
Focm W-4 Employee's Withholding Certificate 0MB No. 1545-0074 

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

Department of the Treasury ► Give Form W-4 to your employer. �©20 
Internal Revenue Service ► Your withholding is subject to review by the IRS.

Step 1: (al First name and middle initial l Last name (bl Social security number 

Enter Address ► Does your name match the Personal name on your social security 

Information card? lf not, to ensure you get 
City or town, state, and ZIP code credit for your earnings, contact 

SSA at 800-772-1213 or go to 
www.ssa.gov. 

(c) D Single or Married filing separately 

D Married filing jointly {or Qualifying widow(er)) 

D Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying 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 online estimator, and privacy. 

Step 2: 
Multiple Jobs
or Spouse
Works

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

Do only one of the following.

(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 . . ► D

TIP: To be accurate, submit a 2020 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 income will be $200,000 or less ($400,000 or less if married filing jointly): 

Claim 
Dependents Multiply the number of qualifying children under age 17 by $2,000 ► $ 

Multiply the number of other dependents by $500 ► $

Add the amounts above and enter the total here 3 $ 

Step4 (a) Other income (not from jobs). If you want tax withheld for other income you expect
(optional): this year that won't have withholding, enter the amount of other income here. This may

Other include interest, dividends, and retirement income 4(a) $

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 the result here 4(b) $ 

(c) Extra withholding. Enter any additional tax you want withheld each pay period 4(c) $

Step 5: Under penalties of perjury, I declare that thls 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.)

Employers Employer's name and address 

Only

For Privacy Act and Paperwork Reduction Act Notice, see page 3. 

First date of 
employment 

Cat. No. 102200 

► Date

Employer identification 
number (EIN) 

Focm W-4 (2020) 





Form W-4 (2020) Page 3 

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

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 

2 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 

1 .:,$ ____ _ 

and enter that value on line 2a . 2a .::$c_ ____ _ 

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 
ooline 2b �.::$ _____ _ 

c Add the amounts from lines 2a and 2b and enter the result on line 2c 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 highest paying job (along with any other additional 
amount you want withheld) . 4 $ 

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

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 $10,000), and medical expenses in excess of 10% of your income 1 __c$ _____ _ 

2 Enter: { 
• $24,800 if you're married filing jointly or qualifying widow(er) 
• $18,650 if you're head of household
• $12,400 if you're single or married filing separately } 2 __c$ ____ _

3 If line 1 is greater than line 2, subtract line 2 from line 1. If line 2 is greater than line 1, enter "·O·" 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 Form W-4 . 5 $ 

Privacy Act and Paperwork Reduction Act Notice. We ask for the information 
on this form to carry out the Internal Revenue laws of the United States. Internal 
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you to 
provide this information; your employer uses it to determine your federal income 
tax withholding. Failure to provide a properly completed form will result in your 
being treated as a single person with no other entries on the form; providing 
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 Setvices 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 0MB 
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. 





IT 4 
Rev. 5/07 

Notice to Employee 

1. For state purposes, an individual may claim ·only natural de
pendency exemptions. This includes the taxpayer, spouse 
and e·a-ch dependent. Dependents are the same as defined 
in the Internal Revenue Code and as claimed in the taxpayer's 
federal income tax return for the taxable year for which the 
taxpayer would have been permitted to claim had .the tax
payer filed such a return. 

2. You may file a new certificate at any time if the number of your
exemptions increases. 

You must file a new certificate within 10 days.if the number of 
exemptions previously claimed by you decreases because:
(a) Your spouse for whom you have been claiming exemp-

tion is divorced or legally separated, or claims her (or his} 
own exemption on a separate certificate. 

{b) The support of a dependent for whom you claimed ex
emption is taken over by someone else. 

(c) You find that a dependent for whom you claimed exemp-
tion must be dropped for federal purposes. 

The death of a spouse or a dependent does not affect your 
withholding until the next year but requires the filing of a new 
certificate. If possible, file a new certificate by Dec. 1st of the 
year in which the death occurs. 

For further information, consult the Ohio Department of Taxa
tion, Personal and School District Income Tax Division, or 
your employer. 

3. If you expect to owe more Ohio income tax than will be
withheld, you may claim a smaller number of exemptions; 
or under an agreement with your employer, you may have 
an additional amount withheld each pay period.

4. A married couple with both spouses working and filing a
joint return will, in many cases, be required to file an indi
vidual estimated ihcome tax form IT 1040ES even though 
Ohle income tax is being withheld from their wages. This 
result may occur because the tax on their combined in
come will be greater than the sum of the taxes withheld 
from the husband's wages and the wife's wages. This 
requirement to file an individual estimated income tax form 
IT 1040ES may also apply to an individual who has two 
jobs, both of which are subject to withholding. In lieu of 
filing the individual estimated income tax form !T 1040ES, 
the individual may provide for additional withholding with
his employer by using lir)e 5. 

________ _ _ ___ ____ _ __ �please detach here _____________ ______ _ 

Ohio! Department of
Taxation 

IT4 

Employ_ee's Withholding Exemption Certificate Rev. 5/07 

Print full nam,�---------------------- Socia! Security number _____ ___ _______ _ 

Home address and ZIP code ______________ ___________________________ _ 

Public school district of residence _________________________ School district no. _______ _ 
(See Th� Finder at tax.Ohio.gov.) 

1. Personal exemption for yours�!f, enter "1" if claimed ..

2. If married, persona! exemption for your spouse if not separately claimed {enter "1" if claimed) .. 

3. Exemptions for dependents

4. Add the exemptions that you have claimed above and enter total

5. Additional withholding per pay period under agreement with employer .

Under the penalties of perjury, I certify that the number of exemptions claimed on this certificate does not exceed the number to which ! am entitled.

Signature ___________________________ Date __________________ _ 



Employment Eligibility Verification 

Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 

Form I-9 
0MB No. 161Sv0047 
Exp:ires 08/31/2019 

►START HERE: Read ins.tructions carefl..t'lly before completing•this form. Th<i instructions must bo available, either in paper ore!&ctronically,
during completion ofthfs form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an indivi_dua:l because the documentation presented has a future expiration date may also constitute illegal discrimination. 

Address (Street Number and Nam�) Apt, Number City or Town 

Date ofBirth /mmldd/yyyy) U.S . .Socia! Security Number Employee's E�ail Address 

·OJ·

State ZIP COde 

Employee's Telephone Number 

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form. 

I attest, under penalty of perjury, that I am (check one of the following boxes): 

D 1. A citizen of the United States 

0 2. A non citizen national of the Unfted States (See instfUctions) 

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

0 4. An alien authorized to work until (expiration date, tf applicable, mm/dd/yyyy): 
Some aliens may write "NIA" in the expiration date field. (See instrvctions) 

Aliens authorized to work mu_st.provicJe only one of the following document numbers to complete Form !�9: QR Coda • SectiQn 1 
Do Not Wr'!,e ln This Spse& 

An Alien Registration Number/USCIS Number OR Farm J.94 Admission Number OR Foreign Passport Number. 

1. Alien Registration Number/USCIS. Number: 
OR 

2. Form J.94 Admission Number. 
OR 

3. Foreign Passport Number: 

Country of Issuance: 

I attest, under.penalty of. perjury, that I have assisted in the completio� of Section 1 of this form and that to the best of my 
knowledge the informatiOrl is true and correct. 
Signature of Preparer or Translator I Today's Date /mmlddlyyyy)

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

Address (Street Number and Name) City or Town State IZIP Code 

• M'tit/rytwitltff&� •
Fonn l-9 ll/!4/2016 N Page I of 3 



· Employment Eligibility Verification

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

List A OR 
Identity:and Employment Authorization 

Document Trtle Document Title 

Issuing Authority Issuing Authority 

Document Number Document Number 

Exptratlon Date (ff any)(mmlddlyyyy) Expiration Date (if any){mmlddlYYW) 

Document Title 

Issuing Authority Additional Information 

Document Number 

Expiration Date (jf any)(mmlddlyy,;y) 

Document Title 

Issuing Authority 

Document Number 

Expiration Date /if any)(mmldalyyyy) 

AND 

Document Title 

USCIS 
Form I-9 

List C 

Employment-Authorization 

Issuing Authority 

Document Number 

Expiration Date (if any)(mmlddtyyyy) 

QR Cod.l- Sections 2 & 3 
Do Nol Write, In Thls s� 

- Certification: I attest, under penalty of perjury, that (1) I have examined the document{s} presented by the above�named employee, 
{2) the above-lisied document(s) appear to be genuine and to relate to the employee named, and (3) to thQ bast of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/ddlyyyy): (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date(mm/do'lyyyy) Title 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} 

Document Number Expiration Date (if any) (mm/ddlyyyy) 

l 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 Authoriz€d Representative Today's Date (mmlddlyyyy) Name of Employer or Authorized Representative 

Fonn J-9 ll/14/2016 N f'.age 2 of 3 









SCHOOL EMPLOYEES RETIREMENT SYSTEM OF OHIO 
300 EAST BROAD ST., SUITE 100 • COLUMBUS, OHIO 43215-3746 • (614) 222-5853

Toll-Free 1-866-280-7377 • www.ohsers.org 

Membership Record 

1 PART A • TO BE COMPLETED BY MEMBER I L..I -'--'--'I-ITJ-.... 1 __.___.__.__, 
SOCIAL SECURITY NUMBER 

LAST NAME FIRST MIDDLE MAIDEN 

PERMANENT----------------------------------
MAILING STREET 
ADDRESS 

CITY 

E-MAIL

STATE ZIP 

MALE D 

FEMALE 0 

DATE OF BIRTH ______________ _ ADDRESS ___________________ _
MONTH OAY YEAR 

PHONENUMBERL,_ __ J ___________________ _ 

FAMILY DATA 

SINGLE 0 

MARRIED 0 

DIVORCED 0 

WIDOWED 0 

LAST NAME FIRST MIDDLE OR MAIDEN 
DATE OF BIRTH 

MONTH/DAY/YEAR 
SPOUSE 

CHILDREN _________________________________________ _ 

FATHER 

MOTHER 

JOB CLASSIFICATION Mark one box only: 
D Administrative D Educational Aide D Supplemental (Coach, Advisor, Etc.) 
D Clerical/Secretarial D Food Service D School Board Member 
D Custodial/Maintenance D Transportation D Other, _________ _ 

MEMBERSHIP IN OTHER OHIO SYSTEM 

For all of the following, check ''.Yes" or "no" if you ever were a member of or 
received benefits from: MEMBER BENEFIT 

School Employees Retirement System of Ohio D YES D NO D YES D NO 
State Teachers Retirement System of Ohio D YES D NO D YES D NO 
Ohio Public Employees Retirement System O YES O NO O YES O NO 
Ohio Police and Fire Pension Fund O YES O NO O YES O NO 
Ohio State Highway Patrol Retirement System O YES O NO O YES O NO 
Cincinnati Municipal Retirement System D YES D NO O YES D NO 

MEMBER CERTIFICATION 

I hereby certify the information given hereon to be true to the best of my knowledge. 

SIGNATURE __________________________ _ 
DO NOT PRINT 

PART B • TO BE COMPLETED BY EMPLOYER 

SCHOOL DISTRICT COUNTY 

MEMBER'S FIRST DATE OF SERVICE THIS SCHOOL YEAR (July 1 - June 30) 
I hereby certify that I have verified the employee's social security number, the job 
title, and the first date of service for the current employment. 

TREASURER'S SIGNATURE ____________________ _ 

DATE _______ _ 

[TI 
COUNTY DISTRICT NO. 

25.52 Rev. 4/08 





Lowd/Howard, .Superintendent 

512 G/emvoodAve 
Ne:w Boston OE 45662 

Phoi,e, {740) .354-776J' 
Fax: (740 } 35$-1882 

The Ohio· Auditor of State's office maintains a system for the reporting of fyau<I, including 
misuse of public "irtcrtey by any offk:ial or -office. The system alJows all Ohio citizens, including 
:publlo employees, the opportunity to make anony111ous complaints through ,;. toil free number, 
.the•A<tditor ofSt,;te's wef;,site, or through the United States mail. 

AUd-itor of State's fraud contact information: 

Telephone: 1-866-FRAUD OH (!-866-372-8364)

US Mail: Ohio Auditor of State's office 
Special lnvestigations Unit. 
88 East Broad Street 
P.O. Box l l 40 
Columbus, OH 43215 

Web: www.or
u

oauditor.gov 



AcknowJedg:emen t of receipt of Auditor of State fraud-reporting system. information 

Pi;rsuantto Ohio Revised Code 11 z;103[B)(1}, a public office shall provide information about the 
Ohio fraud-reporti�g system and the means of reporting fraud to·.each new employee upon 
employm!!I!t with.the public office. 

Each0riewemployee·has thirty days after beginning employment to confirrn.receiptofthis 
info,matic>n, 

By signing below you.are acknowledging (insert public employer) provided you information about 
tlie fraud-reporth;ig system as described by Section 117.103{A) ofthe Revised Code, and th·atyou 
read and understand theinformation provided. You are also acknowledgingyou have received and 
read the·information regardlngcSection 124;341 of the.Revised Code.and the protections you are 
provided as a classifi.ed or unclassified o,mployee if you use the before-mentioned fraud-reporting 
.system. 

I __________ � have read the information provided. by my employer regarding the 
frauct,reporting system operated by the Ohio Audi.tor of State's office. l further state that the 
undersigned signature acknowledges receipt of this information. 

PRlNTN
A

ME,T!TLE, AND DEPARTMENT 

PLEASE SIGN NAME DATE 

3 



SOUTH CENTRAL omo ESC 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT 

I hereby authorize the South Central Ohio ESC to initiate electronic transfer entries to the account listed below. 
(A separate form needs to be completed for each financial institution and each account. You may make copies of this form
or pick up additional forms in the Treasurer's office)

Name of Financial Institution: 

Transit#: 
(9 digit# that appears first at the bottom.of a check) 

Account#: 0 Checking. 0 Savings 

Method of Deposit: □ % . 0 fixed amount 

Designate the % or fixed amount for this account:
(how much of your check you want to go into this account, total of all fonns must equal f00%) 

This authorization is to remain in full force and in effect until Beuth Central Ohio ESC has received written
notification from me of its termination. A one-week notice of change is required. I understand that I can receive 
a checkstub by e-mail (by listing.an e-mail address below) or by picking up a paper stub at the Treasurer's 
office. 

Employee Name Social Security Number 

Employee Signature: ----------,-----'-------

Employee e-mail address: 

Date 

•••••••••••••••••••a■■•••••••••••••j•••••••••�••••••••·••••••••••••••••••••••••••••••••••••••••• 

Please take to your financial institution for completion: 

I certify that the above transit number and the employee's account number are valid and that we are an ACH 
member. 

Name 

Title 

Authorized Signature 

Financial Jnstltution: 

Address: 

Phone 

, 

Date 









MEC 

Jl·ropos\10 IndMdul'IJ Effective O,tte: 1/1/201 J 

f rod.1cls :inr.!finart€ia1 :sllYYic?s provu:led by 
Am�rlcon Um.red /,!fa /r,.wran.ac Compar.y0 
t1 ONEAMER!CA®ccm;xil?)' 
O,;ri!m�rican Square. P.O, !Jo;,: 6123 
fmlionapof;s, IN 161{)6.(;J 21 
(800).jJJ,SJ 1// 

AUL's Group Voluntary Term Life Insurance Coverage Available 
to Eligible Dependents 

Amount of Coverage Offered 
The·amount of coverage.for eligible dependents cannot exceed ! 00% of the employee's amount of coverage. Spouse -nod child(ren) 
cover.age !fJUSt:be from the same opticrn. Coverage is onfy offered and available- to eligible Dependents who �re authorized to·rcsidc in 
the .Unite;l 'States. 

Accelerated Ll(e Benefit for Spouse 
Suicide Limimtion 

Portnb!lily Option (If Employee continu .. cover�go under this.option) 
Conversion Options 

Eligible Dependents 
Any cover{lg:! for a ·spouse or child(ten) cannot. become effective bcf orc the employee's cove;age is approved, if a spouse-or ch Hd is
confined in any m¢dlCal-facjJ\ty, rehabilitation center, convslcscent eo;re fticility, n_t:irsing home. Oi co!Tectional facility o:n the d�te an 
cmp-loye�s coYcrage is-approved, th.at dependent coverage will no1 become effective until the spouse or child fa released from such 
confinement and pursuant to the-contract provisions, 

Dependent Voluntary Term Life Insurance Options' 

Dependent 'fype 
.. --· 

Spouse 
... . - ···-·

Dependent Child{ren)- live birth.to age26 

MONTHLY Dependent Group 

Voluntary Term .Life 1M:urance Premiums1 

Family 

� Age and Definition of C,hild{ren)'may vary by slete. 

···-�
Option l 

.-....... � 
$5,000 

$2,500 

$2.00 

Option 2 
- --�··· ·---·

$!0,000

$5,000 

$4.00 

Option 3 
. ··-·····- .. 

$15,000 

$7,SQ0 

$6.00 

1Covcrage fol' ehild(ren) �nd spouses does tenninaie when ;hey arc no lo11�r classilies.l as dcpcndcr-,ts. 

Option 4 
·-· ... .. 

$20,000 

$10,000 

$8.00 

Rev. 04107 











South Central Ohio E.S.C. 
Vision Service Plan 

Name: ---------------
SSN: _______ DOB: ______ _ 

Address: -----------------------------------

□ I elect to participaie in the vision service plan (VSJ>) and request coverage for the following
individuals:

NAME SEX DOB 

SELF 

SPOUSE 

CHILD 

CHILD 

CHILD 

D r decline vision coverage at this time. I understand that I will not be able to participate in the

vision service plan until next plan year. 

Signature: -------------- Date: _________ _ 
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