® [ASALLE
UNIVERSITY
Office of Human Resources

1900 West Olney Avenue
Philadelphia, PA 19141

Time Sensitive Requirements for all Newly Hired Employees
FACULTY & STAFF

La Salle University requires all new employees to submit a completed “New Hire Packet” and present
appropriate forms of identification BEFORE starting work. Please make time to organize the following
items before visiting our office. You will need to bring:

___ Completed “New Hire Packet” (enclosed)

____Voluntary Self-ldentification of Race, Ethnicity, Veteran, and Disability Status
____ Direct Deposit Authorization Form

____ Confidential New Hire Data Form (Only if you have not previously submitted this)

Form 1-9: Employment Eligibility Verification (Complete page one only)

: Form W-4: Employee’s Withholding Allowance Certificate

*1f your permanent address is in NJ and you would like to have withheld from NJ instead of
PA, please instead complete https://wa3.lasalle.edu/channels/docs/get.php?id=1868
Residency Certification Form

Workers’ Compensation Employee Notification

____Original and unexpired 1Ds for Form 1-9 (enclosed is a list of acceptable documents, instructions for
completing the 1-9 form are available at https://www.uscis.gov/i-9)

____Voided check or bank account information (all employees are required to sign-up for direct deposit)

You can expect the following “next steps” after submitting the information described above:

Human Resources provide information on how to obtain your ID card and parking pass.

Information Technology will create network, email and portal accounts after we create your
employee record. Once your paperwork is received in full you will receive an email (at your
personal email address submitted with your application).

You will have access to your pay stub and W-2 information via the Brother LUWIS icon inside
the mylasalle portal.

For hourly employees, once your paperwork has been processed you will have a timesheet in the
mylasalle portal where you will begin entering your hours. Your supervisor will give you
additional information on how to use the system and when your hours are due for each pay
period. Salaried employees will be responsible for entering a leave report every two weeks.

If you have any questions regarding the new hire paperwork and requirements or about being processed
into the system, please contact Human Resources at 215-951-1013 or via email at hr@lasalle.edu.

If you have questions regarding your timesheet, entering hours, or payroll, please contact Payroll at
215-951-1050 or via email at payables@lasalle.edu.



https://wa3.lasalle.edu/channels/docs/get.php?id=1868
https://www.uscis.gov/i-9

Complete ony if you have
IUAI&\SIAI\I/‘%IE%ITY not previously submitted to

Human Resources
Explorers are Never Lost

CONFIDENTIAL NEW HIRE DATA FORM

Employee SSN Department Name Select one Select one
I:l Faculty D Full-time
Supervisor Name I:l Staff D Part-time
Employee Legal Name (First Name, Middle Initial, Last Name) Prefix (Mr., Mrs., etc.)  |Suffix (Jr, Ph.D, etc.)
All Other Names Officially Used (Alias, Birth Name, Nickname) Chosen First Name (if different than legal name)
Permanent Residence/Mailing Address Email Address
Primary Phone |:| Home |Birthdate (mm/dd/yyyy) Marital Status (for benefit use)

l:l Single I:l Married DWidowed
D Cell D Divorced DSeparated

Legal Sex Gender Identity Pronouns
D Man D Woman I:l He/Him/His D She/Her/Hers
D Male |:| Female
I:l Non-binary I:l Gender Not Listed I:l They/Them/Theirs I:l Pronouns Not Listed
Have you previously been employed by La Salle University? [JYes []No
Are you a current or former La Salle University student? |:| Yes |:| No

Background Checks

All new hires at La Salle University are required to submit the following background checks:

(1) Pennsylvania State Criminal Background Check
(2) Pensylvania State Child Abuse Clearance
(3) FBI Fingerprint Check

e If you have completed these clearances for employment purposes within the last 12 months, you may submit copies of the
documents for review and consideration to newhire@lasalle.edu.
e Ifyou need to complete new clearances, please refer to your onboarding email from newhire@lasalle.edu.

Emergency Contact Information

Name: Relationship:
Phone #:
(where person can be reached while you are at work)
Employee Signature Date

rev 08/22



Employment Eligibility Verification USCIS

Department of Homeland Security Form I-9

. . S . OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 10/31/2022

JND S,

» START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this 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 individual because the
documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)
Address (Street Number and Name) Apt. Number City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's E-mail Address Employee's Telephone Number

| 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.

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

[ ] 1. Acitizen of the United States

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

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

|:| 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)

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9: Do ﬁzﬁ\ﬁi]f ?ﬁ:'so g;ace
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form 1-94 Admission Number:

OR

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):
|:| | did not use a preparer or translator. |:| A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)

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

Signature of Preparer or Translator Today's Date (mm/dd/yyyy)
Last Name (Family Name) First Name (Given Name)
Address (Street Number and Name) City or Town State ZIP Code

@ Employer Completes Next Page @

Form I-9 10/21/2019 Page 1 of 3



Employment Eligibility Verification USCIS
Form I-9

OMB No. 1615-0047
Expires 10/31/2022

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

Section 2. Employer or Authorized Representative Review and Verification

(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists
of Acceptable Documents.")

. Last Name (Family Name) First Name (Given Name) M.I. | Citizenship/Immigration Status
Employee Info from Section 1
List A OR List B AND List C
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/yyyy)

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

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

Document Title

QR Code - Sections 2 & 3

Additional Information Do Not Write In This Space

Issuing Authority

Document Number

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

Document Title

Issuing Authority

Document Number

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

Certification: | 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): (See instructions for exemptions)

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

Employer's Business or Organization Address (Street Number and Name) | City or Town State ZIP Code
1900 West Olney Avenue Philadelphia PA 19141

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name)

B. Date of Rehire (if applicable)
First Name (Given Name) Middle Initial Date (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

Document Title 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) | 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

Form I-9 10/21/2019 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.

LIST A LIST B LISTC
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorization OR AND
1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a 1. A Social Security Account Number
State or outlying possession of the card, unless the card includes one of

2. Permanent Resident Card or Alien

Registration Receipt Card (Form I-551) United States prowded.lt contains a the following restrictions:
photograph or |pformat|on SUCh as (1) NOT VALID FOR EMPLOYMENT
] ] name, date of birth, gender, height, eye
3. Foreign passport that contains a color, and address (2) VALID FOR WORK ONLY WITH
temporary 1-551 stamp or temporary INS AUTHORIZATION
:;585(11ag|r|enitrerz](:nri10rt:rt1lto\r/1iso: a machine- 2. ID card |ssuted by ffaderal, stglte or local (3) VALID FOR WORK ONLY WITH
9 government agencies or en ities, DHS AUTHORIZATION
— provided it contains a photograph or
4. Employment Authorization Document information such as name, date of birth, 2. Certification of report of birth issued
that contains a photograph (Form gender, height, eye color, and address by the Department of State (Forms
1-766) DS-1350, FS-545, FS-240)
3. School ID card with a photograph — — -
5. For a nonimmigrant alien authorized 3. Original or certified copy of birth
to work for a specific employer 4. Voter's registration card certificate issued by a State,
because of his or her status: 5. US. Mit o draft " county, municipal authority, or
. U.S. Military card or draft recor ; i
. Foreig passpor; and : rrony of e Ut Stts
b. Form 1-94 or Form |-94A that has 6. Military dependent's ID card
the following: 7. U.S. Coast Guard Merchant Mariner 4. Native American tribal document
(1) The same name as the passpor; Card 5. U.S. Citizen ID Card (Form I-197)
an . . -
(2) An endorsement of the alien's 8. Native American tribal document 6. Identification Card for Use of
nonimmigrant status as long as 9. Driver's license issued by a Canadian Resident Citizen in the United
that period of endorsement has government authority States (Form 1-179)
not yet expired and the —
proposed employment is not in For persons under age 18 who are | 7- Employment authorization
conflict with any restrictions or unable to present a document document issued by the .
limitations identified on the form. listed above: Department of Homeland Security

6. Passport from the Federated States

of Micronesia (FSM) or the Republic 10. School record or report card

of the Marshall Islands (RMI) with 11. Clinic, doctor, or hospital record
Form 1-94 or Form [-94A indicating
nonimmigrant admission under the 12. Day-care or nursery school record

Compact of Free Association Between
the United States and the FSM or RMI

Examples of many of these documents appear in the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.

Form I-9 10/21/2019 Page 3 of 3



o W=4

Employee’s Withholding Certificate OMB No. 1545-0074

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

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

(c) |:| Single or Married filing separately
|:| Married filing jointly or Qualifying widow(er)
|:| Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can
claim exemption from withholding, when to use the estimator at www.irs.gov/W4App, and privacy.

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

or Spouse Do only one of the following.

Works (a) Use the estimator at www.irs.gov/W4App for most accurate withholding for this step (and Steps 3-4); or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below for roughly accurate
withholding; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is accurate for jobs with similar pay; otherwise, more tax than necessary may be withheld . . » []

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

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

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000 » $
Dependents .
P Multiply the number of other dependentsby $500 . . . . » §
Add the amounts above and enter the totalhere . . . . . . . . . . . . . 3 |$
Step 4 (a) Other income (not from jobs). If you want tax withheld for other income you
(optional): expect this year that won’t have withholding, enter the amount of other income here.
Other This may include interest, dividends, and retirementincome . . . . . . . . |4a)|$
Adjustments (b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
theresulthere . . . . . . . . . . . . . . . . . . . . . .. |4a0|%
(c) Extra withholding. Enter any additional tax you want withheld each pay period . . |4(c)|$
Step 5: Under penalties of perjury, | declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete.
Sign
Here } }
Employee’s signature (This form is not valid unless you sign it.) Date
Employers | Employer’s name and address First date of Employer identification
Only employment number (EIN)

For Privacy Act

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



Form W-4 (2022)

Page 2

General Instructions
Section references are to the Internal Revenue Code.

Future Developments

For the latest information about developments related to
Form W-4, such as legislation enacted after it was published,
go to www.irs.gov/FormW4.

Purpose of Form

Complete Form W-4 so that your employer can withhold the
correct federal income tax from your pay. If too little is
withheld, you will generally owe tax when you file your tax
return and may owe a penalty. If too much is withheld, you
will generally be due a refund. Complete a new Form W-4
when changes to your personal or financial situation would
change the entries on the form. For more information on
withholding and when you must furnish a new Form W-4,
see Pub. 505, Tax Withholding and Estimated Tax.

Exemption from withholding. You may claim exemption
from withholding for 2022 if you meet both of the following
conditions: you had no federal income tax liability in 2021
and you expect to have no federal income tax liability in
2022. You had no federal income tax liability in 2021 if (1)
your total tax on line 24 on your 2021 Form 1040 or 1040-SR
is zero (or less than the sum of lines 27a, 28, 29, and 30), or
(2) you were not required to file a return because your
income was below the filing threshold for your correct filing
status. If you claim exemption, you will have no income tax
withheld from your paycheck and may owe taxes and
penalties when you file your 2022 tax return. To claim
exemption from withholding, certify that you meet both of
the conditions above by writing “Exempt” on Form W-4 in
the space below Step 4(c). Then, complete Steps 1(a), 1(b),
and 5. Do not complete any other steps. You will need to
submit a new Form W-4 by February 15, 2023.

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

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

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

1. Expect to work only part of the year;

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

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

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

Self-employment. Generally, you will owe both income and
self-employment taxes on any self-employment income you
receive separate from the wages you receive as an
employee. If you want to pay these taxes through
withholding from your wages, use the estimator at
www.irs.gov/W4App to figure the amount to have withheld.

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

Specific Instructions

Step 1(c). Check your anticipated filing status. This will
determine the standard deduction and tax rates used to
compute your withholding.

Step 2. Use this step if you (1) have more than one job at the
same time, or (2) are married filing jointly and you and your
spouse both work.

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

If you (and your spouse) have a total of only two jobs, you
may instead check the box in option (c). The box must also
be checked on the Form W-4 for the other job. If the box is
checked, the standard deduction and tax brackets will be
cut in half for each job to calculate withholding. This option
is roughly accurate for jobs with similar pay; otherwise, more
tax than necessary may be withheld, and this extra amount
will be larger the greater the difference in pay is between the
two jobs.

ﬂ Multiple jobs. Complete Steps 3 through 4(b) on only
one Form W-4. Withholding will be most accurate if
you do this on the Form W-4 for the highest paying job.

Step 3. This step provides instructions for determining the
amount of the child tax credit and the credit for other
dependents that you may be able to claim when you file your
tax return. To qualify for the child tax credit, the child must
be under age 17 as of December 31, must be your
dependent who generally lives with you for more than half
the year, and must have the required social security number.
You may be able to claim a credit for other dependents for
whom a child tax credit can’t be claimed, such as an older
child or a qualifying relative. For additional eligibility
requirements for these credits, see Pub. 501, Dependents,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are eligible in this
step, such as the foreign tax credit and the education tax
credits. To do so, add an estimate of the amount for the year
to your credits for dependents and enter the total amount in
Step 3. Including these credits will increase your paycheck
and reduce the amount of any refund you may receive when
you file your tax return.

Step 4 (optional).

Step 4(a). Enter in this step the total of your other
estimated income for the year, if any. You shouldn’t include
income from any jobs or self-employment. If you complete
Step 4(a), you likely won't have to make estimated tax
payments for that income. If you prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, see Form 1040-ES, Estimated Tax for Individuals.

Step 4(b). Enter in this step the amount from the
Deductions Worksheet, line 5, if you expect to claim
deductions other than the basic standard deduction on your
2022 tax return and want to reduce your withholding to
account for these deductions. This includes both itemized
deductions and other deductions such as for student loan
interest and IRAs.

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

CAUTION



Form W-4 (2022)

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 .

Three jobs. If you and/or your spouse have three jobs at the same time, complete lines 2a, 2b, and
2c below. Otherwise, skip to line 3.

a Find the amount from the appropriate table on page 4 using the annual wages from the highest
paying job in the “Higher Paying Job” row and the annual wages for your next highest paying job
in the “Lower Paying Job” column. Find the value at the intersection of the two household salaries
and enter that value on line 2a .

b Add the annual wages of the two highest paying jobs from line 2a together and use the total as the
wages in the “Higher Paying Job” row and use the annual wages for your third job in the “Lower
Paying Job” column to find the amount from the appropriate table on page 4 and enter this amount
on line 2b

¢ Add the amounts from lines 2a and 2b and enter the result on line 2¢c .

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

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

2a

2b

2c

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

S

Enter an estimate of your 2022 itemized deductions (from Schedule A (Form 1040)). Such deductions
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to
$10,000), and medical expenses in excess of 7.5% of your income .

* $25,900 if you’re married filing jointly or qualifying widow(er)
¢ $19,400 if you’re head of household
* $12,950 if you’re single or married filing separately

Enter:

If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater
than line 1, enter “-0-”

Enter an estimate of your student loan interest, deductible IRA contributions, and certain other

adjustments (from Part Il of Schedule 1 (Form 1040)). See Pub. 505 for more information . . . . 4 $

5 Add lines 3 and 4. Enter the result here and in Step 4(b) of FormW-4 . . . . . . . . . . . 5 %

Privacy Act and Paperwork Reduction Act Notice. We ask for the information
on this form to carry out the Internal Revenue laws of the United States. Internal
Revenue Code sections 3402(f)(2) and 6109 and their regulations require you 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 Services for use in the National Directory of New Hires. We
may also disclose this information to other countries under a tax treaty, to federal
and state agencies to enforce federal nontax criminal laws, or to federal law
enforcement and intelligence agencies to combat terrorism.

You are not required to provide the information requested on a form that is
subject to the Paperwork Reduction Act unless the form displays a valid OMB
control number. Books or records relating to a form or its instructions must be
retained as long as their contents may become material in the administration of
any Internal Revenue law. Generally, tax returns and return information are
confidential, as required by Code section 6103.

The average time and expenses required to complete and 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.



Form W-4 (2022) Page 4
Married Filing Jointly or Qualifying Widow(er)
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- |$10,000 -|$20,000 - |$30,000 -|$40,000 - | $50,000 - | $60,000 - | $70,000 - | $80,000 - | $90,000 - |$100,000 - $110,000 -
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $110 $850 $860 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,020 | $1,770 | $1,870
$10,000 - 19,999 110 | 1,110 | 1,860 | 2,060 | 2220 | 2220 | 2220 | 2220 | 2220| 2970 | 3970 | 4,070
$20,000 - 29,999 850 | 1,860 | 2,800 | 3,000 | 3160 | 3160 | 3160 | 3160 | 3910 | 4910 | 5910 | 6,010
$30,000 - 39,999 860 | 2,060 | 3000 | 3200 | 3360 | 3360 | 3360 | 4,110 | 5110 | 6110 | 7,110 | 7210
$40,000- 49,999 1,020 | 2220 | 3160 | 3360 | 3520 | 3520 | 4270 | 5270 | 6270 | 7,270 | 8270 | 8370
$50,000- 59,999 1,020 | 2220 | 3160 | 3360 | 3520 | 4270 | 5270 | 6270 | 7270 | 8270 | 9270 | 9,370
$60,000- 69,999 1,020 | 2220 | 3160 | 3360 | 4270 | 5270 | 6270 | 7270 | 8270 | 9,270 | 10,270 | 10,370
$70,000 - 79,999 1,020 | 2,220 | 3,60 | 4,110 | 5270 | 6270 | 7270 | 8270 | 9270 | 10,270 | 11,270 | 11,370
$80,000 - 99,999 1,020 | 2,820 | 4,760 | 5960 | 7,120 | 8120 | 9,120 | 10,120 | 11,120 | 12,120 | 13,150 | 13,450
$100,000 - 149,999| 1,870 | 4,070 | 6010 | 7210 | 8370 | 9,370 | 10,510 | 11,710 | 12,910 | 14,110 | 15310 | 15,600
$150,000 - 239,999 2,040 | 4,440 | 6,580 | 7,980 | 9,340 | 10,540 | 11,740 | 12,940 | 14,140 | 15340 | 16,540 | 16,830
$240,000 - 259,999| 2,040 | 4440 | 6580 | 7,980 | 9,340 | 10,540 | 11,740 | 12,940 | 14,140 | 155340 | 16,540 | 17,590
$260,000 - 279,999| 2,040 | 4,440 | 6580 | 7,980 | 9,340 | 10,540 | 11,740 | 12,940 | 14,140 | 16,100 | 18,100 | 19,190
$280,000 - 299,999 2,040 | 4,440 | 6580 | 7,980 | 9,340 | 10,540 | 11,740 | 13,700 | 15,700 | 17,700 | 19,700 | 20,790
$300,000 - 319,999| 2,040 | 4440 | 6580 | 7,980 | 9,340 | 11,300 | 13,300 | 15,300 | 17,300 | 19,300 | 21,300 | 22,390
$320,000 - 364,999 2,100 | 5,300 | 8,240 | 10,440 | 12,600 | 14,600 | 16,600 | 18,600 | 20,600 | 22,600 | 24,870 | 26,260
$365,000 - 524,999| 2,970 | 6,470 | 9,710 | 12,210 | 14,670 | 16,970 | 19,270 | 21,570 | 23,870 | 26,170 | 28,470 | 29,870
$525,000 and over | 3,140 | 6,840 | 10,280 | 12,980 | 15640 | 18,140 | 20,640 | 23,140 | 25640 | 28,140 | 30,640 | 32,240
Single or Married Filing Separately
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- [$10,000 -|$20,000 - |$30,000 - | $40,000 - | $50,000 - | $60,000 - |$70,000 - | $80,000 - | $90,000 - [$100,000 - |$110,000
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999  $400 $930 | $1,020 | $1,020 | $1,250 | $1,870 | $1,870 | $1,870 | $1,870 | $1,970 | $2,040 | $2,040
$10,000 - 19,999 930 | 1570 | 1660 | 1,890 | 2,890 | 3510 | 3510 | 3510 | 3,610 | 3,810 | 3880 | 3,880
$20,000- 29,999 1,020 | 1,660 | 1,990 | 2990 | 3990 | 4610 | 4610 | 4710 | 4910 | 5110 | 5180 | 5,180
$30,000- 39,999 1,020 | 1,890 | 2990 | 3990 | 4990 | 5610 | 5710 | 5910 | 6,110 | 6310 | 6,38 | 6,380
$40,000- 59,999 1,870 | 3510 | 4610 | 5610 | 6,680 | 7,500 | 7,700 | 7,900 | 87100 | 8300 | 8370 | 8370
$60,000- 79,999| 1,870 | 3510 | 4680 | 5880 | 7,080 | 7,900 | 8100 | 8300 | 8500 | 8700 | 8970 | 9,770
$80,000- 99,999 1,940 | 3780 | 5080 | 6280 | 7,480 | 8300 | 8500 | 8700 | 9,100 | 10,100 | 10,970 | 11,770
$100,000 - 124,999| 2,040 | 3,880 | 5180 | 6,380 | 7,580 | 8400 | 9,140 | 10,140 | 11,140 | 12,140 | 13,040 | 14,140
$125,000 - 149,999| 2,040 | 3880 | 5180 | 6520 | 8520 | 10,140 | 11,140 | 12,140 | 13,320 | 14,620 | 15,790 | 16,890
$150,000 - 174,999 2,040 | 4,420 | 6,520 | 8520 | 10,520 | 12,170 | 13,470 | 14,770 | 16,070 | 17,370 | 18,540 | 19,640
$175,000 - 199,999| 2,720 | 5360 | 7,460 | 9,630 | 11,930 | 13,860 | 15,160 | 16,460 | 17,760 | 19,060 | 20,230 | 21,330
$200,000 - 249,999| 2,970 | 5920 | 8310 | 10,610 | 12,910 | 14,840 | 16,140 | 17,440 | 18,740 | 20,040 | 21,210 | 22,310
$250,000 - 399,999| 2,970 | 5920 | 8310 | 10,610 | 12,910 | 14,840 | 16,140 | 17,440 | 18,740 | 20,040 | 21,210 | 22,310
$400,000 - 449,999| 2,970 | 5920 | 8310 | 10,610 | 12,910 | 14,840 | 16,140 | 17,440 | 18,740 | 20,040 | 21,210 | 22,470
$450,000 and over | 3,140 | 6,290 | 8,880 | 11,380 | 13,880 | 16,010 | 17,510 | 19,010 | 20,510 | 22,010 | 23,380 | 24,680
Head of Household
Higher Paying Job Lower Paying Job Annual Taxable Wage & Salary
Annual Taxable | $0- [$10,000 -|$20,000 - |$30,000 - | $40,000 - | $50,000 - | $60,000 - |$70,000 - | $80,000 - | $90,000 - [$100,000 - |$110,000
Wage & Salary | 9,999 | 19,999 | 29,999 | 39,999 | 49,999 | 59,999 | 69,999 | 79,999 | 89,999 | 99,999 | 109,999 | 120,000
$0- 9,999 $0 $760 $910 | $1,020 | $1,020 | $1,020 | $1,190 | $1,870 | $1,870 | $1,870 | $2,040 | $2,040
$10,000 - 19,999 760 | 1,820 | 2,110 | 2220 | 2220 | 2,390 | 3,390 | 4,070 | 4,070 | 4,240 | 4,440 | 4,440
$20,000 - 29,999 910 | 2110 | 2400 | 2510 | 2680 | 3680 | 4680 | 5360 | 5530 | 5730 | 5930 | 5930
$30,000- 39,999 1,020 | 2220 | 2510 | 2,790 | 3,790 | 4,790 | 5790 | 6640 | 6,840 | 7,040 | 7,240 | 7,240
$40,000- 59,999 1,020 | 2240 | 3530 | 4640 | 5640 | 6780 | 7,980 | 8860 | 9,060 | 9,260 | 9,460 | 9,460
$60,000- 79,999 1,870 | 4070 | 5360 | 6610 | 7,810 | 9,010 | 10,210 | 11,090 | 11,290 | 11,490 | 11,690 | 12,170
$80,000- 99,999 1,870 | 4210 | 5700 | 7,010 | 8210 | 9410 | 10,610 | 11,490 | 11,690 | 12,380 | 13,370 | 14,170
$100,000 - 124,999 2,040 | 4,440 | 5930 | 7,240 | 8440 | 9,640 | 10,860 | 12,540 | 13,540 | 14,540 | 155540 | 16,480
$125,000 - 149,999| 2,040 | 4440 | 5930 | 7,240 | 83860 | 10,860 | 12,860 | 14,540 | 15540 | 16,830 | 18,130 | 19,230
$150,000 - 174,999 2,040 | 4,460 | 6,750 | 8,860 | 10,860 | 12,860 | 15,000 | 16,980 | 18,280 | 19,580 | 20,880 | 21,980
$175,000 - 199,999| 2,720 | 5920 | 8210 | 10,320 | 12,600 | 14,900 | 17,200 | 19,180 | 20,480 | 21,780 | 23,080 | 24,180
$200,000 - 449,999| 2,970 | 6470 | 9,060 | 11,480 | 13,780 | 16,080 | 18,380 | 20,360 | 21,660 | 22,960 | 24,250 | 25,360
$450,000 and over | 3,140 | 6,840 | 9,630 | 12250 | 14,750 | 17,250 | 19,750 | 21,930 | 23,430 | 24,930 | 26,420 | 27,730
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START Employee’s Nonwithholding
Application Certificate
O PA DEPARTMENT OF REVENUE 2 o

Purpose. Complete Form REV-419 so that
your employer can withhold the correct
Pennsylvania personal income tax from your
pay. Complete a new Form REV-419 every
year or when your personal or financial situa-
tion changes. Photocopies of this form are
acceptable.

Note: Unless the state of residence changes,
residents of the reciprocal states listed in the
next paragraph do not need to refile this appli-
cation every year.

Who is Eligible for Nonwithholding? You
may be entitled to nonwithholding of PA per-
sonal income tax if you incurred no liability for
income tax the preceding tax year and/or you
anticipate that you will incur no liability for
income tax during the current tax year,
according to the Special Tax Provisions of
section 304 of the Tax Reform Code, the
Servicemember Civil Relief Act (SCRA) or as a
resident of the reciprocal state of Indiana,
Maryland, New Jersey, Ohio, Virginia or West
Virginia and your employer agrees to withhold
the income tax from that state.

When to Claim? File this certificate with your
employer as soon as you determine you are
entitled to claim nonwithholding. You must file a
certificate each year you are eligible (see Note
above for an exception). If you are employed
by more than one employer you must file a
separate REV-419 with each employer.

Responsibilities of Employee. You must
revoke this certification within 10 days from
the day you anticipate you will incur PA per-
sonal income tax liability for the current tax
year. To discontinue or revoke this certification,
submit notification in writing to your employer.
Claimants who qualify for complete Tax
Forgiveness under section 304 of the Tax
Reform Code must file a PA-40, Pennsylvania
Personal Income Tax Return, and Schedule SP
to claim Tax Forgiveness even if they are eligi-
ble for nonwithholding.

Under the SCRA, as amended by the Military
Spouses Residency Relief Act, you may be
exempt from PA personal income tax on your
wages if (i) your spouse is a member of the
armed forces present in PA in compliance with
military orders; (ii) you are present in PA solely
to be with your spouse; and (iii) you and your
spouse both maintain the same domicile
(state residency) in another state. If you claim
exemption under the SCRA, enter your state
of domicile (legal residence) on Line d below
and attach a copy of your spousal military
identification card and your spouse’s current
military orders to form REV-419.

Responsibilities of Employer.

If you agree not to withhold PA tax because
your employee is a resident of a reciprocal
state, you must withhold the other state’s tax.

Retain Form REV-419 with your records. You are
required to submit a copy of this certificate

OFFICIAL USE ONLY

and accompanying attachments to the PA
DEPARTMENT OF REVENUE, BUREAU OF BUSI-
NESS TRUST FUND TAXES, PO BOX 280904,
HARRISBURG, PA 17128-0904, when:

1. you have reason to believe this certificate
is incorrect;

2. the PA taxable gross compensation of any
employee who claimed either exemption
from nonwithholding a or b below exceeds
$1,625 for any quarter;

3. the employee claims an exemption from
withholding on the basis of residence in a
reciprocal state (Indiana, Maryland, New
Jersey, Ohio, Virginia or West Virginia)
and therefore, you agree to withhold
income tax of the employee’s state of res-
idence; or

4. the employee claims an exemption from
withholding under the SCRA as amended
by the Military Spouses Residency Relief
Act.

Department’s Responsibility. Upon receipt
of any exemption application, the department
will make a determination and notify the
employer if a change is required. If the
department disapproves the application, the
employer must immediately commence with-
holding at the regular rate. Once a certificate
is revoked by the department, the employer
must send any new application received from
the employee to the department for approval
before implementing the nonwithholding.

Please print or type. A fill-in form may be obtained from www.revenue.state.pa.us.

Employee name: first, middle initial, last

Social Security Number | Telephone Number

Street Address City, State, ZIP

Tax Year (not necessary if checking Box c below)

I claim exception from withholding because I do not expect to owe Pennsylvania personal income tax due to the reason(s) checked below:

I:l a. Last year I qualified for Tax Forgiveness of my PA personal income tax liability and had a right to a full refund of all income tax withheld.
|:| b. This year I expect to qualify for Tax Forgiveness of my PA personal income tax liability and expect to have a right to a full refund of all income

tax withheld.

I:l c. Ideclare I am a resident of the reciprocal state checked below:

MARYLAND

[] inD1ana

NEW JERSEY OHIO |:| VIRGINIA

|:| WEST VIRGINIA

and that pursuant to the reciprocal tax agreement between that state and PA, I claim an exemption from withholding of PA 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.

|:| d. T certify I am a legal resident of the state of

and am not subject to Pennsylvania withholding because I meet the

requirements set forth under the Servicemembers Civil Relief Act, as amended by the Military Spouses Residency Relief Act.

Under penalties of perjury, I certify that I did not incur any Pennsylvania personal income tax liability during the preceding tax year and/or I do not expect
to incur any liability during the current tax year based on the reason(s) indicated above.

Employee Signature

PLEASE SIGN AFTER PRINTING.

Date Example 08/15/2004

Employer Name

Federal Employer Identification Number

Business Address

Telephone Number

City, State, ZIP

Employer’s Signature

Employee’s Quarterly Compensation (not required for applicants checking Box c or d above)

PLEASE SIGN AFTER PRINTING. $

I 4190010101

4190010101 I



LASALLE
UNIVERSITY
VOLUNTARY SELF-IDENTIFICATION OF ETHNICITY, RACE,
AND VETERAN STATUS

La Salle University is an Equal Opportunity Employer and does not discriminate against any employee or applicant
for employment based upon race, color, religion, sex, age (40 years and older), disability, national origin, ethnicity
and/or ancestry, citizenship, sexual preference or orientation, marital, parental, family, and pregnancy status, gender
identity, military or veteran status, genetic information. This commitment applies to all aspects of the employment
relationship, including hiring, promotion, compensation and any term or condition of employment.

As a federal contractor, the University complies with regulations regarding our affirmative action efforts in recruiting,
hiring, and promoting qualified women, minorities, veterans, and individuals with disabilities. The regulations
requiring annual reporting of this data and we are seeking your assistance in helping the University meet this
requirement.

Submission of the data is strictly voluntary and the data will be kept confidential. Refusal to provide the data will not
subject you to any adverse treatment. For questions on how this data will be used, please contact the University’s
Affirmative Action Officer, Rose Lee Pauline, at 215-951-1014 or pauline@Iasalle.edu.

SELF-IDENTIFICATION OF ETHNICITY AND RACE

The ethnicity and race categories below have been defined by the U.S. Department of Labor’s Office of Federal
Contract Compliance and the U.S. Department of Education. The concept of race as used by the Federal government
does not denote clear-cut scientific definitions of anthropological origins. A person may be included in the group to
which they appear to belong, identify with, or are regarded in the community belonging. YOU MUST ANSWER
BOTH QUESTIONS.

1. Ethnicity: Do you identify as Hispanic or Latino?
A person of Mexican, Puerto Rican, Cuban, Central or South American, or other Spanish culture or origin,
regardless of race. This does not include persons of Portuguese descent or persons from Central or South
America who are not of Spanish origin or culture.

[ Yes [ No 0 Decline to Identify*

2. Race: Please identify your race(s) by checking all which apply.
[0 American Indian or Alaska Native
A person with origins in any of the original peoples of North America who maintains cultural identification
through tribal affiliation or has community recognition as an American Indian or Alaskan Native.

[ Asian
A person with origins in any of the original peoples of the Far East, Southeast Asia, or the Indian Subcontinent.
This area includes, for example, China, Japan, Korea, the Philippine Republic, and Samoa; and, on the Indian
Subcontinent, includes India, Pakistan, Bangladesh, Sri Lanka, Nepal, Sikkim, and Bhutan.

00 Black or African American
A person, not of Hispanic origin, with origins in any of the black racial groups of Africa.

[0 Native Hawaiian or Other Pacific Islander
A person having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

[ White
A person, not of Hispanic origin, with origins in any of the original peoples of Europe, North Africa, or the
Middle East.

) Decline to Identify*

* If you choose not to self-identify your ethnicity and race at this time, the federal government requires La Salle to
determine this information by observer identification/visual survey and/or other available information.



SELF-IDENTIFICATION OF VETERAN STATUS

Veteran status is defined by the federal government using the four categories listed below. Please check all of the
categories that apply to you.

[ 1] DISABLED VETERAN - A “disabled veteran” is one of the following: a veteran of the U.S. military,
ground, naval or air service who is entitled to compensation (or who but for the receipt of military retired pay
would be entitled to compensation) under laws administered by the Secretary of Veterans Affairs; or a person
who was discharged or released from active duty because of a service-connected disability.

[ ] RECENTLY SEPARATED VETERAN - A “recently separated veteran” means any veteran during the three-
year period beginning on the date of such veteran's discharge or release from active duty in the U.S. military,
ground, naval, or air service.

[ 1 ACTIVE WARTIME OR CAMPAIGN BADGE VETERAN - An “active duty wartime or campaign badge
veteran” means a veteran who served on active duty in the U.S. military, ground, naval or air service during a
war, or in a campaign or expedition for which a campaign badge has been authorized under the laws
administered by the Department of Defense.

[ ] ARMED FORCES SERVICE MEDAL VETERAN - An “Armed forces service medal veteran” means a
veteran who, while serving on active duty in the U.S. military, ground, naval or air service, participated in a
United States military operation for which an Armed Forces service medal was awarded pursuant to Executive
Order 12985.

[ 1 1am a protected veteran, but I choose not to self-identify the classifications to which I belong.

[ 1 1'am NOT a protected veteran.

If you are a disabled veteran it would assist us if you tell us whether there are accommodations we could make that
would enable you to perform the essential functions of the job, including special equipment, changes in the physical
layout of the job, changes in the way the job is customarily performed, or other accommodations. This information
will assist us in making reasonable accommodations for your disability. To make a request for reasonable
accommodations, contact the Affirmative Action Officer, Rose Lee Pauline, at 215-951-1014 or pauline@lasalle.edu.

Employee Signature Date



Voluntary Self-ldentification of Disability

Form CC-305 OMB Control Number 1250-0005
Page 1 of 1 Expires 05/31/2023

Name: Date:

Employee ID:

(if applicable)

H Why are you being asked to complete this form?

We are a federal contractor or subcontractor required by law to provide equal employment opportunity to qualified people
with disabilities. We are also required to measure our progress toward having at least 7% of our workforce be individuals
with disabilities. To do this, we must ask applicants and employees if they have a disability or have ever had a disability.
Because a person may become disabled at any time, we ask all of our employees to update their information at least
every five years.

Identifying yourself as an individual with a disability is voluntary, and we hope that you will choose to do so. Your answer
will be maintained confidentially and not be seen by selecting officials or anyone else involved in making personnel
decisions. Completing the form will not negatively impact you in any way, regardless of whether you have self-identified in
the past. For more information about this form or the equal employment obligations of federal contractors under Section
503 of the Rehabilitation Act, visit the U.S. Department of Labor’s Office of Federal Contract Compliance Programs
(OFCCP) website at www.dol.gov/ofcep.

How do you know if you have a disability?

You are considered to have a disability if you have a physical or mental impairment or medical condition that substantially
limits a major life activity, or if you have a history or record of such an impairment or medical condition. Disabilities
include, but are not limited to:

e Autism e Deaf or hard of hearing e Missing limbs or partially missing
Autoimmune disorder, for example, e Depression or anxiety limbs
lupus, fibromyalgia, rheumatoid e Diabetes e Nervous system condition for
arthritis, or HIV/AIDS e Epilepsy example, migraine headache;s,
Blind or low vision e Gastrointestinal disorders, for Parkinson's disease, or Multiple
Cancer example, Crohn's Disease, or sclerosis (MS)
Cardiovascular or heart disease irritable bowel syndrome *  Psychiatric condition, for example,

bipolar disorder, schizophrenia,
PTSD, or major depression

Celiac disease
Cerebral palsy

Intellectual disability

Please check one of the boxes below:

O Yes, | Have A Disability, Or Have A History/Record Of Having A Disability
O No, | Don’t Have A Disability, Or A History/Record Of Having A Disability
O | Don’t Wish To Answer

PUBLIC BURDEN STATEMENT: According to the Paperwork Reduction Act of 1995 no persons are required to respond
to a collection of information unless such collection displays a valid OMB control number. This survey should take about 5
minutes to complete.

For Employer Use Only

Employers may modify this section of the form as needed for recordkeeping purposes.

For example:
Job Title: Date of Hire:




[ASALLE
UNIVERSITY

DIRECT DEPOSIT AUTHORIZATION FORM

Employee Name:
La Salle ID #: Contact Phone #:
PAYMENT TYPE X  Payroll Accounts Payable
ACTION New Enrollment
Termination — Terminations of enrollment may be processed on a temporary basis ONLY.
Change (check one) My old account is still open, please direct deposit during test cycle.
My old account is closed, please issue check during test cycle.
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 become active.

1. Bank Name: ABA Routing Number:

Account Number: Account Type (Circle One): Checking / Savings

$ Amount / Percentage of Pay:

2. Bank Name: ABA Routing Number:

Account Number: Account Type (Circle One): Checking / Savings

$ Amount / Percentage of Pay:

3. Bank Name: ABA Routing Number:

Account Number: 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
Payables 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 I 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:




RETURN TO HR

WORKERS’ COMPENSATION EMPLOYEE NOTIFICATION

Workers” Compensation is designed to provide wage loss benefits and reimbursement for reasonable medical
care for one is injured on the job. Your employer shall provide payment for reasonable surgical and medical
services, services rendered by physicians or other health care providers, medicines and supplies, as and when
needed.

Your employer, in compliance with the Workers’” Compensation Act, has posted a list of at least six (6) medical
providers from which you are to select. You are to obtain treatment from one of the providers of your choice
for ninety (90) days from the date of your first visit.

If you are faced with an immediate medical emergency, you may secure assistance from the closest hospital,
physician or other health care provider of your choice. If follow up treatment is needed, you must seek
treatment from a physician or other health care provider listed on your employer’s physician panel list for the
first ninety (90) days from the date of your first treatment.

If during the initial 90-day period you wish to change medical providers, you must once again re-visit your
employer’s panel and select a new physician. If you do not seek treatment from a provider on the panel list for
the initial 90 days following your first visit, your employer will not have to pay for the services rendered.

If one of the listed providers recommends invasive surgery, you are entitled to a second opinion from a
physician of your choice. Should your physician’s opinion differ, and you choose that option, the panel
physician will abide by same for 90 days.

After the initial 90-day period, if additional or continued treatment is needed, you may now choose to go to
another physician or health care provider of your choice. Should you decide to change providers, you must
notify your employer within five (5) days of your first visit with your new provider. Failure to notify your
employer will relieve your employer of the responsibility for the payment of the services rendered if such
services are determined to have been unreasonable or unnecessary.

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information or conceals for the
purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects such person to criminal and civil penalties.

| hereby acknowledge that | have been informed of and understand my rights and duties under the Workers’
Compensation Act.

Employee Signature Date

Employee Name (printed)



RETURN TO HR

NOTICE : MEDICAL TREATMENT FOR YOUR WORK INJURY OR OCCUPATIONAL ILLNESS

Your employer has selected a list of 6 or more physicians and other health care providers who are available to treat your
work-related injuries and ilinesses during the first 90 days of treatment. This list is posted on the La Salle University Portal
for you to view. Also, you may get a copy of this list from the Human Resources Office.

If you are injured at work or suffer an occupational iliness, you have certain legal RIGHTS and DUTIES under section
306(f.1)(1)(i) of the Workers’ Compensation Act regarding your medical treatment. These rights and duties are summarized
below.

MEDICAL TREATMENT: DURING THE FIRST 90 DAYS

You have the RIGHT to receive reasonable
and necessary medical treatment for your
work related 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 emergency
medical treatment from any provider.
However, non-emergency treatment must be

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

given by a listed provider. provider who is not on the list.

IMPORTANT: The requirements your employer must meet to have a valid list of at least 6 providers are shown on the reverse of this
form. If the list does not meet these requirements, it is not a valid list, and you have the right to seek medical treatment for your work
injury or occupational illness from any health care provider of your choice.

MEDICAL TREATMENT: AFTER THE FIRST 90 DAYS

e You have the RIGHT to receive treatment from any e You have the DUTY to notify your employer if you
physician or other health care provider of your choice, receive treatment from a physician or other health
whether or not they are listed by your employer. Your care provider who is not listed by your employer.
employer must pay for this treatment, as long as it is You must notify your employer within five days of
reasonable and necessary for your work injury or the first visit to any provider who is not on your
occupational illness and has been properly employer’s list. The employer may not be required
documented by the physician or other health care to pay for treatment received until you have given
provider. this notice.

Your signature on this form indicates that you have been informed of and you understand these rights and duties.
If you have 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 WITH REGARD TO WORK-RELATED INJURIES
AND OCCUPATIONAL ILLNESSES. THIS NOTICE WAS PRESENTED TO ME AT (check one):

[0 TIME FOR HIRE 1 WHEN I WAS INJURED 00 OTHER

EMPLOYEE: DATE:

EMPLOYEE REPRESENTATIVE: DATE:




FOR YOUR RECORDS

Workers’ Compensation Employee Notification

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 insurance provided by
your employer. Your employer is required to post the name of the company responsible for paying
workers’ 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.

REQUIREMENTS FOR EMPLOYER'S LIST OF HEALTH CARE PROVIDERS

There must be at least 6 health care providers on the list, but there may be more than 6 listed.
At least 3 of the health care providers on the list must be physicians.
No more than 4 of the health care providers on the list may be coordinated care organizations (CCOs).

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

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.

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 employer's list of health care providers 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 (long-distance calls outside PA)
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NOTICE TO EMPLOYEES

FOR YOUR RECORDS

Your employer has provided for the payment of Benefits
under the Workers’ Compensation Act of this State

IN CASE OF WORK RELATED INJURY

e If you suffer a work-related injury, your employer or its insurance company must pay for reasonable surgical and medical services and
supplies, orthopedic appliances and prostheses, including training in their use.

e In order to ensure that your medical treatment will be paid for by your employer or the insurance company, you must immediately
advise your supervisor of your injury, and be treated by one of the licensed physicians or practitioners of the healing arts listed below:

DESIGNATED PHYSICIANS

(including address, telephone number, and area of medical specialty)

Occupational Clinics / Urgent Care
Worknet Occupational Medicine
5800 Ridge Ave
Ste 234
Philadelphia, PA 19128
(215) 487-4540

Occupational Clinics / Urgent Care
RRC Cheltenham
7107 Old York Rd
Philadelphia, PA 19126
(267) 297-8069

Chiropractic
Health Bridge Chiropractic
7172 Ogontz Ave
Philadelphia, PA 19138
(267) 672-1260

Primary Care Physicians
Einstein Germantown Family and Internal
Medicine
625 E Wister St
Philadelphia, PA 19144
(215) 843-8272

Physical Therapy
NovaCare Rehabilitation
4700 Wissahickon Ave
Ste 118 Bldg D
Philadelphia, PA 19144
(215) 991-3982

Occupational Clinics / Urgent Care
Vybe Urgent Care
6060 Ridge Ave
Ste 100
Philadelphia, PA 19128
(215) 483-6600

Occupational Clinics / Urgent Care
NovaCare Rehabilitation
4700 Wissahickon Ave
Ste 118, Bldg D
Philadelphia, PA 19144
(215) 991-3982

Orthopedic Surgery
Einstein Practice Plan Inc
James S Raphael
5501 Old York Rd
Willow Crest Bldg FL 4
Philadelphia, PA 19141
(215) 456-7900

Primary Care Physicians
Einstein Internal Medicine Associates

5401 Old York Rd
Ste 331
Philadelphia, PA 19141
(215) 456-8220

Occupational Clinics / Urgent Care

Concentra Medical Center
2010 Levick St
Philadelphia, PA 19149
(215) 537-4755

Chiropractic
Joseph J. Robinson
3110 Grant Ave.
Philadelphiap, PA 19114
(215) 396-1900

Orthopedic Surgery
Einstein Regional Orthopedics
5501 Old York Rd
Ste 4
Philadelphia, PA 19141
(215) 456-7900

General Surgery
Robert G Somers

5501 Old York Rd
Ground FL
Philadelphia, PA 19141
(215) 456-7890

Pharmacy:

MyMatrixx Pharmacy Benefit Management (800) 945-5951

You must continue to visit one of these persons listed above, if you need treatment for ninety (90) days from the date of your first visit. If 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 had 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.

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 panel physician for the treatment.

If no list is provided as above, you may go to a licensed physician or practitioner of the healing arts of your choice.

If one of the listed persons listed above refers you to another 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
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