DIOCESE OF SHREVEPORT
EEOC EMPLOYEE IDENTIFICATION FORM

KEREEDLEASE PRINT#o+hk

EMPLOYEE NAME:

GENDER: MALE

FEMALE

RACE: FHkSelact ONE*** WHITE (NOT OF HISPANIC ORIGIN)
BLACK (NOT OF HISPANIC ORIGIN)
HISPANIC
ASIAN OR PACIFIC ISLANDER

AMERICAN INDIAN OR ALASKAN NATIVE

\

JOB CATEGORY:  ***Select ONE*** OFFICIAL/MANAGER
PROFESSIONAL
TECHNICIAN
SALES WORKER
OFFICE/CLERICAL
CRAFT WORKER (SKILLED)
OPERATIVE (SEMI-SKILLED)
LABORER (UNSKILLED)

SERVICE WORKER

U0

Uooono

D0oooooog




DIOCESE OF SHREVEPORT

NEW EMPLOVEE NOTIFICATION
DATE: |
TO: Peggy Ray, Benefits Manager
"FROM: ;
Effective
Dept/Parish/School Position

Prior service within Diocese of Shreveport? (give location & dates)

Name

Address
SSN L " Date of Birth '
Gender Salary/Wage Hours worked per week

Marital Statust M S8 D W  (Circle One)

Eligibility for employer retitement contributions met?

——— a0y

% level - Annual leave carning rate’

All employees are eligible for voluntary participation in the diocesan retirement plan
and workers’ compensation insurance, Those who work 20 hours a week or more
are eligible for additional benefits, Employers should obtain information on these
programs from the Office of Human Resources and/or Benefits Manager.

THIS FORM MUST BE SUBMITTED WITHIN 14 DAYS OF HIRE




. Employee Benefit Trust

N 4 CHRISTIAN 123([)5 Windham Parkway
= Romeoville, IL 60446
Q BROTHERS 800.807.9460 / 630.378.3005 fax

SERVICES

Due to the Health Insurance Portability and Accountability Act of 1996 (HIPAA), certain provisions contained within this
plan may or may not apply while you are covered. PLEASE READ THE FOLLOWING CAREFULLY.

If you have a condition for which medical advice, diagnosis, care, or treatment was recommended or received within three
months before your enrollment date and within three months after your effective date with the CBEBF, you will be subject
to pre-existing condition exclusion. A pre-existing condition exclusion period is the amount of time when payment for
service related to that condition is Hmited. The exclusion period from the date of enrollment will be: 12 months for timely
entrants (individuals who enroll when first eligible); or 6 months deferral period plus 12 months for late entrants (See Late
Entrant/Prior Waiver Form). The pre-existing exclusion will not apply to (a) newborns or children under the age of 18 who
are adopted or placed for adoption if coverage is requested within 31 days of birth, adoption, or placement for adoption; or
{b) pregnancy,

The pre-existing exclusion period may be reduced by the number of days you were covered under a prior health plan. You
have the right to demonstrate coverage under a prior health plan. To do this, you may request a certificate of coverage
from a prior health plan or insurer, When it is received, please forward a copy of this certificate to our office. Once the
tength of prior creditable coverage has been determined, you will receive a notice from us stating the length of your pre-
existing condition exclusien period, if any,

SPECIAL ENROLLMENT RIGHTS

I you are a part-time employee, you can waive coverage. However, if you are a full-time employee, you may not waive
coverage for yourself,

If you waive for decline) enrollment for yourself or your dependents because of other health coverage, you may Iater enroll
within 31 days of a loss of other health coverage. Loss of health coverage includes separation, divorce, death, termination
of employment, reduction in work hours, exhaustion of COBRA continuation or state continuation, or if employer
contributions toward your coverage have terminated,

In addition, any change in your family status may allow you to enroll within 31 days of the event. It includes marriage.
birth, adoption, or placement for adoption of a child, {See Special Enrollment Form)

With the Onset of the Children’s Health Insurance Program Reauthorization Aot of 2009 two additional enrollment
opportunities apply for CBEBYT Trust members and their enrolled dependents if either of the following occurs:

* Termination of Medicaid or Children’s Health Insurance Program (CHIP) due to loss of eligibility; or
* Become eligible for state premium assistance under Medicaid or CHIP,

Trust members and their dependents who are eligible but not enrolled for coverage under the Christian Brothers
Employee Benefit Trust are allowed up to 60 days to request coverage under the group health plan.

If enrollment is not made at the time these special enrollment opportunities occur, you may apply for coverage via a Late
Entrant/Prior Waiver Form. Benefits will not be effective uniil the first of the month following a 6 month deferral period.

The 6 month deferral period begins on the day we receive the form. Once enrolled, there will be a 12 month pre-existing
condition period {less prior creditable coverage if applicable} and deferred dental.

Please contact your employer for any clarification regarding your enroliment in the CBEBT,

Rev.69/3/2009




1.5 eﬁséﬁﬂﬁf or t&pe.

Location Name: Location#: [

Employee’s Name:

Street: |
| | Zip Code:

Employee’s Soc. Sec. #: | Date of Birth;

First Active Day of Work: Fifective Date of

Coverage:
[ IMate[ I Female DRehglous BSmgIe [ IMarried [JWidowed [ IDivorced
Annual Salary: |
Email Address: Home Phone:

1 request to be covered under the Group Plan for medical, dental, and vision coverage’s:
[JEmployee Only or E]Employee and Spouse

() Employee and Child{ren)

L] Employee, Spouse and Child(ren)

Must be completed entirely or can result in delay.
= -

NOTE: Dependents age 19 and over must meet Eligibility requirements as defined in Your Employee Benefits Booklet. For Step-Children
or any child for whom you have legal guardianship, a DEPENDENT ELIGIBILITY FORM must also be completed. If you are required to
complete the Dependent Eligibility Form, coverage will not take effect until after approved by CHRISTIAN BROTHERS EMPLOYEE
BENEFIT TRUST in writing.

Signature of Date:

Employee:

- = - 0
I hereby certify that I have been given an opportunity to apply for group coverage. I understand that
if I waive coverage at this time, future coverage may be delayed. I decline to enroll:

[ Myself {1My Dependents for Coverage(s) because:

[JEnrolled on Spouse’s Plan[ JIndividual Policy [ IMedicare[ | Medicaid
[JEnrolted with another employer plan[1Other (please explain,

Effective Signature of

Date: Employee: Date:

Rev.09/3R009




Employer Name: Location #: l

Employee Name:
Social Security #:

Signature of Employee: Date:

Rev. 09/3/2009




Popular Beneficiary Designations

Be sure to use given names such as “Mary M. Doe”, not Mrs. John Doe”. The following sample designations

may be helpful to you.

Type of Beneficiary

Standard Wording

1. insured’s estate
2, one beneficiary

3. two beneficiaries
4, three or more beneficiaries
5. one beneficiary and one contingent beneficiary

6. one beneficiary and two or more contingent
beneficiaries

7. one beneficiary and three or more contingent
beneficiaries

8. two beneficiaries and one contingent beneficiary

9. two beneficiaries in unequal portions

10, trust with individual trustees

11, present or living trust

12. testamentary trust

13. minor beneficiaries

my estate
Anna L. Doe wife

John A. Doe, father, and Mary I. Doe, mother, equally or to
the survivor

John A. Doe, father, and Mary I. Doe, mother, and Henry J.
Doe, son, equally or to the survivor(s}

Anna L. Doe, wife, if living; otherwise, Henry J. Doe, son

Amna L. Doe, wife, if living, otherwise Henry J. Doe, son,
Alice G. Doe, daughter, equally or to the survivor

Anna L. Doe, wife, if living, otherwise Henry J. Doe, Alice G,
Doe and Charles B. Doe, children, equally or to the
survivorfs}

John A Doe, father, and Mary 1. Doe, mother, equally or to
the survivor; otherwise, Anna L. Doe, wife

three-quarters of the proceeds to John A. Doe, father, if
living, and one-quarter to Anna L. Doe, mother, if living, the
share of a deceased beneficiary to be paid to the survivor, if
any

Richard Doe and John Smith, trustees, or a sitccessor in
trust under (trust name) established {date of trust
agreement)

ABC Bank and Trust Company, Des Moines, Iowa, trustee
or successor in trust under {trust name} established (date
of trust agreement}, provided however that the company
has received within 180 days of the death of the insured,
evidence satisfactory to the existence of such trust;
otherwise to the estate of the insured.

Trustee of the Mary L. Doe trust or successor in trust
established by the last will and testament of the insured
dated........

When either the primary or contingent beneficiary
designation includes one or more minor children, you need
to complete an additional form, beneficiary designation with
UTMA custodian. Please contact CBEBS for this form.

Rev. 09/3/2009




Location #;

Employee SSN:

Employee
Address:

Please x one of the following categories andprov1de the réﬁuested information if it applies.

L Single [ Widowed [IDivorced [] Religious

[ Married(Spouse’s Name): |

| Birth Date: |

Social Security #:

Do you have any

H yes, please provide name address and telephone number.

additional OyesNo

Employers?

Do you or any If yes, please provide name address and telephone number.,

dependent children

have any other [lyes E1No

coverage (including

AARP)?

If yes, please provide name address and telephone number.

Is your spouse Clves DI No

employed?

If yes, please provide name address and telephone number.

Spouse’s other

coverage (including |OYes LINo

AARP)?

1 HEREBY CERTIFY THAT ALL INFORMATION, STATEMEN
AND ANSWERS MADE ON THIS FORM ARE COMPLETE AND
TRUE TO THE BEST OF MY KNOWLEDGE.

AUTHORIZATION TO RELEASE INFORMATION: 1 authorize any
physician, hospital, or other health care provider to release to Christian Brothers
Employee Benefit Trust, or its representative, any information regarding my medical
history, symptoms, treatment, examination results, or diagnosis, A photecopy of this
authorization shall be considered as effective and valid as the originak. This
authorization shall be considered valid for one year from the date signed. 1
understand | have a right to received a copy of this authorization.

Signed (Employee) Date

Rev.09/312009




Christian Brothers Employee Benefit Trust History

The Christian Brothers Employee Benefit Trust (CBEBT) was established on January 1,1977, by the
Christian Brothers. It began in 1966 as a collective effort to provide a comprehensive package of Employee
Benefits to the employees of the Christian Brothers schools. As the news spread of the benefits and savings

received by participating in a large group, it was opened in 1977 to any Catholic institution registered in the
Kenedy Catholic Directory nationwide.

The CBEBT has evolved into a cooperative effort of Catholic organizations continuously working together to
provide a package of benefits for their employees in a cost-effective manner.,

The CBEBT is governed by a board of Trustees who have been elected by the members of the Trust. The
Trustees have contracted with Christian Brothers Services to act as the Plan Administrator for the Trust.
Employee Benefit Services is the division of Christian Brothers Services that administers all the benefits
plans funded by the Trust,

Christian Brothers Services Mission Statement

The Mission of Christian Brothers Services is to serve the Catholic Community by helping to fuifill
organizational and managerial needs through the development of quality, cost-effective, innovative programs
and administrative services.

We accomplish this mission in collaboration with other Catholic organizations by combining leadership and
insight with the practice of good business principles and belief in the tenets of the Catholic Church.

Important Phone Numbers

Customer Service/Benefit INformation............ccccoovieeiinieieee e eeas 800/807 /0400
Christian Brothers Employee Benefit Services
1205 Windham Parkway, Romeoville, IL 60446-1679

Rev.09/3/2009




A E R l FLEXQ FLEXIBLE SPENDING ACCQUNT [ Save |
ENROLLMENT FORM [ Print_|

AF

Company Name:

Employae Name: Telephons:

Employes Address:

Cily: Stale: Zip:
Social Securily Number: Doto of Birth: Date of Hire:
Plan Year From: To: Ef{eclive Dala:

The Compony and | hereby agrea that my cash compensation will be redireclad by the amounls set forth bielow for each poy peried during the
plon year {or during such porlion of the year as remains offer the data of this agraement}, | vnderstand that if { do not refurn this form fo my
employer by my sffective date, It shall constilute my eleclion to waive parlicipation in off flexible spending programs vnder my empfoyar's
Flaxible Bensfils Plan and therefore cause me 1o pay un-reimbursed medical, dapendent core, and/or commuler sxpanses {if ony) wilh affer-
iox dollars,

EMPLOYEE'S FLEXIBLE BENEFIT PER PAY DEDUCTION/ALLOCATION

Medica! Reimbursement Account Porpoyconliibetion$ ___ Dale of firs! payroll
S Moimum ANMUAL Conlribution  Annuol contribution $ — ... Mumber or emaining poys.—.. .

Dependent Care Relmbursement Account Per poy contribution $ —________ Dale of firsl poyroll
$ Moximum ANNUAL Contribution  Annual contribution $ _—_____ Mumber or remoining pays

Commuter Relmbursement Account

PARKING Per pay contdbution$ —________ Dale of firsl payroll
$ Maximum MONTHLY Contribulion Anavof contribution $ Number o7 remalning pays
TRANSIT Por poy conltibulion$ . Dale of first payrol]
$ Moxlmum MONTHLY Conbribution Annual conlribulion $ Mymbsr or remaining poys

I UNDERSTAND THAT:

{1) My accounts will nol awlomalically renew, Buring aach anavel open enrollment period, 1 understand fhot | must complete a naw enroliment
form indicaling ny account confribulions for the new plon yoar.

12} 1 cannot change or revoke this agreement al any lime during the plan year unfess | hava a changs in family slalus {including marriage,
divorcs, dealh of o spouse or child, birlh or adopion of a child, terminalion or commencement of amploymenl of a spouse, or such olher
ovenls os {ha flas Adminisiralor determines will permit o change or ravocation of on election).

{3} Yhe Plan Adminislrator may reduce, cancel, or otharvise madify Ihis agreement in the event he/she beliaves 1 Is advisobls In order fo solisfy
corfain provisions of lha Infernal Revenue Coda,

This agreement is subjact o the forms of the Company’s Flexible Banefits Plan, os amended from time lo lima, which shall be governed under
applicable laws, and revekes any prior agreemant relaling o such plans).

By sgning Ihis form | agree o the larms ond procedures listad herein.

— 1weas given the oppodunily fo padicipale in this floxible Benofits Plan, ond | have declded not lo participale of this lime.

Employes Signoture Dale

AMERIFLEX 700 Eas] Gote Drive, Suila 510, Moun! Laurel, NJ 08054 Toll Fres: 888.868.FLEX {3539} Fox: 856.631.1020 vvanllex)25.com




El FLEXIBLE SPENDING ACCOUNT ENROLLMENT FORM confinued . . .
ADDITIONAL CARDS (only applicable if your employer hus ¢hosen ihis option) F

I['you wish to hove an Amer|Fiex Convoniento Card issud for a spouse or dependant, pleose be sure your spause or depondant meet these IRS
afiathility guldelinas:

1. For fadeao] tox puuposes, o "spouse™ is defined 6, ”, .., 0 person of the opposite soxwhats & husband of vile.”” Sama sex domastic portrers ara not considered spotsss lor
purposas of £5A odndnisotion. A person rasiding In the employee’s home, vho the employee proddss over hotk of hele suppert, whois act the emploes’s soouse, under appliable
stieta low oad is not o fomily rember, Is consicered o depandent under Interne) Ravenus Cods 152,

2. Foufedatok fox pueposes, o "dependent” indludes ony selotiva of the gorficipant for whom the participont prosidss cvet half of theis suppest for he ectendae seor, “Relotivg”
indludss dhibdrer, porents, stephildren, stepparents, siblings, ouats, uncles, cousing, ond in-lows of the pogticipant, Reforives do not nzed fo reside vith ihe paticpont in e:de o
b depundents, nosdothey need to be of o certoin ogs or infinity; thay naed only to b persons e whom the posticipont hos procdded cuee holk of thelt support,

All Depandents must bo over tie age of 18 in order to retelve an AmeriFiax Convenfente Card®

Spouse Name: So0c¢ Sec Numbar: Date of Birth

Address to issue card
{f deferent than participart)

Telephone:

Dapendeni Name: So¢ Sec Number; Datle of Blrth

Addrass to issue card
{1 d8ertrd than partcipant)

Telephone;

Pependent Name: So¢ Sec Number: Dale of Bleh

Addrass to issue vard
{#d8eret) than partcipard)

Telephone:

"Please return to your BenefitsfHuman Resource administrator

B AUTHORIZATION AGREEMENY FOR ACH DEBITS/CREDITS

1, hteby oulhorize Ameriffex, LLC, brreoftes colled ADMMNISTRATOR, 4o Inéiats debits ondyor eedits o o From miy Bank Account Tndicoted bslowr of the degositony Fnonciol nstitution aomed below,
heretnofier coll BEPOSITORY, ord 20 delét and or sedit the sams 1o such nceount with the agteement ot the only debits 1o be made wilk bs for the sufe putgoss of coreedting o prioe FSA reimbursemeant
s, | acknoafedpa tho the wigloation of AGH transattions to o from vy account amust comywilh the provislons of 1S, Tow,

Dapository Name Account Name
Clly ' State 2p
Rouling Account
Number Number
CHECK EXAMPLE - wo
D Chacking Account D Savings Accout . selectone R 2ILSEY8T  GO0COLZILSE  aladluls
" Ciouling fumber accoun! numbeor check numiber .

This outhostzation s tosemain i full force and effect unti see ABMISHSIRATOR fos received witten notficotion from the emplayes nomed above o tha tetmiaation in such birms and In
such nioanet os to olfoid tho ABAMITISTRATOR ond DEPOSITORY o reasonnbls oppartusly 10 od on it

Employes Stanoluse Dats

Upon tecefp, tha Federal Resenve teguites 14 businass days to perform the fntio] opgevol of the ACK informotion. Afles this timo, AmeiFlex vit} b direcly depositiag ollclofm sel-
ursantents fnto the bonk account piovired hwo days ofter every procescing date delernrined by your omployar, 11 moy toke upfo 5 businsss doys o have your relmbuisemants appear In
you eccourd, depending upon tha automoted eleating house utifized by your bonk. We suggest that you contoct yous bonk fo confum vihen thess fuads Liecome ovallobls fn vour account,
AmeriFlox sholl net ba raspassible for any cheeks o1 othe: debt payments you moke whereby you hove ossumed thase funds ore available. :

AMERIFLEX 700 East Gate Drive, Suile 510, Mount Laurel, NJ 08054 Toll Frae: 888.868.FLEX (3539) Fox: 856.631,1020 wyrnllox125.com




DIOCESE OF SHREVEPORT
SEXUAL ABUSE OF MINORS POLICY

COMPLIANCE FORM FOR ALL EMPLOYEES AND YVOLUNTEER STAFF

CONFIDENTIAL

Prior to beginning service, every clergyman, employee, and volunteer of the
Diocese of Shreveport must be informed of the diocesan Sexual Abuse of Minors
policies. Please read and answer the following questions. Once you have completed
and signed the form, it will be placed in your employee/volunteer file.

1. Have you received and read the Diocesan Policy Concerning Sexunl Abuse of Minors
by Cleries, Employees, or Connmissioned Volunteers?

YES NO

2, Have you ever been accused of, or arrested for, physically, sexually, or
emotionally abusing a child or an adult?

YES NO
If YES, explain on the back side of this form.

3. I understand the policy and voluntarily agree to abide by and conduct myself in
complete accordance with it.

YES NO

SIGNATURE DATE

PRINT NAME EMPLOYMENT/VOLUNTEER LOCATION

11/03




OMB No, 1615-0047; Expires 06/30/09
Department of Ilomeland Security FOI:“_I I.".93 Emp'loymgnt
U.8. Citizenship and Immigration Services Ellglblllty Verification

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

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

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

Print Name: Last First Middle Initial | Maiden Name
Address (Strees Name and Number) Apt. # Date of Birth (imonth/dayiyear}
City State Zip Code Social Security #

. E attest, under penalty of perjury, that T am {check one of the following):
I am aware that federal law provides for

Imprisonment and/or fines for false statements or [ A citizen of the United States

use of false documents in connection with the D A noneitizen national of the United States {see instructions)

contpletion of this form. {.] Altawui permanent resident (Alien #)

D An alien authorized to work {Alien # or Admission #)
until (expiration date, if appticable - monilvday/year)

Employee's Signature Date (menth/dayivear}

Preparer and/or Translator Ceriification (To be completed and signed if Section 1 Is prepared by a person other than the employee.) I attest, undey
penalty of pexjury, 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/I'ranslator's Signature Print Name

Address (Streef Nonte and Number, City, State, Zip Code) Date fmonth/day/vear)

Section 2. Employer Review and Verification (To be compleied and signed by employer. Examine one document from List 4 OR
examine one document firom 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 documeni(s).)

List A OR List B AND List C

BPocument title:

Issuing authority:

DPocument #;

Expiration Date (if amp):

Document #;

Expiration Date ({f anp).

CERTIFICATION: I attest, under penalfy of perjury, that I have examined the document(s) presented by the ahove-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 authorized to work in the Unifed States, (State
eniployment agencies inay 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)

Section 3, Updating and Reverification (To be compleied and signed by emplover.)
A. New Name (if applicable} B. Date of Rehite (month/dayivear) (if applicable)

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

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

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

Signatwre of Employer or Authorized Representative Date {month/day/year}

Form I-9 (Rev. 02/02/09) N Page 4




