A Division of Carpenter Contractors of America, Inc.
Carpenter Components of lilinois
2340 Newburg Road - Belvidere, IL 61008

R & D Thiel

Telephone: (815) 544-1699
Fax;: (815) 544-7132

— PLANT —
EMPLOYMENT APPLICATION

Date

Street Address

Name

City, State, Zip

Social Security No.

Phone ( )

(Check all boxes which apply. Fill all blanks which apply.)

SKILLS EXPERIENCE No. of Years
Wall Framing L] Leadman
Trim ] Foreman
Fascia L] Superintendent
Truss Set-up Table [ Own Business
Saw Operator [] ‘ _
Warehouse/Shipping [ 1 1 did not work for this company before
Fork Lift i [] 1 worked for this company before
Lumber Yard [] When
Other Foreman

EMPLOYMENT HISTORY
Name & Address of Co. Date What Did You Do? Reason For Leaving?

From To




POST-HIRE PHYSICAL STATUS

WEIGHT HEIGHT COLOR OF HAIR:

Are you presently or have you during the last six months been under a physician’s care or in a hospital? L] YES 1 NO
Do you have any disabilities? L1 YES C1nNO
Have you ever been compensated for, or do you currently have outstanding, a job-related injury or claim? ] YES C1nNO
if Yes to any of the above, please explain:

PHYSICAL HISTORY

Answer YES or NO to the following questions. If YES to any, include date and comment if this was a resutt of an on-the-job injury.

DO YOU NOW OR HAVE YOU EVER HAD:| YES NO DATE COMMENTS

-
KNEE INJURIES

BACK INJURIES

BROKEN RIBS

ARM INJURIES

HEAD INJURIES

- NECK INJURIES

SHOULDER INJURIES

EPILEPSY

DIABETES

HEART TROUBLE

HiGH BLOOD PRESSURE

HEAD ACHES/DIZZINESS

HERNIA

Employee Signature: Data:




Carpenter Components of lllinois
PLANT EMPLOYEE SAFETY RULES

1. Hard hats, clean safety glasses, and work shoes with ankle support must be worn on the shop floor at all times.
2. No alcohol or drugs will be used on the job.

3. Smoking is allowed ONLY in designated areas of the office/lunchroom.

4. Fighting, horseplay, drug or alcohol use on the plant property will result in immediate dismissal.

5. Use only single-fire nailguns for wall panel framing. Keep hands away from the line of fire.

6. Be sure, hefore using air nailers, staplers, etc., that they are in praper working condition. Report broken equipment or hazardous
conditions to your supervisor so that repairs can be made.

7. Ask your supervisor if you need additional equipment or instriction to get the job done correctly and safely.
8. Lift with your legs, not your back; get assistance with loads beyond your ability to handle without strain.
9. Wear seat belis at all times in company vehicles.

10. You are responsible for keeping the area where you work clean, neat, and clear of slip and fali hazards, debris, hoses, cords, plates,
grease and oil.

11. You are responsible for your toois. Put them away at the end of the day.

12. Watich out for other employees nearby before moving a piece of equipment, truss press, forklift, etc. You are not alone!
13. Do not remove or bypass any guards on any machinery.

14. DO NOT operate any piece of equipment unless you are frained and authorized hy your supervisor to operate.

15. Do not walk on/over conveyor rollers,

16. Use only 30 'psi air to clean equipment. Do not use air to blow off dust from yourself.

17. If you have an accident, no matter how small, or if you are injured on the job, you MUST REPORT the accident/injury TO A SUPERVISOR
IMMEDIATELY. All non-emergency ireatments for accidents must be authorized by your Supervisar,

18. Safety is an attitude: | will think before I act, and | will act safely.

19. | will not let those around me work unsafely; if necessary | will report unsafe behavior to my supervisor; | am my brother's keeper when it
comes to safety in the plant.

| have read these company rufes, understand them, and will obey them.

New Hire’s Signature: Date:




EMPLOYEE DATA SHEET
INSTRUCTIONS:

After you have been hired, supply the additional informaticn listed below. Then complete the attached forms,
and give them to your Foreman.

Person o be noiified in case of emergency:
Date of Birth:

Name:
L] Carpenter
1 Non-Union Relaticnship:
L] Union Member
L] Truck Driver Address:
Phcne:

STATEMENT AND SIGNATURE

SAFETY PROGRAM: Yes In completing and submitting this application, | understand and
agres; (1) That any misstaternent of material facts will be sufficient

) . . reason for dismissal; (2) That my previcus employers may e asked

I received a hard hat, which | will for Information concerning my employment, character, abilty and
refurn upon leaving employment. experience; (3) That | agree to mandatory, final and binding
arbitration before a single neutral arbitrator as my sole and exclusive

| received safety glasses, which | will remedy for all disputes, claims or confroversles arising out of or

relaiing to my application or candidacy for employment,
employment and/or cessation of employment including, but not
limitec to statutery rights. Arbitration shall be by the American

refurn upon leaving employment,

The company safety rules were expicined Arbitration Association under its National Rules for the Resolution of
to me and | was given a copy of them. Employment Disoutes. If my claim does not involve statutory rights, |
understand that | must file my demand for ariblration within six (&)
The Hazcam program was explained to me months of the chalienge action.
and | was given an outline of my fraining.
- . Employee
The safe use of airpowered ncilers and Signature

staplers was explained to me and | was
givenacopy of aPasiode safefylecflel. | | Date

THIS SECTION TO BE COMPLETED BY FOREMAN

| have checked the following items:

« FedercilW-4 (completed form atiached) » Union dues Authorization and Assignment, or

| have examined documents from union
o State W-4 (completed form attached) indicating the cuthorization s in their possession.
¢ Form -9 (completed form afttached) ¢«  Employee information card (completed blue

card aftached)
«  Union card: Local number

« Fail Protection Training given as per 1926.503

County

Wage Rate Date
| agree fo hire on gt this starting wage rate,

Employvee Foreman
Signature Signature




PRE-HIRE JOB DESCRIPTION

JOB TITLE

WORK SCHEDULE
TRAINING REQUIRED

PHYSICAL DEMANDS:
Body positions: Gl

Stooping/Bending:
Crouching:
Climbing:
Balancing:

Twisting:

Lifting:

TRUSS BUILDER

WALL PANEL BUILDER
LUMBER YARD LABORER
SAWYER (SAW OPERATOR)

TO REPORT EVERY DAY TO ASSIGNED WORK AREA,
MONDAY THROUGH FRIDAY, WITH OPTIONAL
SATURDAY OVERTIME, WITH LUNCH AND BREAK

TRAINING PROGRAM AVAILABLE: ALSO ON THE JOB
TRAINING AS DEEMED NECESSARY BY SUPERVISOR

209% standing, 85% walking, 10% kneeling.

Bending spine at waist down and forward: frequently; when
doing any part of job.

Bending spine and legs down and forward: occasionally;
when nailing components.

Ascending stairs, truss tables, lumber loads, etc., using the
feet & legs and hands & arms: occasionally.

Maintain equilibrium to prevent falling when walking, standing,
crouching: constantly; when doing any part of job.

Body movements and turns at the waist: occasionally
Raising or lowering objects from one level to another/

upward puliling included: frequently; when picking up and
setting material for floor, wall and truss components.

MUST BE ABLE TO LIFT MAXIMUM WEIGHT: 75 POUNDS

Carrying:

Reaching:

Pushing:

Handling:

Fingering:

(More than 75 Ibs. requires 2 ormore employees)-

Moving objects by holding objects in the hands or arms or on
shoulder: occasionally; when carrying lumber or rmaterials.

Extending the hands and arms in any direction: occasionally.

Exerting force on objects to move them away from body:
occasionalty.

Holding, grasping, turning, or otherwise working with hand
tools, power tools, and carrying lumber and materials:
frequently.

Picking, pinching with fingers: frequently.

| am capabie of performing all the above essential physical elements of the fob.

Applicant's Signature

Date

-



illinois Withholding Allowance Worksheet

General Information

Comptlete this worksheet to figure your total withholding
aliowances. E

Everyone must complete Step 1.

Compiete Step 2 if

If you have more than one job or your spouse works, you should
figure the total number of allowances you are entitled to claim.
Your withholding usually wilt be more accurate if you claim all of
your allowances on the Form 1L-W-4 for the highest-paying job and
‘ claim zero on all of your other IL-W-4 forms.

» you (or your spouse) are age 65 or older or legally blind, or You may reduce the number of allowances or request that your

« you wrote an amount on Line 4 of the Deductions and empioyer withhoid an additional amount from your pay, which may
Adjustments Worksheet for federal Form W-4, help avoid having too liitle tax withheld.

Step 1: Figure your basic persoha! allowances (including allowances for dependents)

Chreck all that apply:
L] No one else can dlaim me as a dependent.
O can claim rmy spouse as a dependent.

1 Write the total number of boxes you checked. 1
2 Wrile the number of dependents (other than you or your spousa) you will claim on your tax return. 2
3 AddLines 1 and 2. Write the resulf. This is the total number of basic personal allowances to which

you are entitled. 3

4 {f you want to have additional llinois Income Tax withheld from your pay, you may reduce the
number of basic personal allowances or have an additional amount withheld, Write the total number
of basic personal allowances you eiect to claim on Line 4 and on Form IL-W-4, Line 1. 4

Step 2: Figure your additional allowances
Check all that apply:

(3 2m 65 or oldét. "' Tam legally biind.

L] my spouse is 65 or older. O My spouse is legally blind. ‘
§ Write the total number of boxes you checked. 5
& Write any amount that you reported on Line 4 of the Deductions and Adjustments Worksheet

for fedsral Form W-4 plus any additional lllinois subtractions or deductions. 6
7 Divide Line 6 by 1,000. Round to the nearest whole humber. Write the result on Lihe 7. 7
8 Add Lines 5 and 7. Write the result. This is the total number of additional allowances te which

you are entltled. 8

9 If you want to have additional lllinois Income Tax withheld from your pay, you may reduce the
number of additional aflowances or have an additional amount withheld. Write the total number
of additional allowances you elect to claim on Line 9 and on Form 1L-W-4, Line 2. 9

mﬁﬁv if you have non-wage income and you expect to owe lllinois Income Tax on that income, you may choose to have an additional
" amount withheld from your pay. On Line 3 of Form {L-W-4, write the additional amount you want your employer to withhold.

C:ré — e e — — u— — —w Gut here and give the cerificate to your employer. Keep the top portion for your records.  — — — — — — — — >-g

== |llinois Department of Revenue
Y

y ] IL-W-4 Employee’s Hlinois Withholding Allowance Certificate

e,

1 Write the total number of basic allowances that you

Sogiat Bacurily number are claiming (Step 1, Line 4, of the worksheet). 1

: 2 Write the total number of additional aliowances that
Nams ] you are claiming {Step 2, Line 9, of the worksheet). 2

3 Write the additional amount you want withheid

oY — ’ (deducted) from each pay. 3
o | certify that | am entitled to the number of withholding allowances ciaimed on
Ciy State zlp this cortificate.
Check the box if you are exempt from federal and lfiinols _
Income Tax withhalding and sign and date the certificate. D Your signature Date

Empioyer: Keep thls certificaie with your records. If you have retecred the employee’s federal

- - - - ceriificate to the IRS and tha IAS has notified you o disregard it, you may also be required to
This farm is authorized under the iinals income Tax Acl Disclosure | disregard this certificate. Even  you are net reéquired to reler the employoe's federal certificate to
. of this informafian is required. Fallire to provide information may the RS, you siill may be required to reler this cerlificate lo the Hinois Departmerl of Revenue for
IL-W-4 (R-1212) result in this forn not being processed and may resultin a penalty, inspection. See llinois Incoms Tax Regulations 85 [ll. Adm. Code 100.7110.
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Form IL-W-4 -

Employee’s lilinois Withholding Allowance
Certificate and Instructions

Who must complete Form IL-W-4?

if you are an employee, you must com-
plele this form so your employer can with-
held the correct amount of {llinois income
Tax from your pay. The amount withheld
from your pay depends, in part, on the
number of allowances you claim on this
form.

£von if you claimed exemption from
wititholding on your federal Form W-4,
U.E. Employee’s Withholding Allowance
Certificale, because you do not expect
{6 owe any federal income tax, you may
be reguired to have Illinois Income Tax
withheld from your pay (see Publication
130, Who is Reqguired to Withhold lilinois
thnome Tax). If you are claiming exempt
status from [lincis withholding, you must
chock the exempt status box en Form
IL-W-4 and sigh and date the cerdificate.
D0 not complete Lines 1 through 3.
ifyou are a resident of lowa, Kentucky,
Michigan, or Wisconsin, or a military
spouse, see Form W-5-NR, Employees
Statement of Nonresidence in lllincis, to
determine if you are exempt.

If you do not file a completed Form
IL-W-4 with your employer, if you fall to
sign the form ar to include all necessary
information, or if you alter the form, your

employer must withhold lilincis Income Tax

on the entire amount of your compensa-
lion, without allowing any exemptions.

When must | file?

You must file Form IL-W-4 when [llinois
income Tax is required to be withheld from
" cofmpensation that you feceive as an'em-
ployee. You should complete this form ahd
give it to your employer on or before the
daie you start working for your employer.
You may file a new Form IL-W-4 any time
your withholding allowances increase. If
ihe number of your previously claimed al-
lowances decreases, you must file a new
Form |L-W-4 within 10 days. However, the
death of a spouse or a dependent does
nol affect your withholding allowances until
the: next tax year,

When does my Form IL-W-4
take effect?

i you do not already have a Form IL-W-4
on file with your empioyer, this form will be
elioctive for the first payment of compen-
sation made to you after this form Is filed.
it you already have a Form IL-W-4 on file
with this employer, your empicyer may
allow any change you file on this form to
become effective immediately, but is not
reguired by law to change your withhold-
ing until the first payment of compensation
is made to you after the first day of the
LW (R-12/42)

next calendar quarter (that is, January 1,
Aprii 1, July 1, or October 1) that falis at
least 30 days after the date you file the
change with your employer.

Example: If you have a baby and file a
new Form IL-W-4 with your employer to
claim an additional exemption for the baby,
your employer may immediately change
the withholding for ali future payments of
compensation. However, if you file the new
form on September 1, your employer does
not have te change your withholding until
the first payment of compensation is made
to you afier October 1. If you file the new
form on September 2, your employer does
not have o change your withholding until
the first payment of compensation mada fo
you after December 31.

How long is Form IL-W-4 valid?

Your Form IL-W-4 remains valid untif a
new form you have filed takes effect or
uniil your employer is required by the
department to disregard it. Your employer
is required to disregard your Form [L-W-4
if you claim total exemnption from lllinois
Income Tax withholding, but you have not
filed a federal Form W-4 claiming total
exemption. Also, if the Internal Revenue
Service (IRS) has instructed your em-
ployer to disregard your federal Form W-4,
your employer must also disregard your
Form IL-W-4. Finally, if you claim 15 or
more exemptions on your Form IL-W-4
without claiming at least the same number
of exemptions on your federal Form W-4,
and your employer is not required to refer
your federal Form W-4 to the IRS for re-
view, your employer must refer your Form
[L-W-4 to the department for review. In that
case, your Form iL-W-4 will be effective
untess and until the department notifies
your empioyer to disregard it.

What is an “exemption”?

An *exemption” is a dollar amount on
which you do not have to pay Illinois
Income Tax. Therefors, your employer will
withhold lllinols Income Tax based on your
compensation minus the exemptions to
which you are entitled.

What is an “allowance”?

The dollar amount that Is exampt from
llinots Income Tax Is based on the number
of allowances you claim on this form. As
an employes, you receive one allowance
unjess you are claimed as a dependent on
another person’s tax return (e.g., your par-
ents claim you as a dependent on their tax
return). If you are married, you may claim
additional allowances for your spouse and
any dependenis that you are entitled to
claim for federal income tax purposes. You

also will receive additional allowances if
yOou or your spouse are age 65 or older, or
if you or your spouse are legally blind.

How do [ figure the correct
number of allowances?

Compiete the workshest on the back of
this page to figure the correct number

of allowances you are entitled to claim.
Give your completed Form IL-W-4 to your
empioyer. Keep the worksheet for your
records.

If you are a partner in a same-sex civil
urtion, and are subject to federal income
tax on health benefits your employer
pays for your partner, these benefits are
not taxed by lllinois. Your employer will
stifl withhold {llinols tax on these benefits
unless you choose to ¢laim additional
allowances to reduce your withholding
by including the amcunt of these benefits
on Line 6 of the Withhoiding Allowance
Workshset.

II@ If you have more than one job or
your spouse works, you shouid figure the
total number of allowances you are en-
titled to claim. Your withholding usualty will
be more accurate if you claim all of your
allowances on the Form IL-W-4 for the
highest-paying job and claim zero on all of
your other |IL-W-4 forms.

What if | underpay my tax?

If the amount withheld from your com-
pensation is not enough to cover your
tax liability for the year, {e.g., you have
non-wage income, such as interest or

- dividends), you may feduce the nufiber of

allowances or request that your employer
withhold an additionat amount frem your
pay. Otherwise, you may owe additional
tax at the end of the year. If you do not
have enough tax withheld from your pay,
and you cwe more than $500 tax at the
end of the year, you may owe a late-pay-
ment penalty. You shouid either increase
the amount you have withheld from your
pay, or you must make estimated tax pay-
ments.

For additional information on panaltles,
see Publication 103, Uniform Penal-
ties and Interest, Visit our website &t
tax.illinois.gov fo obtain a copy.

Whete do | get help?

= Visit our website at tax.lllinois.gov

» Call our Taxpayer Assistance Division
at 1 800 732-8866 or 217 782-3336

+ Cali our TDD (telecommunications
davice for the deaf) at 1 800 544-5304

« Write to
ILLINOIS DEPARTMENT OF REVENUE
PO BOX 19044
SPRINGFIELD L 62794-9044



Form W-4 (2017)

Purpose, Complete Form W-4 so that your
employer can withhold the cotrect federal income
tax from your pay. Consider completing a new Form
W4 each Kear and when your personal or financial
situation changes,

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the
form to validate it. Your exemptlon for 2017 expires
February 15, 2018. See Pub. 505, Tax Withholding
and Estimated Tax,

Note: If another person can claim you as a dependent
on his or her tax retum, you can't claim exemption
from withhalding If your total income exceeds $1,060
and Includes more than $350 of unearned income (for
example, inferest and dividends).

Exceptions. An employee may be abie to claim
exemption from withholding even if the employes is
a dependert, if the amployee:

* |5 age b5 or pider,
= |z blind, or

« Will claim adjustments o income; tax credits; or
itemized dedudiions, on his or her tax return.

The exceptions don't apply to supplemental wages
greater than $3,000,000, ’

Basic instructions. If you aren't exempt, complete
ihe Personal Allowances Worksheet below, The
worksheets on page 2 further adjust your
withholding aliowanses based on itemized
deductions, cerain credits, adjustmenis to incoms,
or two-earners/multiple jobs situations.

Complste ali workshests that appiy. However, you
may claim fewer (or zaroz allowances. For regular
wages, withholding must be based on allowances
yout claimed and may nat be a flat ameunt or
percentags of wages.

Head of household. Generally, you can claim head
of household flling status on your{ax return only if
you are unmarried and pay more than 50% of the
costs of keeping up & home for yourself and your
de endent(sslnr other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax eredits, You can take projected tax credits Into
account In figurng vour allowable number of
withholding aliowances. Credits for child or dependent
care expenses and the chlld tax credit may be claimed
using the Personal Allowances Worksheet below,
See Pub. 506 for infarmation on converting your other
credits into withholding allowances,

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments Using Form
1040-ES, Estimated Tax for individuals. Otherwise,
yau may owe edditional tax, If you have pension or
annuity income, see Pub. 505 to find out If you should
adjust your withholding on Form W-4 or W-48,

Twao earners or multiple jobs. If youhave 2
working spouse of more than one job, figure the
total number of aliowances you are entitied o claim
on ail Jobs using worksheets from only cne Form
W-4, Your withholding usualy will be most accurate
when all aliowances are claimed on ihe Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub, 505 for detalils.

Nonresident alien, If you are a nonresigent alien, see
Notice 1382, Supplemental Form W-4 Instructions for
Nonresident Alizns, before completing this form.

Gheck your withholding. Alter your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
jor 2017. Bee Pub. 505, especially If your sarnings
excesd $130,000 {Singie) or $180,000 (Married).

Euture developments. Information about any future
developmants affecting Form W-4 (such as
legisation enacted after we release 1) will be posted
at www.irs.goviwd.

Personal Aliowances Worksheet (Keep for your records.)

A Enter "1" for yourself if no one else can claim you as a dependent .
= You'ra single and have only one job; or

B Enter "1" if:

* You're married, have only one job, and your spouse doesn't work; or

A

* Your wages from a second job or your spouse’s wages {or the total of both) are $1,500 or less.
C  Enter *1* for your spouse. But, you may choose to enter “-0-" if you are marrled and have gither a working spouse or more
than one job. (Entering "-0-" may help you aveid having too little tax withheld.)

D Enter number of dependents {other than your spouse or yourself) you will claim on your tax return . .
E  Enter “1” if you will file as head of household on your tax return (ses conditions under Head of household above)
F Enter 17 if you have at ieast $2,000 of child or dependent care expenses for which you plan to claim a credit

Mmoo

{Note: Do not include child suppart payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G Ghild Tax Gredit (including additienal child tax credit). See Pub, 972, Child Tax Gredt, for more information,

» If your total income wilt be less than $70,000 ($100,000 if married), enter “2" for each eligibie child; then less “1" if you
have two fo four eligible chiidren or less "2" if you have five or mora eligible children,

« If your total income wilt be betwean $70,000 and $84,000 ($100,000 and $118,000 if martled), enter “1" for each eligible child. G
H  Add iines Athrough G and enter total here. (Note: This may be different from the number of exemptions you: claim on your tax return,) > H

For accuracy,
complete all
worksheets
that apply.

* If you plan to itemize or claim adjustments to income and want to reduce your withhelding, see the Deductions
and Adjustments Worksheet on page 2.

* If you are single and have more than one job or are married and you and your spouse both work and the combined
eamings frem all jobs exceed $50,000 {$20,000 if married), see the Two-Eamers/Muitiple Jobs Worksheet on page 2
to avoid having too litle tax withheld.

i neither of the dbove situations dpptes; step here and enter the number from line 'Hon fine 5 of Form W-4 below.

rom W=4

Department of the Treasury
Internal Revenue Servica

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

Employee’s Withholding Allowance Certificate

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

CMB No, 1545-0074

2017

1 Your first name and middle initial

Last name

2 Your social security number

Horne address (number and street or rural route)

3 (1 Single O married [] Married, but withhoid at higher Singie rate.
Note; f manied, but legally separated, or spouse is & nonresident alien, check tha "Single” box,

City or town, state, and ZIP cede

4 ¥ your [ast name differs from that shown on your social security card,
check here, You must ¢all 1-800-772-1213 for a replacement card. - [_]

5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
Additional amount, if any, you want withheld from each paycheck . . . . .
7 | cialm exemption from withholding for 2017, and | certify that | meet both of the f

« Last yeer | had a right 1o a refund of all federal income tax withheld because | had no tex fiability, and

* This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.
if you meet both conditions, write “Exempt" here . . . . .

o

oflowing conditions for exemption.

6 |%

> |7

Under penaitles of perjury, | declare that | have examined this cerfificate an

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

d, tc the best of my knowledge and belief, it is true, correct, and complete.

Date »

B Employer's name and addrass (Employer: Complete lines B and 19 only if sending fo ths IRS.)

5 Office code (optional} | 10 Employer identification numbar (EIN)

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

Cat. No, 10220Q

Form W4 (2017



Form W-4 (2077}

Page 2

Deductions and Adjustments Worksheet

mermied filing separately, See Pub, 505 for detalls .
Entar: { $9,350 if head of househald

$6,350 if single or married filing separately
Subtract line 2 from line 1, If zero or iess, enter “-0-"

N

[+ LI R

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

0 o ~o

Note: Use this worksheet only if you plan to ttemize deductions or claim certain credits or adjustments to income.
1  Enter an estimate of your 2017 itemized deductions. These include qualifying home mortgage inferest, charitable contributions, state
and local taxes, medical eXpanses in excess of 10% of your income, ard miscellaneous deductions, For 2017, you may have to reduce
your itemized deductions i your income is over $313,800 and you're married fling jointly or you're & quaffying widowier); $287,650
it you're head of household; $261,500 if you're single, not head of household ana not a qualffylng wdow(er) or $1 56,200 if ynu re

$12,700 if married filing jointly or qualrfylng W|dow(er)

Enter an estimate of your 2017 adjustments 1o Income and any acidmonal standard deductmn {see F’ub 505)
Add lines 3 and 4 and enter the total. {inciude any amount for credits from the Converling Credits to
Withholding Aliowances far 2017 Form W-4 worksheet in Pub. 505.) .

Enter an estimate of your 2017 nonwage Income (such as dividends or interest) . .

Divide the amount on line 7 by $4,050 and enter the result here. Drop any frao’tlon
Enter the number from the Personal Allowances Worksheet, line H, page1 . . . .

10 Add iines 8 and 9 and enter the total here, If you plan to use the Two-Earners/Multipie Jubs Worksheet
also enter this total on line 1 below. Ctherwise, stop here and enter this fotal on Form W-4, line 5, page 1 10

W
&3 e

21|63

© @~ o,

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

than*3* . . . . . . . . .. ..

4 Enter the number from ling 2 of this worksheet
5  Enter the number from line 1 of this worksheet
6  Subftractline 5 fromlined . .
7
8
9

Note: Use this worksheat only if the instructions under line H on page 1 direct you here,
1 Enterthe number from line H, page 1 (or from finz 10 above if you used the Deductions and Adjustments Worksheet) 1
2 Find the number in Table 1 below that applies to the LOWEST paying Job and enter it here, However, if
you are married filing jointly and wagss from the highest paying job are $65,000 or less, de not enter mors

3 Ifline 1 is more than or equal to line 2, subtract fine 2 from line 1. Enter the result here (if zero, enter
“0-"} and on Form W-4, fine 5, page 1. Do not use the rest of this worksheet . . . . 3
Note: If line 1 is less than line 2, erter “-0-" on Form W-4, line 5, page 1. Complele lines 4 through 8 balow to
figure the additional withholding amount necessary to avold a year-end tax bill,

.

Find the amount in Table 2 below that BppllBS to the HIGHEST paying JDb and enter it here .
Multiply line 7 by line 6 and enter the result here. This Is the additional annual withholding needed . . 8
Divide line B by the number of pay pericds remaining in 2017, For example, divide by 25 if you are paid every two
weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2017, Enter

"the result here and ‘on Form W4, line 6, page 1. This s the additional amount to be withheld from each paycheck & '§

[ T T Z

5

-
i

" Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Cthers
If wages from LOWEST | Enteron if wages from LOWEST | Enter on If wages from HIGHEST | Enter on H wages from HIGHEST | Enter an
paying job are— line 2 above | paying job are— line 2 above { paying job arg- line 7 above | paying job are— ling 7 above
%0 - %7,000 o $0 - $B,000 0 $0 - §75,000 510 $0 - $38,000 $810
7,001 - 14,000 1 B,001 ~ 16,000 i 75,001 - 135,000 1,010 28,001 - B5000 1,010
14,001 ~ 22,000 2 16,001 - 26,000 2 135,001 ~ 205,000 1,130 85,001 - 185,000 1,180
22,001 - 27,000 3 26,001 - 34,000 3 205,001 - 360,000 1,340 185,001 - 400,000 1,340
27,001 - 35,000 4 34,001 - 44,000 4 350,001 - 405,000 1,420 400,001 and over 1,600
35,001 - 44,000 5 44001 - 70,600 g 405,001 and over 1,600
44,001 - 55000 6 70,007 - 85,000 8
55,001 - 65,000 7 85,001 - 110,000 7
65,001 - 75,000 8 110,001 - 125,000 B
75,001 - BOD,000 8 125,001 - 140,000 g
80,001 - 95,000 10 140,007 and over 10
95,001 - 115,000 11
115,001 - 130,000 12
130,001 - 140,000 13
140,001 ~ 160,000 14
150,001 and over 15

Privacy Act and Paperwork Reduction Act Notice, We ask for the information on this form
10 camy out the Intemnal Revenue laws of the Unlited States, Irtemal Revenus Code sections
3402{(2} and 6109 end their regulations requlre you te provide this information; your employer
uses it 1o determine your tederal Income tax withholding. Failure to provide a propetly
completed form will result in your being treated as 2 single person who claims ne withholding
aliowances; providing fraudulent information may subject you to penalties. Routine uses of
this information include glving §t to the Department of Justice for oivit and criminal litigation; to
cities, staies, the District of Columbia, and U,8. commonwealths and possessions for use in
administering their tex laws; and to the Department of Heatth and Human Services for use in
the Natlonal Directory of New Hires. We may also disclose this information to other countries
under a tax trealy, to federal and st=te agancies to enforce fedsral nontax criminal laws, or to
federal law erforcement and imefiigence agencies to combat terrorism.

You are not required fo provide the information requested on a form that is
subject o the Paperwork Reduction Act unless the form displays a valid OMB
oontral number, Books or records relating to a form or Is instructions must be
retained as long as their contents may becorme materia! in the administration of
any Internal Revenue law, Gengrally, tax returns and return information are
comfiderrtial, as reguired by Code saction 8103,

The average time and expenses reguired to complste and file this form wil vary
depending on Individual circumstances. For estimated averages, see the
instructions for your income tax return,

I you have suggestions for making this form s':mplsr,' we would be happy o hear
from vou. See the Instructions for your income tax retum.



Employment Eligibility Verification USCIS
. Form E-9
Bepartment of Homeland Security OMB No. 1615.0047

U.S. Citizenship and Immigration Services Expires 08/31/2019

#~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 NQTICE: It is illegal o discriminate against werk-authorized individuals. Employers CANNOT specify which
document(s) an employee may present to establish employment authorizetion and identity, The refusal o hire or continue to employ

ay-olemf FRHROL 2P ob.olre!
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if anyj
Address (Sireef Number and Name) Apt. Number City or Town State ZIP Code
Date of Birth (mm/dd/yyyy) .8, Soclal Security Number Employee's E-mail Address Employee's Telephene Number

| am aware that federal law provides for imprisonment and/or fines for false stafements 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):

[ 7] 1. A citizen of the United States

[:] 2. A noncitizen national of the Uniied States {See insfructions)

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

D 4, An alien authorized to work  until (expiration date, if appiicabie, mm/dd/yyyy):
Some aliens may write "NSA" in the expiration date field, (See instructions)

Aliens authorized fo work must provide only onie of the following document numbers to complete Form 1-8; o ﬁ;mﬁz—,: %ﬁfg;ace

An Alien Registration Number/USCIS Number OR Form [-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:
OR

2. Form |-94 Admission Number:
. .0OR ...

3. Foreign Passport Number:

Country of Issuance:

Signature of Employee Today's Date (mm/dd/yyyy)
Pr
] & reparar o s lators e e in completing Secti

(Fiolds beloW st bef completed antd signed wher preparers and/or {ransiafors assistan mployee in completing Sechion1] .2
| 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/iyyy)

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

State——ZIR-G

*7ﬁ°td‘df‘835.‘f8ﬁ?8f'f\fﬂlubm and Naum} R City &

T 1.0 11/11AMRNTE N Pape ] a3



Employment Eligibility Verification USCIS

Bepartment of Homeland Security Form 1.9 E

- » : . . OMB No. 1615-0047 |
U.S. Citizenship and Immigration Services Expires 08/31/2019 |

Last Name (Farmily Name) First Nama (Given Name) M., | Citizenship/immigration Status

Empioyee Info from Section 1
List A OR List B AND ListC

identity and Employment Authorization Identity Employment Authorization
Document Title Z Document Title Document Title
Issuing Authority Issuing Authority issuing Authority
Document Number Document Number Rocument Number
Expiration Date (if any)(mm/dd/yryyy) Expiration Date (if any) (mm/ddivyyy) Expiration: Date (if any){mm/ddfyyyy)
Document Tifle
issuing Authority Additional Information OR Code - Sections 2 8.3

Do Not Write In This Space

Document Number

-Expiration-Date franyifmm/ddsryyy) 5 T e e — T

Document Title g

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 empioyee,
{2) the above-listed document(s) appear to he 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. o ' o

The employee’s first day of employment (mm/ddfyyyy): {See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Datefmmy/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

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

ction 3; Reve”'fflcatlon and Rehiresi(To'be ccmpiete 4 ang ;_gned by employer or authorized fepresent
A New Name (if applicable} B. Date of Rehire (if applicabie)
Last Name (Famify Name) First Name {Given Name) Middie lnitial Date (mm/dd/fyyy)

C. If the employes's previous grant of empinyment authorization has explred prowde the mformatlon for the document or recelpt that establishes
continuing employment authorization'in the space provided below.

| Document Title Document Number _ Expiration naie_g,{agm_(mmﬁd/w;# P

| attest, under penalty of perjury, that fo 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/ddyyyy) Name of Employer or Authorized Representative

Fomn [-9 11/142016 N : Poaa Y AF 3



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one seiection from List A

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

LISTA

Documents that Establish
Both ldentity and
Employment Authorization

LISTE

Documents that Establish
ldentity

AND

LISTC

Documents that Establish
Employment Authorization

1. U.S. Passport or U.3. Passport Card

2, Permanent Resident Card or Alien

Registration Receipt Card {Form [-551) |

3. Foreign passport that contains a
temporary 1-551 stamp or temporary
1-651 printed notation on a machine-
readable immigrant visa

. Driver's license or 1D card issued by a
State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birih, gender, height, eye
color, and address

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

. ID card issued by federal, state or local
government agencies or entities,
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

. 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

. School ID card with a photograph

5. Foranontmmigrant aken authorized
to work for a specific employer
because of his or her status:

a. Foreign passport; and

b. Form 1-94 ar Form I-84A that has
the following:

and

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

Certification of Birth Abroad issued
by the Department of Siate {Form
F5-545)

. Vater's registration card

U.8. Military card or draft record

. Certification of Report of Bifth

issued by the Depariment of State
{Form DS-1350)

Military dependent’s 1D card

(1) The same name as the passport;.

U.S. Coast Guard Merchant Mariner
Card

Native American tribal document

Original or cerfified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the Uniied States
bearing an official seal

Driver's license issued by a Canadian
government authority

Native American tribal document

U.S. Citizen ID Card (Form |-197)

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI} with Form
I-94 or Form I-84A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

unable to present a document
listed above:

For persons under age 18 who are

Ideritification Card for Use'of =~
Resident Citizen in the United
States (Form 1-179)

+110. Schooi record or report card

41. Clinic, doctor, or hospital record

12, Day-care or nursery school record

Employment authorization
document issued by the
Depariment of Homeland Security

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

Refer to.the-instructions for more information about acceptable receipts. — -

Form I-9 11/14/2016 N
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This Organization
Participates in E-Verify

This employer will provide the Social Security Administration
(S8A) and, if necessary, the Department of Homsland
Security (DHS), with information from each new employee's
Form 1-8 to confirm work authorization.

IMPORTANT: If the Government cannot confirm that you
are authorized to work, this employer is required te give
you written instructions and an opporfunity te contact DHS

' including terminating your employment.

- Employers may not use E-Verify to pre-screen job applicants
and may nhot limit ‘or influence the choice of docurments you
present for use on the Form |-3.

E-Verify Works for Everyone

For more information on E-Verify, please contact DHS:

888-897-7781
www.dhs.gov/ E-Verify

If you believe that your employer

800-237-2515 (TDD) or at www justice. gov/crt/osc.

ot e e e T e S A Son s N

To determine whether Form |-9 documentation is valid, this
employer uses E-Verify's phote matching tool to match the
photograph appearing on some permanent resident cards.
employment authorization cards, and U.S. passports with
the official .S, government photograph. E-Verify aiso checks
data from driver’s licenses and identification cards issued by
some states.

responsibiiities under this program ar has discriminated
against you during the empioyment eligibility verification
process based upon your national origin or citizenship status,
please call the Office of Special Counsel at 800-255-7688,

SFS S e SRR B gt

NOTICE:
Federal law requires all employers to verify
the identity and employment eligibility of ali
persons hired to work in the United States.

E-VERIFY IS A SERVICE OF DHS AND SSA

The E-Verify logo and mark are registered trademarks of Department of Homeland
Security. Commerciaf sale of this posteris strictly prohibited.

has violated its



IF YOU HAVE THE RIGHT TO WORK

If you have the legal right to

work in the United States, there are
-~laws to-protect you against —— -~ —

discrimination in the workplace.

You should know that —

* In most cases, employers cannot

deny you a job or fire you because
of your national origin or
citizenship status or refuse to
accept your legally acceptable

Employers cannot reject documents
because they have a future
expiration date,

e o e L P54 it s . i ™

Employers cannot terminate you
becayse of E-Verify without giving

'you an opportunity to resolve the

problem.

In most cases, employers cannot
require you to be a U.S. citizen or
a lawful permanent resident,

If any of these things have
happened to you, contact the

Office of Special Counsel (OSC).

Don’t let anyone take it away.

For assistance in your own language:
Phone: [-800-255-7688 or

- (202)616-5594- -~ - —

For the heartng impaired:

TTY 1-800-237-2515 or

(202) 616-5525

E-mail: oscert{@usdoej.gov

Or write to:
1}.8. Department of Justice - CRT
Office of Special Counsel - NYA
950 Pennsylvania Ave., NW
Washington, DC 20530

U.S. Department ¢
Civil Rights Divisi
Office of Special €

Immigration-Rela
Employment Prac

www, justice.goy,




Esta organizacion
participa en E-Verify

PR S T B

Este empteador proporcionara a la Administracién del Seguro Social
{SSA por sus siglas en inglés}y, de ser necesario, al Departamente
de Seguridad Nacional {DHS, por sus siglas en inges) la
informacion inckuida en el Formulario -9 de todo empleado nuevo
con el propdsito de confirmar su autortzacion de trabajo.

IMPORTANTE: 3i el goblemo no puetie confirmar que usted tiene
autorizacion para trabajar, el empleador debe suministrarie

las instrucciones por escrito y darle ta oportunidad de ponerse en
contacto conDHS 08SA antes de sancionarlo de cualquier
forha o finatizar la relacion laboral! T o

Los empleadores no pueden utilizar E-verify para realizar
‘preselectiones de solicitantes y no pueden imitar ni influenciar la
seleccion de los documentos que usted presente para su inclusion
en el Formulario 1-9.

E-Verify funciona para todos

Para obtener mas informacion sobre E-Verify,
comuniguese con DHS al:

888-897-7781
www.dhs.gov/ E-Verify' |

e

Para determinar si los documentos incluidos en el Formulario 1-9
son validos, este empleader utiliza la técnica de comparacion
fotogrédfica para comparar la fotografia que aparece enlas
Tarjetas de Residents Permanente, Tarjetas de Autorizagion
de Emplec v pasaportes de fos EE UU. con la fotografia oficial
de! goblerna de jos EE. UU. Asimismo, E-Verify verifica los datos
inckidos en licehcias de conducir y tarjetas de identificacién
emitidas por algunos estados.

Si considera que su empleador ha infringido sus responsabilidades

-en wirtud de este-orograma o o ha discriminade durante el proceso -

de verificacion de {a elegibifidad de empleo por su orgen nacicnal
o estatus de ciudadania, comuniquese con la Oficina del Consejera
Especial lamande at B00-255-7688, 800-237-2515 (para personas
con impedimentos auditivos) ¢ wisitando www justice.gov/ort/osc

el A RIS

AVI1SO:

La ley federal exige a todos los empleadores que -

verifiguen la identidad y la elegibilidad de empleo de
tedas las personas contratadas en los Estados Unidos.

v REC
//‘}"'*%x o iy,
f=r

¥ oA
daEgl) TN
WX Hlls

E-VERIFY IR A SERVICE OF DS AND $5A

El togetipe ¥ Ia marca de £-Verify son marcas registradas del Departamanto de
Seguridad Nacional, Queda estrictamente prohibida 1a venta comercial de este afiche,



SI USTED TIENE DERECHO A TRABAJ:
1o deje que nadie se lo quite.

,
o -

'

A P

Si usted tiene el derecho a ® Los empleadores no pueden Para ayuda en su propio idioma: Departamento
trabajar legalinente en los Estados despedirio debido a E-Verify, sin Teléfono: 1-800-255-7688 o Division de De
Unidos, existen leyes que lo darle una oporfunidad de resolver el 202-616-5594 ) , .
protege contra la discriminacién problema. Para las personas con discapacidad Oficiria del Co
en el trabajo.. auditiva: Pricticas Inju
, TTY 1-800-237-25150 Relacionadas
® Enfa mayorfa de los casos, los 207-616-5525
Usted debe saber que: Lo
q empleadores no pueden exigir

* Enla mayoria de los casos, los que usted sea ciudadano E-mail; oscort@usdoj.gov

empleadores no pueden negarle un estadounidense o residente legal

empleo o despedirlo debido a su pals permanente. O escriba a:

de origen o estatus migratorio, o U.S. Department of Justice - CRT

negarse a aceptar sus documentos Si usted se ha encontrado en alguna Office of Special Counsel- NYA

validos y legales. - de estas situaciones, contacte a la 950 Pennsylvania Avenue, NW
Y S o o " Ofic¢ina del Consejéro Especial * - Washington, DC 20536 ' www.justic
¢ Los empleadores no pueden (0S0).

rechazar documentos por que
tienen una fecha de vencimiento
futura.



Carpenter Contractors of America, Inc. o
“““”""““"68Ipéﬁtéf“€6ﬁﬁ6ﬁéﬁfé'of I1linecis o
Drug Testing Program
Written Corporate Program

I._Lﬁuxﬁugtign
DEFINTTTONS ;. Prohibited

ances include illegal drugs

(including controlled substances, look-alike drugs and designer
drugs), alcoholic beverages and drug paraphernalia in the possession
of or beiny used by an employee on the job. The company also reserves
.the right to have a designated company physician determine if a
prescription drug or medication produces hazardous effects and n2y
restrict the use of any such drug or medication accordingly: )

- IT. Genergl POYIicy™

_ ues to have a policy of no drug use
. at work. Our company is commifted to providing a safe and healthy
wOIrk environment. - Consequently, the use, possession, concealment,
transportation, promotion or sale of prohibited items and substances
are strictly prohibited on company premises. o : '

Our company has had and contin

prohibited from reporting to work while under
_____ g,~intoxicantf~0r“other”sﬁbstaﬁCémthat will in
any way adversely affect their working ability.

Employees are also

Accordingly, Carpenter Components of I1llinois adopt the following

Drug and Alcohol testing program for all plant empldyees.

II1. Drug Testing Program - POST ACCIDENT TESTING

An employee shall provide a urine specimen at the health care’

facility to which he/she reports after a xeportable accident (bodily
injury to a person as a result of injury that requires medical _
treatment away from the scene of the accident) occurring while on
Carpenter Components of Illinois premises, time or business. .

All chain of possession procedures utilized under. this program
‘for the testing of controlled substances and alcohol use shall be the
Same as those approved by the US Department of Health and Human
Services, National Institute of Drug Abuse, as they are now in effect

-or as hereafter amended.



CCI Drug Testing. Policy - Page—2

&ny refusal or failure to submit to testlng required under this
policy will be treated as a positive test and the employee will be

subject to immediate discharge.

‘AN e.mi:loyee who tests positive for the use of a clontrolled
substance or alcohol shall be ungqualified to work for Carpenter

Components of Illinois. Further, a positive test result shall be
grounds for the immediate dismissal of the employee.

V. Effective Date

This amended employee Drug and Alcohiol testlng program shall be
effective Mondsy, Novembér 2, 1998 and Carpenter Components of
Illinois reserves the right to further modify or amend this program at
any time, without prioxr notice.

Employee records with regard to testing under this policy will he
~collected and maintained on separate forms and in separate files and
are to be treated as medical records and the testing results are to.be
- used in acc:ordanc:e with dpplicable local, state and federal laws.



® R & DThiel, Inc.
E Belvidere, lilinois

[l

Dear Employee,

You have most likely heard about Healthcare Reform, also known as the Affordable Care Act (ACA} or
Obamacare. While it has taken time for many of the changes brought about by the ACA to come to light,
January 1, 2014 is the date that some of the most significant changes that could affect you go live.

You may have heard many things about the ACA which are confusing or contradictory, which is typical for
a set of rules as complex as these. We wanted to take this opportunity to break it down for you in a very
simple way, so that you understand what's coming in the near future and how we are preparing to
embrace the ACA and its requirements.

Beginning January 1, 2014, all US citizens, and people working in the country legally, will be required to
have health insurance that meets certain minimum guidelines. 1f you do not obtain health insurance that
meets these minimum guidelines, you will be required to a pay a penaity.

Here are some important points to keep in mind regarding this requirement:

« Beginning October 1, 2013, the government will be opening the Health Insurance Exchanges,
—— ... now called “Marketplaces” = __

e Marketplaces will offer you access to coverage regardless of any medical conditions you may
have as well as offer health insurance coverage for both individuails and famities

» Generally, if you are a full-time employee of Carpenter Contractors of America, you will not be
eligible for subsidized coverage from the Marketplace; however, if your family income drops
below a certain level, you may regain eligibility for a subsidy

« If you are not eligible for a subsidy, you will pay the fuil cost of Marketplace coverage; we do not
. provide financial assistance for Marketplace coverage

« Coverage from Carpenter Contractors of Ametica is available on a tax-free basis, while cc:\rerag.c;a
from the Marketplace is anly available on an after-tax basis

You will be receiving a "Marketplace Notice” from us giving more detail about the Marketplaces and how
to access them. We are legally obligated to provide this notice to you, and while we encourage you to
evaluate al! of your options, understand that the Marketplace is not your only option. We plan on
continuing to offer a competitive, comprehensive health insurance package to our full-time employees.

If you have any questions please do not hesitate to contact Kris Mayborne or Bob Johnston.
Sincerely,

Kris Mayborne and Bob Johnston

Members of the R&D Thiel, Inc. family of companies. Continuing each day to seek better ways to serve Builders...since 1955

R & P Thiel, inc. Carpenter Contractors Carpenter Contractors  Carpenter Contractors  Carpenter Contractors Carpenter Components  Carpenter Components
2340 Newburg Road of America of America of America of America of Florida of Iifinois

Belvidare, IL 61008 841 S.W. 12th Avenue 3900 Avenue G NW. 2160 Andrea Lane 190 Giflis Hill Road 3500 Avenue G NW. 2340 Newburg Road
Phone: 815-544-1688  Pompano Beach, FL 33068 Winter Haven, FL 33880  FL Myers, FL 33912 Fayetteville, NG 28306 Wirter Haven, FL_33880  Belvidere, IL 61008

Fax; B15-544-7132 Phone: 954-781-2660 Phone: 941-294-6449 Phone: 941-437-1100 Phone: 910-875- 7575 Phone: 841-2094-G449 Phone: 815-544-1699

www.rdthiel_com Fax 954-786-9016 Fax: 941-289-9940 . Fax: 941-437-1200 Fax: 810-875-5419 fFax: 541-299-9940 Fax: 815-544-7132




New Health Insurance Marketplace Coverage orm Asproved
Options and Your Health Coverage e aaon 1

Freled 1

PART A: General Information

When key parts of the health care law take effectin 2014, there will be 2 new way to buy health insurance: the Health
insurance Marketplace. To assist you as you evaluate options for you and vour family, this notice provides some basic
information about the new Marketplace and em ployment-based health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is desipned to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one—stop shopping” to find and compare private health insurance options. You may aiso be eligible
tor a new kind of tax credit that lowers your monthly premium right away. Open envoliment for heaith insurance
coverage through the Marketplace begins In October 2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverags, of
offers coverage that doesn't mest certain standards. The savings on your premium that you're eligible for depends on
your househoid income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? '

Yes. If you have an offer of heaith coverage from your employer that meets certain standards, you wili not be eligible

— - for atax credit through-the Marketplace and rmay wish-to enroll in-your employer's health plan. However,.you may be.  __
eligible for a tax credit that jowers your manthly prermium, or a reduction in certain cost—sharing if your employer doeas
not offer coverage to you at all or does not offer coverage that meets certain standards. if the cost of a plan from your
ernpioyer that would cover you (and not any other members of your family) is more than 8.5% of your household
income for the year, or If the coverage your employer provides does not meet the “minimum value” standard set by the
Affordable Care Act, you may be eligible for a tax credit.’ i

Note: If you purchase & health plan through the Marketplace Instead of accepting health coverage offered by your
employer, then you may lose the employer contribution {if any) to the employer—offered coverage. Also, this emplover
contribution —as well as your employee contribution to employer—ofiered coverage— is often excluded from income for
Federal and State income tax purposes. Your payments for coverage through the Markelplace are made on an after—
tax basis.

How Can | Get More Information?

For more information about your coverage offered by your em ployer, please check your summary plan description or
contact Kris Mavberne or Bob Johnston. 815-544-1698

The Marketplace can help you evaluate your coverage opticns, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.

1 an employer—sponsored health plan mests the "minimum value standard” if the plan's share of the total allowed benefit costs covered
by the pianis no less than 60 percent of such costs.



PART B: information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an
application for coverage in the Marketplace, you will be asked to provide this information. This.information is numbered
to correspond to the Markeipiace application.

of America " o

Here is some basic information about health coverage offered by this employer:
e As your empioyer, we offer a health plan fo:
[ All employees.

Some employees. Eligible employees are:

All Fuil-time Salaried Non-Union employees of the Employer. Ful-Time means an employee wha is regularly scheduled
to waork a minimum of 20 hours per week and who is on the permanent payroli and personnel records as an Employee
of the Employer. This also includes eligible Dependents of a covered employee who tenminated coverage under the
Plan because of the employee being enrofled in Medicare.

=  With respect to dependents:
We do offer coverage. Eligible dependents are:

A Spouse, and dependent children to age 26.

[l Wae do not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to
be affordable, based on employee wages.

=% Evan if your employer intends your coverage to be affordable, you may still be eligible for a premium
discount through the Markeiplace. The Marketplace will use your household income, along with other factors,
to determine whether you may. be.eligible. for a premium discount. If, for example, your wages vary from
week to week {perhaps you are an hourly employee or you work on a commission basis), if you are newly
employed mid—year, or if you have other income losses, you may still quaiify for a prermium discount,

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the
smployer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your
monthly premiums.



The information beiow comresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for
employers, but wili help ensure em ployees understand their caverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months? :
[ Yes (Continue)
13a, If the employee is not eligible today, including as a result of a walting or probationary period, when is the

employee eligible for coverage? {mm/dd/yyyy) (Continue}
No (STOP and return this form to employee)

Ver offer a health plan that méets the minimuim 4
uestion, 15) ] :No (STOP and réturn form fo.em

the ermployes have t6 pay-in

= [IWeekly, [ ] Every 2 vigek

If the plan year will end soon and you know that the health plans cffered will change, go to guestion 16. If you don't
know, STOP and return form to employee.

16. What change will the employer make for the new plan year? 4
Employer won't offer health coverage
Ernployer will start offering health coverage t© employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium shouid reflect the discount for
wellness programs. See question 15.) :
a. How much will the employee have to pay in premiums for that plan? $ :
b, How often? [ JWeekly [ ]Every2 weeks [] Twice a month ] Monthly ] Quarterly [] Yearly

Date of change (mm/dd/yyyy):

. An smployer—sponsored health plan mests the "minimum vaiue standard" if the plan's shars of the total aliowed benefit costs covered by
the plan is no less than 60 percent of such costs (Section 36B{c){2)(C){ii) of the Internal Revenue Code of 1988)



? R & D Thiel, inc.
% Belvidere, Hiincis

[l

Estimado Empleado,

A estas alturas, es muy probable que ha oldo hablar de la Reforma de Salud, también conocida
como el Affordable Care Act (La Ley de Asistencia Asequible) o Obamacare, que fue promulgada el 23
de marze de 2010. Aungue ha tomado fiempo para muchos de los camibios producidos por ACA para
llegar a luz, el 1 de enero de 2014 es la fecha en la cual empezaran algunos de los cambios mas
significativos que le podrian afectar a usted.
Puede haber oido muchas cosas confusas o contradictorias acerca de ACA, lo cual es tipico de
un conjunto de reglas tan complejas como estas. Queremos aprovechar esta oportunidad para
explicarselo de la manera mas sencilla posible, para que pueda entender o que viene en el futuro
cercanc y como nosotros, como su empleador, nos estamos preparando para los requisitos de ACA.
Comenzando el 1 de enero de 2014, los ciudadanos estadounidenses y todas las personas trabajando
legalmente en el pais seran obligados a tener seguro médico que cumpla con ciertas normas minimas.
Si no obtiene un seguro médico que cumpla con estas normas minimas, se le requerird gue pague una
multa.
Siguiente se encuentran algunos puntos importantes gue debe tener en cuenta con respecto a
este requisito:
« Anpartirdel 1 de octubre de 2013, el.gobierno abrira los intercambios de seguro médico — ahora - —
llamadeos “Mercados”
e Los Mercados ofreceran acceso a cobertura sin importar cualquier condicion meédica que pueda
tener y ofrecera cobertura para individues tanto como para famifias
» Porlo general, si usted es empleado a tiempo completo de Carpenter Contractors of America, no
sera elegible para la cobertura subsidiada del mercado, sin embargo, si su ingreso cae por
debajo de cierto nivel, puede volver a ser elegible para un subsidio
+ Sino es elegible para un subsidio, usted pagara el costo total de la cobertura del Mercado; no
proporcionamos asistencia financiera para la cobertura del Mercado
s Lacobertura de Carpenter Contractors of America esté disponible en una base libre de L
lmpuestos mientras que |la cobertura del Mercado solo esta dlspombfe en una base despues de
impuestos

Usted recibird un “Aviso dei Mercado” con mas detalles sobre los Mercados y como accederlos.
Estamos legalmente obligados a proporcionarle este aviso y, mientras le recomendamos gue evalue
todas sus opciones, queremos que entiendan que el Mercado no es su inica opcidn. Nuestra intencion
es que le continuemos ofreciende un segure médico comprensive a nuestros empleados de tiempo
completo.

Como siempre, si tiene alguna pregunta por favor no dude en ponerse en contacto con the
Construction Industry Fund, Kris Mayborne or Bob Johnston .
Atentamente,

Carpenter Contractors of America, Inc.

Members of the R&D Thiel, Inc. family of companies. Continuing each day to seek better ways to serve Builders...since 1855

R & D Thied, tne. Carpenter Contractors Carpenter Contractors  Carpenter Comttractors  Carpenter Contractors Carpenter Components  Carpenter Components
2340 Newburg Road of America of America of America of America of Florida of lllinois

Belvidere, IL 81008 941 S.W. 12th Avenue 3900 Avenue G N.W. 2160 Andrea Lane 190 Gillis Hill Road 3800 Avenue G N.W. 2340 Newburg Road
Phone; B15-544-1689 Pompanc Beach, FL 33069 Winter Haven, FL 33880  Ft. Myers, FL 33912 Fayetteville, NC 28306 Winter Haven, FL 3388C Belvidere, IL ¢1008

Fax: 815-544-7132 Phcne 954-781-2660 Phone: 941-294-6449 Phone; 941-437-1100 Phone: 910-875-7575 Phone: 941-294-6449 Phone: 815-544-1698

www.rdthiel.com Fax: 954-786-9018 Fax: 941-299-9940 Fax: 941-437-1200 Fax: 910-875-5419 Fax: 941-299-9940 Fax: 815-544-7132



Nuevas opciones de cobertura en el mercado de Formufario aprobado
OMB N.* §270-014%

seguros médicos y su cobertura médica (caduca el 0-11-2012)

PARTE A: Informacién general

Cuando enlren en vigencia las partes clave de la iey de salud en el 2014, habré una nueva forma de adquirir
seguros medicos: a través del mercado de seguros meédicos. A fin de ayudarle miantras evalia las opciones para
usted y.su familla, este aviso brinda informacién basica sabre el nueve mercedo y la caobertura médica basada en
el empleoc que brinda su empleador.

&Qué es el mercado de seguros médicos?

Ef mercado esta disenado para ayudarle a encontrar un seguro médico que satisfaga sus necesidades y se ajuste
a su presupueste. El mercado ofrece opciones de compra en un solo sitio, para buscar y comparar opciones de
seguros médicos privados. Tamblién es posible que sea elegible para un nuevo tipo de crédito triputario que reduce
su prima mensual de inmediato. El periodo de Inscripcldon para la cobertura de seguro médico a través del
mercado comienza en octubte dei 2013 para cobertura que comlenza et 1.° de enerc del 2074.

iPuedo ahorrar dinero en las primas del segure médico que ofrece el mercado?

Es posibie que tenga la oportunidad de ahorrar dinere y reducir su prima mensual, pero solo si su empleador no
ofrece cobertura médica U ofrece una cobertura médica aue no cumple con determinadas normas. Los ahorros en
la prima por ta cual puede ser elegible dependen de los ingresos de su familia.

-LLa eobertura médica del empléador afécta la elegibilidad para los ahorros en la prima a través del’
mercado?
S, Si su empleador brinda cobertura médica que cumple con determinadas normas, no sera elegible patra un -
crédito tributario a través del mercado y es posibie que desee inscribirse en el plan de salud de su empleador. No
obstante, es posible que sea slegible para un crédito tributaric que reduce ia prima mensual o para una redusccién
en la cuota de los costos si su empleador no brinda cobertura o ne brinda cobertura que cumple con determinadeas
normas. Sl el costo del plan de su empleador que le brindaria cobertura a usted (y no, a los demés miembros de
ta familia) supera el 9.5 % del ingreso anua! de su familia, o sl la cobertura médica que brinda su empleador no
cumple con la norma de “valor minimo” establecida por la Ley del Cuidado de Salud a Bajo Precio (Affordable
Care Act 0 ACA, por sus siglas en inglés), es posible que sea elegible para un crédite tributario.*

Nota: St adguiere un pfan de saiud a través del mercado en [ugar de aceptar la cobertura médica gue brinda su
empleador, as posible que pierda las contribucienes (si las hay) que sl empleador da para ia cobertura médica gue
brinda. Ademas, las contriouciones de! empleador (asl como sus las contribuciones comao empleadc para la
cobertura madica que brinda el empleador) a menudo se excluyen del ingreso sujeto a impuesto federal y estatal,
Los pagos para la cobertura médica a través del mercado se realizan después de impuestos.

£ Co6mo puedo obtener mée informacion?

Para obtener mas informacion sobre la cobertura que brinda e! empieador, consulte ¢l resumen de la descripcion
del Plan o comuniguese con _Kris Mayborne or Bob Johnston 815-544-1699

El mercado puade ayudarlo a evaluar sus opcionas de cobertura, incluida su elegibllidad para la cobertura a través
del mercado y sus costos. Visite HealthCare.gov para obtener més informacidn, inclulda una solicitud en linea de
cobertura de seguros médicos e informaclon de contacto para un mercado de seguros médicos en su area.

1Un plan de salud patrocinade per & empleacor cumple con la *nerma de valor minimo" si la pariicipacién del plan en los costos tofales de beneficios
permitidos cubiertos por el plan no es inferior al 60 por ciento de dichos coslos.




PARTE B: Informacion sobre la cobertura médica que brinda su empleador

Esta seccién incluye informacidon sobre la cobertura médica que brinda su empleador. Si decide completar una

solicitud de cobertura médica en el mercado, debera brindar esta informacion. Esta informacion esta enumerada
de forma tal que coincida con la solicitud del mercado.

“ | 4. Namero de identificacién del empleadar. (€
:pgtlgg‘s'vsig[és_‘ en:inglés) : ]
| 36:2477639

A continuacion, encontrara informacion basica sobre la cobertura médica gue brinda este empleados:
» Como su empleador, ofrecemos un plan de salud para los sigulentas:
D Tedos los empleados.

Algunos empleados, Los empleados elegibles son los siguientes:

Full-time Salaried Non-Union employees of the Employer. Full-Time means; employee who is regularly
oo scheduled to work a min, of 20 hrs per week and is on the permanent payroll and personnel records as™
an Employee of the Employer. This also includes eligible Dependents of a covered employee who
termed coverage under the Plan because of the employee being enrolled in Medicare,
» En cuanto a ios dependientes: )
Si ofreacemos cobertura médica. Los dependientes elegibles son los siguientes:

A Spouse and dependent children to age 26.

[ No ofrecemos cobertura médica.

[:i 3i marca esta opcién, esia coberiura médica cumple con la norma de valer minimo. Asimismo, el costo
de [a cobertura se pretende que sea asequible parg usted segln los salarics de los empleados.

+* |ncluso si el objetivo de su empleador es brindarle cobertura asequible, es pesible que sea elegible para
obtener un descuente en la prima a través del mercado. El mercado utilizara el ingreso de su grupo
familiar, junto con otros factores, para determinar si es elegible para recibir un descuentc en la prima. 3i,
por ejemplo, sus salarios varian de una semana a la otra (tal vez es un empleado por hora o trabaja con
cemisiones), si fue contratado recientemente a mitad de afo o sl tiene otras pérdidas de ingreso, atn asl
es posible que regna los requisitos para recibir un descuento en la prima.

Sl decide adquirir cobertura a {ravés del mercado, visite HealthCare.gov para obtener instrucciones sobre cémo

hacerlo, Aqul encontrara {a informacion del empleador gue debe Ingresar cuando visita HealthCare.gov para saber
sl puede obtener un crédite tributario para reducir las primas mensuales.



La siguients informacién corresponde a la Herramienta de cobertura del empleador a traves del mercado. Les
empleadores no tiensn ta obllgacion de completar esta seccion, perc hacerio ayudara a garantizar que los
empleados entienden sus opciones de cobertura.

13. Actualmente, Lel empleado es elegible para la cobertura que brinda el empleador o lo serd
en los préximos 3 meses?

[ st. (Continte).
13a. Si el emplsade no es elegible actuaimente, incluso come resultade de un perfodo de espera o de prueba, £ cuando
sera elegible para la cobertura? {dd/mm/aaaa). (Continde).

No. {DETENGASE y devuelva este formulario al empleada).

Si el afio del plan esta por finalizar y usted sabe que los planes de salud ofrecidos sufrirdn una modificacion, pase
a la prepunta 16. Si no io sabe, DETENGASE vy devuelva el formulario al empleado.

16. oQué modificacién hara el empleador para ! nuevo afio del plan?
B El empleador no brindaré cobertura médica.
El empleador comenzard a brindar cobertura meédica a los empleados o modificara la prima para el plan de
menor costo disponible tnicamente para el empleado, gue cumple con la norma de valor minimo«. {La
prima debe reflejar el descuento para los programas de bienestar. Vea la pregunta 15).

a. ¢Cuanto tendra que pagar el empleado en lo que respecta a las primas para dicho plan? $

b. /Con gué frecuencla? Semanalmente Cada 2 semanas Deos veces al mes
Mensualmente Trmestralmente Anualmente

Fecha de la moditicacién (dd/mm/aaaa}:

« Un plan de salud patrocinado por el empleador cumple con la "norma de vajor minlmo® s la participacién del plan en los costos
totales de beneficios permitidos cubiertos por el plan no es inferlor al 80 por ciento de dichos costas {Artlcule 368(c)2)(C) (i) del
Codige Tributario de 1986).



