies
contained in this handbook and any revisions made to it.

=l

Employee's Signature

Employee's Name (Print), Last 4 of SSN and Date

EMPLOYER COPY - PLEASE RETURN


HR
Sticky Note

BLEWIS
Sticky Note
Signature Required: Use Fill & Sign tool to create and insert signature.



Attachlnent A: Procedures for Seeking Medical
Treatment:

Anlerican Piping Inspection, Inc. - A1l Locations

In the event of a work-related injury requiring more than first aid, these procedures MUST be

followed:

IN ALL INSTANCES:

The employee is to contact his/her supervisor/manager immediately after the injury. Ifthe
manager is unavailable, the employee should contact either David Alcorn (918-691-8894) or
Kelsey Carter .After first contact with David and/or Kelsey, a decision will be made
between Safety Compliance and the injured employee if contact with API's Medical Case
Management Provider (AXIOM Medical) is necessary. Axiom offers injury case
management 24 hours a day/7 days a week/365 days a year that is administered by their
in-house, medically licensed professionals.

All required paperwork must be completed within 24 hours (See APl1's Safety Policy for
Accident Repoliing and Investigation Procedures).

Failure to follow these procedures or use the preferred medical providers may result n
disciplinary action, up to and including termination or employment, or denial of some or

all ofa worker's compensation claim.

ALL JOB SITES:

Ifthe injury is not life threatening, contact your supervisor immediately after the injury.
Ifthe injury is life threatening, contact 911. ¥f an client property (v, follow their
procedures to ensure emergency response personnel will be able to access the client's
site.

Post-accident drug and alcohol screens arc time sensitive should be performed any time
there is a reasonable possibility that the employee could have contributed to the reported
injury or illness. This decision should be discussed between the supervisor and safety and
compliance immediately following the incident to ensure this is completed in a timely

fashion. Please ensure this is done!



Attachment B: Employee Acknowledgement

Procedures for Seeking Medical Treatment for
American Piping Inspection, Inc. — All Locations

** By my signature below, [ acknowledge that:

1.

(VS

I have received and read the Procedures for Seeking Medical Treatment and 1 have been
given the opportunity to ask questions. [ have received clarification of any questions, if
any, | had regarding the Procedure and understand the contents. I also agree to abide by
the provisions in the procedure and any supplements to the guide 1 am provided (if
applicable).

I have been trained for my job. 1 fully understand the physical requirements of my job. 1
have received training in and do understand the importance of working safely.

I have been informed and do fully understand that any injury claimed by me while on the
job must be documented. [ understand that unless an Injury Report is completed
immediately and signed by me, the company will doubt the validity of the injury. Every
injury occurring on the job, regardless of it severity, must be documented.

I have been informed and 1 understand that failure to follow these procedures or use the
preferred medical providers may result in disciplinary action, up to and including

termination of employment, or denial of some or all of a worker’s compensation claim.

Name (Please Print): Signature:

Date:



api1
Pencil

api1
Pencil

api1
Pencil


=%

)

INSpection py,

NON-DESTRUCTIVE TESTING AND INSPECTION

17110 East Pine Street, Tulsa, OK 74116 Ph: (918) 234-6300 Fax: (918) 234-6301

Vehicle Usage

American Piping Inspection, Inc. vehicles are to be used for the express
purpose of company business. Any personal use of American Piping
Inspection vehicles or equipment approved or otherwise, that results in
damage to said vehicles or equipment will result in the full amount being
deducted from the responsible party's paycheck.

®l

Employee Signature Date


HR
Sticky Note

BLEWIS
Sticky Note
Signature Required: Use Fill & Sign tool to create and insert signature.



Para informacién en espafiol, visite www.consumerfinance.qov/learnmore
o escribe al Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC 20552.

A Summary of Your Rights Under the Fair Credit Reporting Act

The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, fairness, and privacy of information in the files of consumer
reporting agencies. There are many types of consumer reporting agencies, including credit bureaus and specialty agencies (such as
agencies that sell information about check writing histories, medical records, and rental history records). Here is a summary of your
major rights under the FCRA. For more information, including information about additional rights, go to
www.consumerfinance.gov/learnmore or write to: Consumer Financial Protection Bureau, 1700 G Street N.W., Washington, DC
20552.

You must be told if information in your file has been used against you. Anyone who uses a credit report or another type of
consumer report to deny your application for credit, insurance, or employment — or to take another adverse action against you
— must tell you, and must give you the name, address, and phone number of the agency that provided the information.

*  You have the right to know what is in your file. You may request and obtain all the information about you in the files of a
consumer reporting agency (your “file disclosure”). You will be required to provide proper identification, which may include
your Social Security number. In many cases, the disclosure will be free. You are entitled to a free file disclosure if:

o aperson has taken adverse action against you because of information in your credit report;
o you are the victim of identity theft and place a fraud alert in your file;
o your file contains inaccurate information as a result of fraud;
o you are on public assistance;
o  you are unemployed but expect to apply for employment within 60 days.
in addition, all consumers are entitled to one free disclosure every 12 months upon request from each nationwide credit

bureau and from nationwide specialty consumer reporting agencies. See www.consumerfinance.gov/learnmore for additional
information.

You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness based on
information from credit bureaus. You may request a credit score from consumer reporting agencies that create scores or

distribute scores used in residential real property loans, but you will have to pay for it. In some mortgage transactions, you will
receive credit score information for free from the mortgage lender.

*  You have the right to dispute incomplete or inaccurate information. if you identify information in your file that is incomplete
or inaccurate, and report it to the consumer reporting agency, the agency must investigate unless your dispute is frivolous. See
www consumerfinance.gov/learnmore for an explanation of dispute procedures.

Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable information. Inaccurate,
incomplete or unverifiable information must be removed or corrected, usually within 30 days. However, a consumer reporting
agency may continue to report information it has verified as accurate.

Consumer reporting agencies may not report outdated negative information. In most cases, a consumer reporting agency
may not report negative information that is more than seven years old, or bankruptcies that are more than 10 years old.

Access to your file is limited. A consumer reporting agency may provide information about you only to people with a valid

need -- usually to consider an application with a creditor, insurer, employer, landlord, or other business. The FCRA specifies
those with a valid need for access.

You must give your consent for reports to be provided to employers. A consumer reporting agency may not give out
information about you to your employer, or a potential employer, without your written consent given to the employer. Written
consent generally is not required in the trucking industry. For more information, go to www.consurmerfinance.gov/learnmore.

You may limit “prescreened” offers of credit and insurance you get based on information in your credit report. Unsolicited
“prescreened” offers for credit and insurance must include a toll-free phone number you can call if you choose to remove your

name and address from the lists these offers are based on. You may opt out with the nationwide credit bureaus at 1-888-5-
OPTOUT (1-888-567-8688).

*  The following FCRA right applies with respect to nationwide consumer reporting agencies:
CONSUMERS HAVE THE RIGHT TO OBTAIN A SECURITY FREEZE

You have a right to place a "security freeze" on your credit report, which will prohibit a consumer reporting agency from
releasing information in your credit report without your express authorization. The security freeze is designed to prevent
credit, loans, and services from being approved in your name without your consent. However, you should be aware that using
a security freeze to take control over who gets access to the personal and financial information in your credit report may delay,

interfere with, or prohibit the timely approval of any subsequent request or application you make regarding a new loan, credit,
mortgage, or any other account involving the extension of credit.



As an alternative to a security freeze, you have the right to place an initial or extended fraud alert on your credit file at no cost,
An initial fraud alert is a 1-year alert that is placed on a consumer's credit file. Upon seeing a fraud alert display on a
consumer's credit file, a business is required to take steps to verify the consumer's identity before extending new credit. if you
are a victim of identity theft, you are entitled to an extended fraud alert, which is a fraud alert lasting 7 years.

A security freeze does not apply to a person or entity, or its affiliates, or collection agencies acting on behalf of the person or
entity, with which you have an existing account that requests information in your credit report for the purposes of reviewing or
collecting the account. Reviewing the account includes activities related to account maintenance, monitoring, credit line
increases, and account upgrades and enhancements.

You may seek damages from violators. If a consumer reporting agency, or, in some cases, a user of consumer reports or a
furnisher of information to a consumer reporting agency violates the FCRA, you may be able to sue in state or federal court.

= |dentity theft victims and active duty military personnel have additional rights. For more information, visit
www.consumerfinance.gov/learnmore.

States may enforce the FCRA, and many states have their own consumer reporting laws. in some cases, you may have more rights under state

law. For more information, contact your state or local consumer protection agency or your state Attorney General. For information about your
federal rights, contact:

TYPE OF BUSINESS:
1.a. Banks, savings associations, and credit unions with total assets of
over $10 billion and their affiliates:

CONTACT:
a. Consumer Financial Protection Bureau
1700 G. Street N.W., Washington, DC 20552

b. Such affiliates that are not banks, saving associations, or credit
unions also should list, in addition to the CFPB:

b. Federal Trade Commission:
Consumer Response Center - FCRA
Washington, DC 20580

(877) 382-4357

a. Office of the Comptroller of the Currency

2. To the extent not include in item 1 above:

a. National banks, federal savings associations, and federal branches
and federal agencies of foreign banks:

b. State member banks, branches and agencies of foreign banks {(other
than federal branches, federal agencies, and insured state branches of
foreign banks), commercial lending companies owned or controlled by
foreign banks, and organizations operating under section 25 or 25 A of
the Federal Reserve Act:

¢. Nonmember Insured Banks, Insured State Branches of Foreign
Banks, and insured state savings associations:

d. Federal Credit Unions:

Customer Assistance Group
1301 McKinney Street, Suite 3450, Houston, TX 77010-9050

b. Federal Reserve Consumer Help Center
P.0. Box 1200
Minneapolis, MN 55480

c. FDIC Consumer Response Center
1100 Walnut Street, Box #11
Kansas City, MO 64106

d. National Credit Union Administration

Office of Consumer Protection (OCP)

Division of Consumer Compliance and Outreach (DCCO),
1775 Duke Street, Alexandria, VA 22314

3. Air carriers:

Asst. General Counsel for Aviation Enforcement & Proceedings,
Aviation Consumer Protection Division

Department of Transportation

1200 New Jersey Avenue, S.E., Washington, DC 20530

4, Creditors Subject to Surface Transportation Board:

Office of Proceedings, Surface Transportation Board
Department of Transportation
395 E. Street, SW.,, Washington, DC 20423

5. Creditors Subject to Packers and Stockyards Act:

Nearest Packers and Stockyards Administration area supervisor

6. Small Business Investrnent Companies:

Associate Deputy Administrator for Capitol Access
United States Small Business Administration
409 Third Street, SW., 8" Floor, Washington, DC 20416

7. Brokers and Dealers:

Securities and Exchange Commission
100 F Street N.E., Washington, DC 20549

8. Federal Land Banks, Federal Land Bank Associations, Federal
Intermediate Credit Banks, and Production Credit Associations:

Farm Credit Administration
1501 Farm Credit Drive, McLean, VA 22102-5090

9. Retailers, Finance Companies, and All other Creditors Not Listed
Above

FTC Regional Office for region in which the creditor operates or Federal
Trade Commission:

Consumer Response Center — FCRA,

Washington, DC 20580

(877) 382-4357




AMERICAN PIPING INSPECTION, INC. - NRC PACKAGE

ACKNOWLEDGEMENT AND AUTHORIZATION
FOR BACKGROUND CHECK and/or CRIMINAL HISTORY CHECK

Applicant/Employee Information

Last Name: First: Middle:

Qther Names/Alias:

Present Street Address: Phone #:
City: State: Zip:
Social Security* #: Date of Birth*:

Driver's License #: State of Issue:

*This information will be used for background screening purposes only and will not be used as hiring criteria.

| acknowledge receipt of the separate documents entitled DISCLOSURE REGARDING BACKGROUND
INVESTIGATION and A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT and certify
that | have read and understand those documents. | hereby authorize the obtaining of “consumer reports” and/or
‘investigative consumer reports” by AMERICAN PIPING INSPECTION, INC. (“the Company”) at any time after
receipt of this authorization and throughout my employment or performance of services, if applicable. | agree that
these reports may be delivered to me in either written or electronic form. To this end, | hereby authorize, without
reservation, any law enforcement agency, administrator, state or federal agency, institution, school or university
(public or private), information service bureau, employer, or insurance company to furnish any and all background
information, including criminal background information, requested by PTC Assist LLC, 7 Compound Drive,
Hutchinson, Kansas 67502; 800-294-8758, www.ptcassist.com and/or the Company. | agree that a facsimile
(*fax”), electronic or photographic copy of this Authorization shall be as valid as the original.

New York applicants/employees: Upon request, you will be informed whether or not a consumer report was
requested by the Company, and if such report was requested, informed of the name and address of the consumer
reporting agency that furnished the report. You have the right to inspect and receive a copy of any investigative
consumer report requested by the Company by contacting the consumer reporting agency identified above
directly. By signing below, you acknowledge receipt of Article 23-A of the New York Correction Law.

New York City applicants/employees: You acknowledge and authorize the Company to provide any notices
required by federal, state or local law to you at the address(es) and/or email address(es) you provided to the
Company.

Washington State applicants/employees: You have the right to request from the consumer reporting agency a
written summary of your rights and remedies under the Washington Fair Credit Reporting Act.

California, Minnesota and Oklahoma applicants/employees:

D Check this box to receive a copy of any consumer report, and/or investigative consumer report (as defined by
applicable California state law) if one is obtained.

Email Address:

Signature: Date:




DISCLOSURE REGARDING BACKGROUND INVESTIGATION

AMERICAN PIPING INSPECTION, INC. (“the Company”) may obtain information about you from a
third party consumer reporting agency for employment purposes. Thus, you may be the subject of a
“consumer report” which may include information about your character, general reputation, personal
characteristics, and/or mode of living. These reports may contain information regarding your criminal
history, social security verification, motor vehicle records (“driving records™), verification of your
education or employment history, DOT drug/alcohol testing history, or other background checks.

The investigations will be conducted by PTC Assist, 7 Compound Drive, Hutchinson, Kansas 67502;
800-294-8758, www.ptcassist.com.

Name (please print):

Signature:

Date:

[End of Document]
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“INVESTIGATIVE CONSUMER REPORT”
BACKGROUND INVESTIGATION - DISCLOSURE

AMERICAN PIPING INSPECTION, INC.

(the “Company”) may request an investigative consumer report about you from a third
party consumer reporting agency, in connection with your employment or application for
employment (including volunteer assignment(s), as applicable) and throughout your
employment if you are hired or retained, as allowed by law. An “investigative consumer
report” is a background report that includes information from personal interviews (except
in California, where that term includes background reports with or without information
obtained from personal interviews). The most common form of an investigative consumer
report in connection with your employment is a reference check through personal
interviews with sources such as your former employers and associates, and other
information sources. The investigative consumer report may contain information
concerning your character, general reputation, personal characteristics, or mode of living.

You have the right, upon written request made within a reasonable time, to request from
the Company (1) whether an investigative consumer report has been obtained about you,
(2) disclosure of the nature and scope of any investigative consumer report and (3) a copy
of your report. These reports will be prepared by PTC Assist, 7 Compound Drive,
Hutchinson, KS 67502, 800-294-8758, www.ptcassist.com.

Name:

Signature:

Date:

[End of Document]
p.1ofl



	 We are now tracking GPS miles for the trucks versus the billed miles on your reader sheets each week to ensure proper billing and proper use of the trucks.
	American Piping Inspection, Inc., hereafter referred to as "The Company" is committed to maintaining a work environment that is free of discrimination. The company will not tolerate harassment of Company employees by anyone, including any supervisor, ...
	By signing below, I agree and understand that in the event I sustain an injury of any kind, or that I become ill while on the job, NO MATTER HOW SMALL, I will notify both my Supervisor and   The Safety Representative on site immediately.
	Signature of Employee: Date:
	9 Compound Drive • Hutchinson, Kansas 67502 " [800) 294-8758 • FAX (620) 665-6376

	! hereby consent to disclosure by
	Employee Signature Date

	I have received my copy of the Employee Handbook.
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