OROUGH
OF
LOSSBURG

APPLICANT INFORMATION
Last Name

Street Address
City

Phone

Dates Available From:

Position Applied for

Are you willing to work Saturday & Sunday YES |
Do S/ou ha;/e a driver’s license? 7 YES |
Are you a citizen of the United Statés? “YES [}
Have you ever worked for this cémpany? YES
Reason for leaving? 7

Have you ever been convicted of afelony? YES |

Do you have a juvenile record? YES

EDUCATION

High School

From To Did you graduate?
College

From To Did you graduate?
Other

From To Did you graduate?

REFERENCES
Please list three personal references.

Full Name
E-Mail
Address
Full Name
E-Mail
Address
Full Name
E-Mail

Address

Recreation Board

First M.I. Date
Apartment/Unit #
State Z1p
E-mail Address
To:
NO : How many hours do you wish to work per week?
NO [  If no, how do you intend to get to work if hired?
NO I  If no, are you authorized to work in the U.S.? YES
NO [}  Ifso, when?
NO I3 Ifyes, explain:
NO [ ' Ifyes, explain:
" Address
YES {1 NO 7  Degree
- Address
YES |0 NO : ! Degree
Address
YES \° NO .  Degree
Relationship
Phone
Relationship
Phone
Relationship
Phone

Summer Employment Application — Community Pool

NO |



PREVIOUS EMPLOYMENT

Company Phone

Addresé Supervisor

Job Title Starting Salary  $ Ending Salary  $
Responsibilities "

From To Reason for Leaving

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

Company Phone

Address Supervisor

Job Title | Sta%ting Salary $ Ending Salary  §
Responsibilities |

From To Reason for Leaving

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

CERTIFICATIONS |

Do you have a valid Red Cross Water Safety Instructor Certificate?  YES U1 NO T Expiration Date:

Do you have a valid Red Cr;)ss Lifeguarding Certificate? YES [ : NO i Expifation Date:

Do you have a valid Red Cross First Aid and CPR Certificate? YES i1 NO Expiration Date:

List prior experience in swimming pool work and maintenance:

CLEARANCES

If hired you will be required to apply for a Pennsylvania Child Abuse History Clearance, Penhsylvania State Police Clearance and an EBI
Clearance which will require being finger printed.

Are you willing to participate in receiving these clearances upon getting hired? YES {7 NO LiIf no, please explain:

IN CASE OF EMERGENCY PLEASE NOTIFY

Name Relationship

Home Phone Cell Phone

MILITARY SERVICE

Branch From To
Rank at Discharge Type of Discharge

If other than honorable, explain

DISCLAIMER AND SIGNATURE

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

If this application leads to employment, I understand that false or misleading information in my application or interview
may result in my release.

Signature Date




Employment Eligibility Verification

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

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

Middle Initial

Address (Street Number and Name) Apt. Number

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

L1710

Employee’s E-mail Address

USCIS
Form I-9
OMB No. 1615-0047
Expires 08/31/2019

Other Last Names Used (if any)

State ZIP Code

Employee's Telephone Number

]

connection with the completion of this form,
I attest, under penalty of perjury, that | am (check one of the following boxes):

[ 1. Acitizen of the United States

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

D 3. A lawful permanent resident  (Alien Registration Number/UsGIs Number):

l'am aware that federal Jaw provides for imprisonment and/or fines for fajse statements or use of false documents in

[7] 4. An alien authorized to work  until (expiration date, if applicable, mm/dd/yyyy):
Some aliens may write "N/A" in the expiration date field. (See instructions)

fell
1. Alien Registration Number/USCIS Number:

OR
2. Form I-94 Admission Number:
OR T T e
3. Foreign Passport Number-
-

Country of Issuance:

Signature of Employee

—_—

|
{[ Aliens authorized to work must provide only one of the following document numbers to complete Form 1-9-
’ An Alien Registratio, Number/USCIS Number OR Form 1-94 Admission Number OR Forsign Passport Number.

QR Code - Section 1

Do Not Write In This Space

(F ted anc
| attest, under Penalty of perjury, that | have assisted
knowledge the information is true and correct.

rer s

& LA A e S Rt :
in the completion of Section 1 of this form and that to the best of my

Signature of Preparer or Translator

Today's Date (mm/ddfyyyy)

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

Address (Street Number and Name) City or Town

State ZIP Code

Form 19 07/17/17 N

Page 1 of 3




Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

- ; o . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

i Last Name (Family Name) First Name (Giveh Narhé) Citizenship/Immigration Status
Employee Info from Section 1

List A OR List B AND ListC
Identity and Employment Authorization Identity Employment Authorization
Document Title

Document Title Document Title

Issuing Authority Issuing Authority Issuing Authority

Document Number Document Number Document Number

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

Document Title

Issuing Authority Additional Information [k QR Code - Sections 2 & 3 T

Do Not Write In This Space

Document Number

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

Document Title

Issuing Authority

Document Number

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

L ' ]

Certification: I attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee,

(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy):

Signature of Employer or Authorized Representative
Last Name of Employer or Authorized Representative . First Name of Employer or Authorized Representative Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code

(See instructions for exemptions)

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

'A. New Name (if applicable)
Last Name (Family Name)

e ~ |B.Date of Rehire {if applicable)
Middle Initial Date (mm/dd/yyyy)

First Name (Given Name)

|

continuing employment authorization in the space provided below,
Document Title

C. Ifthe employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes

Document Number 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 document(s), the document(s) I have examined appear to be genuine and to relate to the individual.

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

Name of Employer or Authorized Representative

Form1-9 07/17/17 N Page 2 of 3




“ 

LISTS OF ACCEPTABLE DOCUMENTS

All documents must be UNEXPIRED

Employees may present one selection from List A

or a combination of one selection from List B and one selection from List C.

LISTA

Documents that Establish
Both Identity and
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 1-5651 stamp or temporary
1-651 printed notation on a machine-
readable immigrant visa

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

5. For a nonimmigrant alien authorized

LISTB

Documents that Establish
Identity
AND

LISTC

Documents that Establish
Employment Authorization

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

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

gender, height, eye color, and address

information such as name, date of birth, | 2.

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

. School ID card with a photograph

to work for a specific employer
because of his or her status:

a. Foreign passport; and

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

(1) The same name as the passport;
and

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

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form [-94A indicating
nonimmigrant admission under the

the United States and the FSM or RMI

. Voter's registration card

U.S. Military card or draft record

. Military dependent's ID card

Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States

bearing an official seal

U.S. Coast Guard Merchant Mariner 4.

Native American tribal document

Card

U.S. Citizen ID Card (Form I-1 97)

Native American tribal document

Driver's license issued by a Canadian
government authority

Compact of Free Association Between |

Identification Card for Use

Resident Citizen in the United

States (Form I-179)

of

unable to present a document
listed above:

10. School record or report card

1. Clinic, doctor, or hospital record

2. Day-care or nursery school record

For persons under age 18 who are | 7-

Employment authorization
document issued by the

Department of Homeland Security

|

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M

Refer to the instructions for more information about acceptable receipts.

-274).

Form1-9 07/17/17 N
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Form W-4 (2019)

Future developments. For the latest
information about any future developments
related to Form W-4, such as legislation
enacted after it was published, goto
www.irs.gov/FormWa4.

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. You may
claim exemption from withholding for 2019
if both of the following apply.

* For 2018 you had a right to a refund of ali
federal income tax withheld because you
had no tax liability, and

° For 2019 you expect a refund of all
federal income tax withheld because you
expect to have no tax liability.

If you're exempt, complete only lines 1, 2,
3, 4, and 7 and sign the form to validate it.
Your exemption for 2019 expires February
17, 2020. See Pub. 505, Tax Withholding
and Estimated Tax, to learn more about
whether you qualify for exemption from
withholding.

General Instructions

If you aren’t exempt, follow the rest of
these instructions to determine the number
of withholding allowances you should claim
for withholding for 2019 and any additional
amount of tax to have withheld. For regular
wages, withholding must be based on
allowances you claimed and may not be a
flat amount or percentage of wages.

You can also use the calculator at
www.irs.gov/IW4App to determine your
tax withholding more accurately. Consider

----------------------------- Separate here and give Form W

rorn WW=4

Department of the Treasury
Internal Revenue Service

using this calculator if you have a more
complicated tax situation, such as if you
have a working spouse, more than one job,
or a large amount of nonwage income not
subject to withholding outside of your job.
After your Form W-4 takes effect, you can
also use this calculator to see how the
amount of tax you're having withheld
compares to your projected total tax for
2019. If you use the calculator, you don’t
need to complete any of the worksheets for
Form W-4.

Note that if you have too much tax
withheld, you will receive a refund when you
file your tax return. If you have too little tax
withheld, you will owe tax when you file your
tax return, and you might owe a penalty.

Filers with multiple jobs or working
spouses. If you have more than one job at
a time, or if you’re married filing jointly and
your spouse is also working, read all of the
instructions including the instructions for
the Two-Earners/Multiple Jobs Worksheet
before beginning.

Nonwage income. If you have a large
amount of nonwage income not subject to
withholding, such as interest or dividends,
consider making estimated tax payments
using Form 1040-ES, Estimated Tax for
Individuals. Otherwise, you might owe
additional tax. Or, you can use the
Deductions, Adjustments, and Additional
Income Worksheet on page 3 or the
calculator at www.irs.gov/W4App to make
sure you have enough tax withheld from
your paycheck. If you have pension or
annuity income, see Pub. 505 or use the
calculator at www.irs.gov/W4App to find
out if you should adjust your withholding
on Form W-4 or W-4P,

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

er of allowances or exemption from withholding is
be required to send a copy of this form to the IRS.

Specific Instructions

Personal Allowances Worksheet

Compilete this worksheet on page 3 first to
determine the number of withholding
allowances to claim.

Line C. Head of household please note:
Generally, you may claim head of household
filing status on your tax return only if you're
unmarried and pay more than 50% of the
costs of keeping up a home for yourself and
a qualifying individual. See Pub. 501 for
more information about filing status.

Line E. Child tax credit. When you file your
tax return, you may be eligible to claim a
child tax credit for each of your eligible
children. To qualify, the child must be under
age 17 as of December 31, must be your
dependent who lives with you for more than
half the year, and must have a valid social
security number. To learn more about this
credit, see Pub. 972, Child Tax Credit. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line E of the worksheet. On
the worksheet you will be asked about your
total income. For this purpose, total income
includes all of your wages and other
income, including income earned by a
spouse if you are filing a joint return.

Line F. Credit for other dependents.
When you file your tax return, you may be
eligible to claim a credit for other
dependents for whom a child tax credit
can’t be claimed, such as a qualifying child
who doesn’t meet the age or social
security number requirement for the child
tax credit, or a qualifying relative. To learn
more about this credit, see Pub. 972. To
reduce the tax withheld from your pay by
taking this credit into account, follow the
instructions on line F of the worksheet. On
the worksheet, you will be asked about
your total income. For this purposs, total

-4 to your employer. Keep the worksheet(s) for your records. — e

Employee’s Withholding Allowance Certificate

» Whether you're entitled to claim a certain numb
subject to review by the IRS. Your employer may

OMB No. 1545-0074

2019

g Your first name and middie initial

Last name

2 Your social security number

Home address (number and street or rural route)

3 [ single

l:] Married
Note: If martied filing separately, check “Married, but withhold at higher Single rate.”

D Married, but withhold at higher Single rate.

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 800-772-1213 for areplacement card. » D

5  Total number of allowances you're claiming (f
Additional amount, if any, you want withheld from each paycheck
7 Iclaim exemption from withholding for 2019, and I certi
e Last year | had a right to a refund of all federal incom
° This year | expect a refund of all federal income tax

-]

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

rom the applicable worksheet on the following pages) . . . . E
6

fy that | meet both of the following conditions for exemption.
e tax withheld because | had no tax liability, and
withheld because | expect to have no tax liability.

$

> [7]

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

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

Date »

8 Employer's name and address (Employer: Complete boxes 8 and 10 if sending to IRS and complete
boxes 8, 9, and 10 if sending to State Directory of New Hires.)

9 First date of
employment

10 Employer identification
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4.

Cat. No. 10220Q

Form W-4 (2019)



REQUIREMENTS FOR EMPLOYER'’S LIST OF

'HEALTH CARE PROVIDERS

1. There must be at least 6 health care providers on
the list, but there may be more than 6 listed.

2. Atleast 3 of the health care providers on the list
must be physicians.

3. No more than 4 of the health care providers on

the list may be coordinated care organizations
(CCOs).

4.  The names, addresses, phone numbers and areas
 of medical specialties of all health care providers
- must be included on the list. o

5. The health care providers on the list must be
geographically accessible and must have
specialties that are appropriate based. on the
anticipated work-related medical problems of the
employees. ‘ :

- 6. Your employer must specify on the list if any of
the health care providers on the list are employed,
owned or controlled by your employer or its
workers’ compensation insurance ‘company.

- NOTE: Your 'émployé_f’s list of health care provide_rs must meet all
of the above requirements. If the list does not meet all of these
requirements, you do not have to choose a provider from the list.

Instead, you have the right to seek medical treatment with any health
care provider of your choice. |

BUREAU OF WORKERS’ COMPENSATION
HELPLINE INFORMATION CENTER
1-800-482-2383 (long-distance calls inside PA)
(717) 772-4447 (local and calls outside PA)




NOTICE: MEDICAL TREATMENT FOR YOUR WORK INJURY OR OCCUPATIONAL ILLNESS

of 6 or more physicians and other health care providers who are available to treat your work-
g the first 90 days of treatment. This list is posted at -

for you to view. Also, you may get a copy of this list from

Your employer has selected a 1ist
related injuries and illnesses durin

e —————————

ional i » you have certain legal RIGHTS and DUTIES under Section 306(£.1)(1X)
of the Workers’ Compensation A These rights and duties are summarized below.

MEDICAL TREATMENT: DURING THE FIRST 90 DAYS

* 9" You have the RIGHT to receive re

IMPORTANT: The requirements your em

‘ asonable and necessary
medical treatment for your work injury or occupational

illness. Your employer must pay for the treatment, as long
as the treatment is by one of the listed providers.

" You have the RIGHT to choose which of the listed
providers will treat you for your work injury or illness.

" You have the RIGHT to switch among any of the listed

providers when you receive treatment; and if a listed
provider refers you to a provider not on your employer’s
list, you have the RIGHT to receive treatment from the
referral provider.

You have the RIGHT to receive émergency'medical

treatment from any provider. However, non-emergency
treatment must be given by a listed provider.

If a listed provider ﬁrescribes surgery for.you, you have
the RIGHT to receive a second opinion from any provider

of this form. If the list does not meet these requiremen
your work injury or occupational illness

ployer must meet to have a valid list of at least

» it is not a valid list, and you ha
from any health care provider of your choice,

of your choice. If that opinion is different from the
opinion of the listed provider, you have the RIGHT to
choose which course of treatment to follow. If you choose
the treatment prescribed in the second opinion, you must
receive the treatment from a listed provider for a period of

90 days after the date of your visit to the provider of the
second opinion.

You have the DUTY to visit one or more of the listed
providers for the first 90 days of treatment for your work

injury or illness if you expect your employer to pay for the
medical treatment you receive.

If you seek treatment for your work injury or illness from

a provider who is not on the list, your employer may not .
have to pay for this medical treatment during this 90-day
period.  Therefore, you should talk to your employer

before seeking treatment from a provider who is not on the
list.

6 providers are shown on the reverse side
ve the right to seek medical treatment for

. MEDICAL TREATMENT: AFTER THE FIRST 90 DAYS

< You have the RIGHT to receive treatment from any

physician or other health care provider of your choice,
whether or not they are listed by your employer. Your
employer must pay for this treatment, as long as it is
reasonable and necessary for - your work injury or

= You have the DUTY to notify your employer if you

receive treatment from a physician or other health care
provider who is not listed by your employer. You must
notify your employer within five days of the first visit to
any provider who is not on your employer’s list. The

occupational illness and has been properly documented by

employer may not be required to pay for treatment
the physician or other health care provider.

received until you have given this notice.

Your signature on this form indicates that you have been informed of and you understand these rights and duties,
questions, be sure you have your rights and duties explained to you before signing this form.

I HAVE BEEN INFORMED OF MY MEDICAL TREATMENT RIGHTS AND DUTIES W
INJURIES AND OCCUPATIONAL ILLNESSES, THIS NOTICE WAS PRESENTED TO

If you have

ITH REGARD TO WORK-RELATED

ME AT (check one):
O TIME OF HIRE O WHEN I WAS INJURED O OTHER

EMPLOYEE: DATE:

EMPLOYER REPRESENTATIVE: DATE:

(OVER)






