LA SALLE UNIVERSITY
OFFICE OF HUMAN RESOURCES
CONFIDENTIAL NEW HIRE DATA FORM

LASALLE
UNIVERSITY

Employee SSN Department Name Circle One: Circle One:
Full Time Part Time Faculty Staff Student
Employee Name (Last Name, First Name, Middle Initial) Prefix (Mr.,Mrs.,etc.) Suffix (Jr,Ph.D,etc.)
Main Address City State Zip Code
Permanent Address City State Zip Code
Home Phone Email Address Birthdate Sex Federal Tax Exemptions
M/ F (Copy from line 5 of W-4 Form)

Marital Status:

S / M

Phila. Resident: [Have you previously been employed by La Salle University?

YES or NO

YES

or NO

| attest, under penalty of perjury, that | am (check one of the following):
A citizen or national of the United States
A Lawful Permanent Resident
An alien authorized to work

Required by Federal Government:
Ethnicity:
B=Black H=Hispanic W=White
A=Asian / Pacific Islander
I=American Indian / Alaskan Native

EMERGENCY CONTACT INFORMATION

Name:

Address:

Relationship:

Phone Number:

Employee Signature

Date

¥ EOR HUMAN RESOURCES OFFICE USE ONL Y*****

Date Complete:




Form W-4 (2009)

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

Exemption from withholding. If you are
exempt, complete only lines 1, 2, 3, 4, and 7
and sign the form to validate it. Your exemption
for 2009 expires February 16, 2010. See

Pub. 505, Tax Withholding and Estimated Tax.

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

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

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

Head of household. Generally, you may claim
head of household filing status on your tax
return only if you are unmarried and pay more
than 50% of the costs of keeping up a home
for yourself and your dependent(s) or other
qualifying individuals. See Pub. 501,
Exemptions, Standard Deduction, and Filing
Information, for information.

Tax credits. You can take projected tax
credits into account in figuring your allowable
number of withholding allowances. Credits for
child or dependent care expenses and the
child tax credit may be claimed using the
Personal Allowances Worksheet below. See
Pub. 919, How Do | Adjust My Tax
Withholding, for information on converting
your other credits into withholding allowances.

Nonwage income. If you have a large amount
of nonwage income, such as interest or

dividends, consider making estimated tax
payments using Form 1040-ES, Estimated Tax
for Individuals. Otherwise, you may owe
additional tax. If you have pension or annuity
income, see Pub. 919 to find out if you should
adjust your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure
the total number of allowances you are entitled
to claim on all jobs using worksheets from only
one Form W-4. Your withholding usually will
be most accurate when all allowances are
claimed on the Form W-4 for the highest
paying job and zero allowances are claimed on
the others. See Pub. 919 for details.

Nonresident alien. If you are a nonresident
alien, see the Instructions for Form 8233
before completing this Form W-4.

Check your withholding. After your Form W-4
takes effect, use Pub. 919 to see how the
amount you are having withheld compares to
your projected total tax for 2009. See Pub.
919, especially if your earnings exceed
$130,000 (Single) or $180,000 (Married).

Personal Allowances Worksheet (Keep for your records.)

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

B Enter “1” if: ® You are married, have only one job, and your spouse does not work; or .. B
® Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.

C Enter “1” for your spouse. But, you may choose to enter “-0-” if you are married and have either a working spouse or

more than one job. (Entering “-0-” may help you avoid having too little tax withheld.) c

D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return D

E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) E

F Enter “1” if you have at least $1,800 of child or dependent care expenses for which you plan to claim a credit F

(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e If your total income will be less than $61,000 ($90,000 if married), enter “2” for each eligible child; thenless “1” if you have three or more eligible children.
e |f your total income will be between $61,000 and $84,000 ($90,000 and $119,000 if married), enter “1” for each eligible
child plus “1” additional if you have six or more eligible children.
H Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) » H

For accuracy,
complete all
worksheets
that apply.

e |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions
and Adjustments Worksheet on page 2.

o |f you have more than one job or are married and you and your spouse both work and the combined earnings from all jobs exceed
$40,000 ($25,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to avoid having too little tax withheld.

® |f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

Form W'4

Department of the Treasury
Internal Revenue Service

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

Employee’s Withholding Allowance Certificate

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

OMB No. 1545-0074

2009

1 Type or print your first name and middle initial. Last name 2 Your social security number
Home address (number and street or rural route) 3 D Single D Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. P |:|
5 Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6 Additional amount, if any, you want withheld from each paycheck 6|9

7 | claim exemption from withholding for 2009, and | certify that | meet both of the foIIowmg condmons for exemptlon
® | ast year | had a right to a refund of all federal income tax withheld because | had no tax liability and
® This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

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

> [7]

Under penalties of perjury, | declare that | have examined this certificate and to the best of my knowledge and bellef it is true, correct, and complete.

Employee’s signature
(Form is not valid unless you sign it.) »

Date »

8  Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional)

10 Employer identification number (EIN)

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

Cat. No. 10220Q

Form W-4 (2009)



Form W-4 (2009)

Page 2

Deductions and Adjustments Worksheet

1 Enter an estimate of your 2009 itemized deductions. These include qualifying home mortgage interest,
charitable contributions, state and local taxes, medical expenses in excess of 7.5% of your income, and
miscellaneous deductions. (For 2009, you may have to reduce your itemized deductions if your income
is over $166,800 ($83,400 if married filing separately). See Worksheet 2 in Pub. 919 for details.) . . 1 $

$11,400 if married filing jointly or qualifying widow(er)

$ 8,350 if head of household

$ 5,700 if single or married filing separately

Subtract line 2 from line 1. If zero or less, enter “-0-" .

Enter an estimate of your 2009 adjustments to income and any addltlonal standard deduct|on (Pub 919)

Add lines 3 and 4 and enter the total. (Include any amount for credits from Worksheet 8 in Pub. 919 )
Enter an estimate of your 2009 nonwage income (such as dividends or interest)

Subtract line 6 from line 5. If zero or less, enter “-0-"

Divide the amount on line 7 by $3,500 and enter the result here Drop any fractron

Enter the number from the Personal Allowances Worksheet, line H, page 1

Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10

N
&+

2 Enter:

©C O O ~NO O A~
© 00N OhAW
&h A || R |P

-

Note. Use this worksheet only if you plan to itemize deductions, claim certain credits, adjustments to income, or an additional standard deduction

Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)

Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $50,000 or less, do not enter more
than “3.” . . . . L L L Lo e e e 2

3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . . . Lo 3
Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4—9 below to calculate the additional
withholding amount necessary to avoid a year-end tax bill.

4 Enter the number from line 2 of this worksheet . . . . . . . . . 4
5 Enter the number from line 1 of this worksheet . . . . . . . . . 5
6 Subtract line 5 from line 4 . . P 6
7 Find the amount in Table 2 below that applres to the HIGHEST paying |ob and enter it here . 7 $
8 Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed . . g $
9 Divide line 8 by the number of pay periods remaining in 2009. For example, divide by 26 if you are paid
every two weeks and you complete this form in December 2008. Enter the result here and on Form W-4,
line 6, page 1. This is the additional amount to be withheld from each paycheck . . . . . . . . 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST Enter on If wages from LOWEST Enter on If wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above paying job are— line 2 above J paying job are— line 7 above| paying job are— line 7 above
$0 - $4,500 0 $0 - $6,000 0 $0 - $65,000 $550 $0 - $35,000 $550
4,501 - 9,000 1 6,001 - 12,000 1 65,001 - 120,000 910 35,001 - 90,000 910
9,001 - 18,000 2 12,001 - 19,000 2 120,001 - 185,000 1,020 90,001 - 165,000 1,020
18,001 - 22,000 3 19,001 - 26,000 3 185,001 - 330,000 1,200 165,001 - 370,000 1,200
22,001 - 26,000 4 26,001 - 35,000 4 330,001 and over 1,280 370,001 and over 1,280
26,001 - 32,000 5 35,001 - 50,000 5
32,001 - 38,000 6 50,001 - 65,000 6
38,001 - 46,000 7 65,001 - 80,000 7
46,001 - 55,000 8 80,001 - 90,000 8
55,001 - 60,000 9 90,001 - 120,000 9
60,001 - 65,000 10 120,001 and over 10
65,001 - 75,000 11
75,001 - 95,000 12
95,001 - 105,000 13
105,001 - 120,000 14
120,001 and over 15

Privacy Act and Paperwork Reduction Act Notice. We ask for the information on You are not required to provide the information requested on a form that is

this form to carry out the Internal Revenue laws of the United States. The Internal
Revenue Code requires this information under sections 3402(f)(2)(A) and 6109 and
their regulations. Failure to provide a properly completed form will result in your
being treated as a single person who claims no withholding allowances; providing
fraudulent information may also 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 using it 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.

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.



REV-420 AS (10-99)(I)

( EMPLOYEE'S STATEMENT
50 OF NONRESIDENCE IN
COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF REVENUE PENNSYLVANIA AND
BUREAU OF BUSINESS TRUST FUND TAXES AUTHORIZATION TO WITHHOLD

DEPT. 280904
HARRISBURG, PA 17128-0904 OTHER STATE’S INCOME TAX PLEASE PRINT OR TYPE

Employer Instructions: You must keep a copy of this form on file for each employee who claims exemption from withholding of Pennsylvania
Personal Income Tax on compensation received in Pennsylvania and who authorizes withholding of income tax for another state for remit-
tance to that state. Send the bottom portion of this form to the PA Department of Revenue, Bureau of Business Trust Fund Taxes, Dept.
280904, Harrisburg, PA 17128-0904. Photocopies of this form are acceptable. Unless the state of residence changes, it is not necessary to
refile this statement each year.

Employee Instructions: You must complete both portions of this form to claim an exemption from withholding of Pennsylvania Personal
Income Tax and to authorize withholding of your state’s income tax. Only residents of the states listed on this form are eligible for exemption
of withholding from Pennsylvania since they are the only states with which there is a reciprocal agreement. If you change your residence
from the state specified on this form, you must notify your employer and complete a new form within 10 days of that change of residence.

CUT HERE -

EMPLOYER COPY (EMPLOYEE COMPLETES INFORMATION BELOW AND SIGNS)

Employee name: First, Middle Initial, Last Social Security Number

Home Address

City State Zip Code

I hereby declare that, under penalties of perjury, | am a resident of the state checked below:

0 INDIANA O MARYLAND O oHIo O NEWwW JERSEY O VIRGINIA O WEST VIRGINIA

and that pursuant to the reciprocal agreement between those states, | claim an exemption from withholding of Pennsylvania Personal Income Tax
and authorize my employer to withhold income tax for my resident state on compensation paid to me in the Commonwealth of Pennsylvania

Employee’s Signature Date
(EMPLOYER COMPLETES INFORMATION BELOW)
Employer Name: Federal Employer Identification Number (EIN)
Business Address Telephone Number
City State Zip Code
[] cuTHERE .

COPY TO BE SENT TO THE COMMONWEALTH OF PENNSYLVANIA

(EMPLOYEE COMPLETES INFORMATION BELOW AND SIGNS)

Employee name: First, Middle Initial, Last Social Security Number

Home Address

City State Zip Code

| hereby declare that, under penalties of perjury, | am a resident of the state checked below:

O INDIANA O MARYLAND O oHIo O NEW JERSEY O VIRGINIA O WEST VIRGINIA

and that pursuant to the reciprocal agreement between those states, | claim an exemption from withholding of Pennsylvania Personal Income Tax
and authorize my employer to withhold income tax for my resident state on compensation paid to me in the Commonwealth of Pennsylvania

Employee’s Signature Date

(EMPLOYER COMPLETES INFORMATION BELOW)
Employer Name: Federal Employer Identification Number (EIN)
Business Address Telephone Number

City State Zip Code




Certificate of Residency

Complete ONLY the section which applies to you.

l. City Residents (inside of Philadelphia):

I hereby certify that I live in the City of Philadelphia. My permanent address is as follows:

Name: ID#:

Address:

City: State: Zip:

Phone Number:

| further realize that while in the employ of the University, | am responsible for notifying the Payroll
Office immediately if my residency changes.

Signature Date

1. Non-City Residents (outside of Philadelphia):

I hereby certify that my permanent address is not within the boundaries of the City of Philadelphia. My
permanent address is as follows:

Name: ID #

Address:

City: State: ZIP:

Phone Number

| further realize that while in the employ of the University, | am responsible for notifying the
Payroll Office immediately if my residency changes.

Signature Date

THIS IS A CHANGE OF ADDRESS.

CITY OF PHILADELPHIA TAX INFORMATION

Employees and non-employees receiving wages and/or payments for services from LaSalle University should be aware that the
City of Philadelphia taxes payments for services performed in the City by residents and nonresidents. On amounts received for
services performed in the City, resident and nonresident employees are subject to City wage tax and nonresident independent
contractors are subject to the City’s net profits tax. Additionally, independent contractors are subject to the City’s Business
Privilege Tax (BPT) on receipts from services performed in the City.

For specific information go to: http://www.phila.gov/Revenue/index.html

NOTE: This information is provided as a courtesy and is not intended to be, and should not be construed as, tax advice. Please
consult your tax advisor for the appropriate treatment of payments from LaSalle University.



LASALLE
UNIVERSITY

DIRECT DEPOSIT AUTHORIZATION FORM

New Enrollment Change Termination*
*Please note: terminations of enrollment may only be processed on a temporary basis. Please consult with a Payroll Representative.

Employee Name:

Social Security Number: La Salle I.D.:

BANK INFORMATION

Please provide information for at least one bank. Deposits may be made to multiple banks not to exceed 100% of your net pay. Whenever
possible, please attach a copy of a blank voided check to the form. Additional forms may be used. Generally, it takes a complete pay cycle
for Direct Deposit to activate.

1. Bank Name: Account Number:

ABA Routing / Transit Number (9 digits):

Account Type (Circle One): Checking / Savings $ Amount / Percentage of Pay

2. Bank Name: Account Number:

ABA Routing / Transit Number (9 digits):

Account Type (Circle One): Checking / Savings $ Amount / Percentage of Pay

3. Bank Name: Account Number:

ABA Routing / Transit Number (9 digits):

Account Type (Circle One): Checking / Savings $ Amount / Percentage of Pay

AUTHORIZATION / RESPONSIBILITY

I hereby authorize La Salle University to initiate credit entries to my account(s) at the financial institution(s) indicated above.
Charges to the same account(s) will only be made to reverse any credit amounts posted erroneously. This authorization is to remain in effect
until La Salle University has received written notification from me of its termination in such time and manner as to afford LaSalle a
reasonable opportunity to act on it.

I understand that La Salle University cannot guarantee that my funds will be in my account at the “Opening of Business” on
payday. It is my responsibility to check with my bank(s) regarding their policy on this matter. It is also my responsibility to give the Payroll
Department at least 30 days notice regarding any changes to the account to which my pay is automatically deposited so that the appropriate
changes can be processed. If | do not give advanced notice regarding any changes and my funds are deposited to the wrong account, it is my
responsibility, not the University’s, to correct the problem with my bank.

Employee Signature: Date:

White Copy — Payroll Department Yellow Copy - Employee



Department of Homeland Security
U.S. Citizenship and Immigration Services

OMB No. 1615-0047; Expires 06/30/08
Form I-9, Employment

Eligibility Verification

Instructions
Please read all instructions carefully before completing this form.

Anti-Discrimination Notice. It is illegal to discriminate against
any individual (other than an alien not authorized to work in the
U.S.) in hiring, discharging, or recruiting or referring for a fee
because of that individual's national origin or citizenship status. It
is illegal to discriminate against work eligible individuals.
Employers CANNOT specity which document(s) they will accept
from an employee. The refusal to hire an individual because the
documents presented have a future expiration date may also
constitute illegal discrimination.

What Is the Purpose of This Form?

The purpose of this form is to document that each new
employee (both citizen and non-citizen) hired after November
6, 1986 is authorized to work in the United States.

When Should the Form I-9 Be Used?

All employees, citizens and noncitizens, hired after November
6, 1986 and working in the United States must complete a
Form I-9.

Filling Out the Form I-9

Section 1, Employee: This part of the form must be
completed at the time of hire, which is the actual beginning of
employment. Providing the Social Security number is
voluntary, except for employees hired by employers
participating in the USCIS Electronic Employment Eligibility
Verification Program (E-Verify). The employer is
responsible for ensuring that Section 1 is timely and
properly completed.

Preparer/Translator Certification. The Preparer/Translator
Certification must be completed if Section 1 is prepared by a
person other than the employee. A preparer/translator may be
used only when the employee is unable to complete Section 1
on his/her own. However, the employee must still sign
Section 1 personally.

Section 2, Employer: For the purpose of completing this
form, the term "employer" means all employers including
those recruiters and referrers for a fee who are agricultural
associations, agricultural employers or farm labor contractors.

Employers must complete Section 2 by examining evidence
of identity and employment eligibility within three (3)
business days of the date employment begins. If employees
are authorized to work, but are unable to present the required

document(s) within three business days, they must present a
receipt for the application of the document(s) within three
business days and the actual document(s) within ninety (90)
days. However, if employers hire individuals for a duration of
less than three business days, Section 2 must be completed at
the time employment begins. Employers must record:

1. Document title;

Issuing authority;

Document number;
Expiration date, if any; and
The date employment begins.

U Sl A

Employers must sign and date the certification. Employees
must present original documents. Employers may, but are not
required to, photocopy the document(s) presented. These
photocopies may only be used for the verification process and
must be retained with the Form 1-9. However, employers are
still responsible for completing and retaining the Form I-9.

Section 3, Updating and Reverification: Employers must
complete Section 3 when updating and/or reverifying the Form
[-9. Employers must reverify employment eligibility of their
employees on or before the expiration date recorded in Section
1. Employers CANNOT specify which document(s) they will
accept from an employee.

A. If an employee's name has changed at the time this
form is being updated/reverified, complete Block A.

B. If an employee is rehired within three (3) years of the
date this form was originally completed and the
employee is still eligible to be employed on the same
basis as previously indicated on this form (updating),
complete Block B and the signature block.

C. If an employee is rehired within three (3) years of the
date this form was originally completed and the
employee's work authorization has expired or if a
current employee's work authorization is about to
expire (reverification), complete Block B and:

1. Examine any document that reflects that the
employee is authorized to work in the U.S. (see
List A or C);

2. Record the document title, document number and
expiration date (if any) in Block C, and

3. Complete the signature block.

Form I-9 (Rev. 06/05/07) N



What Is the Filing Fee?

There is no associated filing fee for completing the Form I1-9.
This form is not filed with USCIS or any government agency.
The Form I-9 must be retained by the employer and made
available for inspection by U.S. Government officials as
specified in the Privacy Act Notice below.

USCIS Forms and Information

To order USCIS forms, call our toll-free number at 1-800-870-
3676. Individuals can also get USCIS forms and information
on immigration laws, regulations and procedures by
telephoning our National Customer Service Center at 1-800-
375-5283 or visiting our internet website at www.uscis.gov.

Photocopying and Retaining the Form I-9

A blank Form I-9 may be reproduced, provided both sides are
copied. The Instructions must be available to all employees
completing this form. Employers must retain completed Forms
I-9 for three (3) years after the date of hire or one (1) year
after the date employment ends, whichever is later.

The Form I-9 may be signed and retained electronically, as
authorized in Department of Homeland Security regulations
at 8 CFR § 274a.2.

Privacy Act Notice

The authority for collecting this information is the
Immigration Reform and Control Act of 1986, Pub. L. 99-603
(8 USC 1324a).

This information is for employers to verify the eligibility of
individuals for employment to preclude the unlawful hiring, or
recruiting or referring for a fee, of aliens who are not
authorized to work in the United States.

This information will be used by employers as a record of
their basis for determining eligibility of an employee to work
in the United States. The form will be kept by the employer
and made available for inspection by officials of U.S.
Immigration and Customs Enforcement, Department of Labor
and Office of Special Counsel for Immigration Related Unfair
Employment Practices.

Submission of the information required in this form is
voluntary. However, an individual may not begin employment
unless this form is completed, since employers are subject to
civil or criminal penalties if they do not comply with the
Immigration Reform and Control Act of 1986.

Paperwork Reduction Act

We try to create forms and instructions that are accurate, can
be easily understood and which impose the least possible
burden on you to provide us with information. Often this is
difficult because some immigration laws are very complex.
Accordingly, the reporting burden for this collection of
information is computed as follows: 1) learning about this
form, and completing the form, 9 minutes; 2) assembling and
filing (recordkeeping) the form, 3 minutes, for an average of
12 minutes per response. If you have comments regarding the
accuracy of this burden estimate, or suggestions for making
this form simpler, you can write to: U.S. Citizenship and
Immigration Services, Regulatory Management Division, 111
Massachusetts Avenue, N.W., 3rd Floor, Suite 3008,
Washington, DC 20529. OMB No. 1615-0047.

EMPLOYERS MUST RETAIN COMPLETED FORM I-9

Form I-9 (Rev. 06/05/07) N Page 2

PLEASE DO NOT MAIL COMPLETED FORM I-9 TO ICE OR USCIS




OMB No. 1615-0047; Expires 06/30/08
Department of Homeland Security Form I-9, Employment

U.S. Citizenship and Immigration Services Eligibility Verification
e 1

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

ANTI-DISCRIMINATION NOTICE: Itis illegal to discriminate against work eligible individuals. Employers CANNOT
specify which document(s) they will accept from an employee. The refusal to hire an individual because the documents have a
future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification. To be completed and signed by employee at the time employment begins.

Print Name: Last First Middle Initial Maiden Name
Address (Street Name and Number) Apt. # Date of Birth (month/day/year)
City State Zip Code Social Security #

. I attest, under penalty of perjury, that I am (check one of the following):
I'am aware that federal law provides for |:| A citizen or national of the United States

imprisonment and/or fines for false statements or [[] Alawful permanent resident (Alien #) A
use of false documents in connection with the [[] An alien authorized to work until
completion of this form.

(Alien # or Admission #)
Employee's Signature Date (month/day/year)

Preparer and/or Translator Certification. (7o be completed and signed if Section 1 is prepared by a person other than the employee.) I attest, under
penalty of perjury, that I have assisted in the completion of this form and that to the best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification. To be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number and
expiration date, if any, of the document(s).

List A OR List B AND List C

Document title:

Issuing authority:

Document #:

Expiration Date (if any):

Document #:

Expiration Date (if any):

CERTIFICATION - I attest, under penalty of perjury, that I have examined the document(s) presented by the above-named employee, that
the above-listed document(s) appear to be genuine and to relate to the employee named, that the employee began employment on

(month/day/year) and that to the best of my knowledge the employee is eligible to work in the United States. (State
employment agencies may omit the date the employee began employment.)

Signature of Employer or Authorized Representative Print Name Title
Business or Organization Name and Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)
LaSalle University 1900 W. Olney Avenue Philadelphia, PA 19141

Section 3. Updating and Reverification. To be completed and signed by employer.
A. New Name (if applicable) B. Date of Rehire (month/day/year) (if applicable)

C. If employee's previous grant of work authorization has expired, provide the information below for the document that establishes current employment eligibility.

Document Title: Document #: Expiration Date (if any):

1 attest, under penalty of perjury, that to the best of my knowledge, this employee is eligible to work in the United States, and if the employee presented
document(s), the document(s) 1 have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative Date (month/day/year)

Form I-9 (Rev. 06/05/07) N



LISTS OF ACCEPTABLE DOCUMENTS

LIST A
Documents that Establish Both

LIST B
Documents that Establish

LIST C
Documents that Establish

Identity and Employment Identity Employment Eligibility
Eligibility OR AND
. U.S. Passport (unexpired or expired) 1. Driver's license or ID card issued by 1. U.S. Social Security card issued by
a state or outlying possession of the the Social Security Administration
United States provided it contains a (other than a card stating it is not
photograph or information such as valid for employment)
name, date of birth, gender, height,
eye color and address
. Permanent Resident Card or Alien 2. ID card issued by federal, state or 2. Certification of Birth Abroad
Registration Receipt Card (Form local government agencies or issued by the Department of State
1-551) entities, provided it contains a (Form FS-545 or Form DS-1350)
photograph or information such as
name, date of birth, gender, height,
eye color and address
. An unexpired foreign passport witha | 3. School ID card with a photograph 3. Original or certified copy of a birth
temporary [-551 stamp certificate issued by a state,
county, municipal authority or
outlying possession of the United
States bearing an official seal
. An unexpired Employment 4. Voter's registration card 4. Native American tribal document
Authorization Document that contains
a photograph o o
(Form 1-766, 1-688, I-688A, 1-688B) 5. U.S. Military card or draft record 5. U.S. Citizen ID Card (Form I-197)
. Anunexpired foreign passport with 6. Military dependent's ID card 6. ID Card for use of Resident
an unexpired Arrival-Departure Citizen in the United States (Form
Record, Form 1-94, bearing the same | 7. U.S. Coast Guard Merchant Mariner 1-179)
name as the passport and containing Card
an endorsement of the alien's . . . .
nonimmigrant status, if that status 8. Native American tribal document 7. Unexp}req employment .
authorizes the alien to work for the authorization document ?ssued by
employer 9. Driver's license issued by a Canadian DHS ( other than those listed under
government authority List 4)
For persons under age 18 who
are unable to present a
document listed above:
10. School record or report card
11. Clinic, doctor or hospital record
12. Day-care or nursery school record

Ilustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274)

Form I-9 (Rev. 06/05/07) N Page 2



@ LASALLE
UNIVERSITY

The workers’ compensation law provides wage loss and medical benefits to employees
who cannot work or who need medical care because of a work-related injury.

Benefits are required to be paid by your employer when self insured or through an
insurance provided by your employer. Your employer is required to post the name of the
company responsible for paying worker’s compensation benefits at its primary place of
business and at its sites of employment in a prominent and easily accessible place,
including, without limitation, areas used for the treatment of injured employees or for the
administration of first aid.

You should report immediately any injury or work-related illness to your employer.
Your benefits could be delayed or denied if you do not notify your employer
immediately.

If your claim is denied by your employer, you have the right to request a hearing before a
workers compensation judge.

The Bureau of Workers” Compensation cannot provide legal advice. However, you may
contact the Bureau of Workers” Compensation for additional general information at:
Bureau of Workers’ Compensation, 1171 South Cameron Street, Room 103, Harrisburg
Pennsylvania 17104-2501; telephone number within Pennsylvania (800) 482.2383;
telephone number outside of this Commonwealth (717) 772.4447; TTY (800) 362.4228
(for hearing impaired only); www.state.pa.us, PA Keyword: “workers comp”.

The name of LaSalle University’s carrier is:

Liberty Mutual Insurance Group
15 Kings Grant Drive
Bala Cynwyd, PA 19004
PO Box 3632
Bala Cynwyd, PA 19004

(P) 1.800.300.4472

I hereby acknowledge receipt of the “Workers” Compensation information” form.

Employee Signature Supervisor Signature

Date



EMPLOYEES RIGHTS AND DUTIES UNDER SECTION 306 (f.1)
OF THE PENNSYLVANIA WORKERS COMPENSATION ACT

If you area injured while at work and medical treatment is necessary, you are required to visit one of the
physicians or healthcare providers on the list designated by your employer for a period of 90 days from
your first visit with the physician or healthcare provider.

All reasonable medical treatment and supplies (e.g., medicines, prosthetics) related to the injury will be
paid for by the employer provided treatment is by a designated physician or healthcare provider on the list
during the 90 day period. Charges for treatment and supplies are specified by the ACT. You are not
responsible for the payment of any charges in excess of those specified by the ACT.

During the 90 day period, you may change from one designated physician or health care provider on the list
to another physician or healthcare provider on the list. The treatment will be paid for by the employer.

If the designated physician or healthcare provider refers you to a non-designated physician or healthcare
provider, the employer will pay for the treatment by the non-designated provider.

You have the right to obtain emergency medical treatment from a non-designated physician or healthcare
provider; however, the subsequent non-emergency treatment must be by a designated physician or
healthcare provider for the remainder of the 90 day period.

You may seek treatment or consultation from a non-designated physician or healthcare provider during the
90 day period; however, you are responsible for the charges for this treatment during the 90 day period.

If the employer designated physician or healthcare provider recommends invasive surgery, you are
permitted to obtain a second opinion from an on-designated physician or healthcare provider. Your
employer will pay for the cost of this opinion. If this opinion differs from the opinion of the original
physician or healthcare provider and provides a specific and detailed course of treatment, you may elect to
undergo this treatment. The treatment, however, must be provided by a designated physician or healthcare
provider for 90 days from the date of the visit to the non-designated physician.

You have the right to seek treatment from any physician or healthcare provider after the 90 day period has
ended, and your employer will pay for this treatment provided it is reasonable and necessary.

You have the duty to notify your employer of treatment by a non-designated physician or healthcare
provider within five days of your first visit to this physician or healthcare provider. Your employer may
not be required to pay for treatment by a non-designated physician or healthcare provider prior to
notification. The employer, however, shall pay for this treatment once notified unless the treatment is
found to be unreasonable.

Signing this form is an acknowledgment of your rights and duties. You may not refuse to sign this
acknowledgement in order to avoid your duties.

If you have any questions, please feel free to contact the Bureau of Workers” Compensation at
1.800.482.2383 or (717) 783.5421.

I acknowledge that | have been informed of and understand the above rights and duties.

Employee Signature Date

Employer’s Representative Signature Date



NOTICE TO EMPLOYEES

WORKNET

Occupational Medicine
() NovaCare

managed by

In Case Of A Work-Related Injury

If You Suffer A Work-Related Injury,
Contact Your Supervisor Immediately!

In order to ensure that your medical costs are properly handled, you
must select one of the licensed physicians or providers listed below.

PHYSICIAN/SPECIALTY

WORKNET Occupational Medicine
Ruben Zabaleta, M.D, Center Medical Director
Isaiah J. Abney, D.O.

Roxborough Memorial Hospital ~ 8:00 a.m. to 4:30 p.m.
5800 Ridge Ave., Suite 234

Philadelphia, PA 19128

215-487-4540

Free transportation until 4:00 p.m.

Lacerations, strains/sprains, crush injuries, chemical
exposures, burns, foreign objects in eye, all non life-
threatening injuries.

WORKNET Occupational Medicine
Lawrence Axelrod, MD, Center Medical Director
Ashley Greywoode, PA-C

One Reed Street
Philadelphia, PA 19147
215-467-5800

Orthopedics-

Paul Horenstein, M.D.
Mark Brigham, M.D.

525 Jamestown Ave., Suite 105
Philadelphia, PA 19128
215-482-6693

Ophthalmology
Lawrence Bloom, MD

525 Jamestown Ave., Suite 207
Philadelphia, PA 19128
215-483-8444

Neurosurgery
Greg Anderson, MD

The Rothman Institute

2630 Holme Ave., Suite 200
Philadelphia, PA 19152
267-339-3500

General Surgery
William Meis, M.D.

2 Bala Plaza - Suite IL -9

Bala Cynwyd, PA 19004
215-331-7001

Physical Therapy
NovaCare Rehabilitation
Michael Paglia, PT.

100 Presidential Blvd.
Bala Cynwyd, PA 19004
610-668-0904
Many Locations Available. Call 800-770-NOVA

You must continue to visit one of the providers listed above, if you need treatment, for ninety (90) days from the date of
your first visit. 1f you do not, your employer may not be required to pay for these services.

« After this ninety (90) day period, if you still need treatment and your employer has provided a list as set forth above, you
may choose to go to another licensed physician or practitioner of the healing arts for treatment. You must notify your
employer of this action within five (5) days of your visit to the person of your choice, or your employer may not be

required to pay for these services.

« Your bills will be paid for IF: Your licensed physician or practitioner of the healing arts files reports as required (these
reports must be filed within ten (10) days after your first visit and at least once a month for as long as treatment

continues).

« In the event a posted panel physician recommends invasive surgery, you may seek a second opinion with a physician of
your choice. If you choose to undergo the invasive surgery, you must use a posted physician for the treatment.
« If no list is provided as above, you may go to a licensed specialist. Your employer or his insurer will pay the bill for these

services.

« If you are faced with a medical emergency, you may secure assistance from a hospital or physician or practitioner of the

healing arts of your choice.

Remember, it is important to tell your employer about your injury.

WORKNET Occupational Medicine s novacare.com
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