build communities

Local LISC Office:

LISC AmeriCorps New Member Enrollment Checklist

Placement Site

Site Supervisor Name:

Emaik:

Member Name:
Member Term of Service (¢ hrs.)y
Sexvice Dates: Start:

Email:

Enrollment Docaments

Document Name
Setvice Description

CORI Part I: Samw-hnm.g
CORI Part II: State Check

CORI Part III: FBI Check - if applicable

uu@uﬁ

Comumitment Letter to Member

uauuag

LISC AmeriCorps Application

aﬁa

CNCS Earoliment Form

0000%003

[9 Form & Documentation
Q US Passport and/or Certificate of Naturalization
Q Birth Certificate & State Driver License
Q Binthﬁﬂu!e&ShteNoo-Driv:rlm
Q R&MNMMMWMRAM
Q _Forei VISA with a valid form 1-94 & Form I-551

D%DD

DDDDFDDU§ £

glo

o

Request for Employee (RFE)

n/a

W4

n/a

Direct Deposit (optional)

n/a

Photo Release

Drug Free Workplace

DDDD‘D

HealthCmandO:ﬂdcueEmoumanaiva-

s

Member Agreement (s and dated 10 member’s stare
Pareatal Consent (if member is under 17 at the start of sexvice)

Ologoiocjolo

00

oo lo

Other Required Documents

ot

450

Member Perfonmance Measurement Worksheets

Six Month Appraisal (required for members serving 12 month periods)

/a

Final Performance Appraisal (required for all members)

ojofolg

Grant Agreement (generated in Grants Department via PA System)

unuo§

n/a

thmsmAw(mammN}'hAmCamdepmau)

{

(W) w]

Exit Documents
Document Name

1,700

CNCS Member Exit Form

Member Exit Survey

olo|g

olo|&

Updased 08.01.11



@Q LISC AmeriCorps
S g Application

build communities
I. PARTICIPANT PROFILE
1. Name: Last First

2. Date of Birth (Montl/Day/Y ear)

3. Current Address

City, State Zip
4. Permanent Address

City State Zip
5. Telephone Number: Daytime () Evening { )

6. AreyouaUSCitizen Yes No or Permanemt Resident Alien? Yes No

7. Dateof Availability:  Month Year

3. Geographic Preference:  Eastern USA Midwest USA West Pacific/Northwest
9. WhatHigh School did you graduate from (Name/City/State)?

10. MMNMMWcmoMNdMWML%M&MMNCCC,I.eam&Setve.
etc? lfyu.plemmvx‘dchﬁ)lbwinginfouuﬁon:

Name of Location From To

leebchﬂeuynﬁﬂpbymbmmmmmiﬁuym fnﬂormﬁme.sﬂaﬁedmloym Start with youy
current or most recent experience. Phoeoeoyythispageifaddiﬁmaldleum

necessary. You my'm!uduminpheoof
completing this section,

A.E Tide Phone _
| Address i
| Name of Supervisor _Hours per week From To
| Responsibilities Reason for leaving:

B, Employer Title Phone

Address

Name of Supervisor Hours per week From To
|_Responsibilities Reason for lesvi

B. Employer Title Phone

Address

Name of Supervisor Hours per week From To

Responsibilities Reason for leaving:

Last updated 08.05.11



L. PERSONAL STATEMENT

VL. COMMUNITY ACTIVITIES & SKILLS

> Hmhuhm%mkmhwmﬁ“hmmﬁth&m.hmw' and how
youaddmnmhchllnga. Dmﬁchmofmmmdmofhwhmhhﬁ i

Last updated 08.05.11

i~



VIL REFERENCES

City, State, Zi
Telephone Number ()
Relationship

2.Name

Address

City, State, Zip
Telephone Number ()
Relationship

3.Name
Address
| City, State, Zip _
| Telephone Number ()
Relationship

VIIL EDUCATIONAL BACKGROUND

Associate degree
High school graduate
GED

Less than high school completed
Other, specify

MR W -
(@]
i
Pom~No

IX. OPTIONAL INFORMATION
vandmghmﬁxmﬁonmdumnup&mlndwdlmaﬁamm

1. Describe your ethnic background:
American Indian or Alaska Native
Native Hawaiian or Other Pacific Istander
Black or African American
White non-Hispanic
Hispanic/Lati
Asisn

2 Doywhwmyweﬁdmmmwmﬁom: Yes No
[fyes, please specify

Last updated 08.03.11



X. LEGAL

&Mofacﬁmmwm&mmyamymwgmhquhqnﬁfym from consideration.
Hom.mizeummimofﬁnmd-lyinganm&eﬂhghwbobﬂuﬁ-ﬁﬂdﬁqmﬂfym Answer the following questions
fully. Wemhﬁwwmwmcbchum

1. Hmyouevabeeneonviemd.uadju&mdathmﬁhoﬁndu,ofuyaimhﬂoﬂmbyacivﬂhnwnﬁﬁuqmﬂ Do
not include minor traffic violations (if no, skip to sectioa X)

Yes (If you answered yes then complete Questions 2 through 4.)
No

2. Are you now under charges &tmyoﬁuuamnychﬂmwjﬁmmmw (Do not include charges for
minor traffic offenses.)

Yes
No (if you answered no, skip to Section X.

Date: Place:

3. ARE YOU NOW ON PROBATION OR PAROLE? Yes No

4. mumdﬁuuﬂmmdhmmﬁaﬁmoﬁcu,wmmmmmmnmh
bove inf b

Name: Title:
Address:

Phone No.

hnﬂnlnhchpohﬂdbrunﬂudhwhtuwpﬂaﬂ-mmm
Please disclose if you can be considered an immediate relation to: (l)achSCeuphyaq(Z)uuﬂoyuomuwn
(plmsite);ﬂ)ambcofdnboaﬂofdimofﬁlom@m
meﬂmw(ﬂmmwbhamhmmmm&mwhm

Ya,lmanimmedi:unlaﬁon(indiunrehﬁomﬁp)

No, I am not an immediate refation.

XL CONSENT FOR CRIMINAL BACKGROUND CHECK & CERTIFICATION

All applications must be signed by the

applicant. mﬁmmmmmmumammmun
true to the best of your knowiedge,

Signature Date

Last updated 08.05.11



Corperstion
National Service Trust Enroliment Form C.NénMJNAL&

SERVIC et

Completion of this form bwmhemnammunbulnmouamsmTMmaﬁwmmeﬁyuoumm award
u;:pwwmdhborhuwmdm ltalsoplvvldeomc“poraﬁm fnrNaﬂanlmCmmmySuvleo i

with basic
demographic data,
PART 1 Member: Please Complete and S!gn
1. Name
Last Flirgt ]
Date of Birth &Soﬁdsmﬂm
Month Day Yoar
4. Citizenship Status a Iamau.s.ctlhmorﬂaﬂoml'm lmaMMWMdMUmM“
-c(mac-usmn.mm-nmmmmus &ummmmm Nationals of the US include
pessons bom in America including Swains isiand. Vign
L Pemmenes Almdullslmmausm with (1) 2 Parmancm Residens INS Fonn 1-55¢;
(ﬂmmﬁm?ﬂm.gu.mwi@w%mhlmhmeuwmmmr
residence; or (iv) an Indicating approved a8 tamporary evidence sdmission residence. NOTE:
stusdent vise does: mummmm

City Stats Zip Code
Emaill Addresa
Home Phone Business Phone Ext
7 mmmmmammmmmmumwmmmmﬂ
Last First Ml
Number and Street
Ciy State Zip Code
Email Address
Home Phone Buginess Phons Ext

PART 2 Member Enrofiment Certification

By sign mbmmmnmummmmmbmwm«mmm 1 have provided in this
MIUM’WMQMNNWMMMhMMMWwWN

mose of the foliowing: a fing or
imprisonment or both under Section 1001 of Titie 18, U.s.c..enuonﬁunpﬂdmm mmmwmamn
maamdmmwommmmﬂmmbymoCMMRmmsi USC 3801-3812, ind

Member's Signature Date




PART 3 Member: Please Answer the Following Questions
w

1. WhatIs yous gender? 8. mmhmmmmmwnWb
O Female O Mae join this program?
registered to vote? 0 Togetan education award
2 Are you © [} Toawmamm
Q Yes O Tobe partofa national movement
No B To get & job/esm money
8 Nﬂm& ;ﬁmmm
0 make friends
m%bm 8 Tommuummmmm
me
3. Whichofths categories bost describes your racisl 8 ;:mw
(mark one o7 more) or ethnic ariging (mark a anm'“nhm
A. Race ] Togetinvoived in education issues
O  American indian or Aleska Naive a ;"9""""": fonuse
O  Natve Hawailan or Other Paciic Isiender 8 °ﬂm public safaty issuoe )
) § * 7. Howdid you hear about this program? (Mark all that appiy.)
Astan
g one g Article s
8. Ethniclly Guidance
B Nou-lsp:duorl.am 8 m&mwm
4 mummmummmw 8 v me/Stand applled
3  Leas then high school completed a ﬁa:lom-u-
school graduste AmexiCorpe
§ Hmu schoolappranticeship/vocational g Recaived information in the mail
;anuolap a program poster ;
g Associates degres (AA) 1 Other(Specity:
8 m““ & Privacy Act information Relesss
: ang
g Profassional degres (medical, taw) a y-,lwg:caw::nhm w
[ % Are you 8 vetermn of the United States Armed Forces? mmhﬂn'm‘.l“w_' telephone
O VYes O No
form, ls 3
mm“-mmummmmmummn =g the eexind to complets the
mthﬂ“‘%u-v” Oficisl section. &&mf;‘mﬂm:‘hwdhx:ma -:
mmmmum::“hmnmmd“uﬁnlmnm-ﬂmﬂmmmuupauhn(-m
. Natonsl
;mmu-m mmmwmn.um e » an‘mm.Mw?Wd':b
m “MMu?umm-mnmdmmum mmmm-lu::
mnmomm#aumumuumruum nny-mlbuul.'&w
- Numbser '.M ;honty ntengl ravenue mm‘ﬁﬂﬂ)bm-.m False © dsciose
'rs:s-su ”lﬁ%mlu'::ﬂdmm'nm%(zlmﬂyh of anun-:ducam
efforts :...” PIOGraras ass Inclusive of peracns with disatilties, Secsy Numbar may be relessed to e Sociat Administzation to messure
mu;mm?'?mdh:h - mm&&unaunmmmnumnmmmwu
to respond” under Guestion



Filling out I-9 Documentation

FIRST: Please fill out Section #1 of the 1-9 form in its entirety. When filling out the requested information,
please write in print. Make certain to check the correct box when attesting your U.S. citizenship
classification. Lastly, sign and date the form.

L — = p=1-~ 3
Iam At fodernd law Sden Sor ,a*mdmw.ﬁrl—(“mdﬁw

e
imprisonment and/er nes for faive statements or 3 A chizen of the Unteed Suses
use of false documents in connestion with the - A nocchkizms smtisnst of he Unitad Staes (s00 losmusions)
compietion of this fornm. ] Aewvea Aiien 9
T An stien aushortnnd w work (Ation 8 or Ad

SECOND: Please provide the local LISC office adnﬁnbtratorthefohwingdocummﬂona proof of citizenship:
* US Passport and/or Certificate of Naturafization,

if you DO NOT have either US PasspMorCerﬁneateofNammllzaﬂonpleasepmvm:

your Birth Certificats AND State Drivers License;
Birth Certificate & State Identification Card;
Resident Alien card with Work Authorization; or
Foreign VISA with a valid form I-94 & Form -551

wzﬁmmvm be =m5wm m
m“;-. mwaﬂmﬂn%cawawmd mu@ﬁmm&‘ﬁm

if o, dlln

® & o o




OMB No. 1615-0047; Expires 08/31/12

Department of Howetand Security Form I-9, Employment
U.S. Citizenship and immigration Services Eligibility Verification

Read instructions carefufly befors completing this form. The instructions must be availskie during corapletion of this form,
ANTL-DISCRIMINATION NOTICE: It s ifegal to discriminate

against work-s WWHMCANNO‘I'
docum they will accept from ployes, ] because the documents
tune‘:gi':a.ﬂu dn:.::)y aho:o'umtlllqa ..M refwsal 1o birs sa individual .

Address (Sirees Name and Neswber) Am o Date of Birth (monthvdayyear)
Cy State ZipCode Soclal Security §
[ am sware that federn! law provides for ! auoee under pensity of perjery, thes | ams (chsek o of the foltowingy
impriscament and/or fines for false statements or [ A citizen of e Uniced Sae
use of false docu:ments in connection with the W] A noncitizen nationsl of the United States (sos inseructions)
completion of this form. (T A tewhd permanens residers (Alien #
[ An atien suhortzod 1 work (Alica # or Admission #)
ot (expivation drte, if applicable - momvidaymar)
Empioyed's Signsture Date (soraicopiver)
Preparer a (Tode and sigued lis odher dhow the ] nder
mqmm:mmumm;umunaﬂqubm'm bmdmw -
Preparer's/Transistor's Signature Print Nesno
Address (Strees Nows ard Nember. City, Scate, Zip Code) Dty (moscvidawwar)

mzmmmaﬂv«m (To be

mnﬂmd loyer. Examine one document from List A OR
Band List
Jﬂlm% (oﬁﬁu C wmm wmwmmm

ListA "OR ListB AND ListC
Documens tite:
Tssuing muhority:
Oocumens &2
Expirstion Due (f e
Document 8
Expiration Dsts (I ap:

CERTIFICATION: 1 attest, under peasity of of pevjury, thst { have examined the the decument(s) presented

mmms)muumbmumbmmmu qu,'.!:..umm [
(month/day/year) ndnuumm«-yhnmmmmhawwnuhmu-uum (State
wmmm&mmwmm

Siatiare of Employer of Autborzed Repracae

B. Date of Rekiro (mawthdoypear) (f oppiicabie)

C. trwmuam«mmmmmummuummmmmm

Documem Tide: 1 Expiration Dete fif amy:
mxmmslmwmoummbm.mw St e
Signature of Employer of Authorzed REpreachiasree

Form 19 (Rev. 080709) Y Page 4



ng neighbors »
g _‘_decwmnnm 'Pmmsm

LOCAL INITIATIVES SUPPORT CORPORATION
501 SEVENTH AVENUE, 7TH FLOOR
NEW YORK, NY 10018

REQUEST FOR EMPLOYEE
[Date: | Department AmeriCorps [ Job Title: AmeriCorps Member |
| Annual Stipend: $18,000 j I Hourdy Salary; § 1
Effective Date: /¢ Tem : Part_time; Full ime: X |
Erado: | Exempt - —ﬁexempt - ]
Explanation: LISC AmeriCorps member placed at
rﬁauestad by (Local LISC Administrator Signature):
PERSONAL DATA-TOBOC_GB_EMQIMM Membes
_Name: & _ -
| Address:
LCity: Stater —2p:
DataofBithe 1 7/ _Age: Sex: Marital Status:
Ethnicity:- ___ White: —.Black __Hispanic —Asian/Pacific Istander - —Native American-
Number of Dependents: Home phone:- ()
Emergency contact:
Relationship: Home phone: ( ) Business phoner ( )
CFO Budget Check Human Resources Check VP Approved Check
CENTER TO CHARGE Account Code Payroli Health/ Wk Comp
CNCS 13-17-311378
LISC 13-17-110000
Site 13-17-113000




form w4 (201_1') Complets s workshests ttrat apply. However, Form 1040-E8, Estimated Ta for ncivicusie,

claim fewer aliowances. For Otherwiss, additional tex. if
mdﬂnﬁm‘uum mwumm'mamwn

mmmm»mm owances you cisimed and may not be o st ﬂwuummmyurmm
Wmﬂvwm . mcmam Form We4 or W4p, ' rove
income Consicer completing Head of household. Generaty, chim Two earners or muttiple jobs. a
new Form W-4 each year and when your mammmm"mm wumw:ormm«l,j:.m'u
ma:::umd:n ous:‘lf “mw:mwnmn;o lo:“m-?b:mmnmnm
Exsmption M TPt, costs m & home [+ on using worksheets
complete only lnui.z.s,‘.:m:.udm m“mmgcd\. mmv«.mmﬂum
“amml‘&!m” 10?5:1?3.%5:%1 m:gmu.;u Fommbo:mm:'hbﬂl:‘o“
Withholding and Estimated Tax . informution,. anmhm&om
Note. If ancther person can claim rn“vwmmmum detate.
dﬁmmm;rzmm:m bpmhmh.mwu Ws:"m“.mw-.

cremption w‘“‘ Income Wlm allowances. Credity or see Notics Supplementsl Farm
:mm“mmv:'ma mmm“hdﬁu instractions Nonresident ASens, before
unesmed income (lor exampte, interest and mmuwmmm complsting this form.
cividends), mmms‘m”’. “mM“mmm
Basio instructions, ¥ you a1 not exsmpe, H“I“II'WWT'“ """""""tl"'“ takes effect, use Pub, 999 % aoe how the

. The w. 2 further adjust Wirhokdng sowances. " Prolaciad tot s oy 2y Ses P 018,
Gelow, The workshests an page your .
your withhoiding aliowancen based an #emized mﬂpmummahpmd M:rurm“sim
mmmmo mmmshcm (Single) or 80,000 (Married),
imumwhhm mmmumm

mmmmﬁlﬁﬁ&m
AWﬂ'hmlmmmmdﬂnmnam..................A
-Ywnsﬁmmhavouvymhtxor
B8 Enter*1"i -Ywmmmw«hb.“mmdmmmk:w' . B
-Yarm-tmnmhh::mmm(ammdbﬂ.nﬂ.ﬂbwh

[ Em-"‘l'fumw&mmmdmbm'@&mmwmmmwammam

mnmum-o-nqwmmmmmm .......... [
0 &hmdwmmMmammﬂehhmmmm. . [+
g m-v'nmnmuuummmmmmmmmumm -
[ 4 [ J

* ¥ your toted mnuummmmlmm?umﬁm Tonless *1* lmmhcmmm
* if your total income wil be between $61,000 and $84,000 mo.ooomcsm.mumm enter *1° for each eligible
child plus “1° mummacmmm

worlhocis
$40,000 (810,000 4 manied), e Two-Earners/Mullipls Jobs Workabest 210 avold having t0s fitle tax withheld.
that apply. -umgamm&-mnmmmnmmmnmmsammwn.
- mmmummummmuumhmm
Employee’s Withhoiding Allowance Certificate

» anmnu‘am—-uhcmm [ ]
mbmnnnhwmumamowdum--m

OME No. 1546-0074

2011

8 Mmmum.mmmmmm I .83
7 lmmmmhmnamwmaMMomommhm
ctanya-uuambamma-mmmmmmammmmu o
omumamamuammmmmommmmu' ;

{This form is not vaikd uniess you sign &) »
name

mmmmmmummmz



Form W4 (2011)

i

FEUCRONS ang Adjustments Worksheet

MUumbmwummwmmuMWMGWbm
1 mmmdmmvwmmmmmmm
charitable contributions, state and loca) medical expenaes In excess of 7.5% of income,

Sii.mnmuﬁMMwmmm
2 Ennr{ $8,500 if head of housshold
ss.mnmammﬂlnw
Subtract fine 2 from ne 1. if zero or loss, anter -0-°
mmmummvmummmmmmmmmo
mmsw4mmumm-mwwmmmmm
mmumrmmmhmma) .. . ..
mmmamm1mim(uuum«wm . .
Subtract line 8 from Iine S. if 2er0 or less. entes *-0-* . . . . . e e e ..
MhMmhny&.mmmmmmmmﬁm PR
&umwmmmmmmumt e e e e e e e
mmsmemmhwmummbmmmmm
mmmw«-mtuu.mmmmmmmmmm.hamv 10

Jobe Workshest WO eamers or 1
mwmmwwummhuumv direct you here.

1 Enter the number from ine H, page 1 @Mhﬂi&ﬂ.lmwhm.dmm 1

L

-
L4

N
@

L ]
»

I ]
(]

D T

@

PoOovNon
(]

QOB ~NG

3 nnnnumm«mumzmmnzmnnmmmmamm
'-Gﬁmm&m“himi.hmmhmdﬂm. P

e e . 3
um.uhnhh.mmzm~+~mmmmaw1.mm4momwmunmm
withholding amount necessasy to avoid a8 yess-end tax bil,

i

4 Enterthonumber komine2ofthisworkehest . . . . . . e e . 4
O&MNWMhtdﬂm.......... L]
7 mmmmmzw'-mnmummmmmmam e e e . 7 3
8 mmvwnemmmmmmhmmmmm .. 8 S
9 mmswmmunmmhMthmmwaumnm
mmmmmmmmummo.mnmmmmm
lm&mv.mbbummnummmm TR .. 9 $
Table 1 Table 2
—_ VamdFing L-L_ | S “‘m"—"a—.P AR Others
2wagee fom LOWESY | Enteron f wages frm LOWEWT | Enteron f wages fom HIGMESY | Enter f wages SOM HIGHESY | Enter
paying job are— 102 abewe | pmying ich are— 102 above | paying job are= umr':n h:-— lnn:o-
$0 - $3.000 - [} $0 - $8,000 - 0 $0 - $85,000 3560 $0 - $35,000 3560
5,000 - 12,000 - 1 8,001 - 15,000 - 1 65,000 - 128,000 0 35001 - 90,000 30
12,000 - 22,000 - 2 15,000 - 25,000 - 2 125001 - 186,000 1040 90,00 - 165.000 1,040
22,001 - 25,000 - 3 25,000 - 30,000 - 3 188,001 - 338,000 1220 185,001 - 370,000 1220
25,001 - 30,000 - 4 30001 - 40,000 - ) 333001 end over 1,300 370,001 and over 1,300
30,001 - 40,000 - s 40,001 - 50,000 - [
40,001 - 48,000 - [3 50,000 - 65,000 - 8
48,001 - 58,000 - 7 65,000 - 80,000 - 7
55001 - 65,000 - [ 80,001 - 96.000 - 8
65,000 - 72,000 - 9 95,001 -120,000 - 9
72.001 - 88,000 - 10 20,001 and over 10
85,009 - 97.000 - "
97,001 -110,000 « 12
110,009 -120.000 - 13
120,001 -135.000 - 14
135.001 end 1§
m-,u-.mlu-umuubmm«-muu You are not required to provide th: information requested form that lo
<2y ot e intarat Flevenus taws of the United Statem. Loterme) Revenus Code sectons mbbﬁth?m%h“hhud%a&“l
mumummmnummmmwm mmmm.mmmm«mmmnwu
maamwmmumﬁaum.m rmunm-um-qummmmnmmnmmu

wmpmummmnnmmmmmm any intemat Revenue law. and retum infermation are

QGenerally, ax retums
maﬁam‘l’mm_dm confidentist, as required by Cods section 6103,

m«mnmummtnhmmmhmiwﬂm
cities, states, e Olstrict of Cohsribia, and Comaammalhg and possassions 1or uee in p

dministaring thair tex e 41310 e eprimen of Hesth and Humen Sanicas for e i lezﬂw*ﬂmWMMmmmm
mmmuﬂ-hmmhmﬂmnmm income tax retum,

uncer 3 tax teaty, 0 el 310 9188 agancies 1 enforos fedinul nante crimingl inee, or to nmmnmm-mvpmm.umumnmn
‘aceral inw enforoament and inteligence agencies 1 comtbl terkvian, from you. See the instructions for your income tax retum,




Helping neighbors
ld communities

REQUEST FOR DIRECT DEPOSIT OF LIVING STIPEND

BANK NAME:

BANK ADDRESS:

ACCOUNT TYPE (PLEASE INDICATE)
(0 CHECKING O sAvINGS 0 MONEY MARKET

ACCOUNT NUMBER:
ACCOUNT NAME:

ATTACHMENT (PLEASE CHECK ONE)
(0 A VOIDED BLANK CHECK IS ATTACHED
[0 ALETTER FROM MY FINANCIAL INSTITUTION IS ATTACHED

MEMBER SIGNATURE
MEMBER E-MAIL ADDRESS

Please Note:

o Stipend payments are sent via regular US Mall to the address on the
Request for Employee formy

*» Stipend payments are mailed on the actual pay date
* _Your direct deposit will be in effect untii 08/15/2012




ldohetebygranttoLocallriﬂativesSupponComomﬁonandib
affiliates and subsidlaries (collactively, “LISC"), its representatives and
assigns, including any photographer, videographer, or.other agent acting
on behalf of LISC, the full right and permission to use, publish and
produce photographic pictures, video, or other images of me or in which |
may be included, in whole or In part, without restriction, in connection with
publications or other printed matter, video, or slide presentations or in any
other form or media, prepared by or for LISC for illustration, public

relations, or any other purpose that is connected to and furthers LISC's
charitable mission.

| also release and discharge LISC, its representatives and assigns,
including any photographer, videographer, or agent acting on behaif of
LISC, from any claim byvhmaofanylaekofdaﬁlyorhnperfeoﬂmmat
mayocwro:bopmdwedhthotaldngoruseofmephomgrapm,vidoo.

womwﬁnagea,orinmyswsequaumﬂmd.aswasin
any publication thereof.

Date:

Signature:




LISC has regulatory requirements under some of our government contracts. One of the

requirements is that LISC establish a formal drug free workplace policy, noted below. In
addition, we must document that every manberisawmofrhepohcy. Please read and
acknowledge receips of the policy by signing and returning for inclusion in Your personnel file.

LISC AMERICORPS MEMBER DRUG FREE WORKPLACE POLICY

ItisthepolicyoleSCAmaiCorpatomaimainaworkplaoethatis free from the effects
of drug and alcohol abuse. All membmateprohibiﬁedﬁomtheuse,sale.diquuing.
distribution, possession or manufacture of controlled substances, and abusing alcohol. Drug use

and alcohol abuse, in the workplace reduces effective job performance, increases absenteeism
and endangers safety.

Anymemberwhoviolammispolicywﬂlbembjectmdhciplimryacﬁon, which may
inchdesmpmsiomdismisulmo&a@mpﬂa&pﬂmlacﬁomﬂmayahobemqtﬁudb
participate satisfactorily in an approved drug abuse assistance or rehabilitation program.

Members will be assisted in seeking treatment. Members who seek referrals to local

rehabilitation and counseling programs should contact the LISC AmeriCorps Director at 212-
455-9800.

As a condition of service, andconﬁnuedsavice,allmembasmuaabidebythismug-
Free Workplace Policy,andmustnoﬁfyLISCAmaiCorps@ofanycﬁnﬁmldmgmwcharge,
arrest or conviction foraviolationoemnringinthewoﬂq:hcenolaterthmﬁvedaysaﬁusuch
charge, arrest or conviction. Notices should be sent to: ngramDirector,LISCAmeliCorps
Program, 501 7* Avenue, 7® Floor, New York, 10018.

Signature Date



busld commuunities

Health Care Plan & Childcare Assistance Enroliment Form

LISC AmeriCorps Participants
Participant Name Social Security Number Date of Birth-
Number and Street
city State Zip Code

HMMAmqummnwwmmmmdbm

IMMMMWWMMMIWMMIMWMMMMM

D | am already covered by another
insurance Company Policy #

D Other: Piease Explain:

pian as a subscriber or a dependant.

Please check iluanonmlll_nl «mmm

D | am envoliing in the CHILDCARE ASSISTANCE PLAN for

AmeriCorps Members. My
sig:ameerﬂnumatlamnotomawiseeovmbya childcare poiicy.
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NOTICE OF COBRA RIGHTS

LISC

501 7™ Avenue

7® Floor

New York, NY 10018

Via Member Enrollment Package
Dear AmeriCorps member:

NOTICE OF AMERICORPS MEMBER
GROUP HEALTH PLAN CONTINUATION COVERAGE

*VERY IMPORTANT NOTICE*

A Federal law, commonly known as "COBRA," requires that Local Initiatives Support Corporation — AmeriCorps
Program ("Sponsoring Organization®) offers participating LISC AmeriCorps members the opportunity to extend
Sponsoring Organization group health plan ("Plan") coverage (called "continuation coverage") at group rates in certain
instances when coverage otherwise would end. This notice explains, in summary fashion, your rights and obligations
under the continuation coverage provisions of COBRA. You should read this notice carefully.

When Am I Entitled to Continuation Coverage?

If you meet the eligibility requirements and are covered by the Plan as a participating LISC AmeriCorps member, you
have the right to choose continuation coverage if you lose coverage for either of the following reasons:

) Your hours of service with the Sponsoring Organization are reduced,

4] Your service with the Sponsoring Organization has ended (for
reasons other than gmssmisconductonyompart).
What Health Information Must I Provide?

Ifyouarecmrentlycoveredbytheplanand lose coverage, youdonothawtoshowthatyouminsmbletochoose
continuation coverage.

within 30 days after the date that it is determined that you are no longer disabled.

When the Sponsoring Organization determines that a participating LISC AmeriCorps member has ended service, the
Sponsoring Organization will in turn notify you whether you have the right to choose continuation coverage, and if so,
will provide an election form.

You must notify the Sponsoring Organization in writing if you want continuation coverage within 60 days of the date you
lose coverage or the date of the Sponsoring Organization's notice, whichever is later,
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How Long Does My Continuation Coverage Last?
If you do not choose continuation coverage, your group health coverage under the Plan will end.

If you choose continuation coverage, your coverage will be identical to the coverage provided under the Plan to similarly.
situated participating LISC AmeriCorps members, as of the time coverage is being provided. This means that if the
coverage for similarly situated participating LISC AmeriCorps members is modified, your coverage will be modified in
the same manner. Your continuation coverage period generally will be 18 months if you lost coverage because of ending
service, or if a reduction in hours of service occurs, Nonetheless, the 18-month coverage period will be extended in the

Are There Any Circumstances In Which My Countinuation Coverage May Be Cut Short?

Your continuation coverage may be cut short for any of the following reasons;

) You become covered under any other group health plan (as an employee or
otherwise) that does not contain any exclusion or limitation for any
preexisting conditions clause that applies to you,

2 The premium for your continuation coverage is not paid within 15 days of
the due date.

3) The Sponsoring Organization no longer provides any group health
coverage to LISC AmeriCorps members.

@ You are determined to be no longer disabled by the Social Security
Administration.

How Much Do I Have to Pay for Continuation Caverage?

You must pay the entire Plan premium in order to obtain continuation coverage. The rate includes a 2% administrative
fee. If the maximum coverage is extended from 18 months to 29 months due to a disability, the required payment is 150%
of the premium for the 19th and all succeeding months. As of July 1, 2011 the current cost for coverage is $143.84 per
month.

When Do I Pay for Continuation Coverage?
Payments for coverage are due on a quarterly basis and are calculated on a member's start date with the program.

Quarterly Start Date Premium Payment Coverage Period Cancellation
Payment Total Due Date Date
First Quarter September 1 $ 431.52 | September 1 September — November September 15
First Quarter September 16 $ 287.68 | October 1 October — November October 15
or October 1
First Quarter October 16 or $ 143.84 | November I | October — November November 15
November 1
Second Quarter All $ 431.52 | December I | December — February December 15
Third Quarter All 3 431.52 | March 1 March - May March 15
Fourth Quarter All $ 431.52 | June 1 June — August June 15

*If the premium is raised by the insurance carrier, the premium totals will change to reflect the increase.
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What Happens if I Obtain Other Coverage and Have Already Paid the Quarterly Premium?

Inform the program, in writing, at least 10 days prior to the first day of the month. After the first day of any month,

coverage can be cancelled but premiums can not be refunded as per our carrier. Any remaining premium balance will be
refunded.

Who Can I Contact with Questions About Continuation Coyv: e?

If you have any questions about continuation of coverage, please contact Samuel Prater at (212) 455-9324,

If you change addresses, or other changes occur, please notify Samuel Prater at sprater(@lisc.org in writing at:
LISC

501 7® Avenue

7" Floor

New York, NY 10018

Please acknowledge that you have received and read this letter by signing the enclosed copy and returning it with your
enrollment package.

I'acknowledge that I received this letter, and I have read it.

LISC AmeriCorps Member Name

LISC AmeriCorps Member Signature

Date
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LISC

He{ping neighbors

build communities

Income Verification Form Letter

LISC AmeriCorps is able to assist our full-time (1700 hr) and part-time (900 hr) members with supporting documentation for
those that are receiving or applying for Public Assistance Benefits as it pertains to your living stipend.

Agency Name:
MO e

Your Case Number (if ap

I
mﬁ?yw e

ek ik

Purpose for Letter (ex: F
Housin g, etc

o

A S

2

(sprater@lisc.org), or Robert "

Please email this completed form to Stacey Rapp (sragg@lisc:org ), am Prater
Beach (rbeach@lisc.org) and allow 5 business days for processing.

Our office address mailing address is:
LISC AmeriCorps

501 7" Avenue
7" Floor

New York, NY
10018

Fax number : 212-983-4718




AmeriCorps

Parental Consent Form

FOR PARENT OF GUARDIAN OF MEMBERS UNDER 18 YEARS OF AGE:

IglutpamiaionfwﬁuAmaiCmpsspomwpmidemamngmewMal
assimmeformyson/daughﬁerllegalwaxdif!cannotbeimmediatelymchedindxeevmofan
accident or illness. [ have listed any illnesses, allergies, medical conditions or disabilities that
might affect participation in the AmeriCorps program or require medical attention,

Signature of Parent or Guardian  Date

Please Print:
Name:

Address:

City State Zip Code

Daytime Telephone Number-

Evening Telephone Number:




LISC

Helping neighbors

build communities

Member Request
Income Verification/ Public Assistance Benefits Determination

Stipend payments to participants in AmeriCorps programs are not considered income for the purposes of
determining eligibility for many public assistance programs. As a LISC AmeriCorps member you may
request a letter be sent directly to an agency/ organization regarding how your living stipend is determined
and explaining your relationship to LISC and placement partner is as a participant. AmeriCorps members
should apply for the benefit PRIOR TO requesting a supporting letter. Please note that all requests are
processed by the national office and not the local office. If an AmeriCorps member requests this
information from his/ her local contact, the local administrator will forward this form to the national
office.

* All requests must be in writing using this from and from the AmeriCorps member.

» The letter generated by national is sent directly to the agency and a pdf copy is sent to the
member’s attention via e-mail.

* National will not send a “blank letter;” it must be addressed to an agency or organization.
= Letters are provided by the national LISC staff and take five (5) business days to process. While
every attempt will be made to process them sooner, members should plan on this timeframe.

Same day/ next day requests are not possible.

* A member can provide the information at the time of enrolling in the program or at any time by e-
mailing this form to Stacey Rapp (srapp@lisc.org) or Robert Beach (rbeach@]lisc.org)

Member Name:

Purpose for Letter

(ex: Food Stamps, Housing, etc)
Agency Name:

Agency Contact/Case Worker:
Case Number (if applicable):
Agency Mailing Address:

City, State Zip:

Agency Fax Number:




